Healthy Families 

RPF No. 01-15

ST. MARY’S COUNTY HEALTH DEPARTMENT
Request for Proposals – Health Services

Healthy Families program for St. Mary’s County, Maryland

I.
INTRODUCTION & BACKGROUND
St. Mary’s County Health Department is seeking proposals from organizations currently credentialed as a provider/site by Healthy Families America for implementing the Healthy Families program model in St. Mary’s County, Maryland.  
Adverse Childhood Experiences (ACE) such as childhood abuse, neglect, and other traumatic stress have been heavily linked to multiple health problems.  The national Healthy Families program is a model of providing regular home visits from beginning of pregnancy through first five years of life for families that may be at higher risk for ACE's. The Healthy Families initiative has strong evidence of:

· Reducing Adverse Childhood Experiences;

· Increased utilization of prenatal care and decreased preterm, low weight babies;

· Improved parent-child interaction and school readiness;

· Decreased dependency on welfare and other social services;

· Increased access to primary care medical services; and

· Increased immunization rates

The Healthy Families program does not currently serve at-risk children/parents in St. Mary's County
II.
AVAILABLE FUNDING 

Up to $38,000 will be awarded to one credentialed organization to implement the Healthy Families Program in St. Mary’s County, Maryland between October 1, 2014 and June 30, 2015. While funding is anticipated to continue the effort during subsequent fiscal years, it is not guaranteed at this time.
III.
ELIGIBILITY REQUIREMENTS FOR RESPONDENTS

All Respondents must be a current organizational member of the Healthy St. Mary’s Partnership, the local health improvement coalition in St. Mary’s County (see www.HealthyStMarys.com).  Respondents must also be organizations currently credentialed as a provider/site by Healthy Families America.
IV.
PURPOSE OF REQUEST FOR PROPOSAL
St. Mary’s County Health Department intends to acquire a vendor to implement and provide Healthy Families Services to residents of St. Mary’s County to accomplish the following:

A. Offer support to new parents as they experience the day-to-day challenges that come with pregnancy and the birth of their baby.

B. Trained staff person to provide home visiting and case management services to new and expecting parents.

C. Organization will provide information on the importance of prenatal care and its effects on positive birth outcomes as well as ensuring babies are receiving proper preventative care.

D. Organizations will be knowledgeable of the “Healthy Families America” (HFA) program services and are currently credentialed by the Healthy Families America/Maryland or who will be credentialed by October 1, 2014.
E. The program will offer home-based support to children and their families as a means for: strengthening the parent-child bond, promoting healthy child development, promoting school readiness, and enhancing family functioning.
F. Build and sustain community partnerships to systematically engage overburdened families in home visiting service prenatally or at birth.
G. Cultivate and strengthen nurturing parent-child relationships, promote healthy childhood growth and development and enhance family functioning by reducing risk and building protective factors.
V.
SCOPE OF WORK

A. SCOPE OF SERVICES

The service provider (vendor) shall:

1. Serve families in St. Mary’s County who have been identified as having moderate risk factors according to the national Healthy Families model.

2. Perform home visits to all participating pregnant and postpartum St. Mary’s County women and their families who identify as having moderate risk factors that may predispose their children to poor outcomes, or those who are considered high-risk pregnancies. Services will be initiated prenatally or during early childhood (age 0-5).

3. Use a standardized (i.e. in a consistent way for all families) assessment tool to identify families who are most in need of services. This tool should assess the presence of various factors associated with an increased risk for child maltreatment, poor child health or other poor childhood outcomes (i.e. social isolation, substance abuse, parental history of abuse in childhood).

4. Perform home visits with education on nutrition, prenatal care, stress management, problem-solving, and risk factors for pre-term labor and prematurity. During each home visit, the vendor will assure that a parent/child activity is performed.

5. Provide community resource information to address family needs; address any concerns with bonding and attachment or the child’s social/emotional development.

6. Offer services intensively (i.e. at least once a week) with well-defined criteria for increasing or decreasing frequency of service and over the long-term (i.e. three to five years).

7. Provide services by staff with a limited caseload to assure that home visitors have an adequate amount of time to spend with each family to meet their unique and varying needs and to plan for future activities.

8. Ensure their staff is trained and competent in: providing information on child development and behavior, assuring positive parent interaction, and informing parents of proper parenting techniques and child development.

