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| A. Background

Introduction
The Department of Children and Families is responsible for the legislative mandates of prevention,

child protective services, children's behavioral health, education and juvenile justice. With an annual
operating budget of approximately $795 million, the Department provides contracted as well as direct
services through a central office, fourteen (14) area offices, and two (2) facilities. The Department also
operates a Wilderness School that provides experiential educational opportunities; and is responsible
for operating Unified School District I, which is a legislatively created local education agency for foster
children with no other educational nexus or who are residents in one of the Department's facilities.
This year the Department saw the closing of the Connecticut Juvenile Training School based on
continuing national trends to increase diversionary efforts and reduce the need for locked settings for
youth. Effective, July 1, 2018, the Department’s mandate will focus on prevention, child protection
services, education and children’s behavioral health, with the small portion of youth involved with
juvenile justice to transfer under the umbrella of the Judicial Branch, joining the majority of juvenile
justice involved youth served through the Branch. This year also saw continued progress towards
exiting the Juan F. Consent Decree as evidenced by a revised Exit Plan from 22 to 6 remaining
measures. The revisions recognize the significant progress towards meeting and sustaining the

majority of measures that had originally been set forth.

Mission and Vision

The Department's mission is: “working together with families and communities for children who are
healthy, safe, smart and strong”. This mission is embodied in the Department’s strategic plan, which

includes the following seven cross-cutting themes and nine overarching strategies:

Cross-cutting themes:
1. implementing strength-based family policy, practice and programs;
2. applying the neuroscience of early childhood and adolescent development;
expanding trauma-informed practice and culture;
addressing racial inequities in all areas of our practice;
building new community and agency partnerships;

improving leadership, management, supervision and accountability; and

N oV

becoming a learning organization.
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Overarching Strategies:

1. Increase investment in prevention and health promotion

2. Apply strength-based, family-centered policy, practice and supports agency-wide
Develop or expand regional networks of in-home and community services
Ensure appropriate use of Congregate Care
Address the needs of specific populations
Support collaborative partnerships with communities and other state agencies
Support the public and private sector workforce

Increase the capacity of DCF to manage ongoing operations and change

v o® N 9w op W

Improve revenue maximization and develop reinvestment priorities and methods

This mission is grounded in a core set of beliefs that encompass the Department's vision for how to
provide services to Connecticut's children and families. We believe that children do best when living
safely at home with their family of origin. When living at home with a parent is not reasonably safe, the
best alternative is to live with another family member who can provide a safe and nurturing home. If
no family member can provide a suitably safe home that meets the child's needs, the child should
receive care and services in an appropriate foster home while concurrently working towards a timely
permanency outcome. Foster care should only be used as a short-term intervention. While in foster
care, regular and ongoing contact with parents and siblings is maintained, and finally, all youth are to

exit the Department's care with legal and/or relational permanency.

Congregate care, such as group homes and residential treatment centers, should not be used for the
vast majority of children. They are designed to address specific treatment needs rather than serve as
long term placement options. For older youth, treatment in congregate care is expected to be used in a

targeted manner with extensive family involvement built into the treatment process.

Services should be individualized and based on a full assessment of the strengths and needs of children
and families. This assessment must be made in partnership with family members and children, in an
age and developmentally appropriate manner. A full assessment is inclusive of safety, risk, domestic

violence, substance use, criminogenic needs, medical, dental, educational and mental health needs.
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The goal of these individualized services is to enable the child to do well and thrive, living in the family

home of a parent, family member or another permanent family.

B. CFSP/APSR Continued Integration

2018 Performance Expectations
The Department has continued to focus on identified agency-wide Performance Expectations with

associated performance measures.

The five performance expectations remain the same as last year:

Performance Expectation 1: Exit from the Juan F. Consent Decree
(Common Performance Measures)

e Achieve outcome measures not yet pre-certified

e Sustain outcome measures that are pre-certified

e Assure the community —-based service system is effective and meets the needs of the
community

Performance Expectation 2: Ensure that children reside safely with families whenever possible and
appropriate

e Increase the proportion of children who are served in their homes; reduce the number of
children in care

e Increase the use of a preferred permanency goals

e Sustain the proportion of children in kinship care to 45%

e Increase the proportion of children in placement with a family to 90%

e Assure congregate care services are brief, family-engaged, connected to the community and
include discharge planning that begins at admission

Performance Expectation 3: Achieve Racial Justice across the entire DCF system

e Reduce disparities for children served by Child Welfare services

e Reduce disparities for children served by the Juvenile Justice system
e Reduce disparities for children served by Behavioral Health services
e Reduce disparities for children served by educational services

Performance Expectation 4: Prepare Children and Adolescents in care for success

e Ensure children and adolescents in care are connected to permanent relationships
e Provide quality education and support services that lead to educational success

e Provide formal and informal life skills

e Ensure children and adolescents in care receive appropriate health services

6|Page



Performance Expectation 5: Prepare and support the workforce to meet the needs of children and
families

e (reate stability in the workforce
e Train managers and supervisors in supervisory and management skills
e Support regions, facilities and communities in their work on behalf of children and families

Each DCF regional management team, Central Office division management team, and facility
management team has identified its role and contribution to the performance expectations, and has
developed a set of operational strategies, with performance measures, to achieve the performance
expectations. Performance data including trend data and the causes/dynamics that impact current
performance are presented to the Commissioner’s team by each management team on a regular basis,

and performance is reviewed, and recommendations for improvement are established.

During the State Fiscal Year 2018, DCF management teams have primarily focused on achieving
Performance Expectation 1: Exit from the Juan F Consent Decree. Because of the wide focus of the
Juan F Consent Decree, the other four performance expectations have been incorporated into the

overarching work required to achieve Performance Expectation 1.

Strategic Plan and use of Results Based Accountability
In December 2017, the U.S. District Court approved a new agreement to the Juan F. Consent Decree

that will support adequate staffing and streamline outcome measures that make ending the 26-year-
litigation far more achievable in the near future. The commitment to additional staffing will reduce
caseloads of social workers — many of whom now carry more cases than the standard set by the
previous “exit plan.” The new plan also will allow us to focus our efforts on case planning and better
meeting the physical and mental health needs of children in our care. Overall, six outcomes that have
yet to be met remain active in the new order. All other measures have been eliminated altogether or

are pre-certified as having been satisfied.

As required by the new Juan F. agreement, the Department developed a Strategic Plan to guide its
implementations of key activities to achieve the goals underlying the six remaining measures. The Juan
F. Strategic Plan is focused on the following targeted outcomes:

1. Ensure timely investigation/FAR and comprehensive, accurate and quality assessments of
children and families’ risk, safety and needs;
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Children and Families receive services and resources that ensure safety, address their needs, and
support timely permanency;

Provision of culturally + linguistically competent services to meet client’s needs, to promote
safety, permanency + well-being;

Children and their families Safety, Permanency + Well-Being, Engagement + Reduction of
Recurrent Maltreatment are being served in-home receive timely, quality visits that are sufficient
to address the presenting problems and meet their needs; and

Safety, Permanency and Well-Being, Engagement + Reduction of Recurrent Maltreatment

The above outcomes, and the activities of the Juan F. Strategic Plan are intended to complement and

integrate with those that Connecticut is proposing under its 2018 PIP and articulated within DCF’s

APSR.

The Department continues its work on the ongoing strategic plan, through the annual Performance

Expectations, and utilizing a Results Based Accountability (RBA) framework. The work continues to be

aligned

with the CTKids Report Card, as required by Public Act 11-109.

