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Statewide MCH Grant Subrecipients:

On behalf of Joann Schaefer, M.D., Chief Medical Officer and Director of the Division of Public Health for the Department of Health and Human Services (DHHS), I am pleased to announce the availability of MCH Grant continuation funds for FY 2012 (October 1, 2011 – September 30, 2012).  
As these Guidelines are issued, there is more-than-usual uncertainty with the amount and timing of future federal funds.  FY 2011 MCH Block Grant funds were reduced and confirmed very late in the fiscal year.  Congress might again delay a final appropriations bill for FY 2012 funds and funding may be further reduced.  If both happen, the confirmation of reduced funding levels could again go well into the fiscal year period.  As a result, DHHS plans to support local activities in the year ahead by maintaining, as needed and feasible to do so, the investments made over the prior three-year period.  Only the current FY 2011 subrecipients are eligible to request FY 2012 MCH subgrant funds.  There are two critically important points to emphasize as you prepare to submit a continuation request.
1)
DHHS will not fund new projects or an expansion of present work in the FY 2012 continuation requests.  
2)
Your continuation requests must plan for a 15% reduction of the FY 2011 approved budget and award to your organization.  
Much of the volume of these Guidelines is instructional and for reference to assist you in the preparation and submission of your continuation request.  Assuming that your approved FY 2011 grant documents are saved electronically, any revisions should be relatively quick and easy to accomplish to meet the requirements for the FY 2012 Continuation Request, as summarized in a checklist [Attachment 9].  These Guidelines and the current Procedure Manual are available electronically at http://www.dhhs.ne.gov/LifespanHealth/planning.  Also at the link is a revised Subgrant Agreement for reference in preparing your continuation request.  Specific subrecipient information will be inserted later upon DHHS’s approval of continuation requests.  About mid-August, Subgrant Agreements will be sent out for signature.  The Subgrant Agreement incorporates all requirements that were previously separate certifications, e.g. audit, lobbying, suspension and debarment, etc.  With this new agreement template, there will not be a cover sheet and award letter since signatures and all pertinent award information will be incorporated in the Subgrant Agreement upon approval of continuation requests.
The due date to submit your Continuation Request is Monday, August 1, 2011.  This date is firm in order to allow time to review documents, carefully consider requests, complete all approvals, and get Subgrant Agreements signed and returned to DHHS by the October 1 start-up date for FY 2012.  In addition to timeliness, I urge your careful attention to detail to avoid common mistakes and omissions [Attachment 10] and to facilitate a smooth review process.  I hope you will contact me with any questions about these Guidelines at (402) 471-0197 or rayma.delaney@nebraska.gov.

Sincerely,

Rayma Delaney
Rayma Delaney, MSW

Federal Aid Administrator, Lifespan Health Services
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Part I.  Information to Submit Continuation Request

Eligible Entities
Federal Title V / Maternal and Child Health (MCH) Block Grant funds were reduced in FY 2011, and it is anticipated FY 2012 may be further reduced yet how dramatically cuts might be is unknown.  Congress may not pass the final FY 2012 appropriation bill before the new federal fiscal year begins October 1st.  As such, the Nebraska Department of Health and Human Services (DHHS) is not seeking new MCH subgrant applications through a competitive RFA process for the upcoming fiscal year beginning October 1st. The decision was based on knowing that new ventures deserve reliable resources needed to hire staff, incur start-up costs, and to commit resources intended for sustainability at about the same level over three years.

DHHS announces availability of non-competitive, continuation funds for the period October 1, 2011 – September 30, 2012, or Year 4.  Eligible entities are the subrecipients of these federal funds for the prior three-year period (FYs 2009, 2010, and FY 2011).  Subrecipients (as defined in [Attachment 11])  were the approved applicants through a competitive application process May – July 2008.  Although individuals and for-profit organizations are ineligible to apply for these funds, they may continue to participate as collaborative partners of the Subrecipient.

If the Subrecipient is relying on collaborative partners for the success of the proposed work, either a Memorandum of Understanding or a Contract must be developed which clearly delineates and formalizes the commitment of the partners.  Memorandum(s) of Understanding apply to non-paid collaborative partners.  The agreement with persons or agencies who receive payments must be formalized in a Contract as a legally-binding document.  Note:  Subrecipients who enter into contractual agreements are advised to fully detail the scope of services and terms in the written agreement with Contractor.  A Contractor of Subrecipient is responsible to Subrecipient for performance of duties.  Subrecipient is responsible to DHHS for performance.  Contracts, either current or new, do not have to be submitted as part of the continuation request, although shall be made available upon request.  Memorandum(s) of Understanding developed and submitted in the original FY 2009-2011 Application do not need to be renewed unless the partners or the activities have changed, or to extend the time for collaboration due if the collaboration continues into Year 4.  Subrecipients may need to renew contract agreements with its contractor(s) if the original contract term will end September 30, 2011 and if the contract arrangement will be proposed into Year 4.
Funding Period and Availability of Funds
In 2008, DHHS considered applications stemming from a competitive Request for Applications (RFA) for the three-year period October 1, 2008 – September 30, 2011.  The project period is divided by fiscal years as referenced below, with the addition of an additional year, i.e. Year 4, publically announced on May 20, 2011.

Year 1 / Fiscal Year 2009 
 
October 1, 2008 – September 30, 2009

Year 2 / Fiscal Year 2010

October 1, 2009 – September 30, 2010

Year 3 / Fiscal Year 2011

October 1, 2010 – September 30, 2011

Year 4 / Fiscal Year 2012

October 1, 2011 – September 30, 2012
The projection of funds available for MCH Grants and the level of continuation funds that DHHS will consider for FY 2012 is based on a 15% reduction of Subrecipient’s FY 2011 approved budget and award.  DHHS will not fund any new projects or an expansion of present work .   Subrecipients submitting an acceptable Continuation Request will be presented with a Subgrant Agreement for one-year (Year 4), if with no other reason for discontinuance into Year 4.  The awarding of any and all funds is contingent on receipt of sufficient federal funds to DHHS.

Subrecipients’ requests for FY 2012 continuation funds are for an additional continuation year that was not originally projected in the three-year project period.  By March 2012, DHHS will re-evaluate whether to release a competitive RFA for FY 2013 – FY 2015 (October 1, 2012 – September 30, 2015).  
Matching Resources and Program Income
“[M]atching means the value of allowable third-party in-kind contributions and the allowable costs of a federally assisted project or program not borne by the federal government.”  (Source: The "Uniform Administrative Requirements for Grants and Cooperative Agreements to State and Local Governments" for the Department of Health and Human Services, 45 C.F.R. Part 92). Subrecipients of Nebraska MCH grant funds will be required to provide matching resources in the amount of 20% of the award.  (Example:  $10,000 match required for a $50,000 award).  This community-based support is essential to help Nebraska meet the State’s match requirement of three dollars for every four dollars of federal MCH Block Grant funds.

Subrecipient must document in the Continuation Request their capacity to provide matching funds, clearly and accurately indicating both the type and source of match. 

· The two types of matching resources are: 1) cash, and 2) in-kind (non-cash).  In-kind contributions require a valuation assessment by the subrecipient.  Contributions shall be valued at the market value of the good or service at the time of donation.  
· The source of match could be a non-federal grant source, agency cash, donations, fees, Medicaid-reimbursement, or 638 funds
. 
Examples of source and type:  
· A medical supply purchased by Subrecipient with non-federal funds is cash match. 

· A medical supply donated by the product manufacturer is non-cash.  Subrecipient shall assess the fair value of the donation.
Costs used to satisfy matching requirements shall be treated as other costs under the approved budget, i.e.:  

· match is governed by the same rules governing allowability in 45 CFR 74.23 or 92.24
· match shall be supported in accounting records with source documentation
· match will be subject to audit.  
See additional information regarding match requirements [Attachment 7].
Program income is defined as revenue generated as a result of these grant funds.  Nebraska MCH Grant funds are not program income.  Examples of program income include fees, donations, insurance payments, and Medicaid reimbursement.  Program income, if any, is required to be re-invested in the work related to the MCH Grant-funded activities.  This re-investment of program income is shown on the budget and expenditure report as cash match.  If the MCH Grant-funded activities do not generate income, or if program income is insufficient to meet the minimum match requirement, the match requirement can be met by other options:  a) any non-federal funds may be used as cash match which are not already used as match for another grant award, and/or b) non-cash match.

Estimated program income must be budgeted in the cash match column of the Line Item Budget [Attachment 6].  Subrecipients will be expected to identify through quarterly reports the program income received and reinvested to support MCH activities.  

The final expenditure report for any fiscal year must have a zero balance for program income, otherwise the final reimbursement request will be reduced by unspent program income.  Subrecipients will not be allowed to carry over program income between fiscal years. 

Timeline
May 17, 2011*

Notice of availability of continuation funds sent to the MCH Grant via the e-mail group

June 23, 2011*

Guidelines to Request Continuation Funds accessible electronically from the webpage.
August 1, 2011*

Continuation Request due date

August 2 – 8, 2011

Review of Continuation Requests

August 15, 2011

Subgrant Agreements sent out for signature
September 30, 2011*

Subgrant Agreements fully executed and originals with each party
October 1, 2011 *

FY 2012 begins

________________

* Confirmed dates; all other dates are approximate.
Submission Requirements

· Use the checklist [Attachment 9] to assure that all requirements for a complete Continuation Request have been met at the time it is submitted.   Please avoid the Common Mistakes and Omissions [Attachment 10].
· Use 8 ½” by 11” white paper, single-spaced, with 1” margins.  The original must be single-sided pages.  The photocopy may be double-sided.  The Continuation Request must be typewritten, using standard font size 12 in easily-read typeface, such as Times New Roman (as in this document) or Universal.  Do not use a condensed font.  Each page of the Continuation Request should be sequentially numbered.
· Include a Table of Contents with page numbers referenced in the Continuation Request.  The Table of Contents should follow the same headings as the Continuation Request.

