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MEMORANDUM OF UNDERSTANDING AND AGREEMENT BETWEEN
The Georgia Department of Human Services, Division of Family and Children Services

AND

Georgia Department of Behavioral Health and Development Disabilities

THIS AGREEMENT, (“Agreement”), between the Department of Human Services acting by and through the Division of Family and Children Services (hereinafter “DFCS”) and the Department of Behavioral Health and Development Disabilities (hereinafter “DBHDD”) is effective upon signature of both parties.
WHEREAS DBHDD operates the behavioral health and developmental disabilities system for the State of Georgia.
WHEREAS DHS operates the child welfare and foster care system for the State of Georgia.
WHEREAS, it is the purpose of this agreement to define the relationship between DHS and DBHDD as it relates to implementation and provision of behavioral health care services for children in DFCS custody, or for approved parental custody cases.  
WHEREAS, DHS and DBHDD desire to collaborate on the implementation of mental health and substance abuse services for children that are in DFCS’ legal custody or parental custody.
WHEREAS, DFCS desires to develop a community-based, child-focused, and family-driven approach to ensure that mental health and substance abuse services and supports are an integral component within the foster care system.  

WHEREAS, the services delineated in this agreement should be provided by knowledgeable and skilled staff and service providers that are aware of and understand the cultural diversity of their community.  The Service delivery system should support timely, effective, evidence-based, outcome-driven, quality mental health and substance abuse services and supports.

WHEREAS, the services provided by DBHDD and its providers should be supportive of the DFCS Family Centered Case Practice Model as adopted on 2/28/09, and attached hereto as Attachment A.  The services shall also be supportive of the DFCS Performance Improvement Plan based upon the recent Child and Family Services Review (hereinafter “CFSR”) audit, which is attached hereto as Attachment B.   
NOW, THEREFORE, in consideration of the mutual covenants herein set forth, the parties hereby agree as follows:

I. DBHDD will:

A. Provide behavioral health and substance abuse services to children in DFCS’ legal custody, or parental custody that have been approved for such services.  The Georgia Crisis Access Line, which shall be operated by the Behavioral Health Link, or a successor agency, shall serve as the single point of entry for DBHDD services.  
B. Establish service Providers at all levels of care to support at a minimum the following continuum: Crisis Intervention, Psychiatric Residential Treatment Facility (PRTF), Core Services, and Specialty Services (IFI)

C. Develop standards that are consistent with DFCS’ CFSR strategy to improve the availability of, and access to services for families and children.
D. Coordinate services that support and are consistent with DFCS’ Family Centered Case Practice Model.  
E. Establish Local Interagency Planning Teams (LIPT) and Regional Interagency Action Teams (RIAT) to facilitate collaboration amongst the parties, and to develop a reporting process to document the Teams’ progress.  Collaboration and messaging amongst the parties shall focus on children and families, and KidsNet shall be used as the primary model for Local interagency planning.
F. Establish a meeting structure to review service coordination and system integration issues.  At a minimum, the meeting structure shall include:
i. Weekly meetings between DFCS and DBHDD to focus on service delivery issues;

ii. Reviewing Critical incidents

iii. Reviewing funding issues

iv. A meeting and communication process to insure the continual delivery of Behavioral Health and treatment services that support DFCS’ CFSR standards.

v. A review of PIP Mental Health Items #23, which is attached hereto as appendix B.
vi. Quarterly reviews of the MOU agreement for performance outcomes

vii. Quarterly meetings to focus on the CFSR/PIP

G. Require its service providers to:

i. Actively engage youth and families in providing the services that are delineated in this agreement.  

ii. Work with the LIPTs and the RIAT’s to develop individualized service plans, and to provide services and treatment that are consistent with said plans.
iii. To develop services that support step down planning, and discharge planning to support the CFSR permanency outcomes.  

iv. Have an interagency coordinated approach to delivering services, which includes working with the LIPT, RIAT and DFCS Staff to develop quality assessments that support a child’s case plan.

v. To communicate and coordinate with the Educational System, the Department of Juvenile Justice, and the Juvenile Court in providing services to the children and families served under this agreement.   
H. Ensure that its service providers provide treatment and services that are based on Standard of Care (SOC) principles, is youth centered and family driven, and which supports DFCS’ Family Centered Case Practice Model.  
I. Utilize service providers that provide treatment that is responsive to the diverse, cultural, ethnic, racial and socioeconomic backgrounds of DFCS’ clients.   DBHDD further agrees to ensure that its service providers have training in cultural competency, that they complete environmental scans, and submit reports on performance outcomes.

J. Establish an External Review Organization (ERO) to monitor the mental health services that are provided to the children that are in DFCS’ custody.  Monitoring by the ERO will be through a Utilization Management process, and shall be based on budget and authorization standards for service.  The ERO shall provide training to DBHDD’s service providers based upon its provider orientation and annual review curriculum.  The training shall include treatment planning, evidence based practice, and billing procedures.   
K. Ensure that the ERO participates in a bimonthly clinical directors meeting to review the findings of the Utilization Management/Utilization review and audit process.
L. Develop an annual Quality Assurance (QA) and Quality improvement (QI) plan to monitor the services that are delineated in this agreement. The plan shall include Quarterly Review updates and meetings to review utilization and utilization trends, QA/QI activities, as well as targets and goals established by the parties. DBHDD also agrees to conduct Consumer and Provider surveys, and to review the results of said surveys.  
M. Provide DFCS with monthly utilization and financial data for both services that are billed to Medicaid (state and federal portion) and services that are paid for with state funds;  
N. Provide DFCS with monthly utilization data for all kids in DFCS custody or served as a parental custody case;
O. Review monthly child specific data on high risk cases or outlier cases, as defined by DBHDD.  