Result Statement: All Connecticut children grow up in stable environments, safe, healthy, and ready for

success

Population-Level Headline Indicators of Child and Family Well-being

SAFE
L

Child Fatalities

Substantiated Reports of Abuse and Neglect

Emergency Room Visits for Injuries

Referrals to Juvenile Court for Delinquency

High School Students missing school because they felt unsafe at school, or traveling to or from
school

HEALTHY

STABLE
°
°
°

Low Birth Weight

Childhood Obesity

Children with Health Insurance
Children with Thoughts of Suicide

Chronic Absenteeism

Parents Without Full-time Jobs

Families Spending more than 30% of Income on Housing
Families Without Enough Money for Food
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FUTURE SUCCESS
e Kindergarteners Needing Substantial Support
e Third Graders at or Above Grade Level in Reading
e On-Time High School Graduation Rate
e Children Living in Households Below the Federal Poverty Line

University of CT Public Policy Interns

Since 2013, DCF has benefitted from the support of masters level public policy interns. During the 2017-
2018 academic year, five interns, worked in a variety of different subject areas. Highlights of the work
included the following:

e Worked with the DCF Chief of Staff on grant and development activities for the Department,
including grant writing to support agency priorities and programs; coordinate the development
of grant applications with agency staff, contracted providers, and other public and private
agencies; develop and maintain online grant resources for agency staff and other partners; and
assist with interagency collaborative efforts;

e Worked with Office for Research and Evaluation staff on studies to better understand repeat
maltreatment and pathways to permanency;

e Worked with the Office of Children and Youth in Placement on its strategic planning effort,
including completion of the Annie E. Casey Foster Home Estimator on a statewide basis, and for
each region;

e Under the direction of the Multicultural Affairs and Immigration Practice Director, the racial
justice intern helped support the agency racial justice initiative; and

e Worked with DCF's Director of Performance Management on coordination of agency
performance expectations, and continued agency-wide utilization of RBA report cards.

Section C. APSR Requirements

Stephanie Tubbs Jones Child Welfare Services - Subpart I- FFY2018
The figures provided below reflect anticipated expenditures. The services/activities that are described

in this section are funded at levels that exceed the award amount. These programs are being
supported through multiple year awards, including FFY 2017 and FFY 2018. Individuals occupying the
positions supported by grant funding were selected through an interview process. The providers for
Triple P and KJMB were selected through a procurement process. JRA Consulting, the Connection,

CCMC, and UCONN were selected based on their level of expertise.
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Services/Categories Total Protective | Family Family Time-Limit Adoption Other Admin
Funding Services Preservation | Support Family Promotion | Service Costs
Reunification | & Support | Related
Activities
Triple P America $118,824 $39,608 $39,608 $39,608
Office Assistant Positions | $158,448 $39,612 $39,612 $39,612 $39,612
JRA Consulting — Racism $21,150 $5,289 $5,287 $5,287 $5,287
Joyce James $45,900 $11,475 $11,475 $11,475 $11,475
ccmc 220,500 $73,500 $73,500 $73,500
Central Office $113,641 $113,641
Contract Management
Solnit North Positions $1,085,025 $1,085,025
The Connection 200,000 $100,000 $100,000
KJMB Solutions $115,000 $23,000 $23,000 $23,000 $23,000 $23,000
CT-AIMH Membership $540 $108 $108 $108 $108 $108
CT Parents with Cognitive | $4000 $1,000 $1,000 $1,000 $1,000
Limitations
TI-TCC Provider Training $15,220 $7,610 $7,610
Travel/Conferences 14,000 $3,500 $3,500 $3,500 $3,500
Totals $2,112,248

STEPHANIE TUBBS JONES CHILD WELFARE SERVICES PROGRAMS

Triple P America - Parenting Support Services (formerly Triple P): Parenting Support Services (PSS) is
a statewide program for families with children 0-18 years-of-age to support and enhance positive family
functioning. Families receive one or more of the PSS interventions along with case management
services using the Wraparound philosophy and process. PSS offers the evidenced-based model, Level 4
Triple P (Positive Parenting Program®) and the Circle of Security Parenting® intervention. Triple P helps
parents become resourceful problem solvers and to create a positive and safe home learning
environment for children to develop emotional, behavioral, and cognitive strengths. Circle of Security
Parenting (COS) is designed to build, support, and strengthen parents’ relationship capabilities so they
are better equipped to provide a quality of relationship that is more supportive of secure attachment.
Federal funds were allocated to PSS to offer two week-long Level 4 Standard and Standard Teen Triple
P trainings in SFY 2018. A total of 29 new PSS staff members were trained and accredited. This
allocation supports ongoing training opportunities for provider staff to ensure no interruption in the

provision of services.
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Area Office — Office Assistant Positions: In an effort to enhance our service delivery to families and

achieve more timely permanency for children, three part time Office Assistants were hired to provide
support to the staff in the Meriden and Norwalk Area Offices to help coordinate our case planning
efforts by conducting relative searches for children in care to identify and locate potential relative

resources, and assure grandparent and relative notification as required.

JRA Consulting: After an extensive review of DCF racial disproportionality and disparate outcomes data
on children of color in care, in February 2012 Commissioner Katz committed the Department to focus
deeply on addressing racial inequities in all areas of our practice. A decision was made to contract with
JRA Consulting, Ltd to guide the agency with this effort. This was done by examining and addressing
issues of racial injustice and disproportionality in the areas of racial, health, and educational disparities.,
The agency also developed a comprehensive approach to this work with the goal of ensuring that all of
our agency policies and practices are reviewed with a racial/cultural justice lens, such that we can revise
them as needed and the inequities in services and outcomes that currently exist begin to disappear.
The Department is committed to continuing this work and to that end, codified the agency’s

commitment in legislation this past session.
Joyce James: To build on the work of JRA Consulting, Joyce James is assisting the department specific
to the racial justice performance expectation and has worked closely with teams from the regions,

Central Office Divisions and provider stakeholders.

Connecticut Children's Medical Center (CCMC): Funding supports additional staffing for child sexual

abuse, physical abuse and psychosocial evaluations of children for whom abuse or neglect is
suspected. CCMC provides the following array of services: DCF case consultations, training, medical
evaluations, psychosocial assessments, family and professional interviews, and ongoing participation in
Multidisciplinary Team meetings. The contract is supported by both state and federal funding. The
federal funding is used to increase capacity for case consultations when child abuse/neglect is

suspected.

Central Office Staff Position:

Funding was utilized to support a staff position within the Departments Fiscal Division.
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Solnit North Positions: The Albert J. Solnit Psychiatric Centers’ North Campus is a facility run by the

Connecticut Department of Children and Families. It provides brief treatment, residential care and
educational instruction for abused and neglected children between the ages of 13 and 18 from across
the state. It offers complete multidisciplinary medical and mental health assessments for those
children under its care. Individual services are designed to meet the youth’s unique needs and to
facilitate and support community placements when clinically indicated. The grant helps support
multiple positions including Children’s Services Assistants, Lead Children Services Workers and a

secretarial position for a facility administrator.