· The Line Item Budget is presented using the required Microsoft Excel spreadsheet template available at http://www.dhhs.ne.gov/LifespanHealth/planning/.  

· Submit one print version of the Continuation Request by whatever delivery method is preferred by Subrecipient, i.e. U.S. Postal Service (first-class), Federal Express, UPS, or hand delivery.   Do not staple or more permanently bind.  In addition to the one print version required, you may submit electronically, but electronic submission in addition to one print version is not required.  
· Mail a complete Continuation Request (including any additional attachments as relevant, e.g. current Indirect Cost Rate Agreement, new or revised Memorandum(s) of Understanding, etc., on or before Monday, August 1, 2011.   For security reasons, the envelope must bear a return address and be addressed to:

Nebraska Department of Health and Human Services
Division of Public Health

Lifespan Health Services -- Planning and Support

P.O. Box 95026
Lincoln, Nebraska  68509-502
Attn:  Rayma Delaney

Format and Content of Continuation Request
The following details the format and content required for the Continuation Request.  In particular, it describes critical relationships between the major components of the Continuation Request.  Each subheading contains key information about page limits and use of required forms, if any.

Part I. provides information and guidance regarding format and content required for the Continuation Request.  The majority of a Subrecipient’s Continuation Request should be largely document revision of the previous approved submission.  The FY 2012 Continuation Request cannot request support for new projects or an expansion of present work.  And, the funding request cannot exceed a request that is at least a 15% reduction of the FY 2011 award.  For example, a FY 2011 award of $75,000 means the maximum request can be no more than $63,750.  Wherever revisions are presented, please indicate by whatever method is most clear to the reader where those revisions are proposed.   

A. Abstract  --  Page limit: 1 page.

The Abstract must be concise, yet adequately describe the Subrecipient and the activities supported by the MCH Grant.  Submit an Abstract specific to FY 2012, assuming that there may be revisions to the scope of work based on a reduction of funding.  
B. Assessment of Community Needs, Resources and Capacity  --  Page limit: 10 pages.
Provide any updates to the Assessment which was submitted in the Application for FY 2009-2011 funding. Clearly identify revisions, as relevant.  If no changes, please re-submit the Assessment that was included in the original Application.
C. The Work Plan  --  (includes two parts:  Description and Summary)  Page limit:  Use a reasonable number of pages to adequately show the revised Work Plan  •   use the required format / Excel spreadsheet [Attachment 5].  

The Continuation Request is an opportunity to revise the approved Work Plan for FY 2012, as needed.  Clearly identify any revisions due to process and outcome evaluation or change in needs.  In no event can continuation requests be new projects and expansion of work as that would typically involve an increased funding level.  If there are no changes, re-submit the Work Plan that was previously approved.  
As a reminder, the Work Plan was developed based on a planning process that identified goals and outcomes that are congruent with those established in the RFA Part II. C. “Goals, Outcomes and Evidence-based Interventions.”  Activities should both be supported by a community-level needs assessment and be congruent with the intent of the RFA.  
The Work Plan should clearly demonstrate the following: 

1. an assessment process that identified a need,

2. an understanding of the problem and target population,

3. an articulation of intervention/activities that are based on evidence, 

4. a connection between the proposed intervention/activities and outcomes,

5. proposed objectives and performance measures,

6. a timeline for implementation and reporting of performance measures. 

Description of Work Plan -- Provide in narrative form details about the chosen goal, outcomes, activities, timeline, resources and performance measures. The narrative should be detailed enough that the reader understands what is being proposed and why.  The narrative should describe the need behind the proposed project and significant details of how the project was developed, as well as how the intervention will produce desired change (outcomes).  Provide references for strategies, demonstrating that they are evidence-based or promising practices.

A discussion of the Work Plan should begin with the long term goal and desired outcomes selected from RFA, Part II, C. “Goals, Outcomes and Evidence-based Interventions”.  The proposal should develop objectives that operationalize the selected outcomes. All objectives should be specific, measurable, achievable, realistic, and time-framed. An objective template is provided below:

 By __________, ___________of ________will_______________________.

 (when)          (% or % change)               (who)                   (what result, change, benefit) 

Each objective should have a series of activities, resources (research, products, staff, and partners) and a timeline for achieving the stated objective.  The narrative about objectives and activities should include reasonable evidence that the proposed efforts will produce a desired change.  Finally, performance measures (See RFA, Part IV, E.  “Measurement of Performance”) should be described in narrative.  All Performance Measures shall be written to be reached no later than September 30, 2012.
Work Plan Summary -- A template is provided to assist with the summary of the Work Plan [attachment 5]. The summary should identify the long term goal, outcomes, objectives, activities, timeline, resources, and performance measures.  Please number the objectives, activities, and performance measures to correspond with desired outcomes. 
E. 
The Measurement of Performance – Page limit:  2 pages.

The measurement of performance is meant to improve program delivery and effectiveness. The objectives identified in the proposal must be systematically monitored and measured for progress toward the desired outcomes and the overall goal. This will be done through performance measures. Each objective should have three corresponding performance measures that address 1) quantity, 2) quality, and 3) result.  It may also be necessary, depending on the nature of the measures developed, to set baselines of current performance and targets for improvement based on new activities.   
Be careful when developing or revising performance measures.  Measures are not statements of activity, rather a statement how a culmination of workplan activities can simply be identified as having reached an expected level of achievement.  The correct performance measure(s) is(are) dependent on the goal, outcomes(s), and objectives of the proposal as well as the resources that can be committed to achieving the desired results.  Because the required performance measures assess different aspects of an objective, they will not necessarily be measured at the same time or with the same data/methods. Below is a brief description of the three types of measures that are required: 

Measures of Quantity:  This is a measurement of effort and is the most common type of data collected by a program or project. This answers questions about what is being produced and how much was provided.  Examples are the number served and demographics, or the number of activities.  

Measures of Quality: This is a measurement of effort that answers questions about how well the program/activity did in meeting an objective. Examples of measures of quality are motivation, satisfaction, knowledge, and awareness of participants or the target population as well as the accuracy, accessibility, and timeliness of the intervention/activity.  

Measures of Result: This is a measurement of effect that answers questions about how well your effort worked for those you are targeting and whether the expected change occurred.  Some examples are the number and percent who perform as expected (now and across time) or number and percent reporting a change in behavior. 

F.
Evaluation Plan --  Page limit: 1 page.
The Continuation Request should provide a summary of overall evaluation plans, but provide in more detail the plans for process evaluation. Process evaluation assesses the extent to which a program/project is operating as intended.  This plan should demonstrate how the performance measures will be used to perform process evaluation.  The process evaluation must include a way to identify the need for work plan adjustments (if/when necessary) so results can be achieved.  Using the process evaluation from Year 3, revise the Work Plan as may be relevant, to achieve outcomes in Year 4. 
G.
Financial Plan – (includes two parts:  Line Item Budget and Budget Justification) --  Page limit: Not applicable, i.e. use the number of pages necessary  •  use required format / Excel spreadsheet [Attachment 6 refers to http://www.dhhs.ne.gov/LifespanHealth/planning to access the Microsoft Excel spreadsheet template].  Subrecipient enters the approved budget for grant and match in the worksheet (tabbed as “Budget and Revisions’) which feeds into the Expenditure Report required for the quarter reports.  
The Financial Plan has two essential parts, i.e. Line Item Budget and Budget Justification.  The Financial Plan directly supports the Work Plan.  Subsequently, the proposed costs must directly impact the identified goals and outcomes in the RFA and the Subrecipient’s associated objectives.

In a brief narrative, introduce any information as may be relevant to the Continuation Request for MCH Grant funds, for example:  a) other pending requests for support to other funders that impact the Continuation Request, identifying funder(s), how the Applications relate, and when a funding decision is anticipated.  b) If the Continuation Request includes activities that have been previously funded by another source, Subrecipient must identify the source of funding and other resources that supported it.  Supplanting funds is unallowable.

The parts of the Financial Plan are detailed below:

· Line Item Budget  -- The Line Item Budget is used to identify and categorize items of costs.  The Line Item Budget includes both grant funds and matching resources. 

Allowable budget categories (shown as shaded cells on the form) and line items are illustrative only, not prescriptive for the budget.  Subrecipients should use categories or line items as relevant to their organization and the Continuation Request.  Note: You may replace or add headings in the Microsoft Excel spreadsheet, but do NOT add or delete lines as this could alter the formulas to calculate cumulative expenditures.  A budget should contain detail sufficient to show the proposed items of costs that comprise the budget category.  This detail is identified by line items within the budget category.  Budget categories are useful for organizing and clarifying line items.  The sum of the line items within a budget category may, although is not required to, be shown as a subtotal.  See the following example of how line items comprise a category:

Example:  Line Item Budget
Matching Funds

MCH Grant
Cash 
In-kind


[category]
Office Expenses
 


[Line item]
Supplies




[Line item]
Printing


[Line item]
Rent 


[Line item]
Insurance



[Line item]
Utilities



[category]
Communication
 


[Line item]
Postage




[Line item]
Telephone


[Line item]
Internet service

Costs must be clearly identified in the budget and justification in order for DHHS to determine if allowable, allocable and reasonable, and to consider if the cost is essential for achievement of intended results (outcomes). Critical considerations in developing a budget include, but are not limited to, the following:  “Miscellaneous” is not an acceptable budget category and line item as it does not provide an adequate description to determine if the cost is allowable.  Each item of cost must be treated consistently in like circumstances either as a direct or an indirect cost, e.g. direct costs cannot include costs already reflected in an indirect cost rate, if an indirect cost rate is proposed.  Subrecipients should refer to the OMB Cost Principles applicable for its entity type as referenced in the RFA, Part I. D. “Source of Governing Authority”.
· Direct Costs -- Any cost that can be identified specifically with a particular project or program (contrast to indirect costs). 

