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Weekly Update
U. S. Appeals Court Orders District Court
to Reevaluate its Ordered 7-Day
Competency Evaluation Deadline for
Washington State
The U.S. Court of Appeals for the Ninth Circuit on May 6
directed the U.S. District Court for the Western District of
Washington to modify the lower court’s order mandating
that the Washington State Department of Social and Health
Service (DSHS) conduct competency evaluations, following
a court declaration of incompetency to stand trial, within 7
days of the signing of the court order calling for the
evaluation.
On April 2, 2015, the lower court had ordered the state and
several state hospitals that were also defendants to hold
competency evaluations and provide restoration services
within 7 days of a court order, absent an individualized
determination of clinical good cause. District Court Judge
Marsha J. Pechman based her order on her finding that
substantive and procedural due process had been violated
under the Due Process Clause of the Fourteenth
Amendment to the U.S. Constitution when detainees in city
and county facilities were denied timely access to
competency evaluations and restoration services. In
December, the state appealed the court-imposed deadline
for a competency evaluation but not the restoration
deadline.
In its opinion, the Appeals Court stated that:
The [lower] court’s findings neither weigh the interests
related to competency evaluations ... nor benchmark
these interests against a range of constitutionally
acceptable timeframes.
With respect to the evaluation deadline, the District Court
did not articulate a sufficiently strong constitutional
foundation to support the mandatory injunction. Indeed,
the findings are couched in terms of what is “reasonable
and achievable,” not whether the state’s present 14-day
requirement bears the constitutionally requisite
relationship, or whether the balancing of interests requires
a 7-day deadline. Seven days, while perhaps feasible,
does not constitute a bright line after which any delay
crosses the constitutional Rubicon. ... (cont’d on page 3)

House Works on 18 Opioid Treatment
Bills, but White House Says the Bills
“Lack Substance” Because Unfunded
The House of Representatives began, on May 11,
voting out 18 bills designed to answer the Senate’s
Comprehensive Addiction and Recovery Act (CARA),
S. 524, in addressing the national epidemic of
prescription opioid abuse and addiction.
The White House was dismissive of the effort, with
spokesman Josh Ernest noting during the May 11 daily
press briefing that the House was not funding any of the
initiatives passed. However, no veto threat was issued
by the White House.
Ten bills were passed by the House on the first day of
voting, with an additional eight bills scheduled for a vote
as the week progressed. One of the first to pass, by a
vote of 412 to 4, was H.R. 4641, co-sponsored by Rep.
Susan Brooks (R-IN), and Joe Kennedy (D-MA), which
would create an inter-agency task force to update
standards for doctors who manage their patients' pain
by prescribing painkillers. The House approved 15
amendments to the bill, 7 of which simply added to the
membership of the task force.
Also approved was the House Judiciary Committee’s
H.R. 5046, the Comprehensive Opioid Abuse
Reduction Act of 2016, which authorizes the
Department of Justice to award 4-year grants to states,
local governments and American Indian tribes to
provide services relating to opioid abuse, including jail
diversion and alternative treatment programs, drug and
mental health courts, veterans treatment courts,
training for first responders on carrying and
administering opioid overdose reversal drugs and
devices, developing, implementing, or expanding
medication-assisted treatment (MAT) programs and
prescription drug monitoring programs (PDMPs),
developing, implementing, or expanding programs to
prevent juvenile opioid abuse, and programs to locate
and investigate illicit activities related to the unlawful
distribution of opioids.
Approved by voice vote was Rep.