P. Have a dedicated financial manager to coincide with the DFCS Financial manager. 
Q. Provide reports to DFCS, as determined by the parties.  
R. Assure that the DFCS liaison will have contact with the ERO;

S. Conduct monthly meetings with DFCS and the ERO to review data and system performance.  At a minimum the parties will review the following:

i. PERMES data elements to include child population cohorts, 

ii. Aggregate reports that compare encounter data with provider’s billing,

iii. “Real Time” reports on service utilization, and

iv. Financial projections and Utilization of Services (Individual specific, provider specific, or region specific) identifying provider practices by region

T. Provide Regional Specialists to offer Technical Assistance to DFCS on Behavioral Health Issues.
U. Utilize service providers to supply subject matter expertise when needed.
V. Establish, maintain and operate a system that is available to consumers and providers to grieve, and appeal issues including, but not limited to planning decisions, service delivery, and payment for services.

II. DFCS will:

A. Access medically necessary Behavioral Health and substance abuse services through DBHDD for children that are in its legal custody.  

B. Provide to DBHDD and its service providers all documents and signatures that are necessary to initiate services for the children in its legal custody.  
C. Make timely and accurate Medicaid eligibility determinations for children that are being served under this agreement.  Within thirty (30) days of determining that a child’s eligibility status has changed, DFCS shall provide notice of said changes to the child’s service provider(s).
D. Assure that appropriate county staff participate in the LIPT, and that Regional staff participate in the RIAT.

E. Participate in weekly meetings with DBHDD on service delivery issues, and to review critical issues, and funding.  DFCSS further agrees to communicate with DBHD to ensure collaboration amongst the parties.    

F. Participate in quarterly meetings with DBHDD regarding the CFSR and PIP, and to review this agreement for performance outcomes.       
G. Ensure that its staff  cooperates with, and actively participates in the service providers’ activities, including, but not limited to: 
i. participating in treatment planning; 
ii. signing treatment plans in the time frames requested; 
iii. initiating and maintaining regular communication with the child’s therapist during the period of treatment; 
iv. ensuring that any aspect of the treatment plan that involves activities outside of the providers’ facilities are implemented and followed; and 
v. participating in any treatment team meetings, when requested by the provider, on behalf of the child.

H. Provide training to DBHDD and its service providers on the CFSR, PIP, and Family Centered Case Practice Model.

III.
Notices and Liaisons

The parties will coordinate and conduct communications through their respective Liaisons or their designated representatives as identified below. Any communication in writing, or any oral communication confirmed in writing, from the respective Liaisons will be deemed communications and notices from the party.  In the event that a party decides to identify a new liaison, the respective Commissioner will send written notification to the other party identifying, the name, title, and address of the new liaison. Identification of a new liaison is not considered an amendment of this MOU.
For DHS:

Kenneth Joe
Director of Integrated Family Services

2 Peachtree Street, NW 18th Floor
Atlanta, Georgia 30303
For DBHDD:

Leland Johnson

Director, Child and Adolescent Services

2 Peachtree Street, NW [location]
Atlanta, Georgia 30303
IV. Payment 
A. DFCS shall transfer [                   ] to DBHDD to purchase and to provide the mental health, and substance abuse services outlined in this agreement.   Purchased services on behalf of DFCS should generally follow the functional categories and related dollars outlined in Attachment C.

B. The parties mutually agree that if the funding for the current year/and or any subsequent years is reduced or discontinued, DFCS and DBHDD will have the option to amend this agreement to reflect the reduced amount.
V. Confidentiality of Individual Information
A. DBHDD agrees to ensure that its employees, volunteers, agents, and contractors will  abide by all state and federal laws, rules and regulations and Division of Family and children Services and DHS policy on respecting the confidentiality of an individual’s records.  DBHDD further agrees to ensure that its employees, volunteers, agents and contractors will not divulge any information concerning any individual to any unauthorized person without the written consent of the individual employee, consumer/customer/client, or responsible parent, custodian or guardian.

B. It is understood and agreed that the Department of Human Services is a “covered entity” as defined by the Health Insurance and Portability Act (HIPAA) of 1996 and the federal “Standards for Privacy of Individually Identifiable Health Information” promulgated there under at 45 CFR Parts 160 and 164.  Further it is agreed that as a business associate of the Department that its use or disclosure of any person’s protected health information received from or on behalf of the Department will be governed by the Business Associate Agreement, attached hereto as Attachment D, which DBHDD agrees to by signing this MOU.  Such Business Associate Agreement is executed and is effective simultaneously with this MOU/amendment.  However, the Business Associate Agreement will survive this MOU/amendment pursuant to Section 4.3d of the Business Associate Agreement.
VI. Other Agreements

The Memorandum of Agreement for Outdoor Therapeutic programs which was executed between DFCS and DBHDD as attached hereto as Appendix D, and is included in full as a part of this MOU.
VII. Effective Date and Termination

A. This agreement shall become effective upon signature by both parties.

B. This agreement shall terminate on June 30, 2010.  Thereafter, this MOU may be renewed for one year terms upon mutual agreement of the parties, evidenced in and writing, and signed by authorized representatives of DBHDD, and DHS.

C. Each party reserves the right to terminate this Agreement, without cause, with thirty (30) days prior written notice to the other party.  

VIII. Entire Agreement and Amendment

A. This agreement is the complete and final understanding of the parties.  No other understanding, oral or written, regarding the subject matter of this Agreement, may be deemed to exist or to bind the parties.

B. No amendment, modification or alteration of this Agreement will be valid or effective unless such modification is made in writing and signed by both parties an affixed to this Agreement as an amendment with the express written consent of the Commissioner of the Department of Human Services and the Commissioner of the Department of Behavioral Health and Developmental Disabilities.  

IN WITNESS WHEREOF, the parties have hereunto affixed their signatures on the dates indicated.
DHS EXECUTION:




DBHDD EXECUTION:

By:






by:

B.J. Walker





Frank Shelp, M.D.
Commissioner





Commissioner

Department of Human Services


Department of Behavioral Health 








and Developmental Disabilities

Date: 






Date: 



ATTACHMENT A

GEORGIA DEPARTMENT OF HUMAN RESOURCES

Division of Family and Children Services (DFCS)

Family-Centered Case Practice Model

(Rev. 2/28/2009)

I.
Introduction

The Division’s case practice model is intended to define the expected outcomes of the services, which we provide, as well as define the guiding principles and expectations for direct practice and program and organizational capacity.  A clearly defined set of outcomes ensures that case practice is results-driven; clear values and principles emphasizes that case practice is more than a regimented set of functions designed to simply move a child and family “through the system.”  A focus on outcomes helps establish an organizational culture that not only directs how children and families will be treated but also how they and their natural support networks will be engaged in the decisions affecting their safety and well-being.  This document has been developed to define, guide, and support our strengths-based and family-centered model of practice at all levels of the Division of Family and Children Services.

