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Section I. INTRODUCTION

Overview

The Maryland Department of Human Resources (DHR) is designated by the Governor as the
agency to administer the Social Services Block Grant (Title XX), TitleBvand Title IVE
Programs. DHR administers the AB, subpart two, Promoting Safe and Stable Faies plan

and overseesservices provided by the 24 Local Departments and those purchased through
community service providers. SSA under the Executive Director, has primary responsibility
for the social service components of the Title RE plan and programs that include: A)

Chake Foster Caréndependence Program, B) the Title I\A\B plan and programs for

children and their families funded through the Social Services Block Grant, and C) the Child
Abuse Prevention and Treatment Act (CAPTA). To view the Social Services

Z A N A~ o~ A A~ N

Administrationd O T OCAT EUAQOET T Al OOOOAOOOANh OAA | BPAT

Vision: The Maryland Department of Human Resources, Social Services Administration
envisions a Maryland where all children are safe from abuse and neglect, where
children have permanent homes and where familie are able to meet their own needs.

Mission: To lead, support and enable local departments of social services in employing
strategies to prevent child abuse and neglect, protect vulnerable children, preserve and
strengthen families, by collaborating withstate and community partners.

Maryland is building a system that improves family and child welbeing through the

provision of family-centered, childfocused, communitybased services.

$(2h -AOUI AT A3O EOI AT OAOOEAAOOAT E ABBPURAAXADB &
#EEI AOAT 60 #AAET AO xEEAEh & O 11T 0OA OEAT omn UA
AT i i EOIi ATO 01 AAEEAOGET ¢ A Ail1 AAI OAOEOA OUOOA
FAI EI EAOS 4EA #EEI AOAT 60 #AAET fadmeBt@f AT | POEOA
Health and Mental Hygiene (DHMH), DHR, Department of Juvenile Services (DJS), and

Maryland Department of Disabilities (MDOD), the Superintendent of the Maryland State
$ADAOCOI AT O T £ AOAAOGET 1T AT A OEA %eLChIGénE OA $EO
4EA #EEI AOAT 60 #AAET AO DPOI OEAAO A OAEEAI A & O
behalf of children and families with the most complex and challenging needs.

Since 2007, Maryland has been systematically enhancing and improving its chilélfare

system through broad initiatives (Place Matters, Ready by 21), practice model

improvements (Family Centered Practice, Youth Matter, Alternative Response), program
improvement policies (Guardianship Assistance Program, Tuition Waivers, Kinship

Nawvigators), and innovative and evidencébased programmatic improvements (Family

Finding, Family Involvement Meetings, Family Unification Program Voucherspver the

next 5 yearsMaryland is poised to utilize these wideranging initiatives under the IV-E

Waiver Demonstration (proposal currently under consideration to begin 10/1/14) to

reduce entries and reentries into out-of-home care and reduce lengths of stay for youth in
out-of-home care, ultimately achieving greater safety, permanency, and wdléing for

- AOUl AT A6O AEEI AOAT AT A EAI EI EAOS
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Place Matters promotes safety, family strengthening, permanency and communitased
services for children and families in the child welfare system. The proactive direction of
Place Matters is designed to improve the ectinuum of services for children and families,
and places emphasis on preventing children from coming into care when possible, while
ensuring that children are appropriately placed when they enter care. Place Matters also
shortens the length of time youthare placed in outof-home care. The goals of Place
Matters are to:

1 Keep children in families first : place more children who enter care with relatives or
in resource families as appropriate and decrease the numbers of children in congregate
care.

T Maintain children in their communities : keep children at home with their families
and offer more services in their communities, across all levels of care.

1 Reduce reliance on out -of-home care: provide more in-home support to help
maintain children with their families.

1 Minimize the length of stay : reduce length of stay in oubf-home care and increase
reunification.

T Manage with data and redirect
resources: ensure that managers have
relevant data to improve decision
making, oversight, and accountability.

1 Shift resources from the backend to the
front-end of services.

{

2013-.‘ ‘l|' ‘||

LR

The primary successes of Place Matters are 87in July m_"‘ ‘ | J
found in the shorter lengths of stay in outof-

home care and the increasing numbers of ' 0700 4000 6000 G000 70000 200d
children and youth exiting from foster care
to a permanent phcement.  Since the start
of Place Mattersthe number of children in
out-of-home care has decreased by 43%, and the number of youth in group placements
has decreased by more than 50%; the proportion of youth in group home placements
declined from 19% to11%. There are fewer children in foster care today in Maryland
than at any time in the past twenty -five years.

)T ¢mmyh OEA #EEI AOAT 60 #AAET AO OAI AACGAA OEA

Interagency Strategic Plan in partnership with familiescommunities and providers (see
updated 2011 Plan Appendix B). This plan identified a series of strategies and targeted
initiatives to improve access, services, and supports for children and families across
systems and agencies. The accompanying implementation plan continues to be updated
and serves as a foundatio for cross-systems design initiatives, including the
implementation of evidenceinformed practices and service delivery models, family
partnership, and individualized care planning.

DHR attributes much of the success to its Family Centered Practice (F@#®del, which is at
OEA AT OA T &£ -AOUI ATA8O AEEIT A xAl ZAOA 11 AAI
outlined in the Interagency Strategic Plan. FCP includes the utilization of the Family
Involvement Meeting (FIM) to encourage children, family mmbers and community
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partners to be actively involved in case planning decisions. Maryland has partnered with
families, including kin and fictive kin, to move children out of foster care and into
permanency. More than 17,400 children have moved to permant homes through
reunification, adoption, or guardianship since 2007.

More than 17,400 children have found permanent homes through
adoption, guardianship or reunification with families since 2007.

ADOPTIONS PR IE iicciicisisiiisacansssnsnssnans
GUARDIANSHIPS BB ----ooovveerrerreccnniennnens

I AAAAAAAAAR
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Placement from FY 2008 to FY 2013

- AOUI AT A0 OOAAAOGO ET OAAOAET ¢ &£ OOAO AAOA OE
exceeding entries from year to year. Entries have generally been consistent over time, with
only occasional increases, as illustrated ifrigure 1 below.
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Figure 1: Maryland Foster Care Entries & Exits, July 2007 -July 2013

Source: Maryland Depamient of Human Resources. 2014, Janu@8yFile- Trends data
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Although Maryland hasexperienced a decrease in entries in the past two years, the
challenge is to focus on a continued reduction of entries into foster care by determining the
factors that lead to placement and the services required to prevent placement. Place
Matters, thereEl OAh EO OEEAOETI ¢ EOO &£ AOGO O 1 AO0O1 xEI
needs to build flexible capacity to make this happen.

In July 2012, Maryland passed landmark legislation permitting the development and
implementation of an alternative respon® system to address low risk cases of child abuse
and neglect. Alternative Response permits DHR to intervene to ensure safety and address
risk without the stigma of a finding of maltreatment being attached to the parent. The
cornerstone of Alternative Response is family engagement; families work with DHR to
address the issues that place children aisk. Maryland provides Consolidated IfFHome
Services to families where risk of maltreatment is identified, and the availability of targeted
community services to meet the needs of families and children is integral to the success of
Alternative Response. July 2013 marked the beginning of the yedang implementation of
Alternative Response. By July 2014, Alternative Response will be available statewide as a
alternative to traditional, investigative responses, when appropriate.

As noted above, the successes of Place Matters have led to reductions in the number of
childreninout-of-ET I A~ AAOAN ET xAOAOh AO - AOUI AT-66680 OI O/
home care has decreased, the percent of youth over the age of 14 has increased Fggeee

2)

% of Children in Out -of-Home Care Aged 1417

30.00%
29.50%
29.00%
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28.00%
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26.00%
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24.50% - . . .
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Figure 2: % of Children 14 -17 in Out-of-Home Care

Data Source: MD CHESSIE

Nearly half of the youth in care in Maryland are between theges of 1420, with almost
30% of youth in care aged 180. This group of youth presents unique needs as they
prepare to transition from foster care to young adulthood.Ready by 21EO - AOUI AT A8 O
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initiative to ensure that youth are prepared for the transiion into adulthood. Focusing on
the five core areas of housing, education, finances, health, and mentoring, Ready by 21
provides a framework and key strategies that are implemented at the local level by the

LDSS and their community partners.
Ready by 21is designed to ensure that
youth have the necessary skills and
resources to integrate back into their
homes and communities when they
reunify with the families or to be
successful if they emancipate from care

at 21.
Maryland has been innovative in its work

with transition -aged youth, recognizing
that the supports that are provided to
youth ages 1417 has an impact on their
permanency and weltbeing as they move
into adulthood. While some states are
only just starting to consider expanding
foster care up through age 21, Maryland
has permitted youth to remain in foster
care up to their 23t birthday for over 25 yearsif they do not reunify with their families or

enter guardianship or adoption prior to their 18" birthday. While the child welfare system

is no substitute for a family, the resources and supports that DHR provides to these youth

as they move into adulthood serve as a critical safety net. Finally, tileuth Matter

Practice Model is an important piece of Mas 1 AT A8 O 2AAAU AU ¢p ET EOEAC
understanding the process and importance of actively engaging and teaming with youth.

LDSS use FIMs, advisory boards, and other local opportunities to engage youth in both the

practice and policy levels of the lild welfare system.

FINANCIAL sTABILTY

Continuum of Care
The programs under the Social Services Administration provide a continuum of care of the

Goals, Safety, Permanence and W&king as displayed in the Graphic, Child Welfare
Continuum of Care.
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Child Welfare Continuum of Care

Child Protective

Services In-Home Out-of-Home
Response Services Services Adoption

1 Screening; CPS 1 Services to 1 Outof-Home Placement 1 Adoption
(Alternative and Families with 1 Ready by1 (Transitional Assistance
Investigative Children, Intake Youth Servicgs Program
Responses), 1 Consolidated 1 Guardianship Assistance 9 Mutual Consent
Information and Family Services Program Voluntary
Referral (I&R), Non 1 Interagency 1 Resource Development Adoption Registry
CPS Family and Placement Support 1 Adoption Search,

1 CPS Background Preservation Services (Resource Home Contact and
checks Out of State Placements, Reunion Services

9 Child Protective Education/Health)

Services (CPS) Interstate Compact for the
Investigatve Placement of Children
Response Placement Support

9 Child Protective Services
Services Alternative
Response

Collaboration/ Agency Responsiveness to the Community

Maryland has developed collaborations with state/county agencies, stakeholders, non

profits, community organizations and the courts to review and improve outcome®f

children. Through these partnerships DHR has engaged in meaningful discussions that have

shaped the development of this plan. As DHR moves forward over the next five years these
partnerships will support the implementation and ongoing evaluation of thegoals,

objectives, and measures established to ensure the safety, permanency, and weihg of

children in the child welfare system. See AppendixCfor AAOAET AA AAOAOEDOEIT T O
collaborative partners.)

Strengths N
$(2733!60 PAOOT AOO AOA AAOEOA PAOOI AOO ET bpOI
Department forward in developing and monitoring better outcomes for children. Many of

June 30, 2014 9



the organizations are represented on more than one committee or initiativehtis giving a
linkage to the whole child welfare system, rather than viewing the outcomes from a single
program or agency.

I OOOAT COE EO OEA AEOAAO AT 1 OAAO xEOE $(2660

feedback and comment on data and evaluations regarding programs and policies for
revision, development and outcomes through meetings and discussions. There are a
myriad of regularly scheduled stakeholder groups as outlined in Appendi&.

In addition to the groups listed in Appendix C, SSA also meets regularly faoeface with
local Directors and Assistant Directors of the Local Departments of Social Servioghich
AOA Al O 33 !.&R6évied & pdiicle&dnd pfadtiCed are regulawith
opportunities for comment during the drafting of policies and when requested SSA also
gives Local Departments of Social Services opportunities to comment on draft gl thus
enabling SSA to review any noted impacts on the Local Departments of Social Services.

A group process recently used with SSA meetings is to regularly break larger group
meetings into interactive small groups within the meeting. The small groupsnable all
participants to discuss issues, review data, give feedback and report out the top issues,
results, etc. The discussions are captured in reports and distributed back to the larger
group. The feedback loop of gathering input and information, péuring it and sending the
reports back out to stakeholders closes the communication loop. The action items and
reporting issues may be used for Action Plans and further discussion. SSA currently
receives evaluations for formal meetings. Evaluations adistributed, compiled and
reviewed for comments, concerns or suggestions for improvement. DHR will continue to
present data, ask for input and information, distribute evaluations, and engage in direct
dialogue with stakeholders to evaluate and monitor prgress the responsiveness to the
community concerns.

Concerns

As data is reviewed, the story behind the data needs to be strengthened to provide clear
explanations for what is occurring that drives the data. The contributing factors for data
results are ruanced and require that the story behind the data accompanies the data charts.
As DHR works with the local stakeholders, local departments with quality assurance, data
analysis and the story behind the data will strengthen. DHR has also begun working at
Regional Supervisory Meetings to receive direct feedback on issues, policy and
improvements to service.

DHR will continue to provide evaluations at meetings to collect data for areas to improve
and areas to continue and enhance.

As DHR/SSA continuefo move to more data driven decisions, DHR/SSA will work with

partners to ensure that the story behind the data is weltonveyed in meaningful,
understandable language that would prevent misinterpretation of data or of the message.

June 30, 2014
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Section II. ASSESSMENT OFERFORMANCE

Data

Maryland hasbeen collecting and gathering data as it pertains tithe outcomesfor children
and families. Over the next five years, DHR plans taégrate Results Based Acountability
practices (Trying Hard Is Not Good Enoughby MarkFriedman)to support the ongoing
review of data to better inform the policies, practices, and programs developed to support
the children, youth and families in Maryland's child serving systemsThe Results
Accountability framework attempts to answer threebasic questions regarding the
performance of the child welfare system:

1 How much did we do?
1 How well do we do it?
1 Is anyone better off?

The case plan dataAppendix M) in addition to Place Matters datawill be part of the review
of data. Maryland plans to actively involve internal and external stakeholders in the data
review process to strengthen the policies, practices and programs for children, youth and
families. The emphasis of Place Matters over the years has legusitive outcomes and
Maryland will plan to review data as part of a regular practice with stakeholders.

Place Matters

The Maryland DHR made a deliberate and focused shift in its practice, policy and service

delivery with the July 2007 statewide rolloutil £ OEA 601 AAA - AOOAOOS EITE
promotes safety, family strengthening, permanency and communitlased services for

AEEI AOAT AT A EAITEIEAO ET OEA AEEI A xAl £ZAOA OU
- AOOAOOGO6h AAOGECT AA OTOAD®OALAR AER -AAOWEATONI O 114
families, places emphasis on preventing children from coming into care when possible,

ensuring that children are appropriately placed when they enter care, and shortening the

length of time youth are placed in ouof-home care. The goals of the Place Matters

Initiative are:

1 Keep children in families first - Place more children who enter care with
relatives or in resource families as appropriate and decrease the numbers of
children in congregate care.

1 Maintain children in their communities - Keep children at home with their
families and offer more services in their communities, across all levels of care.

1 Reduce reliance on out -of-home care - Provide more inrhome supports to help
maintain children in their families.

1 Minim ize the length of stay - Reduce length of stay in oubf-home care and
increase reunification.

June 30, 2014 11



1 Manage with data and redirect resources - Ensure that managers have
relevant data to improve decisionmaking, oversight, and accountability. Shift
resources fran the backend to the front-end of services.

3ETAA *O0I U ¢nmnmxh OEOI OCE ! DPOEI c¢mpt $(280 01 A
the total number of children in outof-home care by 47%; decreased the proportion of total

youth in group home placementdsrom 19% to 10%; increased the proportion of total

family home placements from 70% to 71%. In addition, the proportion of children exiting

to reunification, guardianship, and adoption has increased from 66% during state fiscal

year 2008 to 77% for statefiscal year 2013, and to 77% for the partial SFY14 (July 20%3

April 2014 data available).

Children in Out-of-Home Care

June 30, 2014 12
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Exits from Outof-Home Care Adoption
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Exits from Outof-Home Care Guardianship
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Permanency Efforts,
Number of Children Reunified
2,500
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30AAAOOAEDI Eipi Al Al OAGEIT 1 & 00l AARA - AOGOADOG

Child and Family Services Interagency Strategic Plan (Appendix B), which directs the
implementation of a coordinated interagency effort to develop a chikdamily serving
system that can better meet the needs of children, youth and their families and target
children who are atrisk for a range of negative outcomes (e.g. delinquency, child
maltreatment, Outof-Home Placement, and poor school achievement).

Child and Family Outcomes

Safety Outcome AChildren are first and foremost, protected from abuse and neglect

Child Protective Services (CPS) is a mandated program for the protection of all children

in the State alleged to be abused and neglected. Child Protective Services screens and
responds to allegations of child abuse and neglect via investigative or alternative response,
performs assessments of child safety, assesses the imminent risk of harm to the children
and evaluates conditions that support or refute the alleged abuse or neglect and need for
emergency intervention. It also provides services designed to stabilize a family in agsand

to preserve the family by reducing threats to safety and risk factors. This program provides
an array of prevention, intervention and treatment services.

June 30, 2014 15



CPS Reports

Number of CPS Reports, by Calendar Yea

CY 2011 50,395
CY 2012 52,955
CY 2013 51,848

Source: MD CHESSIE and Baltimore City
data; State Stat 03 files

The number of reports called into the Local Departments of Social Services (LDSS) has
remained fairly constant over the past several years. Training of the professional and lay
community to recognize and report child abuse and neglect offered by local depment

and central office staff will continue. Recent involvement of community stakeholders in the
effort to implement Alternative Response has generated a better understanding of the role
of CPS in ensuring safety for children.

Strengths

Maryland continues to operate local hotlines with allegations of child abuse and neglect
called directly into the 24 Local Departments of Social Services. Local departments report
that this encourages communication between them and their primary stakeholders,
promotin g cooperation with hospital, school and law enforcement staff in their jurisdiction.
Baltimore City LDSS operates 24 hf 7 day screening and CPS response while the other
local departments have after hours staff available to take referrals and handéenergencies.

Concerns

Some child advocates want to see the state move to €820 telephone number for all
reports of child abuse/neglect. They have approached the Maryland Legislature each year
following the Penn State incident with bills proposing incrased penalties for failure to
report and mandatory training for mandated reporters. These advocates believe that this
will ease access to reporting and encourage professiorsdb report. When first brought up
this office contacted local departments regating their sense as to whether moving to a
centralized Intake number would help or hinder their process.While not a scientific
survey, manyLDSSelt that having direct contact with their community, especially
mandated reporters, fostered a positive relonship with those who report. As stated
above, Maryland believes that the current system encourages better communication and
accountability at the local level.

Partners

, TAAT 1 Ax AT £ OAAT AT O POl OEAAO AEOAO EIT OO
jurisdictions (except Baltimore City). Each LDSS has an agreement with their local law
enforcement that spells out how calls regarding allegations of child abuse or neglect will be
handled. Every LDSS has staff prepared to respond on site should the nagse.

June 30, 2014
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CPS Responses

Number of New CPS Responses

by Calendar Year
CY 2011 27,879
CY 2012 27,107
CY 2013 25,891

Source: MD CHESSIE and Baltimore City
data; State Stat 03 files

The number of new CPS responses into allegations of child abuse and neglect dropped 7%
betweenCalendar YearCY)¢ mpp AT A ¢mpo8 )y I b1 AT AT OAQGEIT T 1 A
(10/1/13) substance exposed newborn law may explain some of the more recent drop.
SubstanceExposed Newborn (SEN) allegations are now directed for a néddPS response

AT A OEAOAA&EI OA 110 AT O1 OAA AO A #03 2A0ODPI T OAs8
newborn follows the CAPTA provision whereby drug/alcohol use during pregnancy cannot

be usedas evidence of child abuse or neglect. Maryland does respond to substance

exposed births with assessment, a plan of safe care and services to the family. Only those

situations where an act of abuse or neglect occurs pebtrth are assigned for a CPS

response.

Strengths

In July 2013, Maryland began implementing Alternative Responf@R) across the state

with full implementation occurring by July 2014. Alternative Response responds to low
risk allegations of child abuse and neglect by assessing safety and risk, family needs and
building upon the strengths of the families to address ideiified needs. This approach
embraces the Family Centered Practice model as it encourages family involvement and
engagement in efforts to protect children. That process will be discussed in other sections
of this report.

Several years ago MD adopted Sictured Decision Making (SDM) as a tool to categorize
allegations of abuse/neglect and to assign a response times based on law and seriousness
of the allegation. This process has helped local staff determine maltreatment type and
recommended response time Having SDM in place helped with implementation of
Alternative Response in that staff had a tool to use to base the screl@fscreen-out

decision prior to considering whether an allegation should gélternative Responseor
Investigative Response

Concens

As stated above, Maryland began implementation of the two path response to allegations of
child abuse or neglect on July 1, 2013. Of concern is a possible perception of the
community, professional and lay, that the requirements for initiating an invesgation have
beenlessened. The majority of this concern was from attorneys representing children who
believe that AR will divert children from coming before the Juvenile Court and therefore
increase their vulnerability to repeat maltreatment. Attorneys representing parents voiced
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concern that families would be assigned to the AR track and after divulging

sensitive information would be switched to IR before their attorney could advise them
against sharing certain information. However, mostcommunity stakeholders including
schools, treatment providers,and community service providers voiced strong support of
the new model and stated that this would increase family participation in services.

Beginning in the summer of 2014 the newly developed and approveSicreening Policy will

AA OAlI AAGAA AT A OOAETEITC A O OEA $APAOOI AT 0580
Child Welfare Training Academy and central office (SSA) staff. Training will focus on the

new policy that prompts staff to view callers as aesource and not solely a reporter. It also

makes it clear that in order for an allegation to be assigned for either an AR or IR, it must

first meet the criteria to be accepted as a CPS report.

Partners

Casey Family Programs (CFP) supported Maryland's ptementation of the two path CPS
response systemCFP is funding the statutorily required evaluation of the new effort. A
contract was signed with Applied Research Institute (ARI) who will conduct the twgear
evaluation. Findings will be shared with the Legislature and used by the Department to
guide work regarding improvements to the system. CFP participated on the Alternative
Response Council that planned implementation. A representative from CFP chaired the
Council meetings.

CFP provided technical support for monthly Learning Collaborative meetgs. This
technical support included offering a staff member to help identify potential expert
resources for presentations at thecollaboratives, assisting with meeting logistics and
providing food for the 40 plus staff from the staff who attend. CFP alsent five local
department staff to Local Departments of Social Services in Ohio and Minnesota to learn
from their counterparts. It is anticipated that CFP will continue their work in Maryland
through calendar year 2014.

The National Resource Center fdn-Home Services provided support in the form of one of

their consultants who proved to be extremely valuable as the Department planned for

Ei b1 Ai AT OAQET 1T 8 AEA $APAOOI AT O AAT AEEOAA £EOI
as she was able to attend mosif the local planning meetings (referred to as cahairs

meetings) in each of the 5 geographical regions as they prepared to go live. Her input from

actual field experience working in other states as they developed their programs helped

reduce anxiety regarding this major shift in the CPS program. She brought a wealth of

knowledge and a huge array of tools that local staff warmly received.
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Timeliness of CPS Response

Child Protective Services (CPS)CasesOpenLess than 60 days, Average
Percent, by Calendar Year
Target: 90% of CPS responses will be completed within 60 days
Investigative Response Alternative Response

partial CY 2011* 83%
CY 2012 89%
CY 2013 89% partial 2013* 99%
*April -Dec; tracking of this indicator *July-Dec; AR was initiated in
began in April 2011 July 2013
Source: MD CHESSIE; State Stat Place Matters files

Maryland law requires that both Investigative Response (IR) and Alternative Response
(AR) be completed within 60 days of initiation.

Strengths

All Maryland Child Protective Services (CPS) staff is aware of this requirement as it has not
changed in 20 plus years. Data over the past several years puts completed investigations at
89%, close to the goal of 90%. Many local departments meet or exceed the goal. A daily
client-level report of all open investigations is available to each DSS administrators can
carefully monitor completion of investigations (each DSS has access to only their records).
LDSSstaff reports that this report has been extremely helpful in improving the timeliness

of completion of investigations.

Concerns

While staff is aware of the requirement there are barriers to meeting it 100% of the time.
Certain assessments or tests may take longer than 60 days to complete, such as medical
documentation, completion of police investigation necessary to inform the finding.
Maryland law does not allow an IR or AR case to be put in a pending status, while necessary
documentation is obtained. Both AR and IR are a CPS response governed by state law
(Family Law 5701) that requires the response to be concluded within 6@aysof acepting
the allegation for a CPS response. The law has no provision for a pending stafdesponses
not concluded within 60 days are considered out of compliancd.ocaldepartments can
close their CPS response armpen the family situation as a ervices case to continue their
work with the family when it is warranted.

Partners

Local law enforcement, medical staff and the Office of the Medical Examiner are partners
during investigation. Local department staff relies on forensic evidence collected by law
enforcement, expert advice from medical staff in hospitals and clinics and cause of death
determinations from the Medical Examiner to help determine if child abuse or neglect was
a contributor to the situation under investigation. Other stakeholders suchs school
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personnel, service provides,and family members assist with information that helps local
staff complete their work within the required 60 day timeframe.

Safety Outcome 2Children are safely maintained in their own homes whenever possible
and appropriate

In-Home Family Services are family preservation programs available within the Local
Departments of Social Services. These programs are specifically identified for families in
crisis whose children are at risk of outof-home placement. Family peservation actively
seeks to obtain or directly provide the critical services needed to enable the family to
remain together in a safe and stable environment. Maryland provides three programs
under In-Home Services continuum: Services to Families with @diren-Intake (SFGI),
Consolidated InHome Services (CIHS) and InteAgency Family Preservation Services
(IFPS). SFCprovides assessment for situations that do not meet the criteria for a CPS
OAODPI 1 OAs8 -ATU T £ OEAOA AdstOok@rviceOABIHS arEOdsds A £EA
referred from CPS, both IR and AR, or SFF@here additional work is needed to bolster a
familU Gfdtective capacities to impove safety and reduce risk. APSis similar except that
referrals can come from other child seving agencyand thechild must be at high risk for
Out-of-Home Placement.