· Indirect Costs -- Indirect costs are those costs incurred for common or joint purposes.  See the Glossary [Attachment 11] for a more complete description. 
The following “order of preference” should be followed to identify the means relevant to the Subrecipient to recover indirect costs in the Line Item Budget:  

1) If there is a federal cognizant agency, use the IDC rate agreement negotiated by it.  Attach a copy of the Subrecipient’s most current indirect cost rate agreement which supports the use of the “indirect costs” line item.  A negotiated cost rate agreement is typically with an organization’s federal cognizant agency, i.e. if the Subrecipient receives federal funds directly. 
2) If there is not a federal cognizant agency, use the IDC rate agreement negotiated by the state cognizant agency.  For example, in the event the Subrecipient receives federal funds only as passthrough from the primary recipient of a federal award, the cognizant agency is the primary recipient, or typically a state agency.
3) If the Subrecipient does not have a current negotiated IDC rate, the U.S. Department of Health and Human Services Grant Policy Directive (referred to as "1/2 or 10%”) may be used. 

See http://www.ihs.gov/NonMedicalPrograms/gogp/documents/HHS%20GPS_Oct%202006.pdf for the Grants Policy Statement by the U.S. Department of Health and Human Services.  In particular, pages II-27 – II-29 “Reimbursement of Indirect Costs”, states: "If the GMO determines that a recipient does not have a currently effective indirect cost rate, the award may not include an amount for indirect costs unless the organization has never established an indirect cost rate (usually a new recipient) and intends to establish one.  In such cases, the award shall include a provisional amount equaling one-half of the amount of indirect costs requested by the applicant, up to a maximum of 10 percent of direct salaries and wages (exclusive of fringe benefits).  If the recipient fails to provide a timely proposal, indirect costs paid in anticipation of establishment of a rate will be disallowed.”  (emphasis added)
If the Subrecipient exercises this option, include in the Budget Justification the rationale (calculations) for the rate requested. This is considered a provisional rate. During the award period the Subrecipient must complete their determination of an indirect cost rate under provisions of either option #1 or #2.  If the Subrecipient does not complete an IDC rate determination during the award period, the Subrecipient will be required to return any funds awarded based on the provisional rate. 

4) Subrecipient may choose to direct cost the allocable portion of costs associated with multiple programs.  The methodology for allocable costs, as determined by the Subrecipient, should be well documented as it is subject to audit.  (See the OMB Circular addressing cost principles as relevant by type of entity of Subrecipient.  The OMB Circulars are on-line at  http://www.whitehouse.gov/omb/circulars)

· Program Income  
Program income defrays costs and assists with the sustainability of the activities.  If feasible, program income is strongly encouraged.  (Note:  Not all grant-funded activities earn income, but if earned must be reinvested in the grant-funded work.)  If the Subrecipient anticipates program income, include the projected amount in the Financial Plan.  Program income, if any, shall be used to satisfy all or part of the match requirement, and budgeted in the “cash match” column of the Line Item Budget.  Use the Budget Justification to describe the methodology used to calculate projected income and how it will be reinvested in the grant-funded activities.
· Match or Cost Sharing 

Delineate the two types of match by entering the budgeted match in the appropriate column in the Line Item Budget. 

· Cash -- An entry in the “Cash Match” column indicates a product/service is budgeted with cash provided by the Subrecipient (contrast to a third-party contribution referred to as in-kind in this RFA, or sometimes called “in-kind”).  Acceptable forms of cash match include non-federal grant funds, program income, and agency funds.  Projected program income should be identified in the line item(s) of cash match to show where program income is expected to be re-invested in the MCH activities.

· In-kind -- An entry in the “In-kind Match” column indicates a third-party contribution, i.e. a donated service or product to which a value can be assessed.  If in-kind match is budgeted, describe in the Budget Justification how a value will be assessed to the donated product or service.

· Budget Justification -- The Budget Justification describes the need for and shows the calculations of each item of cost.  The Budget Justification, as a counterpart of the Line Item Budget, contains the exact budget categories and line items.  An acceptable Budget Justification identifies each item of cost and the methodology used in projecting the cost.  Explain and show the method used to allocate expenditures to more than one funding source.  Information must be provided in sufficient detail to support items of cost for both grant funds and match.

· Matching or Cost Sharing -- identify for match, both:  1) the type (cash or in-kind) and 2) the source (non-federal funds, agency general funds, etc.) of matching resources.  (Note:  If a grant award is made, Subrecipient’s records for tracking match must be kept in the same manner as records for claiming grant expenditures.  Match will be subject to monitoring if a subgrant is awarded.  See additional information regarding match requirements [Attachment 7].)

H.
Management Plan  --  Page limit: 4 pages.  Previously collected on the cover sheet which is no longer being used, please be sure to enter all program and financial staff  by name, title, and contact information as indicated [Attachment 7].  Clearly identify any revisions to the Management Plan.  If no changes, re-submit the Management Plan with the program and financial staff names, titles and contact information as relevant to the grant-funded work.
The Management Plan describes the procedures for successfully managing the Work Plan and Financial Plan.  Consider potential barriers and how those barriers will be addressed if not addressed elsewhere in the Management Plan, e.g. political influences and public opinion.  Charts, tables and flow charts are particularly helpful in developing a Management Plan and to clearly communicate the Management Plan to reviewers.  At a minimum, the Management Plan will include the following: 

· Organization chart; using the organizational chart, identify the roles, relationships, and routines needed to successfully manage the proposed MCH Grant-funded activities; 

· A clear statement of the responsibilities and qualifications of the person(s) who will be involved in the MCH Grant-funded efforts, as follows:

· finance operations

· management/oversight

· accounting/financial reporting

· program operations

· management/oversight

· implementation and reporting of the Work Plan activities

· Identification of the key person(s), by name and title, who will implement and monitor the MCH Grant-funded activities in both finance and program operations;

· Identification of policies, practices, orders, and other key instructions that represent a basic framework to be used in the implementation and monitoring of the MCH Grant-funded activities.  Describe compliance with these policies, practices, orders, and other key instructions.

· If the proposed activities require the hiring of staff or contract services, the Management Plan should address recruitment efforts to support start-up activities within the Work Plan timeline and to meet the minimum qualification requirements.  Whether new or existing positions are planned for the MCH Grant-funded activities, the Management Plan should address basic considerations related to retention, e.g., comparable salary and benefits, or contract compensation, staff development, employment policy/procedures, etc.

· For any collaborative activities for which the Subrecipient is relying on persons or agencies other than representatives of the Subrecipient for the success of the proposed work, a Memorandum of Understanding must be developed which clearly delineates the commitment of the partners.  Attach copies of Memorandum(s) of Understanding to the Continuation Request if new or updated since the prior continuation request.  Note: The agreement with persons or agencies who receive payments must be formalized in a contract.  Memorandum(s) of Understanding apply to non-paid collaborative partners.

· Depending on the nature of the proposed activities, describe applicable requirements and how those requirements will be addressed, such as confidentiality and security of patient records, clinic licensure, scope of practice/supervision of medical personnel, quality assurance, a plan to achieve compliance with the four mandated National Standards for Culturally and Linguistically Appropriate Services in Health Care (CLAS) [Attachment 8], new staff orientation and on-going staff development, etc.

· Sustainability of activities is critical in identifying the best strategies to improve long-term health outcomes.  Plans for sustainability are also important with regard to the MCH Block Grant because this source of funding is not large enough to support all awarded projects in a long-term manner.  As such, the Continuation Request must describe activities that will maximize and coordinate existing resources and acquire additional resources in the future.  The plan for sustainability should reflect an intended shift in the majority of funding from the MCH Block Grant to other resources, ideally local resources, over time.  The plan for sustainability is absolutely critical for Year 4, which is expected to be the last funding period in the competitive cycle.
Questions

Questions about these Guidelines are encouraged to assist Subrecipients towards submitting quality Continuation Requests that accurately address all the requirements, thus minimizing the risk of contingencies and a delay in presenting a Subgrant Agreement for signature prior to October 1, 2011, the start of FY 2012.  Direct questions to Rayma Delaney by any of these methods:


phone:
(402) 471-0197



e-mail:
rayma.delaney@nebraska.gov


fax: 
(402) 471-7049



mail:
Nebraska Department of Health & Human Services



Division of Public Health




Lifespan Health Services – Planning & Support




PO Box 95026



Lincoln NE 68509-5026



Attn:  Rayma Delaney

Part II.  Subrecipient Requirements of the Award

Subgrant Agreement for FY 2012 Award
Careful attention to detail will help ensure an acceptable Continuation Request.  To avoid unnecessary delays, please use the checklist of common mistakes and omissions and what to do to avoid these.  [see Attachment 10].  These measures will facilitate a smooth review and quick turnaround time for awards.  Subrecipients submitting an acceptable Continuation Request, and without any other reasons for discontinuance into Year 4, will be presented a Subgrant Agreement for signature for the one-year award for Year 4.  
DHHS has recently revised the standard template document that incorporates all requirements that were previously separate certifications, e.g. audit, lobbying, suspension and debarment, etc.  Further, the cover sheet and award letter have been eliminated since signatures and all pertinent award information are incorporated in the Subgrant Agreement.   Subsequently, the process has changed.  Note:  the Subgrant Agreement template is available electronically at http://www.dhhs.ne.gov/LifespanHealth/planning and should be used now for reference as you prepare your continuation request.  The Subgrant Agreement is a legal instrument; review it carefully for compliance.  