The Connection: The Supportive Housing for Families program provides permanent housing and

intensive case management services to DCF families. The program began over 20 years ago, to help
families recovering from substance use. DCF contracts with the Connections, Inc. to provide intensive
case management services to assist families to develop and utilize a network of services in the
following areas: economic (financial support, employment assistance), social (housing, transportation,
family support, parenting education, child care) and health (medical/mental health care for adult and
child, relapse prevention, and domestic/child/substance abuse issues). The Connections, Inc. has nine
sub-contracted agencies to provide these services statewide. Permanent housing is established
through DCF's partnership with the Department of Housing (DOH). The DOH provides a Housing
Choice Voucher (formally "Section 8" - federal program) or Rental Assistance Program (RAP-state
program) Certificate. DCF’s Supportive Housing for Families Model has been recognized as a promising
model of housing assistance and family support by the Child Welfare League of America, The National
Alliance to End Homelessness and the National Center for Social Research. This additional federal
funding is used to develop a specialized unit to assess and serve the waitlisted reunification families
who have children less than five years of age in order to expedite permanency. Services are also

provided to families where housing is a barrier to the reunification process.

KJMB Solutions: KJMB Solutions is a technology consulting firm specializing in web application
development, database development, networking consultation, quality assurance services, and secure
web application hosting. This vendor provides all development, maintenance and support for the
Provider Information Exchange (PIE) web-based application. This website allows the Department,
through its contracted community-based services providers, to gather and evaluate client and program

level outcomes. Additional funding was allocated this year to provide enhancements and
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modifications that include:

e Began data collection for all referrals (not just those resulting in an episode) to Behavioral
Health programs

e Added the collection of a Face-to-Face activity (session data) for all Behavioral Health and/or
programs collecting TANF data

e Added the next stage of the Event/Incident reporting framework that provides data collection
and reporting on incidents that meet the definition of Emergency Safety Interventions. Data
collection for other incident types (such as significant events, critical incidents and serious
occurrences) are in process of being added in the next two years

e Added numerous federally required client level data elements (specifically for Care
Coordination) and associated conditional logic to ensure data quality

e Expanded program fidelity and outcome measure reporting

e Implemented and supported additional programs/projects

e Increased web page functionality and speed

e Enhanced security protocols

CT AIMH Membership: Funding is provided for membership for central/area office staff to attend CT-

AIMH conferences at a discounted rate promoting key competencies relative to early childhood in the

workforce.

Parents with Cognitive Limitations: The Department of Children and Families contributed $4,000 to

support the “Identifying and Working with Parents with Cognitive Limitations” trainings as well as the
CT Parents With Cogpnitive Limitations Annual Meeting”. The trainings were developed by the CT Parents
with Cognitive Limitations Workgroup, a collaborative of public and private agencies, and are delivered
by a rotating team of trainers from the Workgroup. They are available at no cost to public and private
providers who work with families. Through the Department’s Academy for Workforce Development,

CEUs are available to social workers.

Travel Conferences: The department, understanding the importance of keeping current and informed
of best practices in the field, utilized funding to support Area Office and Central Office staff to attend

and participate in several National and Regional conferences.

Promoting Safe and Stable Families — Subpart Il - FFY 2018
The figures provided in the table below reflect anticipated expenditures. The programs are funded at

levels that exceed the award amount. These programs are being supported through multiple year

awards, including FFY 2017 and FFY 2018. The Community Collaboratives, FAVOR (Foster Care

13| Page



Consumer Advocate), The University of Connecticut's Adoption Assistance Program, Easter Seals
Adoption Support Group, Adopt a Social Work Program, National Council on Crime and Delinquency,
and CT Association for Infant Mental Health were selected by the Department based on their expertise,

the nature and scope of the work directly aligned with key areas of focus for the Department and their

ability to provide the service as described below.

Services/Categories Total Funding Family Family Family Adoption
Support Preservation | Reunification

Reunification & TFT Services $1,173,245 347,146 337,184 488,915

Community Collaboratives $284,700 $284,700

FAVOR $50,000 $16,668 $16,666 $16,666

UCONN -Adoption enhancements $300,000 $300,000

Easter Seals Support Group $20,000 $10,000 $10,000

Adopt a SW program $95,275 $31,758 $31,758 $31,758

UCONN SSW PIC $129,420 $64,710 $64,710

CT Association for Infant Mental Health $39,652 $19,826 $19,826

NCCD - CRC SDM Work $369,637 $123,212 $123,213 $123,212

Totals 2,461,929

SERVICE DESCRIPTIONS-PROMOTING SAFE AND STABLE FAMILIES -TITLE-IV-B, SUBPART Il

Reunification & TFT Services: RTFT is a service model that contains three distinct programs:

Reunification Readiness, Reunification Services and Therapeutic Family Time. Program is funded

through state and federal funds.

Reunification Readiness (a 30 day assessment to determine a family’s readiness for reunification. The
following is a brief summary of Readiness activities:

e Review/explore safety concerns and risk factors that may impact child safety with the
family and DCF;

e Assess family functioning, skills, parental capabilities, and parent's motivation to change;

e |dentify family strengths and needs;

e Provide Family Time/Therapeutic Family Time services
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e In collaboration with the family Identify family resources and informal/formal supports and
how they may be used in safety planning;

e Observe family interactions;

e Provide a minimum of weekly visits with the parent and child.

e |dentify problems and barriers that may be impacting reunification; and

e Complete initial (North Carolina Family Assessment Scale for General Services and
Reunification (NCFAS- G+R) within 14 days of referral.

Reunification Services: A 4-6 month intervention focused on planning the safe return of children in out
of home care through a staged process. The summary of the program is as follows:

e Utilizes the North Carolina Family Assessment Scale for General Services (NCFAS - G+R) to inform
service delivery

e Delivers a Staged Model to support families throughout the reunification process

e Adopts a Wrap Model philosophy to engage the family and build their network of supports

e Employs Permanency Child and Family Teaming model to engage the family and their supports in
case planning and decision-making

e Active engagement and involvement of father's (including non-custodial parent) in the
reunification process

e Therapeutic Family Time interventions/treatment approaches including the Visit Coaching Model

e Flexibility in staff assignments based on presenting needs of the family

e Step-Down option if families require additional supports

Therapeutic Family Time: A 2-3 month intervention providing direct consultation with
parents/guardians to assist them in maintaining or re-establishing relationships with children in out-of-
home care. Key components include:

e Implement Visit Coaching Model

e Preserves and restores the parent/child attachment, and reduces the child's sense of abandonment
and loss

e A family driven service that is, culturally and linguistically sensitive, individualized, and occurs in the
least restrictive, most homelike setting possible.

e Facilitates permanency planning and emphasizes continuity of relationships.

Community Collaboratives: The Department continues to support Community Collaboratives, designed
to recruit, strengthen and support neighborhood-based culturally competent foster/adoptive resources
for children for many years. They are responsible for engaging new partners to broaden community
ownership for planning and implementing activities that recruit and support foster and adoptive
families. Funds are distributed through a fiduciary (Advanced Behavioral Health) and used to support
meeting costs, planning efforts and activities implemented by the collaborative for the purpose of
recruiting and retaining foster and adoptive families. These activities may include, but are not limited to:
special family events, appreciation dinners, media/advertising, promotional items, brochure
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development and printing, program supplies and training. While Collaboratives have been established
historically each of the six (6) Regions makes independent decisions about how to spend their allocated
recruitment and retention dollars. The decision whether to have a formal Community Collaborative is

revisited periodically based on the recruitment and retention needs identified in that Region.

FAVOR: The DCF Office for Community Mental Health has contracted with FAVOR, Inc., a statewide
family advocacy organization. Family System Managers (FSM) are embedded statewide in DCF regional
offices. Each Family System Manager works in partnership with the DCF Regional Systems
Development Program Directors, DCF staff and the CT Behavioral Health Partnership (BHP), with
formal reporting and supervision provided through the Contractor. They are required to promote
family driven and youth guided practices throughout the local and regional service system and to
support the identification, recruitment, and participation of families in behavioral health system
analysis, planning and service provision. They provide leadership in the local and regional behavioral
health system development from the family perspective while providing technical assistance and

support to local systems of care including their governance.

