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Summary Report

Georgia's work on its current Program Improvement Plan resulting from the federal Child and Family Services Review (CFSR) coincided with a Medicaid-required unbundling of treatment services from the provision of “room, board and watchful oversight” for children with serious emotional disorders.  This resulted in a shift in focus in the Division of Family and Child Services (DFCS) from tracking multiple aspects of each child's interaction with DFCS (through the Treatment Services Unit) to tracking only the provision of room, board, and watchful oversight (RBWO, through the Provider Relations Unit). 
Responsibility for providing behavioral health services and therapeutic care moved to the Division of Mental Health, Developmental Disabilities and Addictive Diseases (MHDDAD).  The state recognizes that services provided by MHDDAD are essential to achieving the desired CFSR outcomes for these children: although MHDDAD is not solely responsible for meeting federal targets, MHDDAD can support DFCS in the provision of behavioral health services to children in the child welfare system.   

This meeting, led by Dr. Cindy Tate (MHDDAD), presented the results of collaborative work completed since the August 7, 2008 G-5 meeting.  These projects included:

· Draft protocol for the coordination of MHDDAD and DFCS on behavioral health services provided to children in DFCS custody

· Draft protocols for the provision of crisis services in each MHDDAD region

· Analyze combined data from the MHDDAD and RBWO (DFCS custody) databases to determine how behavioral health services are being used

· "Medicalize" MHDDAD outcomes to correspond to CFSR outcomes (not reported out due to time constraints)
The meeting's tone was conversational and questions, comments, and corrections were welcome throughout.  Compared to the previous meeting, DFCS representatives were more direct in their focus on the CFSR outcomes, pushing for solutions to problems as they were identified and asking for ongoing assessment and measurable goals.  Both divisions agreed that they would need to expand on current collaboration in order to achieve the desired outcomes, and that several issues (e.g., allocation of funds between divisions) would need to be resolved at a higher level in the Department of Human Resources.  
Presentations and Data Sharing
Kathy Floyd and Lee Biggar presented the draft of the joint protocol for coordinating behavioral health services provided to children in DFCS custody.  The protocol takes the form of a series of commitments from each division, many of them in direct response to issues raised in the previous meeting (e.g., continuity of care when a child's placement changes).  
The major theme of the document is communication and coordination: DFCS and MHDDAD (and its core providers) need to work together to ensure children receive the services they need in the way that best supports their safety, permanency, and well-being.  These commitments include data-sharing between the divisions, inviting all partners to be present at key events such as family team meetings, citizen panel reviews, and case planning sessions, and providing notifications of changes in placement or services.  The presenters stressed that the specifics of fulfilling these commitments should be left to the caseworkers, core providers, and other staff involved in an individual child's case; the intent is not to create a rigid policy that specifies the timing and method of communication, but to encourage all parties to look for and exploit opportunities for fruitful coordination.
One modification was proposed and accepted during the meeting: "mental health" will be replaced with "behavioral health," which is more in keeping with MHDDAD usage.  Ms. Floyd and Mr. Biggar encouraged feedback by telephone or email during the next two weeks, and will prepare a revised copy of the protocol for the next meeting.

Each MHDDAD Regional Director then presented the crisis protocols developed since the August meeting.  Rather than reviewing the content of each protocol, this report summarizes the process and results of this collaboration among MHDDAD, DFCS, and the Department of Juvenile Justice (DJJ).  Please see the following section (“Ongoing Issues and Opportunities for Collaboration”) for more information about the issues raised during these presentations.

The meetings to develop the protocol for each of the five MHDDAD regions typically involved the MHDDAD regional director, the directors of the affected DFCS regions, and local DJJ staff.  Some regions, such as MHDDAD Region 5, also invited representatives from MHDDAD core providers to attend these meetings.  Wherever variation within the region dictated it, the groups subdivided their protocols by DFCS region or even by county.  The protocols generally grouped cases into the following situations: 
· The child is currently being served by MHDDAD
· The child is not currently being served by MHDDAD

· The child is currently at a hospital's emergency room

Four of the five regions then identified one resource (i.e., the core provider) for children currently being served by MHDDAD and another (a region-wide hotline like Behavioral Health Link) for children without an MHDDAD provider.  The exception, Region 5 (DFCS Regions 9, 11 & 12), concluded that it is simpler for caseworkers to call a single number regardless of the child's status; hotline staff then recommend services based on the child's symptoms and available resources.
Much of the variation in the protocols is dictated by the resources available in specific DFCS regions and counties.  Although every part of the state is served by a hotline, many regions have no mobile crisis capability.  In more rural areas, including parts of Region 1, existing funds are not being used because there is no local group of professionals willing to provide needed services; in other regions, the primary barrier is lack of funds rather than personnel limitations.   
The third agenda item was a preliminary look at matched data from the databases tracking MHDDAD services and children in DFCS custody (RBWO).  Thus far, the exploratory analysis centered on demographic information about the shared cases rather than data about outcomes; however, future analysis matching cases from MHDDAD, RBWO, Georgia SHINES, and Medicaid databases may identify specific populations whose unusually low or high success rates in achieving CFSR outcomes might suggest improvements.  
The presentation of MHDDAD outcomes corresponding to the CFSR outcomes did not occur due to the length of conversation surrounding the earlier presentations.

Ongoing Issues and Opportunities for Collaboration

As mentioned, DFCS representatives at this meeting were focused on progress towards the CFSR outcomes.  Isabel Blanco repeatedly pushed the discussion beyond explanations (e.g., "There just isn't funding," or "The travel problem may be insurmountable") to solicit suggestions for solutions; she emphasized that DFCS is willing to make major adjustments if necessary for CFSR compliance.  
Ms. Blanco requested that each region's protocol include an evaluation component and a method to improve on practices.  MHDDAD and DFCS agreed to have joint staffing by telephone of any crisis case that reaches the emergency room (the worst-case scenario for crises) in order to determine what steps might have prevented it.  All future joint G-5 meetings will have space on the agenda to discuss any crisis-related ER visits that have occurred since the previous meeting.  
Another concern with the protocols was the pronounced variation in available services from region to region and county to county.  Services DFCS regards as vital are not being purchased and/or provided in all regions.  For instance, only Region 3 contracts for and receives 24-hour manned phone lines from its core providers rather than relying on region-wide hotlines outside business hours.  Region 3 also purchases crisis stabilization beds at in-patient psychiatric facilities (as well as a mobile crisis team in two counties).  Ms. Blanco acknowledged that because DFCS is ultimately accountable for the safety of children and staff, DFCS needs to provide more input to MHDDAD about which services it expects in return for funding and what its priorities are.  If those services cannot be purchased with current funds through existing channels, DFCS will need to assist MHDDAD in locating other resources.
Additionally, the exploratory data analysis highlighted some of the difficulties that emerged following the federally mandated "unbundling" of behavioral health services from room, board, and watchful oversight.  Since this mandate, no single database contains all of the necessary information on the children in DFCS custody who are receiving behavioral health services.  MHDDAD and DFCS will need to collaborate with Medicaid and DJJ in order to assemble an accurate picture of services as they relate to outcomes for kids in care; only then will DFCS be able to locate current strengths and weaknesses and plan its improvement.