(cont’d on page 6)
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Federal Appeals Court Remands District
Court-Mandated 7-Day Washington
State Competency Evaluation Deadline
for Reconsideration
(cont’d from page 1) While the appeals court did not
stipulate in its opinion what a reasonable deadline for a
competency evaluation might be, it did note that the
national average for competency evaluation deadlines is
31 days, while 15 states have no specific statutory deadline
for evaluations, and only six have deadlines under 10 days.
The 7-day state deadline noted in the Appeals Courts
comments was a reference to a new Washington state law
that took effect July 24, 2015, which sets a performance
target of 7 days or less for competency evaluations, with a
14-day maximum time limit that can be extended an
additional 7 days for clinical reasons.
The Appeals Court noted that not only did the U.S. District
Court not consider any less restrictive alternatives, it “did
not identify any reason why Washington should be held to
such a restrictive rule...”
In its opinion, the Appeals Court says that Federal courts
have “often looked to a state’s own policies for guidance
because ‘appropriate consideration must be given to
principles of federalism in determining the availability and
scope of equitable relief’.” It notes that, during the course
of the litigation, the Washington legislature had amended
its law to set the new 14-day maximum time limit for
competency evaluations. It also noted that, on remand, the
lower court should take the new law into consideration
when determining whether the time limit set under the new
legislative act would pass meet constitutional standards.
In fact, during oral arguments before the Appeals Court,
the state itself had proposed that the best remedy might be
for the court to order it to comply with its own law.
The Appeals Court order also notes two other deficiencies
in the lower court’s order. First, the District Court had
mandated compliance within 7 days of the court signing a
competency evaluation order, rather than within 7 days of
receipt of the order by the state. The Appeals Court
acknowledges that “neither the court nor the state should
dally,” but suggests that “practical impediments, such as
intervening weekends or the time necessary to obtain
documents, can eat up the time period.”
Second, the Appeals Court says, the lower court’s order
excluded the possibility of an extension for delays
attributable to the non-clinical interests of a detainee
awaiting evaluation, including the lack of availability of
defense counsel or a defense witness. The Appeals Court
says that “[t]o honor the state’s interests in accurate and
efficient evaluations and the defendant’s right to counsel,
the District Court should consider a broader ‘good cause’
exception.”

Advocates’ Initiative to Pass
Senate Mental Health Reform
Links of Note
RSVP to the Mental Health Summit
Social Media Toolkit
Op-Ed Toolkit
Change.Org Petition
S. 2680 Capitol Hill Leave-Behind

Webinar - The Flint Water Crisis:
Lessons in Public Health, Law and
Ethics
Wednesday, May 18 from 1:00 to 2:30 p.m. EDT
The Flint water crisis is currently on the minds of many
in public health. In 2014, while under the control of an
emergency manager appointed by the State of
Michigan to oversee city operations and control
finances, Flint changed its source of water to the Flint
River in a cost-cutting measure. Subsequently,
elevated lead levels were detected in Flint's children.
The effects of elevated lead will negatively impact the
health of the community, especially its children, for
years. This webinar, co-sponsored by the CDC’s Public
Health Law Program and the Network for Public Health
Law, will examine emergency manager laws and the
Safe Drinking Water Act, and explore the ethical
considerations in protecting the health of communities
in financial crisis.

Learn More and Register HERE
Presenters:
 Denise Chrysler, J.D., Director, Network for Public
Health Law ― Mid-States Region at the University
of Michigan School of Public Health
 William Piermattei, Managing Director,
Environmental Law Program at the University of
Maryland Francis King Carey School of Law
 Leonard Ortmann, Ph.D., Senior Ethics
Consultant, Centers for Disease Control and
Prevention ― Office of the Associate Director for
Science
Moderator: Dawn Pepin, J.D., Legal Analyst/ORISE
Fellow, Centers for Disease Control and Prevention ―
Public Health Law Program
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House Energy & Commerce Medicaid Task Force Plans to Propose Changes in 2017
The chair of the House Energy & Commerce Committee's
Medicaid Task Force told attendees at a health policy
forum in D.C. on May 10 that Republican lawmakers hope
to begin making Medicaid reforms next year.

(R-IN), Larry Bucshon (R-IN), Michael Burgess (RTX),Chris Collins (R-NY), Bill Flores (R-TX), and
Markwayne Mullin (R-OK) all serve on the task force,
which Democrats say was created to dismantle Medicaid.

Rep. Brett Guthrie (R-KY), suggested at George Mason
University’s Mercatus Center’s A New Era of Reform:
Health Care Policy Solutions for 2017 and Beyond that
some reforms could move to passage with the renewal of
“Medicare extenders” due to end in 2017 or the
reauthorization of the CHIP program.

Guthrie reported that Task Force members have met
several times, hoping to devise a reform plan for 2017.
Guthrie said the Task Force has been looking at funding
for the program, as well as ways to achieve state flexibility.
They also want to provide a process for transitioning off
Medicaid. He acknowledged that, with Congress taking an
election year recess in early July to campaign, there is
insufficient time left in the 2016 Congressional Session to
produce a proposal.

Rep. Guthrie was named by Energy & Commerce Chair
Fred Upton (R-MI) late last year to lead the Task Force,
which includes no Democratic members. Republican
Representatives Marsha Blackburn (R-TN), Susan Brooks

Guthrie said the Task Force will not issue a written report.

