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INTRODUCTION

The Health Care Reform Tracking Project
(HCRTP)!

ince 1995, the Health Care Reform Tracking Project

(HCRTP) has been tracking publicly financed

managed care initiatives and their impact on
children with mental health and substance abuse (i.e.
behavioral health) disorders and their families. The
HCRTP’s Promising Approaches Series highlights
strategies, approaches and features within publicly
financed managed care systems that hold promise for
effective service delivery for children and adolescents
with behavioral health treatment needs and their
families, particularly for children with serious and
complex disorders. The Series draws on the findings of
the HCRTP to date, highlighting relevant issues and
approaches to addressing them, that have surfaced
through the HCRTP’s all-state surveys and in-depth
impact analyses in a smaller sample of 18 states.2

The Promising Approaches Series is comprised of a
number of thematic issue papers, each addressing a
specific aspect of managed care systems affecting
children with behavioral health disorders. The papers
are intended as technical assistance resources for states
and communities as they refine their managed care
systems to better serve children and families. The
following topics are being addressed in the first round
of papers in the Promising Approaches Series:

®m  managed care design and financing

m  services for children with serious and complex
behavioral health care needs

m  accountability and quality assurance in managed
care systems

m  the child welfare system perspective

®»  making interagency initiatives work for children
and families in the child welfare system

m  clinical decision making mechanisms

L care management.

Methodology of the HCRTP

any of the strategies and approaches that are
described in the Promising Approaches Series were
identified by key state and local informants who

responded to the HCRTP’s all-state surveys and who
were interviewed during site visits to 18 states for the
HCRTP’s impact analyses. Additional approaches were
identified from other studies and by experts in the
field. Once promising approaches and features were
identified through these methods, members of the
HCRTP team, including researchers, family members
and practitioners, engaged in a number of additional
methods to gather more information about identified
strategies. Site visits were conducted in some cases
during which targeted interviews were held with key
stakeholders, such as system purchasers and managers,
managed care organization representatives, providers,
family members and other child-serving agency
representatives. In other cases, telephone interviews
were held with key state and local officials and family
members to learn more about promising strategies.
Supporting documentation was gathered and reviewed
to supplement the data gathered through site visits and
phone interviews.

The Promising Approaches Series intentionally avoids
using the term, “model approaches”. The strategies,
approaches and features of managed care systems
described in the Series are perceived by a diverse cross-
section of key stakeholders to support effective service
delivery for children with behavioral health disorders
and their families; however, the HCRTP has not
formally evaluated these approaches. In addition, none
of these approaches or strategies is without problems
and challenges, and each would require adaptation in
new settings to take into account individual state and

1 The HCRTP is co-funded by the National Institute on Disability and
Rehabilitation Research in the U.S. Department of Education and the
Substance Abuse and Mental Health Services Administration in the U.S.
Department of Health and Human Services. Supplemental funding has
been provided by the Administration for Children and Families of the U.S.
Department of Health and Human Services, the David and Lucile Packard
Foundation, and the Center for Health Care Strategies, Inc. to incorporate
a special analysis related to children and families involved in the child
welfare system.

2 The HCRTP is being conducted jointly by the Research and Training
Center for Children’s Mental Health at the University of South Florida, the
Human Service Collaborative of Washington, D.C. and the National
Technical Assistance Center for Children’s Mental Health at the
Georgetown University Center for Child and Human Development. For
information about available HCRTP reports, see Appendix A.
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local circumstances. Also, a given state or locality
described in the Promising Approaches Series may be
implementing an effective strategy or approach in one
part of its managed care system and yet be struggling
with other aspects of the system.

The Series does not describe the universe of promising
approaches that are underway in states and localities
related to publicly financed managed care systems
affecting children with behavioral health disorders and
their families. Rather, it provides a snapshot of
promising approaches that have been identified
through the HCRTP to date. New, innovative
approaches are continually surfacing as the public
sector continues to experiment with managed care.
While each approach or strategy that is described in the
Promising Approaches Series is instructive in its own
right, there also are

important commonalities Children and
across these strategies and ~ Families Involved
approaches. Each paper of in the Child
the Promising Approaches Welfare System

Series f dif-
eries foctises on a di This includes children

living in their own homes
and receiving services from

ferent aspect of publicly
financed managed care

t .
Systems the child welfare system, as
The Child Welfare well as children in the
Pap ers foster care system. The

“foster care system” refers

ince 1996, the HCRTP

has included a special

focus on the effects of
managed care on children
and families involved in
the child welfare system.
This  paper, Making
Interagency  Initiatives
Work for Children and
Families in the Child
Welfare System, describes
how the child welfare
system is participating in
collaborative interagency
initiatives designed to
serve  children  with
serious and complex be-
havioral health disorders

to children who are in the
custody of a county or state
child welfare agency or a
tribal court and who may
live in a foster home, group
home, kinship care home,
residential treatment cen-
ter, or other out-of-home
placement. It includes
children who will return
home, as well as those for
whom another permanent
plan will be made, such as
guardianship or adoption.
For the purposes of this
study, families needing
post-adoption services also
are included.

Promising Approaches Series + 2003 * Introduction
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and which are using some managed care technologies.
A companion paper in the Series focuses on managed
care systems. Entitled A View from the Child Welfare
System, it discusses special considerations and
describes site examples for meeting the behavioral
health needs of children in the child welfare system,
and their families.

Children with Serious and Complex
Behavioral Health Needs

This includes children with serious emotional and
behavioral (mental health and/or substance abuse)
disorders who are involved with, or at-risk-for
involvement with, multiple systems (e.g. child
welfare, mental health, early intervention, special
education, and juvenile justice) and represent “high
utilizers” of services in terms of the level, amount,
and cost of care.

Interagency Initiative

An effort on the part of two or more child and family
serving systems to provide services to children with
serious and complex behavioral health disorders and
their families. The initiative incorporates some
managed care technology and intends to integrate a
child’s care across multiple systems. Children in the
child welfare system and their families are included
in the target population served. The child welfare
system is an active partner in planning, funding,
implementation, and evaluation. Resources for the
initiative are a shared responsibility across agencies
with braided or blended funding strategies in place.

How This Paper Is Organized

ome states and communities have made progress in

providing behavioral health services to children

and families touched by multiple service systems.
The purpose of this paper is to discuss promising
approaches and special provisions in successful
interagency initiatives that:

o
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m  include child welfare systems in planning, funding, )
implementing, and evaluating the initiative, Section Il
Highlights similarities, differences, and challenges

shared by the three initiatives in accommodating the
child welfare system and the needs of children and

m  meet the behavioral health needs of children and
families in the child welfare system,

m  address child welfare system policies, laws, and families served by the system.
mandates, and Section IV

m  share resources and and/or funds between or Offers full descriptions of each of the three
across child serving systems to serve these children interagency initiatives and identifies many strategies
and families. used in these sites to include the child welfare system

and to meet the behavioral health needs of children

. . and families served by the child welfare system.
Making Interagency Initiatives Work SectionV
for Children and Families in the ection

Child Welfare System Summarizes how the interagency initiatives
described in this study have kept the promise to meet

the needs of children and families in the child welfare

Section | system, presents advice from study respondents to
Highlights the premise of interagency initiatives and other states and communities, and offers recommen-
the promise that such initiatives have for children dations for the future.

and families involved with the child welfare system

when child welfare is an active partner in planning,
implementation, and evaluation.

Section Il

Describes the study methodology, including steps
used to identify and select the three interagency
initiatives that are featured in this paper:

o Partnership for Children, New Jersey

o The Dawn Project, Marion County
(Indianapolis), Indian

o Massachusetts Mental Health Services
Program for Youth (MHSPY), Cambridge and
Somerville, Massachusetts.

Introduction + 2003 + Promising Approaches Series
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SECTION 1

The Premise and the Promise of Interagency Initiatives

Behavioral Health Needs of Children and
Families Involved with the Child Welfare
System

hildren come to the attention of the child welfare

system for many different reasons. Many have

experienced abuse or neglect; and a social worker,
law enforcement, or the court has determined that they
need protection. In other families, parents have turned
to the child welfare system as a last resort to gain access
to extensive mental health services for their children
that they have not been able to get through other child-
serving systems. Children in both of these groups tend
to be extremely vulnerable and are at high risk for
health, mental health, and developmental problems.

For children in foster care, the trauma of separation
from their families and the experience of multiple
moves within the foster care system itself frequently
increase their vulnerability and compound their
behavioral health problems. Many parents, who
experience the stresses that lead to involvement with
the child welfare system, also need mental health
services and supports, as well as substance abuse
services. Through the federal Child and Family Services
Review process, states are expected to provide the
services needed to meet the physical health, mental
health, and educational needs of children in the child
welfare system. They are also charged with helping
birth parents develop the capacity to meet the needs of
their children.3 For these reasons, when the child
welfare system participates in interagency initiatives to
meet the behavioral health needs of children and
families, it is very important that these initiatives
understand the extent of behavioral health needs of
both parents and children and the importance of
adequately addressing these needs within the initiative.

The Premise of Interagency Initiatives

nteragency initiatives to serve children with serious
and complex behavioral health needs and their
families are based on the following premises:

m  Children with serious and complex behavioral
health needs are already being served by multiple
systems.

