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CERTIFIED COPY OF ORDER 

STATE OF MISSOURI 

County of Boone 
) ea. 

December Session of the October Adjourned Term. 20 14 

In the County Commission of said county, on the 1l th  day of December 20 14 

the following, among other proceedings, were had, viz: 

Now on this day the County Commission of the County of Boone does hereby approve a partial 

award for bid 28-24JUN14 -Pilot Programs that Provide Innovative Services -Boone County 

Children's Services Fund to the following: 


Burrell, Inc. 

Computer Attention Training "Brain Train" 

$139,071 


Great Circle 

Early Assessment and Intervention Services for Outcomes Now (EAI's-ON) 

$235,325 


Phoenix Programs, Inc. 

Creating Lasting Family Connections 

$55,776 


C ~ ALow-Income Services, Inc. 
Healthy Home Connections 
$366,821 

Central Missouri Community Action 
The BRIDGE (Building Resilience through Interdisciplinary, Developmentally Guided Engagement) 
$333,505 

University of Missouri 
Mental Health Screenings and Evidence Based Practice Training 
$20 1,927 

University of Missouri 
Healthy Steps for Young Children 
$86,105 

University of Missouri 
School-Age Staff Training and Case Management 
$1,190,865 



CERTIFIED COPY OF ORDER 


STATE OF MISSOURI 

County of Boone 
) ea. 

Term. 20 

In the County Commission of said county, on the day of 20 

the following, among other proceedings, were had, viz: 

The terms of the partial bid award are stipulated in the attached Contract Agreements. It is further 
ordered the Presiding Commissioner is hereby authorized to sign said Contract Agreements. 

Done this 1 1 th day of December, 2014. 

~d/@

Daniel K. A'  i 1 
Presid'n ommissioner 

ATTEST: I G-4fl&J
~ a / e nM. Miller 
District I Commissioner 

Clerk of twcounty commissionU 

Janet M. Thompson 
District I1 Commissioner 



Boone County Purchasing 

Melinda Bobbitt, CPPO, CPPB 613 E.Ash St., Room 110 
Director of Purchasing Columbia, MO 6520 1 

Phone: (573) 886-4391 
Fax: (573) 886-4390 

MEMORANDUM 

TO: Boone County Commission 
FROM: Melinda Bobbitt, CPPO, CPPB 
DATE: December 8,2014 
RE: RFP Award Recommendation: 28-24JUNl4 -Pilot Programs that 

Provide Innovative Services -Boone County Children's Services Fund 

Request for Proposal 28-24JUNl4 -Pilot Programs that Provide Innovative Services -
Boone County Children S Services Fund closed on July 10, 2014. 25 proposal responses were 
received. 

The following is a partial recommendation of contract award. More contracts will follow at a 
later date. The contract file will become part of public record as soon as we have completed 
negotiations of contracts. 

Burrell, Inc. 
Computer Attention Training "Brain Train" 

ontract from date of award through December 3 I ,  201 5 with two, one-year renewals 
$139,071 

Great Circle 
Early Assessment and Intervention Services for Outcomes Now (EAI's-ON) 
Contract from date of award through December 3 I, 201 5 with two, one-year renewals 

$$235,325 

Phoenix Programs, Inc. 
Creating Lasting Family Connections 
Contract from date of award through December 3 1, 201 5 with two, optional one-year renewals 

F$55 ,776  

CHA Low-Income Services, Inc. 
Healthy Home Connections 
Contract from date of award through June 30, 201 6 with two, optional one-year renewals 

&366,82 1 



Central Missoi~ri Com~ni~nity Action 
The BRIDGE (Building Resilience through Interdisciplinary, Developmentally Guided 
Engagement) 

ontract from date of award through June 30, 20 16 with two, optional one-year renewals 
44333,505 

University of Missoi~ri 
Mental Health Screenings and Evidence Based Practice Training 
Contract from date of award throi~gh December 3 1, 201 5 with two, optional one-year renewals 

y $ 2 0  I ,927 

University of Missouri 
Healthy Steps for Young Children 

ontract from date of award throi~gh December 3 1, 201 5 with two, optional one-year renewals 
&86,105 

University of Missouri 

School-Age Staff Training and Case Management 


ontract from date of award through June 30,2016 with two, optional one-year renewals 


Invoices will be paid from department 21 61 -CCS Funding Opportunities, account 71 106 -
Contracted Services. $5,222,233 is budgeted. 

cc: Proposal File 



Commission Order # 5Xo-a 

AGREEMENT FOR PILOT PROGRAMS 

Computer Attention Training "Brain Train" 


THIS AGREEMENT dated the ))7k day of baCe'-L2014 ismade 

between Boone County, Missouri, a political subdivision of the State of Missouri through the 

Boone County Commission, on behalf of the Boone County Children's Services Board, herein 

"BCCSB" and Burrell, Inc., a tax-exempt, not organized for profit agency or governmental entity, 

hereinafter referred to  as "BBH". 

WHEREAS, the BCCSB, under the provisions of 67.1775 and 210.861 of the Revised 

Statutes of Missouri, has the right to  expend monies from the Children's Services Fund (CSF) for 

the purposes of funding services to  children and youth 19 years of  age and younger, and their 

families residing in Boone County; and 

WHEREAS, the BBH has submitted a complete Request for Funding Proposal Application 

t o  the BCCSB detailing the services and other supports t o  be provided along with the expected 

cost to  BBH thereof; and 

WHEREAS, the BCCSB has approved the Request for Funding Proposal in whole or in 

part as hereinafter set forth, 

IN CONSIDERATION of the parties performance of the respective obligations contained 

herein, the parties agree as follows: 

FUNDING ALLOCATION FOR SERVICES RENDERED BY BBH 

BBH is expected t o  the greatest extent possible to  maximize funding from all other 

sources. BBH shall periodically, upon request, furnish to  the BCCSB information as t o  its efforts 

t o  obtain such other sources of funding. BBH shall only request reimbursement for services not 

reimbursable by any other source. BBH shall provide documentation and assurance to  the 

BCCSB that requests for reimbursement from the CSF is not a duplication of reimbursement 

from any other source of funding. 

1. BCCSB Funding Policy. The BCCSB Funding Policy is t o  be taken as part of this formal 

contract. BBH will perform the services and carry out the activities as set forth in the Request 

for Funding Proposal Application. BBH agrees to, and understands that services performed 

under this agreement are limited t o  the Request for Funding Proposal Application. 



2. Contract Documents. This agreement shall consist of the Request for Proposal #28-

24JUN14 (Pilot Programs that Provide lnnovative Services) and BBHJs response t o  the County of 

BooneJs Request for Proposal, Requests for Additional Information, and Best and Final Offer 

Responses. All such documents shall constitute the contract documents, which are attached 

hereto and incorporated herein for reference. In the event of conflict between any of the 

foregoing documents, the terms, conditions, provisions, and requirements contained in this 

Agreement shall prevail and control over the BBHJs Proposal, Requests for Additional 

Information, and Best and Final Offer Responses. 

3. Purchase. t he  BCCSB agrees to purchase from the BBH and the BBH agrees to  furnish 

Computer Attention Training "Brain Train" for children and youth nineteen years of age or less 

and their families, as described and in compliance with the original Request for Proposal and as 

presented in the BBHJs response. Services/deliverables shall be provided as outlined in the 

attached proposal response(s). The total allowable compensation under this agreement shall 

not exceed $139,071.00 unless compensation for specific identified additional services is 

authorized and approved by BCCSB in writing in advance of rendition of such services for which 

additional compensation is requested. 

4. Contract Duration. This agreement shall commence on the date of contract 

execution and extend through December 31,2015 subject to  the provisions for termination 

specified below. This contract may at the sole discretion of the BCCSB and with the agreement 

of BBH be renewed for an additional two (2) one-year periods. BBH agrees and understands 

that the BCCSB may require supplemental information to  be submitted by BBH prior to  any 

renewal of this agreement. 

5. Billing and Payment. For the Pilot Programs that Provide lnnovative Services (PILOT) 

Contract, the payments for Computer Attention Training "Brain Train" will be made in three 

(3) installments, (34%) of the contracted amount, within 30 days of the execution of the 

contract, (33%) of the contracted amount within 30 days of the completion and approval of the 

2015 mid-year report and (33%) of the contracted amount within 30 days of the completion 

and approval of the 2015 year-end report. An accounting of prior funding received from the CSF 

shall be required before receiving subsequent contractual installment payments. Installment 

payments may vary based on the adjusted totals provided t o  BCCSB. In the event of a billing 

dispute, the BCCSB reserves the right t o  withhold payment on the disputed amount; in the 

event the billing dispute is resolved in favor of the BBH, the BCCSB agrees t o  pay interest at a 

rate of 9% per annum on disputed amounts withheld commencing from the last date that 

payment was due. 

6. Availability of Funds. Payments under this contract are dependent upon the 

availability of funds or as otherwise determined by the BCCSB. This contract can be terminated 



i f  funding becomes unavailable in whole or in part for cause shown, and the BCCSB shall have 


no obligation to  continue payment. 


REPOR'I'ING, MONITORING, AND MODIFICATION 

7. Reporting. The BCCSB shall utilize the Request for Funding Proposal Application and 

the Responses to  Requests for Additional Information, as submitted by BBH to  monitor service 

delivery and program expenditures. BBH agrees to submit to  the BCCSB a mid-year service 

report by July 30, 2015 for the period beginning with the date of contract execution to  June 30, 

2015 and an annual service report by January 29,2016, for the period of July 1,2015 to  

December 31,2015. Variations on this date may be requested by BBH and, if so stipulated, are 

noted on this contract document. Payments may be withheld from BBH i f  reports designated 

here are not submitted on time, until such time as the reports are filed. Reporting 

requirements will include but are not limited to  information regarding agenciesJ outcomes and 

indicators, client demographic information, and other information and data deemed 

appropriate by the BCCSB. BBH agrees to  submit its reports through an on-line reporting system 

if requested. 

8. Audits. BBH also agrees t o  make available to the BCCSB a copy of its annual audit 

within four months after the close of BBH's fiscal year. The audit must be performed by an 

independent individual or firm licensed by the Missouri State Board of Accountancy. The audit 

is t o  include a complete accounting for funds covered by this agreement in accordance with 

generally accepted accounting principles. In addition, the BCCSB requires that the management 

report of any audit as it relates t o  BCCSB program activities be made available t o  BCCSB as part 

of the required audit. Payment may be withheld from BBH, if reports designated here are not 

made available upon request. 

9. Monitoring. BBH agrees to  permit the BCCSB, the Director of the Community 

Services Department and any staff of the Community Services Department, or designee of the 

BCCSB to  monitor, survey and inspect BBHJs services, activities, programs and client records, t o  

determine compliance and performance with this contract, except as prohibited by laws 

protecting client confidentiality. In addition, BBH hereby agrees that, upon notice of forty-eight 

(48) hours, it will make available t o  the BCCSB or its designee(s) all records, facilities and 

personnel, for auditing, inspection, and interviewing, to  determine the status of service, 

activities and programs covered hereunder, expenditure of CSF funds and all other matters set 

forth in the contract. 

10. Modification or Amendment. In the event BBH requests to  make any change, 

modification, or an amendment t o  funded services, one-time items, activities and/or programs 

covered by this contract, a request of the proposed modification or amendment must be 

submitted in writing t o  the Director of Community Services to  share with the BCCSB for 



approval. A board resolution from BBH must be included with the request. Requests to  the 


BCCSB must be submitted in writing at least two weeks prior to the BCCSB meeting. 


OTHER 'TERMS O F  'THIS CONTRACT 

11. Violation of Client Rights. Any alleged case of a violation of a client's rights in a 

program funded by the Commission/BCCSB shall be investigated in accordance with BBH's 

policies and procedures and in accordance with any local/state/federal regulations. BBH agrees 

to  notify the BCCSB through the Director of Community Services of any such incidents that have 

been reported to the appropriate governmental body and must also authorize the 

governmental body to notify the BCCSB of any substantiated allegations. BBH must comply with 

Missouri law regarding confidentiality of client records. 

12. Discrimination. BBH will refrain from discrimination on the basis of  race, color, 

religion, sex, national origin, ancestry, disability, age, sexual orientation, genetic information, 

and familial status and comply will applicable provisions of federal and state laws, county or 

municipal statutes or ordinances, which prohibit discrimination in employment and the delivery 

of  services. 

13. CSF to be used for Services Provided. BBH agrees that the CSF funds shall be used 

exclusively for the services provided to children and youth 19 years of age or less and their 

families and for administrative costs directly related to BBH's provision of such services. 

14. Accreditation/Licensure/Certifications. All agencies must comply with all 

statelfederal certification and licensing requirements and all applicable federal, state, and local 

laws and must remain in "good standing". 

15. Conflict of Interest. BBH agrees that no member of its Board of Directors or its 

employees now has, or will in the future, have any conflict of interest between himself/herself 

and BBH, and this shall include any transaction in which BBH is a party, including the subject 

matter of this contract. Missouri law, as this term is used herein, shall define "Conflict of 

Interest". 

16. Subcontracts. BBH may enter into subcontracts for components of the contracted 

service as BBH deems necessary within the terms of  the contract. All such subcontracts require 

the written approval of the BCCSB or their designated representative. In performing all services 

under the resulting contract agreement, the BBH shall comply with all local, state, and federal 

laws. Any subcontractor shall be subject to  the audit/monitoring requirements stated herein 

and all other conditions and requirements of this contract agreement. 