II. 
Mission and Outcomes

The Division of Family and Children Services is committed to help children, and families in Georgia achieve safe, stable, and healthy lives.  The Division’s child welfare practice seeks to achieve three primary outcomes for children and families: increased safety, permanency, and well-being.  These outcomes are based on what the professional research supports as the most critical outcomes for our work and include the seven outcomes for which the federal Child and Family Services Review (CFSR) holds us accountable.

	Better results for child

                      
	Child and Family Services Review

	Safety for Children
	· Children are, first and foremost, protected from abuse and neglect.

· Children are safely maintained in their homes whenever possible and appropriate.

	Permanency
	· Children have permanency and stability in their living situations.

· The continuity of family relationships is preserved for children.

	Well-Being
	· Families have enhanced capacity to provide for their children’s needs.

· Children receive adequate services to meet their physical and mental health needs.

· Children receive appropriate services to meet their educational needs.


III. 
DFCS Values and Principles

The foundation of a case practice model is a clear understanding of the values and principles we hold and that we expect to be reflected in day-to-day practice:

Core Values
· Children need and deserve to grow-up safe, free, and protected from abuse and neglect.

· Children do best when they have strong families, preferably their own and when that is not possible, a stable relative, foster or adoptive family.  

· All families need community support and genuine connections to people and resources. 

· Families have the capacity to change with the support of individualized service responses.

· Government cannot do the job alone; community partnerships are essential to ensure child safety and build strong families.

Principles

· In making determinations about plans and services, we consider the child’s safety and health paramount.

· We must provide relevant services with respect for and understanding of children’s needs and children’s and families’ culture.  

· No child or family will be denied a needed service or placement because of race, ethnicity, sexual orientation, physical or emotional handicap, religion, or special language needs. 

· Where appropriate, families will be provided with the services they need in order to keep their children safe and at home in order to avoid the trauma of removal.

· Understanding the disproportionate representation of children and families of color among those supervised by DFCS, we will continually assess our tools, services and strategies to prevent racial and ethnic bias.

· Foster care will be as temporary an arrangement as possible.

· If at all possible, children in out-of-home placements will be safely reunified with their families within 12 months.  Families will be provided with the services they need to allow for safe reunification whenever possible.

· If a child cannot be safely reunified within timeframes established under federal and state law, DFCS will find a permanent home for the child, using child-specific recruitment plans when necessary, preferably with an appropriate relative or an adoptive family. 

· We must work to ensure children in out-of-home placement have:

· Stable placements that promote the continuity of critical relationships, including with their parents, siblings and capable relatives, to achieve a sustainable permanent family setting.

· Placements in settings that are the least restrictive and meet their individual needs.

· Decision-making that is informed by a long-term view of the child’s needs, informed by the family team, and is consistent with federal and state timelines about achieving an exit from care to a sustainable, safe permanent home.

IV.
How We Work

Reflective of these values, the practice model is a continuous set of activities that every worker will apply in practice, including those responsible for the assessments of reports of suspected child maltreatment.  Our practice model focuses on outcomes and emphasizes: quality screening, individualized case planning, and decision-making.

· Quality screening,

· Engagement of youth and families,

· Working with teams,

· Development of quality assessments,

· Individualized planning and relevant services,

· Continuous review and adaptation, and

· Safe and successful transition from DFCS involvement.

DFCS policies and practices are rooted in the commitment to a strengths-based, positive youth development, and family-centered approach that guides our work with; children and families at every stage, with each other, and with the community.

V.
Essential Practice Functions and Strategy

1. Quality Screening

All workers must treat colleagues, the community, and the families and children we serve with courtesy and respect in order to translate our values and principles into practice.  Screening is usually the initial point of contact between the community and the Division.

Day-to-day practice with families will include but is not limited to the following:

· Respond to all callers promptly with respectful, active listening skills.

· Gather essential information including the beginning identification of all individuals who are parents and other important family members.

· Screen referrals using uniform instruments that structure the process of assessment and response to information related to child safety.

· Screen referrals uniformly.

2.
Engaging Youth/Families to Build Trust
· Engagement is the foundation to building a trusting and mutually beneficial relationship between a youth/family member, the staff, and DFCS.  Engagement begins with the first contact and continues throughout the Division’s involvement with the family.

Day-to-day practice with families will include but is not limited to the following:

· Respect, active listening skills, cultural competence, and an awareness of the power differences between the Division and the family.  This involves providing family members with complete information not only regarding their situation but also full disclosure regarding laws, regulations, and policies which impact their life situation.

· Child safety, risk and protective factors, and family issues are always identified, discussed and prioritized with the family.

· Whenever safe and appropriate, youth and parents are included in decision-making about the services and supports they need and be active participants in finding solutions to family issues and concerns about child safety.

3.
Working with Family Teams

Building a support team or a network around a youth/family has multiple benefits.  Teams are useful for gathering important information about strengths and needs of families that contribute to the overall functional assessment of a family’s situation. This support network is available to assist the family throughout and after the involvement of the Division.  This family team includes other family members, neighbors, and friends as well as representatives from other formal systems such as schools, therapists, and substance abuse treatment providers.  Parents, when possible, children, when age appropriate, youth, and team members are active participants in making decisions about what services and supports are needed, how and who should deliver the services, and how to identify success.  Adolescents can have their own family team meeting if not living with other family members which may include those adults who are significant to their life.

Day-to-day practice with families includes but is not limited to the following:

· DFCS case managers, supervisors and other applicable staff will perform diligent searches for immediate and extended relatives through the use of tools provided by the Division and community resources.

· Each youth’s or family’s support network, including relatives, friends, neighbors, and other lay and professional helpers are involved to help resolve current issues of concern.