Family System Managers conduct their work according to the following core values of the local system
of care:

e family driven and youth guided;

e strength based;

culturally and linguistically competent;

individualized, flexible and community based approach to services and support;
services and support provided in the least restrictive and most normative environment;
adequate availability and access to broad array of effective services and support;

e evidence and science informed clinical interventions, services and supports;

e health and wellness promotion; and

e performance and outcome based services and support.

UCONN Adoption Enhancements: DCF contracts with the University of Connecticut Health Center to
provide post-finalization services to families who have adopted children from DCF’s custody or
achieved legal permanency through a transfer of guardianship. Within available funding, services may
be provided to families who have adopted privately or who have adopted internationally. This
program is based on an employee assistance model, i.e., to provide limited interventions and/or make
referrals to local services for families experiencing a variety of challenges that may or may not be

directly related to adoption/guardianship. This service is free of charge to families. The AAP has four
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community case managers based in the four major cities in the state. The Community Case manager
also provides in home assessment of the family's needs and assists in coordination of appropriate
services. AAP also manages the post finalization services from a program that DCF offers for children
following adoption and guardianship finalization. Within the context of the Permanency Placement
and Services Program (PPSP) each child adopted from DCF's foster care system is eligible for a total of
132 hours of support services from 17 Connecticut Child Placing Agencies both pre and post legal

permanency. This program is funded by both state and federal funds.

Easter Seals Adoption Support Group: This support group was established by several adoptive parents

in Waterbury, CT who had adopted children with complex medical needs through DCF. The focus was
to create a network of support for families providing care to this population. Funding supports

associated meeting costs.

Adopt a Social Work Program: This statewide program assists children and families (birth, foster and
adoptive) that are DCF involved with supports and donations of goods to help families’ secure needed

resources. This program has served over 775,000 children and families over the last 25 years.

UCONN SSW PIC: The UCONN School of Social Work has been functioning as the Performance

Improvement Center for the Community Support for Families Program, a contracted service designed
to provide support to families who received a Family Assessment Response from the Department. The
Memorandum of Agreement between the Department and UCONN was amended to expand their
analysis to include all our Family Assessment Response dispositions and investigation cases. This will

allow a full evaluation of the agency’s overall intake process.

CT Association for Infant Mental Health: The Connecticut Association of Infant Mental Health was

contracted to provide 2 sets of the 8 full day series of training focused on unresolved trauma,
“Understanding Infant/Toddlers and Their Families and the Challenges of Unresolved Loss and Trauma:
working towards deeper integration between DCF and Head Start. Presenters known nationally for their
work in child welfare and Early Head Start offered their expertise on observations of young children
and their families in child welfare, on integrating a trauma lens into work with very young children and
their families, on making child welfare visitations a relationship-focused experience for parents and
young children. Local presenters added their competencies in reflective practice, cultural sensitivity,

and assessment/referral. In the coming year two additional series of these trainings will be offered to
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DCF staff and community partners.

NCCD-Children’s Research Center: In August 2017, the Department established a contract with the

Children’s Research Center CRC that include the following components:

O

Update all the SDM tools, definitions, and corresponding policies from point of entry
through case closing

Develop a training program for staff: utilizing a Train the Trainer approach and the
development of training modules that integrate the SDM tools into case practice,
inclusive of coaching;

Provide technical assistance and support in DCF’s completion of the Risk Validation
Study;

Quality Assurance Activities designed to promote model fidelity;

Analytic Consultation and Technical Assistance, including the development of a baseline
SDM Implementation Report; and

Create an on-line system that will provide a user-friendly method for workers to
complete SDM assessments as well as collect the assessment data for analysis.

Monthly Caseworker Visitation Funds (See Section 7)

Adoption and Legal CGuardianship Incentive Payments (See Section 8)

Child Welfare Waiver Demonstrations (See Section 9)

CHAFEE FOSTER CARE INDEPENDENCE PROGRAM - FFY 2018
The figures provided in the table below reflect anticipated expenditures. Personnel positions were

supported through grant funding that were identified through an interview process. The providers

who deliver Community Based Life Skills were selected through a procurement process as were the

Work to Learn programs. Many of the providers delivering One on One Mentoring have done so for

over 12 years through a sole source contract. The most recent Contractors were selected through a

procurement process.

Service Description Funding
Personnel Expenses $ 38,450
One on One Mentoring $289,513
Community Based Life Skills $398,430
Youth Advisory Board Stipends $50,000
Total $1,309,809
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SERVICE DESCRIPTIONS - CHAFEE FOSTER CARE INDEPENDENCE PROGRAM

Personnel Expenses: The grant supports one Pupil Services Position established to assist youth in their
transition from high school to vocational programming or college. Other responsibilities include the
administration of the state's Education and Training Vouchers program (ETV). The specialists routinely
meet with youth, social workers, program staff, Job Corps staff and educational personnel to review,

coordinate and develop an appropriate educational plan for our youth.

One on One Mentoring: DCF continues to provide mentoring services to youth statewide, ages 14 -21,

who are committed to the Department and residing in foster care. DCF funds 11 community based
providers to deliver mentoring services to 228 adolescents in out of home care. These providers are
under contract with the Department to recruit, train and provide support for prospective mentors and

mentor/mentee matches.

Community-Based Life Skills: The Department contracted with 10 community agencies to provide
community based life skills in 14 Area Offices, to DCF committed youth placed in community

settings. In 2016 the Department used the LIST (Assessment Tool and Curricula) for the provision of
life skills. It provides youth age 14 and older who are in foster care with the life skills necessary to
successfully transition to adulthood. In SFY 17 the Department transitioned the service to a more
individualized approach; contracts ended in Dec 2016 and the service was credentialed. This broadened
the scope of the service eliminating limits by geographic location. The Department now has 37

credentialed providers offering this life skills service.

Work to Learn: The Department continues to support Connecticut's Work to Learn model for the five
(5) Work to Learn sites in the state. The Work to Learn model was designed to ensure that youth aging
out of foster care have increased opportunities for a successful transition to adulthood in the following
areas: youth leadership, youth engagement, employment, housing and improved physical and mental

health functioning.

e  Our Piece of the Pie (OPP): A comprehensive work/learn model located in Hartford that helps
youth access and attain a combination of educational, employment and personal development
opportunities that promote success. OPP is also operating a second Work/Learn site in
Norwich.
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e Boys and Girls Village: This Bridgeport program partners youth with technical experts and role
models in a youth-centered small business. They develop transferable skills, identify goals and
reinforce the personal skills needed for successful employment.

e  Marrakech Inc.: Located in New Haven and Waterbury, these sites offer a comprehensive
work/learn model that helps youth access and attain a combination of educational,
employment and personal development opportunities that promote success.

Youth Advisory Boards: In order to encourage and facilitate youth participation in Youth Advisory

Boards (YAB), stipends are distributed to youth who serve on the YABs. Each region/Area Office has
established a YAB. This group has played an important role in advancing agency policy relative to

transitioning, sibling contact and permanency planning.

ETV

The Department continues to make available vouchers for Education and Training program and
expenses to youth who have aged out of the foster care system or who after attaining the age of 16
have left the foster care system due to being legally adopted or who are in kinship subsidized transfer

of guardianship care. See Section G3.

Child Welfare Demonstration Grants

Connecticut has not been awarded a Child Welfare Demonstration Grant.