17. Employment of Unauthorized Aliens Prohibited. BBH agrees t o  comply with 

Missouri State Statute section 285.530 in that they shall not knowingly employ, hire for 



employment, or continue to employ an unauthorized alien to perform work within the state of 

Missouri. BBH shall require each subcontractor to  affirmatively state in its Agreement with the 

BBH that the subcontractor shall not knowingly employ, hire for employment or continue to 

employ an unauthorized alien to perform work within the state of Missouri. Provider shall also 

require each subcontractor to provide BBH a sworn affidavit under the penalty of perjury 

attesting to  the fact that the subcontractorJs employees are lawfully present in the United 

States. 

18. Litigation. BBH agrees that there is no litigation, claim, consent order, settlement 

agreement, investigation, challenge or other proceeding pending or threatened against BBH or 

any individual acting on the BBHJs behalf, including subcontractors, which seek to enjoin or 

prohibit BBH from entering into this contract agreement of performing its obligations under this 

agreement. 

19. Board Ownership. If BBH ceases to  be funded by the BCCSB or ceases to provide 

programs and services for Boone County children, youth and their families, all capital 

equipment, materials, and buildings purchased with CSF funds shall be returned to  Boone 

County unless so otherwise approved by a majority vote of the BCCSB. In addition, if BBH no 

longer used capital equipment, materials, and building purchased with CSF funds for its original 

intent, BBH will need BCCSB approval to re-direct. 

20. Failure to Perform/Default. In the event BBH, at anytime, fails or refuses to 

perform according to the terms of this contract, as determined by the BCCSB, such failure or 

refusal shall constitute a default hereunder, and the BCCSB will be relieved of any further 

obligation to  make payments to  BBH as set out herein. This contract will be terminated at the 

option of the BCCSB. 

21. Termination. This agreement may be terminated by the BCCSB upon 15 days 

advance written notice for any of the following reasons or under any of the following 

circumstances: 

a. BCCSB may terminate this agreement due to  material breach of any term or 

condition of this agreement, or 

b. BCCSB may terminate this agreement if key personnel providing services are 

changed such that in the opinion of the BCCSB delivery of services are or will be delayed or 

impaired, or if services are otherwise not in conformity with proposal specification, or i f  

services are deficient in quality in the sole judgment of BCCSB, or 

c. BCCSB may terminate this agreement with 15 days of prior written notice 

should the BBH fail substantially to perform in accordance with its terms through no fault of the 

party initiating the termination, or 



d. BCCSB may terminate this agreement at will by giving at least 30 days prior 


written notice to  the BBH, or 


e. If appropriations are not made available and budgeted for any calendar year 


to  fund this agreement. 


22. Indemnification. To the extent permitted under Missouri law, BBH agrees to hold 

harmless, defend and indemnify the BCCSB, the County, its directors, agents, and employees 

from and against all claims arising by reason of any act or failure to act, negligent or otherwise, 

of (AGENCY NAME), (meaning anyone, including but not limited to  consultants having a 

contract with the BBH or subcontractor for part of the services), or anyone directly or indirectly 

employed by BBH, or of anyone for whose acts BBH may be liable in connection with providing 

these services. This provision does not, however, require Contractor to  indemnify, hold 

harmless, or defend the County of Boone from its negligence. 

23. Publicity by the Agency. BBH shall notify the BCCSB of contact with the media 

regarding CSF funded programs or profiles of participants in CSF funded programs. BBH will 

acknowledge the BCCSB as a funding source whenever publicizing CSF funded programs. BBH 

will collaborate with the BCCSB to inform the community about the ways its tax dollars are 

being invested in services and supports. BBH agrees to acknowledge the Children's Services 

Fund as a funding source on all written and electronic publications including brochures, 

letterhead, annual reports and newsletters. 

24. Independence. This contract does not create a partnership, joint venture or any 

other form of joint relationship between the BCCSB and BBH. The BCCSB does not recognize 

any of the BBHJs employees, agents or volunteers as those of the BCCSB. 

25. Binding Efiect. This agreement shall be binding upon the parties hereto and their 

successors and assigns for so long as this agreement remains in full force and effect. 

26. Entire Agreement. This agreement constitutes the entire agreement between the 

parties and supersedes any prior negotiations, written or verbal, and other proposal or 

contractual agreement. This agreement may only be amended by a signed writing executed 

with the same formality as this agreement. 

27. Record Retention Clause. BBH shall keep and maintain all records relating to this 

contract agreement sufficient to  verify the delivery of services in accordance with the terms of 

the this agreement for a period of three (3) years following expiration of this agreement and 

any applicable renewal. 

28. Notice. Any written notice or communication to  the BCCSB shall be mailed or 

delivered to: 



Boone County Community Services 


605 E. Walnut, Ste. A 


Columbia, MO 65201 


Any written notice or communication t o  the BBH shall be mailed or delivered to: 

Burrell, Inc. 


Holly Jones, Ph.D., Director of Grant Development & Management 


1300 E. Bradford Parkway 


Springfield, MO 65804 


IN WITNESS WHEREOF the parties through their duly authorize representatives have 

executed this agreement on the day and year first above written. 

Burrell, Inc. Boone County, Missouri 

By: 
Signature 

4

~ ~ : / ~ b h  Id-b-P ~ E ~ I ~ E / I / P  n's Services Board x r / n / B ~ C  
Printed IVame/ Title 1 

Les Wagner, Board Chair 0 

APPROVED AS TO FORM: 

m w 

AUDITOR CERTIFICATION: In accordance with RSMo. 450.660,l hereby certify that a sufficient unencumbered 
appropriation balance exists and is available to satisfy the obligation(s) arising from this contract. (Note: 
Certification of this contract is not required if the terms of this contract do not create a measurable county 
obligation at this time.) 

2161 / 71106 / $139,071 
iZ/&Z. / / L /  

jignature Appropriation Account 

An Affirmative Action/Equal Opportunity Employer 



REOUEST FOR ADDITIONAL INFORMATION FORM #2 


PROPOSAL: 28-24JUN14 - Pilot Programs that Provide Innovative Service - Boone County 
Community Children's Services 

ThisRequest for Additional Information #2 is issued and incorporated into and made a part 
of the Request for Proposal Documents. Offeror is reminded that receipt of this form must 
be acknowledged and submitted on or before 10:OO a.m Wednesday, October 29,2014. 

Company Name: Burrell B-lth 

Address: 1300E. Bradford Parkwav. Springfield, MO 65804 

Telephone: f417) 761-5000 Fax: (417)761-501 1 

Federal Tax ID (or Social Security #): 43-1081715 

Print Name: -D. Title: Director. Grant Develoument & 
ManagementcL Date: 10/28/2014 

E-mail:-om 


(Computer Attention Training) 

a 	Please provide the name of the computer software that will be utilized for this Pilot 
Program-

b. 	 Please provide any additional infbrmation demonstrating successfd outcomes in 
utilizing this software. 

c. 	 In one of your first responses it states that, "TherewiU be seven to eight slots per day 
on two computers, so one would expect we could accommodate 15 or more 
youngsters per week as a wnservative estimate." 

1. 	 Please explain and justify the need for two full FTEs for thisproject. 

2. Describe their work duties and their expectations. 



Burrell Behavioral Health (Computer Attention Training) 

a. Please provide the name of the computer software that will be utilized for this Pilot program. 

The name of the computer software is Play Attention (www.playattention.com). 


b. Please provide any additional information demonstrating successful outcomes in utilizing this 
software. 
This soft ware was utilized in a recent article (pdf attached). Neurofeedback made greater 
improvements in ADHD symptoms compared to children enrolled in cognitive training and the 
control group, according to Steiner, et. al., 2014. The full article is attached and explains the 
study methods, participant selection, measures, and outcomes. In this study, it was hypothesized 
that children with ADHD symptoms who received cognitive training would show improvement, 
but that children with ADHD symptoms receiving neurofeedback would demonstrate greater 
improvements at statistically significant levels, as was the case. 

c. In one of your first responses it states that, "There will be seven to eight slots per day on two 
computers, so one would expect we could accommodate 15 or more youngsters per week as a 
conservative estimate." 

1. Please explain and justify the need for two full FTEs for this project. 
There is a need for two full FTEs for this project. For every enrolled individual, they will receive 
approximately 20 sessions over 10 weeks, or an average of 2 sessions per week for 10 weeks. 
Estimating five 10-week sessions over the course of the year with 25 individuals enrolled in each 
session, totals 125 individuals served over the course of the year. 

5 sessions (of 10 weeks duration) x 25 individuals = 125 individuals served. 
25 individuals x 2 sessions per week = 50 sessions per week or 2500 sessions per 
year 

Although Burrell estimated conservatively in the RFP (15 youth per week x 2 sessions = 30 
sessions per week), this is simply because of years of experience on grant projects that take a 
little while to gain momentum. However, even administering a conservative 30 sessions per 
week would require two FTEs, although the expected maximum operating capacity is 50 sessions 
per week. Two FTEs will be required to work with the clients as they navigate the software 
program, in addition to the other project-related duties described below. 

2. Describe their work duties and their expectations. 
Not only is staff needed to administer the tests, but they will also be responsible for scheduling 
clients, charting, loading software, ensuring software functionality, monitoring client progress, 
and working with the research department to ensure proper data collection. These staff will 
report to the Project Supervisor, attend required meetings, and any trainings mandated by Burrell 
(Burrell requires all staff to participate in a multitude of trainings on HIPAA, safety, and other 
HR issues to meet its CARF requirements for accreditation). Staff will be evaluated at six 
months, and annually thereafter. 



Neurofeedback and Cognitive Attention Training for Children 
with Attention-Deficit Hyperactivity Disorder in Schools 
Naorni J. Steiner, MD,* Elizabeth C. Frenette, MPH,* Kirsten M. Rene, MA,* 
Robert T. Brennan, EdD,t Ellen C. Perrin, MD* 

ABSTRACT: Objective: To evaluate the efficacy of 2 computer attention training systems administered in 
school for children with attention-deficit hyperactivity disorder (ADHD). Method: Children in second and 
fourth grade with a diagnosis of ADHD (n = 104) were randomly assigned to neurofeedback (NF) (n = 34). 
cognitive training (CT) (n = 34). or control (n = 36) conditions. A 2-point growth model assessed change from 
pre-post intervention on parent reports (Conners 3-Parent [Conners 3-PI; Behavior Rating Inventory of 
Executive Function [BRIEF] rating scale), teacher reports (Swanson, Kotkin, Agler, M-Flynn and Pelham scale 
[SKAMP]; Conners 3-Teacher [Conners 3-I), and systematic classroom observations (Behavioral Observation 
of Students in  Schools [BOSS]). Paired t tests and an analysis of covariance assessed change in  medication. 
Results: Children who received NF showed significant improvement compared with those in  the control 
condition on the Conners 3-P Attention, Executive Functioning and Global Index, on all BRIEF summary 
indices, and on BOSS motor/verbal off-task behavior. Children who received CT showed no improvement 
compared to  the control condition. Children i n  the NF condition showed significant improvements compared 
to those in the CT condition on Conners 3-P Executive Functioning, all BRIEF summary indices, SKAMP 
Attention, and Conners 3-T Inattention subscales. Stimulant medication dosage in  methylphenidate equiv- 
alencies significantly increased for children in  the CT (8.54 mg) and control (7.05 mg) conditions but not 
for those in the NF condition (0.29 mg). Conclusion: Neurofeedback made greater improvements in ADHD 
symptoms compared to  both the control and CT conditions. Thus, NF is a promising attention training 
treatment intervention for children with ADHD. 
(IDev Behov Pediotr 35:18-27, 2014) Index terms: neurofeedback ADHD, claaroom observations, computer attention training school intervention, 
growth modeling. 

A ttentiondeficit hyperactivity disorder (ADHD) is Community treatments, such as medication and/or 
a neurodevelopmental disorder with core symptoms of behavioral therapies, are viable treatment options for 
hyperactivity, impulsivity, and/or inattention and fre- children with ADHD; yet they are also associated with 
quently includes executive functioning impairments.' In sigmficant limitations. Medication frequently improves 
the United States, the prevalence is 9.5%for 4 to 17-year symptoms, although it may not lead to complete normal- 
01ds.~ Children with ADHD experience attention and ization of symptoms, and long-term adherence to medi- 
behavior challenges at school, leading to poor academic cation as prescribed varies between 13.2% and 64%,6,7 
outcomes3 with higher rates of physical and verbal with long-term effectiveness yet to be found.8 When 
aggression, seeking attention from the teacher and non- medication is discontinued, symptoms usually return. 
compliance than their comparison peers.4 Children with Furthermore, some children (20-30%) do not show clear 
ADHD are 3 to 7 times more likely to use special edu- benefit and/or experience adverse effects from stimulant 
cation services, to be expelled or suspended, or to repeat medication,9.l0 such as decreased appetite, insomnia, and 
a grade than children without ADHD.5 growth suppression, which has been reported to reverse 

only after stopping medication.10-12 Therefore, some 
parents do not wish to medicate their children.13 

From the 'The Floating Hospital for Children at TuIb Medical Center, Depamnent Empirically supported psychosocial treatments for 
of Pediatrics, Boston, MA; tHarrard School of Public Health, Boston, MA. 