SAMHSA-HRSA Collaborative Grants
2016 Behavioral Health Workforce Education and Training for
Paraprofessionals and Professionals
The 2016 Behavioral Health Workforce Education and Training (BHWET) for Paraprofessionals and Professionals
Program is a collaborative grant that will provide funding during federal Fiscal Year (FY) 2016.
The BHWET program funds eligible behavioral health paraprofessional and professional training programs to develop
and expand the substance use and mental health workforce. Special emphasis is on training to meet the needs of
children, adolescents, and transitional-age youth at risk for developing or who have a recognized behavioral health
disorder.
Grant Eligibility
Applications for the grant are due by July 1, 2016. Eligible applicants include:


Behavioral paraprofessional certificate training programs and peer paraprofessional certificate training programs.



Accredited masters-level schools and programs of psychology, marriage and family therapy, as well as psychiatricmental health nurse practitioners and counselors, including licensed professional counselors and school counselors.
Programs must require a pre-degree, clinical field placement in behavioral health as part of the training, and a
prerequisite for graduation.



American Psychological Association (APA) accredited doctoral-level internships in health service psychology.

Given the current number of BHWET-supported schools and programs of social work and to ensure a fair and equitable
distribution of total FY 2016 funds across the behavioral health continuum from paraprofessionals to professionals,
current BHWET recipients are not eligible to apply. Schools and programs of social work are also not eligible to apply.
A call to discuss grant eligibilities and funding awards is scheduled for Tuesday, May 24, at 3 p.m. EDT
Call-in Number: 1-888-220-3085, Participant Code: 5404141
Adobe Connect Link: https://hrsa.connectsolutions.com/fy16-bhwet-foa/
Instant replay will be available through July 24, 2016, 10:59 p.m. C.D.T. by calling 1-800-337-5668 with the passcode
9744.
APPLY FOR THE GRANT TODAY!
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NIH Funding Opportunity: Development of Technology to Support Zero Suicide
Title: Products to Support Applied Research Towards Zero
Suicide Healthcare Systems
Open Date (Earliest Submission Date): August 5, 2016. Due
Date: September 5 (Cycle I); January 5 (Cycle II); and April 5
(Cycle III).
Letter of Intent: Due 30 days prior to the application due date
Funding: $1,500,000 for FY
2017 to fund approximately 4 to
6 projects. Future funding
amounts beyond FY 2017 will
depend
on
annual
Congressional appropriations.
Award Project Period: Phase
I—up to 2 years; Phase II—up
to 3 years
On April 12, the National
Institute of Health (NIH)
announced
the
funding
opportunity Products to Support Applied Research Towards ZeroSuicide Healthcare Systems, to advance the National Action
Alliance for Suicide Prevention’s goal of “Zero Suicide.” Zero
Suicide is the belief that suicide attempts and deaths are
preventable for individuals under the care of a health or behavioral
health care system. It aims to improve the quality of care and
outcomes for individuals at risk of suicide and support clinical staff

who do the work of treating and supporting patients at risk of
suicide. Research is needed to determine how health information
technology products advance the goal of zero suicide. This funding
opportunity supports small business innovation research (SBIR) to
incorporate health technologies that improve, manage and/or
deliver services that promote the zero suicide movement. The FOA
lists examples of technology capacity needs to advance the zero
suicide initiative, such as the need to enhance suicide assessment
and screenings, data-mine existing data resources, enable rapid
identification of suicide prevention barriers, and establish a service
delivery safety net.
The funding announcement strongly encourages SBIR applicants
to collaborate with and reach out to local and state authorities that
have a suicide prevention infrastructure in place, including: (1)
states participating in the National Violent Death Reporting System
(NVDRS) surveillance system (see next page for a related FOA);
(2) local or state laws requiring suicide prevention training (ex.
Washington State’s HB 2366—Chapter 181 of 2012) that can be
supported through technology); or (3) state agencies that have
embraced the zero suicide framework in their systems of care. The
application also strongly encourages SBIR applicants to consider
proposing a technology that can be applied in various healthcare
settings relevant to implementing zero suicide—including mental
health and substance abuse outpatient clinics, emergency
departments and crisis care programs, and integrated primary
care programs.
Applicants are encouraged to contact Adam Haim by email or at
301-435-3593 for further guidance.