Trainings in Support of CFSP Goals
DCF is committed to strategy-driven and data-informed management. Efforts to exit the long-standing

Juan F Exit plan require all staff to commit to using data to guide the decision making process.

Workforce development is integral to that process. Training and coaching opportunities for leaders are
offered on an ongoing basis with emphasis on the development of outcome-focused strategies, use of
data to manage performance, and strategy modification based on performance data. These learning
opportunities have included but are not limited to:

a) The Data Leadership Training

b) Special Qualitative Reviews post fatalities and near fatalities

¢) Striving Towards Excellent Practice (STEP)

d) Leadership Academy for Middle Managers

e) Excel Training
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f) Understanding the Numbers for line staff

The Academy continues to offer training to new employees in an effort to orient them to working

within a data driven environment.

As a means to support training for foster parents, the Department has a contract with the Connecticut
Association of Foster and Adoptive Families (CAFAF) that includes a range of support, education,
training, and advocacy services to foster families, adoptive families and relative caregivers intended to
address and meet their needs, encourage and facilitate ongoing education and skill development, and
allow foster children to live in safe and stable home settings. For families licensed by private agencies
(e.g., Therapeutic Foster care), their training is tracked by their parent agencies. The Department
engages in periodic random reviews during quality assurance site visits to assess each providers
systems and will make recommendations for improvements. In 2018, the Department partnered with a
provider organization to develop an elective post licensing training module for foster families on
supporting LGBTQ youth in care. Also in 2018, the Department started a pilot of training to support

kin/relative placements through the Caring for Our Own curriculum.

The training curriculum for foster and adoptive parents called: Trauma Informed Partnering for Safety
and Permanence - Model Approach to Partnerships in Parenting (TIPS-MAPP). TIPS-MAPP is the
statewide foster and adoptive pre-licensing training curriculum used by both the Department and
private Child Placing Agencies (CPAs). This ensures consistency in that all prospective parents receive
the same training and carry the same expectations. Since December 2014, 130 DCF and private agency
staff have been certified to train prospective foster and adoptive applicants in this curriculum.
Additionally, there are two approved statewide trainers to deliver a, “train the trainer” approach in
order to sustain the self-sufficiency of this initiative. Providers were also trained in cultural humility in
Six Core Strategies (Violence prevention), and in permanency preparation work. Ongoing training in

permanency work continued in 2018.

Next, staff at congregate care facilities are monitored by the Department's Licensing Unit for
completion of mandatory training (e.g., CPR, first aid, ESI, mandated reporting). The DCF Office of
Children and Youth in Placement (O'ChYP) has begun to message to all congregate care providers the

need for annual staff training plans. The plans would be submitted to the Department on an annual
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basis and feedback provided. This language has been added to the Scopes of the TGHs, but these
amendments have not yet been executed. Select congregate care providers were trained in
restorative justice in 2018. Training in permanency work was made available to all congregate

providers throughout 2018 as well.

GENERAL INFORMATION

Collaboration
The Department receives community input from a number of statewide and local advisory councils. At

the statewide level, the State Advisory Council (SAC) is a 177-member body appointed by the Governor,
with representations from all six DCF Regional Advisory Councils, to advise the Commissioner on all
matters pertaining to services for children and families. The membership includes persons represented
a variety of sectors and professions, including attorneys, a physician, psychiatrist and community

providers. The SAC also has parents who are members.

The primary duties of the Council are to: review policies; recommend programs, legislation or other
matters that will improve services for children, youth and families; review and advise the Commissioner
on the proposed agency budget; perform public outreach to educate the community regarding
policies, duties and programs of the Department and issue any reports it deems necessary to the

Governor and the Commissioner.

The SAC meets six times during the year. A designee from the Commissioner’s Office attends every
SAC meeting. The Commissioner attends the retreat and at least 3 meetings a year. A DCF update is
provided at each meeting, including key areas such as the CFSR/PIP development and the Juan F.

Consent Decree.

Each year, the SAC convenes a joint day-long retreat with the RACs. This meeting is attended by the
Department’s senior leadership, including the Commissioners and her entire executive team. In 2017,
the SAC continued to focus on supporting better coordination and communication across CT’ child and
family serving advisory bodies (e.g., CBHAC, Behavioral Health Oversight Committee, Youth Advisory

Board, etc.), especially as it pertains to supporting positive outcomes for adolescents.
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In particular, the 2017 retreat included a panel of grassroots providers, include the faith community.
Further, each region was required to bring at least one DCF youth them to the retreat and one parent.
Last, the keynote speaker for that day was Mr. Sexto Cancel, founder and CEO of Think of Us, a non-
profit dedicated to improving foster care with technology and data. Mr. Cancel is a former Connecticut
DCF Foster Youth. He led the retreat participants through a powerful exercise to illustrate the various

paths that might lead or derail a foster youth’s success into adulthood.

Next, in December 2017, in consultation with and support from the Capacity Building Center for States,
the Department convened over 15 focus groups, including two that were in Spanish for birth families
and foster families. The groups were held in three DCF regions and elicited feedback and input from
the following groups about the Department’s Permanency Teaming work:

e Youth

e Birth Parents

e Foster Parents

e Service Providers

e DCF Intake Social Workers

e DCF Ongoing Services Social Workers
e DCF Social Work Supervisors

Finally, in January 2018, the Department convened a Statewide Meeting of its service providers. During
the meeting, the providers broke into Regional Groups to discuss and offer recommendations
regarding the following questions:

e What strategies do we want to build upon or implement to increase consumer engagement
in case planning and service delivery?

e What approaches can further support timely child and family permanency, including
preservation, reunification, guardianship and adoption?

¢ Who are the other partners and stakeholders who need to be at the table?

The strategies and initiatives in the Department’s proposed PIP were identified and/or refined through
input from those families, providers, and state agency persons who came to the various stakeholder
meetings, focus groups, and/or shared their thoughts through other means (e.g., emails, SAC + RAC

meetings, etc.).

DCF has maintained a strong commitment to supporting youth aging out of the foster care system with

continued emphasis on achieving positive permanency outcomes. DCF has been utilizing the expertise

23| Page


https://www.psfk.com/2018/05/cxi-2018-sixto-cancel-hacking-foster-care.html
https://www.thinkof-us.org/

of the SAC and our partnership/ collaboration with the Department of Mental Health and Addiction
Services (DMHAS) and the Department of Developmental Service (DDS). These partnerships include a
holistic approach to support the youth’s transition and engage the youth’s own support network in the
planning process. DMHAS/DDS Regional Office meet with DCF local Area Office and Central Office staff
to review and track youth transitioning from DCF to DMHAS/DDS; the purpose of these meeting is to
identify who is transitioning, the transition plan and timing and any barriers that need to be addressed

systemically or on an individual basis.

During the development of the Department's strategic plan, the SAC, CBHAC, RACs and other
stakeholder groups were consulted for their input and feedback. The input of stakeholders helped
inform the Department's assessment of its performance and identify goals and objectives for the plan.
The strategic plan goals and objectives that were developed with collaboration from our stakeholders

have been integrated into the 2015-2019 CFSP.

In addition to consulting with our advisory groups, the Department also receives considerable input
from our service providers. We hold twice-yearly statewide provider meetings to share the
Department’s progress toward our goals and to get input on further expansion of the service array.
The Department’s senior leadership team also meets quarterly with the provider trade association and
monthly with our credentialed providers to gather input of the effectiveness of our service array and
quality improvement system. The department has quarterly meetings between agency Program Leads,

providers and regional partners to review and analyze the array of service types.