10
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m Individualized and customized care within an
interagency process can be designed with input
and agreement from all systems serving the child
and family.

m Integrated planning addresses service gaps, avoids
duplication and redundancy, and is potentially
more cost-effective.

m  One integrated system reduces fragmentation and
confusion for families seeking services and
support.

m  Children and families fare better when their care is
coordinated and offered to the “whole” child and
family.

m By increasing families’ involvement in services
design and in determining their own care, services
are more meaningful and more suited to family
needs

m Shared planning, implementation, and evaluation
will lead to services and delivery systems that better
meet the needs of children served by the partner
agencies and systems.

m  Any “untreated” aspect of a child’s or family’s needs
costs each service system more.

m  Resource sharing — such as pooled, blended or
braided funding - provides more flexible
opportunities for financing services in general,
creating new services, and paying for services that
may otherwise be outside of the scope of any one
particular service system.

3 In March 2000, regulations went into effect for a new approach to federal
oversight of state child welfare programs, known as the Child and Family
Services Review (CFSR). Overseen by the Children’s Bureau of the
Administration for Children and Families, the review process consists of
statewide self-assessment as well as an on-site review, conducted by a team
of federal, state, and peer reviewers. Information gathered through the
review is used to examine the states” success in meeting the major goals of
the child welfare system—child safety, permanency and well-being. When
states do not achieve “substantial conformity” with the required outcomes,
they develop Program Improvement Plans to describe how they will reach
substantial conformity.

o
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SECTION |1

m Managed care strategies can be applied to
interagency initiatives and support clinical
decision-making, access to care, and cost effective
service delivery.

The Promise of Interagency Initiatives-
Making Interagency Initiatives Work for
the Child Welfare System

e hope for interagency initiatives, from the
perspective of the child welfare system and the
families it serves, is the promise of:

m appropriate and accessible services for children and
families with the most complex and challenging
needs,

m  behavioral health services for the whole family as
well as the identified child,

m a commitment to understanding and meeting the
special or unique needs of children and families in
the child welfare system,

m coordinated and continuous care, and

m access to behavioral health expertise that may be
missing in the child welfare system itself.

From a systems perspective, the child welfare system
hopes for expanded accountability and cost savings
through shared responsibility in serving children and
families with these special needs. Ultimately, the child
welfare system strives for permanency—safe children,
strong parents, caring homes, in the community—with
no need for child welfare services.

n  Commitment

Interagency initiatives promise a shared commitment
to understanding and meeting the needs of all children
across service systems. Each agency has a voice in
service design, development, and delivery. Agencies
also commit resources to support the initiative and
achieve full stakeholder investment. The child welfare
system has the opportunity to describe the particular
needs of the children and families they serve; insert its
mandates, policies, and procedures into the mix of
working with other child serving systems; and
influence service design and delivery.

m  Access to Services

Interagency initiatives promise services that are
accessible, appropriate, and adequate to serve children
with serious and complex behavioral health needs and
their families. Through tailored eligibility, streamlined
enrollment, clinical decision making, and the use of
intentional managed care strategies to maximize
resources and support, children with serious and
complex behavioral health needs and their families
involved with the child welfare system can be
accommodated.

n  Coordinated and Continuous Care —A Plan and
a Place for Children

Interagency initiatives promise integrated service
planning and more creative, individualized service
plans for children with serious and complex behavioral
health needs. They offer formal partnerships and
opportunities for cross system communication on
many administrative and service levels between
systems. For the child welfare system, it is those
children who have not benefited from traditional
behavioral health services and need so much support
who have the most to gain from the interagency, cross-
system cooperation and resources.

m  Whole Families, Stronger Families—Children
Back Home and in the Community

Interagency initiatives promise alternatives to out-of-
home placement—by virtue of adequate non-
traditional support services and improved child and
family functioning. Wraparound support services, built
across systems, can link families to community
supports, services, and one another so that family
functioning can improve and children can return home
and to the community. For the child welfare system,
this promise can help to address the ultimate goal of
safe children in a permanent home with caring adults.

m  Expanded Accountability

Interagency initiatives promise a shared, cross-system
responsibility for serving and supporting children with
complex needs and their families. Each system brings
its own expertise and services to offer appropriate
behavioral health care, and families have voice as
empowered and active partners in charge of their own
care. For the child welfare system, this shared

SectionI * 2003 + Promising Approaches Series
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accountability eases its sense of sole responsibility for
all services to these children and their families.

m  Cost Savings

Children with serious and complex behavioral health
needs and their families who are involved with the
child welfare system are those most at-risk-for
involvement with multiple systems (e.g. child welfare,
mental health, early intervention, special education,
substance abuse, juvenile justice, etc.) and represent
“high utilizers” of services in terms of level, amount,
and cost of care. They are more likely to receive
inpatient services, require therapeutic foster care, and
utilize residential services. The child welfare system
hopes to see fewer children in residential services
(particularly out-of-state placement), lower cost of
care, and better care per dollar per child in need.

m  Permanency
Ultimately, the child welfare system hopes to find
permanent homes and reduce the number of children

12
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SECTION 1

involved with the system as children and families have
appropriate access to behavioral health services,
improve and grow stronger, and no longer require
supervision, protection from abuse and neglect, or out-
of-home placement to receive mental health services.

The Challenge to Interagency Initiatives

e challenge, of course, is to make good on the
promise. To fulfill the promise and to create,
implement, and sustain interagency initiatives that

are effective in all of these ways require significant risk,
commitment, creativity, patience, hard work, and
proof. Those engaged in interagency initiatives take on
the risk of new ways of doing business. We selected
three study sites that demonstrate successful strategies
for keeping the promise. All three have utilized
strategies to accommodate the needs of children with
serious and complex behavioral health needs and their
families who are involved with the child welfare system.
Each initiative is described in Section IV.
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Study Methodology

Site Identification

nitial site identification efforts focused on those

states or communities where an existing interagency

system reform effort, using some managed care
techniques, was underway and operating a service
system for children with very serious emotional
disorders. The special focus for this survey included
those sites where the child welfare system is an active
partner and where the needs of children in the child
welfare system and their families are being addressed.
This special focus helped to define the process by which
sites were identified and ultimately selected.

Some key sources of information for site selection
included:

m  Health Care Reform Tracking Project (HCRTP)
Publications of the Health Care Reform Tracking
Project (HCRTP), a ten-year review and analysis of
state behavioral health managed care reforms, provided
baseline information from which a more specialized list
of potential sites for this study could be determined. In
addition, the HCRTP 1999 Child Welfare Impact
Analysis* offered an in-depth look at the information of
special significance for children and families in the
child welfare system who need behavioral health
services. The 1999 Child Welfare Impact Analysis was
limited to eight states and summarized issues
important to child welfare stakeholders interested in
planning and implementing a behavioral health
managed care initiative; described three states’ efforts
to apply managed care approaches to child welfare
funds and services; and recommended a shift in focus
from child welfare initiatives to interagency initiatives
to consider for this study. In combination, these reports
provided a starting point for identifying potential
states, counties, and communities.

n  Child Welfare League of America - CWLA 2000-

2001 Management, Finance, and Contracting Survey
Since 1996, CWLA has conducted four surveys of the
child welfare field to identify and report on emerging
trends and policies in the management, finance, and

contracting of child welfare and related services. In
sharing its preliminary state profiles from the 2000-
2001 Survey?, CWLA helped to sort those states where
behavioral health initiatives were designed and
operated as a child welfare managed care effort and
where they were designed and operated within an
interagency collaborative with child welfare system
involvement.

m  Health Services Research, Inc. Report

Health Services Research, Inc. (HSR), with funding
from the Federal Maternal and Child Health Bureau,
Health Resources and Services Administration, and
partners in the National Policy Center for Children
with Special Health Care Needs (CSHCN)® undertook
a study to identify the barriers and strategies for
integrating mental health and physical health systems
of care for children with special health care needs. In its
study, HSR offered a system of care perspective and
descriptive information related to those sites offering
promising approaches to integrating these two systems.
Two of our potential study sites were included in the
HSR report findings.

m Internet Search

The Internet and relevant websites provided additional
resources for site identification and gathering essential
information about specific sites. Funding organizations
with interest in this area—Robert Wood Johnson
Foundation, Annie E. Casey Foundation, Center for

4 McCarthy, J. and Valentine C. (See Appendix A)

5The final report of the 2000-2001 Management, Finance and Contracting
Survey can be ordered by e-mail at books@cwla.org

6 Health Services Research, Inc. (www.hsrnet.com) is a public policy
research and consulting firm that provides program and technical support
to develop and implement innovative and effective strategies that improve
the health and social well-being of individuals families and communities.
The National Policy Center for CSHCN promotes comprehensive, family-
centered systems of care for children with special health care needs and
their families. (www.jhsph.edu/centers/cshen).
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Mental Health Services’, etc.—posted project
descriptions, updates, reports with
information relevant to this study. A number of state,
community, and local initiative websites offered a
wealth of information about a specific initiative
including descriptions, progress reports, evaluation
outcome information, as well as other materials for
review.

and other

From this search, we identified an initial list of 11
potential sites, including state, county, and locally
implemented interagency initiatives and submitted this
list to the Health Care Reform Tracking Project
partners and collaborators for additional suggestions
and input. With their input and suggestions, we
expanded the list of potential study sites to 15, clarified
the selection criteria, additional
information for each site relevant to this study.

and pursued

For the 15 initiatives and sites recommended by the
HCRTP partners and collaborators, the research team
gathered initiative-specific information to better
determine the initiative’s administrative and finance
structures, implementation status, and involvement of
the child welfare system. Through this additional
research and contacts with key informants, the research
team obtained sufficient information to prioritize the
sites and apply the selection criteria described in the
following section.