· Utilizing a team approach to consultation, planning, and decision making are used.  Family members are key participants in the process.  Family teams will be provided with relevant information including an understandable explanation of the laws, regulations, policies, and practice that guide both the Division and the Court so that they can operate as productively as possible.
· Community and support network resources to promote family preservation and family reunification are identified and reviewed with the family.

· DFCS convenes Family Team Meetings regularly, including when a team member, such as parent or youth, requests such a meeting.

· DFCS will convene a Family Team Meeting prior to or within 72 hours of a child’s out-of-home placement.  The purpose of this meeting is to continue the family engagement and full disclosure process, to review the time frames, as delineated under the Adoption and Safe Families Act, the child’s need for permanency, and the practice of concurrent planning.

4.
Individual and Family Assessments

Assessment starts with the Division’s initial contact with the family or with the individual who is calling on behalf of a child and is a continuous process for the life of the family’s involvement with DFCS.  Assessment is not the completion of forms but rather it is an ongoing process, which addresses the safety of children by “gathering and analyzing information that supports sound decision making.” (U.S. Division of Health and Human Services, Rethinking Child Welfare Practice under the Adoption and Safe Families Act of 1997: A Resource Guide, Washington, D.C., U.S. Government Printing Office, 2000, p. 33).  The assessment determines strengths, skills, and concrete and immediate needs.  It explores the underlying causes of child maltreatment or the risk of child maltreatment and the factors that prevent parents from making the necessary changes to keep their children safe.  The availability of supports and services is a critical factor in the assessment.  Assessments are not done in a vacuum or solely by the Division’s representative.  It is work that is done with the family team and it is a continuous process.

Day-to-day practice with families and planning for children includes but is not limited to the following:

· Begin the initial assessments of suspected child abuse or neglect reports timely and complete this work within 30 business days, absent exceptional circumstances, using uniform instruments to make decisions about child safety.

· Assess and document the child’s safety at every contact with the child and family.

· Develop safety plans with the active participation of the family if the immediate safety of the child is in question at any time during the initial assessment process.

· Family members’ strengths and needs are assessed within their social and cultural environments.

· Assessment information and observations are openly shared with the family.

· Services are matched to the family’s needs and capabilities.  Planning is focused first on the family’s highest priority needs and seeks to capitalize on its strengths.

· Children’s safety and well-being are assessed on a continuous basis.

· Ongoing assessment provides the information needed to make service strategy and permanency decisions.

5.
Individualized Planning and Relevant Services
Planning is neither a separate process from assessment nor an exclusive activity of the DFCS.  Generally, our work involves families and/or youth committed to a plan, including decisions regarding needed services and supports, goals are behaviorally specific, realistic, time-limited, measurable, and clearly understood and agreed upon by the family.  Similar to assessments, planning evolves in order to be responsive to a family’s emerging or changing issues or needs.  Family engagement strategies will be used to regularly review the child and family’s status, service progress, and results to ensure that the service plan maintains relevance, integrity, and appropriateness.   Planning with the family includes concrete ways and strategies to sustain success beyond the Division’s intervention.

Day-to-day practice with families and planning for children and youth includes but is not limited to the following:

· Service plans divide long-term goals into short-term behaviorally specific objectives that are measurable and achievable.

· Expectations, incentives, and consequences, which are delineated in plans, are realistic and appropriate to the family’s strengths and needs.

· Plans always address children’s safety, needs, permanency goals, and ways to enhance their well-being.  If a child is placed in out-of-home care, a realistic concurrent permanency goal will be established.

· Concurrent Planning: a strategy used in working towards reunification while at the same time implementing an alternative permanency plan. This approach is child and family – focused, meant to minimize placement trauma and repetitive moves, while promoting expedient positive permanency outcomes.

· Service plans are developed with the family and members of the family’s support network and are updated at critical points to address changing circumstances.  When it is necessary for a child to be placed in out-of-home care, a planning meeting with the family team is held before non-emergency placements or within 72 hours after emergency placements.

· Services are provided that are connected to the reason the child is in out-of-home care as well as any other service needs that arise or are later identified.

· Progress and planning reviews are essential and are conducted with the family and the family’s team members on a frequent and consistent basis in order to achieve best results.

· A permanency goal of “another planned permanent living arrangement” is not used for any child under the age of 16 and only after other more permanent goals have been actively pursued and appropriately ruled out.

· All youth, aged 14 and older, know of the educational, training, housing, and other transitional supports and make appropriate and timely referrals.

· All youth are encouraged and provided the opportunity to complete high school and given opportunities to learn a trade or apply to college.

· Children, aged 14 and older, have written plans that include connections to a caring adult, services, and supports to help the youth live safely and function successfully as adults.

6.
Continuous Review and Adaptation
The Division’s practice model seeks to monitor results, not just family compliance or service quantity.  Ensuring that the family’s plan is implemented with the appropriate people, intensity, quality and determining whether supports and services are meeting the needs identified in the plan are critical to achieving the desired results of safety, permanency, and well-being.  A successful plan is neither a checklist of services nor monitoring.  When working with a family in which child maltreatment occurs, the fundamental benchmarks of success are the safety, permanency, and well-being of the children.  Success also includes those steps toward the achievement of safety such as the formation of viable and mutually respectful partnerships with families and other stakeholders, facilitating change when change seems unlikely, and promoting mutual accountability for outcomes.

Day-to day practice with families and planning for children includes but is not limited to the following:

· Decisions and planning will be based on concerns about the child’s health, safety, permanency, and well-being.

· The child and child’s parents will be engaged and involved in planning activities unless the child is not old enough or is incapacitated or parental involvement is contrary to the child’s safety or permanency goal.

· Team meetings and other processes will be used to regularly review the child and family’s status, service progress, appropriateness of permanency goal, and results to ensure that the service plan maintains relevance, integrity, and appropriateness.  The plan will be modified as goals are met and circumstances change.

· Staff will use full disclosure in discussing progress towards outcomes.

7.
Safe and Successful Transition from DFCS Involvement
Ending the family’s involvement with the Division will be the focus of collaboration from the beginning of the relationship and will be supported by actively partnering with the family or adolescent.  The decision to transition from DFCS involvement will be driven by the achievement of the appropriate levels of safety and permanency as defined by the behavioral goals in the plan.  For young adults, who may be exiting the out-of-care system, this transition will include a plan for his/her future and life-long supports and connections to meaningful adults and resources.  