ADHD include parent behavioral training and behavioral 
Received July 2013; accepted September 2013. 

classroom interventions.l4.15 Other psychosocial treat- 
Disclosure: Supported by the Institute of Education Sciences <R305A090100).The 

ments, such as academic interventions,16.17 the Summer authors declare no conflict of interest. 
Treatment Program for children with ADHD,ls and p re  Supplemental digital content is available for this article. Direct URL citations 

appear in the printed text and are provided in the HTML and PDF versions of this grams that combine parent training and child social skills 
article on the journal's Web site (www.jdbp.org). training have also shown promise for improving ADHD-
AddKss for reprints: Naomi J. Steiner, MD, Floating Hospital for Children at Tufts related impairment.14 However, psychosocial inter-
Medical Center, 800 Washington Street, Box M54, Boston, MA 02111; e-mail: 

ventions on their own have not shown to be as effective nsteiner@tuftsmedicalcenter.org. 
as medication,l9 and improvements may not be gener- 

Copyright 0 2013 Lippincon Williams & Wdkins 
alized to all contexts or last beyond the intervention 

18 ( www.jdbp.org Journal of Developmental & Behavioral Pediatrics 

Copyright 0Lippincott Williams & Wilkins. Unauthorized reproduction of this article is prohibited. 



trial.20 The pervasiveness of ADHD symptoms in the 
classroom, along with community treatment limitations, 
highlights the importance of continuing to investigate 
alternative treatments that can be implemented in 
schools, such as computer attention mining (CompAT). 
Based on theories of brain plasticity and operant condi- 
tioning, CompAT interventions are designed to improve 
core skills typically deficient in children with ADHD. 
Two main types include neurofeedback (NF) and cog- 
nitive mining (CT).zl 

Findings frorn electroencephalograms (EEG) of chil- 
dren with ADHD frequently show increased theta activity 
(which represent a drowsy state) and increased theta-to 
beta ratio in the frontal cortex.22 Therefore, one of the 
most frequently used NF approaches trains participants to 
increase their beta waves (which represent an attentive 
state) and suppress their theta waves.22 Neurofeedback 
gives immediate feedback on how the brain is focusing, as 
evidenced by these specific brainwave patterns. The 
changes in brainwave patterns are represented on the 
computer screen by moving characters or figures along 
with auditory feedback. With practice, participants learn 
to alter their brainwaves to obtain a goal, reinforcing the 
state of attention.23 Previous research supports the effi- 
cacy of NF as a treatment for children with ADHD.24 

Cognitive training uses ongoing computer feedback to 
reinforce correct responses, thus training attention and 
working memory and decreasing impulsivity. Interventions 
of CT have been found to improve working memory and 
decrease parent- and teacher-rated symptoms of ADHD.25 
Training w o r m  memory has also shown improvements 
in tasks using this skill such as mathematical problem 
solving and reading comprehension.26 

Gevensleben et al27 found signiEicant ADHD symptom 
improvements on parent behavior rating scales in a NF 
condition that were superior to a CT condition from pre- 
to postintervention. However, an unbalanced sample size 
makes the genedimion of these results unclear. Fur- 
thermore, a recent meta-analysis of nonpharmacological 
treatments for ADHD concluded that more evidence is 
needed for both NF and CT before they can be supported 
as treatments for ADHD because studies generally had 
small sample sizes, lacked control conditions, and were 
usually conducted in a laboratory or clinic setting.27-29 

The primary aim of this study was to evaluate the 
efficacy of NF and CT for children with ADHD in a school 
setting. This is the first randomized control efficacy trial 
that has implemented a NF intervention in a school setting 
and the second that has implemented a CT intervention in 
a school setting.30 

We hypothesized that (1) both interventions would 
result in improved attention and executive functioning 
compared to the control condition, as measured by parent 
and teacher questionnaires; (2) both interventions would 
result in decreased off-task behavior and increased en- 
gagement in the classroom compared to the control 
condition, as measured by a systematic double-blinded 
classroom observation; and (3) participants in the NF 
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condition would show greater improvements in ADHD 
symptoms and classroom behavior compared to children 
in the CT condition. 

METHODS 

Sample Size and Randomization Procedures 


An a priori power analysis with an alpha of .05 and 
power of 80%,using effect sizes frorn our pilot study,21 
determined that the smallest sample size adequate to 
detect moderate effect sizes between conditions would be 
44 participants per condition. The research coordinator 
enrolled participants, balanced them by school district, 
gender, and medication status, and then assigned them via 
a computer random number generator into the 3 con- 
ditions (neurofeedback [NF], cognitive training [CT], and 
control). School personnel would have considered it un- 
ethical to remove students frorn the classroom for a sham 
condition; therefore, a control condition was chosen. The 
control condition received computer attention training 
(CompAT) treatment the following school year. Teachers 
were informed if their student was in the control versus 
a treatment condition but not the specific intervention 
condition. 

Participants 
This trial took place in 19 public elementary schools 

in the Greater Boston area, providing a diverse range of 
settings and students. The first cohort of participants was 
enrolled from May to October 2009, followed by the 
intervention from November through April 2010. This 
procedure was repeated the following year for a second 
cohort. Second and fourth grade students were chosen 
as the target population because it was important to 
maintain sampling independence so that students from 
each school could only be eligible for the study once. 
Participants were eligible if they met the following in- 
clusion criteria: (1) clinical diagnosis of attentiondeficit 
hyperactivity disorder (ADHD) per DSM-4 made by the 
child's clinician (e.g., primary care physician or psy- 
chologist), (2) child in second or fourth grade, and (3) 
ability to speak and understand English sufficiently to 
follow the intervention protocol, although English need 
not be their first language. In order to increase external 
validity of running a school-based intervention, children 
were included regardless of medication status. All par-
ticipants were informed to continue with scheduled cli- 
nician visits and standard community treatments 
independent of study participation. Thus, the control 
condition was considered a true "community treatment" 
condition, where students received standard care as of- 
fered in their community31 rather than a "notreatment" 
condition, where children would not be taking medica- 
tion or receiving therapy. Children with a coexisting 
diagnosis of conduct disorder, autism spectrum disorder, 
or other serious mental illness (e.g., psychosis) or with 
an intelligence quotient <80 measured by the Kaufman 
Brief Intelligence Test were excluded to limit possible 
confounding factors and extensive amendments to the 
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intervention protocol that could affect standardized 
implementation. Written informed consent and child 
assent were obtained, and this study was approved by 
the Tufts Medical Center Institutional Review Board. 

Interventions 
Research assistants @As) received standardized train- 

ing to administer NF and CT interventions, including 
direct observation assessments and a post-training test. 
Extensive care was given during training to inform RAs 
that both interventions were considered to be clinically 
equal to minimize bias of RAs, teachers, and parents. The 
session procedures for both interventions were identical. 
Both NF and CT participants received three 45-minute 
intervention sessions per week for a total of 40 sessions, 
conducted at a 2: 1 or 1: 1 student-to-RA ratio depending 
on logistics, over a 5-month period at school. The ses 
sions occurred throughout the school day at times that 
would best accommodate each student's academic 
schedule. During sessions, minimal help from the RA was 
given unless the child was not progressing with exer- 
cises. A standardized session checklist was completed by 
RAs at each session for each child to monitor imple- 
mentation fidelity, and small tangible incentives were 
provided at the end of each session with a prize given at 
the end of the 40 sessions. 

The NF intervention system used32 trains the child to 
increase beta waves and suppress theta waves. This sys-
tem uses EEG sensors that are embedded in a typical 
looking bicycle helmet, without requiring conductive gel, 
sigmficantly easing delivery to children on a large scale. 
When the theta-to-beta ratio decreases, reflecting effective 
focusing, the participant progresses on the exercise. For 
example, in 1 specific exercise, as the theta-tobeta ratio 
decreases, a dolphin character swims down to the bottom 
of the ocean to collect coins from a treasure chest, and 
the child earns points. If the child becomes distracted, the 
dolphin swims back up to the surface of the ocean. 

The CT intervention system used33 includes an array of 
cognitive exercises. We used those that target areas of 
attention and working memory. For example, in 1 exer- 
cise, as participants match letter-number pairs correctly, 
a safe becomes unlocked, and children win a virtual prize. 
The tasks become more challenging as the participant 
progresses. Automatic progress from one exercise to the 
next makes it possible to deliver the intervention on 
a larger scale. The exercises are both auditory and visual, 
and users are able to design their own custom exercise 
protocols. For this study, we created a standardized pro- 
tocol with 14 different age-appropriate exercises that were 
done on a rotating basis incorpomting visual tracking, re- 
action time, inhibition control, and working memory skills. 

Outcome Measures 
All outcome measures were completed by parents, 

teachers, and blinded classroom observers at pre- and 
postintervention. The Comers-3 Parent (Conners 3-P) rat- 
ing scale is a validated and standardized instrument used to 
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assess ADHD sympt0matology.3~It includes a Global Index 
and 8 subscales, 2 of which evaluate the study-targeted 
areas: Inattention and Executive Functioning. 

The Behavior Rating Inventory of Fxecutive Function 
(BRIEF) parent rating scale is a validated and standard- 
ized instrument that assesses executive functioning.35 It 
includes 8 subscales that are combined into 2 indices 
(Behavior Regulation and Metacognition), which are 
summed together in the Global Executive Composite.36 

The Swanson, Kotkin, Agler, M-Flynn and Pelham scale 
(SKAMP) is a validated teacher observation rating scale 
that focuses on factors that predict social constructs and 
test-based academic achievement.37 The scale includes 10 
items averaged into a total score and divided into both 
classroom Attention and Deportment subscales.38 

The Comers3 Teacher (Conners 3-T) rating scale is 
a validated and standardized instrument used to assess 
ADHD symptoms through teacher observation of class 
room behavior.34 The short form includes 5 subscales, 
one of which examines a study-targeted area: Inattention. 

The Behavioral Observation of Students in Schools 
(BOSS) is a systematic observation method for coding 
classroom behavior39 and reports on engagement (active 
or passive) and off-task behaviors (motor, verbal, and 
passive). Engagement and motor/verbal off-task behaviors 
are reported in the w e n t  study. The BOSS has been 
found to be reliable between observers,@ to differentiate 
between children with ADHD and their typically de- 
veloping peers and to be sensitive to treatment effects.40.41 
Prior to conducting observations for the study, assessment 
RAs followed a detailed training protocol for the BOSSP2 
leading to high post-training interrater reliabihty (K > .80). 
These RAs then conducted three 15-minute classroom 
observations per participant at both pre- and post-
intervention and were unaware of participants' randomi- 
zation condition. Participants were unaware that they 
were being observed. 

A Medication Tracking Questionnaire, developed by the 
research team, was used to iden* medication type,dos 
age, and history. Stimulant medications were converted 
into methylphenidate WH) equivalencies to compare 
dosage. Amphetamine mixed salts is twice as potent as 
MPH (e.g., 10 mg of amphetamine mixed salts is consid- 
ered equivalent to 20 mg of MPH). Reliability of responses 
was assessed by comparing responses at each time point, 
and ambiguous responses were clarified by direct com- 
munication with parents and pediatrician offices. 

Data Analysis 
Following the intent-to-treat model, a l l  enrolled partic- 

ipants were included in analyses. Missing items within 
multi-item scales were resolved using expectation maxi-
mization imputation, which is an iterative imputation 
method suitable for low-frequency missing data and/or 
when standard errors are not of primary concern.43 Fully 
missing questionnaires were addressed directly through the 
analytic strategy described below. Descriptive statistics for 
demographic variables and baseline data were calculated, 
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and analyses of variance were used to analyze baseline 
differences among the 3 conditions. Cohen's d effect sizes 
were calculated to analyze changes in scores from pre- to 
postintervention. 

Changes in parent-and teacher-reported measures and 
classroom observations were investigated using a multi-
level growth modeling approach44to assess change pre-
and postintervention, comparing intervention conditions 
to the control,with post hoc comparison tests to compare 
the 2 intervention conditions. Our model addresses long-
held reservations about estimating change over time using 
just 2 time points as opposed to 3 or more time points by 
incorporating information about the reliability of meas 
ures into the model.45 Our approach uses data fi-om 
2 parents to estimate reliability of both the point estimates 
and the changes on the Conners 3-P and the BRIEF.& For 
the Comers 3-T, a weighting scheme based on the 
reliability estimates obtained from the analysis of the 
Comers 3-P was used to incorporate the measurement 
model.44 Reliability estimates for the SKAMP were esti-
mated using individual items within the mea5~1-e.~'For 
the BOSS, data from all 3 observations were used to esti-
mate reliability. Not only do these models allow for the 
estimation of reliability of measurement and change 
within the overall estimation but also they are flexible in 
that they can accommodate unbalanced data. A partici-
pant can be included at a time point even if only 1 parent 
questionnaire was available or if we did not have com-
plete data on the subject (e.g., a missing subscale or an 
entire missing time point). 