Selection Criteria

e criteria for selection of study sites were initially
framed by the purpose of this issue paper and later
refined through site research and input by the

HCRTP partners and collaborators. It was important
for this study to include initiatives of various scope
(state, county, local, and rural) and those serving
culturally diverse populations, not only within each
initiative but also across the three selected for the study.
In addition, it was important that the selected
initiatives be administratively sound and operating
with intact partnerships. With these overarching goals
in mind, the following criteria were applied to those 15
states, counties, and localities recommended for
consideration:

14
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m an interagency collaborative effort using some
managed care strategies,

m a focus on behavioral health services for children
with serious behavioral disorders (from multiple
systems), and their families,

m inclusion of children and families involved with
child welfare services

m  child welfare system involved as a key partner in
planning, implementation, and evaluation

m shared financing strategies across child serving
systems, including funding from the child welfare
system

m provision of services that meet the needs of
children with serious and complex behavioral
health needs and their families (high-cost level of
care and/or at risk of out-of-home placement)

m  demonstrated family involvement and partnership
practices

m serving culturally diverse populations (across the
three selected sites)

m demonstrating positive outcomes (e.g. improved
clinical status; improved family functioning;
reduced rate of out-of-home placements, foster
care, or residential care) or having an evaluation
plan in place.

Selected Sites

ree sites were selected for this study:

m  Partnership for Children (New Jersey)

m  The Dawn Project, Marion County, (Indianapolis)
Indiana

The Robert Wood Johnson Foundation (www.rwjf.org), based in
Princeton, NJ is the largest philanthropy devoted exclusively to health and
health care in the United States. The Annie E. Casey Foundation
(www.aecf.org), based in Baltimore, MD fosters public policies, human
service reforms, and community supports to more effectively meet the
needs of today’s vulnerable children and families. The Center for Mental
Health Services, is a component of the federal Substance Abuse and
Mental Health Services Administration (www.mentalhealth.org/cmhs).
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m  Massachusetts Mental Health Services Program for
Youth (MHSPY), Cambridge and Somerville,
Massachusetts.

Individually, each site meets the selection criteria noted
above. Combined, these sites meet the overarching
goals of including initiatives of various scope (state,
county, and local), serving culturally diverse
populations, being administratively sound; and
operating with intact partnerships. Two of the sites are
well established, having begun in 1997. The third site
began implementation in January 2001. (See Section IV
for a full description of each site.)

Section II + 2003 * Promising Approaches Series
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Overview of the Findings—How Interagency Initiatives Meet the
Needs of Children and Families in the Child Welfare System

Findings from the study are presented in two parts.
Section III synthesizes the information gathered from
all of the three study sites and looks across sites to
observe similarities and differences. Challenges to
including and accommodating the child welfare system
and the needs of children and families involved with
this system also are described.

Findings from the study of each individual site are
found in Section IV where complete descriptions of
each of the three interagency initiatives are provided.

All three initiatives operate with system of care values
and CASSP-like principles8 that are relevant to children
and families involved with the child welfare system.
This value-based foundation supports the interagency
design, guides the approach, and influences the delivery
of services in each of the initiatives. Within this system
of care framework, there are major similarities across
and differences between these initiatives.

Major Similarities
or the purposes of this study, which takes an in-
depth look at three initiatives, major similarities

include those features or aspects shared by two or
more of the initiatives in the study sample.

m  The child welfare system was included as an early
and active partner in initiating, planning, and
designing the initiative. In two of the three initiatives,
child welfare stakeholders (state and/or local)
contributed to the impetus for the initiative. Concerns
about access to adequate behavioral health care, too
many children in high-cost residential services, poor
coordination of services, and achieving permanency
represented the child welfare system’s interests in
initiating each interagency service approach.

m  Administrative structures include the child
welfare system and family representation. Represent-
atives from the child welfare system serve on governing
entities, advisory groups, and work groups to ensure

16 | Promising Approaches Series * 2003 * Section III

that child welfare goals, policies, laws and mandates are
considered in the development and implementation of
the initiative. Families are also members of these
groups; sharing their experience, offering input and
advice, and strengthening family partnerships.

m  Shared resources including funding from the child
welfare system are common across all initiatives.
Pooled, braided, or blended funding strategies across
child-serving systems (child welfare, juvenile justice,
special education, and mental health) include child
welfare dollars. The child welfare system represents a
major, and sometimes the largest, contributor of funds
in each of the three initiatives. Mechanisms to account
for the spending of child welfare funds are in place.

n Institutionalized problem solving strategies are in
place in the three initiatives; ranging from the state to
the local level. In addition to the work of the governing
bodies (consortium, steering committee, or manage-
ment team), each initiative includes management
meetings at the implementation level where
management, supervisory, and front line level
stakeholders—including child welfare—can resolve
differences and address individual and system level
issues. In addition, child welfare liaisons or clinical
liaisons to the child welfare system serve to bridge
service systems and represent the child welfare system’s
concerns to and within the initiative.

m  Clear enrollment criteria across systems and an
internal referral process within each system guide
referrals and help to ensure services to those children
with the greatest need. The enrollment criteria are
inclusive of children and families involved with the
child welfare system; those in, or at-risk of, out-of
home placement. Child welfare workers and
supervisors work together to identify children and
families that meet the enrollment criteria and will

8 Stroul, B.A. & Friedman, R. M. (op. cit.)
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benefit from the initiative’s service design and delivery
system. The child welfare system is one of the primary
referring systems and the greater portion of children
enrolled for services, even those referred by other
systems, are involved in some way with the child
welfare system.

m  Uniform screening and assessment instruments
are used with all children referred to or enrolled in
each initiative. These uniform instruments provide a
common measure and language for referral selection,
service planning, monitoring the process, and assessing
outcomes for all systems partners, including the child
welfare system. Cross-system referral committees,
selection teams, and/or a referral coordinator in each
initiative utilize the information to prioritize referrals
and influence enrollment. In general, the child welfare
system has either had a role in selecting/designing these
instruments or has begun to use them in other parts of
its service system.

m  Service planning and service coordination
mechanisms commonly take the form of child and
family teams that include the child welfare worker. For
the child welfare worker and the child welfare system,
these
communicating the child welfare perspective, addressing
protective services concerns, relaying court order
information, and incorporating the plan for permanency.

teams serve as the primary point for

n  All three initiatives built on existing cross-system
partnerships and provider networks already working
with children and families involved with the child
welfare system. By capitalizing on these relationships
and services, the initiatives recognized the strengths of
the child welfare system in the communities and
ensured continuity of working relationships between
agencies and continuity of care for children and
families.

m  Shared permanency planning and out-of-home
placement responsibilities are present in all three
initiatives. Permanency planning is an “up front” goal
incorporated into the service planning process. The
roles and responsibilities of the initiative and the child
welfare system in out-of-home placements are clearly
defined.
responsibility for identifying, coordinating and paying

In general, the initiative has some

for therapeutic placement (inpatient, residential,
therapeutic foster home). The child welfare system is
responsible for non-therapeutic placements based on
safety or custody issues.

m  The values and principles of a family-centered,
strengths-based approach are common across all three
initiatives. Having families at the center of care and as
equal partners has had a significant impact on the
experience of children and families involved with the
child welfare system; the child welfare worker’s
approach to and relationship with families; and the
child welfare system itself. In all three initiatives,
families report feeling empowered and respected. Child
welfare workers report seeing families as partners and
experiencing improved (less adversarial) working
relationships. Child welfare system leaders describe a
philosophical and practice shift toward models of
family group conferencing.

m Individualized care, traditional services, and non-
traditional resources are used to customize care for
children and families in all three initiatives. The
flexibility of non-traditional resources and the
wraparound process have been particularly helpful in
offering in-home services, linking families to in-
community supports, and providing transportation for
children and families involved with the child welfare
system.

n  Other family members access care in two ways—
directly from the interagency initiative or through
other community support services. Family members
receive direct services if it is in specific support of the
intervention of the enrolled child or youth. For many
other support services, family members are referred
and linked to community services or resources. Family
access to care is critical for families involved with the
child welfare system (birth, foster, kin, or adoptive) in
meeting their goals for the child, reducing risk, moving
toward permanency, or achieving family reunification.
All three initiatives offer or link families to family
support activities, including peer support, education,
and advocacy activities. Families involved with the
child welfare system benefit from sharing experiences,
learning from others involved with the child welfare
system, and influencing service systems.
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n  The interagency initiative and the child welfare
system maintain separate records and utilize
primarily traditional methods of formal, signed
consent forms to exchange records and reports. Two of
the initiatives have technology that allows sharing
records between the initiative and child welfare
through “read only, need to know” access. However, full
utilization of this capacity is still under development in
each of these initiatives.

m All three initiatives have utilized training and
technical assistance to convey information about the
initiative, support cross-system partnerships, clarify
roles and responsibilities and promote effective
practices. Training topics such as those listed below
have been offered in a variety of formats in each
initiative:

m  values, design and operations of the interagency
initiative

m  how services can be useful to children and families
involved with the child welfare system

m roles and responsibilities of the care coordinators
and child welfare workers

m laws, policies, and mandates that impact child
welfare services.

m  Each initiative has an evaluation plan to gather
data. Each utilizes outcome measures to assess
improved functioning for children and families and to
guide services design and delivery. All three initiatives
measure cost, service, and outcome data relevant to
children and families involved with the child welfare
system. They have child welfare
representatives in identifying data points, outcome
measures, and data reports that would be most

included

meaningful to the child welfare system. Although some
of the measures are relevant to SACWIS?, all three child
welfare systems in these initiatives maintain their own
database for SACWIS.