Day-to-day practice with families and planning for children includes but is not limited to the following:

· Safety and risk of harm will be assessed prior to transitions and closure.

· The decision to end a family’s involvement with the Division will be made jointly, by the worker with the family or the worker with the older youth.

· Services and supports will be in place to assure the child and family a smooth, timely, and successful transition when changes occur.

· All families whose children are reunited will receive transitional supports that enable them to safely sustain their children in their home.

· All families and young adults will be connected with informal supports to assist them to function independent of outside supervision upon closure.

VI.  Practice Protocol Related to Program and Organizational Capacity

The following standards apply to program and organizational capacity, including required resources, organizational and staffing capacity, and the level of collaboration and public/private partnerships that are essential to realize positive outcomes.  The executive leadership of the Division recognizes that it is their responsibility to demonstrate the same values and practices as we interact with employees as workers demonstrate with families.  

Day-to-day practice with employees, communities, and other stakeholders includes but is not limited to the following:

1.
Agency Management and Leadership
· Managers at the state and local level will work together to focus on the continuous improvement of programs, services and staff, relying on authentic performance data, to meet the needs of the children and families we serve and produce positive outcomes.

· Managers and supervisors will view employees as capable and committed professionals and focus on promoting the ongoing development and growth of the work force.
· Managers and supervisors will provide leadership and support in order to create, affirm, and sustain an organizational culture and structure that supports a strengths-based family centered model of practice.
· Managers and supervisors will provide honest, fair and clear leadership for their staff and provide opportunities for honest and direct feedback from staff.

2.
Policies and Standards
· The agency will continue to develop and implement policies and standards consistent with the model of practice that help children and families access quality services that promote their safety, health, permanency and well-being of children.  Standards related to practice with individual children and families will be incorporated in agency manuals for staff.

· Policies and standards will be congruent and support this model of practice.

3.
Qualifications, Workload, and Professional Development of Staff
· Employees will have workloads that enable practice to be consistent with the model of practice.  Supervisors will have 5 workers each and will not carry cases.

· The agency will have and implement an overall training and workforce development plan.  Initial and ongoing professional development opportunities will be available to employees in order to address the skills and knowledge needed to carry out their duties related to safety, permanency and well-being and reinforces the standards delineated in the practice model.

· Training for agency staff will be standardized, field tested, evaluated, and      competency-based.

· The outcome of professional development offerings will be evaluated to assess the skill acquisition and competency of all participants.  The results of these assessments will be used to develop individualized training plans for employees.

· The agency will provide training for current or prospective foster parents, adoptive parents, and employees of licensed agencies that address the skill and knowledge they need and support their work in achieving the standards of this model of practice.

· The agency will provide training opportunities where agency staff, parents, and stakeholders participate together.

· Staff will have access to supervision, coaching and mentoring which supports ongoing learning, skill acquisition, professional development, and accountability from supervisors.

4.
Array of Services
· Success for children and families means the Division will have in place an array of services that assesses the strengths and needs of children and families, addresses the needs of families and children to create a safe home environment, enables children to remain safely with their parents when reasonable, helps children in foster and adoptive placements achieve permanency, and helps youth in foster care prepare for independent living and to make the transition to adulthood.  

· Relevant services that meet the identified needs of the child and family will be accessible and provided to families and children within the state.

· Services will be individualized to meet the unique needs of children and families.

· Services will be culturally responsive to the community’s children and families.

5.
Information Systems
· The statewide information systems, as it is modernized, will readily identify the status, demographic characteristics, location and goals for placement of every child who is (or within the immediately preceding months, has been) in out-of-home care.

· Information that helps them do their work will be accessible to frontline staff, supervisors, managers, and administrators on a timely basis.

· The information system will serve as an efficient and effective tool to help frontline staff manage their s and supports their work.

6.
Agency Coordination with the Community
· Employees at the state and local level will engage in ongoing consultation with consumers, service providers, foster care providers, the courts, and other public and private child and family-serving agencies.

· Employees at the state and local level annually will review progress and services delivered, in consultation with community representatives.

· Employees at the state and local level will work in partnership with services or benefits/programs serving the same population – including public health, mental health, substance abuse, education, medical services, food assistance, and financial and work supports – to ensure effective and efficient coordination of programs and services to achieve positive outcomes for children and families.

· Employees at the state and local level will work in partnership with community based providers and agencies to use organizational and community cultural strengths to develop more responsive services and supports to the community’s children and families.

· Employees of the Division will be co-located in community-based agencies.

7.
Quality Assurance
· The Division will rebuild and maintain an adequately staffed quality assurance system that continually and according to a regular schedule evaluates the quality of services and how well practice aligns with standards, identifies strengths and needs, and provides relevant reports.

· There will be a process in place for continual quality improvement that uses quality assurance information to identify and implement improvement in policies, training, clinical supervision, and collaboration across systems as well as practice.

· The quality assurance system will evaluate the extent to which the Division is achieving the standards of the practice model and will minimally address the following areas of work:

· Family engagement teams;

· Resource families;

· Utilization of community-based services and supports;

· Inclusion of children and parents in decision-making;

· Cultural competence;

· Individualized and strengths-based service planning; and 

· Collaboration

· The Division will share this information about its performance with its staff, stakeholders, and the general public through quarterly dissemination of data and reports and the convening of public forums.

ATTACHMENT B

CFSR – Georgia State Assessment Section III: Narrative Assessment

Item 23: Mental/behavioral health of the child

Page 107,108 of 138

Policy

Policy 1011.5 requires that all children age 4 and over who enter foster care are required to have a psychological assessment as part of the health check screen. A developmental screen is included for foster children under age 4. At the MDT meeting, the emotional, social, behavioral, and physical needs of the child and services and supports are recommended. Any partner (private or public) are invited to the MDT meetings. They are encouraged to provide input and make recommendations as to needed services for the child and/or family in an effort to develop the optimum treatment plan.