Webinar: Legal and Liability Issues in Suicide Care
Tuesday, May 17, 2:30 p.m. to 4 p.m. EDT

Register Here

The Suicide Prevention Resource Center (SPRC) is hosting a webinar that will explore the legal
and liability issues surrounding suicide care for health and behavioral health care organizations.
Often behavioral health providers and organizations will have concerns about the legal and liability
issues of caring for patients at risk for suicide. These risks can be managed by health and
behavioral health care organizations implementing strategies that practice: properly identifying
and assessing for suicide risk; timely and effective treatment that promotes a person-centered treatment approach; thorough
documentation; and health information records appropriately communicated between parties.
During the webinar, three experts will discuss common liability concerns, such as confidentiality and HIPPA, key elements
considered in liability cases, and provide recommendations to minimize liability against a behavioral health provider or health
care organization. This webinar will explore the legal and liability issues related to implementing systems-level changes
designed to improve suicide care practices. Participants will hear from three experts who will discuss common liability
concerns including those related to confidentiality and HIPAA, key elements considered in liability cases, and strategies to
minimize liability against a provider or health care organization.
By the end of this webinar, participants will be able to:
1. Identify misconceptions related to provider liability in litigation involving patient suicide.
2. Describe suicide care practices that are of particular importance in liability cases.
3. Explain system or organizational level improvements to suicide care that can enhance an organization’s abilities to
deliver quality care and minimize liability concerns.
Presenters: Dr. Lanny Berman, Adjunct Professor in the Department of Psychiatry and Behavioral Sciences at the Johns
Hopkins University School of Medicine; Skip Simpson, J.D., Adjunct Associate Professor in the Department of Psychiatry
at the University of Texas Health Science Center at San Antonio; and Susan Stefan, author of Rational Suicide, Irrational
Laws: Examining Current Approaches to Suicide in Policy and Law.
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House Bill Blitz to Address the Opioid Abuse Crisis Dismissed by White House for Lack of Funding
(cont’d from page 1) Sean Patrick Maloney’s (D-NY) H.R.
4976, which would require the Commissioner of Food and
Drugs to seek recommendations from an FDA advisory
committee before approving new opioids that lack abusedeterrent properties.
H.R. 4680, sponsored by Rep. John Sarbanes (D-MD),
which would authorize the Secretary of Health and Human
Services (HHS) to establish 5-year grants of $200,000
annually for opioid overdose reversal drugs, passed by
voice vote, as was Rep. Jenkins’ (W-VA) H.R. 4978, which
requires the Government Accountability Office (GAO) to
report to Congress on neonatal abstinence syndrome
(NAS) in the U.S. and its treatment under Medicaid.
Other bills to pass included:
• The Opioid Program Evaluation (OPEN) Act, H.R.
5052, which would direct the Attorney General and the
HHS Secretary to evaluate the effectiveness of grant
programs that provide grants to address problems
relating to opioid abuse;
• The Good Samaritan Assessment Act of 2016, H.R.
5048, which would require the GAO to study state and
local Good Samaritan laws that protect from criminal
and civil liability caregivers, law enforcement
personnel, and first responders who administer opioid
overdose reversal drugs or devices, as well as those
who contact emergency service providers;
• The Transnational Drug Trafficking Act of 2015, S. 32,
aimed at drug trafficking and the importation of
chemicals used to make illicit drugs in the U.S., which
is now ready for the President’s signature;

•

The Improving Safe Care for the Prevention of Infant
Abuse and Neglect Act, H.R. 4843, which would
require HHS to distribute information on how to care
for infants born affected by illegal substance abuse;

• The Opioid Use Disorder Treatment Expansion and
Modernization Act, H.R. 4981, which would authorize
doctors to write more prescriptions for buprenorphine
and other medications used to treat an opioid use
disorder, as well as authorize a qualified nurse
practitioner or physician assistant to write
prescriptions;
• The Examining Opioid Treatment Infrastructure Act of
2016, H.R. 4982, which would require the GAO to
report to Congress on inpatient and outpatient
substance use disorder treatment capacity;
• The Reducing Unused Medications Act of 2016, H.R.
4599, which would allow prescriptions for certain
opioid painkillers and similar drugs to be partially filled
to reduce the volume of unused drugs; and
• The John Thomas Decker Act of 2016, H.R. 4969,
which would require HHS to distribute information on
addiction to teenagers and adolescents who are
injured playing youth sports and subsequently
prescribed an opioid.
On May 13, the bills the House passes will be packaged
and amended into CARA, which passed the Senate on
March 10 without $600 million in funding sought by
Democrats. The two chambers will then form a conference
committee to work out their differences on the legislation.