Later after continuation requests have been reviewed and if approved for award, DHHS will individualize Subgrant Agreements to send out for signature by approximately mid-August.
The awarding of any and all funds is contingent on receipt of sufficient federal Title V / MCH Block Grant funds to DHHS.

Matching Resources and Program Income
Subrecipients of Nebraska MCH grant funds are required to provide matching resources in the amount of 20% of the award.  (Example:  $10,000 match required for a $50,000 award).  This community-based support is essential to help Nebraska meet the State’s match requirement of three dollars for every four dollars of federal MCH Block Grant funds.  Subrecipients must document in the Continuation Request their capacity to provide matching funds, indicating both the type and source of match.  The two types of matching resources are: 1) cash, and 2) in-kind (non-cash).  See additional information regarding match requirements [Attachment 7].   Program income, if any, must be reinvested and shown as cash match.
National Standards for Culturally and Linguistically Appropriate Services in Health Care (CLAS)
See [See attachment 8].  Subrecipients are to achieve compliance with the four mandated CLAS Standards.  DHHS will provide technical assistance as needed over the grant period to assist Subrecipients meet this requirement.  Striving to reach the other standards is encouraged.

Reporting
The specific reporting requirements are detailed in the “Procedure Manual for Nebraska MCH Grant” and available http://www.dhhs.ne.gov/LifespanHealth/planning/.  Reporting is required and serves the following purposes:

· Regular reporting assists in establishing a systematic framework for Subrecipients to monitor and evaluate their program / project.

· Reports are reviewed by Planning & Support to comply, in part, with Subrecipient monitoring requirements that DHHS is charged with as the pass-through entity for federal block grant funds.

· Reporting is one source of ongoing communication which allows Subrecipients to keep Planning & Support informed.  Non-compliance issues and technical assistance needs may be identified in the reporting process.

· Reporting is the mechanism that allows the reimbursement of Subrecipients’ expenses related to the MCH Grant-funded work.  
· Reports are submitted on a quarterly basis.  The 4th Quarter Report incorporates final reporting data tables.  The Quarterly Report for MCH Grant funds includes an update of the Work Plan and a report of expenditures of grant and match.

Continuation Requests
Non-competitive, continuation funding were available in Year 2 and Year 3 of the three-year project period, and also now in Year 4.  It is necessary for Subrecipients to formally request continuation funds.  This process is accomplished using the “Guidelines to Request MCH Continuation Funds”.  This process has occurred in August of the two interim years of the original three-year cycle.  The Year 4 requests are due no later than August 1, 2011.  The Continuation Request is an opportunity to update the content of the prior FY 2011 approved grant document, and demonstrate a reduction of at least 15% of the FY 2011 award.   A Subgrant Agreement will be individualized for approved continuation requests and mailed to Subrecipient for signature approximately mid-August.  A complete request should include revisions that are easily identified from the approved FY 2011 request, e.g. use of the highlighting feature, bold, underlining, etc. (as used in these Guidelines) to draw a reader’s attention to those changes and other especially important information.
Subrecipients will not be allowed to carry forward grant funds (or program income) from a prior award into a succeeding year, e.g. any unexpended or unobligated grant funds in Year 1 will not be added to the Year 2 award, or remaining Year 3 funds into the Year 4 award.
Nebraska’s MCH / CSHCN Priority Needs

The following priority needs were identified through a comprehensive needs assessment completed in 2005.  Strategic planning followed the 2005 assessment that included problem definition to better understand the needs.  With the enhanced understanding of needs, the next step was to identify evidence-based practices to address those needs.   The original RFA utilized the strategic plan that followed the 2005 assessment, and subsequently the Guidelines for Requesting Continuation Funds.
1. Reduce the rates of overweight women, youth, and children by increasing participation in sufficient physical activity and improving nutrition.
2. Reduce the percent of women of child-bearing age, particularly pregnant and post-partum women, and adolescents who use tobacco and reduce the percent of infants, children and youth exposed to second hand smoke.

3. Reduce rates of premature and low birth weight births for all women, with attention to adolescent pregnancy.
4. Reduce the rates of hospitalizations and deaths due to unintentional injuries for children and youth.
5. Reduce the number and rates of child abuse, neglect, and intentional injuries of children.
6. Reduce the rates of infant mortality, especially racial/ethnic disparities.
7. Reduce alcohol use among youth.
8. Increase capacity of community-based medical home providers to detect and refer for treatment women, children, and youth, including children and youth with special health care needs, with emotional and behavioral health conditions.
9. Increase capacity of Title V Programs for Children with Special Health Care Needs to serve increased numbers of children meeting medical and financial eligibility criteria and who are uninsured or underinsured.
10. Build capacity of Title V programs for Children with Special Health Care Needs to provide transition medical and dental clinics for youth with special health care needs 14-21 years.  Restated programmatically in 2008: “Build capacity of Title V programs for Children with Special Health Care Needs to provide transition clinics for youth with special health care needs 17-22 years by coordinating all services.”
Problem Analysis and Strategy Development
Nebraska’s most recent Maternal and Child Health (MCH) Needs Assessment was completed in 2005. This needs assessment established Nebraska’s 10 priority needs for Maternal and Child Health based on trend data, comparisons with national rates and benchmarks, and the existence of disparities among other criteria. These criteria resulted in identifying priorities that are persistent and/or getting worse. 

The methodology for the needs assessment and the subsequent planning process was based on those established by the Family Health Outcomes Project (FHOP) University of California, San Francisco. The purpose of this planning methodology is to thoroughly analyze the problem, identify the most strategic and promising ways to intervene, and then articulate the activities that will lead to very specific outcomes, to ultimately move the priority issue off the list of unmet needs. This planning methodology is meant to move priorities to action. 

Due to resources, stakeholder preference, and avoiding duplication of other planning efforts the following three priorities were chosen for an intense planning process: 

1)
Reduce rates of premature and low birth weight births for all women, with attention to adolescent pregnancy.

2)
Reduce the rates of overweight among women, youth, and children

3)
Build capacity of Title V programs for Children with Special Health Care Needs to provide transition medical and dental clinics for youth with special health care needs 14-21 years. *
The planning process contained three stages: 1) information/data gathering, 2) problem analysis and, 3) logic model development. Each stage is further described in the full report found at http://www.dhhs.ne.gov/LifespanHealth/planning.
* Subsequent to the planning process, this priority has been programmatically restated as:  “Build capacity of Title V programs for Children with Special Health Care Needs to provide transition clinics for youth with special health care needs 17-22 years by coordinating all services.”
Management Plan
Project Director or primary contact person:
Financial Officer:

Name:






Name:







Title:






Title:







Address:





Address:






City:






City:






Phone:


 Fax:



Phone:


 Fax:




email:  






email:  







Other staff involved in this subgrant:

Other staff involved in this subgrant:

Name:






Name:







Title:






Title:







Address:





Address:






City:






City:






Phone:


 Fax:



Phone:


 Fax:




email:  






email:  







Other staff involved in this subgrant:

Other staff involved in this subgrant:

Name:






Name:







Title:






Title:







Address:





Address:






City:






City:






Phone:


 Fax:



Phone:


 Fax:




email:  






email:  







(Add other information here as instructed in these Guidelines regarding Management Plan.)

Program Specific Requirements

Compliance with the Title V / Maternal and Child Health (MCH) Services Block Grant

A. The Subrecipient must comply with the laws governing Maternal and Child Health Block Grants, 42 U.S.C. section 701 et seq., 45 CFR Part 96, and to perform fiscal accountability functions in accordance with state and federal regulations.
B. The Subrecipient may not use amounts paid to it for:

1. inpatient services, other than inpatient services provided to children with special health care needs or to high-risk pregnant women and infants and such other inpatient services as the Secretary may approve;

2. cash payments to intended recipients of health services;

3. the purchase or improvement of land, the purchase, construction, or permanent improvement (other than minor remodeling) of any building or other facility, or the purchase of major medical equipment;

4. satisfying any requirement for the expenditure of non-Federal funds as a condition for the receipt of Federal funds;

5. providing funds for research or training to any entity other than a public or nonprofit private entity; or

6. payment for any item or service (other than an emergency item or service) furnished 

a. by an individual or entity during the period when such individual or entity is excluded from providing service under the Maternal and Child Health Act or Title XVIII (Medicare), Title XIX (Medicaid) or Title XX (Services for Families, Children, Aged or Disabled) of the Social Security Act pursuant to section 42 U.S.C. 1320a-7, 42 U.S.C. 1320a-7a, 42 U.S.C. 1320c-5, or 42 U.S.C. 1395u(j)(2) of the Social Security Act; or

b. at the medical direction or on the prescription of a physician during the period when the physician is excluded from providing services in the Maternal and Child Health program or Title XVIII (Medicare), Title XIX (Medicaid) or Title XX (Services for Families, Children, Aged and Disabled) of the Social Security Act pursuant to 42 U.S.C. Section 1320a-7, 42 U.S.C. Section 1320a-7a, 42 U.S.C. Section 1320-5, or 42 U.S.C. 1395u(j)(2) of the Social Security Act and when the person furnishing such item or service knew or had reason to know of the exclusion (after a reasonable time period after reasonable notice has been furnished to the person).