During the development of the CFSP, the various stakeholder groups were consulted for their
feedback on how the Title IV-B services in the plan can be best aligned to meet our goals and objectives
for the upcoming five year period. We will continue to consult with our advisory councils, the courts

and other stakeholders during the five-year implementation of the CFSP.

Community Collaboratives

The Department has been supporting Community Collaboratives designed to recruit, strengthen and
support neighborhood-based culturally competent foster/adoptive resources for children for many
years. Collaboratives have been established to serve some of the Area Offices and are responsible for

engaging new partners to broaden community ownership for planning and implementing activities
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that recruit and support foster and adoptive families.

DCF Interface with DMHAS and DDS

DCF collaborates closely with both the Department of Mental Health and Addiction Services (DMHAS)
and the Department of Developmental Services (DDS). In conjunction with DMHAS and DDS, a number
of protocols and processes have been implemented which support transition planning and
collaboration. These apply to youth assessed as in need of critical services and supports as the

transition into adulthood.

DMHAS offers a specialized Young Adult Services program (YAS) for 18-25 year olds aging out of the
DCF system who have significant psychiatric disabilities and who will need services and supports when
they leave the children's system. DMHAS also has an array of adult mental health services, but most of
the DCF-involved youth who meet the program criteria go directly to this specialized YAS program.
DMHAS cannot start services until the referred youth reaches age 18. DCF has referred an average of
285 youth to DMHAS YAS each year between 7/1/2007 through 6/30/2017; there were 155 referrals to
DMHAS from DCF in FY2017. These referrals are made at age 16 unless the youth enters care later. DCF

transitions an average of 115 youth to DMHAS each year between the ages of 18 and 21.

DDS works with individuals who have developmental disabilities and who are likely to need support
and services throughout their lifetime. DDS has an array of services and has been able to target
resources not available to the general public specifically for youth aging out of DCF. As of May 2017,
DCF has identified 204 children/adolescents who have been referred to and made eligible for DDS and
who will eventually transition to adult services, typically at age 21. DCF and DDS maintain a “shared
client list” which is updated regularly to assure that DCF involved youth are identified, referred and
transitioned. DCF has been tracking transitions to DDS since SFY 2011, and an average of 74 youth per
year have transitioned to DDS through FY 2017. In FY 2017 there were 86 DCF youth who transferred to
DDS services and 1 youth who received Autism Waiver services through the Department of Social

Services (DSS).

DDS used to be the state agency overseeing a program for children and adults on the autism spectrum
(ASD) without intellectual disabilities (D). This program has been moved from DDS to the Department

of Social Services (DSS) and DCF is now working with DSS around access to services for youth with
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ASD. The program has a limited number of slots with only 50 set aside for children. DCF continues to
maintain a list of eligible youth in the hope that transfers will be possible at some point in the future. In
the meantime, DCF has been able to refer some of these children to the ASD behavioral services for
children with HUSKY A, C or D up to age 21. For families who are not HUSKY eligible but have private
insurance, DCF works collaboratively with Connecticut’s Office of the Healthcare Advocate to assure

families are getting the most out of private insurance coverage for children with ASD.

The specific protocols and activities that support both DMHAS and DDS screening, referral, and

transition include:

1. Agency specific Memoranda of Understanding which formally define coordination and
collaboration between DCF and DDS and DCF and DMHAS;

2. Statewide screening process utilizing standardized criteria to identify youth starting at age 15 who
need referral to DMHAS or DDS. DCF has screened an average of 832 youth annually between FY
2007 and 2017.

3. Centralized process to track and monitor referral timeliness and completion and provide regular
feedback to Regional and Central Office administrators and staff;

4. Centralized referral processing for DMHAS and centralized monitoring of referrals sent to DDS;

5. ldentification of a liaison to DMHAS and DDS in each DCF Region and an Office of Interagency
Client Planning located in DCF Central Office which specifically manages DMHAS and DDS related
activities and supports local collaboration; and

6. Formal mechanisms which focus on the coordination of referral, eligibility and transition:

e Atthelocal level, DCF Area Offices have monthly, bimonthly or quarterly meetings with
DMHAS and DDS staff:
o DMHAS Young Adult Services (YAS) staff plus representatives from their local YAS

Programs meet with DCF Area Office staff to discuss individuals who have been

referred to DMHAS; they address issues that impact transition and identify resource

needs so support smooth and timely transitions.
o DDS Regional Office staff meet with DCF local Area Office and Central Office staff

to review and track youth transitioning from DCF to DDS

o DMHAS holds monthly meetings with the Albert J. Solnit Children's Center to assure

coordination when youth are in DCF operated inpatient or psychiatric residential
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treatment facilities; staff from the Office of Interagency Client Planning in DCF
Central Office also participate in these meetings.

o Case-specific transition planning is done between the Social Worker at the DCF Area
Office and the DMHAS or DDS Case Manager.

o To address administrative and systems issues that cannot otherwise be resolved at
the local level, DCF convenes interagency meetings to provide a forum to discuss

and address these issues.

7. Staff of the DCF Office of Interagency Client Planning are available to provide training, technical
assistance and consultation on client specific, administrative and/or systems issues related to
screening, referral, eligibility, transition and interagency coordination.

8. Participation in a number of interagency committees/workgroups by the DCF Office of
Interagency Client Planning, such as the Children’s Services Committee.

9. DCF has the capacity to develop child-specific agreements with DMHAS and DDS which allow
access to services - which based on specific needs may not be available within DCF - earlier than
usual. This allows a young adult to a move to a more permanent community setting when they
are ready, prevents multiple moves, and can help to avoid a youth prematurely signing out of
DCF care.

10. Budget permitting, special transition initiatives between DCF and DDS for transfer of:

e DCF Voluntary cases to the DDS Behavioral Services Program; and

e Children on the autism spectrum to the DSS Autism Division Medicaid Waiver program.

Life Skills Preparation Is Now Statewide

DCF and DMHAS have been working together for a number of years to identify ways to better prepare
youth for adult roles and responsibilities. DCF has implemented the Learning Inventory of Skills (LIST)
statewide. To assess independent living skills. Currently, all DMHAS referrals are required to contain a
LIST. The Learning Inventory of Skills (LIST) is being used by DCF statewide for all adolescents age 14
and over regardless of their DMHAS status. This made it possible to move forward with statewide
implementation of LIST inclusion as a requirement in all DMHAS referrals. Young people transferring to

DDS use a specialized screen specifically designed for those with intellectual disabilities.
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Future Planning

Interagency collaboration between DCF and DMHAS/DDS has been built into the core of the work and

will continue to be a priority. In addition to maintaining the existing coordination protocols and

processes, it is critical to identify those areas for improvement and expansion. This is an ongoing

process supported by extensive review and analysis of data.

Progress toward goals established for the next 5 years are reported below. Each of these will continue

to be a priority for the Office of Interagency Client Planning in DCF Central Office:

1.

All DCF referrals to DMHAS include a LIST and there is now a requirement for an annual
reassessment to the baseline LIST to allow for comparison of the two scores to determine if
any progress has been made. The Office of Interagency Client Planning has begun to look at
early data related to this expansion and will continue to review outcomes related to life skill
development in the DMHAS population.

Continued tracking of the transition process and providing feedback to DCF and DMHAS staff is
occurring. The next step is to develop a transition questionnaire for the clients to better
assess how our transitions are going.