Practice

Family Preservation/Ongoing

A component of the Risk Assessment Tool addresses strengths and needs of the family and of the children.  

Placement

A Developmental Assessment must be completed within 30 days of placement for children in care under age four and the mental health assessment must be completed within 30 days for children four and older. The CCFA provider is responsible for the above assessment and informs DFCS and the family of the assessment findings & results.

Strengths

Wrap-around service providers (mental health services, substance abuse treatment services, counseling, anger management, etc.) assist in meeting children’s mental health and developmental needs. Many of these services are offered within the child’s home environment (birth, relative or foster care settings).

Issues

• Mental Health needs are not adequately documented in the case plan.

Sometimes the child is receiving treatment, but the plan does not address any mental health needs. There is a need for a monitoring system to ensure the needs identified during the assessment are met.

• Lack of follow-through by case manager when the assessment is completed.

• More Mental Health providers and resources are needed to conduct assessments.

Promising Development

Georgia SHINES will better track any mental/behavioral issues that a child may have.

The system will provide a managing, tracking, and reporting process. The system, scheduled for full implementation in January 2008, will also provide a needed resource list of mental health providers and other resources.

Data

Based on the Quality Control Report (QCR) trend analysis, in FFY 2004, the agency averaged 90% assuring the mental health needs of children were met. The agency experienced an 18% decrease in meeting the standards for this permanency plan in FFY 05.  In 273 applicable cases, the agency assured that the children received appropriate mental health services including counseling and medications as recommended.  Psychological evaluations were completed when needed and copies were present in the case records. This well-being outcome was not rated in CPS cases where the reason for agency involvement did not include mental health needs. It was rated in all age appropriate Placement cases.  There were 105 cases where mental health issues of the children warranted agency involvement or follow-up. In all 64 cases, the need for mental health assessments, counseling, domestic violence assessments, and/or medication was identified but not provided.

For Well Being Outcome 3, the state continues to partially achieve. For FFY 04 Children were considered to receive adequate services to meet their physical and mental health needs in 83% of the cases. This percentage dropped to 68% in FFY 05.  Based on Stakeholder Survey results in excess of 85% of DFCS stakeholders feel the agency is somewhat to very effective in meeting children’s mental health needs. In contrast 46.1 of non-DFCS stakeholders indicate the agency is not very effective in meeting the mental health needs of children in care. The care giver survey reflects 16.7% of the caregivers responding felt the agency did not provide needed services for mental health inclusive of behavioral problems, counseling, therapy, and level of care.  Of the parents responding to the survey, 9.9% indicated the agency did not provide needed supports for mental health needs of the children.

As a component of the 2001 PIP to ensure that children have access to a statewide mental health assessment that is timely and comprehensive, the agency implemented the following:

· Using the CPRS, develop a process to evaluate completion of assessments for all children entering foster care.

· Implementation of the CCFA process

· Include QCR as an oversight for tracking the completions of Mental Health assessments and follow ups.

· Inclusion of requirements to meet standards on the case manager and management

· Performance Management Plan

· OCA assessment of counties determined “most in need”

· Assess and report current percentage of completed and timely assessments of children entering care.

· Develop and enforce statewide multi-agency protocol for assessment, including necessary confidentiality safeguards. (not achieved)

· Develop a CPRS supervision tool to ensure comprehensive assessment findings are followed in the case plan and training.

· Determine percent of staff case plans that reflect strengths and needs identified in the comprehensive assessment.

· Begin development of statewide database on children’s mental health resources focusing on needs identified for which no service is currently available.

· CPRS will be amended to include a required field for date of last psychological assessment.

The PSDS Annual Report 2005 shows that 10.5% of the children with substantiated maltreatment have a mental retardation diagnosis (mild, moderate, severe, or profound). In addition, 11% of the children have a diagnosis of emotionally disturbed. Over a third (38%) has a behavioral issue. These special characteristics require additional planning and services as discussed above.
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$1,700,000
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$1,079,017
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$1,000,000

KidsNet







$1,500,000

Rivers Edge CAMH





   $375,000
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$14,200,000

State Funded






  $1,500,000

Waiver Match





               $200,000

Other
DFCS Increase in FFS Services




  $1,100,000
MRO Medicaid Match





  $8,200,000
MOU Finance Manager





       $85,000
MOU Data Manager
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HIPAA BUSINESS ASSOCIATE AGREEMENT
This Business Associate Agreement (hereinafter referred to as "Agreement"), effective the day and year first written above, is made and entered into by and between the Georgia Department of Human Services (hereinafter referred to as "DHs") and the Contractor (hereinafter referred to as "Business Associate").


WHEREAS, DHS is required by the Health Insurance Portability and Accountability Act of 1996, Public Law 104-191 ("HIPAA"), to obtain satisfactory assurances that its Business Associates will provide appropriate safeguards to ensure the security, confidentiality and integrity of Protected Health Information ("PHI") that a business associate may receive or create on behalf of DHS pursuant to this Contract and to document those assurances by entering into Business Associate Agreements with certain entities that provide functions, activities, or services involving the use of PHI; 

WHEREAS, Business Associate may provide functions, activities, or services involving the use of PHI;

NOW, THEREFORE, for and in consideration of the mutual promises, covenants and agreements contained herein, compliance with the HIPAA Privacy Rule and Security Rule, and other good and valuable consideration, the receipt and sufficiency of which are hereby acknowledged, DHS and Business Associate (each individually a "Party" and collectively the “Parties”) hereby agree as follows:

1. DEFINITIONS
1.1 “Privacy and Security Rules” shall mean the Standards for Privacy of Individually Identifiable Health Information at 45 C.F.R. part 160 and part 164, subparts A and E; and upon the enforcement date as specified by the regulation, the Health Insurance Reform:  Security Standards at 45 C.F.R. parts 160, 162 and 164.

1.2 Terms used, but not otherwise defined, in this Agreement shall have the same meaning as those terms in the Privacy and Security Rules, including without limitation those set forth at 45 CFR Parts 160.103 and 164.501. 