Major Differences

r the purposes of this study, which takes an in-
depth look at three initiatives, major differences
include those features that represent differences

18
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between one initiative and the others, or among all
three of the initiatives in the study. Within the
differences described, the implications most pertinent
to the child welfare system are italicized.

m A striking difference between the initiatives is the
scale of implementation. Dawn, in Indiana, is county-
wide; MHSPY in Massachusetts is community-based;
and Partnership in New Jersey is statewide. While there
are many design issues related to this difference, for the
child welfare system and the population it serves, the
implications focus on: 1) access to care and service
continuity for children who may move or be placed
outside of a county or community-based initiative’s
service area, and 2) quality of care for statewide
initiatives where consistency of services and service
monitoring different care management
organizations may be more of a challenge for these
potentially mobile children.

across

m  The developmental paths of these iniatives varied
significantly. While the impetus for all three initiatives
was based on common concerns and generally, the
child welfare system was an early and active partner,
each initiative’s developmental path varied depending
on the system that took the lead in the initiative and
level of child welfare administration involved. New
Jersey’s Partnership began as a Governor’s Initiative
with the Department of Human Services (including
child welfare) taking the lead. Dawn began in Marion
County as a child welfare and juvenile justice
collaboration with state input and designation of the
county Mental Health Association taking the lead in
the initiative. MHSPY in Massachusetts relied on
personal commitment and relationships to get its start,
and state leaders charged the Department of Mental
Health with lead responsibility in applying for funding.
A top-down or bottom-up beginning and the relationship
of the child welfare system to the agency taking lead in the
initiative influenced how early and how well an initiative
began to address child welfare system concerns.

9 Statewide Automated Child Welfare Information System (SACWIS) is a
federally funded, electronic management information system to support
the collection, maintenance, integrity checking, and transmission of data
specific to state child welfare services. This system supports program
administration, coordination of services, and reporting requirements.
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n  While shared resources are common across all
initiatives, the funding arrangements—pooled,
braided, blended—vary. Partnership has carved
money out of each contributing agency’s budget and
dedicated that full amount to the initiative for a single
payer system through Medicaid. Dawn partners,
including the county child welfare agency, are billed a
per child/per month case rate for children they refer.
The initiative pays through a single payer system with
the County Auditor. MHSPY system partners each
negotiated a separate, case rate payment agreement
with Medicaid, and the money is used to pay for
services without regard to the referral source. For the
child welfare system, the funding arrangements impact
budget structure, method of payment, and tracking cost
and service data. In addition, there are implications for
linking payment to referrals.

n  Each of the initiatives utilizes a different type of
managed care entity. Choices, with Dawn, is a non-
profit, care management organization; Neighborhood
Health Plan, with MHSPY is a non-profit HMO!0 for
Medicaid eligible families; and Value Options, which
serves as an ASO!! with Partnership, is a for-profit
commercial behavioral health managed care company.
For the child welfare system, the type of managed care
entity can influence funding mechanisms, eligibility
criteria for children and families, and decision-making
structures. For example: MHSPY utilizes Neighborhood
Health Plan. As an HMO, it receives payment for services
through Medicaid. To be eligible for MHSPY services,
children must be eligible and enrolled in MassHealth
(Medicaid).

m  Although the intended service populations for all
three initiatives are essentially the same, the child
welfare system has differentially influenced the child
welfare population served. Of the three, Dawn focuses
primarily on moving children in residential centers
back home. In MHSPY, the largest percent of children
served are those who are in their own homes with their
birth families at the time of the referral (approximately
60%), supporting the child welfare system’s view of
MHSPY as a “prevention program”. Partnership, at its
current phase of implementation, provides care
management services to children in or “at risk” of out-
of-home placement. In the future, when Partnership is

at full service capacity, the initiative will serve all
children with serious and complex behavioral health
needs and their families (as well as those with less
acute, intensive needs) throughout the state. The
maturity of the initiative, the existing parallel service
systems, and the priorities of the local child welfare
offices have all influenced who is currently being
served. For the child welfare system these differences
imply that the child welfare system has an important role
in determining the goals of the initiative, setting priorities
within the service population, and maintaining parallel
systems of care for those the initiative may not have the
capacity to serve.

m  Responsibility for managing and funding a child’s
placement varies across the initiatives. When the child
welfare system refers a child to Dawn, the initiative
accepts responsibility for addressing every need of that
child, including taking lead responsibility for arranging
and stabilizing placement. Partnership assumes
primary responsibility for identifying, coordinating,
and funding any treatment or therapeutic placement
such as residential, group home, or treatment foster
care. MHSPY offers residential services up to 30 days. If
a child stays in care more than 30 days, the referring
agency becomes responsible for funding the residential
placement. For the child welfare system, these differences
impact the costs of out-of-home therapeutic care as well
as the responsibility for therapeutic placement services.

n  Court involvement in the initiatives varies from
one site to the other. Dawn has had strong court
involvement since its inception and has ongoing court
representation on the Consortium and its Executive
Committee. MHSPY interacts with the court system on
a child-by-child basis and partners with child welfare as
a link to the courts. Partnership involves the
Administrative Office of the Court on their advisory
committee, as part of the Local Implementation Teams,
and on a child-by-child basis for children served by the
CMO who have court involvement. Partnership is
continuing to build working relationships with all

10 HMO — Health Maintenance Organization

11 ASO — Administrative Services Organization
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levels of the court system. For the child welfare system,
differences in court involvement in the initiative means
more or less court influence on case review and
enforcement of ASFA!2 timelines, as well as court orders
that include more flexible and unique service
recommendations.

m  Of the three initiatives, MHSPY is the only one to
include comprehensive and integrated primary health
care and behavioral health care. It is also the only
initiative located in a managed care setting and that
requires children to enroll in a specific health care plan.
MHSPY ensures coordination of primary care for
children while they are enrolled, but graduation or
disenrollment from MHSPY may require a change in
health care provider. Dawn and Partnership refer
children to community health care providers who often
continue to serve them after they no longer receive
services from Dawn or Partnership, but who are not
necessarily involved in coordinated service planning.
For children and families involved with the child welfare
system, both coordination and continuity of health and
behavioral health care are important.

n  All three initiatives offer family support activities,
however the level of family support activities varies
between initiatives. In Dawn and Partnership, formal
family support organizations are partners in the
initiatives. These organizations are funded and have
their own administrative structure to provide services.
MHSPY'’s family support activities are coordinated and
delivered by MHSPY staff through “in house” activities
and linkages with state advocacy groups. In all cases,
family support activities are open to all families,
including those involved with the child welfare system.
More formal and well-funded family support activities
may offer more extensive services, have firmer advocacy
network connections, and have a more formal role in
influencing child serving systems, including child welfare.

m  Training and technical assistance opportunities
are present in all three initiatives, however those
available in Partnership are more structured and
formalized than those in Dawn and MHSPY.
Partnership has established a training plan and core
curriculum for all system partners and for cross-system
training. Dawn offers regular training opportunities,
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but the topic content is less structured and based more
on current needs than a structured, curriculum
approach. The exception would be its current effort to
infuse cultural competence across systems. MHSPY has
little funding for training or technical assistance and in
general relies on regular, in-house staff development
and presentations from invited local partners for
training activities. The child welfare system’s level of
involvement in training associated with each of the
initiatives is parallel to these descriptions.

Continuing Challenges

or the purposes of this study, which takes an in-

depth look at three initiatives, continuing challenges

represent those challenges that one or more of the
initiatives in the study sample continue to face.

m Involving other systems in the initiative,
particularly health/public health, substance abuse,
and the education system, has been cited as one of the
common challenges across the three initiatives. These
child and family serving systems are important players
in the lives of children and families involved with the
child welfare system.

m  Family access to care remains an issue. Although
these initiatives have flexible funds and can customize
care to support families, in general, they focus
primarily on the identified child. Family services for
individual members most often require referral and/or
other community resources. This is especially a
concern for the child welfare system where prevention
of placement and reunification of parents and children
depend upon adequate services for both the children
and the parents.

m  Strategies focused on involving families from the
child welfare system continue to be a challenge. The
family support organizations (FSO’s) in two of the

12 The Adoption and Safe Families Act (ASFA), passed in 1997, addresses
goals and provisions that are intended to promote the safety of children,
decrease the time required to achieve permanency, promote adoption and
other permanent options, and enhance state capacity and accountability in
regards to these concerns. Timelines within these provisions guide service
planning, decision-making, judicial hearings, and termination of parental
rights.
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initiatives very appropriately serve all families involved.
They make no distinction between families involved
with the child welfare system and other families.
However, they have not yet created specific strategies
for reaching out to parents involved with child
protective services who may be hesitant to seek support
from the FSO’s on their own.

m In two of the initiatives, continuity of care is a
concern when payment for services comes from the
referring agency and when children move out of the
service area. In the first example, services may be
disrupted when a child is initially referred for services
by child welfare, permanency has been established, and
the child welfare system’s involvement is terminated. In
spite of continuing service needs, the child may no
longer be eligible for services through the initiative
unless another referring service system re-refers the
child and assumes payment for services. In the second
example, children who may move or be placed outside
of a county or community-based initiative’s service
area may no longer meet residency-related enrollment
criteria.

m  “Re-tooling” traditional service delivery systems
and changing the ways providers do business remain a
challenge. Working as a team in planning and care
coordination, seeing families as partners and driving
their own care, and shifting to a community-based care
perspective represent major shifts for providers who
offer more traditional behavioral health services. The
provider agencies that serve children and families
involved with the child welfare system, such as foster
care, residential care, and group home services must

also understand their service role in these new
approaches to supporting children and families in the
community.