As the focal point of the study is a comparison of the 
changes by condition, for each of the growth parame-
ters, intercept and slope were estimated. The coefficient 
for the control is represented by an intercept, and 
coefficients for each treatment condition (NF and CT) 

represent the difference in slope from the control. All 
models were estimated using HLM version 7.0 (Scientific 
Software International, Inc., Skokie, IL). All other analy-
ses and data treatment were conducted using SYSTAT 
version 13.0 (Systat Software, a subsidiary of Cranes 
Software International Ltd., Bangalore, Karnataka, India). 
Following the objectives of the hypotheses, we consider 
this randomized control efficacy trial a superiority trial, 
as we are testing whether the CompAT interventions are 
superior to (not different from in either direction) com-
munity treatment alone and if NT; is superior to CT, 
resulting in the application of 1-tailed tests.48 

To examine stimulant medication changes, Cohen's 
d effect sizes were calculated, and paired t tests were 
conducted to analyze within group mean changes. An 
analysis of covariance was then performed to compare 
differences between conditions at postintervention 
while accounting for baseline differences. 

RESULTS 
Of the 104 participants who enrolled in the study (34 

in the neurofeedback [NFI condition, 34 in the cognitive 
training [CT] condition, and 36 in the control condition), 
102 completed the 4Cbsession intervention pig. 1). The 
mean response rates for pre- and postintervention data 
were 94.0% for the primary parent, 76.6% for the sec-
o n e  parent, and 99.0%for the teacher. The Behavioral 
Observation of Studentsin Schools(BOSS)was completed 
3 times at each time point for 100%of participants, and 
interrater reliability remained high throughout all 
observations (mean K = .89). At baseline, 95% of par-
ticipants showed clinically si@cant scores 265 on the 
DSM4 ADHD Inattention andlor Hyperactive/Impulsive 
subscales, and 49% of participants were on ADHD medi-
cation. There were no statistical differences between 

Assessed for eligibility(n=235) 
Notm- iuchion nituia (m.k d i w j r n ~ ( 1 ~ 3 3 n  

Allocated to control(n=36) 

Exclnded&omanalysis(nV) Excluded&omanalysis( n V )  Excluded firomanalysis(n=O)
4 

Figure 1. Consort diagram. *In a small number of cases, parent or teacher data were missing. Therefore, sample sizes may be somewhat smaller than 
is indicated. CT, cognitive training; NF, neurofeedback. 
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randomization conditions at baseline regarding gender, 
M y  income, race, medication use, or baseline ADHD 
symptom outcome measures (Table 1). There was no dif- 
ference in symptom severity between children on and off 
ADHD medication at baseline on the Comers 3-P Global 
Index ( 0 8 )  = -.75;p = .45). There were no differences 
between participants who completed or did not complete 
the intervention. No adverse side effects of either 
intervention were reported on the standardized session 
checklists. Means and effect sizes for pre- and post- 
intervention are presented in Table 2. 

In the growth model, the majority of distributions for 
the measures at each time point and the changes were 
roughly symmetrical and tailed, but normality could not 
be assumed for all scales, so we relied on the robust 
standard errors available in HLM in the assessment of 
hypotheses in Conners 3-P, Behavior Rating Inventory 
of Executive Function (BRIEF), Swanson, Kotkin, Agler, 
M-Flynn and Pelham scale (SKAMP), Comers 3-T, and 
BOSS models. 

Parent-Reported Measures 
Children in the NF condition showed sgmficant 

improvements over time compared to the control condition 
on the Comers 3-P for Inattention (p = .Ool) and Exec- 
utive Functioning (p = .001) study-targeted subscales, the 

Table 1. Participant Characteristics 

NF 

N 

Age, yf' 
Male 

Race 

White 23 

Black or African American 

Asian 

Fourth gadeb 

Second grade 

Family income $74,999or less 

Suburban school district 24 

IQ compositea 

Verbal IQa 

Nonverbal IQa 

ADHD medication 

Medication MPH equivalenta.' 

Counseling (private) 9 

School services: IEP/504 plan 27 

Global Index (p = .02) (Table 2), and 3 out of the re- 
maining 6 g e n d  subscales (Supplemental Digital Content, 
http://links.lww.com/JDBP/A54). Significant improvements 
for the NF condition were also found on the BRIEF Behavior 
Regulation (p = .03), Metacognition (p = .04),and Global 
Executive Composite (p = .01) summary scales (Table 2) 
and on 5 of the 8 subscales (Supplemental Digital Content, 
http://links.hvw.com/JDBP/A54). No significant pre-post 
differences were found in the CT condition on any 
parent-reported outcome measures. Furthermore, children 
in the NF condition showed significant improvements over 
time compared to those in the CT condition on 4 of 
11 Comers 5 P  subscales (Table 2;Supplemental Digital 
Content, http://links.hvw.com/JDBP/A54), and on 6 of 11 
BRIEF subscales (Table 2, Supplemental Digital Content, 
http://links.lww.com/JDBP/A54). 

Teacher-Reported Measures 
Teachers reported improvements among children in 

the NF condition on the Attention subscale average (effect 
size [ES]= 0.34) and Total average (ES = 0.30) on the 
SKAMP and on the Inattention subscale of the Comer 5T 
(ES = 0.25). Differences between the intervention con- 
ditions and the control condition did not reach statistical 
s m c a n c e  (Table 2; Supplemental Digital Content, 
http://links.lww.com/JDBP/A54); however, children in 

CT Control 

24 29 

25 27 

7 8 

22 21 

Connels 3-P Global Indexa 75.8 (13.5) 70.9 (10.8) 74.6 (12.1) 

BRIEF Global Executive Compositea 66.3 (10.0) 61.8 (6.6) 64.7 (9.0) 

BOSS Engagementa 72.2 (12.4) 73.4 (13.3) 78.2 (11.7) 

BOSS off-task motor/verbala 30.2 (17.1) 25.9 (15.1) 21.1 (13.9) 

"Mean (standard deviation). bSig&cant difference between the @ups. 'Only includes participants who were on a stimulant medication. ADHD, anentiondeficit 
hyperactivity disorder; BOSS, Behavioral Observation of Students in Schools; BRIEF, Behavior Rating Inventory of Executive Function; CT,cognitive training; LEP, 
individualized education plan; IQ, intelligence quotient; MPH, methylphenidate; NF, neurufeedback. 
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- - - 

Table 2. Obselved Data and Growth Model Results 

Observed Data Growth Model Estimatesa 

Preintervention Postintervention Effect Confidence NF a CT vs NF a 
Mean (SD) Mean (SD) sizeb Coefficient Interval Control Control CT 

Conners 3-Parent 

Inattention 


Control 


NF 


CT 

Executive Functioning 


Control 


NF 


CT 

Global Index 


Control 


NF 


CT 

BRIEF-Parent 

Behavior Regulation Index 


Control 


NF 


CT 

Metacognition Index 


Control 


NF 


CT 

Global Executive Composite 


Control 


NF 


CT 

SKAMP-Teacher 

Total 


Control 


NF 


CT 

Attention 


Control 


NF 


CT 

Conners 3-Teacher 

Inattention 


Control 


NF 


CT 

BOSS-Classroom Observation 

Motor/verbal Off-task 


Control 


NF 


(Table continues) 
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Table 2. Continued 

Observed Data Growth Model Estimatesa 

Preintemention Postintervention Effect Contidence NF vs CT vs NF vs 
Mean (SD) Mean (SD) sizeb Coefficient Interval Control Control CT 

Total Engagement 

Control 78.2 (11.7) 79.3 (13.6) 0.09 1.14 -2.98 to 5.25 - - -

CT 73.4 (13.3) 77.1 (13.6) 0.28 2.56 -3.41 to 8.53 - - -

'p < .05, "'p< .01,"'p < ,001. .The growth model estimates a coefficient representing a change in the slope between the intervention conditions and the control condition 
over the two time points. A post hw analysis was conducted to determine differences between the NF and CT slopes over the 2 time points. bEffect size is between pre- and 
postintervention. BOSS, Behavioral Observation of Students in Schools; BRIEF, Behavior Raring Inventory of Executive Function; CT, cognirive training; NF, neurofeedback; 
SKAMP, Swanson, Kotkin ,  Agler, M-Flynn and Pelham scale. 

the NF condition showed sgmficant improvements over 
time compared to the CT condition on the SKAMP At- 
tention subscale average ( p  = .03) and the Conners 3-T 
Inattention subscale (P = .02; Table 2). 

Classroom Observation 
On the BOSS, NF, CT,and control conditions, all 

showed statistically sigmficant changes over time in off- 
task motor/verbal. Children in the NF condition showed 
significantly greater improvement than those in the 
control condition (P = .02) on this scale. Furthermore, 
children in the NF condition showed improvements in 
engaged behavior (ES = 0.43), although these differ- 
ences were not statistically ~ i g ~ c a n t  compared to those 
in the control condition. Differences between CT and 
the control condition and between NF and CT did not 
reach statistical signrficance (Table 2; Supplemental 
Digital Content, http://links.lww.com/JDBP/A54). 

Stimulant Medication 
Among participants receiving stimulant medication at 

preintervention andlor postintervention (n = 58), 
parents reported significantly increased stimulant medi- 
cation dosage, measured in methylphenidate (MPH) 
equivalents, in both control and CT conditions (7.05 mg 
and 8.54 mg, respectively; both p < .05). Parents of 
children in the NF condition reported a minimal mean 
increase (0.29 mg; p = .47). No between-group dosage 
differences were found (F(2) = 1.29;p = .14). 

When analyzing only the subgroup of participants 
on medication, findings follow the same trend (i.e., 
children who received NF improved significantly; 
however, children who received CT or who were in 
the control condition did not). Furthermore, when 
comparing participants on stimulant medication versus 
off-stimulant medication, NF participants improved in 
both cases. The only difference between NF partic- 
ipants' improvement whether on or off mediation was 
on the BRIEF Global Executive Composite, where 
children taking medication made greater improve- 
ments than those not taking medication (t(28) = 2.12; 
p = .04). Stimulant medication status did not alter the 
outcome for children in CT or control conditions, 
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which both showed no statistical improvements on or 
off medication. 

DISCUSSION 
Parents, teachers, and observers reported simcant 

improvements in attentiondeficit hyperactivity disorder 
(ADHD) symptoms among children receiving the neu- 
rofeedback (NF) intervention. Stimulant medication 
dosage was not changed among children in the NF 
condition. Reporters did not note sigmficant improve-
ments among children in the cognitive training (CT) 
condition compared to the control or NF conditions, and 
stimulant medication dosage had sigmficantly increased 
over the study period. 

These outcomes support the efficacy of NF. Our 
results are similar to those in a previous study that ana- 
lyzed NF versus CT.27 The parent-reported improve- 
ments of participants in the NF condition on the learning 
problems subscale might reflect important generalization 
of skills to the academic setting. Furthermore, it is 
noteworthy that parents of children in the NF condition 
did not seek an increase in their children's stimulant 
medication dosage, although these children experienced 
the same physical growth and increased school demands 
as their CT and control peers. 

It is interesting that we did not find improvements in 
children who received the CT intervention compared to 
the control condition, as we had hypothesized. This 
could be because CT trains specific areas that might not 
be so readily generalized to other areas of functioning. 
On the other hand, NF aims to alter brainwave activity 
through cortical self-regulation, where students learn 
how it "feelsn to think in a focused manner, which might 
lead to increased generalization outside of the sessions. 
Goals of ADHD interventions are complex, and it is 

challenging to accurately capture change that impacts 
function. For instance, an ADHD intervention might be 
successful at improving 1 targeted ADHD symptom, which 
sgnjficantly improves the daily functioning of a child. Yet, 
questionnaires mght not reflect this specific improvement. 
Our results show that participants on medication presented 
at baseline with the same level of ADHD impairment as 
those who were not taking medications. This could be 
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interpreted in several ways. First, that medication does not 
have an effect, which seems unlikely. Second, that before 
starting medication, participants showed more severe 
symptoms than those not taking medication, but that their 
medication dosage was only timted to reach improvement 
toward an acceptable level of function, yet not normalizing 
it. Finally, that normalization could not be achieved 
through medication alone. Furthermore, the finding that 
children on stimulant medication improved to the same 
magnitude as those not on stimulant medication suggests 
that stimulant medication does not hamper the therapeutic 
effect of NF. This is clinically an important factor regarding 
NF attention mining and has been debated in previous 
works, and it means that NF is accessible as a stand-alone 
therapy option or an adjunctive treatment to medication. 
The degree of improvement found in the NF condition 
represents an important increase in functionality in ele- 
mentary school-aged participants. This is the first ran-
domized control efficacy trial of NF that has been done in 
schools, and despite expected implementation challenges, 
the implementation of the protocol was feasible. 

Limitations 
Although many research studies use more rigorous, 

independent standards for inclusion to conlirm participant 
ADHD diagnosis, we believe that using clinician reports 
was justitied for several reasons. First, we found that 95% 
of children fell in the clinical range according to parents' 
reports on the Conners 3 P  DSM4 ADHD Inattention 
and/or Hyperactive/Impulsive subscales at baseline, regard- 
less of whether the participant was on medication. Second, 
evidence suggests that children with sub-ostic levels of 
ADHD symptoms often experience significant impairment 
and benefit from treatment.49,W 

Both children and parents were aware of the child's 
intervention condition because we believed that parents 
would not tolerate being uninformed. However, every 
effort was made to limit parent bias (see Interventions). 
We found no differences in satisfaction with the in- 
tervention between parents in the NF condition and 
those in the CT condition, which suggests that parents 
were not biased regarding the treatment type. Although 
a sham treatment might be considered in a laboratory 
setting, a sham arm of the protocol was not deemed 
acceptable within the school setting by principals and 
the teaching staff, already concerned with lost classroom 
time for participants to receive a potentially effective 
intervention (i.e., NF and CT). Thus, the control condi- 
tion was the most reasonable solution. 