Work Plan 
(sample only – brief, and incomplete; intended to demonstrate the relationship between elements)
	Goal : Reduce preterm and low birth weight births  

 

	Outcome: Healthcare systems routinely provide culturally competent preconception health care 



	Objective(s)
	Activities

	Timeline
	Resources

	
	
	YR
	Q1
	Q2
	Q3
	Q4
	

	1) By September 30, 2012, 90% of providers in ABC county will be trained in evidence-based pre/interconception care


	1.1 Identify/develop curriculum 


	4
	X
	
	
	
	Websites, Universities, implementation staff  

	
	1.2 Select trainer


	4
	
	X
	
	
	Local medical association

	
	1.3 Determine training schedule 

and participants 


	4
	
	X
	
	
	Stakeholder list, local medical association, local clinics 

	
	1.4 Select Sites 


	4
	
	X
	
	
	Community partners, surrounding hospitals  

	
	1.5 provide and evaluate  trainings


	4
	
	X
	X
	
	Trainer and implementation staff 

	
	1.6 Follow up with Participants 


	4
	
	
	
	X
	Online survey

	Performance Measures: Objective 1 

1) 100 providers received 3 trainings (quantity; effort)
2) 90% of providers attended all three trainings (quality; effort)
3) 90 persons, or 90% of trained providers are implementing pre/interconception care routinely within their practice (result; effect)

	Objective(s)
	Activities

	Timeline
	Resources

	
	
	YR
	Q1
	Q2
	Q3
	Q4
	

	2) 

	2.1 


	
	
	
	
	
	

	
	2.2 


	
	
	
	
	
	

	Performance Measures:  Objective 2

	
	

	
	


Financial Plan
Line Item Budget
The Microsoft Excel spreadsheet for budget and expenditure reporting is available electronically at http://www.dhhs.ne.gov/LifespanHealth/planning. Use of the spreadsheet is required, unless a Subrecipient provides substantial justification that it cannot reasonably use the spreadsheet provided for this purpose. The template will expedite reporting by Subrecipients and also the reviews by Planning & Support – Lifespan Health. The template has correct formulas for calculating the addition of columns (total expenditures of grant and match by quarter) and rows (cumulative expenditures for the fiscal year period by line item).  Do not add or delete rows or columns to the spreadsheet form as these methods could affect the formulas and subsequent calculations in the spreadsheet.  Category headings may be edited in the spreadsheet to fit the unique characteristics of an organization and the Subrecipient’s grant budget.  
Budget Justification
Examples:


(Note:  This is a sample only and does not include all allowable cost categories or lines.)
Personnel**

Position Title/Name


FTE
Annual Salary
     Months
Amount
Project Coordinator, Barb Taylor
1.00
$45,000
12
$45,000

Outreach Supervisor, Bill Smith
.50
$28,500
12
$14,250

Special Activities Director, Kim Young
1.00
$25,000
  6
$12,500

**Include brief descriptions of staff positions that are funded in whole or in part with MCH Grant funds, i.e. indicate the full-time equivalent (FTE) of personnel paid with MCH funds (see “allocable costs” in the Glossary [Attachment 11.  Describe the scope of responsibility for each position, relating it to the accomplishment of outcomes stated in the Work Plan, and job responsibilities to related to the Management Plan and the Financial Plan.

Office Expenses

Supplies ($75/month x 12 months)

$   900.00

Printing (1,000 brochures x $.15/ea.)

$   150.00

Rent ($3/sq. ft  x 200 ft. x 12 mos)

$7,200.00

Travel*

Mileage (300 mi. x 40.5¢/mi.)


$   121.50

Meals ($25/diem x 5 days)


$   125.00

Lodging ($100/night x 4 nights)


$   400.00

*Travel costs that could be considered excessive should be further clarified, e.g. delineated by in-state or out-of-state travel, purpose, number of persons, etc.

Contract Services

For each item of costs in this category, provide the following in the Budget Justification:

1) Name of contractor

2) Organizational affiliation, if applicable

3) Nature of services to be rendered

4) Relevance of service to the Work Plan

5) The basis for the fee

6) The expected expense compensation (travel, per diem, other associated costs)

Indirect Cost

Identify the “order of preference” used to recover indirect costs, clarifying or describing the costs associated with the selection.  Identify the base used in establishing the rate, state the rate, and show the calculation leading to the claimed indirect costs in the Line Item Budget.  State if there are unrecovered indirect costs that are budgeted as match.  The rate identified in a negotiated rate agreement (include copy of agreement) should be the same as that used in the line item budget and the budget justification.
30-30 Statutory Requirement for “Children” and “CSHCN”   The definitions for “Children” and “CSHCN” are found in the Glossary of these Guidelines [Attachment 11].   (This information is required, but no specific form is needed).  Identify the projected costs for the subpopulations “Children” and “Children with Special Health Care Needs” because it is important information for DHHS to consider for compliance with the statutory 30-30 requirement.  See RFA, Part I, B. “States’ Responsibilities”.  If there are no projected costs in these categories, indicate with zeros.
Children
$



CSHCN
$



Important:  Distinquish between grant funds, cash match, and non-cash match
Match Information

1. The following information pertains to the Subrecipient’s supporting records for in-kind contributions from third parties.

(a) Volunteer services shall be documented and, to the extent feasible, supported by the same methods used by the Subrecipient for its own employees, including time records.

(b) The basis for determining the valuation for personal service, material, equipment, buildings, and land shall be documented.

2. To be accepted, all matching contributions, including cash and third party in-kind, shall meet all of the following criteria:

(a) Are verifiable from the Subrecipient’s records;

(b) Are not included as contributions for any other federally-assisted project or program;

(c) Are necessary and reasonable for proper and efficient accomplishment or project or program objectives;

(d) Are allowable under the applicable cost principles;

(e) Are not paid by the Federal Government under another award, except where authorized by Federal statute to be used for matching;

(f) Are provided for in the approved budget.

3. Unrecovered indirect costs may be included as part of matching.

4. Values for recipient contributions of services and property shall be established in accordance with the applicable cost principles.

5. Volunteer services furnished by professional and technical personnel, consultants, and other skilled and unskilled labor may be counted as matching if service is an integral and necessary part of an approved project or program.  Rates for volunteer services shall be consistent with those paid for similar work in the Subrecipient’s organization.  In those instances in which the required skills are not found in the Subrecipient’s organization, rates shall be consistent with those paid for similar work in the labor market in which the subgrantee competes for the kind of services involved.  In either case, paid fringe benefits that are reasonable, allowable, and allocable may be included in the valuation.

6. When an employer other than the Subrecipient furnishes the services of an employee, these services shall be valued at the employee’s regular rate of pay (plus an amount of fringe benefits that are reasonable, allowable, and allocable, but exclusive of overhead costs), provided these services are in the same skill for which the employee is normally paid.

7. Donated supplies may include such items as expendable property, office supplies, laboratory supplies or workshop and classroom supplies.  Value assessed to donated supplies included in the matching share shall be reasonable and shall not exceed the fair market value of the property at the time of the donation.

National Standards for Culturally and

Linguistically Appropriate Services in Health Care (CLAS)

What are CLAS Standards?
The collective set of Culturally and Linguistically Appropriate Services mandates, guidelines, and recommendations issued by the U.S. HHS Office of Minority Health intended to inform, guide, and facilitate required and recommended practices related to culturally and linguistically appropriate health services.

What is cultural and linguistic competence?

Cultural and linguistic competence is “a set of congruent behaviors, attitudes, and policies that come together in a system, agency, or among professionals that enables effective work in a cross-cultural situation”.

“Competence implies having the capacity to function effectively as an individual and an organization within the context of the cultural beliefs, behaviors, and needs presented by consumers and their communities.”

Cross, T., et al, Towards a Culturally Competent System of Care, Volume 1, 1989.

Why are CLAS Standards needed?

The standards “respond to the need to ensure that all people entering the health care system receive equitable and effective treatment in a culturally and linguistically appropriate manner” and are proposed “as a means to correct inequities that currently exist in the provision of health services and to make these services more responsive to the individual needs of all patients/consumers.”

“They are especially designed to address the needs of racial, ethnic, and linguistic population groups that experience unequal access to health services” and “ultimately to contribute to the elimination of racial and ethnic health disparities and to improve the health of all Americans.”

How are the CLAS Standards applied?

There are 14 Standards.  Four of the Standards (4,5,6, & 7) are mandates and are required to be adopted for all recipients of Federal Funds.  These four standards are based on Title VI or the Civil Rights Act of 1964 (Title VI) with respect to services for limited English proficient (LEP) individuals.  Additionally, nine of the Standards are guidelines that are activities that are recommended by the Office of Minority Health (OMH) for adoption as mandates by Federal, State, and national accrediting agencies.  This distinction applies to Standards 1,2,3,8,9,10,11,12, & 13.  Finally, Standard 14 is a recommendation that is suggested by OMH for voluntary adoption by health care organizations.

What is Title VI?