Families and Children Receiving In_-Home Services

Total Number of Families and Children
Served, by State Fiscal Year

State Fiscal Families Children

Year

SFY2010 7,899 17,265
SFY2011 7,556 16,554
SFY2012 8,743 18,806
SFY2013 8,735 18,791

Source: (MD CHESSIE); State of Maryland-afut
Home Placement and Family Preservation
Resource Plan, 2013

It is anticipated that there will be a modest increase in the number of families/children

served annually in the InHome Services programs in the upcoming 5 years. The primary
reason for the expected increase is full implementation of the two path CPS pesise

system. Anecdotal reports from the first jurisdictions to implement Alternative Response

are that there is a slight increase in the number of families referred for ongoing-nome
service. Early reports are that families coming from cases assignedthe AR path are more
eager to engage in service and therefore may actually stay engaged for a longer period. The
results are very dependent on a successful paradigm shift from the tradition investigation
approach to one where families are made to feehore like partners in the process.
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Strengths

Every Local Department ofSocial Services offers ongoing {hlome Rrvices. Consolidated
In-Home Services is the largest program and serves families needing additional work
beyond AR and IR. Ongoing sendaavorkers have incorporated family centered practice
into their practice over the past several years. Consolidated-iHome services compliment
the work that AR workers are accomplishing with families, creating a very warm hand off
assessment and ongoingesvice.

Concerns

Of concernare having servicesavailable in the community to assist with the anticipated
increase in the number of families needing and wanting to participate with services
providers. Local departments cannot meet the need themselves and will need support
from their community.

Partners

Community partners providing service for irhome families were brought into AR
implementation at the very beginning. Local departments asked their
partners/stakeholders to participate in their AR Kickoff events and each local department
asked a commurtly partner to serve as their cechair for implementation planning. Ce
chairs represented the local schools, local management boards and core management
boards and core service agencie€ver the next five years central office staff will work with
local departments to expand their current definition of service provider to include
programs identified as needed by families that may lie beyond those currently used. This
may include discussions with traditional providers to expand their offering and/or
reaching out to entities not previously identified as a potential resource. For example,
creating a website where service needs could be posted and those interested in helping
could sign up to help. A local department might list the need for a carpenter to astswvith
reconstruction of a home damaged by fire and the local trade school could respond with
students needing work experience.

Recurrence of Maltreatment

Absence of Recurrence of Maltreatment, by Federal
Fiscal Year
Target: Absence of Recurrence dflaltreatment will be
94.6% or more

FFY 2010 93.6%
FFY 2011 93.3%
FFY 2012 93.0%
FFY 2013 93.2%

National Standard: 94.6% or morenational median =
93.3%, 25th percentile = 91.50%

Source: MD CHESSIE; University of Maryland School of Si
Work analysis
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neglect within 6 months of initiating an investigation that had an indicated finding.

- AOUI ATAGO 1 Ax Cci OAOTET C 1 AET OAT AT AA T £ ET OAO
keep investigation records closing with an indicated finding fo25 years. This allows the
$ADPAOCOI AT O O EAAT OEAU A Al T OAA OatkéaEdfoh OAAS E
AT U ET OAOOECAOEIT AlTOEI Cc xEOE Al OET AEAAOAAS
The recurrence rate in Maryland is low and since 2010 never deviated more than 1.6%

AOiI I OEA . AOET 1T Al 30AT AAOA8 - AOUI AT A0 OAAOOO
practice of documenting all allegations of abuse and neglect discovered during a CPS

response. For example, a report of physical abuse is accepted and during the interview

with the child, a disclosure relating to neglect is made. The worker is required to enter the

Ol Ax Al 1 A Cthesigstemn, alfhdu§hithe incident occurred prior to the allegation that

brought the family to the attention of the department. The federal standard measures

recurrence from the date of the first allegation, therefore the neglect allegatiois captured

as recurrence.

Strengths

- AOUI AT A0 OAAOOOAT AA OAOA EAO OAI AET AA OAOU
fluctuating lessthan one percentage point up or down.This percentage will likely change

with implementation of Alternative Response.Cases traditionally assigned as an

investigation and closed with an indicated finding might now be assigned to the Alternative
Response path and closed without a finding. So a case served in AR and closed, followed by
a new investigation closing within6 months with an indicated finding will not be counted

as a recurrence based on the current definition. This potentially changes the denominator
(less indicated findings) in the equation and therefordghe resulting percentage. SFX015

will be the first full year with statewide AR implementation. SFY2015results will help

establish a new baseline for recurrence.

Concerns
Of concern is the national discussion regarding changing how recurrence is measured.

Should the current definition change to one thatdoks more at rereporting rather than
indicated findings, Maryland would experience difficulty in tracking that rate. State statute
requires that reports screened out from a CPS response (not accepted for AR or IR) or
0001 AA 1T 68O6 /I 1 Ihé IR path®e shudged fdin thd dutdmated datBase
120 days from their receipt. Any measurement or query looking beyond 4 months for
subsequent activity from a specific date would miss any report screened out or ruled out
following investigation. For example, a new report received in the month following closure
of an investigation that concludes with a ruled out finding would not be in the dabase if a
search was conducted 4 months after the receipt of the information for the initial
investigation. Thesame issue exists with any effort to track screened out referrals. Any
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measure of recurrence that would include capturing information on cases that concluded
with anything other than an unsubstantiated or indicated finding would pose a problem.

Partners

)yl OEA TA@O v UAAOO ,$3386 xEIl AA Ai1OET OET ¢
the capacity and scope of services available in their communities. This expansion requires
exploring the needs of families with families to determine what is needed lhunot available.

Families need to be heavily involved in the process as they are experts on their needs and

what they have not been able to secure.

Each local department identified partners and stakeholders specific to their communities

to help plan for Aternative Response. Those always at the table included representatives
from education, health and mental health, law enforcement, attorneys for children and
parents, the local nonprofit agencies, and faith community representatives. Reliance on
partners for supportive services for families does not stop with the launch of Alternative
Response. The Department will be spending time with each local department helping them
expand partners beyond those normally called on for assistance. This will includeet local
business community, scouting organizations, recreation and parks and other organizations
that could possibly provide a service or good to a family to help enhance their protective
capacities.

Permanency Outcome 4Children have permanency andgtability in their living situations

Out-of-Home Placement Services (Foster Care Services) provides short-term substitute
care for children removed from their homes, that have been physically or sexually abused,
neglected, abandoned, or at high risk oesious harm, while providing services to their
families directed toward achieving permanency through family reunification or alternative
permanent placement when reunification is not possible. Children are placed in the least
restrictive placement to meettheir needs, with a strong preference for relatives as the
placement of choice.

Time -limited reunification  services u® concurrent permanency planning to reunite with
the birth family or to pursue a permanent home for the child within 12 months of the
placement. Permanency planning options are considered in order of priority:
1 Reunification with parent(s)
Permanent Placemat with Relatives (includes guardianship or custody)
Adoption (relative or non-relative)
APPLA (Another Planned Permanency Living Arrangement)
611 01 OAOU Pl AAAT AT O OAOOEAAO AAAAOOA 1T £ OE
to receive treatment services ér mental illness or developmental disability

T
T
1
T
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Adoption Services develop permanent families for children who cannot live with or be

safely reunited with their birth parents or extended birth families. The Maryland Adoption

001 COAI EO AT i ieBCOMON QOT& MMEETAANGCH OEl O AEEIT AOAI
the State. Adoption services include study and evaluation of children and their needs;

adoptive family recruitment, training and approval; child placement; adoption assistange

contact and reunion;and postadoption subsidy support.

Guardianship Assistance Program provides legal stability for a childwhosebest needs

are not served via reunification or adoption. The goal of this program is to encourage

caregivers to become legal guardians of children by removing financial barriers to provide

a permanent, safe, nurturing environment for a child that suppod a familial cultural

background.- AOUI AT A6 0 AAEET EOCEIT 1T &£ Al ECEAI A EET OEI
blood or adoption to the 8" consanguinity, in addition to those with a significant emotional

bond to the child.

Out-of-Home Placements

OOHENtries OOH Exits| OOH Total Served OOH as of Dec 31
CY 2011 3,154 3,845 10,857 7,067
CY 2012 2,653 3,500 9,720 6,269
CY 2013 2,526 3,163 8,795 5,605

Source: MD CHESSIE and Baltimore City data; State Stat 03 files

Maryland remains committed to developing and maintaining living situations that will

afford a child permanency and stability while allowing for continuity of family

relationships, and ongoing connections with friends and community. Every child should

haveA PAOI AT AT O ET i A8 4EA EIT A T AU AA OEA AEEI A
AAOACEOAOBS O ET I Ah PdmtaneActs filstsdoughOdy @tlirnig icHildhed

home, whenever possible, saf@nd appropriate and in the best interest of the childWhen

reunification is not possible, he goal of the local department is to provide services that

ensure each child has a permanent home as expeditiously as possible.

Strengths

All twenty -four jurisdictions in Maryland operate foster care programs that work withthe
birth and foster families to develop and implement the most appropriate permanency plan
for each child. Maryland works to ensure that reunification, adoption, or guardianship
occurs in a timely manner for children who are placed in oubf-home care.LDSS staff is
engaging families in the permanency planning process, using family involvement meetings
including birth parents, relatives, foster parents and providers. The use of concurrent
permanency planning (working on two plans at the same time) increses the exits to
permanence.

Concerns
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Some local departments do not consistently identify concurrent permanency plans on
caseplans and on court reports. To improve establishing and documenting concurrent
permanency plans SSA will continue to work with loal departments around this issue;

utilizing Regional/OHP meetings with local department administrators/supervisors and
Quality Assurance reviews.

Partners

DHR/SSA collaborates with the Foster Care Court Improvement Project (FCCi®gnsure
that courts were aware of the concurrent permanency planning process that local
departments follow. Local Departments of Social Services include all interested persons
(birth parents, relatives, foster parents, and providers) at the Family Inveement meetings
to participate in the case planning process. Each local department also works closely with
their court system to ensure children have timely permanence.

Length of Stay

Length of Stay in Care (In Months) of All Children in Out -of-Home Care
Children in Children in care Children in care Number of
care children in
0-6 months 7-11 months 12+ months care
# % # % # %
SFY 10 1245 | 16% 742 9% 5973 | 75% 7960
SFY 11 1327 | 18% 708 10% 5327 | 72% 7362
SFY 12 1201 | 18% 750 11% 4785 | 71% 6736
SFY 13 1094 | 18% 685 11% 4186 | 70% 5965
Source: MD CHESSIE; University of Maryland School of Social Work analysis

SFY Average LOS Median
(Months) (Months)

SFY 2010 51 31

SFY 2011 49 28

SFY 2012 46 25

SFY 2013 43 24

Source: MD CHESSIHiversity of Maryland School of

Social Work analysis

- AOUI AT A60 OOA T &£ A &AIT EIT U #A1 OAOAA 0OAAOEAA
relatives) and Family Involvement Meetings leads to early identification of possible

relatives as placement resotces, decreasing their time in @t-of-Home RHacement.

Concurrent permanency planning (for example, working towards reunification while at the

same time establishing and implementing an alternative permanency plan), works to

eliminate delays in achieving d O AT AT AA &£ O AEEI AOAT 8 1101 -AO
of Guardianship and Adoption Assistance removes financial barriers for families willing to

provide permanence.
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Strengths

LDSS staff is engaging families in the permanency planning process, usingifa
involvement meetings to include birth parents, relatives, foster parents and providers. Staff
also is assisting birth and foster families in obtaining the services, such as counseling and
health care, needed to meet the goals of the permanency plandamsing progressive
visitation to determine whether the child and the family are ready to be reunified. The
placement of children with relatives or in family foster homes interested in adoption or
guardianship and relying less on group care has also redwt¢he length of stayOut-of-
Home Placement. Each LDSS offeadoption promotion and support services to improve
and encourage more adoptions from the foster care population, which promote the best
interests of the children.

Concerns

The average length of stay i©ut-of-Home Placementis greater for older children age 14
17 than for the younger children (see Figure 4 on pge57 of data on Average Length of
Stay). Local departments are not using Adoptuskids website,National photo listing
service for children waiting adoption, consistently to help identify possible resources for
children with a plan of adoption.

Partners

DHR/SSA works with all 24 local departmentsDHR/SSAalso partners with Adoptuskids to
photo list the children with a plan of adoption in need of a placement resource and will
partner with Adoptions Together on the Heart Gallery.

Maltreatment in Foster Care

Absence of Maltreatment in Foster Care, by
Federal Fiscal Year

FFY 2010 99.60%
FFY 2011 99.49%
FFY 2012 99.65%
FFY 2013 99.53%

Source: MD CHESSIE; University of Maryland
School of Social Work analysis

The percentage of Absence of Maltreatment in Foster Care has been remained fairly

consistent since 2010. Maryland remains committed to keeping children safe while they

are placed in outof-home placement. Foster parents are provided supports, including

respite, mentoring and Peer to Peer support and training to aid in their ability to provide a

safe placement for the children placed in their homes. Local department staff visits at least
monthly with the child assessing whether the child is safe and ensurirtgat adequate
OAOOGEAAO AOA DPOiI OEAAA O1T OOPDPI OO OEA AEEI A8O
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Strengths

LDSS caseworkers monitor the placement, assess safety consistently and provide training
and supports to foster parents. Also a Safety Assessment for Every Child-©fsHome
(SafeC OHP) tool is completedt designated intervalsto assess the safety on adihildren
placed in outof-home placement up to their 21st birthday. Maryland has instituted
performance-based licensing and monitoring for the providers. One of the performance
measures for child safety is staff security. In order to meet the staff sectyrimeasure, all
employees must have a child protective services and criminal background cheoémpleted
before they work with children. An additional measure of child safety is that there is
absence of maltreatment of while staff is employed.

Concerns

The percentage of Absence of Maltreatment in Foster Care has remained fairly consistent
since 2010. The strategies Maryland has in place are working, and the strategies will be
continued.

Partners

Local department staff works with each provider for all chidiren in Out-of-Home

Placement, which includes, foster parents, group and residential provider&HR/SSA
partners with Residential Child Care providers and, Child Placement Agencies via contract

~ Z .. oA~
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training for foster parents and with the Maryland Resource Parent Associatioithe
Provider Advisory Council provides support and guidance to the Department on issues that
pertain to Out-of-Home Placement

Placement Stability

Placement Stability -2 or fewer placements
for children in care less than 12 months, by
Calendar Year
Target: 86%

CY 2010 84%
CY 2011 85%
CY 2012 86%
CY 2013 81%

Source: MD CHESSIE; State Stat Place Matters

Children are placed in the least restrictive placement to meet their needs, with a strong
preference for relatives and family homes as a placement choice. Engaging the family early
and having them participate in Family Involvement Meetings has impacted threumber of

Dl AAAT AT O AEAT CAO AgpAOEAT AAA AU Uil O0OE EI
based on the treatment needs of the child therefore when the needs of child change so can
the level of care change resulting in another placement.
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Strengths
Family Involvement Meetings are critical in maintaining placement stability for children.

11 01 EI b1 OOAT O EO i AOGAEET ¢ OEA AEEI A AT A OEA
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proximity to their family. Other strengths include close supervision of services, training

and support for foster parents (including peer support and respite), ongoing assessments

and services for the child, and placement with siimgs.

Family Involvement MeetingsHIM) Indicators
Family Involvement Meetings (FIMs) have become an integral part of engaging youth and

families in the case planning decision making process since the practice began in 2008. A
FIM is a casework practicedrum to convene family members during key child welfare
decision points. The purpose of the FIM is to establish a team to engage families and their
support network to assess the needs and develop service plans. The goal is to develop
service plan recommenations for the safest and least restrictive placement for a child
while also considering appropriate permanency and welbeing options for that child.

FIM practice is being refined to enhance the skills of the facilitators and collaboration with
caseworkers and supervisors; encourage statewide practice consistency and quality;
expand the involvement of youth, family member, and key stakeholder; and use automated
data to evaluate child welfare outcomes in relation to FIM activity. The plan is to make sur
that the training and the data reports provide pertinent information for SSA and the local
departments to support practice implements and administrative review to share best
practices or bolster areas needing improvement across the continuum of services.

Advanced facilitation workshops are conducted in addition to quarterly orientation

training for facilitators and supervisors. These quarterly advanced facilitation training
series started in December 2013. The topics will be geared towards helping termar
facilitators integrate Signs of Safety concepts into the process of assessing the relevant
strengths and weaknesses. Other topics will include workshops to manage the discussion
to not only give all participants a voice, but offer practical strategieotenhance the
continuous quality improvement of FIMs. The topics being developed include:

Managing Dual Roles as FIM Facilitators and Child Welfare Caseworkers
Planning with Families during FIMs

Fidelity to FIM Training Model

Youth Transition FIMs

= =4 =4 =9

Theinitial Family Centered Practice (FCP) evaluation focused on organization readiness
andthe strategies that would optimize sustaining practice model as FIM practice was
implemented. Since that time, attention has been focused to not only look at organipat
climate, but to connect the core values with the impact on subsequent practice outcomes.
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The methodology for an automated FIM report has been in development measures. SSA
worked with local departments and soliciting input from the FCP Oversight Comittée to
refine the methodology for the automated FIM report. Beginning in July 2014, the
automated FIM report using MD CHESSIE data will be available. Over the next five years,
the primary indicators being developed for FIMs will include a comparison to factice

activity with the total population of children and youth who would be eligible for a FIM at
the key trigger decision points. Those numbers will serve as the baseline for assessing the
following outcomes measures for those children and youth:

1 Rate d maltreatment recurrence for children diverted from an initial FIM
1 Timeliness to achieving permanency after a Permanency Planning FIM
1 Placement stability after a Placement Change FIM
1 Well-being, placement stability and permanency outcomes after Youth Trational
FIMs
Concerns
- AOUlI AT A6O &I OOAO AAOA Ui OOE bPI POI AGETT EO

foster care are over the age of 14 with a large percentage of them 18 and over. With this
age group come many challenges including mental helaland behavioral issues which
impact placement stability. Maryland will continue to monitor and seek ways to improve
stability for all children.

Partners
DHR/SSA partners withthe 24 local departments and works with the provider community
to developplacement resources that can meet the specific needs of the youth.

Exits to Permanency

Reunification Guardianships Adoptions
# % # % # %
CY 2011 1,727 45% 766 20% 531 14%
CY 2012 1,623 46% 737 21% 429 12%
CY 2013 1,412 45% 643 20% 347 11%
Source: MD CHESSIE and Baltimore City data; State Stat 03 files

In calendaryears 2011 and 2012, 79% of children exiting Maryland oubf-home care
exited to permanency (reunification, guardianship, adoption), with the highest proportion
exiting to reunification. In calendar year 2013, the percentage of permanent exits fell
slightly to 76%, with this drop primarily due to a decline in the rcentage of adoptions. In

CA
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children who had remained in care for several years; many children were adopted during
this time. Exits to adoptions were highest in calerat year 2009, and have been declining
since (both numerically and as a portion of all exits).
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The percentage of exits to reunifications and guardianships, however, hasmained stable
in the past three years, approximately 45% and 20% respectfully.

Strengths

Over the past three years, 79% of children exiting outf-home care have exited to
permanent homes. More children45%exit to reunification than any other exit type, and
another 20% exit to guardianship.

Concerns

51 £ 0001 A O A IsSBYhD13 rAedtty ratk frondrednification within 12 months is
approximately 15.2%. Analysis by the Ruth H. Young Center has shown that children with
a length of stay less than 6 months are more likely to fenter care, as are children with
behavioral problems,children with multiple placements, children with siblings, and

children removed due to neglect.

Partners
The local departments have developed partners within their own jurisdictions to ensure
children exit successfully to permanency.

PermanencyOutcome 2z The continuity of family relationships is preserved for children

Parental and Sibling Visitation

Calendar | Percent of Cases Percent of Cases Total Cases Reviewed
Year with Mont hly with Monthly
Sibling Visits Parent Visits*

2012 54% 85% 26 sibling cases; 27 parent
cases

2013 80% 79% 30 sibling cases; 42 parent
cases

Sourcez DHR/SSA CQI case reviews

*For children with all permanency plan goals

The primary purpose of visitation is to maintain parent/child and sibling attachment while
OAAOGAET ¢ OEA AEEI AGO OATOA T &£ AAATATTI AT O AT A
child residing in out-of-home placement. During visitation, the parents and the child can

reconnect and reestablish their relationship, and the parents get an opportunitto practice

and demonstrate new parenting skills which they developed since the child was removed

from the home. Parent/child visits are a key strategy to maintain connections and work

toward reunification. Frequent visitation between chldren in Out-of-Home Racement and

their parents positively impacts the timeliness of reunification.

For siblings unable to reside togethersibling visitation allows the child to maintain family

connections that will last a lifetime. It isespeciallyimportant for older youth to have
connections with siblings and other family members after exiting the foster care system.
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Strengths
Local Departments of Social Services (LDSS) continue to ensure visits between parents and

children and siblings happen.Casework staff understands how important visitation is to
their parents, children and siblings. Policy Directive SSA# 123 Parent, Child and Sbling
Visitation provides guidance and instruction to caseworkers on implementing visitation
requirements andhow to correctly document the visitation plan and login MD CHESSIE.

SSA monitors visitation through quarterly reports that are generated through MD CHESSIE.
The report is distributed to all 24 LDSS which outlines the visitation that has occurred

duringOEAO NOAOOAOS 33! OAOEAxO OEEO AAOA AT A b
need to increase the percentage of compliance.

In 2001 Maryland established Camp Connean almost weeklong overnight camp

experience toprovide siblings an opportunity to build lasting relationships with each othet

The goal of the camp experience is to promote sibling bonds that will lalseyondtheir stay

in foster care.

Concerns
Documentation of both parent/child and sibling visits in MD CHESSIE continues to be a

concern. In the future SSA will continue to work with local departments around this issue
utilizing similar strategies used to increase the case worker visitation data, i.e., MD
CHESSIE reports, regional meetings, and Quality Assurance reviews

Partners
DHR/SSA partnered with the Child Welfare Academy to train local department staff on

parent/child and sibling visitation. Contributing to the success of the annual sibling camp
are the volunteer counselors who come from local departments and community groups
such as Court Appointed Special Advocates, Legal Aid and others concerned about the
welfare of children.

Well-Being1-& Al ET1 EAO EAOA AT EAT AAA AAPAAEOU O POl O

Families need the tools and resources to enhance their protective capacities. Family
engagement skills are needed to allow families to actively participate in the assessment and
service planning for their members. The department launched its Family Ceméal Practice
effort several years ago and new program efforts such as Alternative Response to certain
CPS cases has benefited. Data at this point is incomplete but reports from local staff
suggest that families on the AR path engage in services earliedamore frequently than

those who receive a traditional investigation.Family involvement that servesas theactive
expert on their situation should improve safety and service planning thereby reducing the
number of children who have a new investigation reulting in an indicated finding or

removal from home during service provision.
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Service and Safety Plans

Number/percent of children who were the identified victim of an

indicated maltreatment finding while receiving In

-Home services

State Fiscal Number Percent
Year

SFY2010 446 3.7%
SFY2011 453 4.0%
SFY2012 357 2.6%

Source: (MD CHESSIE); State of Maryland-@fittlome Placement and
Family Preservation Resource Plan, 2013

Number/percent of children who were placed into OOH care
while receiving In -Home services

State Fiscal Number Percent
Year

534 4.5%
SFY2010

608 5.3%
SFY2011

619 4.4%
SFY2012

Source: (MBCHESSIE); State of Maryland GaftHome Placement and
Family Preservation Resource Plan, 2013

The number and percentage of children with an occurrence of maltreatment while
receiving in-home services is relatively small. The unstated goal is to not have any child
experience an incident of abuse or neglect during service provision.

Strengths

The percent of children with a new finding of indicated chiél maltreatment or the need for
out-of-Home R AAAT AT O EO 11 x8 /T *O01 U ph -mufprt
Alternative Response will go live. At the time of this writing 4815% of new CFS allegations
are assigned to the new Alternative Response path. A contract was awarded fodpth
evaluation and is being conducted by a respected research organization on implementation
and program effectiveness. Reports to the Department and Legiglee are required in

OEA |

October 2014 and201% xEEAE xEI 1 DOl OEAA AAAEOEIT Al EIO
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Concerps N N
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new allegation brought to the attentionof a caseworker/social worker providing In-Home
Family Services may appear to the system as a new report when in fact it may be a report of
an incident that took place prior to the current service episode with the family. It may
conclude with an indicated finding and the data system could identify it as a recurrence

when in fact it is not.
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Partners

- Aoul ATA PAOOI AOAA xEOE OEA #EEI AOAT 80 2A0AAO0
safety tools including introduction of Signs of Safety in Marylandayith the National Center

for In-Home Services and Casey Family Programs for technical and financial assistance

with Alternative Response planning and implementation, and will rely heavily on both

traditional (mental health, drug treatment, parenting skillsenhancement) and non

traditional (theatre ticket for a parent night out, voucher from Goodwill for clothing and

furniture, arrangements with vocational schools to get cars fixed) partners to provide

service to families. Technical assistance for local méhistrations will be provided by the

central office staff on expanding their service array.

Well-Being 2- Children receive appropriate services to meet their educational needs

Improving educational stability and educational outcomes for children and youth i®ut-of-
Home Racementcontinues to be a major priority for the Department of Human Resources
(DHR). Local departments of social services must ensure that, withirsbhool days of

being placed inCut-of-Home Racement a child of school age is attending school.