Memoranda of Understanding have been updated to assure they reflect current practice.
Enhance transition from DCF to DDS through coordination of benefits transfer, particularly
around Medicaid and SSl related issues; this has been identified as a barrier to timely and
smooth transitions — SSI completion is being tracked for both DMHAS and DDS and there is
ongoing coordination with the DCF Revenue Enhancement around IV-E issues which may
impact the timing of SSI applications. There has been considerable coordination with Regional
Social Security Liaisons. The Office of Interagency Client Planning provides a quarterly report to
each Liaison to assist in tracking and planning for youth going to DMHAS and DDS. This had
been done for a longer period of time around DMHAS and was implemented with DDS this past
year in response to delays in DDS transitions related to SSI.

Develop practice guides for DCF staff around screening, eligibility, referral and transition to
DMHAS and DDS - A work group with representatives from among the Regional Resource
Group staff in the DMHAS/DDS liaison roles was convened for input in the development of the
document. A draft of the document is currently being prepared with the goal to have a draft
completed by the end of FY 2017. As part of this process, a checklist for DDS transition was

prepared, reviewed and disseminated to be used in the Region.
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6. Develop a DCF policy related to transition of DCF youth to DMHAS and DDS process.

7. Development of a more formal transition protocol between DCF and DDS which accounts for
the various ways in which a child/youth might transfer from DCF to DDS.

8. Enhance the DMHAS and DDS database to include co-occurring diagnoses (medical,
developmental and psychiatric), permanency status and cost of care.

9. Develop aspecific plan for transition of youth to DMHAS and DDS in foster care settings; for DDS
this includes a collaboration between the staff working with DDS licensed Community Care
Homes and the DCF Foster Care staff to review licensing, rates, provider and family expectations
and services offered in each model, develop a system to educate current foster care parents on
DDS CCH options and cross-train staff — ongoing discussions with DMHAS and DDS have made
this a greater priority and it is now considered an ongoing part of the work between the
agencies. DDS continues to offer to meet directly with families around CCH development as well
as the impact on the family for children who are adopted or where there is a transfer of
guardianship. DDS is not offering the same services to these youth as those who age out at 21
from DCF, however, DDS has agreed to give “DCF age out status” to individuals who have an
Adoption or Transfer of Guardianship Subsidy over a certain amount, which is an indication that
the youth has more intensive needs and has benefitted from a coordinated effort between DDS

Regional staff, the Office of Interagency Client Planning, and the DCF Adoption Subsidy unit.

The CT Behavioral Health Partnership (CT BHP)

The CT BHP is a legislatively mandated collaboration between the Department of Children and Families
(DCF), the Department of Social Services (DSS), the Department of Mental Health and Addiction
Services (DMHAS). It is designed to create an integrated behavioral health service system for
Connecticut’s Medicaid populations, including children and families who are enrolled in HUSKY Health
and DCF Limited Benefit programs. The State Agencies have contracted with Beacon Health Options
(formerly, Value Options, Inc.) to serve as the Partnership’s Administrative Services Organization which
provides utilization management, clinical oversight and quality assurance activities related to all

Medicaid funded behavioral health services and selected DCF grant funded services.

The Partnership’s goal is to provide access to a more complete, coordinated, and effective system of
community based behavioral health services and support. This goal is achieved by making

enhancements to the current system of care that:
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» Support recovery and access to community services,

* Ensure the delivery of quality services to prevent unnecessary care in the most restrictive settings

» Enhance communication and collaboration within the behavioral health delivery system and with
the medical community, thereby improving coordination of care

* Improve network access and quality

» Recruit and retain traditional and non-traditional providers

Medicaid membership increased to 969,486 members. The total youth membership (without dually
eligible members) was 354,820. The number of children and youth who utilized behavioral health
service wasn’t available at the time of this report. Due to anomalies in the eligibility data that is
received, analysis on membership and utilization related to DCF involvement couldn’t be interpreted.
Through the agency’s partnership with Beacon a technical solution has been developed moving

forward. Performance Targets remain for both ED and inpatient utilization.

CT BHP program targets continued to focus on identifying youth with frequent and unnecessary
behavioral health visits to the Emergency Department. The spikes continue to be seasonal during
which time, youth may be slated for an inpatient bed which isn’t readily available. In many of those
instances, after remaining in the ED for this resource, a discharge is effectuated to another treatment
setting because the clinical presentation changes. DCF staff continue to collaborate with the ED staff
and Beacon staff to effectuate crisis and discharge planning for DCF involved youth experiencing ED or

inpatient overstays.

Of the youth who presented to the emergency department, a number of them await inpatient services.
The rate by which they await inpatient is similar to 2016. In looking at inpatient utilization for youth,
there was an increase in volume. The increase in volume from CY 2016 to 2017 was seen more in
children up to age 12 than in adolescents. But despite that, the readmission rates have declined from
2016 to 2017. This increase in volume speaks to need and access largely at times of seasonal spikes and
not readmission. DCF staff continue to utilize Medicaid claims data and the Regional Systems available
to support treatment planning, effectuate timely discharges and maintain placement in the community

with families.

The CT BHP reviewed the first data iteration of the emerging adult population. The goal was to
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improve understanding of the characteristics and service utilization patterns of this population. Some
of the initial findings show that mood disorders, ADHD, conduct disorder, disruptive behavior, anxiety
and adjustment disorder were the top diagnostic categories. Over 38% of the sample had no behavioral
health diagnosis at age 18. Youth that were DCF involved at 18 had a lower percent with no behavioral
health diagnosis (25%) compared to non-DCF involved youth (41%) at age 18. There were gender
differences by diagnostic categories and they found that at age 18, 35% of white youth had no diagnosis
compared to 41% of Hispanic, 43% of Black and 46% of multi-racial youth. The next step for this is to
utilize predictive modeling to better understand behavior health protective factors and risks and gain a
broader snap shot of transition age service utilization with the goal of developing a transitional

assistance program which improves connection to care.

ACCESS MH

Implemented in June 2014, ACCESS-MH CT provides telephonic psychiatric consultations by child and
adolescent psychiatrists to Primary Care Physicians in the state for all children under 19 years of age
regardless of insurance coverage. The program allows for face-to-face consultations when a telephone
consultation with a child psychiatrist and/or clinician is not able to completely address the PCP's
questions. Care coordinators and family peer specialists assist in obtaining identified services. The
three "hub" providers contracted to provide the services are Wheeler Clinic, The Institute of Living, and
Yale Child Study Center. The program is managed by Beacon Health Options with DCF oversight. Each
hub is comprised of a child psychiatrist, behavioral health clinician, family peer specialist and a care
coordinator. The hours of operation are from 9 a.m. - 5 p.m. Monday through Friday. From July 1, 2017
to April 30, 2018, this is what the utilization looked like:

e 1,117 youth and their families

e More male than female with a 51%/49% split respectively

e 13% were noted to be DCF involved

e 5,582 consults (with 42% of the consults involving HUSKY youth)

o 98% of theinitial calls from the PCP were answered within 30 minutes
e PCP satisfaction rate remains at 4.9 out of 5

CAFAF

Since 1995, DCF and The Connecticut Alliance of Foster and Adoptive Families have engagedin a
partnership benefiting thousands of children and families. CAFAF makes a difference in the lives of
foster, adoptive and relative caregivers by providing support, training, and advocacy. They receive an
average of 150 inquiries to the KidHero line a month. CAFAF provides support to all licensed foster

31| Page



families.

This year CAFAF has partnered with DCF on several initiatives including the development of a foster
parent training survey and increasing foster parent participation in post-licensing training. CAFAF has
increased the ability of their KidHero inquiry process to track how individuals become aware of the
need for foster parents. CAFAF continues to send monthly KidHero inquiry reports to every region and

compiles this information on a quarterly and annual basis.