m  Developing service capacity and establishing
special expertise continue to be a challenge. The
initiatives are continuously working to increase service
capacity. For children involved with the child welfare
system, support
therapeutic foster home and respite care, residential
care, post adoption services, and special services such

crisis response and services,

as treatment for sexual abuse victims or sex offenders
can be limited resources that require expansion and/or
development.

m Linking outcomes to child welfare goals requires
defining and using child welfare specific measures.
Tracking progress on these measures specifically for
children and families involved with the child welfare
system is important for measuring program
effectiveness from the child welfare perspective and for
planning systems change. Designing systems that can
support both the behavioral health and the child
welfare systems’ needs for information and data

linkages remains a challenge.

m  Keeping up the energy required for systems change
and the risk-taking involved in forging new ways of
delivering behavioral health services is a challenge for
even the most successful initiatives. For child welfare
services, pacing the work amidst busy schedules, large
caseloads, families with complex needs, and tight
timelines puts pressure on the system-building process
that is essential to successful initiatives.
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Description of Three Interagency Initiatives

Three sites are described in this section:

m  Partnership for Children, New Jersey

m  The Dawn Project, Marion County (Indianapolis),
Indiana

m  Massachusetts Mental Health Services Program for
Youth (MHSPY), Cambridge and Somerville,
Massachusetts.

The descriptions of each initiative are organized
similarly, beginning with a brief overview of each
initiative, a description of the population of children
served by the initiative, the administrative structure of
the initiative, and information about how the child
welfare system in the site is structured. The remaining
sections describe approaches used in the initiative to
include and accommodate the child welfare system as a
key partner in planning, implementation and
evaluation. Features depicted in each initiative include:

m  Collaboration: Involving the Child Welfare System

m  Combining Different Goals, Values and

Philosophies
m  Accommodating Child Welfare Laws and Policies
m  Partnerships with Families
m  Funding Strategies

m  Access, Screening and Assessment
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m  Services/Integration and Coordination of Care
m Information Sharing
m  Training and Technical Assistance

m  Evaluation

Highlights illustrate the child welfare system’s
perspective of the interagency initiative and specific
strategies for meeting the needs of children and
families involved with the child welfare system. Finally,
each description addresses the impact that the
interagency initiative has had on child welfare system
practice and how the initiative in each site is moving
forward and growing.

As mentioned in the introduction to this paper, the
strategies described in this series of approaches are not
intended to be “model approaches” that can be
transplanted from one community or state to another.
For a variety of reasons, what may work in one place
may not work at all in another. However, we hope that
readers will be able to see within the descriptions
certain parts of the approaches that interest them. We
also expect that readers will identify aspects of the
approach that would need to change in order for it to
work in their own locales. For additional information
about specific sites, see the contact information that is
provided at the end of each site description.
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PARTNERSHIP FOR CHILDREN, NEW JERSEY

Partnership for Children!3, the children’s system of care initiative in New Jersey, is a statewide behavioral health carve

out (currently active in 7 counties), serving all children and adolescents (ages 5 to 21) with emotional and behavioral

disturbances who depend on public systems of care, and their families. The population served includes both

Medicaid and non Medicaid-eligible children with both acute and extended service needs. The initiative creates a

single statewide, integrated system of behavioral health care to replace the previously fragmented system in which

each child-serving system (i.e., child welfare, juvenile justice, mental health and Medicaid) provided its own set of

behavioral health services. The NJ Department of Human Services is the state purchaser. The initiative uses a

statewide administrative services organization and locally based care management organizations to coordinate care.

The goals of the Initiative are to:

m increase funding for children’s behavioral health care

m provide a broader array of services

m organize and manage services

m provide care that is based on core values of individualized service planning, family/professional partnership,
culturally competent services and a strengths-based approach to care.

Managed care technology includes:

m  Contracted Systems Administrator (CSA), a statewide Administrative Services Organization (ASO)-type entity

m  Care Management Organizations (CMOs) to provide local, individualized service planning and care coordination

m  pooled resources (mental health, child welfare, juvenile justice, Medicaid, and new state funds)

m utilization review.

The initiative began implementation in January 2001 and will rollout by county or groups of counties over a five-
year period. The CSA is under contract with full operational status under development.!4

Popu|ation Served For enrollment in CMO services, each child or youth
must meet specific eligibility requirements: any child

artnership for Children’s intent is to serve all ages 5 to 21 who has a serious emotional or behavioral

children in New Jersey (ages 5 to 21) who need its disorder; is involved with multiple service systems, and

is in (or at-risk-for) out-of-home placement. When
statewide implementation is complete, CMOs may

services. Ultimately, Partnership will offer three
levels of care management:

m  CSA care management (care coordination for all
levels of need, i.e., joint case reviews, telephone
case management for children with the lowest level

of need) 13 Formerly known as the New Jersey Children’s System of Care Initiative
u Youth case management (children Stepping down 14 pires, S. (2003) Health care reform tracking project (HCRTP): Promising
from more intensive services such as CMO, approaches for behavioral health services to children and adolescents and
residential) Or Crisis support) their families in managed care systems—I1: Managed care design and
financing. Tampa, FL: Research and Training Center for Children’s Mental
m  CMO services. Health.
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serve as many as 4,000 children with complex needs. In
addition, Partnership hopes to serve as many as 20,000
at the two lower levels of care, which will also include
many children involved with the child welfare system
and their families.

As of December 2002, CMOs are serving 878 children
and youth. Of this number, 34% were referred by the
Division of Youth and Family Services (DYES). Of all
those children being served by CMOs including those
referred by DYFS, Mental Health, and Juvenile Justice,
75-80% of these children, at least initially, have some
involvement with DYFS. More detailed demographic
data information about those children involved with
DYFS who are served by the CMOs are not yet
available, but are under development.

Partnership for Children Administrative
Structure

artnership for Children is a single, statewide
Pinteragency initiative managed by the NJ

Department of Human Services (DHS) with the
assistance of a statewide ASO-type entity to coordinate,
authorize, and track care for all children entering the
system. Value Options, a for-profit commercial
behavioral health managed care company, has been
contracted as the Contracted Systems Administrator
(CSA) to serve as the ASO. The CSA is not yet fully
operational. Local (one per region) non-profit entities
called Care Management Organizations (CMOs) are
contracted to provide services to those children and
adolescents who have the most intensive, complex
service needs and multi-system involvement.
Partnership is governed by a three-level, interagency

structure that includes:

m  Executive Oversight Board, comprised of the
Commissioner, Deputy Commissioner, DHS Division
Directors (including the Division for Youth and Family
Services (DYFS)), and the individual in charge of
Special Initiatives

m  Partnership Management Team, a state-level
structure comprised of representatives from the three
divisions within DHS (DYFS, Mental Health, and
Medicaid), the DHS team leaders from the Local
Implementation Teams, and family representation
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m  Local Implementation Teams, in each region/
county, headed by a team leader who is the local DHS
representative and comprised of interagency regional
and local managers (DYFS, mental health, county
court), system partners (CMOs and Family Support
Organizations), and family representation.

Medicaid is the “fiscal engine” for the “pooled” existing
behavioral health service dollars from child welfare,
juvenile justice, mental health, and Medicaid.
Additional new funds are available through approval by
the legislature, expansion in Medicaid covered services
through the Rehabilitation Services Option, and use of
the Early and Periodic Screening, Diagnosis and
Treatment Program (EPSDT). The regional CMOs
employ Care Managers who coordinate Child and
Family Teams and individualized care for children and
families. Clinical Supervisors provide supervision and
support to the Care Managers. Each community with a
CMO also has a Family Support Organization partner
that provides advocacy, education, and support services
within each CMO’s service region. All service providers
are contracted by the NJ Department of Human
Services to provide behavioral health and social
support services. The CMOs use flexible funds to buy
individualized services and supports to augment
provider capacity.

New Jersey Child Welfare System
Structure

ew Jersey is a state-supervised, regionally

administered, and locally delivered child welfare

system. The Division of Youth and Family Services
(DYES) is housed within the Department of Human
Services. The central office Deputy Director of
Operations provides oversight to four regional offices
headed by Regional Assistant Directors. Each regional
office has oversight for 5-7 counties and includes a
foster care unit that carries out foster care recruitment,
training, and facilitating foster care placements. A fifth
Regional Director has statewide responsibility for the
state’s six Adoption Resource Centers (ARC) which
coordinate all adoption related activities and services.
Under the direction of their regional office, county
offices deliver services through district offices (as many
as two to three) with service areas determined by
population density. In Partnership’s design, the county
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DYES office (if only one office), district offices (if
multiple offices) and the regional ARC relate directly to
their region’s CMO.

Collaboration: Involving the Child Welfare
System

e catalyst for the creation of Partnership for
Children was a Governor’s Initiative to design an
integrated system of behavioral health care to

replace the previously fragmented system. Prior to the
initiative, each child-serving system (i.e. child welfare,
juvenile, justice, mental health and Medicaid) provided
its own set of behavioral health services, in which most
resources were consumed by the most restrictive and
expensive services (psychiatric hospitalization and
residential treatment). In response to the Governor’s
Initiative, the Commissioner of DHS formed an
Executive Oversight Board (EOB) that included the
DYFS, DMH, and Medicaid directors (all Divisions of
DHS). The responsibility of the EOB was to address the
reform objectives to improve access to and availability
of services and to reduce categorical funding streams
and fragmentation.