This refers to Title VI of the Civil Rights Act of 1964.  Specifically, Title VI provides that no person in the U.S. shall, on the ground of race, color, or national origin, be excluded from participation in, be denied the benefits of, or be subjected to discrimination under any program or activity receiving federal financial assistance.

Full text of the Act may be found in Title VI of the Civil Rights Act of 1964, as amended, 42 U.S.C. §2000d, et seq.

A manual providing an overview of the Act may be found at http://www.usdoj.gov/crt/grants_statutes/legalman.html#Introduction
The courts have held that Title VI prohibits recipients of Federal financial assistance from denying LEP persons access to programs, on the bases of national origin.  Any organization, or individual, that receives Federal financial assistance, either directly or indirectly, through a grant contract, or subcontract, is covered by Title VI.  For more information on Title VI Language Assistance obligation, see: http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep/index.html
Which CLAS mandates are current Federal requirements for all recipients of Federal funds based on Title VI? 

Standards 4, 5, 6 & 7 are mandates.  These standards are:

4.
Health care organizations must offer and provide language assistance services, including bilingual staff and interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a timely manner during all hours of operation.

5.
Health care organizations must provide to patients/consumers in their preferred language both verbal offers and written notices informing them of their right to receive language assistance services.

6.
Health care organizations must assure the competence of language assistance provided to limited English proficient patients/consumers by interpreters and bilingual staff.  Family and friends should not be used to provide interpretation services (except on request by the patient/consumer).

7.
Health care organizations must make available easily understood patient-related materials and post signage in the languages of commonly encountered groups and/or groups represented in the service area.

As a recipient of Federal funds, what are some options to comply with the language access requirement?

For oral language assistance, options that can be used to comply with the language access requirement include: hiring bilingual staff for patient and client positions, hiring staff interpreters, contracting for interpreter services, engaging community volunteers, and contracting for telephone interpreter services.  Translation of written documents depends on several factors, including the size of the population being served.

Which CLAS Standards are recommendations?

CLAS standards that are recommended by the Office of Minority Health (OMH) for adoption are Standards 1, 2, 3, 8, 9 , 10, 11, 12 & 13:

1.
Health care organizations should ensure that patients/consumers receive from all staff members effective, understandable, and respectful care that is provided in a manner compatible with their cultural health beliefs and practices and preferred language.

2.
Health care organizations should implement strategies to recruit, retain and promote at all levels of the organization a diverse staff and leadership that are representative of the demographic characteristics of the service area.

1. Health care organizations should ensure that staff at all levels, and across all disciplines receive ongoing education and training in culturally and linguistically appropriate service delivery.

8.
Health care organizations should develop, implement, and promote a written strategic 

plan that outlines clear goals, policies, operational plans, and management   accountability/oversight mechanisms to provide culturally and linguistically appropriate services.



9.
Health care organizations should conduct initial and ongoing organizational self-assessments of CLAS-related activities and are encouraged to integrate cultural and linguistic competence-related measures into their internal audits, performance improvement programs, patient satisfaction assessments, and outcomes-based evaluations.  Title VI Language Assistance Obligations.

10.
Health care organizations should ensure that data on the individual patients/consumer’s race, ethnicity, and spoken and written language are collected in health records, integrated into the organization’s management information systems, and periodically updated.

11.
Health care organizations should maintain a current demographic, cultural and epidemiological profile of the community as well as a needs assessment to accurately plan for and implement services that respond to the cultural and linguistic characteristics of the service area.

12.
Health care organizations should develop participatory, collaborative partnerships with communities and utilize a variety of formal and informal mechanisms to facilitate community and patient/consumer involvement in designing and implementing CLAS – related activities.

13.
Health care organizations should ensure that conflict and grievance resolution processes are culturally and linguistically sensitive and capable of identifying, preventing, and resolving cross – cultural conflicts or complaints by patients/consumer.

Which CLAS Standard is suggested by OMH for voluntary adoption by health care organizations? 

Standards 14 is suggested as a voluntary step:

14.
Health care organizations are encouraged to regularly make available to the public information about their progress and successful innovations in implementing the CLAS standards and to provide public notice in their communities about the availability of this information.

Where can I find more information about CLAS Standards?

The following website provides the Federal Registry announcement of CLAS Standards.

http://www.omhrc.gov/clas/frclas2.htm
The Office for Civil Rights (OCR) has a website that provides information on Title VI Language Assistance Obligations, compliance with the language access requirement, examples of prohibited practice, and compliance and enforcement.  

http://www.hhs.gov/ocr/civilrights/resources/specialtopics/lep/index.html
Nebraska is in HHS Region VII, with its headquarters in Kansas City, MO.  The Regional Office of Civil Rights Manager can be reached at 816-426-7278, fax 816-426-3686, and TDD 816-426-7065. 

Checklist of Requirements
Carefully review this Checklist to assure that all elements of the Continuation Request have been re-submitted and, as relevant, updated for FY 2012.  Use the required forms available electronically at http://www.dhhs.ne.gov/LifespanHealth/planning/
	Table of Contents – Use the exact headings and subheadings from the FY 2012 Continuation Request for the Table of Contents.  Assign correct page numbers to each item.  
	

	Abstract – Describe the organization, e.g. history, mission, and capacity for implementing the activities described in the Work Plan, as well as a descriptive overview of the proposed activities (outputs), and most importantly, how the outputs will achieve the intended results (outcomes).  Update for FY 2012, as needed.  
	

	Assessment of Needs – This element explains why the proposed activities in the Work Plan are important.  Update for FY 2012, as needed.
	

	Work Plan, including both a Description and Summary  –States goals, outcomes, objectives, activities, and performance measures.  References evidence-based or promising practices.  Update for FY 2012.  
	

	Measurement of Performance – This describes the performance measures in narrative.  Be certain these are measures, and not statements of activities.  Update for FY 2012.  
	

	Evaluation Plan – This is a summary of the evaluation design and methods.  Detail of the evaluation activities is found in the Work Plan.  Update for FY 2012.
	

	Financial Plan, including the Line Item Budget and Budget Justification -- The Budget Justification must mirror all line items from the Line Item Budget, including both grant funds requested and matching resources.  Clearly describe the need for each item of cost, showing calculations how amounts were determined.  Reflect any program income projections in the justification for line items budgeted with cash match.  Attach relevant documentation that supports the “order of preference” to recover indirect costs.  Budget at least 20% match (.20 x grant funds requested = minimum match).  Update for FY 2012.   Use the budget tab in the worksheet of the required Microsoft Excel spreadsheet.  Budget entries link to other worksheets that will be used for reporting expenditures for each of the four quarter reports.  
	

	Management Plan – This element describes the procedures for successfully managing the proposed activities from the Work Plan and the Financial Plan, identifies key individual(s) by name, title and contact information who will implement and monitor both finance and program operations, and consider potential barriers and how these will be addressed.  Update for FY 2012, as needed.
	

	Memorandum(s) of Understanding – If Subrecipient is relying on non-paid collaborative partners for the success of the work, Memorandum of Understanding(s) must be submitted.  This is a written agreement that delineates and formalizes the commitment of collaborative partners.  (The commitment of paid collaborative partnerships shall be formalized in a contract; contracts shall be available upon request, but do not need to be submitted with the Continuation Request.).  Submit revised or any new Memorandums of Understanding for FY 2012.
	

	Subgrant Agreement – refer to the new legal document available electronically http://www.dhhs.ne.gov/LifespanHealth/planning/.  This single document incorporates all requirements that were previously in the Subgrant Terms & Assurances with separate certifications.  DO NOT COMPLETE NOW.  A Subgrant Agreement will be individualized for each Subrecipient later upon DHHS approval of the FY 2012 continuation requests, and then sent out for signatures.
	


Common Mistakes and Omissions

Using this checklist, carefully review your continuation request before submitting to DHHS.  Avoiding these common mistakes and omissions will further ensure a smooth review process.  

Please avoid these common mistakes and omissions:

	
	The work plan (description and summary) does not incorporate clear, simply-stated, measureable markers as a way to assess the success of activities in reaching objectives that lead to desired outcomes towards overarching goals.  

Effective measures of performance are not a re-statement of activities in the workplan, but rather a statement about how you know when a variety of activities have produced or reached a marker to assess whether the work is on-target to meet objectives, outcomes, and goals. The description of work and measurement of performance are interrelated elements brought together in the workplan summary.

	
	The type of match (cash vs inkind) is incorrectly identified.  
Review these Guidelines carefully to be clear on the differences and why it is important.  

	
	Program income is confused with grant funds.  

Review the definition and how to budget for projected program income.  Program income is always cash match because it has to be reinvested, but not all cash match is program income.  

	
	The source of match is not identified, especially the original source of cash match.  
Review these Guidelines carefully to understand why this is important. 

	
	Budget lines do not mirror the Budget Justification.   

Use exactly the same lines in both spreadsheet and the narrative of the justification of each line item.  Clearly distinguish between grant funds, cash match, and in-kind (non-cash) in the narrative description to justify the proposed costs related to proposed activities.

	
	Grant budget exceeds the level of grant funds available.
A FY 2012 award cannot exceed an amount that is more than a 15% reduction of the prior FY 2011 award.  For example, if the FY 2011 award is $75,000, then the  FY 2012 request cannot exceed $63,750.

	
	Non-specific line item in the Budget, e.g. cannot use “miscellaneous” or “other”.
“Other” and Miscellaneous” are inadequate descriptions to determine if the cost is allowable based on the OMB Cost Principles as relevant to the type of entity.  Also, each item of cost must be treated consistently in like circumstances either as a direct or an indirect cost.