Center for Trauma-Informed Care
NASMHPD oversees the SAMHSA National Center for Trauma Informed Care (NCTIC). NCTIC offers consultation, technical
assistance (TA), education, and outreach, and resources to support a revolutionary shift to trauma-informed care across a broad
range of publicly-funded service systems, including systems providing mental health and substance abuse services, housing and
homelessness services, child welfare, criminal justice, and education. The following training is scheduled this month:

Colorado
Denver – May 19 & 20 - Denver Health and Hospital Authority
Denver – May 21 - The Delores Project
For more information on these trainings, please contact jeremy.mcshan@nasmhpd.org.

NASMHPD Links of Note
Paying for Value: Progress and Obstacles, Academy Health Research Insights, May 11, 2016.
Maternal Depression Screening and Treatment: A Critical Role for Medicaid in
the Care of Mothers and Children, Center for Medicaid and CHIP Services (CMCS) Informational
Bulletin, May 11, 2016.

Nine Key Elements of the House of Representatives’ 2016 Opioid Addiction
Legislative Package, Addiction Policy Forum, MAY 11, 2016.
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State Technical Assistance Available from the State Mental Health Technical Assistance
Project (Coordinated by NASMHPD with SAMHSA Support)
To Request On-site TA: States may submit requests for technical assistance to the on-line SAMHSA TA Tracker, a
password-protected system. All of the Mental Health Directors/Commissioners are authorized to use this system, and
Commissioners can give authorization to other SMHA staff as well. Once in this system, the user will be asked to identify
the type of TA that is being sought, the audience, and the goals that the state is seeking to address via the support.
On average, a given TA project includes as many as 10 days of consultant time (including prep and follow-up), along with
coverage of consultant travel to your state.
The log-in for the Tracker is: http://tatracker.treatment.org/login.aspx. If a state has forgotten its password or has other
questions about accessing the Tracker system, the Commissioner or authorized user can send an e-mail to:
tatracker@treatment.org.
Note that technical assistance under this project cannot be specifically focused on institutional/hospital- based settings.
For answers to other questions, contact your CMHS State Project Officer for the Mental Health Block Grant, or Pat Shea at
NASMHPD at 703-682-5191 or pat.shea@nasmhpd.org.

NASMHPD
Early Intervention in Psychosis (EIP) Virtual Resource Center
In the spring of last year, NASMHPD launched an Early Intervention in Psychosis (EIP) virtual resource center, which
was made possible through the generous support of the Robert Wood Johnson Foundation (RWJF).
The intent of the EIP site is to provide reliable information for practitioners, policymakers, individuals, families, and
communities in order to foster more widespread understanding, adoption and utilization of early intervention
programming for persons at risk for (or experiencing a first episode of) psychosis. The site includes information from the
national RWJF-funded demonstration to identify and prevent the onset of psychotic illness – the Early Detection and
Intervention for the Prevention of Psychosis Program (EDIPPP) – as well as a variety of other early intervention
initiatives.
EIP is designed to provide an array of information through a consolidated, user-friendly site; and it is updated on a
periodic basis. To view the EIP virtual resource center, visit NASMHPD’s EIP website.

Call for Applications
American Psychiatric Association’s 2016-2017 Psychiatric Services Achievement Awards
Award Information: The Psychiatric Service Awards are presented to innovative programs that deliver services to the
mentally ill or individuals with intellectual disabilities, that have overcome obstacles, and that can serve as models for
other programs.
Deadline for 2016 and 2017 awards: Due to a move in award deadlines, deadlines for Psychiatric Services
Achievement Awards nominations for both 2016 and 2017 is June 1, 2016.
Awards: Four awards are being presented:
 Two Gold Awards, one to an institutional-based program and one to a community-based program.
 One Silver Award
 One Bronze Award
Each award recipient will be presented with a monetary award, a plaque, recognition at the 2016 Institute on Psychiatric
Services, and coverage in two APA publications.
Application Information:
Additional information and the application can be found on the APA’s Awards website. Questions can be addressed to
achievementawards@psych.org.
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SAMHSA Funding Opportunity Announcement (FOA) Information
Resiliency in Communities after Stress and Trauma (ReCAST)
FOA Number: SM-16-012