The DHS Commissioner, Assistant Commissioners,
and Division Directors all took a “let’s make this work”
approach and made a commitment to creating a new
service delivery system. This same group formally
adopted system of care values and principles!> to guide
development of the new system. DYFS, a division of
DHS, was involved in the initiative from the start with
strong support from the Commissioner for child
welfare’s involvement and systems change.

At the same time, Medicaid, also a division of DHS, was
re-writing its state Medicaid plan to include the
Rehabilitation Services Option. The resulting Medicaid
reform broadened the behavioral health service array
and allowed services such as residential treatment and
in-home services to be reimbursable by Medicaid. The
Medicaid reform was a big impetus for further
behavioral health care reform for children and families.
In this way, Partnership began and developed “from the
top down” within DHS, and over time, included Juvenile
Justice as an additional partner. Efforts are under way to
include Education, Substance Abuse, and other systems
that serve children and families in New Jersey.

The child welfare services agency, DYFS, has been part
of the initiative from the beginning as one of the “big
three partners” in the Department of Human Services.
DYES is a clear force in the planning, development,
implementation, and evaluation of Partnership for
Children. DYES has input at all levels of the initiative
including advisory and policy-making roles, service
design and delivery responsibilities, and supporting the
collaboration from the state to the local level. DYFS has
representation on all governing structures and is a
main source of funding and referrals for Partnership.
Specific strategies for involving and accommodating
the child welfare system will be illustrated through this
initiative description.

Combining Goals, Values, and
Philosophies of Different Systems

e process to combine different goals, values, and
philosophies in this multi-level, multi-agency
statewide initiative is both simple and complex.

Clearly, Partnership’s beginning as a Governor’s
Initiative helped to set the overarching goals for the
initiative within DHS. DYFS’ role in the inception,
design, and implementation has influenced the goals,
values, and philosophy of the initiative

m  Common Goals, Values, and Principles: Let’s
Make this Work

DYFS’ “let’s make this work” approach has helped
DYFS—from the state to local levels—support the
agreed upon goals, values, and philosophies which are
based on system of care concepts. DYFES, at the state
level, committed full force to the initiative. County and
local offices were somewhat more reserved, even
though they felt the goals, values, and philosophies of
Partnership for Children initiative were in line with
their own—safe children, living in strong families in
the community. They were skeptical about the real
impact of a new system; how the new system would
help children and families, and whether it would help
DYES close cases. The “let’s make this work” attitude of

15 Stroul, B.A. & Friedman, R. M (1986). A system of care for children and
youth with serious emotional disturbances (rev. ed.). Washington, D.C.:
National Technical Assistance Center for Children’s Mental Health.
Georgetown University Child Development Center.
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DYFS leadership helped local DYFS offices commit to
working with the CMO, tolerate the challenges of a new
and developing initiative, and focus on resolving
problems. Some early, six-month indicators that the
system could make a difference (e.g. access to care for
children and families and closed cases with DYFS) held
hope over skepticism, and reinforced the commitment
to make it work.

m  Administrative Commitment/Endorsement

As a top-down initiative, Partnership began with strong
administrative commitment and endorsement from
the Governor’s office to DHS and the divisions,
including DYFS. At the local level, District managers
and supervisors also expressed their support of the
initiative. Local DYFS offices supported the initiative,
hoping that children and families with the most
complex needs could receive services to meet their
needs. Administrative commitment and endorsement
sustained DYFS through the
development, clarification of roles and responsibilities,
and the work of creating a new system of care.

have initiative’s

m  Partnership Management and Planning
Structures

The involvement of DYEFS in all levels of management

and planning for Partnership contributes to inclusion

of child welfare system goals and values in the

initiative. DYFS participates in all of the entities

described below:

m  Executive Oversight Board has changed somewhat
within the DHS administrative structure since its initial
role. However, this group retains policy-making
responsibility and ensures “buy-in” from all divisions
and departments, including DYFS.

m  Partnership Management Team, previously known

as the Children’s Initiative Management Team, reports
to the Project Director, and includes the management
staff from Partnership, liaisons from Medicaid, DMHS,
and DYFS, and the DHS representatives from the local
level. The Management Team is responsible for overall
implementation of the initiative. DYFS has had
representation on this team from the beginning of the
initiative.
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m  State Implementation Advisory Committee
This 40-person group meets monthly to provide input

on the implementation of the initiative and to assist
DHS in developing strategies to ensure that the
reform’s goals will be met. The Committee is chaired by
the Deputy Commissioner and includes representation
from providers, advocates, families and related
government agencies, DYFS, DMHS, Medicaid,
Juvenile Justice, Administrative Office of the Court,
Division of Addition Services, Department of
Education, etc. Workgroups within this Advisory
Committee are established to focus on specific issues
and activities. Families involved with DYFS are active
members of the Advisory Committee and are
intentionally part of every work group.

m  Local Implementation Team

The local implementation team meets once a month
and includes representatives from DYFS, the courts, the
Child and Adolescent Resource Team (CART), and
from DMHS. The team has two main responsibilities.
One is to develop and implement the initiative within
the community and the other is to review referrals to
the CMO and make enrollment selections. Each DYFS
office has one person who represents DYFS on the
Selection Team (a subset of the Local Implementation
Team).

Having all system partners present helps to identify the
most appropriate disposition for each child referred.
Initially, virtually all children referred from all of the
system partners had some involvement with DYFS.
Now, through Partnership, only those children with an
abuse or neglect issue will be served by DYFS. If a child
is at-risk-of out-of-home placement due solely to
behavioral health issues, he/she can be served by the
CMO, and DYFS will not be involved.

m  DYFS Fix-It Meetings

The DYFS “Fix-It Meetings”, between DYES state and
county staff and the CMO at the local level, take place
as frequently as weekly and as infrequently as quarterly,
depending on the maturity of the initiative in each
county. The meetings are led by the county DHS Team
Leader, under the guidance of the state-level DHS
Operations Manager from Partnership. The meetings
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are a problem solving strategy to support DYFS system
involvement and ensure county-to-county consistency
so that services to DYFS children and families can be
consistent throughout the state.

DYES Fix-It Meetings address significant issues such as:

m roles and responsibilities of the DYFS and CMO
workers;

m community resources;
s adoption procedures and DYES roles;

m  Adoption and Safe Families Act (ASFA) time lines;
and

m  permanency.
The meetings have led to outcomes such as:

m  a core-training curriculum for DYFS workers on
systems of care;

m orientation to Partnership and training about
DYFS for CMOs, FSOs!¢, and system partners;

m operational protocols.

m  DYFS Liaison: State and County Levels

DYES liaisons at state and county levels have been
actively involved in the planning, implementation, and
evaluation of the initiative. The liaisons represent the
DYES perspective, provide input and guidance on
various workgroups, and act as lead representatives
from the child welfare service system. The state level
liaison serves on the Partnership Management Team
and the State Implementation Advisory. The local level
liaison serves on the Local Implementation Team and
the DYFS Fix-It meetings. They have played
particularly important roles in influencing decision-
making and policy development, leading state and local
collaboration and partnership efforts, and problem
solving within DYFS and across service systems.

m  Existing System and Agency Collaboration

Partnership’s focus on capitalizing on existing cross-
agency, cross-system relationships at the local level is an
important factor in its success. Close affiliation of local
agencies, where trust already exists, supports the
process for sharing its goals, values, and philosophies

within the initiative. For example, Partnership first
became operational in Burlington County. This
county’s strong history of successful team efforts with
all community agencies—including DYFS—and their
experience working together set the stage for the local
implementation team model. DYFS’ expertise in
working with youth with complex needs who are
involved across systems, and particularly with juvenile
court, boosted CMO referrals for these children in
Burlington County as the initiative got its start.

m  Role Clarification

Role clarification between the DYFS worker and the
CMO Care Manager has occurred through training,
problem-solving, and ongoing interaction. Issues of
control, as well as roles and responsibilities, had to be
addressed. Orientation to the initiative focused on
these issues, and for DYFS in particular, the role of the
CMO Care Manager, the CMO’s responsibility for the
Child and Family Team, DYFS participation on the
team, roles around follow-up, permanency, placement,
and other details related to serving DYES children and
families. The early discussions and problem solving
helped guide a training program as well as operational
protocols that would assist new counties joining the
initiative to make the CMO/DYEFS interface go more
smoothly.

Accommodating Child Welfare
Laws/Policies

e leadership of DHS ensured that child welfare
laws and policies were addressed in the design and
implementation of the initiative. Many of the

strategies included in this description illustrate that
fact. A key strategy is highlighted below.

m  Care Management Operation Manual

Although Partnership is a young initiative and many
policies are still in draft form, Partnership has
produced a Care Management Organization Standards
of Operation Manual and distributed it to all systems
partners (CMOs, DMA, and DYFS managers and
staff). The manual delineates minimum standards and

16 FSO, Family Support Organization
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general operations for the Care Management
Organization (CMO). It also helps to clarify roles and
responsibilities by describing how the CMO will relate
to DHS and to each of the key partners, including
DYFS. It assists with decision—making by establishing
procedures for integrating clinical and treatment issues
with DYFS concerns related to safety, risk, and
permanency.