Although the projected sample size based on the 
power analysis was not achieved, moderate-sized effects 
were still found. Furthermore, the study was not pow- 
ered to test for moderating and mediating hypotheses. 
We did not have data on the type of learning disability 
identified on the participants' individualized education 
plans or 504 plans. In future studies, with larger sample 
sizes, it would be valuable to look at the moderating 
effect of various learning disabilities on treatment. The 

diagnosis of ADHD occurs throughout childhood, which 
explains why there were signiticantly more fourth 
graders than second graders enrolled in the study. 

CONCLUSIONS 
Parents of children who received neurofeedback (NF) 

training reported sigmficant improvements in attention 
and executive functioning, showing that this intervention 
holds promise as a treatment intervention for children with 
attentiondeficit hyperactivity disorder (ADHD). Parents of 
children who received cognitive training (CT) did not re- 
port sigmficant improvements compared to those in the 
control condition. As parents were explicitly advised to 
continue community treatments based on their physician's 
recommendations and the child's best interest, the finding 
that children in the NF condition maintained the same 
medication dosage while those in both of the other con- 
ditions increased dosage supports the efficacy of NF above 
and beyond community treatments. These data support 
the feasibility of computer attention training (CompAm 
systems and the efficacy of NF delivered in a real-world 
school setting. Public school systems are very concerned 
with supporting students' attention and improved learning, 
and many are currently using CompAT systems, despite 
the absence of systematic guidelines or efficacy data. 
Schools remain the prime location for such an intervention 
because of the direct impact of attention deficits on aca- 
demic progress and also because school delivery allows for 
equal access to all children in all communities on an on- 
going, consistent basis. 

As the implementation process was somewhat labor 
intensive with a 2:l student-to-research assistants ratio, 
future studies should consider conducting sessions with 
larger student-to-staff ratios to increase the feasibility of 
implementation on a larger scale. Future research should 
assess (1) evidence of maintained benefit of CompAT 
interventions in the school setting after a time lapse and 
(2) analysis of moderating factors that might influence 
successful intervention and suggest mechanisms for in- 
dividualization of attention training systems. 
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Boone County Purchasing 

Melinda Bobbitt, CPPO, CPPB 613 E. Ash St. Room 110 
Director of Purchasing Columbia, MO 65201 

Phone: (573) 886-4391 
Fax: (573) 886-4390 

mbobbitt@boonecountymo.org 

October 24,2014 

Holly Jones, Ph.D. Director of Grant Development & Management 
Burrell, Inc. 
ADHD / Computer Attention Training proposal 
E-mail: holly.iones~burrellcenter.com 

RE: 	 Request for Additional Information #2 -28-24JWl4 - Pilot Programs that Provide 
Innovative Service - Boone County Community Children S Services 

Dear Ms. Jones: 

Attached is a Request for Additional Information #2. Please complete the attached form, 
sign and submit with the requested information by 10:OO a.m., Wednesday, October 29,2014 
by email to mbobbitt@,boonecountymo.org. 

If you have any questions regarding this request, please call (573) 886-4391 or e-mail 
Mbobbitt@,boonecount~o.orq.I sincerely appreciate your efforts in working with Boone 
County, MO to ensure a thorough evaluation of your proposal. 

Sincerely, 

Melinda Bobbitt, CPPO, CPPB 
Director of Purchasing 

cc: Proposal File 

Attachment: Request for Additional Information 



REQUEST FOR ADDITIONAL INFORMATION FORM #2 


PROPOSAL: 28-24JUN14 - Pilot Programs that Provide Innovative Service - Boone County 
Community Children's Services 

This Request for Additional Information #2 is issued and incorporated into and made a part 
of the Request for Proposal Documents. Offeror is reminded that receipt of t h~s  form must 
be acknowledged and submitted on or before 10:OO a.m. Wednesday, October 29,2014. 

Company Name: 

Address: 

Telephone: Fax: 


Federal Tax ID (or Social Security #): 


Print Name: Title: 


Signature: Date: 


E-mail: 


a. 	 Please provide the name of the computer software that will be utilized for t h s  Pilot 
program. 

b. 	 Please provide any additional information demonstrating successful outcomes in 
utilizing this software. 

c. 	 In one of your first responses it states that, "There will be seven to eight slots per day 
on two computers, so one would expect we could accommodate 15 or more 
youngsters per week as a conservative estimate." 

1. 	 Please explain and justify the need for two full FTEs for this project. 

2. Describe their work duties and their expectations. 



REQUEST FOR ADDITIONAL INFORMATION FORM #1 
2 3  - T-t W#/4- /"b7 /-7-"- -PROPOSAL: 2 M & % W h % ~ d u . v e  O J & ? ~ V I C ~C'onlrucis,fo"orL"i7ii-d L. 

This Request for Additional Information #1 is issued and incorporated into and made a part 

of the Request for Proposal Documents. Offeror is reminded that receipt of this form must 

be acknowledged and submitted on or before 9:00 a.m. Tuesday, October 14,2014. 


Company Name: Burrell Behavioral Health 

Address: 1300 Bradford Parkwav. Springfield. MO 65804 (Headauarters) 

Telephone: (4 1 7) 761 -5026 Fax: (4 1 7) 76 1 -50 1 1 

Federal Tax ID (or Social Security#): 43- 108 17 15 

Print Name: Holly Jones, Ph.D. Title: Director. Grant Development and Management 

d,&gz--

Signature: 

Date: 1-0181201 4 

E-mail: holly.jones@burrellcenter.com 

(Computer Attention Training) 



a. How much does Blue Cross and Blue Shield of Michigan pay for this service? 

BCBS of Michigan will pay for this service in individuals under the age of 18 years for upto 40 
sessions total. We were unable to find the amount BCBS will pay per session since that 
information may vary with their individual contracts but based on our search the usual charge 
per session ranged from $70 to $85 with a $1 001- charge for the initial session. These numbers 
are out of pocket rates being charged around the country. 

b. Has there been any discussion with insurance companies in Missouri for this service? 

To the best of our knowledge there has been no discussion with any insurance companies in 
Missouri. Once we have the system running and have the service available then I would 
anticipate this discussion taking place both from those utilizing and providing the service. 

c. Please provide more specific information on the computer training and how the 
program will be implemented. (training computers, location, dates, and length of training, 
etc) 

Once the grant has been funded we will establish the program in office space already identified 
by Burrell and will purchase the equipment including 2 PC computers and the software and the 
sensors. Two individuals will be hired and trained. Once this process has been colnpleted we 
will start providing the service. 

As we are setting up the service availability. the service will be publicized to the Burrell 
clinicians, as well as other practicing clinicians in Boone County. Our referral sources will be 
made aware ofthe availability of this intervention for ADHD. We will start spreading the word 
about the service as soon as we know that we will be able to get the equipment to enable us to 
start quickly. Data collection to measure outcomes will be set up. 

Each session is 45 minutes and the recommendation is 30 to 40 sessions for ADHD with twice 
a week sessions in the beginning (front loading) and then once a week sessions. Data including 
Conner's pre and post forms, as well as data from the software tracking progress and DLA 20 
will be collected and colnputed to determine outcomes and utilization. 

d. Please clarify the number and ages of children who will receive this service. 

Individuals ages five to 18 years old will be the potential candidates for this training. Since the 
sessions are 45 minutes iong. i expect the rest of the time being used for set up and 
documentation. We will accommodate one youngster per hour. Since the training is intense. we 
expect more utilization after school and in the evening. in addition to summer and other breaks 
from school. 

There will be seven to eight slots per day on two computers, so one would expect we could 
accommodate 15 or more youngsters per week as a conservative estimate. 

e. Will the target population be strictly from Columbia or will opportunities be offered to 
other school districts in the County? 

Our target population will be from Boone County and since Columbia is in the middle of the 



county our services will be convenient for all children in Boone County. 

f. Please provide a line item budget narrative for Attachment C. 

2. Government ContractslSupport: 
A. $139,071 (amount requested from BCCS to implement Brain Training within existing 
program) for Year 1. 

A. Personnel Annual Salary Level of Effort Cost 
Project Director $2 15,000 0.10 FTE $2 1,500 
Project Supervisor $79,567.50 0.15 FTE $1 1,935 
Computer Attention Specialist $27,500 1 .OO FTE $27,500 
Computer Attention Specialist $27,500 1.OO FTE $27,500 
Evaluator (1) $40,977 0.10 FTE $4,098 
Total Personnel Cost to carry out proposedproject $92,533 

All positions above are current employees with the exception of the two Computer Attention 
Specialists that Burrell proposes to hire upon award. The Level of Effort represents the amount 
of time each staff person will contribute to the proposed project. 

The Project Director will oversee the implementation and operation of the Computer Attention 
Training Service and provide direction to the Project Supervisor. 

The Project Supervisor will oversee the day-to-day activities associated with the service, 
supervise the two new Computer Attention Specialists, and work with the Burrell service 
evaluator to ensure proper data collection and reporting. 

The Evaluator will be responsible for all required data collection and reporting outcomes to the 
Project Director and Project Supervisor. 

B. Fringe Benefits* Rate Annual Salary Cost 
Fringe 25.65% $92,533 $20,033 
Total Fringe Calculated on Personnel Costs $20,033 

*Fringe Benefits include taxes, insurance (health, life, dental, disability, workers compensation, 
unemployment) and pension. 

D. Suvplies Rate Cost 
Computers (2) $2000 x 2 $4,000 
Computer Attention Training Programs $3500 x 2 $7,000 
Conner's 3 Forms11 year $700 x 1 $700 
Conner's Scoring Guide (unlimited) $325 x 1 $325 
Office Supplies 12 months x $50 $600 
Total Supplies cost needed to carry out the proposedprograrn $12,625 

Two computers are necessary for the provision of the Computer Attention Training software. 

Two Computer Attention Training software programs are necessary to provide the service to 

children in order to improve the conditions related to ADHD. 

The Conner's forms and scoring guides are necessary for evaluation of the child's progress. 

General office supplies are needed to print project related materials, and for penslpencilslfile 

folders, etc. 




Indirect Costs Rate Cost 
Total Indirect 15% of salarieslwages $13,880 

Indirect Costs are calculated on salaries and wages only. These costs are necessary to cover 
administrative costs incurred by the agencylapplicant to provide the proposed service. 



Boone County Purchasing 

Melinda Bobbitt, CPPO, CPPB 613 E. Ash St. Room 110 
Director Columbia, MO 65201 

Phone: (573) 886-4391 
Fax: (573) 886-4390 

mbobbitt@boonecountymo.org 

October 7,20 14 

Holly Jones, Ph.D. Director of Grant Development & Management 
Burrell, Inc. 
ADHD proposal 
E-mail: hollv.iones~burre1lcenter.com 

RE: 	 Request for Additional Information # 1 - Pilot Programs that Provide Innovative 
Service - Boone County Community Children's Services 

Dear Ms. Jones: 

Attached is a Request for Additional Information # I .  Please complete the attached form, 
sign and submit with the requested information by 9:00 a.m., Tuesday, October 14,2014 by 
email to mbobbitt~,boonecountymo.org. 

If you have any questions regarding this request, please call (573) 886-4391 or e-mail 
Mbobbitt@boonecountymo.org. I sincerely appreciate your efforts in working with Boone 
County, MO to ensure a thorough evaluation of your proposal. 

Sincerely, 

Melinda Bobbitt, CPPO, CPPB 
Director of Purchasing 

cc: Proposai Fiie 

Attachment: Request for Additional Information 



REOUEST FOR ADDITIONAL INFORMATION FORM #1 


PROPOSAL: 28-24JUN14 - Pilot Programs that Provide Innovative Service - Boone County 
Community Children's Services 

This Request for Additional Information #1 is issued and incorporated into and made a part 
of the Request for Proposal Documents. Offeror is reminded that receipt of this form must 
be acknowledged and submitted on or before 9:00 a.m. Tuesday, October 14,2014. 

Company Name: 

Address: 

Telephone: Fax: 


Federal Tax ID (or Social Security #): 


Print Name: Title: 


Signature: Date: 


E-mail: 


a. 	 How much does Blue Cross and Blue Shleld of Michigan pay for this service? 

b. 	 Has there been any discussion with insurance companies in Missouri for this 
service? 

c. 	 Please provide more specific information on the computer training and how the 
program will be implemented. (training computers, location, dates, and length of 
training, etc) 

d. 	 Piease ciarify the number and ages of children who will receive this service. 

e. 	 Will the target population be strictly fiom Columbia or will opportunities be 
offered to other school districts in the County? 

f. 	 Please provide a line item budget narrative for Attachment C. 
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BOONE COUNTY CHILDREN'S SERVICES FUND 

2014 APPLICATION NARRATIVE FOR FUNDLNG: 


PILOT PROGRAMS THAT PROVIDE INNOVATIVE SERVICES 


Agency Name: Burrell, Inc. 