9. Ensure their staff is trained and competent in: providing education to the parents about proper immunization (for both child and parents), providing guidance on how to get the parent/child connected to necessary immunizations.
10. Comply with all policies and procedures for organizations credentialed as a provider/site by national Healthy Families America. 

11. Comply with all policies and procedures for vendor agencies established by the SMCHD.

12. Immediately provide an oral report to the appropriate local Department of Social Services (DSS) if reason to believe any abuse/neglect of a child or vulnerable adult has taken place; formal written report should follow within 48 hours of oral notice with a copy to the appropriate State’s Attorney’s Office. If the child or vulnerable adult is in imminent danger based on the staff member’s professional opinion, a report should be made immediately to the police as well as the local DSS (Maryland Annotated Code, Family Law Article 5-704, 5-705).When in doubt, without identifying the patient, contact the local department of Social Services to discuss the incident and obtain direction as to whether reporting is mandated.
13. Provide services that should be culturally competent such that the staff understands, acknowledges, and respects cultural differences among participants; staff and material used should reflect the cultural, linguistic, geographic, racial and ethnic diversity of the population served.

14. Provide services that focus on supporting the parent as well as supporting parent-child interaction and child development.

15. Ensure that at minimum, all families are linked to a primary care medical provider to assure optimal health and development.

16. Offer services voluntarily and use positive outreach efforts to build family trust.

17. Conduct and/or arrange for appropriate staff development as necessary.

18. Comply with all reporting requirements and deadlines, including quarterly reporting to the St. Mary’s County Health Department.

19. Maintain credentialing, and perform the Healthy Families Program in accordance with established national standards for this service. For additional information on the credentialing process please visit: http://www.healthyfamiliesamerica.org/about_us/index.shtml
B. RESULTS TO BE ACHIEVED

1. Home visitation services following national Healthy Families model to first time pregnant women or parents, teen pregnant women or parents, and/or at risk parents.
2. (Target) 90% of women who enroll during the 1st and 2nd trimester of pregnancy will have a child weighing 2500 grams or greater at birth.
3. (Target) 90% of enrolled children will be current with immunizations through age five.
4. 100% of participating children should be screened for childhood developmental delays semi-annually through age 2 years and semi-annually thereafter. Improve early detection of delays in childhood milestone achievement with referral to comprehensive assessment and assistance for children with suspected delays (all children with suspected developmental delays will be offered a referral to the Maryland Infants and Toddlers Program). 
5. (Target) Decreased number of child abuse or neglect cases in St. Mary’s County.
6. 100% of enrolled families receive information on community resources and programs that address health education, parenting, substance abuse prevention and control, and/or education.
7. 100% of pregnant women enrolled will receive information about proper prenatal care and nutrition.
8. 100% of enrolled families receive information on preventing Child Abuse and Neglect.
C. REPORTING 

1. Provide quarterly reports to the St. Mary’s County Health Department (SMCHD) describing status of the program, aggregate outcomes/results, and any programmatic challenges encountered.

2. Quarterly data submission describing the numbers of residents served, in addition to the narrative reports, subject to the constraints of Health Insurance Portability and Accountability Act (HIPAA).

3. Monthly financial reports (437 form) submitted with invoices to SMCHD.

D. STAFFING

The vendor shall ensure the availability of qualified personnel to carry out the duties required of this program. Personnel assigned to work in this program shall have the necessary professional qualifications to perform the work required as delineated in above Scope of Services and in the model proposed by offeror. In additional, the vendor shall ensure the following in selection of qualified staff:

1. Staff persons will be selected because of their personal characteristics (i.e. non-judgmental, compassionate, ability to establish a trusting relationship, etc.), their willingness to work in or their experience working with culturally diverse communities, and their professional skills to accomplish needed tasks in accordance with the national model.
2. Staff persons will have the framework, based on education or experience, for handling the variety of situations they may encounter when working with at-risk families. All service providers should receive basic training in areas such as cultural competency, substance abuse, reporting suspected child abuse/neglect, domestic violence, drug-exposed infants, as well as community health and social services in the community.

3. Staff persons will receive intensive training specific to their role to understand the essential components of family assessment and home visitation.

4. Staff persons will receive ongoing supervision so that they are able to develop realistic and effective plans to empower families to meet objectives; to understand why a family may not be making progress and how to work with the family more effectively; and to express their concerns and frustrations in a constructive and professional way.
VI.
PROPOSAL CONTENT AND EVALUATION
A. SUBMISSION OF PROPOSAL
A complete proposal package shall include the following: Transmission Letter, Healthy Families Credentialing Document, Proposal Narrative, Budget (form CCLMB 432A-G), and Budget Narrative.