2. OBLIGATIONS AND ACTIVITIES OF BUSINESS ASSOCIATE
2.1 Unless otherwise Required by Law, Business Associate agrees:

2.1.1 Nondisclosure. That it will not request, create, receive, use or disclose PHI other than as permitted or required by this Agreement or as required by law.

2.1.2 Safeguards.  To establish, maintain and use appropriate administrative, physical and technical safeguards to reasonably protect the confidentiality, integrity and security of the PHI and prevent use or disclosure of the PHI other than as provided for by this Agreement; and upon the enforcement date as specified by the Privacy and Security Rules under HIPAA, implement administrative, physical, and technical safeguards that reasonably and appropriately protect the confidentiality, integrity, and availability of the electronic PHI that Business Associate creates, receives, maintains, or transmits on behalf of DHS in its capacity as a Business Associate. 

2.1.3 Mitigation.  To mitigate, to the extent practicable, and in cooperation and consultation with DHS, any harmful effect that is known to Business Associate of a use or disclosure of PHI or Security Incident by Business Associate in violation of the requirements of this Agreement.

2.1.4 Compliance of Agents.  That its agents or subbusiness Associates, including subcontractors, are subject to the same obligations that apply to Business Associate under this Agreement and Business Associate agrees to ensure that its agents or subbusiness, including subcontractors, Associates comply with the conditions, restrictions, prohibitions and other limitations regarding the request for, creation, receipt, use or disclosure of PHI, that are applicable to Business Associate under this Agreement.  Business Associate also agrees to ensure that any agents or subbusiness Associates, including subcontractors, to whom it provides Electronic Protected Health Information agrees to implement reasonable and appropriate safeguards to protect it.

2.1.5 Report Unpermitted Disclosure of PHI.  To report to DHS any use or disclosure of PHI that is not provided for by this Agreement of which it becomes aware. Business Associate also agrees to report to DHS any Security Incident related to Electronic Protected Health Information of which Business Associate becomes aware.  Business Associate agrees to make such report to DHS in writing in such form as DHS may require within twenty-four (24) hours after Business Associate becomes aware. 

2.1.6 Amendments.  To make any amendment(s) to PHI in a Designated Record Set that DHS directs or agrees to pursuant to 45 CFR 164.526 at the request of DHS or an Individual, within five (5) business days after request of DHS or of the Individual. Business Associate also agrees to provide DHS with written confirmation of the amendment in such format and within such time as DHS may require. 

2.1.7 Access.  To provide access to PHI in a Designated Record Set to   DHS upon request, within five (5) business days after such request, or, as directed by DHS, to an Individual in order to meet the requirements of 45 C.F.R. § 164.524.  Associate also agrees to provide DHS with written confirmation that access has been granted in such format and within such time as DHS may require. 

2.1.8 Disclose Practices, Books, and Records.  To give DHS, the Secretary of the U.S. Department of Health and Human Services (the "Secretary") or their designees access to Business Associate’s books and records and policies, practices or procedures relating to the use and disclosure of PHI for or on behalf of DHS  within five (5) business days after DHS, the Secretary or their designees request such access or otherwise as DHS, the Secretary or their designees may require for purposes of the Secretary determining DHS’s compliance with the Privacy and Security Rules. Business Associate also agrees to make such information available for review, inspection and copying by DHS, the Secretary or their designees during normal business hours at the location or locations where such information is maintained or to otherwise provide such information to DHS, the Secretary or their designees in such form, format or manner as DHS, the Secretary or their designees may require.

2.1.9 Document Disclosures.  To document all disclosures of PHI and     information related to such disclosures as would be required for DHS to respond to a request by an Individual or by the Secretary for an accounting of disclosures of PHI in accordance with the requirements of the Privacy and Security Rules.

2.1.10 Release Documentation of Disclosures.  To provide to DHS or to an Individual, information collected in accordance with Section 2.1.9 of this Agreement, above, to permit DHS to respond to a request by an Individual for an accounting of disclosures of PHI as provided in the Privacy and Security Rules.

2.1.11 Respond to Requests from Individuals.  Except as this Agreement or any other agreement between DHS and Business Associate may otherwise provide, in the event Business Associate receives an access, amendment, accounting of disclosure, or other similar request directly from an Individual, Business Associate will redirect the Individual to DHS.

2.1.12 Ownership.  To the extent permitted by law, any and all PHI provided to or created by Business Associate shall remain the property of DHS, and Business Associate’s use, possession or knowledge of PHI does not cause Business Associate to have any right, title, ownership or interest in the PHI, including de-identified information.

2.2 Permitted Uses and Disclosures by Business Associate

2.2.1 Functions and Activities on Behalf of DHS.  Except as limited in this Agreement, Business Associate may use or disclose PHI only to extent necessary to meet its responsibilities as set forth in the Contract provided that such use or disclosure would not violate the Privacy and Security Rules if done by DHS or the minimum necessary policies of DHS.  All other uses or disclosures by Business Associate not authorized by the Agreement or by specific instruction of DHS are prohibited.
2.2.2 Business Associate’s Management and Administration.  Except as otherwise limited by this Agreement, Business Associate may use PHI for the proper management and administration of the Business Associate or to carry out the legal responsibilities of the Business Associate.

2.2.3 Disclosure by Business Associate Required by Law or With Reasonable Assurances.  Except as otherwise limited by this Agreement, Business Associate may disclose PHI for the proper management and administration of the Business Associate and to carry out its legal responsibilities, provided that disclosure is Required By Law, or provided that the Business Associate obtains reasonable assurances from the person or entity to whom the Protected Health Information is disclosed that: 1) the Protected Health Information will be held confidentially; 2) the Protected Health Information will be used or further disclosed only as Required By Law or for the purpose(s) for which it was disclosed to the person or entity; and 

3) the person or entity will notify Business Associate of any instances of which the person or entity is aware in which the confidentiality of the information has been breached.

2.2.4 Data Aggregation Services. Except as otherwise limited by this Agreement, Business Associate may use Protected Health Information to provide Data Aggregation services to Covered Entity as permitted by 45 C.F.R. §164.504(e)(2)(i)(B).

2.2.5 Report Violations of Law.  Business Associate may Use PHI to report violations of law to appropriate Federal and State authorities, consistent with 45 C.F.R. § 164.502(j)(1). 