Agency Address: 1300 E. Bradford Parkway, Springfield, MO 65804 

Agency Phone Number: (41 7) 76 1-5000 

Primary Agency Contact (include title): Holly Jones, Ph.D. Director of Grant Development & Management 

Email Address: holly.jones@burrellcenter.com 

Contact Phone Number: (417) 761 -5026 

Amount Requested: $139,07 1 

Federal Tax ID (or Social Security #): 43- 108 17 15 

Signature: &, 	 Date: 7/1/2011 

1. 	 AGENCY AND PROGRAM INFORMATION 

a. 	 Background Information: 
i. 	 Provide a summary of your agency, including your agency's mission statement. 

ii. 	 Attach a list of your agency's Board of Directors. 
iii. 	 Describe why your agency is interested in implementing a pilot program to provide 

innovative services to children, youth and families in Boone County. 

b. 	 Targct Population: 
i. 	 Describe the pilot program's target population. 

ii. 	 Discuss the rationale for selection of this target population for a pilot program. 
iii. 	 Please state the statutorily eligible service area (see page 2) the target population falls 

within. 

c. 	 Innovative Service Idea: 
i. 	 Discuss the issue or problem the pilot program seeks to address. 

ii. 	 Provide a detailed description of the idea for innovative services to be developed or 
that has been developed into a pilot program. 

Page 10 of 19 



1. AGENCY AND SERVICE INFORMATION 

a. Background Information 

i. Burrell's Mission Statement: "To meet behavioral health needs when and 

where they occur and before they become more serious." Burrell is the administrative agent of 

the Missouri Department of Mental Health (DMH) for service area 12, which includes Boone 

County and nine additional counties in central Missouri. Burrell provides the most 

comprehensive array of specialized DMH-funded behavioral health services for adults, youth, 

and families. Since BCCS is the payor of last resort, Burrell's status as the administrative agent 

in Boone County is of particular importance to this proposal as Burrell is positioned to advocate 

directly for state funding when pilot projects prove to be effective and worthy of continued 

fimding. In Boone County, Burrell provides the following services: counseling services, 

medication management, Parent-Child Interaction Therapy (PCIT), parent management training, 

diagnostic testing and evaluation, child and youth case management, school-based services, and 

residential services. 

. . 
11. Burrell, Inc. Board of Directors 2013-2014: Dennis Sheppard (Chairman 

of the Board), Clifford Brown (Vice Chairman), Fred Hall (SecretaryITreasurer of the Board), 

Todd Schaible, Ph.D. (President & CEO), Fern Nevatt (Board Member), Steve Edwards (Board 

Member), Tom Rankin (Board Member), Don Thomson (Board Member), Denise Mills 

(Assistant Secretary) 

iii. Burrell is interested in implementing a pilot program to provide innovative 

services to children, youth, and families in Boone County since Burrell is the administrative 

agent of the Missouri Department of Mental Health (DMH) for Service Area 12, which includes 

Boone County and nine additional counties in central Missouri. Burrell provides the most 



comprehensive array of specialized DMH-funded behavioral health services for adults, youth, 

and families. Burrell has a focus on developing innovative services in all of its departments and 

is a national leader in its innovative healthcare home, virtual mobile crisis intervention program, 

and the integration of primary and behavioral health care. The proposed services will be 

provided at Burrell's Berrywood Clinic in Columbia, Missouri. Attention Deficit Hyperactivity 

Disorder (ADHD) is the most commonly diagnosed mental health condition among children, and 

the most commonly treated childlyouth disorder at the Berrywood Clinic in Columbia. 

b. Target Population: 

i. Describe the pilot program's target population. 

The target population is underserved children and youth living in Boone County who are 

impacted by ADHD, as well as children for whom traditional medication management for 

ADHD or medication management alone may not be proving effective. 

ii. Discuss the rationale for selection of this target population for a pilot program. 

The rationale for selection of this target population for a pilot program is the prevalence of 

ADHD among children and youth and the fact that over 50% of this population remains 

untreated. The Centers for Disease Control (CDC) have identified that 9.5% of all three to 17- 

year olds living in the U.S. have been diagnosed with ADHD 

(http://www.cdc.~ov/nchs/fastats/adhd.htm).
Based on this statistic, 9.5% (n=3,325) of the 

35,000 children and youth residing in Boone County (U.S. Census Bureau 2012) are impacted by 

ADAHI.Fwher, it has been estimated that only 56% of U.S. youth impacted by ADHD receive 

treatment. Hence, 1,397 youth impacted by ADHD in Boone County would not be receiving 

treatment of any kind.Certain subpopulations are at even greater risk. For example, boys 

impacted by ADHD are at an elevated risk for engaging in delinquent and antisocial behavior 



(Stern, 2001). Approximately 47% of youth in juvenile detention have an ADHD diagnosis 

(Teplin et. al., 2002). Additional research (UC Davis Health System 2010) indicates that 32% of 

youth impacted by ADHD drop out of school, a relatively high rate when compared to the 

general population drop-out rate of 15%. Fifty percent of youth impacted by ADHD will likely 

be retained for at least one grade level during their academic years. 

. . . 
111. Please state the statutorily eligible service area (see page 2) the target 

population falls within. 

As the Administrative Agent for DMH in Boone County, Burrell is statutorily eligible to serve 

youth with serious emotional and behavior problems if they meet the prescribed diagnostic and 

income guidelines for CPRC service delivery. Burrell is eligible to serve those not meeting the 

guidelines, but the costs are often prohibitive for these clients and their families. The proposed 

target population falls within the following statutorily-eligible service areas: individual, group, or 

family professional counseling and therapy services. 

c. Innovative Service Idea: 

i. Discuss the issue or problem the pilot program seeks to address. 

Burrell's proposed pilot program seeks to address two primary issues: 1) Children and youth 

with ADHD who receive no treatment; and, 2) The fact that most children and youth with 

ADHD who receive medication management treatment are prescribed stimulants, which pose 

certain additional health and behavioral problems for some. Not only do these issues affect the 

qiuality of life for those children and youth impacted by ADHD--left untreated-they pose 

problems for families, teachers, and the community at-large. Children and youth that have 

untreated impairments as a result of ADHD experience significant barriers in academics, 

occupations, social interactions, and are at higher risk for health problems (Tridas, 2013). 



Because this disorder affects executive function, teens impacted by ADHD are at greater risk 

for traffic tickets, driver-caused accidents, and suspended licenses, all of which in turn pose risks 

to the community as well as the afflicted individual (National Resource Center on ADHD 2014). 

The target population also has a high rate (68.2%) of comorbidity, to include Oppositional 

defiant disorder (ODD) (39.9%), Anxiety disorders (38.7%), and Conduct disorders (14.3%), to 

name a few (Jensen, et. al., 2001; Tridas, 2013). Hence, only 3 1.8% of the target population will 

likely have ADHD without any other co-occurring disorder. It has been demonstrated that 

patients with serious psychiatric disorders die about 25 years sooner than the national average 

(Parks, et al., 2006). However, the cause of death is often a result of medical conditions that issue 

from the presenting behavioral disorders (Parks, et al., 2006). 

In addition, those children and youth who receive medication management for ADHD are 

often prescribed stimulants that pose other health and behavioral risks; as well as the fact that 

many children impacted by ADHD do not respond (improve) to medication therapy. While 

medications are an approved method to treat ADHD, there are limitations. Not all children 

respond to medications long term and many medications have intolerable side effects. These side 

effects include poor appetite, irritability, stunted growth, and sleep issues. Another problem 

relates to treatment adherence; that is, the needed compliance to take the prescribed medications 

regularly every day. Children diagnosed with ADHD frequently miss doses or do not like the 

way it makes them feel. As they get older, children become even more resistant and refuse to 

tzke the prescribed medicines. There is a serious need for alternative approaches to treat ADHD. 

Counseling and parenting interventions as components of psychosocial treatments are available, 

but have limited effectiveness since they do not address the core difficulties (e.g. paying 

attention, lack of focus). An innovative and alternative approach to treatment is needed to 



address the issues described above to improve efficacy and efficiency in the treatment of ADHD 

in children and youth. 

. . 
11. Provide a detailed description of the idea for innovative services to be developed or 

that has been developed into a pilot program. 

Burrell proposes to expand and enhance its services by providing a neurofeedback computer 

attention training system at the Burrell Behavioral Health Berrywood Youth Outpatient Clinic to 

address the issues previously described. This system, referred to as "brain training," is a highly 

effective and efficient intervention for ADHD, and would serve the target population in Boone 

County. Neurofeedback is now considered by the American Academy of Pediatrics to be a Level 

1 "Best Support" intervention for ADHD, with much less risk as that posed by stimulants. This 

system offers an alternative approach to taking medications and has been shown to be effective 

in numerous studies (La Marca, 2013; Gevensleben et. al., 2009; Sherlin, 201 1). By training the 

brain through feedback to focus on the core weaknesses in ADHD, the effects are longer-lasting 

than medication and lack the side effects of medication. 

The brain has been equated to a muscle, and like a muscle, it can be trained and strengthened. 

These computer attention training systems, or "brain training," are based on the principle of 

neurofeedback. Neurofeedback trains the brain to pay attention for long periods of time using 

regular feedback, which strengthens the neural connections related to a child's ability to focus, 

and thereby teaches the child to pay attention. These stronger connections, which are developed 

through the training protocol, persist throughout the day and into the evening. In contrast, 

medications for ADHD, particularly stimulants, result in increased problems for the child during 

the evening as the effects of the medication wear off Some children experience a rebound period 

of high activity level and emotional problems during that time, as well. 



Brain training involves using attention training software that assists the user in developing 

focus and attention, and offers support through positive engaging messages when the user stays 

on task. La Marca (2013) concluded that the use of neurofeedback in a public schools system 

resulted in greater focus on content. In a randomized controlled clinical trial, Gevensleben, et al. 

(2009) concluded that neurofeedback was an exceptional intervention for children with ADHD, 

with demonstrated clinical efficiency well above that of the control group. 

Currently, this service is not offered in Boone County. Most likely, providers cannot afford 

to offer the service since private insurance companies and Medicaid have not yet accepted it as a 

billable intervention/service. However, in May 2013, Blue Cross and Blue Shield of Michigan 

began providing coverage for up to 40 neurofeedback sessions for children impacted by ADHD, 

to age 18. The proposed project would contribute to the body of knowledge regarding 

neurofeedback and serve to inform decision-makers and stakeholders of the benefits of its use to: 

1) improve treatment cost; 2) improve therapeutic outcomes (effectiveness); and 3) improve 

efficiency in service delivery. As such, it is likely that more payors will add neurofeedback to 

their list of approved services within the next few years. 

... 
111. Discuss what other agencies you have collaborated with in the development of the 

idea for the innovative service(s). 

Burrell staff members have regular weekly meetings with the Columbia Public School District, 

the Juvenile Office, Boone County Family Resources, Children's Division, University of 

Missoun Psychiatric Center, and other stakeholders in the welfare of children (Interagency Team 

Meetings). 

d. Implementation 



i. Describe how and with what agencies you will collaborate with to implement the 

pilot program. 

Once the pilot is funded, the interagency meetings will be used as a forum to educate school 

personnel and juvenile office staff of the benefits of computer attention training, or Brain Train. 

This group will also serve as a referral source. In addition, Burrell has behavioral classrooms in 

some elementary schools in the Columbia Public Schools system. These schools will provide an 

additional resource for referrals and afford opportunities to educate teachers and parents about 

brain training. 

.. 
11. Discuss the plan for the implementation of the pilot program including how the 

requested funds will be used for the program in the implementation process. 

Within two months of funding approval, Burrell's project staff will: 1)purchase and install the 

requirement software and equipment; 2) hire and train personnel; 3) purchase the assessment 

tools; and, 4) set up a space for brain training sessions. During this time, staff will also begin 

identifjmg and scheduling children who would be interested in, and would benefit from, this 

intervention. The next phase of implementation is to begin providing computer attention training 

(brain training) to the identified children; begin monitoring the effectiveness of the program, and 

continue recruitment efforts. 

... 
111. Outline the timeline for key steps in the implementation process. 

0-30 days: Post job openings; identify project space; order software, equipment and supplies; 

notify collaborators of new service; identify and recruit participants; and, collaborate with 

research staff to develop evaluation protocol. 



30-60 days: hire staff; organize project space, supplies, and equipment;provide staff training on 

computer assisted brain training and assessment tools; continue recruitment and begin scheduling 

training sessions. The goal is to begin Day 60 with an active caseload. 

2. EVALUATION 

a. Performance Information: 

i. Attach a Program Performance Measure Worksheet (see attached) 

b. Outcomes 

i. Describe the outcomes of the pilot program (outcomes need to be measurable and 

time specific). 

Improved focus and associated improvement in behavior and grades as measured at 

the end of the training period using the built-in software measures, Conner's 3, DLA 

20, and school records. 

Improved ability to perform multi-step tasks at home and at school as measured at the 

end of training, six months post-training, and one year post-training using the 

Conner's and Vanderbilt scales. 

Improved ability to follow the daily routine without reminders as measured at the end 

of training and after six months and one year using the Conner's and Vanderbilt 

scales. 

Improvement in attention as measured by the neurofeedback method after training, 

md 2t ye2rs One Lhreugh three. 