Posted on Grants.gov: Friday, April 8, 2016

Application Due: June 7, 2016

Description
The Substance Abuse and Mental Health Services Administration, Center for Mental Health Services is accepting
applications for fiscal year (FY) 2016 Resiliency in Communities After Stress and Trauma (ReCAST Program) grants. The
purpose of this program is to assist high-risk youth and families and promote resilience and equity in communities that have
recently faced civil unrest through implementation of evidence-based, violence prevention, and community youth
engagement programs, as well as linkages to trauma-informed behavioral health services. The goal of the ReCAST
program is for local community entities to work together in ways that lead to improved behavioral health, empowered
community residents, reductions in trauma, and sustained community change.

Eligibility
Eligible applicants are local municipalities (e.g., counties, cities, and local governments) in partnership with communitybased organizations that have faced civil unrest within the past 24 months.
For the purposes of this FOA, “civil unrest” is defined as demonstrations of mass protest and mobilization, civil disobedience,
community harm, and disruption through violence often connected with law enforcement issues.

Award Information
Funding Mechanism: Grant
Anticipated Number of Awards: Up to 11
Length of Project: 5 years

Anticipated Total Available Funding: $10,000,000
Anticipated Award Amount: Up to $1,000,000
Cost Sharing/Match Required? No

Proposed budgets cannot exceed $1,000,000 in total costs (direct and indirect) in any year of the proposed project. Given
the limited funding available, applicants are encouraged to apply only for the grant amount which they can reasonably
expend based on the activities proposed in their application.

Contact Information
Program Issues

Grants Management and Budget Issues

Melodye Watson
Center for Mental Health Services
Substance Abuse and Mental Health Services
SAMHSA
5600 Fishers Lane
Room 14E77B
Rockville, MD 20857
240-276-1748
recast@samhsa.hhs.gov

Gwendolyn Simpson
Office of Financial Resources, Division of Grants
Management
SAMHSA
5600 Fishers Lane
Room 17E15D
Rockville, MD 20857
240-276-1408
foacmhs@samhsa.hhs.gov

Application Materials
You must respond to the requirements in both the FOA PART I and PART II when preparing your application.
FOA document Part I (PDF | 535.74 KB)

FOA document Part I (DOC | 297.5 KB)

FOA document Part II (PDF | 448.41 KB)

FOA document Part II (DOC | 167.5 KB)

Pre-Application Webinar Announcement (PDF | 248.43 KB)
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FOA: Assisted Outpatient Treatment Grant Program for Individuals
with Serious Mental Illness
Funding Opportunity Announcement Number: SM-16-011
Posted on Grants.gov: Monday, April 18, 2016
Application Due Date: Thursday, June 16, 2016
Anticipated Total Available Funding: $13,250,000
Anticipated Number of Awards: Up to 15 awards
Anticipated Award Amount: Up to $1 million/year
Length of Project: Up to 4 years
Cost Sharing/Match: No
Description
The Substance Abuse and Mental Health Services Administration (SAMHSA)’s Center for Mental Health Services (CMHS) is
accepting applications for fiscal year (FY) 2016 Assisted Outpatient Treatment Grant Program for Individuals with Serious Men tal
Illness. This 4-year pilot program is intended to implement and evaluate new AOT programs and identify evidence-based practices
in order to reduce the incidence and duration of psychiatric hospitalization, homelessness, incarcerations, and interactions with the
criminal justice system while improving the health and social outcomes of individuals with a serious mental illness (SMI). This
program is designed to work with families and courts, to allow these individuals to obtain treatment while continuing to live in the
community and their homes.
This pilot program was established by § 224 of the Protecting Access to Medicare Act of 2014 (PAMA), enacted April 1, 2014.
Under that Act, AOT is defined as “medically prescribed mental health treatment that a patient receives while living in a community
under the terms of a law authorizing a state or local court to order such treatment.” AOT (also known as involuntary outpatie nt
commitment, conditional release, and other terms) involves petitioni ng local courts to order individuals to enter and remain in
treatment within the community for a specified period of time. AOT is intended to facilitate the delivery of community -based
outpatient mental health treatment services to individuals with SMI who are under court order as authorized by state mental health
statute.
Grants will only be awarded to applicants that have not previously implemented an AOT program. “Not previously implemented”
means that even though the state may have an AOT law, the eligible applicant has not fully implemented AOT approaches through
the courts within the jurisdiction that they are operating in. In addition, grants will only be awarded to applicants operati ng in
jurisdictions that have in place an existing, sufficient array of services for individuals with SMI such as Assertive Community
Treatment (ACT), mobile crisis teams, supportive housing, supported employment, peer supports, case management, outpatient
psychotherapy services, medication management, and trauma informed care. A portion of the grant funding may be used to
enhance the array of services.
The AOT grant program is one of SAMHSA’s services grant programs. SAMHSA intends that its services grants result in the
delivery of services as soon as possible after award. Service delivery should begin by the 4th month of the project at the latest.
SAMHSA has consulted with the National Institute of Mental Health, the Department of Justice, the HHS Assistant Secretary of
Planning and Evaluation and the Administration for Community Living on the FOA. This announcement addresses Healthy People
2020 Mental Health and Mental Disorders Topic Area HP 2020-MHMD and Substance Abuse Topic Area HP 2020-SA.