3.
OBLIGATIONS OF DHS


3.1
Inform Business Associate of Privacy/Security Practices and Restrictions.

3.1.1
Security Rules if, and to the extent that, DHS determines in the exercise of its sole discretion that such limitation will affect Business Associate’s use or disclosure of PHI.

3.1.2

DHS will notify Business Associate of any change in, or revocation of, permission by an Individual to use or disclose PHI to the extent that DHS determines in the exercise of its sole discretion that such change or revocation will affect Business Associate’s use or disclosure of PHI.

3.1.3

DHS will notify Business Associate of any restriction regarding its use or disclosure of PHI that DHS has agreed to in accordance with the Privacy and Security Rules if, and to the extent that, DHS determines in the exercise of its sole discretion that such restriction will affect Business Associate’s use or disclosure of PHI.

3.2
Permissible Request by DHS.  DHS shall not request Business Associate to use or disclose PHI in any manner that would not be permissible under the Privacy and Security Rules if done by DHS.
4. TERM AND TERMINATION
Term. The Term of this Agreement shall commence on the day and year first written above, and shall terminate when all of the PHI provided by DHS to Business Associate, or created or received by Business Associate on behalf of DHS, is destroyed or returned to DHS, or, if it is infeasible to return or destroy PHI, protections are extended to such information, in accordance with the termination provisions in this Annex.

Termination for Cause. Upon DHS’s knowledge of a material breach by Business Associate, DHS shall either:

a. Provide an opportunity for Business Associate to cure the breach or end the violation, and terminate this Agreement if Business Associate does not cure the breach or end the violation within the time specified by DHS; 

b. Immediately terminate this Agreement if Business Associate has breached a material term of this Agreement and cure is not possible; or

c. If neither termination nor cure is feasible, DHS shall report the violation to the Secretary. 

4.3
Effect of Termination.  

a. Except as provided in paragraph (b) of this Section, upon termination of this Agreement, for any reason, Business Associate shall return or destroy all PHI received from DHS, or created or received by Business Associate on behalf of DHS. This provision shall apply to PHI that is in the possession of subbusiness Associates or agents, including subcontractors, of Business Associate. Neither Business Associate nor its agents nor subbusiness Associates including subcontractors, shall retain copies of the PHI.

b. In the event that Business Associate determines that returning or destroying the PHI is not feasible, Business Associate shall send DHS detailed written notice of the specific reasons why it believes such return or destruction is not feasible and the factual basis for such determination, including the existence of any conditions or circumstances which make such return or disclosure infeasible. If DHS determines, in the exercise of its sole discretion, that the return or destruction of such PHI is not feasible, Business Associate agrees that it will limit its further use or disclosure of PHI only to those purposes DHS may, in the exercise of its sole discretion, deem to be in the public interest or necessary for the protection of such PHI, and will take such additional action as DHS may require for the protection of patient privacy or the safeguarding, security and protection of such PHI. 

c. If neither termination nor cure is feasible, DHS shall report the violation to the Secretary.

d. Section 4.3 of this Agreement, regarding the effect of termination or expiration, shall survive the termination of this Agreement.

5. MISCELLANEOUS.
5.1 Regulatory References. A reference in this Agreement to a section in the Privacy Rule or Security Rule means the section as in affect or as amended.

5.2 Amendment. The Parties agree to take such action as is necessary to amend this Agreement from time to time as is necessary for DHS to comply with the requirements of the Privacy Rule, the Security Rule and the Health Insurance Portability and Accountability Act of 1996, Pub. L. No. 104-191

5.3 Survival. The respective rights and obligations of Business Associate under Section 4 of this Agreement shall survive the termination of this Agreement.

5.4 Interpretation.  Any ambiguity in this Agreement shall be resolved to permit DHS to comply with applicable state and federal laws, rules and regulations, and the Privacy and Security Rules, and any rules, regulations, requirements, rulings, interpretations, procedures or other actions related thereto that are promulgated, issued or taken by or on behalf of the Secretary; provided that applicable federal laws, rules and regulations and the laws of the State of Georgia shall supersede the Privacy and Security Rules if, and to the extent that, they impose additional requirements, have requirements that are more stringent than or provide greater protection of patient privacy or the security or safeguarding of PHI than those of HIPAA and its Privacy and Security Rules.
5.5 Scope.  The Parties agree that the terms of this Agreement apply to any relationship or agreement, existing now or arising in the future, between Business Associate and DHS related to use and/or disclosure of PHI. 

5.6 Entire Agreement. This Agreement is the complete and exclusive statement of the understanding of the parties with respect to the subject matter hereof and hereby supersedes any prior written or verbal proposals, agreements, understandings or discussions with respect to same. This Agreement shall not be limited in any way by any provisions in the Contract. This Agreement may not be modified or amended except by written agreement executed by authorized representatives of both parties. 

5.7 Binding Effect. This Agreement shall be binding upon and inure to the benefit of the parties hereto and their respective successors and assigns. 

5.8 Severability. In the event that any provision of this Agreement is held to be invalid or unenforceable, the remaining provisions of this Agreement shall remain in full force and effect. 

5.9 Choice of Law. This Agreement shall be governed by the laws of the State of Georgia.
5.10 Full Force and Effect.  All other terms and conditions contained in the Contract and any amendment thereto, not amended by this Annex, shall remain in full force and effect.

5.11 Business Associate Assurances.  The Business Associate agrees that it will comply with all provisions of HIPAA and the federal “Standards for Privacy of Individually Identifiable Health Information” promulgated thereunder at 45 CFR Parts 160 and 164, subparts A and E; and upon the enforcement date as specified by the regulation, the Health Insurance Reform:  Security Standards at 45 C.F.R. parts 160, 162 and 164, and that it assures to DHS that it will provide appropriate safeguards of Protected Health Information ("PHI") as an entity that provides functions, activities, or services involving the use of PHI.

Budget Transfer Amount							$33,024,017


Less FY2009 Budget Cut to get to 6.0%				 	  (2,000,000)


FY10 State Dollars Spend Plan Total		





$31,024,017





$31,024,017
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