	
	Indirect costs are budgeted, but the Indirect Cost Rate Agreement is not attached.
The Indirect Cost Rate Agreement is needed to confirm that it is a current rate negotiation, to understand how the rate is being applied, and to verify that the rate is applied correctly, e.g. mathematically and that the base to establish the rate does not include grant funds budgeted as direct costs.


Glossary
access

Often defined as the potential and actual entry of a population into the health care system and by features such as private or public insurance coverage. The probability of entry is also dependent upon the wants, resources, and needs that patients may bring to the care‑seeking process. Utilization rates and subjective evaluations of care describe actual entry into the system. Ability to obtain wanted or the distance one has to travel, waiting time, total income may also influence needed services, and whether one has a regular source of care.

allocable costs

A cost is allocable to a particular cost objective if the goods or services involved are chargeable or assignable to such cost objective in accordance with relative benefits received.  Any cost allocable to a particular federal award may not be charged to other federal awards to overcome fund deficiencies.
allowable costs

Allowable costs are those necessary and reasonable for proper and efficient performance and administration of Federal awards.  See Office of Management and Budget (OMB) Cost Principles relevant by type of entity.

audits

Fiscal review performed by an independent auditor (CPA) with a formal report being prepared. 
birth defect
A structural abnormality present at birth.

budget  justification 

Details about what funds will be spent on and how dollars were figured in development of the budget.  Describes how planned expenditures will support proposed goals and activities.

CLAS Standards 

National Standards for Culturally and Linguistically Appropriate Services in Health Care (CLAS) – the collective set of “culturally and linguistically appropriate services.” CLAS mandates, guidelines and recommendations  were issued by the U.S. Department of Health and Human Services Office of Minority Health intended to inform, guide and facilitate required and recommended practices related to culturally and linguistically appropriate health services.  For more information:  http://www.omhrc.gov/clas/frclas2.htm.

capacity

Includes delivery systems, workforce, policies, and support systems, and other infrastructure needed to maintain services delivery and policy-making activities.

capacity-building 

Creating or enhancing abilities to operate, carry out community assessment and policy development, and manage major administrative areas, such as financial, personnel, and program management to meet the needs of the population (in this case the maternal and child health population, including children with special health care needs).

cash match

Non-federal grant source, agency cash, donations, fees, insurance payments or Medicaid reimbursement.  Medicaid is a state-federal partnership.  Medicaid payments include federal funds.  This is an allowable source of cash match since Medicaid programs are state-operated and financed in part by state funds.

case management

1. The monitoring and coordination of treatment rendered to patients with specific diagnosis or requiring high‑cost or extensive services.

2. Management directed toward serious conditions likely to require numerous providers and involve costly care. Case managers handle each case individually, identifying the most cost‑effective treatments for extremely resource‑intensive conditions, such as accidents, AIDS, cancer, major trauma, prematurity, and strokes.

3. Process of identifying, assessing, organizing, coordinating, and monitoring the necessary and appropriate services to meet and individual's health, vocational and social service needs.

children
A child from 1st birthday through the 21st year, who is not otherwise included in any other class of individuals.  (Note:  Pregnant teens are categorized as Pregnant Women, Not Children.  See definition of Pregnant Women in the Glossary.)

children with special health care needs (CSHCN)

(For budgetary purposes) Infants of children from birth through the 21st year with special health care needs who the State has elected to provide with services funded through Title V.  CSHCN are children who have health problems requiring more than routine and basic care including children with or at risk of disabilities, chronic illnesses and conditions and health-related education and behavioral problems.

(For planning and systems development)  The following is a non-categorical framework which uses three definition components.  All three elements must exist for a child to be classified as having a chronic health condition.  This approach defines ongoing health conditions in children ages birth to 21 years of age as disorders that:

1. Have a biologic, psychologic, or cognitive basis, and
2. Have lasted or are virtually certain to last for at least 1 year (or result in death), and
3. Produce 2 or more of the following sequelae:

a. Limitation of function, activities, or social role in comparison with healthy age peers in the general areas of physical, cognitive, emotional, and social growth and development.

b. Dependency on one of the following to compensate for or minimize limitation of function, activities, or social role:

(1) medications

(2) special diet

(3) medical technology

(4) assistive technology

(5) personal assistance

c.
Need for medical care, mental health care, or other health-related services over and above the usual for the child’s age, or for special ongoing treatments, interventions, or accommodations at home or in school.

community‑based care
The blend of health and social services provided to an individual or family in their place of residence for the purpose of promoting, maintaining, or restoring health or minimizing the effects of illness and disability.

comprehensive health planning (CHP)
Health planning that encompasses all personal factors and community programs that impact on people's health.

consumer
One who may receive or is receiving health services. While all people at times consume health services, a consumer, as the term is used in health legislation and programs, is usually someone who is not associated in any direct or indirect way with the provision of health services.

continuity of care
Health care provided on a continuous basis, starting with the patient’s initial contact with the primary care practitioner and following the patient through all episodes of his or her health care needs.

cost
Expenses incurred in the provision of services or goods. Many different kinds of costs are defined and used (see allowable, direct, indirect, and operating costs). Charges, the price of a service or amount billed an individual or third party, may or may not be equal to service costs.

cost center

Expenses incurred in the provision of services or goods.  Many different kinds of costs are defined and used (see allowable, direct, indirect, and operating costs).  Charges, the price of a service or amount billed an individual or third party, may or may not be equal to service costs.

culturally competent

Competence implies having the capacity to function effectively as an individual and an organization within the context of the cultural beliefs, behaviors, and needs presented by consumers and their communities.

direct cost
A cost which is identifiable directly with a particular activity, service, or product of the program experiencing the costs.  The costs must be specifically identified in and for the purpose of accomplishing what is described in the grant proposal.  These costs do not include the allocation of costs to a cost center, which are not specifically attributable to that cost center.  (contrast with indirect cost)

Early and Periodic Screening, Diagnosis, and Treatment Program (EPSDT)
A program mandated by law as part of the Medicaid program. The law requires that all States have in effect a program for eligible children under age 21 to ascertain their physical or mental defects and to provide such health care treatments and other measures to correct or ameliorate defects and chronic conditions discovered. The State programs also have active outreach components to inform eligible persons of the benefits available to them, to provide screening, and if necessary, to assist in obtaining appropriate treatment.

evaluation

Collecting, analyzing, and interpreting information on the need for, implementation of and effectiveness and efficiency of intervention efforts to better human-kind.

evidence-based models

A public health approach using sound scientific decisions based on evidence of current research and not anecdotal, rhetoric, or generalities that reflect unsound nonscientific thought or policies.

family-centered care 

8A system or philosophy of care that incorporates the family as an integral component of the health care system.

federal allocations

The monies provided to the States under the Federal Maternal and Child Health Services Title V Block Grant in any given year.

federal fiscal year


October 1 through September 30

fixed costs
The portion of total costs of a program incurred even when output is nil, e.g., costs associated with overhead, facilities, and overhead salaries.
grant year


For MCH Grant, October 1 through September 30.

health education

Any planned combination of learning experiences designed to predispose, enable and reinforce voluntary behavior conducive to health in individuals, groups, or communities.

health planning
Planning concerned with improving health, whether undertaken comprehensively for a whole community or for a particular population, type of health service, institution, or health program. The components of health planning include data assembly and analysis, goal determination, action recommendation, and implementation strategy.

health promotion
Any planning combination of education, political, regulatory, and organizational supports for actions and conditions of living conducive to the health of individuals, groups, or communities.

health service area
Geographic area designated on the basis of such factors as geography, political boundaries, population, and health resources, for the effective planning and development of health services.

indirect cost
A cost which cannot be identified directly with a particular activity, service, or product of the entity incurring the cost.  Indirect costs are those that have been incurred for common or joint purposes.  These costs benefit more than one cost objective and cannot be readily identified with a particular final cost objective without effort disproportionate to the result achieved.  Indirect costs are usually allocated among an entity's services in proportion to each service's share of direct costs.  Because of the diverse characteristics and accounting practices of governmental units, the types of costs, which may be classified as indirect costs, cannot be specified in all situations.  However, typical examples of indirect costs, may included certain general administration of the grantee department or agency, accounting and personnel services performed within the grantee department or agency, and the costs of operating and maintaining facilities.  (Contrast with indirect cost.)

infants

Children less than one year of age not included in any other class of individuals.
infant mortality
The death of a live‑born infant before its first birthday.

in-kind

A third-party contribution; a value assessed to a service or product not paid with cash (referred to as “non-cash match” in this RFP).

input

The resources invested to implement activities for the purpose of achieving an outcome. Includes are raw materials needed by services and projects in order to be successful. Resources include but are not limited to financial resources; clients and users; personnel with specific knowledge, training, competencies, or talents; physical facilities, equipment and materials; time energy and commitment from people in leadership roles and cooperation from collateral organizations.

local health department

Legislative Bill (LB) 692 passed in the 2001 Nebraska Unicameral supports the development of local health departments statewide.  Local health departments are those that qualify for the County Public Health Aid Program in Section 11 of LB 692.

management plan

The procedures for successfully managing (maternal child health) activities including the agency’s organizational structure, staff responsibilities and qualifications. 

match

The value of third-party in-kind contributions and the portion of the costs of a federally-assisted project or program not borne by the Federal Government (Source: the “Uniform Administrative Requirements for Grants and cooperative agreements to State and Local Governments” for the Department of Human Services, 45 C.F.R. Part 92)