Eligibility
Eligible applicants are: states, counties, cities, mental health s ystems (including state mental health authorities), mental health
courts, or any other entity with authority under the law of the state in which the applicant grantee is located to implement, monitor,
and oversee AOT programs. Applicants must operate in jurisdictions that have in place an existing, sufficient array of services for
people with SMI such as ACT, mobile crisis teams, supportive housing, supported employment, peer supports, case management,
outpatient psychotherapy services, medication management, and trauma informed care.
Proposed budgets may not exceed the amount listed in the tier chart in the FOA in total costs (direct and indirect) in any ye ar of
the proposed project. The amount of each grant will be based on the population of the area, incl uding the estimated number of
individuals to be served under the grant. Annual continuation awards will depend on the availability of funds, grantee progre ss in
meeting project goals and objectives, timely submission of required data and reports, and compl iance with all terms and conditions.

Contacts
Program Issues: Mariam Chase, Community Support Programs Branch, Center for Mental Health Services, SAMHSA, 240-2761904. Grants Management and Budget Issues: Gwendolyn Simpson, Office of Financial Resources, Division of Grants
Management, SAMHSA, 240-276-1408

Application Materials: You must respond to the requirements in both the FOA PART I and PART II.
FOA document Part I (PDF | 515.5 KB)
FOA document Part II (PDF | 433.03 KB)

FOA document Part I (DOC | 317 KB)
FOA document Part II (DOC | 156.5 KB)

Pre-Application Webinar Announcement (PDF | 65.85 KB)
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Shina.animasahun@nasmhpd.org
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Kelle Masten, Program Associate
Kelle.masten@nasmhpd.org
Jeremy McShan, Technical Assistance and
Data Management Specialist
Jeremy.mcshan@nasmhpd.org

Greg Schmidt, Contract Manager
Greg.schmidt@nasmhpd.org
Pat Shea, M.S.W., M.A., Deputy Director, Technical Assistance
and Prevention
Pat.shea@nasmhpd.org
David Shern, Ph.D., Senior Public Health Advisor (PT)
David.shern@nasmhpd.org
Timothy Tunner, M.S.W., Ph.D., Technical Assistance Project
Coordinator
Timothy.tunner@nasmhpd.org
Aaron J. Walker, M.P.A., Policy Analyst/Product Development
Aaron.walker@nasmhpd.org

Event: Recommendations for Healthy Aging: Integrating Health Care and Housing
WHEN: Monday, May 23, 2 p.m. to 3 p.m. EDT
WHERE: Bipartisan Policy Center, 1225 Eye St. NW, Suite 1000, Washington, DC, 20005
➤ REGISTER NOW

ADD TO CALENDAR

The explosive growth of the nation’s senior population will present unprecedented challenges. To address them, the
Bipartisan Policy Center’s Senior Health and Housing Task Force has worked over the past year to develop an
actionable policy agenda that underscores the synergies between health care and housing in fostering improved health
outcomes, cost savings, and enhanced quality of life for America’s aging population. On May 23 the Task Force’s
report, Healthy Aging Begins at Home, will be released. There will be a discussion of the recommendations with the
Task Force co-chairs:



Former Housing and Urban Development Secretaries Henry Cisneros and Mel Martinez
Former U.S. Representatives Allyson Y. Schwartz (PA-D) and Vin Weber (MN-R)

See the rollout on the Bipartisan Policy Center Website. Join the discussion on Twitter: @BPC_Bipartisan #BPClive
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