School Enrollment

Performance Measure 2010 2011 2012 2013
hool Enroll for chil [
School Enroliment for children entering 20% 69% 79% 67%

foster care during school year

SourceMD CHESSIgderived by the University of Maryland Baltimore (Note: Table includes
updated Education Enrollment and Health Assessment statistics)

Children in out-of-home care are required to be enrolled ira newschool within 5 days of

entry into care, ifit is contrary to their best interest to remain in their home school. This is

an important component to ensuring educational stability for children in outof-home care.
The data above is not indicative of the work of the local department. This is datarived

from LDSScaseworker entering data into MD CHESSIE. As discussed below this is one area
in need of improvement. HoweverMaryland quality assurance reviews of local

jurisdictions to date indicate that foster children are enrolled timely in school.

Strengths
Local departments continue to ensure that they are following Fostering Connections and

McKinney/Vinto laws when enrolling children in school. All efforts are made to ensure the
child remains in their school of origin unless it is not in the best interedb do so. Local
Departments of Social Services work with the local school systems to provide
transportation whenever necessary. DHR/SSA has developed strong collaboration with
Maryland State Department of Education (MSDE) and Maryland Higher Education
Cammission (MHEC) in an effort to develop strategies to ensure children in owtf-home
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care have educational stability and achieve positive educational outcomes. MSDE and
MHEC have participated with DHR/SSA on the development of training and-tsa trainings
offered to local department and local school system staff around educational issues.

Concerns
Documentation of education data in MD CHESSIE continues to be a conceraking it

difficult to ascertain the scope of any issues relating to educationatability. In the future
SSA will continue to work with local departments around this issue utilizing similar
strategies used to increase the case worker visitation data, i.e., MD CHESSIE reports,
regional meetings, and Quality Assurance reviewsviaryland is also working with MSDE to
download educational enroliment and other information directly into MD CHESSIE, thereby
ensuring that the most up to date information is in the system and reducing duplicative
data entry requirements.

Partners
DHR/SSA works tosely with several stakeholders to continue to improve educational

stability and outcomes for children in outof-home care. The Annie E. Casey Foundation
and the American Bar Association Center on Children and th@w provided technical
support to improve educational stability. The Maryland State Department of Education
(MSDE), the Maryland Foster Care Court Improvement Project (FCCIP), and the
Department of Juvenile Services (DJS) participate with DHR on workgroups to improve
education stability and improve outcomes for children inOut-of-Home Placementin
addition, DHR collaborates with the Maryland Higher Education Commission (MHEC) to
increase the awareness of availability of the tuition waiver for youth in oubf-home care.

Well-Being 3- Children receive adequate services to meet their physical and health needs

DHR understands that children in outof-home care have comprehensive medical needs
that may differ from those of other child populations. Local Departments of Social Services
are required to ensure that children in outof-home care receive an initial health
examination within 5 days of placement, a 60 day comprehensive health evaluation, an
annual health and dental exam.
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Health & Dental Examination s

Performance Measure 2010 2011 2012 2013
School Enrollment for children entering foster 70% 69% 720 67%
care during school year
Cqmprehgngive Health Assessment for foster 49% 45% 40% 50%
children within 60 Days
Annual Health Assessment for foster children in
care throughout the year 8% 73% 75% 80%
Annual Dental Assessment for foster children in
care throughout the year 51% 46% 42% 48%

Source: MD CHESSIderived by the University of Maryland Baltimore (Note: Table includes updated
Education Enroliment and Health Assessnstaiistics)

Local Departments of Social Services are required to ensure that children in enfthome
care receive an initial health screening within 5 days of entry into care, a &fay
comprehensive examwhich includes the assessment of mental health needand annual

EAAI OE AT A AAT OAl OEOEOOS 4EA phgibadaad ACET T O A

mental health needs are being adequately addressed he statistics above reflect aggregate
data basedon worker data entry of medical assessments into MD CHESSIE and should not
be considered to be truly reflective of Maryland performance. Nearly all of Maryland
guality assurance reviews of local jurisdictions to date indicate that foster children are
enrolled timely in school and receive their initial and annual health and dental
assessments.

Strengths

Local departments work very hard to ensure that children are having their initial health
screenings, 60day comprehensives and annual health and dental vis. All components of
OEA AEEI AGO EAAI OE AAOA AOA Al AOI AT OAA- EI
of-home care receives a Health Passport. Maryland physicians must complete the Health
Passport forms each time they examine a foster chilltk EA AEEI A6 0 EAAI OE
treatment are also required to be documented in MD CHESSIE in the health screens,
providing caseworkers and supervisors the ability to monitor and track the health care
needs of the child.

Concerns
DHR/SSA continues to work th local departments on the documentation of health

information into MD CHESSIE. This contributes to the quality of the data which comes out
of MD CHESSIE regarding health/dental care for children in owf-home care. In the future
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SSA will continue towork with local departments around this issue utilizing similar
strategies used to increase the case worker visitation data, i.e., MD CHESSIE reports,
regional meetings, and Quality Assurance reviews. In addition, the State is currently
exploring the possbility of having Medicaid/State Department of Health and Mental
Hygiene (DHMH) data directly shared with MD CHESSIE. This would serve the dual
purpose of correcting aggregate data and providing workers with more detailed medical
information. This would also eliminate dual data entry work by local department staff and
DHMH staff. In lieu of that option, DHR will utilize a data cleamp model that has worked
well for other indicators. Exception reports will be developed, with work and supervisor
identifi ed, of cases where health data has not been entered into MD CHESSIE, and local
departments will be expected to update the missing data. Another area of concern is that
some regions continue to struggle to have adequate dental resources in their areas. DHR
will continue to work with DHMH and other stakeholders to address this issue.

Partners
DHR has developed strong partnerships with DHMH in efforts to enhance the health care

services (physical/mental health) for children in outof-home care. In additionthe
University of Maryland Schools of Pharmacy and Medicine, John Hopkins School of
Medicine, DHMH/Mental Hygiene Administration, and the Peer Review Program for Mental
Health Medications (also known as the Peer to Peer Program) continue to collaboratethwi
DHR to develop policies and training for local department staff regarding the oversight and
monitoring of psychotropic medications and the informed consent and assent process.

Systemic Factors

Information System

Statewide Automated Child Welfare Information System (SACWIS)

4EA - AOUI AT A #EEI AOAT 60 wl AAOOTITEA 31 AEAI 3AO
the Statewide Automated Child Welfare Information System (SACWIS) for Maryland. MD

CHESSIE was implemented across the state as of Janu&§72and is intended to ensure
standardization of practice, enforce policy, provide easy access to information, improve

workflow and automate federal reporting requirements of the Adoption and Foster Care

Analysis and Reporting System (AFCARS) and The NaabChild Abuse and Neglect Data

System (NCANDS).

MD CHESSIE captures the status, demographics, location and goals in various screens in the
system. MD CHESSIE is the repository of the official child welfare case record for Maryland
which is mandated bypolicy SSA# 0902 The Official Child Welfare Case and Resource
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Home Record Transferring, Sharing, Closing, and Retirigdnvestigation, Service Records
and Resource Homes Cases, and COMAR 07.02.07.18.18 CIS, MD CHESSIE, and the Central
Registry.

Status:

1 In order to receive services from a local department of social services, the
recipient must be identified in MD CHESSIE as a client that has an
identification number, not as a person.

1 Clients that are active were either created because they had a previou
history with the Department of Human Resources or the user confirmed

OEAI AO A Al EAT O8 I AOEOA A1 EAT OO AOA A

have an active program assignment.

T Int AOEOA #1 EAT OO AOA 1106 OEIT x1 Téy OEA
have no program assignment.Note: without a Program Assignment, the client
is inactive [will not appear on the Navigation tree] and can only be viewed
from the Client Summary screen. If the worker double clicks on a client from
the Client Summary seen, the client will appear on the Navigation tree only
during current usage or until a Program Assignment is opened

1 MD CHESSIE will automatically generate the Program Assignment for Child
Protective Services, Oubf-Home, Guardianship Assistance Progra(GAP),
and Adoption cases after certain prerequisites are completed.

1 MD CHESSIE requires that a placement or living arrangement is identified in

~$ #(%33) % A O AGAOU AEEIA xEOE A 00i¢
01l AAAT AT 66 xEOEET gworkedddésindt @aduaklykntesa 7 E A

Placement or a Living Arrangement, the application will automatically
CAT AOAOA A , EOET C ! OOAT CAT AT O AAI 1T AA
resolved by the worker before a service case can be closed.
1 Information from these screens populate to various reports. There are
several reports that specifically capture the status, demographics, location
and goals.

Demographics:

In order to receive services from the child welfare program all individuals must be
identified as a client in MD CHESSIE with an active program assignment. Workers are
required to enter, confirm and update the client demographic information in MD CHESSIE
on the Client Information tab (INO205C).

If demographic changes are not allowed it is because the record is owned by Client
Automated Resource Eligibility System (CARES), Client Information System (CIS), Medical
Assistance (MA), Food Stamps etc, the user must contact the owner if changes are aded

It is recommended that demographic data be confirmed prior to registering a client in CIS.
Since any data that is owned by another program higher than MD CHESSIE will be
overridden by the other program and that data will be seen in MD CHESSIE.
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The Cients folder General Information tab (INO352C) Client Information grid contains
demographic fields that are updatable by the interfaces once a client is registered on Client
Information Systems (CIS) and has been confirmed in MD CHESSIE. The fields may be
updated by the interface every thirty (30) minutes. Modifications were added to MD
CHESSIE in June 2014 which provides that when CIS updates any client's demographics, a
tickler alerts the assigned family and child workers on the List Ticklers screen (COB0C).
Additionally, an audit trail entry displays in the Other folder, Audit Trail screen

(WLO0550C), whenever either CIS or a worker update the client demographics.

Location :

The purpose of theLiving Arrangementfolder is to maintain a history ofaclRT 086 O 1 EOET C
situations at various stages in Child Protective Services and a Service Case. The
documented information is important in the determination of I\-E eligibility, for the
Household Assistance unit, and to maintain a current Living Arrangement fafients.

The Living Arrangementscreen (INO153C) captures the information about where a client
lives and a period of time in which the client was living there. Living Arrangements created
on the Living Information screen do not prompt payment to any prowder or vendor. The
only way a provider can be paid for the care of a child is by creating a Placement. Living
Arrangements should not document when a child has a Living Arrangement while in the
care of a Private Treatment Foster Parent, this information ost be documented on the
CPA home tab, found in the Placement folder. The current Living Arrangement for all
children with an active Removal must be documented in MD CHESSIE within 1 business
day. The child may not have more than two living arrangementsctive within in given time
period, i.e. Placement and Runaway.

An Unknown Whereabouts entry and start date is also automatically generated in the

Living Arrangement screen when there is an active Removal and no Placement or Living
Arrangement documented If Unknown Whereabouts is identified as the Living
Arrangement, every effort should be made to update, for all clients, in MD CHESSIE, within
one (1) business day. In cases where the Provider record has not been entered, the worker
must coordinate to enter the Provider record with appropriate staff at his or her local. All
Kinship Providers and relatives must be identified as a local department home.

4EA Al EAT 08 -©Of-hdn plazénterisfareim@iained on the Placement Summary
-Service Cas Screen (PL5001C). These placements are either paid placements approved
by the supervisor or placements of children placed in a Residential Treatment Center
where the placenents room and board rates are covered by Medical Assistance. Both of
these placenents must have begin and end dates and supervisory approval. If the child is
living with a private TFC provider, the worker is responsible for completing the Child
Placement Agency (CPA) home tab. This tab requires the worker to maintain information
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on the private foster parent or independent living apartment the child lived in. The worker
must enter begin and end dates. Supervisory approval is not required.

The information on the placement screen is maintained on the Living Arrangement Screen
The Living ArrangementScreen shows the information from the Placement Summar-
Service Case Screen and usecan identify other living arrangements for the child.If a

child is on runaway, hospitalized or in another temporary living situation, the user can
identify this living arrangement on the page. This living arrangement does not require
supervisory approval.

The verification of the data accuracy of thechill O D1 AAAT AT O T O 1 EOET ¢ AC
when the worker is required to have monthly face to face visits with the child in their own

home or residence. Face to face visits are mandates of policy SSA#832Parent/Child and

Sibling Visitation and COMAR02.11.15 Service Agreements

Goals:

4EA Al EAT O8O0 Ci Al O &£ O £ OOAO AAOA AOA AT AOI A
folder on the Permanency Plan tab screen (CM5250C). The information entered on this

screen must be approved by a supervisor and theath from this screen is populated to

various reports. The accuracy of the information on these reports have been verified and

the data that populates the permanency planning goals is inaccurate given the data does
not identify the current approved permanency goal and the date of achievement.

MD CHESSIE captures the status, demographics, location and goals on the following
reports:

REB858R Weekly Out of Home Detail Repagtrun weekly as a State Stats Report

RE858R Out of Home End of Month Detail Repgrrun monthly as a State Stats

Report

1 RE980R Out of Home Detail Reportrun monthly by county for LDSS stakeholder
use

1 RE995R Worker Visits to Child IH and OH Detail Report

1
il

The following mappingtable documents the user data entry in MD CHESSIE:

MD CHESSIE Screen Column Name on the Column Name on the
Report Screen

RE858R (Weekly Out of
Home Detail Report)

Client Information CLIENT ID Selected CLIENT ID on MD

tab (IN0205C) CHESSIE Treeview
CLIENT FIRST NAME CLIENT FIRST NAME
CLIENT LAST NAME CLIENT LAST NAME
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MD CHESSIE Screen

Column Name on the

Column Name on the

Report Screen
RE858R (Weekly Out of

Home Detail Report)

CLIENT DOB DOB
CLIENT GENDER GENDER

Client Race Black/African -
American (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race Alaskan Native

Primary Race. If no match,

(Y/N) then Secondary Race
Client Race American Primary Race. If no match,
Indian (Y/N) then Secondary Race

Client Race White
Caucasian (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race Asian (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race Native
Hawaiian / Pacific Islander

Primary Race. If no match,
then Secondary Race

(Y/N)
Client Race- Unknown Primary Race. If no match,
(Y/N) then Secondary Race

Client Race Declined (Y/N)

Primary Race. If no match,
then Secondary Race

Client Ethnicity

Ethnicity: Hispanic

Placement Summary
Screer{PL5001Q

Placement Structure Name

Placement Structure

Placement Start Date

Entry Date

Placement End Date

Exit Date

Private Organization
Provider Name

Organization Name

Private Organization
Provider ID

MD CHESSIE Organization |

Public / Private Provider
Name

Provider Name

Public / Private Provider ID

MD CHESSIE Provider ID

Address Format Address
Address Street No Address
Address Box No Address
Address Pre Direction Address
Address Street Name Address
Address Street Suffix Address
Address Post Direction Address
Address Unit Type Address
Address Unit No Address

June 30, 2014

40



MD CHESSIE Screen

Column Name on the
Report

RE858R (Weekly Out of
Home Detail Report)

Column Name on the
Screen

Address City Name Address
Address County Address
Address State Address
Address Zip5 No Address
Address Zip4 No Address
Address Foreign Text Address
Address Foreign State Address
Address Foreign Country Address
Address Foreign Postal Codq Address

Permanency Plan
tab (CM5250Q

Permanency Plan Goal

Primary Permanency Plan
Goal

Established Date

Established Date

Projected Achieved Date

Projected Achieved Date

Client Information
tab (IN0O205C)

CLIENT ID

Selected CLIENT ID on MD
CHESSIE Treeview

CLIENT FIRST NAME

CLIENT FIRST NAME

CLIENT LAST NAME

CLIENT LAST NAME

CLIENT DOB

DOB

CLIENT GENDER

GENDER

Client Race- Black/African -
American (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race- Alaskan Native

Primary Race. If no match,

(Y/N) then Secondary Race
Client Race- American Primary Race. If no match,
Indian (Y/N) then Secondary Race

Client Race White
Caucasian (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race Asian (Y/N)

Primary Race. If no match,
then Secondary Race

Client Race- Native
Hawaiian / Pacific Islander

Primary Race. If no match,
then Secondary Race

(Y/N)
Client Race Unknown Primary Race. If no match,
(Y/N) then Secondary Race

Client Race Declined (Y/N)

Primary Race. If no match,
then Secondary Race

Client Ethnicity

Ethnicity: Hispanic

Placement Summary

Placement Structure Name

Placement Structure

June 30, 2014

41



MD CHESSIE Screen

Column Name on the

Column Name on the

Report Screen
RE858R (Weekly Out of
Home Detail Report)

Screer{PL5001Q
Placement Start Date Entry Date
Placement End Date Exit Date

Private Organization
Provider Name

Organization Name

Private Organization
Provider ID

MD CHESSIE Organization II

Public / Private Provider
Name

Provider Name

Public / Private Provider ID

MD CHESSIE Provider ID

Living Arrangement
Screer(IN0153C)

Address Format

Address

Address Street No Address
Address Box No Address
Address PreDirection Address
Address Street Name Address
Address Street Suffix Address
Address Post Direction Address
Address Unit Type Address
Address Unit No Address
Address City Name Address
Address County Address
Address State Address
Address Zip5 No Address
Address Zip4 No Address
Address Foreign Text Address
Address Foreign State Address
Address Foreign Country Address
Address Foreign Postal Codq Address

Permanency Plan
tab (CM5250Q

Permanency Plan Goal

Primary Permanency Plan
Goal

Established Date

Established Date

Projected Achieved Date

Projected Achieved Date
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Placement Summary, Living arrangement and Worker Visit updates. The accuracyhsf
OAPTI OO0 EO AAOGAA 11 OEA AAOA ET OEA OUOOAI
Through MD CHESSIE, Maryland established a secured single, integrated, statewide case
management computer information system that will:

1 Coordinate Child Welfare Services electronidig with the functions of other
DHR administrations, such as Family Investment (TANETemporary
Assistance to Needy Families) and Child Support D), as well as the
Medicaid Administration of the Department of Health and Mental Hygiene
(Title XIX, DHMH)

1 Establish a statewide foster care and adoption payment issuance and
reconciliation system that provides full fiscal accountability, monitoring,
controls, update, mass change, and reporting capabilities;

1 Establish an automated link between program and fcsal staff to more easily
identify Federal participation programs;

1 Provide social workers with an interactive system which automates the case
record, containing word processing capabilities to assist in scheduling
appointments, generating reminders, printirg notices, storing and using data,
issuing payments, monitoring availability and compliance of foster and
adoptive homes, and other administrative functions;

1 Enable DHR to extract management information data from the database for
decision making as well agnandatory reports and including ad hoc reporting
capabilities to enable local staff to retrieve lists, reports, and statistical
summaries to assist with case and program management;

1 Provide continuous monitoring of data generation by MD CHESSIE to ensure
that the accuracy of the system meets the regulatory standards as the
Department of Social Services System of Record;

1 Enable DHR to respond to the rapidly growing demands for child welfare and
adult services data, especially demographic historical datadm federal
agencies, State legislators, the judiciary, advocacy groups, attorneys, the
media, and the public;

1 Provide an interface capability with CIS (Client Information System), FMIS
(Financial Management Information System) and Automated Fiscal Systems
(ASP;

1 Provide an interface capability to link with State agencies outside of DHR,;
and

1 Facilitate good practice by including policy and procedure manuals with
hypertext links from the database to the manuals. In addition, the system
software itself contains certain goodpractice reminders and constraints.

The automated child welfare case management system allows Maryland to provide better
service to each client of child welfare programs, allows social service staff to spend more
time providing casework, and also provides more programs and fiscal accountability than
has been available in the past. Changes have been made with MD CHESSIE throughout the
years to meet the standard for SACWICS compliance.
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On January 6, 2014, Administration for Childreland Families (ACF) sent notification to
Secretary Dallas regarding thdinal report from the Statewide Automated Child Welfare
Information System (SACWIS) Assessment Review of the Maryland Children's Electronic
Social Services Information Exchange (MD CBEIE). Based upon the updated responses
from Maryland ACF determined MD CHESSIE either complied with or has approved action
plans for all applicable SACWIS requirements. Overall, ACF found that MD CHESSIE is a
comprehensive automated system. While the $AVIS Assessment Review is considered
complete, the project will remain open pending the successful completion of the approved
action plans described in the state's response to their findings, and the MD CHESSIE
Advance Planning Documents (APDs). The staggroject staff should now use the APD
process to describe the progress being made for each requirement with approved action
plans. The status of each requirement's action plan must be discussed in all future Annual
APD updates for this project. Each actioplan in the APD should clearly identify the
SACWIS requirement(s), bsACWIS Assessment Review RepoBARR requirement

number that it will satisfy and the current status of that work. Maryland is currently in the
process of implementing the action plas.

Strengths

4EA OOAAAOO T &£ AT U AEAT CAO AT A EI Pl AT AT OAQGET 1
experience with the implementation process. There are several strengths of MD CHESSIE;

the items that are readily apparent are the ease of logging on and rmeuvering around the

OUOOAI xEOE T EOOIA TO 11T OOAETEITCS 4EA OUOOA
description of the data, the use and purpose of the data fields found on each page. More

robust reports to be used for oversight have been geneted. Supervisors and

Administrators can readily access the system and review child welfare records in real time,

¢t EI OO0 A AAU AO 111 ¢ AO OEAU EAOA AAAAOO Oi
based on the partnership which involves feedbackom users regarding concerns or

suggestions for improvement. The information is obtained from yearly surveys, monthly

meetings with the MD CHESSIE Coordinators, users that contact the MD CHESSIE Call

Center, and training evaluations.

MD CHESSIE captuseand provides a weekly report which identifies the status,
demographic characteristics, location, and goals for the placement of every child in foster
care.This report, in addition to several other types of reportsjs produced for local
department and Central office useln addition, users can look up individual client
information at any time, as long as they have access to the server.

Concerns
Concerns that were reported by users: changes to MD CHESSIE which couldbeo

completed timely; the system requires repetitive data entry; it is not wekbased, and is not
process driven. Data entered into MD CHESSIE is the source for a number of reports. At
times users are not entering the data timely. The lack of a wddased system causes users
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to have to sign into a server to access MD CHESSIE, which delays information being
entered. As a means of improvindMaryland plans to continue to solicit feedback from

users to ensure that user concerns /changes are addressed aneéyhunderstand what is

being implemented and why. Changes and updates to MD CHESSIE are controlled by the
funding from the Office of Technology Human Services. To maintain operations and update
the system funds are disbursed through the maintenance and agrations budget. This
process limits the amount of changes that can occur within a given yeand requires

ongoing prioritization of most pressing needs

Partners
The goal is for users to have a positive experience with system modifications. To

accomplish this goal, the Research, System, Development and Training (RESDT) Unit that

oversees the implementation and modifications to MD CHESSIE, partners with the Local

Department of Social Services (LDSS), Office of Technology Human Services (OTHS); Xerox

the developer, the subcontractor TCC, Angari (Quality Assurance/Quality Control); Office of

Budget and Finance, Office of Licensing and Monitoring; Office of Attorney General; Office

of Inspector General, programs within SSA that provide service to child weteaand public

and private providers.

4EA ,$3386 AiI O DI AU A T AET O OI1 A ET AOOAOOEIT ¢
allowing staff, the local stakeholdergo participate as MD CHESSIE Coordinators and to

participate with testing for new changes. Thee are specialists in several key areas and they

perform as testers for major changes. Additionally, the RESDT unit shares with MD

#(%33) % OOAOO8 ET £ Of AOGEI T OACAOAET ¢ AEAI CAO
CHESSIE System use. Communication is séthwith users through weekly Tip Sheets;

Training Manuals, WebEXx recordings; Build Release Notes; MD CHESSIE Trainings;

Coordinators Meetings; Affiliates Meetings; face to face trainings; €8ite Training &

Support; and the MD CHESSIE Call centertiati AOAET AAT A O1 AEAT A AAIl I
Providers (both Public and Private).

Case Review System

Data
1 Termination of Parental Rights: In cases reviewed, CRBC found that TPR was filed
timely by LDSS in 73% of cases which serves as an increase from 66ém the
prior fiscal year.
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90%

80%
70%

60%
50%
WYes
40%

30%

HNo

20%
10%

0%
Large Medium Small

Data reported from the Citizen Review Board for Children @RBB Annual Report

1 Services: CRBC agreed appropriate services were being offered overall in 97% of
cases. Appropriate services were being offered to birth familgein 90% of cases and
to the provider in 63% of cases reviewed.

1 Service and Case Planning: CRBC found that birth parents signed service agreements
in 52% of cases. While service agreements were only signed in 52% of cases CRBC
still found that LDSS made féorts to involve the family in case planning in 93% of
cases.

Overview
An initial caseplan is developed within 60 days of a child entering Owif-Home Placement

to establish the permanency plans. The service agreement is jointly developed by the
caseworker and parent (s) or legal guardian within the 60 days. The caseplan/service
agreement is revised and updated 120 days from the initial caseplan and every 180 days
thereafter or earlier if there is a change in permanency plans.

An initial permanency planning hearing is held 1L months after disposition or continuation
of a voluntary placement agreemenand every six monthsthereafter until permanency is
achieved.

The foster parents, preadoptive-parents or relative caregivers for any child in the care of a
Local Department of Social Services (LDSS) either by commitment or guardianship are
provided notice of and an opportunity to be heard in any review hearing periaing to the
child.

Permanency planning undetthe Adoption and Safe Family ActASFA requires that a
petition to Terminate Parental Rights (TPR) be filed when a child has been in foster care 15
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or more of the most recent 22 months. If a LDSS chooses twfile a TPR petition, the LDSS

i 600 AT AOIi AT O OEA OAT i PAITEI ¢ OAAOIT6 xEU OEA
can be filed earlier if a legal ground for termination of parental rights exits or if the parents

are willing to consent to the TPRONce the court has changed the permanency plan to

adoption the LDSS must file a TPR petition within 30 days. If the court changes the plan to

adoption against the recommendation of the LDSS, the LDSS has 60 days to file the TPR.