Medicaid

A federally funded, state operated program of medical assistance to people with low incomes, authorized by Title XIX of the Social Security Act.  Under broad federal guidelines the individual states determine benefits, eligibility, rates of payment and methods of administration.

medically indigent
People who cannot afford needed health care because of insufficient income and/or lack of adequate health insurance.

medically underserved population
A population group experiencing a shortage of personal health services. A medically under served population may or may not reside in a particular medically under served area or be defined by its place of residence. Thus, migrants, American Indians, or the inmates of a prison or mental hospital may constitute such a population. The term is defined and used to give priority for Federal assistance (e.g., the National Health Service Corps).

mistimed pregnancy
According to questions included in the National Survey of Family Growth, a pregnancy that was intended but occurred sooner than the mother would have liked.

morbidity
The extent of illness, injury, or disability in a defined population. It is usually expressed in general or specific rates of incidence or prevalence.

mortality
Death. Used to describe the relation of deaths to the population in which they occur. The mortality rate (death rate) expresses the number of deaths in a unit of population within a prescribed time and may be expressed as crude death rates (e.g., total deaths in relation to total population during a year) or as death rates specific for diseases and, sometimes, for age, sex or other attributes (e.g., number of deaths from cancer in white males in relation to the white male population during a given year).

needs assessment

A systemic set of procedures undertaken for the purpose of setting priorities and making decisions about program or organizational improvement and allocation of resources.  The priorities are based on identified needs.

neonatal death
Death of a live‑born infant from birth to <28 days of life.

non-cash match


A value assessed to a service or product not paid with cash, also known as “in-kind”.

non-profit

Non-profit status as designated by the Internal Revenue Services (IRS). 

Proof of Non-profit Status -- Any of the following is acceptable evidence of nonprofit status: (a) a reference to the applicant organization's listing in the Internal Revenue Service's (IRS) most recent list of tax-exempt organizations described in section 501(c)(3) of the IRS Code; (b) a copy of a currently valid IRS tax exemption certificate; (c) a statement from a State taxing body, State Attorney General, or other appropriate State Official certifying that the applicant organization has a nonprofit status and that none of the net earnings accrue to any private shareholders or individuals; (d) a certified copy of the organization's certificate of incorporation or similar document that clearly establishes nonprofit status; (e) any of the above proof for a State or national parent organization and a statement signed by the parent organization that the applicant organization is a local nonprofit affiliate.

OMB

The Executive Office of the President, Office of Management and Budget.  http://www.whitehouse.gov/omb/organization/index.html
operating cost
In the health field, the financial requirements necessary to operate an activity which provides health services. These costs normally include the costs of personnel, materials, overhead, depreciation, and interest.

others


Women of childbearing age, over age 21, and any others defined by the State and not otherwise included in any of the other listed classes of individuals.
outcome

The statement of an intended result.

outputs


The activities implemented towards achieving an outcome.

overhead
The general costs of operating an entity which are allocated to all the revenue producing operations of the entity but which are not directly attributable to a single activity. For a hospital, these costs normally include maintenance of plant, occupancy costs, housekeeping, administration, and others.

pass-through entity

A non-federal entity that provides a federal award to a subrecipient to carry out a federal program.  Pass-through entities have compliance requirements specific to pass-through entity responsibilities, e.g. subrecipient monitoring, as stipulated in OMB Circular A-133 audit requirements.  Nebraska Department of Health and Human Services is the pass-through entity for the MCH Grant (the portion of Nebraska’s federal Title V / MCH Block Grant that is subgranted to local communities and Tribal governments).
periconceptional
Occurring around the time of conception.

performance management system

The continuous use of practices, e.g. performance measures, quality improvement, and reporting, and integrated into an organization’s core operations 

performance measures

pre-determined measures that will be used to test if intended results (outcomes) were reached and how well intended activities were implemented (process).

planning
The conscious design of a desired future state (described in a plan by its goals and objectives); including: description of, and selection among, alternative means of achieving the goals and objectives; the conduct of the activities necessary to the design (such as data gathering and analysis); and the activities necessary to assure that the plan is achieved.

policy
A course of action adopted and pursued by a government, party, statesman, or other individual or organization; any course of action adopted as proper, advantageous, or expedient. The term is sometimes used less actively to describe any stated position and matters at issue, i.e., an organization's policy statement on national health insurance. Policies bear the same relationship to rules (regulations) as rules do to law, except that unlike regulations, they do not have the force of law.

pregnant woman


A female from the time that she conceives to 60 days after birth, delivery, or expulsion of fetus.
prenatal care

1. Care of the pregnant woman before delivery of the infant.

2. Monitoring and management of the woman during pregnancy to prevent complications of pregnancy and promote a health outcome for the mother and infant.
preterm delivery
Conclusion of pregnancy before the 37th completed week of gestation.

preventive care

Comprehensive care emphasizing prevention, early detection, and early treatment of conditions, and generally including routine physical examinations, immunization, and well‑person care.

primary health care

1. Basic or general health care focused on the point at which a patient ideally first seeks assistance from the medical care system. Primary care is considered comprehensive when the primary provider takes responsibility for the overall coordination of the care of the patient's health problems, be they biological, behavioral, or social. The appropriate use of consultants and community resources is an important part of effective primary care. Such care is generally provided by physicians but is increasingly provided by other personnel such as nurse practitioners or physician assistants.

2. Initial contact for personal health care, including care from physicians and other health care practitioners trained in general pediatrics, general internal medicine, obstetrics and gynecology, and family practice.  Also provides for continuity of services and referral for subsequent necessary care.

3. The point when the patient first seeks assistance from the medical care system; also the care of the simpler and more common illnesses. The primary care provider usually also assumes ongoing responsibility for the patient in both health maintenance and treatment.

program income

Program income is gross income received by the subrecipient that is directly generated by a grant-supported activity, or earned only as a result of the grant during the project period.  Any profit to the subrecipient resulting from grant funds.  Program income is required to be reinvested to help support the grant-funded work.

project period


The timeframe defined by an RFP to perform a Work Plan.  For the MCH Grant, this is a three-year period, unless a subrecipient does not reapply or is not approved for continuation funding in the two interim years.

public health

1. The science dealing with the protection and improvement of community health by organized community effort. Public health activities are generally those which are less amenable to being undertaken by individuals or which are less effective when undertaken on an individual basis and do not typically include direct personal health services. Public health activities include: immunizations; sanitation; preventive medicine, quarantine and other disease control activities; occupational health and safety programs; assurance of the healthfulness of air, water, and food; health education; epidemiology, and others.

2. Application of scientific and techni​cal knowledge to address community health needs, thereby preventing disease and promoting health.  Core functions include collecting and analyzing data, developing comprehensive policies for entire populations, and assuring that appropriate services are delivered to all.

rehabilitation
The combined and coordinated use of medical, social, educational, and vocational measures for training or retraining individuals disabled by disease or injury to the highest possible level of functional ability. Several different types of rehabilitation are distinguished: vocational, social, psychological, medical, and educational. 

respite care

The provision of temporary care for individuals who require specialized or intensive care or supervision that is normally provided by his or her family at home.  Respite care provides the family with relief from the demands of the individual’s or family member’s care.

revenue
The gross amount of earnings received by an entity for the operation of a specific activity. It does not include any deductions for such items as expenses, bad debts, or contractual allowances.  

scope of work

Work plan activities for the provision of MCH services or  development, implementation and maintenance of MCH infrastructure.

services

Are comprised of direct health care services, enabling services and population-based services.

subrecipients

A non-federal entity that expends federal awards received from a pass-through entity to carry out a federal program, but does not include an individual that is a beneficiary of such a program.  A subrecipient may also be a recipient of other federal awards directly from a federal awarding agency.  In the case of MCH Grant funds, public and private non-profit entities, and federally-recognized Native American Tribes headquartered in Nebraska (Omaha, Ponca, Santee, and Winnebago) are subrecipients of federal Title V / MCH Block Grants funds with Nebraska Department of Health and Human Services as the pass-through entity of the federal funds.
systems development

Activities involving the creation or enhancement of organizational infrastructures at the community level for the delivery of health services and other needed ancillary services to individuals in the community by improving the quality of service capacity of health care service providers.

underinsured
People with public or private insurance policies that do not cover all necessary medical services, resulting in out‑of‑pocket expenses that exceed their ability to pay.

uninsured
People who lack public or private health insurance.

unintended pregnancy
According to questions included in the National Survey of Family Growth, a pregnancy identified as either unwanted or mistimed.

unintentional injury
Injury arising from uninten​tional events.

unwanted pregnancy
According to questions included in the National Survey of Family Growth, a pregnancy occurring when the mother reported that she did not want a child at the time of conception or any time in the future.
































































� Medicaid is a state-federal partnership.  Although Medicaid payments include federal funds, this is an allowable source of cash match since Medicaid programs are state-operated and financed in part by state funds.  


� A statewide MCH needs assessment was completed in July 2010.  These Guidelines for Requesting FY 2012 Continuation Funds continue to reflect the 2005 priorities stated in the original RFA.  DHHS is unable to consider new projects in the continuation requests for Year 4 due to the non-competitive nature of maintaining, as needed and feasible, the investments made over the prior three-year period.  Subsequently, FY 2012 continuation requests must align with the priorities identified in the 2005 needs assessment and strategic planning that resulted.  The new 2010 priorities have similarities to the prior 2005 assessment, however.