1. Transmission Letter: Formal letter from the decision-making authority in the organization stating the organization’s intent to provide the services proposed, if selected.  Provide name or organization, address, and all contact information, including primary contact person.
2. Healthy Families Credentialing Document: Please include a copy of the most recent credentialing certificate of your Healthy Families site/provider.

3. Proposal Narrative: Describe proposal and include responses to the below questions. Proposal narrative should be a maximum of ten pages, single spaced, size 12 Times New Roman font, and 1” margins.  A table of contents (optional) does not count towards the ten page maximum.  Any tables used within the narrative should conform to the same font style and size specified above. 

a. Population to be served: Describe your understanding of the needs of at-risk pregnant and post-partum women and their children. Discuss your expertise and experience working with such populations and what you consider the primary issues for these clients and the implications for future success in the community.

b. Capacity: Describe your organization’s experience providing any similar services and the results those services have achieved. Describe your proposed model of service delivery of evidenced based, and how it relates to best practices in the field. Give examples and descriptions of specific techniques your organization would utilize with potential clients.

c. Program Plan: Describe the services you intend to provide. How will you generate referrals? How will you establish rapport with the clients? How will you provide outreach to the community? How will you go about identifying clients’ needs and connecting them with the appropriate services? How do you intend to track clients after program discharge? How will you collect data? In addition, illustrate the relationship between your intervention and the results in the “Results to be Achieved” through a logic model. The logic will take the form of a table and should have three columns, labeled: Result, Intervention, and Rationale. The first column will list the result you plan to achieve (as described in the “Results to be Achieved”). The second column will describe the activities or interventions you will use to achieve that result. The third column will provide an explanation for why the intervention will achieve the result. Cite best practices where they exist.

d. Staffing: Describe the qualifications of the direct service providers involved in the program. What experience do they have? Will they be part-time or full-time? How frequently will supervision occur? Describe the qualifications of administrative staff that will be responsible for supervision and for data Healthy Families RFP No. 13-37 I-3 collection, financial records, and the filing of quarterly/monthly reports with the CCLMB.
e. Professional Collaboration: If you intend to use other qualified professionals outside of the organization, who would they be? What are the roles and qualifications of proposed collaborators? Describe your history of providing services in St. Mary’s County and any collaborative relationships you have already established. Describe your involvement thus far in the Healthy St. Mary’s Partnership, the local health improvement coalition for St. Mary’s County, Maryland.

f. Time Line for Implementation: Please include a time line showing when you will accomplish all major tasks associated with program start-up and implementation, including hiring, marketing, training, supervision, evaluation, etc.

4. Budget:  Complete CCLMB 432 Forms. The budget will specify administrative costs including salaries and fringe, rent, supplies, mileage, etc., for the period October 1, 2014 - June 30, 2015.
5. Budget Narrative: should briefly describe the costs associated with each budget line item.
Offerors shall submit one (1) unbound original and two (2) copies of the proposal package. Proposals should be sealed in an envelope marked “RFP No. 01-15 Healthy Families-- DO NOT OPEN”. Packages should be mailed or hand delivered to the St. Mary’s County Health Department, 21580 Peabody Street, PO Box 316, Leonardtown, MD  20650.  Attention: Tracy Kubinec. 
All proposals must be received on or before 4:00 pm Friday, September 12, 2014.  Submission, modification, or withdrawal of proposals after the due date/time will not be considered.
Questions regarding the proposal or RFP process can be directed to Tracy Kubinec, Deputy Health Officer, at tracy.kubinec@maryland.gov or 301-475-4330.