Once the court has granteduardianship to the LDSS, the child is considered legally free for

adoption. The LDSS no longer has to maintain a concurrent permanency plan.

Currently as part of theContinuous Quality Improvement CQ) process, staff complete
comprehensive MD CHESSIE sm&reviews on a random sample of oubf-home casegsee
Appendix M, Case Review PlansJhe case record review includes examining the
caseplan/service agreement to ensure it was completed within the time frames, includes
concurrent permanency plans and wagointly developed by the LDSS and parent(s) or legal
guardian. In addition onsite caseaelated interviews are conducted with children, youth,
family members, foster parents, etc. during which they are asked questions related to the
case planning processrad their involvement.

Strengths
Maryland uses the Family Centered Practice frame work to involve family in the

permanency planning process. As part of the g eligibility and redetermination process
cases are reviewed to ensure Permanency planning heags are held in a timely manner.
Cases reviewed as part of QA, Permanency outcomes show that children are receiving
services towards permanency. DHR/SSA issued policy on notification of caregivers and a
standardized letter to be sent as notification of heangs to caregivers.

Concerns
Documentation of information in MD CHESSIE continues to be a concern. In the future

DHR/SSA will continue to work with local departments around this issue utilizing these
strategies, i.e., MD CHESSIE reports, regionsetings, and Quality Assurance.

As part of a more formalizedResults Based Accountability Reew of data, he State plans
to developaplan to review the written case planinformation with input from stak eholders.

Quality Assurance System

4 EA # ESBurdad £CB)dnformation Memorandum (IM) ACY-EBIM-12-07 outlined

guidelines for best practices in child welfare CQI. An inteal review of these guidelines
indicatessOEAO - AOUI AT A0 AOOOAT O #1) PDPOAAOGEAA EO A
guAAT ET AOs8 4EA PEEIT Ol PEU AT A OOOOAOOOA 1T £ - A
outlined in the IM, and the areas in which Maryland does not currently fully meet the

standards of the IM were areas that Maryland had already identified as areas neegli

improvement for the next iteration of the CQI process.
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As of June 2014, Maryland has completed a thrgear review cycle of all 24 LDSSs. Each
LDSS has completed a sedissessment and participated in an onsite review, led by SSA and
including case reviews, caserelated interviews, and stakeholder interviews. Each LDSS has
either completed or is in the process of developing and implementing a Continuous
Improvement Plan (CIP), which will be implemented and monitored over the next three
years.

During the summer of 2014, Maryland will examine and revise the CQI process, taking into
consideration lessons learned from the recent round of reviews, feedback from LDSSs and
OOAEAET T AAOOh OEA ¢mpg¢ )-h OAAET EAAI ARPOEOOAI
Round 3 requirements. A new process is planned to begin in the fall of 2014 (CIP

implementation and monitoring will, however, continue throughout the summer).

Included below is an assessment of the current CQI process, and initial thoughts on
revisions.

Foundational Administrative Structurez The State has clearly defined oversight of
the child welfare system and CQI process, with consistent application across the
state and published policies and procedures. This oversight will continue in the new
revised CQI process, as witlertain other elements of the currerdystem, including

the partnership between the Department and the LDSSs in analyzing data,
identifying areas of strength and areas needing improvement, and identifying
effective strategies toimprove practice and outcomes. Aggregate data, MD CHESSIE
case reviews, caseelated interviews, and stakeholder interviews will continue to
provide critical information.

The current policies and procedures manual will be revised to reflect any and all
revisions, and distibuted to all LDSSs and involved stakeholderd.raining will be
provided to all participants.

The most significant challenge for the State will be capacity and resources,
especially staff, depending on the extent to which increased nurer of case reviews
or interviews, increased frequency of reviews, or other expanded work will be
needed.

Quality Data Collectiory The State significantly increased its ability to extract and
analyze aggregate data from the SACWIS in recent years; aemyrand reliability

also increased as evidenced by increased acceptance of AFCARS and NCANDS
submissions, penaltyfree NYTD FFY2012 reports, and caseworker visitation
reporting based entirely on MD CHESSIE documentation. The State is turning
attention to other indicators that need to attain a higher level of consistency, such as
health and education data reporting. DHR is working to create electronic interfaces
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with the schools and health department in Maryland to import actual events from

these othersy© Al O ET OEA A& OOAO AEEI A0 OAAT OAB

obviate the need for foster care worker data entry and provide automatic updates in

OEA -$ #(%33) % OAAT OA AAT OO A £ OOAO AEEI A

Case Record Review DatadiRrocesg The current case review and interview
process is largely aligned with the 2012 IM guidelines, and met CFSR Round 2
Program Improvement Plan PIP) requirements. For the June 2014 onsite review
(Baltimore City), Maryland is utilizing the new CFR Round 3 case review and
interview instruments. Afterwards, SSA will assess the use of these instruments
considering both state needs and CFSR requirements. Adjustments and/or
additions to the instruments may be made.

Additionally, sample sizes will beexamined to determire for the appropriate sizes
which can allow for meaningful statistical inference, and to determine appropriate
demographic stratifications.

Analysis and Dissemination of Quality DagaCaseload data and Place Matters data

areOACOI AOI U PDOAI EOEAA 11 OEA $(2 xAAOEOA

with advisory boards and other stakeholders. Qualitative findings, however, are not
as widely shared, but this will be improved during the upcoming revision process.
Currently, the qualitative findings are shared with the LDSS, the School of Social
Work, and DHR staff; external stakeholders who may benefit from receiving
information on qualitative findings include the Child and Family Services Advisory
Board, Youth Advisory Boad, Foster Care Court Improvement Project and other
stakeholders.

Feedback to Stakeholders and Decisibtakers, and Adjustment of Programs and
Procesg The State currently shares aggregate data with advisory boards and frent
line staff in several regular brums. Advisory boards include: SSA Steering
Committee, Youth Advisory Board, Provider Advisory Council, Child and Family
Services Advisory Board, and others; data is shared with local staff at seamnual
Regional Supervisor Meetings. Aggregate data caseload numbers, performance,
AT A 1T OOATT AOG EO Al O bi OOAA 1110EI U

DOAI EA xAAOEOAh AT A $(280 EIT OAOT Al ET OO

1 http://w_ww.dhr.state.md.us/blog/?page_id=2856
1 http://www.statestat.maryland.gov/reports.html

Decisions at the Department leadership level are datdriven: programs and policies are
adjusted as needed based on review of performance and outcome reports and inpytthe
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SSA Leadership Team and advisory bodies, with consideration of federal and state
expectations, and child and family outcomes.

The CQI process itself was adjusted several times over the past three years to improve
procedures, and the entire process vliundergo more comprehensive revisions in the
coming year. As part of the revision process, additional methods of engaging stakeholders
will be adopted.

CESR Technical Bulletin # 7and new CFSR Round 3 Reguirements

4EA #EEI AOAT 6 0 " OOrkdudical Blldtid#Y O MArchQEA whick 3 2
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for FFY 2018. The CQI process described above will be revised to conform to the new CFSR
requirements, with the goalof me® ET ¢ OEA OOAT AAOAO 1T AAAAA O1 O
review data in lieu of the traditional, federal onsite CFSR review. Maryland understands

that this will entail using the new federal CFSR case review and stakeholder interview

instruments, reviewing cases annually from either a statewide universe or a stratified

schedule of jurisdictions, and following other CFSR guidelines.

Research/Evaluation

4EA $ADPAOOI AT O8O 2A0AA0OAE AT A %OAI OAOCETT OTEO
collection, data analyss, report development and dissemination, evaluation and reporting

of State and federal indicators, and the selection and development of program evaluation

measures. These research activities are based on the Results Accountability framework,

which attempts to answer three basic questions regarding the performance of the child

welfare system:

1 How much did we do?
M1 How well do we do it?
1 Is anyone better off?

In order to complete this work, the Research/Evaluation unit works closely with the Policy
and Programunit, DHR/SSA leadership, the Local Departments of Social Services, and
external stakeholders. Ciritical work is done in coordination with DHR Office of Technology
for Human Services (OTHS) and the SACWIS vendor, Xerox; these technical efforts focus on
report development, testing, and validation, as well as data clearp and enhancements to

MD CHESSIE which improve data collection and accuracy.

The unit also has an ongoing contract and close working relationship with the University of

Maryland School ofSocial Work (SSW) Ruth H. Young Center for Families and Children to

ET ACAAOGA - AOUl AT A0 OAOAAOAE AT A AAOA AAPAAEOD
technical assistance from the University of Maryland School of Social Work enabled the
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Departmentto improve the quality of data used in measuring statewide Place Matters

goals, federal CFSR indicators, AFCARS, NCANDS, and NYTD requirements, and caseworker
visitation. Data reports are available (and analyzed) on state and jurisdiction levels. The

University of Maryland School of Social Work also works closely with OTHS and Xerox to

AAGAT T B AT A OAOO NOAOEAO OOAA ET OADPI OO0 £ETA
welfare reporting capability is the result of the collaboration between the

Research/Evaluation unit, MD CHESSIE/Systems Development unit, the SSW Ruth H. Young
Center, OTHS, and Xerox.

Maryland also worked to improve data quality for AFCARS and NCANDS submissions,
including enhancing our report querying logic and the SACWIS system itself (see section
below on MD CHESSIE.) The Research/Evaluation unit is also currently working on
improving NYTD data collection and submission.

4EA 2AO0AAOAET %OAI OAOGET 1T OIT EO Al O EAO A PAOOI
Chapin Hall Center for Children to collect and produce longitudinal analysis of foster care
data. Other partnerships include wok with Casey Family Programs and the Foster Court

Improvement program. Each partnership is designed to provide unique analysis and
perspectives to the entire array of data available regarding Maryland child welfare.

The Research/Evaluation unit publishe various reports on child welfare throughout the
year:

1. Child welfare datez data on CPS, kiHome, OOH, and Resource Homes; available to
the public monthly via the DHR website
(http://www.dhr.stat e.md.us/blog/?page_id=285 DHR homepage > Documents >
Data and Reports > SSA).

2. StateStat/Place Matters- data on DHR/LDSS progress on Place Matters goal;
AOGAET AAT A 01 OEA DPOATEA 111 0OEI U OEA OEA '
(http://www.statestat.maryland.gov/ )

3. Report of all new entries into OOH care, to Maryland State Department of Education
(MSDE)z for purposes of ensuring foster children receive reduced/free school
lunch; available to MSDE via secure file transport site

4. * T E1 O #EAEOI AT80 2ADPI 000

a. Out-of-Home Placemert report of all OOH placements during state fiscal
year, by placement type, age, race, etc.; includes cost and narrative analysis;
data on InHome/ Family Preservaion is also included, focusing on rate of
OOH placement and rate of indicated / unsubstantiated CPS findings during
and up to one year after InRHome / Family Preservation services; report
submitted annually to Maryland General Assembly and available at
www.goc.maryland.gov

b. Caseload report on caseload staffing / caseload ratios; report submitted
annually to Maryland General Assembly.
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5. Child WeliBeingz child poverty and maltreatment data and analysis as part dhe
I OAOT 1T 0680 /| ALE A ABeiogAadilabi® anhdally &8t EET A 7 Al 1
www.goc.maryland.gov
6. Multiple ad hoc reportsat the request of the Governor, state legislators, the
Secretary, LDSSs, and other stakeholders
7. Provider PerformanceReportsz data required for performance-based contracting for
Residential Congregate Care providers generated quarterly
http://www.dhr.state.md.us/blog/?p=8028 (Documents >Request for Proposal >
ResidentialChild-Care RFRProvider-Performance-Reports )
8. Other measures for ongoing internal and external analy&@sailable in multiple
documents)
a. Federal measureg recurrence of maltreatment, maltreatment in care,
placement staility, caseworker visitation, reentry, length of stay, etc.
Rate of maltreatment
Per capita rate of children in OOH care
Analysis of placement types
CQI/CFSR/PIP case reviews and reports
Birth-match (collaborative effort with the Department of Health andMental
Hygiene to identify children born to parents who previously had parental
rights terminated, per state law)
g. Ready by 21 data
9. Internal reports
a. Analysis of OOH populatiofage, race, placements, exits, voluntary placement
agreements, etcQOH Servedeportsz client level detail reportsor all
children in care at the beginning and end of the month, all entries, and all
exits
b. Exception reports OOH child welfare data entry issues
c. Casework visitation repor aggregate performance data as well as che
level detail report for all children missing at least one visit in the federal
fiscal year

~poowT
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Section IlI. PLAN FOR IMPROVEMENT

Overview

Goalsand Objectives

SSA has established the following goals and objectives for 2028191:

Goal 1: Improve the safety for all infants, children, and youth
Objective:  Reduce recurrence of Maltreatment

Goal 2: Achievepermanency for all infants, children, and youth
Objectives: Reduce the length of stay
Reduce reentry into care from reunification

Goal 3: Strengthen thewell -being for all infants, children, and youth
Objective:  Children receive services to meet theieducation/health/dental needs

It should be noted that the objectives mentioned above are subject to change in order to
ensure alignment withstate and federal guidance over the next five years

Rationale

Maryland has established these goals and objectives in order to implement a responsive,
evidence and trauma-informed system:
So That

1 Children and youth can emain in their homes and avoid Ot-of-Home Racements
and
1 Children and youth in outof-home care have shorter lengths of stay and do not+e
enter Out-of-Home Racement
So That
1 Children and youth have fewer trauma symptoms, improved social and emotional
well-being, success in school, helly development, and overall improved safety and
permanency
So That
1 Children are safe from future abuse and neglect and
 Children avoid Out-of-Home Racementand
1 Families are successful.

! The goals and objectives are subject to change in order to ensure alignment with future federal requirement
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Safety

The SSA is committed to protecting children first anébremost from abuse and neglect;

maintaining children safely in their homes when possible and appropriate; reducing

incidents of repeat maltreatment when children are under the care of their families; and

protecting children placed in foster care from furher maltreatment. A number of tools and

strategies are used to assure the safety and wddking of children who come to the

AOOAT OET1T 1T &£ OEA AEEI A xAl ZFAOA OUOOAI 8 - AT U
initiative are aligned with the goall £ DOT OEAET ¢ OAZAOU &A1 O - AOUI Al

Goal 1: Improve the safety for all infants, children, and youth

Objective Measure of Progress | Annual Benchmarks
Reduce recurrence | Absence of 1 2015:93.5%
of Maltreatment Recurrence will be 1 2016:93.8%
94.6% or more 1 2017:94.1%
1 2018:94.4%
1 2019:94.6%
Data Source: MD CHESSIE

Overview

- AOUI AT A0 OAAOOOAT AA OAOA EAO Al xAUO AAAT OA
improvements in assessing family functioning and the emphasis on famitentered

practice, the Department predicts incremental improvement meeting or exceeding the

federal goal in the next 5 years.

Intervention (s)
Reducing recurrence of maltreatment is a primary goal of the Department. This will be

accomplished by improving &sessment of risk and safety, aligning service and safety
planning with the improved assessments and improving family centered practice through
AT 1T OET OAA AAOGAT T PI AT O T &£ -AOUI ATAGO !'1 OAOT AOE

Implementation Supports
By the end of 2014 Maryland child welfare staff will have ready for their use a new

actuarial risk assessment and a revised safety assessment that adds parent protective
capacities to the instrument. In addition, Maryland is incorporating the CANB family
assessment into the comprehensive assessment used by Child Protective andHiome
Services staff. Enhanced assessments should make planning to increase safety and reduce
risk of maltreatment more effective reducing the recurrence during and following a seice
episode
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Permanency

Maryland is committed to ensuring that children are in a home that is safe and provides an
AT OEOTTiIi AT O xEAOA OEAU EAOA Al 1BDPI 0001 EOU
goal is to develop and maintain living situationghat will afford a child permanency and
stability while allowing for continuity of family relationships, and on-going connections

with friends and community. All twenty-four jurisdictions in Maryland (twenty -three

counties and Baltimore City) operate fosr care programs that work with the birth and

foster families to develop the most appropriate permanency plan for each child. Maryland
works to ensure that reunification, adoption, or guardianship occurs in a timely manner for
children who are placed in ait-of-home care. Birth and foster families are assisted in
obtaining the services, such as counseling and health care, needed to meet the goals of the
permanency plan. Each foster care program also works to recruit, train, approve and retain
foster careproviders. All children deserve a family therefore Maryland has a renewed

focus on reunification, subsidized guardianship, and adoption.

Goal 2: Achieve permanency for all infants, children, and youth

Objective Measure of Progress | Annual Benchmarks
Reduwe the length | The percentage of 1 2015:69%
of stay childrenincare 12 | 2016:68%
or more months will | § 2017:67%
be 65% or less  2018:66%
1 2019:65%
Data Source: MD CHESSIE
Objective Measure of Progress| Annual Benchmarks
Reduce reentry 13% or less of 1 2015:15%
into care from children exiting to  2016:14.5%
reunification reunification will M 2017:14%
reenter OOH care q{ 2018:13.5%
within 12 months q 2019:13%
Data Source: MD CHESSIE

Overview

- AOUI AT A0 OAAAT O OOAAAOOAOinGiiskiBudon ofichlidkeh - AOOA

in out-of-home care that is bimodal, with the majority of children served in out -of-
home care either O -8 years old or 14 -21 years old.
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Children in OOH Care, June 2013, by Age

Figure3: Children in Ouf-Home Care, June 2013, By Age

Data Source: MD CHESSIE

Young children , ranging in age from birth through age eight, represent an increasing
proportion of the population served by the child welfare system, both inand out-of-home.
Approximately 32% of the children in outof-home care in June 2013 were ages-8
(1,925). An additional 3,339 children 08 were served through inhome services,

representing 54% of all children served in inhome services in June 2013.

More than half of the youth in foster care in Maryland are over agetland nearly 30% of

EO py AT A

care were youth ages 14 to 17. In 2013, 20% of all youth served throughtome services
were ages 1418. The percent of youth in foster carever 14 increased even while
Maryland reduced its total foster care population by more than 40% since 2007. At the
start of Place Matters, 46% of youth in oubf-home care were 14 years or older; six years
later, 52% of the caseload was 14 years or older.

The average length of stay in @-of-Home Racement has been declining for all age groups,
including children ages 1417. However, the average length of stay i@Qut-of-Home
Placementis much greater for older children than for younger children.

The figure that follows illustrates the average length of stay (in months) for children ages
0-8 and 1417, as well as for all age groups. The average length of stay for all children now
matches the length of stay for youth ages 147.
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Average Length of Stay (Months
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= All Children 50.71 49.47 46.41 43.40
= Children 68 19.74 16.95 15.38 14.51
Children 1417 55.11 50.34 46.50 43.65

Figure 4: Average Length of Stay (Months)

Data Source: MD CHESSIE

Despite increases in reunification, adoption, and guardianshiphe majority of youth over

the age of 14 in foster care are likely to remain in care until they emancipate. The

national average length of stay (ALOS) for youth aging out of foster care is 5 yé&amshile

the ALOS for youth aging out (121) in Maryland in 2012 is 8.5 years. In fact, 699 youth

xAOA Al AT AEPAOGAA £OT 1 - AOUI AT A8O A& GOtz AAOA
U.S.; 22% of youth exiting foster care in Maryland in 2011 were youth who agedt of the

system, the 3rd highest rate in the country.

One of the goals when a child exits from otaf-home care is to ensure that their exit is
permanent and succesful. However, as the length of stay in otdf-home placement
decreases, the number of children reentering out-of-home care has been increasing. (See
below for additional discussion on youth reentering Out-of-Home Placement.)

2 Samuels, 2013
®Kids Count, 2013
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Number of Children Re -Entering Out -of-Home Placement
within 12 Months of Exit to
Reunification, Guardianship, or Adoption

450 406 398
400
350
300
250
200
150 105
100 -

50 -

0 -
SFY 2010 SFY 2011 SFY 2012 SFY 2013

Figure 5: Number of Children Re -Entering Out -of-Home Placement

Data Source: MD CHESSIE

These data suggest that a flexible, individualized, comprehensive service array while in
Out-of-Home Placement and after exit from placement would beni the child and family

and assist

in preventing reentry into out-of-home care.

Intervention(s)

Since 2007 with the implementation of its Place Matters Initiative, DHR has taken great

Z oA N s s
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system that serves children in the least restrictive environment pssible. Over the next five
years, DHR will further its efforts by expanding irhome family supports that provide both
prevention and postpermanency services. DHR will collaborate with its sister chilcand
family-serving agencies and communitypased provider organizations in the expasion of
services. DHR will also focus on utilization of screening and assessment tools, integration of

assessme

There is a critical need to create a traumanformed child welfare system. In addition to
expanding the use of traumainformed screening and assessment tools, Maryland is seeking
to infuse this paradigm through a number of workforce development and training

initiatives.

In addition to creating a traumainformed child welfare system, over the nexfive years
DHR plans to continue the implementation Family Involvement Meetings, working with the
families earlier, concurrent permanency planning, locating adoptive families, increasing
sibling and parent visitation, and providing additional supports whe needed

nt tools and referrals, and ongoing evaluation.
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Implementation Supports

$(260 001 OEAAO ! AGEOT OU #1 O1 AET jo!#q AOAAOAA
development of a traumainformed system in Maryland. At the request of the trauma

xI OECOT 6bh ET * AT OAOU ¢ 1 dendeBadds Rractice Edvido AT 6 O # A
Committee convened a meeting focused on building a traumaformed system of care in

Maryland. Reports were provided on many of the individual initiatives already in place in

Maryland, including four SAMHSAunded trauma ceners, surveys of providers regarding

their capacity to provide specific traumainformed services, and workforce development

activities. The meeting ended with a commitment to moving the work forward through a

smaller workgroup that will initially outine MAOUT AT A8 O OE Grddmled £1 O A 00!/
OUOOAI 8 $ ( 2 6 Ghe Arjed Aoy Oondilide jhe tadma workgroup, and

Family CenteredPractice Oversight Committeewill ensure that the interventions

implemented will continue to move the work forward.

Well-being

Goal 3: Strengthen the welbeing for all infants, children, and youth

Objective Measure of Progress| Annual Benchmarks
Children are enrolled in | 77% of children 1 2015: 69%
school within 5 days of | entering foster care | 2016: 71%
entering foster care will be enrolled in 1 2017: 73%
school within 5 days | § 2018: 75%
1 2019: 77%

Data Source: Maryland State Department of Education

Overview
Maryland continues to be committed to ensuring that children in oubf-home care have

educational stability and achieve positive educational outcomesAs reported in the 2014
Annual Progress and Services Report (APSR) the 2013 statistics for school emmalht was
67%. Nearly all of Maryland quality assurance reviews of local jurisdictions to date
indicate that foster children are enrolled timely in school.

Intervention(s)

During December 2013 representatives from the Department, Maryland State Department

of Education, University of Maryland School of Social Work, and FCCIP attended the

AT OCAOT x1T 51 EOAOOEOUB8O #A1T OAO &£ O »OOATEI A ~
Program. The Information Sharing Certificate Program is designed to enable lead#wos

overcome information sharing challenges, while respecting laws and other provisions that

protect the privacy and other rights of youth and their families. The program provided a
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venue through which leaders from the Department, MSDE, University of Maayld School of
Social Work and FCCIP, could increase their knowledge about information sharing, develop
an action plan (capstone project) for reform, and receive technical assistance to break
through barriers that may arise when implementing the reforms.

CQurrently Maryland has two capstone projects, a major and a minor project. Capstone 1,

Sharing Education Data for Children served in Child Welfare and Juvenile Servitses

AT 1T OEAAOAA OEA OIi AET 06 DPOI EAAO8 ) O &ddd POEI AOE
education data will be shared to help foster children reach their highest educational

attainment while complying with existing privacy laws. The Capstone Mteragency LINKS

(Linking Information to eNhance Knowledge) Projedt EO AT T OERAOBR AT BEAOOS I
LINKS is dedicated to dealing with the challenge of making better use of data currently

scattered across state and local databases, by safely linking agency databases and creating
non-identified analysis files. (More detailed information regading this project can be found

in the Resource Development and Placement Support section of the Service Array)

Implementation Supports
In the future SSA will continue to work with local departments around this issue utilizing

similar strategies used toincrease the case worker visitation data, i.e., MD CHESSIE reports,
regional meetings, and Quality Assurance reviews.

Objective Measure of Annual Benchmarks

Progress
Children receive | Annual Exam: 90% | § 2015: 82% (Annual Exam)
services to meet | Comprehersive: 63% (Comprehensive)
their 75% 52% (Dental)
health/dental Dental: 60% 1 2016: 84% (Annual Exam)
needs 66% (Comprehensive)

54% (Dental)

1 2017: 86% (Annual)
69% (Comprehensive)
56% (Dental)

1 2018: 88% (Annual)
72% (Comprehensive)
58% (Dental)

1 2019: 90% (Annual)
75% (Comprehensive)
60% (Dental)

Overview
DHR is committed to ensuring that children receive thenedical care

(physical/mental/dental) that is needed to meet their health needsAs reported in the
2014 Annual Progress and Services Report (APSR) the 2013 statistics are as follows:

f Annual Exam: 80%
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1 Comprehensive Health Assessment: 50%
1 Annual DentalAssessment: 48%

These statistics reflect aggregate data based on worker data entry of medical assessments
and should not be considered to be truly reflective of Maryland performance. Nearly all of
Maryland quality assurance reviews of local jurisdictiongo date indicate that foster

children are enrolled timely in school and receive their initial and annual health and dental
assessments.

Intervention(s)
In determining appropriate medical treatment for children in out-of-home placements,
OOAT AAOAOG AOA 1 OO0OIETAA AT A AAOGAOEAAA ET - AOUI

Healthy Kids/Early and Periodic Screening, Diagnosis, and Treatment (EPDST) Program.
Standards for the Healthy Kids Program are developed through collakation with key
stakeholders, such as the Maryland Department of Health and Mental Hygiene (DHMH),
Family Health Administration, the Maryland Chapter of the American Academy of
Pediatrics, the University of Maryland Dental School and the Maryland Departmeuoit the
Environment. The components of EPDST represent the minimum pediatric health
standards. The State of Maryland uses board certified physicians to provide medical
services to children in foster care. DHMH is responsible for oversight of all physias and
the collection of medical data on each child and is working closely with the Department for
implementation.