Changes in behavior as demonstrated by scales (Vanderbilt, Conner's 3, and DLA 20) 

given to teachers and parents measured as proscribed. 



Reduced amount of stimulant used over time measured at end of training, six months, 

and years one through three by analyzing medical records (electronic). 

A percentage of children that no longer require stimulants measured at end of 

training, six months, and years one through three by analyzing medical records 

(electronic). 

Increased Daily Living Assessment (DLA) 20 outcomes as measured post-training, 

six months post-training, and at year one. 

c. Indicators: 

i. Identify and describe the indicators which will measure the pilot program outcomes. 

There are built-in measures for each child in the Computer Attention training 'Brain train' 

program that will show changes in focus from the previous sessions to the next, as well as trends 

in brain training and focus change. Other indicators will include changes in the frequency of 

discipline referrals and grade improvement before-and-after the brain training intervention. 

Burrell will also monitor and track changes in medication use pre- and post-training. The DLA-

20 for Youth has 20 activities that measure functionality in daily activities that include: health 

practices, housing stability/maintenance,communication, safety, managing time and money, 

nutrition, problem solving, family relationships, substance use, leisure, community resources, 

social network, sexuality,productivity, coping skills, behavior norms, personal hygiene, 

grooming, and dress. Each indicator is scored by the clinician from 1 (disabling impairment) to 7 

(no problems). 

.. 
11. Identify your agency's performance target of these indicators. 

It is expected that more than 80% of the youth who complete the training will demonstrate 

improvement in focus, attention, discipline referrals, and grades. Change in medication use as 



compared £rom before the intervention. Regarding medication management, Burrell expects that 

after the completion of 20 sessions of brain training, that over the next two to three years, there 

will be a statistically significant reduction in the use of medications among participants, based on 

current evidence cited in the literature mentioned previously. It is anticipated that the 

performance target for the DLA-20 will be 80% of clients will increase the score by three points 

within six months of treatment. 

d. Measurement 

i. Discuss who will be responsible for the accomplishment of each of the outcome 

goals. 

The Project Director (Burrell's Chief of Child and Adolescent Psychiatry, Jyotsna Nair, M.D.) 

will be responsible for the outcome goals. 

.. 
11. Discuss how the data will be collected. 

Burrell's research department, in consultation with the Project Director, will establish a data 

collection strategy for each aspect of the project. All client data is entered into Burrell's 

electronic health records (EHR) system and evaluation reports will be generated for each 

component. Burrell will include pertinent school data for academic improvement measures and 

behavioral data for all clients with authorization/releases to schools. Burrell anticipates collecting 

data on approximately 125 youth who complete the brain train program. 

... 
in. Identify your agency's timeline for each outcome. 

1) Lmproved focus and associated improvement, 20 weeks fiom client's first session. 

2) Improved ability to perform multi step tasks at home and at school as measured at the end of 

training (20 weeks), six months post-training, and one year post-training 



3) Improved ability to follow the daily routine without reminders as measured at the end of 

training (20 weeks), six months post-training, and one year post-training. 

4) Improvement in attention as measured by the neurofeedback method as measured weekly, 

monthly, and pre- and post-training. 

5) Changes in behavior as demonstrated by scales given to teachers and parents as proscribed; 

pre- and post-training. 

6) Reduced amount of stimulant used over time as measured at three months, six months, and 

years one to three. 

7) A percentage of children that no longer require stimulants as measured at three months, six 

months, and years one to three. 

8) Increased DLA 20 outcomes as measured post-testing, six months, and years one to three. 

iv. Describe the approach that will be used to evaluate the pilot program. 

Burrell's Research and Quality Assurance team evaluate all programs on a monthly and annual 

basis to measure performance using key performance indicators (KPIs) relative to each program 

to ensure effective and efficient service delivery. The program will be evaluated on several key 

factors: 1) Improvement across all participants; 2) Adherence to trainings; 3) Participant 

satisfaction (youthlparent); and, 4) recruitment and retention statistics. 

iv. Describe the approach that will be used to evaluate the effectiveness of the 

program. 

The proposed computer attention training program will be evaluated using the Conner's 3 (parent 

and teacher versions) and will be administered prior to the initiation of brain training and post- 

training. The Vanderbilt Attention Deficit/Hyperactivity Disorder (ADHD) scales (parent and 



teacher versions) will be administered for all youth who complete the computer attention training 

sessions. The Daily Living Assessment (DLA) 20 will be given both pre- and post-training to 

assess changes fiom baseline. Burrell will also monitor the use of medications prescribed for 

ADHD over time at six months, one year, two years, and three years post-training. 

v. Include copies of any evaluation tools you will be using and provide a description 

of why you are using these tools compared to other tools. 

The Vanderbilt, Conner's 3, and DLA-20 are considered valid, reliable measures in behavioral 

health evaluation. Burrell's clinical staff members have utilized a variety of tools over the years 

and have found these evidenced-based tools to yield the best indication of performance and 

improvement in daily functioning and treatment adherence. 

i. Clinical Expertise 

1. Discuss the capacity of your agency to execute the proposed program. 

Burrell is the administrative agent of the DMH in Boone County and 16 other counties in 

Missouri. With over 784 employees, Burrell offers comprehensive services including a 24-hour 

crisis line, adolescent and family counseling services, medication management, parent-child 

interaction therapy, parent management training, diagnostic testing and evaluation, among many 

other services. Burrell (www.burrellcenter.com) has a fully-staffed accounting department, 

grants management office, inpatientloutpatient programs, child and adult psychiatry, residential 

services, substance abuse programs, and has locations throughout its 17-county catchment area. 

2. Provide a list of key staff responsible for implementing the program. 

Project Director: Jyotsna Nair, M.D. -Chief, Child and Adolescent Psychiatry, Burrell 

Behavioral Health, Central Region 



Project Supervisor: Marlene Houser, M.A., LPC, Director of Youth and Outpatient Services, 

Outpatient Clinic - Burrell Behavioral Health, Central Region 

ii. Program Activity: 

1. Describe the innovative interventions andlor activities that will be implemented 

through the pilot program. 

This service involves using attention training software that will assist the user to pay attention 

and give positive engaging messages when they do stay on task and pay attention measured 

through neurofeedback. The purpose of the service is to provide neurofeedback technology to 

improve the ability to pay attention and as a result help children with ADHD in the Burrell 

Behavioral Health outpatient clinic for children and youth. 

2. Identify and discuss the evidence-based practices that will be used and relevant 

research. 

In the last few decades, the use of stimulant medications has been considered to be the first 

line of treatment for ADHD, but according to the CDC, medications are not used in at least 44% 

of the youth diagnosed with ADHD and reasons for not using medications vary from parental 

reluctance, difficulty tolerating the side effects, lack of efficacy and the effect on the growth of 

the child. The long-term effects on the growth and development with regular use of medication 

has been another concern of both parents and the providers 

Electroencephalograms (EEG) in children with ADHD have shown to have a pattern of 

increased theta activity. In general, theta activity in EEGs represents a drowsy state. There is a 

reported higher theta to beta ratio in the frontal cortex in children with ADHD. The approach of 

neurofeedback is to assist the participant to suppress the theta waves while increasing the beta 

waves in the frontal cortex with feedback (Monastra et al., 2005). The changes in the brain wave 



pattern are seen by the participant on the computer screen in real time as a visual feedback, and 

they also get auditory feedback as they have more beta waves and suppress the theta waves 

(Sherlin et al., 201 1). These EEG changes can be achieved with practice and neurofeedback has 

been shown to be an effective treatment for children with ADHD (Arns et al., 2009). 

In the last three decades, studies have shown the effectiveness of neurofeedback or training 

the brain to pay attention and focus, and these results have been comparable to using 

medications. In one study, the children treated with Ritalin showed improvement when tested 

with TOVA (Test of Variable Attention) when they were on medication, while the children who 

had trained with neurofeedback (brain train) demonstrated those improvements even when not on 

Ritalin, showing the extension of the effect (Monastra et al., 2002). 

Long-term studies even after the training has been discontinued show that brain train had 

success and maintained the effect as Gani et al. (2008) show in their 2-year follow-up after the 

end of their study. The behavioral and attention improvements were maintained and some 

additional benefits could be seen, implying continued improvement. Gevensleben et al. (2010) 

found similar results in the 6-month follow-up. Long term persistence of the effects follows the 

rationale that the changes after training have strengthened the connections and these are being 

used by the youth in day-to-day life and hence the continued effect. The skills and focus acquired 

through brain training transfer to other facets of life, to improve performance and matriculation 

in academics, occupations, and social arenas. 

3. If there is no research to support the efficacy of the proposed interventions 

and/or activities, please explain the rationale for utilizing the interventions and/or 

activities. See above. 
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f. Output: 

i. Service to be provided. 

The service to be provided is computer attention training for children and youth. Approximately 

20 sessions per participant will be required to complete training. 

. . 
11. 	 Unit measurement, if applicable. Unit measurement represents one participant in 

computer attention training. 

... 
111. 	 Unit cost, if applicable. The unit cost is $742.26 per participant. 

iv. 	 Amount requested. The total amount requested for the project is $92,782 in Year 

One. 

v. 	 Number of individuals to be served. Burrell expects to serve 125 individuals in 

Year One. 

3. BUDGET 

a. Budget Worksheets to be Attached: 

i. 	 Agency Financial Worksheet (see Attachment B). 



. . 
11. Agency Financial Worksheet (see Attachment C). 

b. Budget Narrative 

i. Please explain each line of the budget worksheets fiom Attachments B and C. 

Agency Budget Prior Year Actual Agency Revenue: 

Federal funds (Medicaid and Medicare): $18,530,88 1 


State funds: $29,119,956 (DMH, purchase of services, state grants) 


Other revenue: $5,294,537 (Commercial Insurance, other contracts, self pay). 


Agency Prior Year Expenses: 

Expenses for Program Services: $43,573,659 (salaries, wages, other operating costs) 


Expenses for Management and General: $5,360,100 (administrative, maintenance) 


Agency Current Year Revenue: Federal funds: $1 8,724,043 (Medicaid and Medicare). 


State funds: $29,423,497 (DMH, purchase of services, state grants) 


Other revenue: $5,349,727 (Commercial Insurance, other contracts, self pay). 


Agency Current Year Expenses: 

Expenses for Program Services: $45,110,406 (salaries, wages, other operating costs) 

Expenses for Management and General: $9,330,282 (administrative, maintenance) 

Agenq Proposed Year Revenue (reflects an anticipated 5% increase) 

Boone County - Social Service Funding Requested: $139,071 


Federal funds: $1 9,660,246 (Medicaid and Medicare) 


State funds: $30,894,672 (DMH, purchase of services, state grants) 


Other revenue: $5,6 17,2 13 (Commercial Insurance, other contracts, self pay). 


Agenqv Proposed Year Expenses (reflects an anticipated 5% increase): 

Expenses for Program Services: $47,365,926 (salaries, wages, other operating costs) 



Expenses for Management and General: $9,796,796 (administrative, maintenance) 

Program Budget: Attachment B: Line item 2A. $92,782 to provide program services as described 

in this proposal (see detailed budget below). Line Item G reflects current program funding from 

Medicaid and Medicare. Line Item H reflects current program funding from DMH, purchase of 

services, and state grants. Program Expenses comprise Burrell's Personnel costs that include 

salarieslwages and fringe at 25.65% of salarieslwages. Non-personnel costs represent all other 

program operating costs. The program currently has 25 FTEs and proposes adding 2 FTEs. 

A. Personnel Annual Salarv Level of Effort Cost 

Project Director $2 15,000 0.10 $21,500 

Project Supervisor $79,567.50 0.15 $1 1,935 

Computer Attention Specialist $27,500 1 .OOO $27,500 

Computer Attention Specialist $27,500 1 .OOO $27,500 

Evaluator (1) $40,977 0.10 $4098 

Total Personnel $92,533 

B. Fringe Benefits* Rate Annual Salarv Cost 

*Fringe Benefits include taxes, insurance (health, life, dental, disability, workers compensation, 

unemployment) and pension. 

Fringe 25.65% $92,533 $20,033 

Total Fringe $20,033 

D. Supvlies Rate Cost 

Computers (2) $2000 x 2. $4,000 

Computer Attention Training Programs $3500 x 2 $7,000 

Conner's 3 Forms11 year $700 x 1 $700 



Conner's Scoring Guide (unlimited) $325 x 1 $325 

Office Supplies 12 months x $50 $600 

Total Supplies $12,625 

Indirect Costs Rate Cost 

Total Indirect 15% of salarieslwages $13,880 

Year 1 Total Project Cost: $139,071 Year 1 Total Unit Cost: $1,112.57 per client 

Budget request for Year 2: $135,677 (Project Cost) (Total Unit Cost: $1,085.41) reflects COLA 

adjustment. Budget request Year 3 : $139,698 (Project Cost) (Total Unit Cost: $1,118) to 

continue to serve 125 clients per year with annual COLA adjustments. 

c. Staff Positions: 

i. Provide a list of staff positions for the project, including direct and indirect. 