B. CRITERIA FOR EVALUATION OF PROPOSALS 
All Proposals will be evaluated according to the following criteria and point value. The evaluation of proposals will be conducted by an evaluation committee. Each member of the committee shall evaluate the proposals independent of the other members, after which, scores will be combined/averaged and a scoring matrix will be developed. 
1. Understanding of the population: The vendor has experience working with the identified population. The vendor demonstrates knowledge of the population to be served and an understanding of the benefits and challenges of Healthy Family services. (10 points)
2. Services to be provided: The vendor integrates the scope of services into the program description and adequately addresses all requirements. (30 points)
3. Organizational capacity/staffing: The vendor’s direct service staff is well-qualified to provide the mandated services and has experience working with the population. The vendor demonstrated the capacity to collect data and file timely and complete reports. (20 points)

4. Results: The proposed efforts described are likely to achieve the results listed in Section V.B. Results to be Achieved. (20 points)
5. Budget and Budget Narrative: The budget corresponds to the program description and reflects reasonable costs. 432 forms are utilized and complete including a budget narrative. The vendor describes sound fiscal practices, demonstrates fiscal accountability and includes annual financial reports to affirm the organization’s fiscal ability to adequately support the program. (20 points)

C. REJECTION OF PROPOSALS
The St. Mary’s County Health Department reserves the right to reject any/all proposals, to waive irregularities and/or informalities in any bid, and to make award in any manner, consistent with law, deemed in the best interest of the agency and/or the health of residents in St. Mary’s County.
FORMS

[image: image1.emf]A. Vendor Information:

Organization:

Address:

City:  State: Zip Code:

Contact Person: Telephone:

Mailing Address (if other than shown above): 

Federal Employer I.D.: ____________________   Minority Enterprise  

9 Yes  9  No

Yes No

Fiscal Year or Period for which Funds are Requested:

Type of Service To Be Funded:

Performance Measures Detail Attached Yes  No

Area/Jurisdiction To Be Serviced:

Does the Organization Do Fundraising:  Yes  No

Are any of the State supported costs being used to generate fundraising dollars 

9 Yes  9No

 yes No

Type of Proposal:   New One-Time Only Renewal Supplement

-------------------------------------------------------------------------------------------------------------------------------------------------------------

B.  

)

Affirmations and Signature of Certifying Official:  (Mark Appropriate Box(es))

5

     If the local health officer has not signed below, a copy of this application was

         sent to that official simultaneously with this submission

5      A program narrative is attached for each service.

On behalf of the governing board or other executive authority of the above named 

organization, I affirm that the information and estimates conveyed in this application are

true and accurate to the best of my knowledge.

Signature:  Date: 

Name Printed or Typed:  Title:

-------------------------------------------------------------------------------------------------------------------------------------------------------------

C.Third Party Review:

Reviewing Official Date Reviewed Approved Disapproved Attached

Local Health Officer

Advisory Council

Local Govt. Auth.

Regional Director

Other (Specify)

D. For DHMH Use Only

DHMH 432A (Rev. Feb. 1997)

Signature

ST. Mary's County Health Department 



HUMAN SERVICES CONTRACT PROPOSAL



[image: image2.emf]PROGRAM ADMINISTRATION:                                                                                                                                                                                 

GRANT NUMBER: DATE SUBMITTED:

CONTRACT PERIOD:                                                                               FISCAL YEAR:                                                                                 

ORGANIZATION: PHONE #: 

STREET ADDRESS:                                                                                                                                                                                                        

CITY, STATE, COUNTY: ZIP: 

PROGRAM TITLE: 

CHARGEABLE SERVICES (Y/N)  ___________ DHMH PROVIDES 50% OR MORE OF  FUNDING (Y/N)

FOR DHMH USE ONLY  

-------------------------------------------------------------------------------------------------------------------------------------------------------------

  DHMH SUPPLEMENTAL FED./STATE ALL TOTAL

             LINE ITEMS MAY FUNDING FUNDING LOCAL & OTHER OTHER PROGRAM

            NOT BE CHANGED   REQUEST REDUCTION GOV'T AGENCY FUNDING BUDGET

SALARIES/SPECIAL PAYMENTS

FRINGE

CONSULTANTS

EQUIPMENT

PURCHASE OF SERVICE

RENOVATION

CONSTRUCTION

REAL PROPERTY PURCHASE

UTILITIES

RENT

FOOD

MEDICINES & DRUGS

MEDICAL SUPPLIES

OFFICE SUPPLIES

TRANSPORTATION/TRAVEL

HOUSEKEEPING/

MAINTENANCE/REPAIRS

POSTAGE

PRINTING/DUPLICATION

STAFF DEVELOPMENT/

TRAINING

CLIENT ACTIVITIES

ADVERTISING

INSURANCE

LEGAL/ACCOUNTING/AUDIT

PROFESSIONAL DUES

OTHER 

(ATTACH ITEMIZATION)