DHR and DHMH are committed to ensuring that Section 2004 of the Affordable Care Act
(ACA) is implemented within the State of Maryland. $&on 2004 creates a new mandatory
Medicaid eligibility category for former foster care children. Under the new provision,
Medicaid must cover any child under the age of 26hom:

1 was in foster care under the responsibility of the State when he or she tued 18 (or
a higher age designated by the State);

1 was enrolled in Medicaid under the State plan or a waiver while in foster care; and

1 due to income or other criteria, does not qualify for Medicaid under another
mandatory eligibility category (except for thecategory added by ACA to cover
formerly ineligible adults under 65 with incomes up to 133% of the Federal Poverty
Level (FPL).

Former Maryland foster care children will be eligible to receive comprehensive coverage,
i.e. all services covered under the Mgcaid State Plan.

Implementation Supports
In the future SSA will continue to work with local departments around the issue of

documentation of health care utilizing similar strategies used to increase the case worker
visitation data, i.e., MD CHESSIE s, regional meetings, and Quality Assurance reviews.
In addition, the State is currently exploring the possibility of having Medicaid/State
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Department of Health and Mental Hygiene (DHMH) data directly shared with MD CHESSIE.
This would serve the dualpurpose of correcting aggregate data and providing workers

with more detailed medical information. This would also eliminate dual data entry work

by local department staff and DHMH staff. In lieu of that option, DHR will utilize a data
cleanrup model that has worked well for other indicators. Exception reports will be
developed, with work and supervisor identified, of cases where health data has not been
entered into MD CHESSIE, and local departments will be expected to update the missing
data. Another aea of concern is that some regions continue to struggle to have adequate
dental resources in their areasDHR will continue to work with DHMH and other
stakeholders to address this issue.

Section IV. -129,1 . %03 3%26)#% ! 22! 9

1O ATl A@OAT OET T TAEA3 FEIT6 RATIARNIE A AEOAGA K EOQE
Cabinet the state will be developing a revised strategic plan aimed at ensuring the short

and longterm well-being of children and their families through the identification and

provision of quality servicesin a timely manner and in keeping with best practice models.

The plan seeks to inform a process of reshaping community and residential services so that
they are responsive to changes in the population, able to serve children and adolescents in
their communities, and flexible enough to provide intensive services when needed.

The strategic plan sets out to:

1 Provide an overview of existing services to include the strengths and concerns

1 Provide and promote program development, education and training for commuty
based and residential providers, child serving agencies and the community;

91 Develop or enhance multidisciplinary, community-based programs and services
that span the continuum of care;

1 Support programs in underserved areas of the state; and

1 Establishand maintain a system of data collection and analysis for the purpose of
planning, implementing, and coordinating the development of critical resources.

This revised strategic plan will be the culmination of an intensive, collaborative effort by
theMarylAT A #EEI1 AOAT 60 #AAET AO ET DAOOT AOOEED
to improve the child-family serving delivery system to better anticipate and respond to the
needs of children, youth and families. The Secretaries of the Department of Human
Resources (DHR), Department of Juvenile Services (DJS), and Department of Health and
Mental Hygiene (DHMH), and the State Superintendent of the Maryland State Department
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Children (GOC), will be embarking upon an interagency child and family services strategic

Pl ATTEI C POI AAGO AO PAOO 1T &£ OEA ' AT ET EOOOAOQEI

across organizations and services for children and families

Maryland has a plethoraof services available across as detailed in the service array section
of this plan. However, the state has gathered limited collective data on a systemic level on
service gaps, individualization of services, accessibility, etc. The Cabinet has decided th
this will be a part of the focus of this planning and implementation process. Services for
children and families must be a collective responsibility across organizations with
considerable interagency work occurring on a daily basis through both formalral informal
channels.

)yl PAOOEAOI AOh OEA #EEI AOAT 80 #AAET AO EAO
effective community-based services and educational programs and reducing eof-home
placements. In order to accelerate the already decreasing radé children and youth

entering out-of-home placements, ensure effective interventions and positive outcomes for
children and families when they are served by the State (regardless of whether they enter
out-of-home placement), and reduce the likelihood athildren and youth re-entering out-
of-home placement, it is critical to understand who the children and youth are who go into

out-of-home placement.

DHR will include a detailed summary of the planning process and the strategic plan in the
2015 annual repat.

In addition, DHR has identified the populations at greatest risk of maltreatment as children
that fall within populations identified in the categories Substance Exposed Newborns, Birth
to 5 and Human Trafficking, Although the State casiders all children under state care as
vulnerable to maltreatment, these children are considered at greatest risk because of their
age and / orseparationfrom a guardian. These populations are identified in more detail in
the sections that follow.

Child Protective Services

Child Protective Services (CPS) is a mandated program for the protection of all children

in the State alleged to be abused and neglected. Beginning July 2013, Maryland transitioned
to a two-track systemz Investigative Response and Adtrnative Response. Child Protective
Services screens and responds to allegations of child abuse and neglect, performs
assessments of child safety, assesses the imminent risk of harm to the children and
evaluates conditions that support or refute the allegd abuse or neglect and need for
emergency intervention. It also provides services designed to stabilize a family in crisis and
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to preserve the family by reducing threats to safety and risk factors. This program provides
an array of prevention, intervention and treatment services including:

1 Operating a local jurisdiction based telephone hotline for receiving child
abuse/neglect (CAN) reports;

1 Conducting CAN investigative and alternative response, family assessment and

preventive services screenings;

Providing substance exposed newborn crisis assessment and services;

Providing background screening checks on current or prospective employees and

volunteers for children/youth serving agencies;

Preventive and increased protective capacity of families; and

Family-centered services.

T
)l
)l
)l

Structured Decision Making

Maryland has used Structured Decision Making as a decision tool for categorizing
allegations of child abuse and neglect and for assigning a resyse time for certain high
risk/high safety concernsituations for several years. Structured Decision making
continues to be used to categorize allegations and help screening staff determine if the
allegation rises to the level for a CPS response. Once accepted as appropriate for CPS,
additional questionswere added to the process allowing screening supervisors assign
allegations to either an Investigation or Alternative Response. Having Structured Decision
Making in place and a normal part of practice helped with implementation of the new two
path CPS syem.

Safety Assessment Training

)T - AOUI ATAG6O 1100 OAAAT O #EEI A AT A &AIEI U 3A
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areas of concern identified during assessmén The State is aware of this issue and sees this

AO A T AET O AEATT AT CA O 1T OAOAT I A8 7EOE AOOEO
Maryland began incorporating Signs of Safety into its family assessment. This simple

approach to assessing for threat® | A AEEI A6 O OAAAOU EAI PO OOAEA
as opposed to what are complicating factors that look like a threat but really are not. As

jurisdictions prepared to go live with Alternative Response the Department required that

their staff have training on Signs of Safety. This tool is used by front line staff with their

clients as well as supervisors use it to facilitate individual and group supervision. Making

certain that local departments continue to use this assessment tool is a compmnt of the

ongoing plan to improve the Investigative Response/Alternative Response in Maryland.
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Alternative Response

Beginning July 2013 through July 2014, Maryland implemented its twivack CPS response
system, Investigative Response and AlternatevResponse As of March 2014,

approximately, 35% of all screened in cases are currently being assigned to AR. In the next
five years, SSA would like to see approximately 50% of all screened in cases assigned to AR.

From the moment of initial implementation, the Social Services Administration (SSA) began
efforts to sustain this practice shift by providing oversight and technical assistance to
support and maintain model fidelity, to build staff capacity and provide a\R quarterly
newsletter to be disseminated to all State and local partners.

Moving forward, SSA will host monthly conference calls with each Phase to discuss issues

pertaining to AR implementation and practice. Technical support will be provided to each

county via an annual site visit where staff will revisit their implementationplan, discuss

internal policies and protocols and how they support AR practice and philosophy, discuss

new partnerships, share information about where families are being referred and identify

gaps in service provision. Each county will receive a writtereport with recommendations

after their annual site visit. Maryland will continue to hostregional learning collaboratives

xEAOA 12 x1 OEAOO AT A OOPAOOGEOI OO Ail OAT A O1 O
practice, supervision and administration. Localdepartment are encouraged to invited

stakeholders to the Learning CollaborativeThe quarterly AR Newsletter will continue. The

newsletter is a vehicle for counties to share articles about their AR practice and the good

outcomes they have with families.It also keeps Maryland stakeholders and practitioners

informed about national and local AR data. The AR Quarterly Newsletter is shared via

AT AElT xEOE 11T AAl AAPAOOI AT OO AT A PAOOT AOO AT A
The Child Welfare AcademyCWA)in partnership with SSA will developl-day skill training

on solution focused, strengthbased and family driven assessment tools and strategies. The

CWA is also developing &-day AR training for new staff.

SSA will host an annual AR statewide meeting. Tharpose of this meeting will be to bring

AR practitioners, administrators and stakeholders from around the State together to

OAOGEAx AT 1T OAl OOAOAxEAA 12 AAOAhRh AEOAOOO xEAO
and policy that may need to be revisited This meeting will be an opportunity for staff to

share information about the tools and strategies they are utilizing to engage families and to

complete thorough family assessments. Staff will have an opportunity to participate via a

panel discussion orthrough individual county presentations. SSA will also be working with

local jurisdictions to identify a family that has benefitted from an alternative response to

participate in this meeting and share their personal experience. SSA will also utilizegh

meeting to share national AR data with stakeholders.
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As needed, SSA will facilitate intrastate immersion visits between counties. This will allow
local jurisdictions an opportunity to share with their peers AR strategies that are working

well. Staftx EI 1T EAAT OE£AU AOAAO xEAOA OEtdangageAAA OI
families through an Aternative Response. Staff will then be linked to a mentor county

where they will visit and shadow staff and observe practice and strategies that enhance

and support AR.SSA will also wrk with local departments to expand their 'services

community' is part of the sustainability plan that is the next step in moving AR/IR forward.

SSA will hold quarterly meetings with the AR Advisory Council to discuss AR priagt,
sustainability, service deliveryand policy revisions that may be necessary

To ensure fidelity to the AR Practice Model, it is imperative that screening of AR cases be
consistent across the State. To ensure model fidelity, SSA will provide trainifog

screening supervisors on an ongoing basis and encourage jurisdictions to identify one
primary screening decision maker. Other outcomes that SSA will be monitoring is
percentage ofthe family self-referrals to the agency within a 12 month period aftebeing
served with an Alternative Response and if there is a secondary repdsdither by the public
or the family), how much time has elapsed between referrals.

Human Trafficking Initiative

Human Sex Tafficking was added to the child abuse statute i2012. The Department has
engaged in numerous activities to deal with the issue of sex trafficking since the change in
statute. In conjunction with the Maryland Task Force on Human Trafficking, the
department has engaged in efforts to address identificatioof victims, appropriate
responses to discovery, service needs and prevention. The Department has worked as a
member of both the Steering Committee of the Task Force, which includes fifteen

O«
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expands beyond the participants of the 15 Steering Committee members) to identify State
needs, barriers and challenges to fully address the needs of victims. Policy has been issued,
training developed, a screening tool adapted for Child &fare and a human trafficking
identifier has been added to the data system to track all human trafficking referrals.

In-Home Services

In-Home Family Services are family preservatioprograms available within the Local
Departments of Social &rvices. Theg programs are specifically identified for families in
crisis whose children are at risk ofOut-of-Home Hacement Family preservation actively
seeks to obtain or directly provide the critical services needed to enable the family to
remain together in a sée and stable environment.
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Maryland provides three programs under InRHome Services continuum: Services to

Families with Children-Intake (SFCI), Consolidated InHome Services (CIHS) and Inter

Agency Family Preservation Services (IFPS). SF@rovides asessment for situations that

AT 11706 1T ARO OEA AOEOAOEA £ O A #03 OAODPI T OAs8
request for service. CIHS are cases referred from CPS, botektigative Response (IR)and
Alternative Response AR), or SF@ where additional work is needed to bolster a famil 6 O
protective capacities to improve safety and reduce risk. IAFP is similar except that

referrals can come from other child serving agency and the child must be at high risk for
Out-of-Home Racement Additional detail on these programs is found below in this

section.

Consolidated In -Home Services

The Consolidated InRHome Family Services program is designed to provide comprehensive,
time-limited and intensive family focused services to a family with a child atisk for
maltreatment. The purpose of Consolidated Services is to promote safety, preserve the
family unity, maintain self-sufficiency and assist families to utilize community resources.
In-Home services are irhome and communitybased. Based on the &al jurisdiction size

and staff availability, the InHome Services staff may consist of a worker or a worker and
family support worker team approach to serving the family.

Interagency Family Preservation Services

In addition to Consolidated IrHome Sevices, Maryland also offers Interagency Family
Preservation Services (IFPS). Interagency Family Preservation Services provides intense
services to families with a child(ren) at imminent risk of Outof-Home Placement. Referrals
can come from multiple souces and are served by workers with small caseloads who are
able to provide more frequent and sustained contact. Each jurisdiction has the option to
operate the program within the local department, with the department as the vendor or to
utilize outside vendors. Currently the department is the vendor in 18 jurisdictions, with the
remaining 6 jurisdictions contracting with private vendors.

Substance-Exposed Newborns

SSA is required to monitor the implementation of the new substaneexposed newborn law
(Family Law8 5704.2) that went into effect October 1, 2013 and to provide two reports to
the Governor and legislature on or before October 1, 2014 and October 1, 20Te

reports must include the number of safety and risk assessments completed on families of
substanceexposed newborns; the outcomes of the assessments conducted; the number of
mothers referred to substance abuse treatment; and the number of cases invalgi
substanceexposed newborns that result in a termination of parental rights. Going

forward, particular attention will focus on data collection and management: improving
consistency in information reported by the hospitals to the Local Departments of Sat
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Services; and improving the way data is stored and retrieved in MD CHESSIE. Close
monitoring will inform evaluation of current policy and practice as well as potential need
for training and cross training; barriers and gaps to behavioral health serves for mothers;
and improved collaboration with health care practitioners and hospitals. Efforts will also
continue to organize a workgroup across disciplines (child welfare, maternal and child
health, behavioral health, and the medical community) to devep a more integrated and
coordinated response to the problem of perinatal substance use and its impact on the
safety, permanency, and welbeing of children and families

Birth Match

In October 2009, the bill referred to as Birth Match became law. This Department is
required to provide the Department of Health and Mental Hygiene (DHMH) with an
updated list of parents who had their parental rights terminated within the past five years
and who have a finding of child abuse or neglect connected to the TPR. DHMH, Vital
Statistics, matches the names against a list of parents with newborns and advises the Social
Services Administration (SSA) of any matches. SSA in turn notifies local depents of the
match. SSA is required to monitor the implementation of the new substan@xposed
newborn law (Family Law8 5704.2) that went into effect October 1, 2013 and to provide
two reports to the Governor and legislature on or before October 1, 201ahd October 1,
2015. The reports must include the number of safety and risk assessments completed on
families of substanceexposed newborns; the outcomes of the assessments conducted; the
number of mothers referred to substance abuse treatment; and the mber of cases
involving substanceexposed newborns that result in a termination of parental rights.
Going forward, particular attention will focus on data collection and management:
improving consistency in information reported by the hospitals to the Loal Departments

of Social Services; and improving the way data is stored and retrieved in MD CHESSIE.
Close monitoring will inform evaluation of current policy and practice as well as potential
need for training and cross training; barriers and gaps to bedvioral health services for
mothers; and improved collaboration with health care practitioners and hospitals. Efforts
will also be continued to organize a workgroup across disciplines (child welfare, maternal
and child health, behavioral health, and the edical community) to develop a more
integrated and coordinated response to the problem of perinatal substance use and its
impact on the safety, permanency, and webeing of children and families requesting
contact be made with the family to assess for risand safety issues and the offer of
supportive services. Local departments are required to respond to the central office with
what was found and any service provided.

Out-Of-Home Services
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Foster Care Services

Foster care provides bort-term care and supportive services for children that have been

physically or sexually abused, neglected, abandoned, or at high risk of serious harm and
O1T1 601 OAoU biI AAAT AT O OAOOGEAAO je60!q AARAAAOGOA 1 £
receivetreatment services for mental illness or developmental disability. The services are

to treat the needs of the child and help the family with the skills and resources needed to

care for the child. Children are placed in the least restrictive placement toemat their

needs, with a strong preference for relatives as the placement of choice. Attempts are

i AAA 01 EAAD OEA AEEI A ET Al 1T OA DPOI gEIi EOU Ol
based on the treatment needs of the child and the availability pfacement resources.

Time-limited reunification services using concurrent permanency planning to reunite with
the birth family within 12 months of the placement or to pursue a permanent home for the
child. Permanency planning options that are considetein order of priority:

1 Reunification with parent(s)

1 Permanent Placement with Relatives (includes guardianship or
custody)

1 Adoption (relative or non-relative)

1 APPLA (Another Planned Permanency Living Arrangement

Reunification

A plan of reunification shall be pursued with a reasonable expectation that the plan will be
achieved with 12 months from the date of entry intdOut-of-Home Racementexcluding

trial home visits and runaway episodes. Parents must be informed at the time @moval,
including voluntary placement about time lines for reunification. The caseworker shall
engage the parent(s) in reunification services immediately upon the child enterin@Qut-of-
Home Racement After a child has been irOut-of-Home Racementfor 15 months out of

the prior 22 months, the LDSS must file a Petition to Terminate Parental Rights and pursue
adoption. If a child is returned home under a trial home visit or Order of Protective
Supervision (OPS) and the reunification cannot be maintainethe 15 month period
continues once the child is placed in another approved placement, the 15 month period
does not restart.

The Child and Adolescent Needs and Strengths (CANS)

Maryland utilizes CANSo assess youth functioningages 521) in major life domains,
strengths, emotional and behavioral needs, and risk behaviors, in addition to caregiver
strengths and needs. The Child and Adolescent Needs and Strengths (CANS) instrunsent
utilized for the following purposes:
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1 To support decision making, including level of care and service planning
The CANSs used by child and family teams to develop more individualized and

ultimately more effective treatment plans and service plans. Additional decision
support applications can be integrated into Family Involvement Meetings (FIM) at
intake and change of placment. Algorithms can be localized for sensitivity to
varying service delivery systems and cultures. An algorithm for Maryland has been
developed(to be implemented in FY2015)using dimensions of functioning to
determine differences in level of service aeds:

o Severity of mental health symptoms
0 Level of risk to safety of youth and others, including flight risk
o Level of adaptive functioning (i.e., daily living activities)

1 To facilitate quality improvement initiatives
As a quality improvement tool, a numbepf settings utilized a fidelity model

approach to look at service/treatment/action planning based on the CANS

AOOAOOI AT O8 I OAOGET C 1T &£ O6¢bd 1TO0 06086 11 A #
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be the focus on strengtkhbuilding activities.

1 To allow for the monitoring of outcomes of services
As an outcome monitoring tool, the CAN®Ill be used by the larger systems of care

to track aggregate improvement by children and families. This can be accomplished

ET OxI xAuOs &EOOOh EOATI O OEAO AOA ET EOQEA
determine the percent of youth who movet A OAOET C 1T &£ Ond 1 O Opd
built strength). Second, dimension scores can be generated by summing items

within each of the dimensions (e.g., Emotional/Behavior Problems, Risk Behaviors,

and Life Domain Functioning). These scores can be comed over the course of

treatment. Ultimately, utilizing treatment plans guided by the CANS can lead to

decreased duration in care and increased rate of permanency achievement.

Adoption_

The goal for Adoption Services is to develop permanent families fohikdren who cannot

I EOA xEOE T 0 OAZEAT U AA OAOT EOAA xEMicesvWEAEO AE
continue to assist local Departments of Social Services and other partnering adoption

agencies in finding adoptive families for children, especially older youth, in the care and

custody of the State. The range of adoption services includes study and evaluation of

children and their needs; resource parst recruitment, training and home study, child

match and placement, and posadoption support.

A4EA AAT POET T DOI COAI Al 01 ETAI OAROG 1 AAEAGAA O
interests; the Mutual Consent Voluntary Adoption Registry; the Adofn Search, Contact
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and Reunion Services (ASCRS); the Post Adoption Services Permanency Program, (which

provides limited funds for families when the adoption is at risk of disrupting); the Adoption
Assistance Program; Title XX Child Care Reimbursement; ah@ Non-recurring Adoption

%PDAT OAO 2AEI AOOOGAI AT O8 - AOUI ATA60 AEEI A xAl
concurrent permanency planning, and dual approval of resource homes to increase the

number and timeliness of adoptions of children in at-of-home are.

Additional planning for the next 5 years includes the following.

(1) Adoption Best Practices/Child Matching Conferences will focus on intensification of
matching of resource families with youth needing resource families for adoption through
matching conferences.Collaboration will involve SSA, local departments and resource
families. Planning will begin early in SFY 2015.

(2) Ongoing Adoption Assistance Policy Training on an annual or serannual basis.
Collaboration will involve DHR/SSA, local épartment staff having expertise with adoption
assistance, and the DHR assistant attorney general assigned to the-OiHome Placement
Program.

(3) Adoption Search, Contact, and Reunion Trainings. Annual initial and refresher training
for confidential intermediary certification will involve collaboration between DHR/SSA and
the private agency confidential intermediaries on training. Public and pviate agency staffs

will continue to serve as trainers.

Guardianship Assistance Program

DHR/SSA supports permanency for children and recognizes that sometimes neither
parental reunification nor adoption best serve the permanency needs of a child. Wha
child cannot be reunited with parents and adoption of the child is not possible or not in the
best interest of the child, the next priority for permanency is legal custody and
guardianship to a kinship guardian. Legal custody and guardianship means tren adult,
other than a legal parent of the child, is legally responsible for the child and the local
AADAOOI AT 680 Al i i EOI Rebefing ledal diflodyEadd glakdtidsEif oA A A 8
a child may be a financial hardship for mankinship caregivers.The Guardianship
Assistance Program allows kinship caregivers tassume a guardianship while receiving
subsidy payments, thus minimizing Staténtervention. By subsidizing guardianships,
DHR/SSA believes it can accomplish the goalsle§al permanency andamily

responsibility for children in the custody of the State.
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Ready By 21

Overview
Nearly half of the youth in care in Maryland are between the ages of-Pg, with almost

30% of youth in care ages 1&0. This cohort of youth presents unique needs as they
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initiative to ensure that youth are prepared for the transition into adulthood. Focusing on

the five core areas of housing, education, finances, health and mentoring, Ready by 21

provides a framework and key strategies that are implemented at the localMel by the

LDSS and their community partners. Ready by 21 is designed to ensure that youth have the
necessary skills and resources to integrate back into their homes and communities when

they reunify with their families or to be successful if they emancip@ from care at age 21.
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and 07.02.10).

Maryland has been innovative in its work with transition age youth, recognizing that the

supports that are provided to youth aged4-17 impacts their permanency and weHbeing

as they move into adulthoodFor over 25 yearsMaryland has allowed and encouraged

youth to remain in care past age 18 they do not reunify or enter adoption or guardianship

status prior to age 18
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transition to independence, to encourage higher education or vocational attainment, and to

solicit their advocacy on behalf of other youth in the foster care systenThis goal is

accomplished through the implementation of an array of services for all foster care youth

ages 14 up to their 2%t birthday .

DHR is working collaboratively to engage stakeholders and partners in both the public and
private sectors to ensure that youth argrovided with the opportunity to achieve these
outcomes. Outlined in Ready By 21 are 5 Key factors:

1. Housing: Safe, affordable, stable

2. Education: high school diploma or GED or is actively enrolled in an education
or occupational skills training program

3. Financial: stability either through employment or entitlements, in addition to
established credit and basic identification documents to allow for self
sufficiency

4. Health: Linkages to appropriate healthcare services to address physical and
behavioral healthneeds

5. Mentors: connections for ongoing support

4 0A1 OEOEIT T AT DI ATTEIC A& O Ui OOE | 0060 AAcEl AO
arrangement or permanency plan. The plan must include: the agreed upon steps to be
OAEAT O1 1 AAO O Eehporsibiliyl faddppeQsohtheplardiBetdsidnsibility
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of the agency and other persons who will assist the youth to accomplish those steps; the
date of the plan; the date when the plan was reviewed or updated; and signatures of the
youth, Local Departnent of Social Services (LDSS) representatives, and other participants
responsible for the plan and activities.

During the course of transitional planning, it is the responsibility of the caseworker to
ensure that the youth acquire skills and overcome barriers to complete school, obtain and
maintain gainful employment, find adequate and affordable housing, find a eoection and
access health and mental health careA resource tool for youth to use during the transition
planning process is The National Resource for Youth Development Youth Leadership
ToolKit.

The caseworker must ensure that the core areas of servica@ the transitional plan, are
reviewed and have been achieved by the youth. This information must be recorded in the
Ul OOE6 O AAOA OAAT OAS8

The caseworker must ensure that the core areas of service, in the transitional plan, are
reviewed and have been ddeved by the youth. This information must be recorded in the
Ul OOE6 O AAOA OAAT OAS8

Plans for Next 5 years include:

1 Provide continuous trainings and technical assistance to local departments of social
services and Ready By 21.

Provide State living skillstrainings to youth on Ready By 21 benchmarks.

Revise the Maryland Transitional Plan.