Detailed protocols related to DYFS in the manual
include:
m  CMO/DYES Care Management Procedures

m  Selection

s Enrollment and Assessment

m  Outreach and Engagement

m  Crisis/Interim Service Plan

s Child and Family Team Organization

s Comprehensive Individual Service Plan (ISP)
Planning

m  Implementation and Coordination

m ISP Monitoring and Evaluation,

m ISP Transition Planning
m  DYFS Child Placement Review Board
m  DYFS Interim Closing
m  DYFS Medicaid Termination
m  Roles in Placement and Discharge
The manual reflects the goals, values, and philosophies
of the initiative and communicates a clear commitment
to accommodate the child welfare system and its laws
and policies.
Partnerships with Families

rom the outset, Partnership made a commitment to
at all levels of planning,

implementation, and evaluation. Parents plan for
both their child and family’s services and can
participate in services offered by a formal family
support organization.

involve families
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n  Family Involvement in Planning,
Implementation, and Evaluation
Right from the start DHS invited families to the table.
Drawing initially on the New Jersey Parents’ Caucus!?,
a statewide family advocacy organization, DHS
engaged families as active members on the State
Implementation Advisory Committee and contracted
with this same organization to facilitate the
support
throughout New Jersey. The continuing role of families
is supported by the Family Support Organizations
(FSOs) described below. Many of the families had
DYFS through voluntary
placement of their children in residential mental health

development of family organizations

involvement, either
services through protective services, or as foster or
adoptive parents. Under the direction of DHS, the
CMOs and the CSA have agreed to recruit family
members as staff, establish a family panel to assist with
grievances and complaints, include family members in
quality management, and request the assistance of the
FSO’s and or family members in conducting
satisfaction surveys.

m  Family-Centered, Strength-Based Approach

A core value and principle of care in Partnership is a
family-centered, strength-based approach to planning
and intervention. Families play a central role in the
health and well-being of their children. The family’s
goals, input, advice, and recommendations are essential
to the process of the Child and Family Team and the
Individualized Service Plan. The approach builds on
family strengths and offers the tools and support each
family needs. For families involved with DYFS, this
approach empowers them as decision makers in a way
that is strikingly different from previous experience
where DYFS “told them what to do”.

Foster and adoptive families acknowledge that their
perspective and concerns are more seriously considered
than before Partnership existed, and they “no longer

17 New Jersey Parents’ Caucus, a coalition of families whose mission is to
ensure that every family who has children with special emotional and
behavioral needs is given an opportunity to play a strong and active role in
the development and delivery of effective and timely services for their
children. See their website <www.njparentscaucus.org>.
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feel so alone” in caring for children with complex
needs. Birth families stated that they feel listened to,
respected, and that their “lives may have been different”
if this approach and access to care had been available
earlier. The CMO includes all family members in its
services and makes access to services easier for those
who need extra support. Although some families still
feel the pressures of family reunification and the
Adoption and Safe Families Act (ASFA) timelines,
families describe their relationship to DYFS as “less
adversarial”. They describe the CMO as offering and
coordinating individualized services to meet their
needs.

m  Family Support Organization

Family Support Organizations are full and equal
system partners in Partnership for Children. Each
CMO has a Family Support Organization (FSO)
partner that provides advocacy, education, and support
services to families; ensures family voice and
participation in CMO service planning; supports
family involvement in planning, implementation, and
evaluation; and ensures fidelity to the initiative’s
principles of family-focused/family driven, child-
centered service planning and delivery.

The Family Support Organization works with and on
behalf of all families caring for children with complex
behavioral health needs, many of whom have been
involved with DYFS. Upon a child’s referral to the
CMO, a Family Support Partner!® accompanies the
CMO Care Manager to meet with the family in their
home or at a location selected by the family. The Family
Support Partner explains his/her role, describes FSO
services, and offers a brochure and newsletter. Families
choose their level of involvement with the FSO.
Families are encouraged to take advantage of support
services, become their own advocates, participate in
training, and participate on committees and work
groups. The FSO and its family members have
participated in focus groups, work groups, and training
activities specific to families involved with DYFS. They
have spoken at DYEFS trainings, met with DYFS
Regional Directors, and provided input at the service
level to sensitize DYFS and the CMO to the experience
and needs of children and families involved with child

welfare. DYFS values the support services provided by
the FSO and sees them as accessible and responsive
partners to help families take charge of their child’s
care. Families involved with DYFS, view the FSO as the
“most useful family support service”, able to
understand their “real life situations”, and responsive to
families in crisis.

Funding

ne of the goals of New Jersey’s Partnership for

Children is to increase funding for children’s

behavioral health care. The state has succeeded in
doing this through a combination of increased federal
Medicaid reimbursement and legislative approval for
additional state funding. Existing funds from the
divisions of Youth and Family Services (DYFS), Mental
Health (DMHS), and Medical Assistance and Health
Services (DMAHS, i.e., Medicaid) have been “pooled”
to create the funding package for Partnership.

m  Pooled Funding

To pool funds, New Jersey had to carve funds out of
existing division budgets and appropriate them to the
Medicaid division budget—not an easy task. In 1999,
the state identified $167 million that it had been
spending on children’s mental health through services
by examining the expenses of “mental health
programs” in the Medicaid, Mental Health, and DYFS
systems. With the help of a consultant, the state went
program by program to determine which systems were
paying for ones included mental health services and
which onesdollars should become a part of
Partnership. The programs selected and used as
funding sources for Partnership are:

m  Medicaid (inpatient psychiatric hospitalization
and outpatient counseling funds—$24 million)

m  Mental Health (psychiatric residential care and
residential treatment centers—$26 million)

m  DYFS (residential care, group home, and treatment
home funds, youth incentives funds, and

18 A Family Support Partner is a representative of the Family Support
Organization.
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psychiatric/psychological/therapeutic intervention
funds—$117 million)!®

This amount, $167 million, became the target for the
existing services budget for Partnership. Partnership
began FY 2001with an additional $39 million ($10
million in new state funds appropriated by the state
legislature and $29 million in new anticipated federal
Title XIX (Medicaid) funds. The new Medicaid funds
were attributable to residential treatment homes and
group homes becoming Title XIX Rehab Option
facilities. (See Maximizing Federal Reimbursement
below.) The state appropriation allowed Partnership to
pay for the Contracted Systems Administrator (CSA),
the Care Management Organizations (CMO), the
Family Support Organizations (FSO), as well as to
serve children not covered by Medicaid. Two accounts
were created in the Medicaid agency budget—1)
residential treatment, group homes, treatment homes
(federally reimbursed by Medicaid and by Title IV-E),
and 2) expanded services—covering the CSA, the
CMO, FSO, and other in-community children’s mental
health services.

Among the three agencies, DYFS contributed the most
funds; however, it was not reluctant to participate in
Partnership. Several factors contributed to this
willingness to “buy in”.

m From a program perspective the CMOs began
serving the children in DYFS who were the most
difficult to serve. They provided extra services and
staff support for these children and their families.
Partnership also serves families who, in the past,
would have come to DYFS, not because of abuse or
neglect issues, but to access treatment services for
their children. Because families can now access
behavioral health services through the
community-based Partnership, they do not have to
request them from DYFS.

m From a fiscal perspective, there was a spirit of
cooperation because the top-level administrators
in DHS wanted this to work. A great deal of
discussion and negotiation occurred. Partnership
was sensitive to the funds that DYFS needed to
keep in its budget. DYFS was assured that it would
not lose funding by participating in the funding
pool. Partnership agreed to hold DYFS harmless
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for any net federal fund losses. Prior to
Partnership, DYFS had a large budget for mental
health and residential services. Carving this out of
the DYFS budget allows DYFS to focus more on the
issues of abuse and neglect, and less directly on
providing mental health services.

m  Maximizing Federal Resources

m  Medicaid Reform

At the time of Partnership’s development, New Jersey
expanded its Medicaid program by conversion from
the Medicaid Clinic to the Rehabilitation Services
Option. This has broadened the service array and made
services such as residential treatment centers, in-home
services, and others reimbursable by Medicaid.
Partnership also uses the Early and Periodic Screening,
Diagnosis and Treatment Program (EPSDT) to screen
children for involvement in Partnership. The use of
EPSDT and the Medicaid Rehabilitation Option
provides federal participation in services previously
funded by state dollars (including DYFS funds).20

m  Handling Title IV-E Funds

Title IV-E funds can be used to cover the room and
board portion of treatment services for children who
are eligible for Title IV-E through DYFS. Room and
board is not an allowable cost under the Medicaid
Rehabilitation Services Option. In order to charge IV-E
for the room and board portion, the federal Centers for
Medicare and Medicaid Services (CMS) approved a
median calculation for rehabilitation and room and

board costs. In the first year of Partnership, room and
board costs were 38% of the cost of service; in another
year, room and board costs were 41% of the cost of
service. While payments to providers are seamless, the
state charges the room and board portion of residential
services to Title IV-E, as long as the child is eligible for
Title IV-E.

19 Note the large amount of dollars that were spent by DYFS (i.e. child
welfare and juvenile justice) on mental health services compared to the
small amount spent by Medicaid and the Mental Health system. These
differences are not uncommon and illustrate the reason that child welfare
must be part of any interagency mental health reform initiative.

20 pires, S. (op. cit)
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When DYFS closes a child’s case, but the child remains
in residential treatment with Partnership, the state has
to pick up the room and board portion that had been
covered by Title IV-E. For children referred to
Partnership who are not in DYFS custody, there is no
federal reimbursement for room and board; it is
covered by state general revenue.