TOTAL DIRECT COSTS

INDIRECT COST

TOTAL COSTS

LESS:  CLIENT FEES

DHMH FUNDING

DHMH 432B (Rev. Feb. 1997)

  OTHER DIRECT FUNDING 

PROGRAM BUDGET



[image: image3.emf]PROGRAM ADMINISTRATION: AWARD NUMBER:

FISCAL YEAR:  CONTRACT PERIOD: SUBMITTED:

ORGANIZATION PHONE NUMBER:

ADDRESS: ZIP:

PROGRAM TITLE: 

DHMH 432C (Feb. 1997)

PROGRAM BUDGET

ESTIMATED PERFORMANCE MEASURES

ESTIMATE

PERFORMANCE BUDGET YEAR

MEASURE  FY ________
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AWARD NUMBER: FISCAL YEAR

SCHEDULE OF SALARY COSTS

MERIT SYSTEM

GRADE HOURS SALARY SALARY

JOB TITLE OR NAME OF PERSON AND PER TYPE OF SERVICE CCHSP TOTAL

CLASSIFICATION FILLING POSITION STEP WEEK FUNDING PROGRAM BUDGET

TOTAL/MUST EQUAL 432B -                                   
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AWARD NUMBER: FISCAL YEAR

FOR DHMH USE ONLY:

HIGHEST TOTAL TOTAL

PROFESSIONAL  DEGREE HOURLY TOTAL  DHMH PROGRAM 

NAME OF CONSULTANT AREA HELD RATE HOURS COSTS BUDGET

TOTAL (MUST EQUAL 432B)

DHMH 432E (Rev. Feb. 1997)

SCHEDULE OF CONSULTANT COSTS
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AWARD NUMBER: FISCAL YEAR

  

SCHEDULE OF EQUIPMENT COSTS

FUNDING BUDGET

TOTAL OF MISCELLANEOUS EQUIPMENT COSTING UNDER $500 EACH

LIST BELOW EACH EQUIPMENT ITEM COSTING OVER $500

Description Client or Office New or Replacement

TOTAL (MUST EQUAL 432B) 0



[image: image7.emf]PURCHASE OF SERVICE

PERFORMANCE MEASURES DOLLARS

NUMBER UNITS PURCHASED

SERVICE VENDOR (e.g., HRS, VISITS, ETC.) DHMH TOTAL

TOTAL XXXXXXXXXXXXXXX XXXXXXXXXXXXXXXXX

**Total must equal 432B

DHMH432G (Feb. 1997)

END OF REQUEST FOR PROPOSAL
RFP No. 01-15 HEALTHY FAMILIES
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		ST. Mary's County Health Department

		HUMAN SERVICES CONTRACT PROPOSAL

		A.		Vendor Information:
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				Address:

				City:										State:				Zip Code:

		Contact Person:														Telephone:

		Mailing Address (if other than shown above):
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		Type of Service To Be Funded:

		Performance Measures Detail Attached												Yes				No
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		Does the Organization Do Fundraising:												Yes				No

		Are any of the State supported costs being used to generate fundraising dollars 9 Yes  9No														yes		No
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		-------------------------------------------------------------------------------------------------------------------------------------------------------------

		B.  )		Affirmations and Signature of Certifying Official:  (Mark Appropriate Box(es))

				5     If the local health officer has not signed below, a copy of this application was

				sent to that official simultaneously with this submission

		9		5      A program narrative is attached for each service.

				On behalf of the governing board or other executive authority of the above named

				organization, I affirm that the information and estimates conveyed in this application are

				true and accurate to the best of my knowledge.

				Signature:										Date:

		Name Printed or Typed:												Title:

		-------------------------------------------------------------------------------------------------------------------------------------------------------------

		C.		Third Party Review:

		Reviewing Official						Signature				Date		Reviewed		Approved		Disapproved		Attached

		Local Health Officer

		Advisory Council

		Local Govt. Auth.

		Regional Director

		Other (Specify)

		D.				For DHMH Use Only

		DHMH 432A (Rev. Feb. 1997)
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		PROGRAM BUDGET
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		ORGANIZATION:										PHONE #:

		STREET ADDRESS:
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		PROGRAM TITLE:
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		FOR DHMH USE ONLY
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		TOTAL DIRECT COSTS

		INDIRECT COST

		TOTAL COSTS

		LESS:  CLIENT FEES

		DHMH FUNDING
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