Continue to work with the National Resource Center for Permanency and Family
Connections on receiving Training and Technical Assistance to provide guidance to
Maryland to ensure that the unique needs of the Lesbian, Gay;®ixual,

Transgender, Questioning (LGBTQ) youth are being met in the child welfare system.
Host a State wideolder youth summit for youth 18-21 years old

91 Develop a savings plan for youth aging out of foster care

= =4 4 A

=

Chafee Foster Care Independence Program (CECIP)

Through the Chafee Foster Care Independence Program (CFCIP) Maryland plans to
continue to fund the devdopment and expansion of Ready By 21/ Transitioning Youth
Preparation Services. Over the past 5 years Maryland has reinvented and expanded
services provided to older youth in Outof-Home Placement. The Ready By 21 Services
evolved since 2010 provided trarsitional youth services for youth 1421 years old
regardless of permanency plan or living arrangement. The purpose of the Ready By 21
Services is to prepare youth exiting the foster care system for self sufficiencApproval of
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the IV-E plan(inclusion of 18-20 year old youth as I\AE eligible youth) and the passage of

Enhanced After Carédnaveallowed Maryland to utilize IV-E funds to support the older

Ul OOEG6O 1 AET OAT AT AA AT 00OOh OEAOAAU Al 11T xETC -
services aimedat transitioning youth, rather than room and board expensesMaryland will

cooperate in any national evaluations of the effects of the prograsin achieving the

purposes of CFCIP.

Ready by 21 Survey

In an effort to better serve youth (1421 years old) inOut-of-Home Racementand track

I OOAT T AG &£ O Ul OOE AQGEOEI ¢ OEA A& OOGhy1AAOA OU
3000AUG
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birthday. DHR/SSA sends out a report of youth exciting care at age 21 that need to

complete the survey. The Ready by 21 survey is a tool for DHR/SSA toniify areas of

improvement for services.

In the next five years Maryland will continue to expand and explore innovative strategies to
support our older youth population. In addition to AIRS and Thrive@25 Maryland will
explore expanding housing options wih our Independent Living programs. Maryland will
develop a State Saving Plan, matching savings and connecting saving to accomplishing
bench marks, (i.e. high school diploma, GED, state identification/drivers license, etand
host statewide older youth summits for 18-21 year olds to provide workshops on topics

that will assist them to transition to adulthood.

Life Skills Assessment

Maryland continues to use a life skills assessment tool annually for all youth ages-2% as

part of assisting youth transition to selfsufficiency. Every youth between the ages of 121

are administered the Casey Life Skills Assessment annually.

4EA POODPI OA 1T £# OEA #AOAU , EEA 3EEI 1T O ! OOAOGOI A
readiness. Agency staff, youth, foster parents and caregivers can conduct the assessments
and use the learning tools to assess the strengths and areas in need of imgnment for the
youth. Every youth who enters outof-home care services should receive an assessment
regardless of their future permanency plan or the type of placement. From the assessment,
the case manager should establish an individual life skills plaas well as connect the youth

to the age appropriate group for life skills training. Local departments conduct group life
skills training from (4) four to (8) times per calendar year. Then, an annual assessment
would be completed to test the progress andetermine future goals.
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Once the Casey Life Skills Assessment is completed the local department can connect the
youth to the appropriate group for life skills training. Maryland designed the following
topics that the local departments include in theiragenda for the life skills group training:

Education

Employment

Health/Mental Health
Housing

Financial Literacy/Resources
Family and Friends Supports

E R R

The Ready By 21 Manual includes a chapter on the Casey Life Skills Assessment and on life

skills. Included in the Ready By 21 Manual is the correct way for LDSS staff to document
the Casey Life Skills Assessment in MD CHESSIE.

Identity Theft Prevention, Credit Report Services and Assistance with Credit Repair

On September 1, 2011, the Child and Family Sexgs Improvement and Innovation Act
(Public Law (P.L.) 11234) was signed into law. A major provision of the act requires that
each State provide children age 16 and older in foster care with copies of their consumer
credit reports each year until dischaged from foster care. Additionally, the law also
requires that youth be provided assistance with interpreting consumer credit reports and
resolving any inaccuracies.

The Child and Family Services Improvement and Innovation Act (P.L.) B2 is the
impetus behind the implementation of Policy Directive SSA # 14 Identity Theft, Credit
Report and Repair for Youth. The policy was implemented October 1, 2013 and provides
guidance as it relates to the Department of Human Resources (DHR), Social Services
Administration (SSA) accessing consumer credit reports for youth in Ouaif-Home
Placement. Under the policy, youth are provided with consumer credit reports from each
of the three (3) major credit reporting agencies (i.e., TransUnion, Equifax and Experian).
The consumer credit reports, in turn, are used to advance financial litera@nd foster self
sufficiency of youth in outof-home placement.

The following procedures were established to ensure compliance with policy directive and
federal guidelines:

DHR/SSAResponsibilities
1 On an annual basis, DHR/SSA will provide the Local Department of Social Services
(LDSS) with consumer credit reports for youth ages 14 to 17 in Owif-Home
Placement.
1 DHR/SSA will access MD CHESSIE on a monthly basis to process consuraditc
reports for all new youth age 14 to 17 entering care.
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1 The Assistant Director of Services in the LDSS will receive an encrypted email with a
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1 If the credit issue(s) cannot be resolved byhte caseworker and youth within 6

months in consult with the CRAs, then the matter may be referred by the Assistant

Director of the LDSS to DHR/SSA for review and assistance.

Youth Age 18 to 20

1 Caseworkers shall provide computer access and instruction to assist youth 18 years
or older with obtaining consumer credit report by accessing
www.annualcreditreport.com.

1 Discuss the results of the consumer credit report with each youth
1 Assist youth in correcting credit issues

1 Document the steps taken in Contact Notes in MD CHESSIE

Once consumer credit reports are received the LDSS shall:

1 Discuss the results of the consuer credit report with each youth
1 Assist youth in correcting credit issues
1 Document the steps taken in Contact Notes in MD CHESSIE

Youth Engagement Model

As an extension of family centered practice and sustainability planning, Youth Matter is a
component of the statewide Ready By 21 initiative to focus on understanding the process
and importance for actively engaging and teaming with youth. Maryland recognizes that
youth are an expert on their lives; therefore youth must be considered partners in ¢éhchild
welfare decision making process.

Starting in 2011 Maryland began piloting Youth Matter in four jurisdictions; statewide
implementation began in July 2012. As of June 2014, Youth Matter will have been
implemented in 18 jurisdictions; all 24 jurisdictions will have implemented Youth Matter
by June 2015.

The implementation process takes approximately six months and includes:

9 Training for local department youth on how to share their expertise with LDSS
caseworkers for a panel

1 Training for LDSS caseworlstaff on youth engagement
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1 Monthly training and technical assistance from SSA
i1 Developing an implementation plan

1 Holding a Kick Off Event

AAE 11T AAl AAPAOOI AT O 1T O OAdiEsstheFolowiad gpdlsAi AT OAO
1 Build an Implementation Team& Sustaining Community Partnerships
1 Develop a Communication Plan
1 Data Review
1 Permanency Planning
1 Enhanced Policy & Practice Development

The implementation strategies continue to include Family Involvement Meetings (FIMSs),
local and state youth advisoryboards, as well as youth panelists for community events and
local youth engagement training classes. As Youth Matter rolls out across the state,
Maryland will continue to encourage local departments to provide appropriate outreach
and education to communiy partners and providers on their role in youth engagement as
all partners must work together to meet the needs of Maryland youth.

State Youth Advisory Board

The State Youth Advisory Board (SYAB), also known as MY LIFE (Maryland Youth
Launching Initiatives for Empowerment), consists of a diverse group of youth current and
former foster youth from across the State of Maryland. The purpose of the SYAB is to
provide a vehicle in which information about the Transitional Youth Services Program can
be gained and recommendations for improvements can be made. The board serves to
empower youth to have a positive effect in their communities, encourage youth to develop
skills necessary for independent living and leadership development, assist in the planning
of the annual teen conferences and review State and Federal legislation that may affect
them. The SYAB under the leadership of the State Independent Living Coordirraand
support of local independent living coordinators coordinate the Annual Teen Conference.
The annual teen conference provides an opportunity for youth, ages 148, to develop new
friendships (or rekindle old ones), explore available resources, and beme involved in
advocacy. The State plans to continue the Youth Advisory Board over the next five years.

Ready by 21 Demonstration Project

The Department of Human Resources (DHR) partnered with a negrofit organization
AIRS/Empire Homes (AIRS), to demustrate the effectiveness of the RB21 model,
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delivering services to 35 transitioning foster youth under the jurisdiction of the Baltimore
City Department of Social Services and the Baltimore County Department of Social Services,
over a 12 month period.

AIRS is a HUD grantee that provides rental assistance and scattered site housing, as well as
supportive case management, with the goal of strengthening seltifficiency. AIRS assists
participating youth with finding secure housing, while overseeing an integted

transitional service plan that pulls multiple agency resources together to prepare the youth
for a successful transition to adulthood.

Participating youth must have a minimum of six monthgeft in care prior to age 21.

Services delivered during tle remaining six months are provided by AIRS and take place

while the youth are no longer in care in an effort to test the effectiveness of the services

designed to prepare those youth for transition. Under the model, AIRS refers youth to

housing using theSemilndependent Living Assistance (SILA) funding to cover costs for the
AOOAOCEIT 1T/ OEA Ui OOEGO OEIi A ET AAOA8s ' O OEA
DHR independent living coordinator (ILC), and case worker assist the youth to explore

housing options, which may include remaining in the unit.

The funding provided by DHR to AIRS as part of the contract is to be used to the cover costs
associated with securing and maintaining housing after the youth exits from care, while
AIRS will apply is HUDfunded subsidies (i.e. Shelter Plus CARE) to maintain housing for
those youth who qualify.

Since October 2013, 50 youth have been screened and 31 accepted into the demonstration
project, with 12 having moved in to units operated by AIRS as of Apfibth 2014. The units
OAT CA &OT i AAEEEAEAT AEAO A Obasell gedtion 8agatniehtOA OET 1
community for Transition Aged Youth (2 youth have moved in, 7 are in process at Section
8) to one, two and three bedroom units with private landlord; rents are targeted to

demand no more than an individual contribution of $550 from each occupant. Youth
receive mandatory services focused on workforce preparation and development, and job
placement through GEAR (Growth, Empowerment, Advancement, Recd@ri-! ) 2 3 6
workforce development program) immediately following acceptance into the

demonstration. This work is essential to the goal of assisting youth in obtaining living
wages to maintain the units selected for them beyond the life of the demonstratioA

Housing Case Manager is assigned to guide the development of the transition plan and
coordinate services amongst an existing support system and to make connections to
resources where gaps exist.

The RB21 demonstration is creating exciting new opporturies in Maryland:
1. DHR will be creating a carveout in its homeless services program for longerm
housing support for youth exiting care. This $500,000 allocation will support the
launching the Ready by 21 (RB21) Housing Fund, beginning July 2015.
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2. Maryland is exploring a partnership with the Mission Asset Fund (MAF) to replicate
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building social loans to target populations. The strategy allows youth to borrow
funds, at no inerest, from MAF to cover security deposits/initial rent. The funds are
repaid during an agreed upon period. During that time, the youth receive financial
literacy services and their repayments are reported to the credit rating agencies,
allowing them to edablish credit. The initiative partners would lend their expertise
to support this effort:

1 AIRS: housing and supportive services

1 Maryland CASH: financial literacy

1 DHR: RB21 Housing Fund

It is hoped that the initial investments will be eventuallycomplemented by HUD subsidies
and philanthropic funds. The lending circle strategy will provide the partners with an
opportunity to expand the resources provided under the RB21 Housing Fund.

Thrive@25

In partnership with the Maryland Department of Human Resources (DHR), Talbot County
Department of Social Services, and the National Center on Housing and Child Welfare
(NCHCW), The Institute for Innovation & Implementation at the University of Maryland
School of Social Work was awarded a grant from the U.S. Department of Health and Human
Services (HHS), Administration for Children and Families (ACF). The twear planning
grant, called Thrive@25, will help to demonstrate and evaluate key components of DR’
Ready by 21 efforts and develop a comprehensive and coordinated approach to preventing
and solving the issue of homelessness among youthtime Mid-Shore counties, with

particular focus on youth who identify asLesbian, Gay, B&exual, Transgender, Quesgining
(LGBTQ and issues associated with rural homelessness. Thrive @25 provides an
opportunity to leverage the work that has beerdone in Maryland to prevent and end youth
homelessness and ensure that all youth enter adulthood with the necessary skills,
resources, and supports to be successful.

Semi Independent Living Arrangement (SILA)

Semi Independent Living Arrangement (SILA) provides youth ages 48l an opportunity to
learn and practice independent living skills andactivities. The youth is placed in an
approved setting, such as an apartment and receives monitoring and supportive
independent living preparation skills. Youth specific tasks should be included in the
independent living service agreement and transitionaplan of the youth while they receive
services from the Local Department of Social Services.

A youth residing in a SILA may live on their own or with a roommate(s). The roommate(s)
does not have to be another foster youthYouth over the age of 18 can cabitate with
their significant other as long as the other party is able to pay their share of the bills. The
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caseworker shall use discretion prior to approving cohabitation. The youth shall be in a
stable relationship free of any history of domestic violeoe.

The monthly SILA stipend is based on the needs and expenses of the youth and can be
equal to 100% of the regular foster care board rate. The youth is eligible to participate in a
SILA if the youth meets the criteria outlined in COMAR 07.02.10.11. Whdaeriding the
amount of a monthly SILA payment the following are goods and services eligible to be
covered through a SILA stipend:

Food;
Transportation;
Clothing;
Recreation;
Education; and
Housing.

E R I R

Independent Living After Care Services

Maryland offers after care services to former foster youth who were in care on their 28

birthday and left care prior to age 21 or who were adopted or achieved kinship

guardianship after age 16. This applies to former foster care youth from other states

currently residing in Maryland. Upon request for services, an assessment is conducted and

a service case is opened for youth. Aftercare services are designed to be shenn and
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1. Financial assstance to purchase goods and services to support efforts of youth,

2. Supportive counseling,
3. Employment assistance including instruction on job search, interviewing,

appropriate work attire, or support to assist with transportation to maintain and
seek empbyment, the purchase of uniforms, etc.,
4. Educational assistance and information regarding obtaining &eneral Educational
Development(GED), and enrolling in postsecondary educational institutions,
Provide referral for medical assistance,
Payment for secuity deposits,
Payment for room and board (includes security deposits, rent, food assistancand
Funding for utilities or other appropriate services for selfsufficiency.

© N O

For many years Maryland provided extended foster care eligibility up to age 2hgwever,
many youth still left care prior to age 21, even thougihdependent living aftercare services
existed to provide support to youth who exited care prior to 21.

As of August 2014, 685 youth exited care between the ages of28, of this 582 exited m
their 21st birthday. This data shows that youth are remaining in foster care after 18 years
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old and taking advantage of the services provided to help them become self sufficient
adults. After the age of 18 approximately 65% of youth are residing in Seindependent
Living Arrangements (SILA) or Independent Living Programs. These programs allow the
youth to practice living independently with supportive and case management services from
the local department. Services are tailored to the youths needs howver support services
include mental health, education and employmentYouth that have developmental
disabilities are provided the same type of service including life skills trainings however
they are altered to meet the youth needs. DHR will continue work with local
departments to raise the percentage of youth living in SILA or Independent Living
Programs to 90% of youth that are developmentally and emotionally able to participate in
this living arrangement.

Enhanced After Care Voluntary Placement A greement

On Ocbber 1,2013,06 1 1 01 OAOU 01 AAAT AT O &I O &1 Of AO #EEI /
j #) . ! GeaactedA Thelaw permits a former CINA who exited care after the age 18 but

before age 20 years and six months to renter care via a Voluntary Placement Agreement.

The youth must not have exited due to reunification, adoption, guardianship, marriage or

military duty to participa te. Youth reentering Out-of-Home Placement through an

Enhanced After Care Voluntary Placement Agreement (BAPA) are entitled to all services

provided to youth in Out-of-Home Placement This legislation allows DHR to access-&/

funding for eligible youth.

As of August 2014685 youth exidcare between the ages of28, of this 582 exédon their

21% birthday. This data shows that youth are remaining in foster care after 18 years old and
taking advantage of the services provided to help them kesethsufficient adults. After the
age of 1&pproximately 6% of youth are residing in Semi Independent Living Arrangements
(SILA) or Independent Living Programd hese programs allow the youth to practice living
independently with supportive and casanagement services from the local department.
Services are tailored to the youths needs however support services include mental health,
education and employmenY.outh that have developmental disabilities are provided the same
type of service includingfe skills trainings however they are altered to meet the youth needs.
DHR will continue to work with local departments to raise the percentage of youth living in
SILA or Independent Living Programs to 90% of youth that are developmentally and
emotionaly able to participate in this living arrangement.

National Youth in Transition Database (NYTD)

Maryland continues to participate and make progress in improving its process to collect
NYTD data.

In the efforts to inform youth about NYTD DHR has dedicated a page on the
mdconnectmylife.org website which provides youth information through three simple
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guestions: What is NYTD? Why is it important? Why should | complete NYTD? The
importance and resuls of NYTDwill continue to be discussed at various times throughout
the year with the State Youth Advisory members emphasizing the input DHR receives from
youth is essential to understanding the needs of youth leaving foster care and areas that
can improveso youth have better outcomes. NYTD workshopsill be held at the Annual
Teen conferences to educate youth on the importance of their role in NYTD.

NYTD data is distributed and discussed twice a year in order to evaluate the services

provided toyouthil - AOUI AT A0 &£ OOAO AAOA OUOOAI 8 4 EA
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meeting and Regional Supervisors meetings which occur twice a year. During these

meetings a discussion ifield about how Maryland can improve in the areas that show

weakness. The data is also discussed and reviewed at the State Youth Advisory Board

(SYAB) meetings. At the SYAB meetings, youth are able to provide feedback on areas

where services can improve.Once areas of concern are identified local department staff

then enhance the life skills classes and trainings that will positively impact the data.

Maryland will continue to explore additional ways to close the gap in addressing the weak

areas identified in the data.

In addition to sharing with the local departments DHR shares NYTD results with the Child
and Family Services Advisory Board members; representatives include; Foster Care Court
Improvement, Advocates for Children and Youth, Maryland StaBepartment of Education,
Department of Health and Mental Hygiene, etc.

To keep connected with youth after they exit care LDSS staff areifg asked prior to the
youthex OET ¢ O1 1 AEA OOOA OEA Ui OOES8O AI1TO
and email address) are all updated in the case record. Other strategies Maryland is
exploring are to have the youth create a profile on the website mdconnectmylife.org, create
a NYTD Club, send birthday cards and use social media.

s o~
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Resource Development and Placenent Support Services

The Resource Development and Placement Support Services unit of DHR/SSA is
responsible for services related to the recruitment and retention of resource families;
identifying and developing strategies to improve the array of serviceavailable to support
children and families in achieving safety, permanence and webeing, which includes
education and health; provide technical assistance to local department for resources for
difficult to place children; and monitoring the placement othildren in out-of-home care
placed out of state.

Resource Homes

Foster and Adoptive Parent Licensing, Recruitment and Retention
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foster family homes and child care institutions. Public foster homes are monitored by the
Local Departments of Social Services wrstudy andapprove the homes.

Maryland law requires State and federal criminal background investigations and Child
Protective Services Clearances, as mandated in COMAR 07.02.25.04, of applicants seeking
approval as resource parents and as employees at specified facilities that care for children
Before a resource home may be approved, an applicant and all household members 18
years and older must undergo a State and federal criminal background investigation. Once
the resource home is approved, if any new members 18 years or older join the hat®ld

or if any household member turns 18, they shall apply for a criminal background
investigation within 30 days of their 18h birthday or of moving into the household. The
department may not approve or continue to approve as a resource home any home in

which an adult in the household:

(1) Has a felony conviction for child abuse or neglect, spousal abuse, a crime against
achild or children including child pornography, or a crime of violence including
rape, sexual assault, human trafficking or homicide, bunot including other
physical assault or battery;

(2) In the 5 years before the date of application, has a felony conviction involving
physical assault, battery, or a drugelated offense.

The local Director shall review charges, investigations, convictionsr findings related to
any other crime(s) of any household member, to determine the possible effect on:

O
m;
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(2) The ability of the local department to achieve its goals in priding service to

children in care; and
(3) The safety of children in outof-home care.

Based on this review, the local Director has the authority tapprove, deny, suspend, or
revoke resource home approval.

Before a resource home is gpoved, the local department shall request information from
the child abuse and neglect registry maintained by any state in which an applicant or
another adult in the household has lived within the past five years to determine whether an
individual in the household has a prior finding of abuse or neglect. If the review of the
records reveals a pending investigation, a decision may not be made as to the use of the
home until the investigation is complete.

The department may not approve or continue to appree as a resource home any home in
which an individual has an indicated child abuse or neglect findinginless a waiver is
grantedin writing by the local Director.
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DHR/SSA developed a Resource Home Quality Assurance (QA) process which is managed

through MD CHESSIE. The Resource Development and Placement Support Services unit

conducts these reviews of approved resourcé¢foster and pre-adoption) homes. These

reviews focus on compliance with safety regulations and policies to ensure standards are

being applied consistently across the StateThe following areas are the focus of the review:
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medical evaluations, federal and state criminal background checks and CPS ceaes.

Corrective action plans will be developed by local departments to address any issues

determined out of compliance during the QA review.

Child care institutions (group homes and child placement agencies) are monitored by
DHR/Office of Licensing ad Monitoring. They are regularly reviewed by the assigned
Licensing Monitor to ensure that the child care institutions are following COMARA
spreadsheet is submitted by CPA providers by the ¥0of every month. The information on
the spreadsheet pertans to all household members of each CPA home regarding CPS,
federal and state clearancedf an institution is found to be out of compliance, they are
required to submit a corrective action plan. If they continue to be out of compliance, they
may be denial any further placements and face licensure or contract sanctions.

Strengths
Local Department of Social Services staff monitors the resource homes which are approved

by them. They consistently follow the requirement to complete the Child Protective
Services (CPS) clearances and federal and state criminal background checks. Osthe
cases reviewed from May 2013 through November 2013, all of the CPS clearances and
criminal background checks had been completed timely for all members of the household
18 years and older. In preparation for the IME audit, a 100% review of the resoure homes
was begun in May 2014. Thus far, there continues to be evidence that LDSS are in
compliance with CPS clearances and criminal background checks.

The Office of Licensing and Monitoring is responsible for ensuring that group homes and
child placemert agencies are in compliance with the safety requirements. They have strict
guidelines in place to ensure compliance and sanctions if they are found to be out of
compliance.

Concerns
One area which continues to be a problem is that LDSS staff does noinsitee documents

for the criminal background check into the file cabinet in MD CHESSIE. They maintain the
hard copies in the paper file. Also in those instances, where the local department Director
has approved an exception for a home where there was aipr CPS finding or criminal
background check, the written documentation of the approval must also be placed in the
file cabinet. Central office staff will continue to work with LDSS and provide them with
technical assistance to ensure that they place albdumentation into the file cabinet.
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Foster and Adoptive Parent Diligent Recruitment Plan
Maryland will continue in its efforts to recruit resource parents for teens, sibling groups

and medically fragile children. Gains have been made in this area, esplg through
educating and providing supports to current resource parents, the need still exists. Older
youth account for 52% of the outof-home population. There also continues to be a need
for recruitment of minority resource parents, in particular Smanish speaking parents. In
addition, local departments in certain areas have been asked to address how they will
recruit for Native American resource parents. DHR/SSA staff provides technical assistance
to local on the development of their recruitment ai retention plans.

Local Departments of Social Services are required to submit to DHR/SSA their recruitment
and retention plans annually. These plans update the State on their progress in the
recruitment of new resource homes and their current needs. Adsincluded is specific
information of the ages and ethnicities of children in care and the number of current
resource homes for those children. From this information local departments choose
strategies targeted at finding families for the children in nee@f homes in their jurisdiction.
These plans are reviewed and approved by staff at DHR and funding is allotted to assist
with the strategies outlined. The recruitment and retention plans must indicate what
activities the local departments will plan to recruit resource parents for older youth and
sibling groups or any other resource need identified by them. The plans also identify
strategies to assist in the retention of resource homes.

As of April 2014, the state reported race for children in care: Bl&tAfrican American only,
65%; White/Caucasian only, 29%; Hispanic, 5.0%. These percentages fluctuate very little
throughout the year. Older Youth 140 account for 52% of the caseload. From this
information, local departments choose strategies targetedtdinding families for the

children in need of homes in their jurisdiction. These plans are reviewed and approved by
staff at DHR and funding is allotted to assist with the strategies outlined. The recruitment
and retention plans must indicate what actiities the local department will plan to recruit
resource parents for older youth and sibling groups or any other resource need identified
by them. The plans also identify strategies to assist in the retention of resource homes.
Some of the strategies lodadepartments will use for recruitment and retention include:
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homes for teens

1 Engage youth and resource parents of teens in public education activitiegift cards
are given as ircentives for participation

1 Maintain updated local department website that focuses need for foster/adoptive
families for teens

1 Utilize young adults who are currently involved in the Independent Living Program
to recruit foster families for older children. Also include young adults who have
successfully aged out of foster care; $50 stipend per child per event
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attended information session but did not follow up with PRIDE training

Use social media as a tool to help recruit foster/adoptive parents

Presentations to PTO/PTA (Parent Teacher Organization, Parent Teacher

Association), groups, federal government employees; local church congregations,

who have expressed interest in working wth out-of-home children

1 Quarterly calls and yearly surveys to receive feedback and provide support to
foster/adoptive parents

1 Retain current families by providing support, encouragement, training and fun
things to do with other resource families

1 Appreciation activities for current resource parents to acknowledge and thank
resource parents for their hard work and dedication throughout the year

1 Quarterly roundtable discussion/training for current and prospective resource
parents

1 Mentoring and Peer support fo resource parents has been a very effective retention
technique

= =4

The Child Welfare Academy will continue to offer training classes to resource parents in the
areas of discipline, trauma, child development and education. The Maryland Resource
Parent Association (MRPA) members will continue to assist with some of these trainings by
either co-training or participating in panels along with youth. SSA staff will meet quarterly
with the Child Welfare Academy to discuss training for resource parents and idefy

training gaps. Discussions will revolve around the current training curriculum and any new
topics or policies which need to be added to the schedule. Input from local department staff
and resource parents will also be used to develop the training setule.