Allowable IV-E room and board expenditures are
reported to DYFS as an extract file. Providers involved
in Partnership have unique Division of Medical
Assistance and Health Service (DMAHS) provider
numbers. Each division within the Department of
Human Services participating in Partnership is sent a
copy of the monthly extract file and can retrieve the
names of all the children for whom providers have
billed. The divisions can aggregate costs for rehab
services, for room and board, and for inpatient
psychiatric/residential services provided by facilities
accredited by JCAHO?2! .

m  Medicaid as the Fiscal Engine

Partnership controls how the funds are spent, but all of
the funds are appropriated to the state Medicaid
agency. Medicaid is the “fiscal engine” for Partnership
and disburses funds on behalf of all of the children
served. In effect, New Jersey has created a single payer
system for children’s mental health services, replacing
what had been a confusing array of multiple payers.

n  Child Welfare Providers Become Medicaid
Providers

Child welfare providers, who had previously received
DYFS funds to provide services, became Medicaid
providers so that they could bill Medicaid for the
services that they had been offering to children
involved with DYFS. The state provided training to
help with their transition and offered them a $6,000
incentive payment to purchase an automated Medicaid
billing system. This gives them access to on-line billing,
which means they are paid promptly and cash flow
problems have been reduced. Becoming a “Medicaid
provider” has a positive image in New Jersey and was
perceived as a step forward by many of the child welfare
providers.

The state also examined the level of service need for
children in residential treatment and in group homes

to “bring order” to the types of children who were
placed in different facilities. Consultants helped
develop an assessment instrument that is used to
determine individual child level of need. Thus far, this
has resulted in two levels of care, thus far. They
envision four levels when this effort is complete. The
new levels also have resulted in rate increases for many
providers; especially those whose rates have been
historically low. The state allocated approximately $4
million to stabilize provider rates.

These strategies have enabled DYFS to maintain
working relationships with already established
providers and allowed continuity of care to children
and families already being served by these providers.
On the other hand, DYFS is concerned that using the
same providers slows the development of “something
new and more promising” and risks over-utilization of
standard care.

m  Operating Parallel Systems

A complicating factor in all of the fiscal procedures that
were created is that children are being gradually
referred to Partnership. DYFS is operating a parallel
system, i.e., making placements for residential care for
children who are not yet enrolled in Partnership.
Eventually, all of these children will be part of
Partnership; but in the meantime, two systems are
operating
appropriate administrative and fiscal procedures.

and must be accommodated with

Access, Screening and Assessment

n its current phase of development, access to

Partnership’s CMO services is determined by

enrollment criteria as well as exclusive referral by
child welfare, mental health, and juvenile justice. In
addition, enrollment numbers are limited within each
county where the CMOs are operational. In full
implementation, the number of children who can be
served will be greatly expanded.

m  Roll Out and Implementation Plan
As a new initiative, and a work in progress, Partnership
has developed a five-year roll out and implementation

21 JCAHO - Joint Commission on the Accreditation of Healthcare
Organizations
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plan for its service delivery system. Since imple-
mentation in January 2001, Partnership for Children
has been implemented in seven counties. The plan is to
expand Partnership’s CMO services to every county. In
those counties where the CMO is operational, each
county can refer 10 children per month into the
initiative. DYFS, Mental Health, Juvenile Justice, and
the Child and Adolescent Resource Team (CART) share
these 10 spots, and three referrals are for DYFS children
and families. DYFS continues to operate a parallel
system through the initiative roll-out so that children
who are not yet enrolled in the CMO can continue to
receive services. This means that DYFS continues to
make placements for those children who require
intensive mental health services as well as refer to the
CMO. Eventually, all of these children will be part of
the initiative. For DYFS, the parallel system provides a
way to continue care and offer services to many
children across the state; however, during the roll-out
phase, it creates confusion and extra work for DYFS
workers who must understand and use parallel system
procedures for the children in care.

n  Enrollment Criteria

Care Management Organization services are available
to children, adolescents and young adults (ages 5 to 21
years) who have been determined by DHS (or the CSA
when fully operational) to meet any one or any
combination of the following eligibility requirements:

m serious emotional or behavioral disturbances
resulting in significant functional impairment

m involvement of multiple agencies or systems
m disruption of a current therapeutic placement
m  risk of a psychiatric re-hospitalization

m risk of placement outside the home or community,
except for foster care placements, if they do not
meet any of the previously listed criteria.

Presently, only the referring partners within DHS—
DYFS, mental health, and juvenile justice can make
referrals to the CMO. These criteria and the current
enrollment processes enable DYFS to refer children
with the most complex behavioral health needs and
their families. If there is some disagreement about the
appropriateness of a child for CMO level care, there is
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an appeal process, but Partnership supports DYFS’
having final say, if DYES believes the more intensive
services are necessary. This position demonstrates
Partnership’s “no reject, no eject policy. In the future,
when Partnership is fully operational, other provider
agencies and families themselves will be able to make

referrals through the CSA.

m  Presumptive Eligibility for Medicaid

Children with a serious emotional disorder and at risk
or involvement in multiple systems have presumptive
eligibility enrollment status in Partnership, regardless
of whether or not they are eligible for Medicaid or NJ
Family Care?2. All children (both Medicaid and non-
Medicaid eligible children) are issued a “system of care”
identifier number that is tracked through the Medicaid
agency’s management information system. Most
children and families involved with DYES are eligible
for the publicly financed system of care; however, for
those who are not, presumptive eligibility eases access
for all children and families.

m  Internal Referral Process

To make referrals to the CMO level of care each
referring system uses an internal referral process. For
DYFES, the children who are referred are those who have
the most complex needs, are causing the most “ruckus”
in the local office, or who are in a particularly volatile
home or placement situation. The internal referrals go
to the casework supervisor or district office manager,
are prioritized internally, and then brought forward to
of the Local

the Selection Team (a subset

Implementation Team).

For DYEFS, the three monthly referrals from any one
county have included one child from the adoption unit
(child welfare has guardianship, and the child is in the
process of waiting for adoption) and two from other
child welfare services (foster care, detention center,
ordered from the court to DYFS, child protective
services). Once the children are identified for referral,
they are brought to the Selection Team for selection
and enrollment.

22 NJ Family Care is a federal and state funded health insurance program
created to help New Jersey’s uninsured children have affordable health
coverage.
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m  Selection Team

Currently, each county has a selection team, within the
Local Implementation Team, comprised of
representatives from DYFS, DMH, Medicaid, and
Juvenile Justice, the FSO, the local CMO Director, and
local providers. The DHS Team Leader is the convener
of the local decision-making teams. Information from
the internal referral process described above and the
screening and assessment information is brought
before the Selection Team. The responsibility of the
Selection Team is to decide which children will be
accepted into the CMO for that month. DYFS
participation on the Selection Team has helped build
working relationships with other agencies and across
local systems; facilitated communication and linkages
with the CMO; helped to coordinate care for those
children served by DYES and other systems; and given
local DYFS office a sense of moving forward.
Responsibility for the selection and level of care
determination will eventually be transferred to the
CSA.

m  Families Access to Services

Access to care for families (siblings, parents, etc.) will
be expanded when Partnership is fully operational with
the CSA in place to provide all levels of service.
Currently, for a child enrolled in the CMO, any
behavioral health issue for a sibling or an involved
adult that has an impact on the enrolled child will be
facilitated by Partnership. CMOs have flexible funds
from which they may draw to pay for these services, but
when possible the family member’s regular coverage
(e.g. Medicaid) is used to cover these costs. For
example, if a DYFS worker has a court order for the
parent of an enrolled child to have individual therapy,
Partnership will find a provider and may or may not be
responsible for paying for services—even though the
order is to DYFS. In another example, the CMO
responded to the whole family’s concerns by arranging
individual counseling for the mother, mentoring and a
fitness program for a sibling, and child care so that the
mother can attend meetings related to her son’s care.

m  Uniform Screening and Assessment

Partnership has selected a series of Information
Management and Decision Support Tools (IMDS) to
use as uniform screening and assessment instruments.

These tools were developed specifically for children
referred to Partnership. All system partners, families,
providers, and into the
development and design of the tools. For example,

clinicians had input
DYFS recommended adding adoption-specific items,
which were incorporated into the final form. All
instruments include questions about safety, risk,
current living situation, and terms relevant to DYES.
Presently, 750 local DYFS, Mental Health, and Juvenile
Justice staff have been trained in the use of the
screening and assessment instruments, establishing a
common language for decision-making across child
welfare, mental health and juvenile justice. Front line
workers administer the instruments. Presently, the
instruments are being used for the children referred for
CMO and presented to the
Implementation Team/Selection Team. The assessment

services Local

instruments include:

m  Initial Assessment, completed by whoever is making
the referral for services (including DYFS workers)

m  Crisis Assessment, completed by the Children’s

Mobile Response Services and Stabilization Team when
they are involved in crisis intervention

m  Comprehensive Assessment, completed by the CMO,

the residential treatment center, or whoever is
responsible for the ongoing work with the child and
family. In the future, every child in residential services,
entering residential services, or entering foster care will
have an assessment and information will go to the CSA
to determine level of care for early planning and
intervention.

Services/Integration and Coordination of
Care

artnership relies on a team approach for service
planning and coordination. The service array
includes traditional, non-traditional, and
wraparound support services that are customized for

individual children and families.

m  The Child and Family Team

The Child and Family Team is the main service
planning mechanism for those children and families
receiving services through the CMO. The team is
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coordinated by the CMO Care Manager and includes
the child; parent, guardian, and other caregiver as
appropriate; any other support persons the family
requests; a representative from the FSO if desired by
the family; a clinical staff person involved in the
treatment of the child if desired by the family; and
representatives from outside agencies in which the
chil