Project Director Jyotsna Nair, M.D. Psychiatry, Chief, Child and Adolescent 

Psychiatry, Burrell Behavioral Health, Central Region 

Project Supervisor Marlene Howser, MA, LPC 

Director, Child Outpatient Services, Central Region 

CA Neurofeedback TBD, Bachelor's level in psychology or other related healthcare 

Specialists (2) field, two FTEs 

Senior Evaluator Matthew Underwood, MS in Psychology, Senior Researcher, 

Research Department, Burrell Behavioral Health 

. . 
11. State the role of each position and their qualifications. 

The Project Director (1 0% FTE) provides oversight for project compliance and performance. 



The Project Supervisor (15% FTE) oversees the daily activities of the Computer Attention (CA) 

Neurofeedback Specialists (100% FTE each) and coordinates evaluation activities with the 

Senior Researcher (1 0% FTE). The CA Neurofeedback Specialists provide the intervention to 

the clients; provide client training and assistance with the program; record and collect data; and 

report to the Project Supervisor. The Evaluator will coordinate with the Project Supervisor to 

establish a data collection protocol to monitor project performance, effectiveness, and efficiency. 

iii. State the proposed salary for each position. 

Burrell requests salaries for the Project Director ($2 1,500); Project Supervisor ($1 1,935); and, 

two full FTEs to serve as CA Neurofeedback Specialists ($27,500 x 2 = $55,000), one 10% FTE 

($4,098) for the Senior Researcher to perform evaluation duties under this contract., and fringe 

calculated at 25.65% of salarylwages ($20,033). 





ATTACHMENT B 

AGENCY FINANCIAL INFORMATION 

AGENCY NAME: 



ATTACHMENT C 

PROGRAM BUDGET WORKSHEET 

PROGRAM NAME: 

I[ 1. Personnel 1 $749,7311 $720,0001 $924,871 1 63.66% 1 28.45%(1 

FTE = number of direct program service hours 
worked by employee per yead2080 (e.g. I 

11040/2080=.5FTE) 25 1 .O FTE 125 1 .OFTE 27 1.0 FTE 



ATTACHMENT D 

2014 AGENCY ASSUWNCE SHEET 
(Please complete and return with Proposal Response) 

I, the undcrsigned, certify that the statements in this request for funding proposal application arc true and 
complete to the best of my knowledge, and accept, as to any funds awarded, the obligation to comply with 
the Boone County Children's Serviccs Board (BCCSB) and any of the Boone County Children's Services 
Fund's conditions specified in thc funding award and contract. 

I, the undersigned, certifL that in addition to the conditions mentioned above, will maintain accepted 
accounting procedures to provide for accurate and timely recording of receipt of funds, expenditures, and 
of unexpended balances. I, the undersigned, further certify I havc and will make available, upon request, 
the following documentation for accuracy and validity: 

Proof of 501(c)(3) 
Certificate of Corporate Good Standing 
Most Recent 990 Federal Fornl 
Agency Strategic Plan 
Copies of Agcncy Accreditations 
Most Recent Agency Indcpendeilt Audit 
Agency Policy of Non-Discriminatioi~ 
Agency Policy for Screening of Staff and Volunteers for Child Abusc and Neglect 
Agency Statement of Confidentiality 
Mernorandurns of Understanding (not currently necdcd for Coiltingency Funds Request) 

Todd Schaible, fh.D. President & CEO _5125/2014 
Printed Name - Agcncy Executive Director/President/CEO Date 

6/25/2014 


Signature - Agency Executive Director/President/CEO Date 


n -:ue111seMills, Asskiant Secretary of the "Doai-d,Biii~ell, h c .  

Printed Name - Agency Board Chair Date 


-
Signature - Agency Board Chair Date 
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ATTACHMENT E 

(Please complete and return with Proposal Response) 

Certification Regarding 

Debarment, Suspension, Ineligibility and Voluntary Exclusion 


Lower Tier Covered Transactions 


This certification is required by the regulations implementing Executive Order 12549, 
Debarment and Suspension, 29 CFR Part 98 Section 98.510, Participants' responsibilities. The 
regulations were published as Part VII of the May 26, 1988, Federal Register @ages 19160- 
19211). 

(BEFORE COMPLETING CERTIFICATION, READ INSTRUCTIONS FOR 
CERTIFICATION) 

(1) 	 The prospective recipient of Federal assistance finds certifies, by submission of this 
proposal, that ncither it nor its principals are presently debarred, suspended, proposed for 
debarment, declared ineligible, or voluntarily excluded &om participation in this 
transaction by any Federal department or agency. 

(2) 	 Where the prospective recipient of Federal assistance funds is unable to certify to any of 
thc statements in this certification, such prospective participant shall attach an 
explanation to this proposal. 

Todd Schaible, P11.D. President & CEO 
Name and Title of Authorized Representative 

6/25/2014
Signature Date 
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ATTACHMENT F 

WORK AUTHORIZATION CERTIFICATION 

PURSUANT TO 285.530 RSMo 


(FOR ALL AGREEMENTS IN EXCESS OF $5,000.00) 


County of 4.r.m~ 1 

1ss 


State ofMissouri 1 


My name is Sabrina Wilford .-. I am an authorized agent of R 1 1 1 - t - a  

-(Bidder). This business is enrolled and participates in a federal work 
authorization program for all employees working in connection with services provided to the 
County. This business does not knowingly employ any person that is an unauthorized alien in 
connection with the services being provided. Documentation of participation in a federal work 
authorization program is attached hereto. 

Furthcrmorc, all subcontractors working on this contract shall affirmatively state in 
writing in thcir contracts that they are not in violation of Section 285.530.1, shall not thereafter 
be in violation and submit a sworn affidavit under penalty of perjury that all employees are 
lawfully present in the United States. 

5?~44?+Q6-34$ 
Affiant Date 

Sabrina Wilford 
Printed Name 

Sub 'a 

Notary Public - Notary Seal 

State of Mlssourl, GresmCounty 
Commission # 13782775 

Attach to this form the E-Vcr.[fy Mnttora~drttriofUrrrler:~ta?rdirzgthat you colnpleted when 
enrolling, 
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Company ID Number: 406415 

THE E-VERIFY PROGRAM FOR EMPLOYMENT VERIFICATION 

MEMORANDUM OF UNDERSTANDING 


PURPOSE AND AUTHORITY 


This Memorandum of Understanding (MOU) sets forth the points of agreement between the 
Department of Homeland Security (DHS) and Burrell Behavioral Health (Employer) regarding 
the Employer's participation in the Employment Eligibility Verification Program (E-Verify). This 
MOU explains certain features of the E-Verify program and enumerates specific responsibilities 
of DHS, the Social Security Administration (SSA), and the Employer. E-Verify is a program that 
electronically confirms an employee's eligibility to work in the United States after completion of 
the Employment Eligibility Verification Form (Form 1-9). For covered government contractors, E- 
Verify is used to verify the employment eligibility of all newly hired employees and all existing 
employees assigned to Federal contracts or to verify the entire workforce if the contractor so 
chooses. 

Authority for the E-Verify program is found in Title IV, Subtitle A, of the Illegal Immigration 
Reform and Immigrant Responsibility Act of 1996 (IIRIRA), Pub. L. 104-208, 1 10 Stat. 3009, as 
amended (8 U.S.C. 3 1324a note). Authority for use of the E-Verify program by Federal 
contractors and subcontractors covered by the terms of Subpart 22.18, "Employment Eligibility 
Verification", of the Federal Acquisition Regulation (FAR) (hereinafter referred to in this MOU as 
a "Federal contractor with the FAR E-Verify clause") to verify the employment eligibility of 
certain employees working on Federal contracts is also found in Subpart 22.18 and in Executive 
Order 12989, as amended. 

ARTICLE II 

FUNCTIONS TO BE PERFORMED 

A. RESPONSIBILITIES OF SSA 

1. SSA agrees to provide the Employer with available information that allows the Employer to 
confirm the accuracy of Social Security Numbers provided by all employees verified under this 
MOU and the employment authorization of U.S. citizens. 

2. SS.4 agrees tc! provide to t h e  Employer appropriate assistance with operational problems that 
may arise during the Employer's participation in the E-Verify program. SSA agrees to provide 
the Employer with names, titles, addresses, and telephone numbers of SSA representatives to 
be contacted during the E-Verify process. 

3. SSA agrees to safeguard the information provided by the Employer through the E-Verify 
program procedures, and to limit access to such information, as is appropriate by law, to 
individuals responsible for the verification of Social Security Numbers and for evaluation of the 
E-Verify program or such other persons or entities who may be authorized by SSA as governed 
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by the Privacy Act (5 U.S.C. 3 552a), the Social Security Act (42 U.S.C. 1306(a)), and SSA 
regulations (20 CFR Part 401). 

4. SSA agrees to provide a means of automated verification that is designed (in conjunctionwith 
DHS's automated system if necessary) to provide confirmation or tentative nonconfirmation of 
U.S. citizens' employment eligibilitywithin 3 FederalGovernment work days of the initial inquiry. 

5. SSA agrees to provide a means of secondary verification (including updating SSA records as 
may be necessary) for employees who contest SSA tentative nonconfirmations that is designed 
to provide final confirmation or nonconfirmation of U.S. citizens' employment eligibility and 
accuracy of SSA records for both citizens and non-citizens within 10 Federal Government work 
days of the date of referral to SSA, unless SSA determines that more than 10 days may be 
necessary. In such cases, SSA will provide additional verification instructions. 

B. RESPONSIBILITIES OF DHS 

I.After SSA verifies the accuracy of SSA records for employees through E-Verify, DHS agrees 
to provide the Employer access to selected data from DHS's database to enable the Employer 
to conduct, to the extent authorized by this MOU: 

Automated verification checks on employees by electronic means, and 
Photo verification checks (when available) on employees. 

2. DHS agrees to provide to the Employer appropriate assistance with operational problems that 
may arise during the Employer's participation in the E-Verify program. DHS agrees to provide 
the Employer names, titles, addresses, and telephone numbers of DHS representatives to be 
contacted during the E-Verify process. 

3. DHS agrees to make available to the Employer at the E-Verify Web site and on the E-Verify 
Web browser, instructional materials on E-Verify policies, procedures and requirements for both 
SSA and DHS, including restrictions on the use of E-Verify. DHS agrees to provide training 
materials on E-Verify. 

4. DHS agrees to provide to the Employer a notice, which indicates the Employer's participation 
in the E-Verify program. DHS also agrees to provide to the Employer anti-discrimination notices 
issued by the Office of Special Counsel for Immigration-Related Unfair Employment Practices 
(OSC), Civil Rights Division, U.S. Department of Justice. 

5. DHS agrees to issue the Empioyer a user ideniificaiiun number ~ i i dpas~;;~icl that permits 
the Employer to verify information provided by employees with DHS's database. 

6. DHS agrees to safeguard the information provided to DHS by the Employer, and to limit 
access to such information to individuals responsible for the verification of employees' 
employment eligibility and for evaluation of the E-Verify program, or to such other persons or 
entities as may be authorized by applicable law. Information will be used only to verify the 
accuracy of Social Security Numbers and employment eligibility, to enforce the Immigration and 
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Nationality Act (INA) and Federal criminal laws, and to administer Federal contracting 
requirements. 

7. DHS agrees to provide a means of automated verification that is designed (in conjunction 
with SSA verification procedures) to provide confirmation or tentative nonconfirmation of 
employees' employment eligibility within 3 Federal Government work days of the initial inquiry. 

8. DHS agrees to provide a means of secondary verification (including updating DHS records as 
may be necessary) for employees who contest DHS tentative nonconfirmations and photo non- 
match tentative nonconfirmations that is designed to provide final confirmation or 
nonconfirmation of the employees' employment eligibility within 10 Federal Government work 
days of the date of referral to DHS, unless DHS determines that more than 10 days may be 
necessary. In such cases, DHS will provide additional verification instructions. 

C. RESPONSIBILI'I'IES OF THE EMPLOYER 

1. The Employer qgrees to display the notices supplied by DHS in a prominent place that is 
clearly visible to prospective employees and all employees who are to be verified through the 
system. 

2. The Employer agrees to provide to the SSA and DHS the names, titles, addresses, and 
telephone numbers of the Employer representatives to be contacted regarding E-Verify. 

3. The Employer agrees to become familiar with and comply with the most recent version of the 
E-Verify User Manual. 

4. The Employer agrees that any Employer Representative who will perform employment 
verification queries will complete the E-Verify Tutorial before that individual initiates any queries. 

A. The Employer agrees that all Employer representatives will take the refresher tutorials 
initiated by the E-Verify program as a condition of continued use of E-Verify. 

B. Failure to complete a refresher tutorial will prevent the Employer from continued use 
of the program. 

5. The Employer agrees to comply with current Form 1-9 procedures, with two exceptions: 

If an employee presents a "List B" identity document, the Employer agrees to only 
accept "List B" documents that 

contain a photo. (List B documents identified in 8 C.F.R. 5 274a.2(b)(l)(B)) can be 
presented during tne Form 1-9 

process to establish identity.) If an employee objects to the photo requirement for 
religious reasons, the Employer 

should contact E-Verify at 888-464-4218. 

If an employee presents a DHS Form 1-551 (Permanent Resident Card) or Form 1-766 
(Employment Authorization Document) to complete the Form 1-9, the Employer agrees to 
make a photocopy of the document and to retain the photocopy with the employee's 
Form 1-9. The photocopy must be of sufficient quality to allow for verification of the photo 
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