Heart Gallery for Adoptive Homes

To help Maryland youth find permanent families DHR/SSA will collaborate with Adoptions
Together on the Heart Gallery, a traveling photographic exhibit created to find forever
families for children in foster care; the photographers volunteer their time andervices.
Adoptions Together Heart Gallery currently exhibits approximately 40 foster youth 50
weeks per year throughout Maryland, Virginia and DC. Featuring youth in the Heart
Gallery will provide Maryland with another strategy to identify adoptive familes for youth
in need of a family.

Interstate Compact on the Placement of Children (ICPC)

Interstate Compact on the Placement of Children (ICPC) ensures that foster children placed
out-of-state from Maryland and childrenplaced in Maryland from other $ates receive the

same protections guaranteed to the children placed in care within Marylandlhe law

offers states uniform guidelines and procedures to ensure these placements promote the

best interests of each child while simultaneously maintaining the dlgations, safeguards

AT A POl OAAGET 1O 1T £ OEA OOAAAEOETI co AT A OOAT A
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original sending State.

Interstate Compacbn Adoption and Medical Assistance (ICAMA)

Interstate Compact on Adoption and Medical Assistance (ICAMA) removes barriers to the
adoption of children with special needs and facilitates the transfer of adoptive, educational,
medical, and post adoption serices to preadoptive children placed interstate or adopted
children moving between states. In addition, the RE eligible Guardianship Assistance
Program Medical Assistance (GAPMA) provides a framework for interstate coordination
specifically related to permanency established with custody and guardianship awarded to
out-of-State I\AE eligible Foster Parents.

Education
Education Stability

Improving educational stability and educational outcomes for children and youth in Ouf-
Home placement continues tde a major priority for the Department of Human Resources
(DHR). The Department will continugo collaborate with Maryland State Department of
Education (MSDE), the Maryland Foster Care Court Improvement Project (FCCIP), and the
Department of Juvenile Sevices (DJS) to improve education stability for children irOut-of-
Home Placement.

Local Departments of Social Services must ensure that, within 5 school days of being placed
in Out-of-Home Placementa child of school age is attending school, unless tiss

unattainable for reasons outside the control of the local department. A best interest
determination must be made by the local department in consultation with the local

education agency as to whether the child in the custody of, committed to, or otheise

placed inOut-of-Home Placemenshould continue their education at the school last

attended prior to the most recent change in placement. Some of the factors to be
considered are:

4EA AEEI A8O ACAnN

4EA OAETT1 xEEAE OEA AEEI A0 OEAIEI CO AOOA
ThechiAd © AZPAOEAT AAO AO OEA OAEIT1 OEA AEEI A
4EA AEEI A8O AAAAAI EA TAAAOH

A4EA AEEI A8O AiTOETTAI 1TAAAON

Any other special needs of the child;

Continuity of instruction;

Length of expected stay at current placement;

, EEAT U 11 A A O Euirént ahdperddndnt placedntd 6 O
Time remaining in the school year;
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education and other childcentered, transportation-related factors; and
1 The safety of the child

(@]}
(@}
To

Court Collaboration

The Department continues to collaborate with MSDE, and FCCIP to provide training

regarding educational stability. Currently, the Department is collaborating with MSDE and

&##)0 O DOI OEAA Al O)i pOl OET C %k OakcAOET T AT /1 O
30i 1 EOGoh .1 OAI AAOh ¢mnpt8

One of the goals of the summit is to have jurisdictions work together and develop an action

plan for their jurisdiction that will improve educational outcomes for youth in foster care in

their area. The summit is desigad for judges, masters, court personnel, pupil personnel

workers (PPWSs); LDSS case workers, attorneys, foster parents, and Court Appointment
Special Advocates (CASA).

During the 2014 regular session of the Maryland General Assembly, the Department
suppoOOAA (1 OOA "Eii mnnp AT A 3AT AOA -Edéchtibnalot i  O#E
30AAEI EOUS8O AEA AEI 1 O ET AEAAOAA OEA A 1T11xET
1 The juvenile court shall inquire as to the educational stability of a child at a shelter
care hearing, adjudicatory heamg, disposition hearing and any change of placement
proceeding.
1 In determining the educational stability of a child, the juvenile court may consider
the following factors:
o 4EA APDPOTI POEAOAT AOGO T £# OEA AEEI AGO AOOO

0o The school placementoOEA AEEI A60O0 OEAI ET ¢cON

o0 The minimization of school changes;

o 4EA DPOIT @EIi EOU 1T £ OEA OAEITTI1 OF OEA AEEI
o Transportation to and from school;

o 4EA DPOT PAO OAI AAGA AT A pPOT i PO OOAT OFAO
o 4EA AEEI A6O OAETTI AOOAT AAT AAN

o TheEAAT OEAEAAOQEIT 1T &£ AT A AT 1 001 OAGETT xE
o The maintenance of any individual education plan (IEP); and

o 4EA AEEI A6O ADPOI DPOEAOA COAAA 1 AOAI poOI

The bills were signed into law and willbecome effective October 1, 2014. Currently, the

Department is working with the Maryland Judiciary on the development of a bench card

regarding educational stability. The bench card will be for the judges and masters that

preside in juvenile court. ThebeA E AAOA xEI 1 AOOEOO xEOE OEA EI
educational stability.
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Georgetown Project

During December 2013 representatives from the Department, Maryland State Department
of Education (MSDE), University of Maryland School of Social Wodhd Foster Care Court
YI DOT OAT AT O 001 EAAO j &##)0q AOOAT AAA OEA
Justice Reform Information Sharing Certificate Program. The Information Sharing
Certificate Program is designed to enable leaders to overcome infortian sharing
challenges, while respecting laws and other provisions that protect the privacy and other
rights of youth and their families. The program provided a venue through which leaders
from the Department, MSDE, University of Maryland School of Sodfebrk and FCCIP,
could increase their knowledge about information sharing, develop an action plan
(capstone project) for reform, and receive technical assistance to break through barriers
that may arise when implementing the reforms.

Currently Maryland has two capstone projects, a major and a minor project. Capstone 1,
Sharing Education Data for Children served in Child Welfare and Juvenile Services is

AT O
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education datawill be shared to help foster children reach their highest educational
attainment while complying with existing privacy laws. Both child welfare/juvenile

services caseworkers and local school systems will benefit from having shared information
about foster children placed in the local school system. The purposes for sharing
information about foster children include:

1 Promote Continuity at SchoolBoth caseworkers and school staff should work
together to keep foster children placed in their school of orig or home school
rather than placing them into different schools when residential placement has
changed.

1 Facilitate School SupportLocal schools should assure that they know who has
education decision rights for the foster child (may be the parent, ohe Local
Department of Social Services), and who is the parent surrogate for special
education decisions if the parents of foster children with IEPs (Individualized
Education Programs) have had their parental rights removed. These are critical
people in the lives of foster children; both the school and Local Departments of
Social Services should know and work closely with these adults to support the
foster child in school.

1 Provide Classroom Encouragemeriteachers, within the limits of confidentiality
and applying appropriate discretion, should provide encouragement to foster
children in their classrooms, and adjust academic assignments/activities in order
to be sensitive to foster children. Teachers sharing information with the case
worker and foster parents provide an opportunity for the important adults in the
£ OOAO AEEI AGO T EZA O1 x1 OE O1 CAOEAO
helps to assure academic success.

1 Provide Extracurricular Opportunities There may be sports, music, arts, dae¢
chess, scouts, or other extracurricular interests that foster children should have
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support to experience, based on their interests. Children need to do well in school,
and they need to have extra experiences, whether teaoriented or personally
challengng, that fulfills expression and meaning in their developing lives.
Extracurricular activities also provide foster children an opportunity to form an
important adult relationship (through a coach, teacher, or trainer) that provides
additional support and validation for a foster child.

f Planning for the Future ( AOET ¢ AAAOOAOA ET &£ Oi AGETT AAI
progress at school will help both the schools and the caseworker to encourage
foster children to be thinking about the future, to be planning for college or for a
career and technology track that provide a solid path to the future.

4EA $APAOOI AT 060 OEOEI1T & O OEAOEI G AAOAAOQEI I
OO0OOOAOO0OAG OEAO AAT EAI P O AOEACA OEA & 6006AO
focus on education stability educational outcoras, and extracurricular success for foster

children. School success promotes healthy brain development and a psocial outlook

among children and youth, making them ready for the next steps in their lives whether they

are stepping from pre-school/kindergarten to first grade, or from high school (or GED) to

college or working or training. It is anticipated that by December 2014 the first transfer of

Maryland State Department of Education (MSDE) education data will be updated in both

the DHR MD CHESSIE and®ASSIST systems.

The Capstone 2, Interagency LINKS (Linking Information to eNhance Knowledge) Project, is
ATl 1 OEAAOAA OEA OIETT O DPOIEAAGGS ,).+3 EO AARAE
better use of data currently scattered across state anddal databases, by safely linking
agency databases and creating neientified analysis files. Once achieved, the linked /
non-identifiable data can be analyzed to detect patterns and trends associated with
demographics, services, and outcomes for clienggrved in one or more agencies over time.
Interagency participants would include vital statistics (DHMH), education (MSDE/LEA

(Local Education Agency)), child welfare (DHR/SSA) juvenile services (DJS), and health and
behavioral health-all fall within DHMH. LINKS would became a repository of linked
interagency data that would help the State and local leaders to conductdepth analysis
safely about questions that are currently unanswerable, while protecting the identity of the
DAOOIT 160 OOIT OAskhftheCapstahd?2 efide & toirid A legal and appropriate
way for education data to be included in the interagency data set.

Capstone 1 and Capstone 2 efforts in Maryland are already exciting because they have
sparked positive interest and collaboraton among DHR, MDSE, Local Schools, and the
Foster Care Court Improvement Project. While the successes of implementing education
data sharing for foster children and finding a legal pathway to share data in an interagency
data collaborative may be consideré stellar achievements, the true success will be that
stakeholders built trust and found a way to make these efforts work.
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Education and Training Voucher (ETV) Program/Tuition Waiver

Maryland will continue to ensure that funds for the Education and Taining Voucher (ETV)
Program are avdable to eligible children in Outof-Home Racement. The populations
served will be youth between the ages of 17 but not yet 21 years old. Eligible youth include
those who are currently in foster care or who left fostecare after their 18th birthday.

Youth who were adopted or achieved kinship guardianship after age 16 are also eligible to
receive ETV vouchers. If a youth is participating in the ETV program prior to their &1
birthday and making satisfactory progresg2.0) GPA in school, they can remain eligible to
receive ETV until they obtain the age of 23.

The Department follows the following methodology to ensure that there is no duplication
in the awards of ETV.

1 The Department is responsible for determining if the youth is eligible for ETV once

they make application throughFoster Care to Succes$(C23. The application

process requires the youth to indicate if they are a new applicant or a returning

student.
1 FQS prepares the list of applicants for the Department. The list includes the name

of the youth, the county /city the youth resides in; the school year, date of

Appi EAAOETTh AT A OEA UT OOES6O Ai AEl AAAOAOGO
1 Once, the Department determines eligibility, theist of eligible youth is forwarded

back to FC2S and FC2S works with the youth and the public institution regarding the

amount of ETV award that will be provided.

1 FC2S collects data from the application process and provides the Department
information regarding the total number of applicants, the total number of funded
students; the number of funded students that were new applicants, and the funded
students that were returning students for each school year.

Prior to FC2S issuing an ETV award, as part of the application process for ETV, the

Financial Aid Office at the public institution that the youth is attending must complete a

O&ET AT AEAT ! EA 2 AIDA TG formdsitobé dompletedendh tinvitatahe

youth makes and application for ETV funding. One of the questions that the Financial Aid

Office must answer on the formi©®# 1 OO0 1T £ | OOATOhdEFERA re@ibedthd A O 6
completed Financial Aid Release Form, a determination is made redang the amount of

the ETV award.

The State will continue to collaborate with the=C2So0 ensure that eligible youth are able to
access the funds to further their education. In addition to fiscally managing the METV
Program, FC2S provides a comprehsive support program that combines academic
coaching and support, volunteer mentors, care packages, career guidance and targeted
coaching for seniors prior to graduation. FC2S has a program entitled InternAmerica.
InternAmerica is a six week summer progranthat places MD ETV students in prestigious
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internships in Washington, D.C. as well as internships closer to home, and support them
through the experience. Those students who participate in the internships also attend
professionally led seminars that helgprepare them for the transition from student to

young professional. The seminars cover topics such as: Human Resource issues, working
with colleagues and supervisors, managing workplace expectations, financial decision
making, networking, personal empowement, and communications training. A designated
staff person works directly with the FC2S in determining eligibility, providing technical
assistance and training to youth, local departments and community partners. The goal of
the FC2S is to help MD ETMcipients identify an achievable education and career goal and
work towards success whether it is through a traditional four year program, an associate
degree, or a technical certificate. All of their services are geared to complement the Chafee
Independent Living program and provide a continuum of State services that help youth
become educated, trained and ready to enter the 2ICentury workforce. The outreach and
DAOOT AOOEED xEOE &#¢3 AO xAlil AO OEA 30A0AGO
administered through Maryland Higher Education Commission (MHEC), assists the state in
ensuring that youth receive any postsecondary educatn assistance available.

Maryland Tuition Waiver

In addition to the ETV, Maryland will continue to provide a waiver of tuition for certain
youth in, or formerly in, out-of-home care attending a Maryland public institution of higher
education. The waivers$ applied to the cost of tuition and registration as well as all fees
that are required as a condition of enrollment. Scholarships and grants that the youth
receives may not be used to pay for these costs. In order to qualify for the tuition waiver,
the youth must be placed by a Local Deptment of Social Services in an@-of-Home
Placement within the State:

1 Atthe time of graduation from high school or successful completion of a General
Equivalency Development Examination (GED);

¢ /1 OEA Uit Ka&ycad the wouth is placed into guardianship or adopted
from Out-of-Home RacementA £AOA O OE A bitthda®O©E 8 O p o

1 If the youth is the younger sibling of a youth, as described above, and is concurrently
placed into guardianship or adoption from anOut-of-Home Racementby the same
guardianship or adoptive family.

The Department will continue collaborating with the Maryland Higher Education
Commission (MHEC) to ensure that the requirements for the tuition waiver are understood
by the local departmentstaff, foster youth, resource parents, private placement providers,
and colleges across the Stat@ver the next five years, Maryland will begin to develop goals
around the number of children who graduate from high school and utilize the Tuition
Waiver and ETV programs.
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Health

Health Care Oversight and Coordination Plan

Maryland understands that children in outof-home care have comprehensive medical
needs thatmay differ from those of other child populations. To enhance health care
services that meet the health needs of youth i@ut-of-Home Placementthe Department

will continue to maintain and forge viable partnerships with the Department of Health and
Mental Hygene (DHMH), the Maryland Chapter of the American Academy of Pediatrics, the
University of Maryland Dental School, the Maryland Department of the Environment, State
Council on Child Abuse and Neglect, and other local and community stakeholders.

Currently, each child in foster care is enrolled into a Managed Care Organization (MCO)
through their enrollment into Medical Assistance. This MCO establishes their medical
home. Each child is assigned a primary care physician within 10 days of entering care.
MarylAT A6 O OACOI ACEI T O AT A PI 1 EAU OANOEOA OEAOD
the following:
1 [Initial health screening within 5 days of placement
1 Initial mental health screening within 5 days of placement
1 A comprehensive health examination within 6@ays of placement, which includes
satisfaction of the required Early Periodic Screening, Diagnosis, and Treatment
(EPSDT) components of Maryland Healthy Kids Program

1 Follow up medical appointments as indicated by the physician
1 Annual physical and dentakxaminations

A
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monitoring of health care services for children and youth in Oubf-Home Placement, SSA
Policy Directive # 1417 Oversight and Monitoring of Health Caree3vices. The purpose
for the policy is to:

1 To clarify the responsibilities of the local DSS regarding ongoing oversight and
monitoring of health care services received by children and youth in Owf-Home
Placement.

1 To clarify health services that a minoican consent for and confidentiality and/or
informing obligation of the health care provider.

1 To provide guidance regarding obtaining medical records and health care
information for children and youth in Out-of-Home Placement.

1 To establish guidelines for @dcumenting health information in MD CHESSIE and the
Health Passport.

The policy highlights the following:
1 Monitoring of Health Care Services
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o0 Uponentry into Out-of-Home Placement:
T Obtainsignature of parent or legalguardian on Consent to Health Care
or obtain limited guardianship via Court Order
I CompleteHealth Passportand give to caregiver
A Enroll child in Maryland Maryland Medical MedicalAssistance
AssistancePlan Plan
T Ensurechild hasinitial health care screening within 5 days
i Ensurechild hascomprehensivehealth assessmentvithin 60 days
A Ifinitial screening was a full physical, it qualifies as a
comprehensive exam.
T Mental Health screeningwithin 60 days
A Can be completed as part of comprehensive health assessment.
i Completeall screensin MD CHESSIE
1 Ongoing Health Care Requirements
o Annual Well Child Examination,
Dental Care for children over age 1 every 6 months,
Annual Vision Examination,
Follow-OBD ADDBI ET O AT OO A0 TAAAAA AAOGAA ObPII
Mental Health reatment as appropriate,
Maintain Health Passport, and
Enter all health information in MD CHESSIE

O O0OO0OO0OO0Oo

DHR has learned the importance of collaborating with the sister agencies and the medical
profession in order to ensure children in outof-home care receive he medical services

they need. Having the agencies at the table as SSA develops policies, training, and
strategies to enhance the health care servicese essential. It ensures buyn from the
providers of the services and they feel that they have hadvaice in the decisions being
made. Another lesson learned is the value of having a dedicated staff person who is the
Education and Health specialist for the State. This staff person provides technical
assistance to local departments and helps to troublé®ot issue relating to health and
education. In addition, they attend meetings; serve on committees; and conducts trainings
on education and health.

Over the next five years, Maryland will continue to collaborate with DHMH in the following
five areas regading the health needs of children and youth in oubf-home care:

1 Policy and practice

0 Review existing policies and recommend additional policy and practices for
health care services for foster youth that utilize Medicaid.

o Develop a protocol for theappropriate use and monitoring of psychotropic
medications among foster youth

0 Refine existing procedures and policies for how DHR will monitor and treat
Al T OETT AT OOAOI A AOOI AEAOAA xEOE AEEI Ab
addition to other health needs iegntified through screening.
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o Further develop the concept of a Medical Home Model for youth in foster
care (i.e. Managed Care Organization (MCO) involvement, Primary Care
OEUOEAEAT 60 jo#0qQq O 1 A0 AT A OAODPI T OEAEI

1 Oversight, Coordination and Monibring of Health Care Services

o Develop strategies for monitoring, tracking and sharing health care
information

o Draft Concept/Proposal for the implementation of an Electronic Health
Passport

o Develop strategies to expand the Making All The Children HealtiMATCH)
program throughout the State (regionalization of MATCH)

o0 MATCH provides medical case management and health care

coordination for all children in foster care with the Baltimore City
Department of Social Services. Care coordination includes:
enrollment in Maryland Medical Assistance and annual
redeterminations, coordination of mandated examinations, medical
case management by nurses for children with complex medical
needs, and etc.

91 Data Sharing

o Develop and execute data use agreements that would allowebicaid
services to share data about whether or not foster youth are getting initial,
comprehensive and annual exams as well as profile information to see how
foster children are doing health wise compared to the general population.

This data will be usedo help DHR target additional attention/services/etc
to those children who appear to be having health issues as well as inform
future policy development.

1 Quality Assurance, Outcomes, and Evaluation

o Review and recommend evaluation tools that will appropriagly measure
the effectiveness of oversight, coordination, and monitoring of health care
OAOOGEAAO &£ O Ui OOE ET - AOUI AT A0 £EI O00AC

1 Funding and Legislative

o Address funding and/or legislative actions that may be needed to ensure

proper health care servid O &1 O - AOUI AT A8 O & OOAO UI

(@]

Trauma-Informed Services

The Department will continue to work with local departments to increase their awareness
of the benefits and availability ofevidence-based TraumaFocused Cognitive Behavioral
Therapy. The Child Wéfare Academy has developed an introductory course that will be
required for all new workers and supervisors as part of a series of courses that are
mandatory in the first 2 years, following preservice training. The assistant directors
recommended targetng transitional age youth and voluntary placementsThis training
began with the first pre-service cohort in July 2013. The State will continue to partner with
Kennedy Krieger and University of Maryland around traumdocused training for local
department staff,resource parents and private providers
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Maryland Healthy Kids/Early and Periodic Screening, Diagnosis, and Treatment (EPSDT)
Program

In determining appropriate medical treatment for children in Outof-Home Placements,

stat AAOAO AOA 1 001 ETAA AT A AAOAOEAAA ET ¢ -AOUI A
Healthy Kids/Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) Program.

Standards for the Healthy Kids Program are developed through collaboration with key

stakeholders such as the Maryland Department of Health and Mental Hygiene (DHMH),

Family Health Administration, the Maryland Chapter of the American Academy of

Pediatrics, the University of Maryland Dental School, and the Maryland Department of the
Environment. Under EPSDT, Medicaid covers all medically nesary services for children

in Out-of-Home Placements.
The Healthy Kids Annual screening components include:

Health and Developmental History
Height and Weight

Head Circumference

Blood Pressure

Physical Examination (unclothed)
Developmental Assessment

Vision

Hearing

Hereditary/Metabolic Hemoglobinopathy
Lead Assessment

LeadBlood Test

Anemia hematocrit (Hct) / hemoglobin (Hgb)
Immunizations

Dental Referral

Health Education/Anticipatory Guidance

=2 =2 =4-0_-5_9_40_42_4_9._2_-2_-2°5_-2-2_-2-2

AEAOA AT i PITAT OO OAPOAOGAT O OEA DPOICOAI G0 1 ETE
State of Maryland uses board certified physicians to provide medical services to children in

foster care. DHMH is responsible for oversight of all physicians atfte collection of

medical data on each child.

The Department of Human Resources will continue to consult and collaborate with DHMH

on issues involving consultation by physicianso ensure all children receive appropriate

health care The Education/Health Specialist at DHR also will work closely with DHMH and

xEOE - AOUI AT A80O - AT ACAA #AOA |/ OCAT EUAOQOETT O j -
Services health coordinators to ensure effective service delivery.
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Every child in foster care receives a Health Passport. The caseworker and/or caregiver

accompany the child on subsequent visits during which the physician consultstv the

AAOAxT OEAO AT A1 O AAOACEOAO OACAOAET ¢ OEA AEE
Passport. Maryland physicians must complete the Health Passport forms each time they

examine a foster child. The Passport includes the following:

Medical Alert

CEEl A6O (AAI OE (EOOT OU

Developmental Status (ages-@ or child with disability)

Health Visit Report

Receipt of Health Passport

Parent Consent to Health Care and Release of Records

= =4 =4 -4 -8 -9

4EA AEEI AGO EAAI OE 1T AAAO AT A OOAAithehéath AOA Al
screens, providing caseworkers and supervisors the ability to monitor and track the health
care needs of the child.

Medicaid Coverage

DHR and the Department of Health and Mental Hygiene (DHMH) continue to be committed
to ensuring that Section 2004 of the Affordable Care Act (ACA) is implemented within the
state of Maryland. Section 2004 creates a new mandatory Medicaid eligibility categdor
former foster care children. Maryland has adopted the requirements and ensures that
Medicaid covers any child under age 26 who:

1 was in foster care under the responsibility of the State when he or she turned 18 (or
a higher age designated by the Sia);

was enrolled in Medicaid under the State plan or a waiver while in foster care; and,
due to income or other criteria, does not qualify for Medicaid under another
mandatory eligibility category (except for the category added by ACA to cover
formerly ineligible adults under 65 with incomes up to 133 percent of the Federal
Poverty Level (FPL).

il
il

Medicaid Demonstration

The U.S. Department of Health and Human Services FY2015 Budget in Brief: Strengthening
Health and Opportunity for All Americans, propose$o authorize a fiveyear Medicaid
demonstration in partnership with the Administration for Children and Families beginning

in FY2015 to address the over prescription of psychotropic medications for children and
youth in foster care. States would receive peormance-based Medicaid incentive payments
to improve care coordination and delivery for children and youth in foster care through
increased access to evidenebased psychosocial interventions with the goal of reducing
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over-prescription of psychotropic medications and improving outcomes for these young
people. This investment is paired with $250 million in the Administration for Children and
Families to support state efforts to build provider and system capacity. $500 million in
Medicaid State Grants and350 million in mandatory child welfare costs over 10 years.

Maryland, in consultation with DHMH/Mental Hygiene Administration, Medicaid, and
University of Marylandis highly likely to apply for the demonstration grant. The grant

would provide an opportunity to expand existing programs that currently provide

monitoring and oversight of psychotropic medication and care coordination services. These
programs include:

Making All The Children Healthy (MATCH);

Peer to Peer;

Psychopharmacology Monitoring Database; and

MD Behavioral Health Integration in Pediatric Care (B1IPP) Consultation
Program.

O O OO

Possible expansion efforts include:

0 MATCH- Possible Health Home for child and youth in fosterare. Expanding
MATCH to cover the State and not just Baltimore City (i.e. regionalize MATCH).
Further develop child psychiatrist consultation to prescribers and develop a
centralized process for informed consent/assent; enhance preventive and
intervention services, trauma assessments, and etc.

o Peer to Peer Process for flagging children and youth in foster care. Include all
classes of psychotropic medication and not just antipsychotic in the pre
authorization process.

o B-HIPP- Possibility of providing in-person consultation especially in the rural areas
of Maryland.

The Psychopharmacology Monitoring Database

The Psychopharmacology Monitoring Database is an initiative by State leadershipha¢ntal
Health Administration (MHA) and Child Welfare. The datalse links administrative

records from MHA (i.e. mental health claims) with child welfare data on youth i@ut-of-
Home Racement. This initiative has been ongoing for the past three years as a result of
successful collaboration among the State child servirggencies and faculty at University of
Maryland, Schools of Pharmacy and Medicine. The data linkage has been approved for
statewide evaluation. There are recent efforts to work with jurisdictions to create linkages
that would facilitate better monitoring at the direct patient care level. The evaluations that
have been completed to date include: a) time trends in psychotropic use; b) antipsychotic
persistence among very young children; c) use of concomitant antipsychotic treatment and
the impact on hospitlization and emergency department use; and d) use of antipsychotic
medication among children with attention-deficit/hyperactivity disorder (ADHD) with and
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without co-morbidities. Evaluations currently in progress are: a) assessment of
antipsychotic dosing in relation to hospitalization; and b) initiation of antipsychotic use
and association with placement instability. This work has been presented at the 2013
Systems of Care Training Institute (SOCTI) and reports are periodically shared with the
state administration. See the latest quarterly report on the Psychotropic Medication
Monitoring of Youth in Foster Care in Maryland in the Appendik. Maryland plans to
expand this program once funds have been identified.

Peer to Peer Program

The Peer Review Program for Mental Health Medications (also known as the Peer to Peer
Program) operates through the Maryland Medicaid Pharmacy Progranihis program,

which was implemented in October 2011, conducts prauthorization review for
antipsychotic treatment for youth. In January 2014, the progranexpanded tocovering

youth 17 years old and younger.This program impacts all Medicaid enrolled youth, which
included all children in foster care. Providers are required to submit indication for
medication treatment/target symptoms, baseline side effect assessment (e.g. fasting blood
work is required), information on referral for non-medication psychosocial treatments (e.g.
psychotherapy), the antipsychotic medication and dose being requested, and a liétany
co-prescribed medication. Initial review is completed by a pharmacist, and a child
psychiatrist consultation is provided if the required criteria are not met and the prescriber
wishes to appeal the disapproval. Ongoing review of antipsychotic @ément is required
every six months to assess if adequate safety monitoring and treatment response has been
achieved to support ongoing medication treatment. In the case that a child is deemed to be
at a higher risk for side effects or where the drug regien is unusual or complicated,

ongoing review may take place more frequently.

Maryland Behavioral Health Integration in Pediatric Primary Care {BIPP)

Maryland Behavioral Health Integration in Pediatric Primary Care (B1IPP) is a free
statewide consultation, continuing education, and resource/referral program for pediatric
primary care providers (PCPs) funded by the Maryland Department of Health and Mental
Hygiene and the Maryland State Department of Education.-HBPP supports the efforts of
pediatric primary care providers in the assessment and management of mental health
concerns among their patients through a consultation phone line. PCPs are able to have
guestions answered about diagnosis, medication, and other mental and behavioral health
concernsanswered by experts including child psychiatrists. BHIPP is ableo provide
consultation to PCR regarding children from infancy to transitional age youth, and their
families. B( ) 00 Al O OAAEO Oi ET AOAAOA AAAARAOO O1 AE
improving linkages between primary care providers and the mental health providers in
their communities, rather than by creating new services. The clinical work for this project
is carried out as collaboration among the University of Maryland School of
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Medicine/Department of Psychiatry, the Johns Hopkins University School of Public Health,
and the Salisbury University School of Social Work.

Making All Children Healthy (MATCH) Program

Making All Children Healthy (MATCH) program is a Baltimore City initiate that was
developed and implemented by the Baltimore City Department of Social Services (BCDSS)
in collaboration with Health Care Access Maryland. MATCH oversees the health care of
children in Baltimore City foster care, which is 50% of youth in fostecare statewide.
MATCH provides medical case management and health care coordination for children and
youth in foster care. In addition to coordinating medical and dental care, the program
assures the completion of a mental health assessment of youth upentry to foster care

and completes referrals and follows mental health treatment. The program incorporates a
child psychiatrist consultant in their review of cases with complex psychiatric health needs.
The MATCH program is currently exploring options talevelop direct child psychiatrist
consultation to prescribers and to develop a process for psychotropic medication consent
that utilizes clinical review by MATCH staff. The program plans to share information
regarding the psychiatric case reviews with tle Peer to Peer Program to decrease
duplication of case reviews. Prescribers should expect to hear more details from the
MATCH program within the next year.

The Department developed, in consultation with Maryland Department of Health and

Mental Hygiene, Uiversity of Maryland School of Medicine, University of Maryland School

of Pharmacy, and Johns Hopkins School of Medicine, a drafted Psychotropic Medication

Utilization Guidelines for Children and Youth in Foster Care. The guidelines were

developed with thegoal of ensuring for safe and appropriate psychotropic medication

treatment for youth in foster care. Currently, the guidelines are under review. The
$ADAOCOI AT 060 Cci Al EO O OAI AAOGA OEA COEAAIETA
be availableon$ ( 286 O xAAOEOAS8

Birth to Five Initiatives

- AOUIT AT A8O 2AO0O0IbeIMY A O #EET A 7AITI

Maryland has put an important emphasis on ensunig and promoting positive childwell-

being outcomes for children 5 and under. The state realizes how crucial it is to monitor the
progress of children in several areas, and chose three overarching themes and eight results
areas to describe child weHbeing across all age groups. Of the eigiesult areas the five
target children 5 and under (they are listed in blue below):

Maryland's Three Overarching Themes
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1. Health
2. Education
3. Community Life

Maryland's Eight Results for Child Welleing

Babies Born Healthy
Healthy Children
School Readiness
School Success
School Completion
School Transition
Safety

Stability

=4 =4 =4 =4 A -5 -5 -9

47 OAAA 11 OA AAT OO - AOUI AT A0 2A001 0O A1 O #EE
http://goc.mar vland.gov/PDF/2011%20Results%20for%20Child%20Welk
Being%20Report.pdf

1T TTC xEOE - AOUI AT A8 A EILCHOIOER AEIEE | #ARAIT A O7 MIAIAE
and under a priority. The efforts have focused on the following initiatives: Funding

EvidenceBased Home Visiting Practices; Ready at 5; the FiYear School Readiness Action

Agenda,; efforts to reduce substance exposed infants; and concurrent permanency planning.

Ready At 5

Ready At Five is a statewide publiprivate partnership committed to ensuring that every
child enters school fully ready to succeed. Ready At Five was founded in 1992 by six

POl i ETAT O T OCAT EUAOET 1O AARAAEAAOAA O1T - AOUI AT A
.AGET T AT %AOAAOGETT 1T Al h O! 1l1AAKE BI6A 0 LI Ax EAIT 1A OA
designated program of the Maryland Business Roundtable for Education, Ready At Five

iTTEOI OO OEA OAETTI1 OAAAET AOGO 1T &£ -AOUI AT AGO U

in early care and education, and explores and promotes innovaé models aimed at

improving the school readiness of children birth to age 5. To support parents, early
AAOAAOI 06bh DPOAI EA OAETTI1T OAAAEAOOR AT A Al i Ol
Ready At Five provides professional development opportuniéis and a variety of

multilingual resources.

2AAAU 1 O &EOA AEI O O EiI DOl OA OEA OAETIT 1 OAAA
age 5. Ready At Five works toward this goal by:

A Coalescing, influencing, and galvanizing key stakeholders, policy makeaagd
communities to support early care and education
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A Providing professional development to build a vibrant, highly skilled
x1 OE &l OAA 1 £ 20paren® Gérly ddicAtérE & Do and
kindergarten teachers

A Promoting high quality early learning envionments and best practices to
ensure positive results for young children

For more information, please reviewhttp://www.readyatfive.org/

Five-Year School Readiness Action Agenda

In collaboration with early childhood stakeholders and with guidance from the 4énember
Maryland Early Care and Education Committee, the Maryland State Department of

Education (MSDE) is implementing the Fiv&'ear School Readiness Action Agenda. The
Action Agenda was developed through dlaboration among MSDE, chiléerving agencies,

OEA POEOAOA OAAOI Oh OEA #EEI AOAT 80 #AAET AOh A
Agenda consists of six goals and 25 strategies to increase the number of children entering

school ready to learn. WWE OEA OOPDBI OO T £ OEA ' 1 OAOT T 0860 1,
OEA ' AGETT ' CATAA xAO AAT POAA AU OEA #EEI AOAI

early care and education in Maryland.

The Action Agenda Goals

1. All children, birth through age 5, wil have access to quality early care and education
programs that meet the needs of families, including fultlay options.

2. 0AOAT 600 1T &£ Ui 01 ¢ AEEI AOAT xEI1T OOAAAAA EI

3. Children, birth through age 5, and their familieswill receive necessary income
support benefits and health and mental health care to ensure they arrive at school
with healthy minds and bodies.

4. All early care and education staff will be appropriately trained in promoting and
understanding school readiness

5. All Maryland citizens will understand the value of quality early care and education
as the means to achieve school readiness.

6. Maryland will have an infrastructure that promotes, sufficiently funds, and holds
accountable its school readiness efforts.

For more information about the action agenda and children entering school ready to learn

please review:
http://www.marylandpublicschools.org/MSDE/newsroom/public ations/school_readiness.
htm

Home Visiting

Home Visiting is a voluntary early childhood strategy that can enhance parenting, and
promote the growth and development of young children. Evidenebased home visiting

June 30, 2014 102


http://www.readyatfive.org/
http://www.marylandpublicschools.org/MSDE/newsroom/publications/school_readiness.htm
http://www.marylandpublicschools.org/MSDE/newsroom/publications/school_readiness.htm

programs are focused, individualized and dturally competent services for expectant
parents, young children and their families, and caregivers (including friends, neighbors and
kinship caregivers) in their homes. They help families strengthen attachment, provide
optimal development for their children, promote health and safety, and reduce the
potential for child maltreatment.

Five evidencebased home visiting programs are in use in Maryland: Nursamily
Partnership, Healthy Families America, Parents as Teachers, HIPPY, and Early Head Start.
Thetotal capacity of these programs is enough to serve only a small percentage of
estimated eligible families who would choose to participate. There are other home visiting
programs in Maryland such as Baltimore City's Healthy Start program, and the Maryland
State Department of Education'’s Infants and Toddlers program that provide family support
and education focused on the family's needs. Fanoverview on Home Visiting, please
ORAZEAO O O(TIi A 6EOEOEIT C ET - AOUI ATEQUSG PPiT 0001
prepared by The Institute for Innovation and Implementation(Appendix E).

I AT T DOAEAT OEOA 30AOA 01 AT MmO (i1 A 6EOEOQET C
implementation of the Affordable Care Act and each Maryland jurisdiction will create a plan

for its specific communities. These plans will assist the State and local jurisdictions in

addressing gaps and bringing Home Visiting to more families as funding becomes available

(http://fha.dhmh.maryland.gov/mch/SitePages/home_visiting.aspx

Early Childhood Mental Health Consultation (ECMHC)

Early Childhood Mental Health Consultation (ECMHC) is designed to improve the ability of
early care and education (ECE) program staff and families to address mental health
problems, particularly behavioral, in children birth-five years. Services include:

1 observation and assessment of the child and the classroom environment

T OAEAOOET ¢ AEEI AOAT AT A ZAITEI EAO O - AO0OUIl Al
Find, and other appropriate mental health services

{ training and coaching of early care and education®@| OEAAOO O1 [ AAO AEEI
and emotional needs

9 assisting children in modifying behaviors

1 helping providers retain and serve children with behavioral and other mental health

needs

ECMHC has two general approaches:
1. child- and family-focused condtation z targets the behavior of a specific child in an
ECE setting
2. classroomfocused or program consultatiog targets overall teachekrchild
interaction within ECE classrooms
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The Early Childhood Mental Health Consultation (ECMHC) Fidelity and Outcasne
Monitoring project is a collaborative effort between the Maryland State Department of
Education (MSDE) and The Institute to evaluate the utilization, fidelity and outcomes of
Maryland's ECMHC programs. The ECMHC Project is supported by Maryland's Chiitire
Cabinet and aligns with MSDE's goals of quality improvement and dab@sed decision
making. The ECMHC project provides ongoing monitoring of ECMHC programs for the State
of Maryland in an effort to strengthen implementation sustainability of ECMHC, dre the
improvement of outcomes for those served and secure funding for these vital programs
that intend to enhance children's social/emotional development and school readiness. For
more information on ECMHC please visit:
http://www.marylandpublicschools.org/MSDE/divisions/child_care/program/ECMH.htm

Social Emotional Foundations of Early Learning (SEFEL)

In Maryland, SEFEL is bemimplemented in a variety of early childhood settings, including
early care and education and elementary schools, through a mutigency effort led by the
Maryland State Department of Education (MSDE). The purpose of SEFEL igrbmote the
social emotioml competence of young childreihe Institute for Innovation and Implementation
(The Institute) is assisting the multragency effort in the development of a SEFEL initiative
in Maryland. As part of that initiative, The Institute is creating a SEFEL fidsliand
outcomes monitoring system for the State of Maryland. The system is being designed to
provide the necessary data to help improve training and implementation efforts. The SEFEL
Project will build upon the Early Childhood Mental Health Consultation Qoomes
Monitoring System. For more information on SEFEL, please visit:
https://theinstitute.umaryland.edu/SEFEL/

Child Abuse Prevention and Treatment Act

The federal Child Abuse Prevention and Treaent Act requires children birth through

their third birthday who are involved in a substantiated (Indicated in Maryland) case of

child abuse or neglect be referred to early intervention services funded under part C of the

Individuals with Disabilities Education Act. In Maryland that program is Infant and

41 AA1T AOOs %A AE JfodEjurisdiciidns have Agie@meltsbitive@tuchild

protective services and the Infant and Toddlers program that spells out the referral

process.

Additionally, MarylanA6 © OAZAOU AT A OEOE AOOAOOI AIsO0 Al OE
years of age. Saf€ asks workers to plan for safety in situations where children are under

the age of 6 and issues threatening their safety are present. The Maryland Risk Assessment

hAO x1T OEAOO Al AOGOEAUET ¢ AEEI AOAIl AO AGIAI O GM@A &
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Maryland continues to develop the ability to report the number of children ages-8 with

Al OET AEAAOAAS ~£EET AET ¢ OA £AOOA AheDéparhmentEAT OO Al
does have a referral form for Infants and Toddlers agpaper documentwhichservesadual

purpose and asks workers to identify whether children subject of the referral are-@ (up to

age 3) or 45 years of ag, in addition to the statusof a referral to Infant & Toddlers

Maryland, using data contained in MD CHESSIE, can report on the number of children in

OET AEAAOAAS A AdihdsertcdsERMOinAdkealiFs the heéd to accurately

report on this data item. MD CHESSIE plaing for SFY14 includes adding Referrals to

Yy T £ZAT 00 AT A 41 AAT AOO AO A 1T Ax OACAT AU POIT OGEAA
data and the ability to generate an athoc business objects report on this data will be

created.

Promoting Safe and Stable Families (PSSF) Grant

The Department of Human Resources (DHR), as the designated TitleB\Agency,
administers this Plan based on the philosophy that children should be protected from
abuse and neglect and, whenever possible, families should be pressd and strengthened
in order to nurture and raise children in safe, healthy and stable communities. Service
interventions are based on a set of beliefs about outcorrteased practice that is both
strength-based and child focused and family centered, undersgng the importance of
timely, culturally appropriate, comprehensive assessments and individualized planning on
behalf of the children and families that come to the attention of the Department.

Maryland will continue to use the Promoting Safe and Stablefilies grant (PSSF) grant to
operate family preservation services, family support services, timémited reunification
services, and adoption promotion and support services-unds areallocated to local
departments on a State Fiscal Year basis, $50,000the adoption promotion funds will be
used for postadoption services. Ten percent of the funds are set aside for discretionary
activities and ten percent for administrative costs.

Maryland continues to monitor closely the spending by the locaepartments to ensure
that the PSSF grant is spent in the following service categories: family support; family
preservation; time-limited reunification; and adoption promotion, split evenly (20%)
between the program areas SSA receives monthly expenditarreports from the DHR
Budget office n the Policy Directives for the abovanentioned services to monitor
spending. In addition, SSA has language in the policy directives that informs local
departments that if %2 of their allocation is not spent by Janugrlst of a particular year, any
remaining amount will be subject to reallocation to other local departments that are
spending their funds.
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Time -Limited Reunification

The twenty-four Local Departments of Social Services offer timemited family

reunification services. For FFY 2015, the allocation to the local departments is based on the
number of children in the foster care system 15 months or les®ne strength of tme-

limited reunification services is that each locatan match the reeds of the population

served inits jurisdiction to the purchased serviceshowever all the services are aimed at
reunifying the family. It is estimated that 1,500 families and 1,700 chdren will be served

in FFY 2015. The types of services provided include:

Individual, group and family counseling;

Inpatient, residential, or outpatient substance abuse treatment services;
Mental health services;

Assistance to address domestic violersg

Temporary child care and therapeutic services for families, including
Crisis nurseries;

Transportation; and

Visitation centers

= =4 4 -4 -8 -5 _45_13

Adoption Promotion and Support Services

The twenty-four Local Departments of Social Services offer adoption promotiomd

support services to remove barriers to a finalized adoption, expedite the adoption process,
and encourage more adoptions from the foster care population, which promote the best
interests of the children. The local departments are required to submit dgn each year
that describes how they will spend their allocation.

The types of services provided include:

Respite and child care;

Adoption recognition and recruitment events;

Life book supplies for adopted children;

Recruitment through matching events, radio, television, newspapers; journals, mass
mailings; adoption calendars and outdoor billboards;

Picture gallery matching event, child specific ads, and video filming of available
children;

Promotional materials forinformational meetings;

Pre-service and inservice training for foster/adoptive families;

National adoption conference attendance for adoptive families; and

Materials, equipment and supplies for training;

Foster/Adoptive home studies; and

Consultation and counseling services to include individual and family therapy and
evaluations to help families and children working towards adoption in making a
commitment.

= =A =4 -4 =4
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Family Preservation and Family Support Services

Initially, a proposal was required from the local departments to be considered for funding

for family support and family preservation services. The proposals were reviewed and

scored by an evaluation panel. The selected family preservation and/or family support

programs will continue in FY 2015. Most of the local departments have been awarded

funds for a specific program listed in the chart below. The local departments that are not
AxAOAAA £EOT AET C £ O A PAOOEAOI AO POT COAI OAAA
a variety of supportive services for families receiving iRhome services. The amount of the

OFl Ag A£O1T AGd AT 11T AAOET 1-hohdseriidedA The followir@E A AAOAT |1
EOOEOAEAOQEI T O OAAREOA Omi Ao &£O01 Abo g 'TTA 100
Dorchester County, and Kent County.

A strength of the PSSF family preservation and support service programs is that the local
jurisdictions help to develop an adequate service array throughout the State by filling
service gaps. All of the family presemation and support programs are different and are
based on the needs ithe respective jurisdiction. In addition, many of these programs are
located in rural areas, including Allegany, Washington and Garrett counties in Western

- AOUI AT An 3 O 8and GharlsicAuhtiesfindSouth&ro daryland; and several
jurisdictions on the Eastern Shore.

Another strength of the PSSF family support and preservation services is that they are
either provided in-home or they are located in accessible locations in iaus communities

in the State. Some programs provide vouchers to clients for public transportation or cabs
so theyare able to receive servicesThe PSSF family support and preservation services are
available to all families in need of services, includmbirth families, kinship families, and
adoptive families.

In addition, some of the PSSF family preservation and support programs in the local
jurisdictions are evidencedbased practices, including Healthy Families, Functional Family
Therapy, and pareiing curriculums that are utilized as part of parenting workshops.

The Local Departments of Social &rvices are required to complete a Maryland Family Risk
Assessment (MFRA) on every family at the beginning and end of the service. In addition,
the locd departments are required to track families at 6 and 12 months postlosing for
indicated cases of child abuse and neglect a@lit-of-Home Placements. The local
departments are required to report the overall MFRA scores and the outcome data for any
indicated cases of abuse and/or neglect and owif-home placements.

Listed below is a description of the family preservation and family support programs that
will likely continue in FFY 2015.
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Family

Preservation
or Family
Local " - .
Description of Services Provided Support
Department

Allegany Parenting workshops are provided that utilize the Family
County YT AOAAEAT A 9AAOOG8 DBAOAT (Preservation
workshops are offered to parents who are court
ordered or strongly recommended by an agency to
participate in parenting skills training.

Anne Flex Funds are used for Interpreter services for non Family
Arundel English speaking families Supportive services not  Preservation
covered by medical assistance or other programs(i.e

County . s
anger management, play therapy, parenting classes)O &1 A @ &
Daycare/summer camps; supportive services for
kinship families; and rent and utility assistance.

Baltimore  Flex funds are used to contract with The Choice Family

City Program to provide treatment services to youth Preservation
including case management, counseling, crisis s
prevention/intervention, and wraparound services. &l Ag &
YT AAAEOQOET 1 huséise phdde £OT A (
supportive services to families receiving iRhome
services.

Baltimore  [Functional Family Therapy, and ifhome mental Family

County health intervention, will be provided to families with Preservation
children ages 10 or olderand who are involved with
the child welfare system.

Calvert 6-week parenting group sessions are offered along Family

County with a 1-2 hour in-home observation and support Preservation

session to each parent in attendance. The-lrome
parenting sessions focun strengthening parenting
skills and providing direct observation and
intervention as well providing feedback to DSS on the
DAOAT 060 OAAAET AOO A&l O (
unsupervised visitation.

Caroline Flex Furds are used to contract with a provider for Ia [Family

County Home Aide Services. This service would provide

teaching and modeling of parenting skills, life skills, ~reServation
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Family

Preservation
or Family
Local Description of Services Provided Support
Department
employment and job search techniques, and howto O &1 A& O &
advocate for oneself.
Carroll Case management services are offered to families w Family
County participate in the programs at the Family Support Support

Center. Case Management services include ongoing
sessions with parents, crisis intervention, general
counseling, and referrals. Wekly groups are also
offered that focus on basic life skills, relationship
iIssues, parenting skills and anger management and
support for pregnant and parenting teens. A support
group for fathers is included in this overall initiative.

Parent-Child Interactive Therapy is provided, which is Family
a short-term clinic based intervention. Progression Support
through the treatment program is based on skill

mastery, so the treatment length varies amount

families served.

Cecil County/An Outreach Recovery Worker is housed at the CecilFamily
County Department of Social Services (DSS), and |Preservation
accompanies workers into the field to provide
evaluations, act as a liaison between DSS and
substance abuse treatment providers, provide
substance abuse education, help staff identify
behaviors associated with active drug use or relapse
develop relapse plans with clients and DSS worker,
attend Family Involvement meetings, and help
establish accurate treatment plans by attending intak
appointments with the parent.

Charles The Healthy Families program provides home visitin¢ Family
County to teen parents from the prenatal stage through age ! Support
Parents learn appropriate parentinfant child
interaction, infant and child development, ad
parenting and life skills.
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Family

Preservation
or Family
Local " - .
Description of Services Provided Support
Department

Dorchester [Flex Funds are used to assist with housing to stabiliz Family

County families and with utility bills. _
Preservation

O0&i Ao &

Frederick  Services are offered at Family Partnership, family Family
County support center. Some of the services include separa Support
parenting education workshops for mothers and
fathers, child development, health education, life skill

training, case management and home visitation.

Garrett In-home pre<ervation services are offered to help Family

County families remain intact and improve family Preservation
functioning.

Harford The Safe Start program is an early assessment and Family

County intervention program that targets children at-risk for Support

maltreatment and ou-of-home placement. If risk
factors for abuse/neglect are identified, the program
provides further assessment with intervention and
follow-up services to families.

Howard The Family Options program provides services to hel Family
County pregnant and parenting teens and very young parent Support
These services include group sessions, parenting
classes, intensive case management, referral service

and substance abuse counseling.

Kent County Flex funds are being used to provide services such a Family
housing assistance, day care, respite services, camp Preservation
and housing assistance to families who are receiving _ .
) : o0&l Ao &
in-home services.

Montgomery A service is providedthat targets adolescents who  |[Family
County were referred to child welfare services because they Preservation
AOA O1I OO0 1T &£ AT 10601106 ATl
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Family

Preservation
or Family
Local Description of Services Provided Support
Department
1TTCAO OAEA OAODI 1T OEAEI
behavior. An intervention model is utilized that
enable parents to éectively respond to their children.
Cognitive and behavior therapy are used to develop
AT A OAET £ OAA OEA DAOAT (
resource for the child.
Prince The Strengthening Families Program (SFP$ & 14 Family
' AT OC Asession, parenting skills, children's life skills, and ~ Preservation
County family life skills training program specifically
designed for highrisk families. Parents and children
participate in SFP, both separately and together.
Queen The Healthy Families program provides services to [Family
I T T A& Cprevent child abuse and neglect, encourage child  Support
County development, and improve parentchild interactions.

The program provides home visiting, extensive
referrals to other sources, and developmental, vien,
and hearing screenings.

Somerset | The Healthy Families Lower Shore program provides Family
County services to prevent child abuse and neglect, encoura Support
child development, and improve parentchild
interactions. The program provides home viging,
monthly parent gatherings, developmental, vision, an
hearing screenings and extensive referrals to other
resources.

3 08 - AAhome visiting program strives to provide parenting Family
County servicestoatOE OE &£AT E1 EAO AT A support
knowledge of child development and early learning.
This program targets families with children up to
three years old.

Talbot Respite services provide support to families who hav Family
County a child at risk of anOut-of-Home Placement The Support
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