CAFAF has been very responsive to the increasing focus on placing children with kinship families and in
maintaining those placements through the services of the CAFAF liaisons. Each DCF Office has a CAFAF
liaison working with the local Foster Care units to help maintain the placement, provide services to the
foster family and child(ren) and to collaborate with DCF on achieving permanency. Most recently
CAFAF partnered with DCF on a campaign to recruit additional LGBTQ families who are interested in
fostering and/or adoption. They will be tracking inquiries made directly through this initiative. In
addition, several CAFAF liaisons attended a “train the trainer” session with True Colors to deliver a
training aimed at supporting families who care for youth who identify as LGBTQ. They plan to sustain
the training by incorporating it into a permanent post-licensing module. A continued area of focus is on
CAFAF’s online training opportunities for post-licensing trainings through a service called,

“ProProfs”. This system enables foster parents to complete post-licensing modules from any
computer with Internet access and not have to travel to a training. The ProProfs training system is able
to aggregate module results and report to CAFAF and DCF what modules are being completed and
where improvements in the system are needed. We expect this will continue to aid in the increase of
completion rates for post-licensing trainings. Over the course of the past year, CAFAF has also made
enhancements to their exit survey given to families (core, relative and fictive kin) when they voluntarily
end their licensure. The enhancements are intended to capture better additional elements related to

permanency, training and support needs.

The Early Childhood Trauma Collaborative
The Early Childhood Trauma Collaborative (ECTC) is a 5-year initiative awarded to the Child Health and
Development Institute (CHDI) by SAMHSA as part of the National Child Traumatic Stress Network to

expand trauma-specific services for children age birth to seven in Connecticut. ECTC is a collaboration
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between CHDI, the Office of Early Childhood (OEC) the Department of Children and Families (DCF), 12

community mental health agencies, and the Consultation Center at Yale University (evaluator).

The mission of ECTC is to develop a more trauma-informed early childhood system of care to improve
outcomes for young children suffering from exposure to trauma through enhanced early identification
and improve access to trauma-focused evidence-based treatments (EBTS). This will be accomplished
by disseminating or expanding access to four EBTs for young children and their families: Attachment,
Self-Regulation and Competency (ARC); Child Parent Psychotherapy (CPP), Trauma Affect Regulation:
Guide for Education and Therapy (TARGET: for caregivers), and Child and Family Traumatic Stress
Intervention (CFTSI). ECTC will also provide training to a range of professionals who serve young
children in order to improve their knowledge about childhood trauma and ability to identify and refer

children to trauma-focused assessment or treatment when indicated.

The Department of Children and Families appointed a designee to serve as liaison to the ECTC including
participating on the ECTC Advisory Group and working with ECTC providers implementing evidence-
based practices at the local level to improve the identification and referral of young children in the child
welfare system in need of these services and ensure their families can successfully access these

services.

Juvenile Court
DCF has engaged in a variety of collaborative efforts with the Judicial Branch and its partners in an
effort to meet the various mandates, goals and objectives to assist individual and systemic

improvements to the lives of children and families in CT.

For example:

1) The Commissioner of DCF meets quarterly with the Chief Administrative Judge for Juvenile
Matters to discuss and develop polices and protocols of mutual interest.

2) The Commissioner of DCF meets quarterly with the Chief Administrative Judge for Probate
Matters to discuss and develop polices and protocols of mutual interest, including jurisdiction
of matters in juvenile and probate courts.

3) DCF has incorporated judicial participation in various activities including the Children’s
Behavioral Health Plan Implementation Advisory Board.
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4) DCEF staff participate on various statewide panels and committees that collaborate on
addressing systemic problems that have an impact on child welfare, including the Juvenile
Justice Policy Oversight Committee.

5) DCF staff participated in a series of trainings offered to attorneys by the Office of the Public
Defender and the Superior Court for Juvenile.

6) DCF continued its ongoing collaboration with the Judicial Branch, Department of Mental Health
and Addiction Services, Office of the Attorney General, Office of the Public Defender and the
substance abuse provider community on the RSVP program. The program offers parents who
abuse drugs and alcohol and who have lost custody of their children due to child abuse and
neglect a recovery case manager, expedited access to treatment services and more intense

juvenile court proceedings.

DCF- Headstart Partnership

For over 17 years the CT Headstart State Collaborative Office (HSSCO) has staffed, funded and co-
convened this valuable collaboration to work better together in support of families. DCF and Head
Start staff from the 14 local DCF Area teams from across the state come together quarterly with their
key partners, ECCP and Supportive Housing for Families, and more recently Part C/Birth to Three and
Child First, to receive training, strengthen their understanding of the various programs and foster
working relationships to better support families. Training topics for this past year included Trauma in
Young Children, Intimate Partner Violence/Brain Injury, De-escalating Challenging Behaviors. The July
training will focus on Infant Mental Health. Head Start staff were given priority in the last DCF funded
Infant Mental Health Series training and Headstart funds were used to support Reflective Supervision

groups.

The Connecticut Parents with Cognitive Limitations Work Group (PWCL)

The PWCL was formed in 2002 to address the issue of support of parents with cognitive limitations and
their families. Members include all of the major human services state agencies (Department of Children
and Families is the lead; other state members include: Departments of Correction; Social Services;
Developmental Services; Public Health; Office of Early Childhood) as well as a diversity of private
providers. Although the number of families headed by a parent with cognitive limitations is uncertain,
and identification of these families is one of the group’s challenges, it is estimated that at least one
third of the families in the current child welfare system are families headed by a parent with cognitive
limitations. This population needs to be recognized as distinctive and in need of specific services

tailored to its needs.
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To address these issues, The Workgroup developed a training on "ldentifying and Working with
Parents with Cognitive Limitations" which has been offered in many communities throughout the State
and additional trainings will continue to be offered each year. To date, the Workgroup has trained
close to 3,300 service providers through the work of an interdisciplinary, interagency rotating training
team. In addition to offering a conference for administrators and supervisors, and an international
conference, the Workgroup also created an Interview Assessment Guide to assist workers in
identifying these families. The Workgroup has drafted recommendations regarding the use of

plain language in communicating with all parents and developed a training on plain language.

Five trainings have been held to date with an average of 28 participants attending each training and
one additional training is scheduled to be completed by September 30, 2018. The topic of the annual
meeting in November 2017 focused on the experience of adult children of parents with cognitive
limitations and drew close to 80 attendees. The Workgroup’s Annual meeting will take place in
November 2018 and as is standard, the program will include a panel of family members who will discuss

issues pertinent to them.

Early Childhood Cabinet
The Early Childhood Cabinet, became the State Advisory Council (SAC) on Early Childhood Education
and Care. The core responsibilities of the SAC are as follows:
e Conducting periodic statewide needs assessment on the quality and availability of high quality early
care and education (ECE) programs;
¢ Identifying opportunities and barriers for collaboration and coordination among federally and state
funded ECE programs and services;
e Establishing recommendations in the following key areas:
o Developing a statewide, unified, data collection system
o Creating or enhancing a statewide professional development system
o Improvements in state early learning standards
o Increasing participation of children in ECE programs, including outreach to
underrepresented and special populations
o Assessing the capacity and effectiveness of institutions of higher education to support

career development of early childhood educators.
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The Cabinet continues to be co-chaired by CT’s Lieutenant Governor and the Commissioner of the
Office of Early Childhood. Cabinet membership is diverse and represents both state and local agencies,

early care educators and providers, and foundations. The Cabinet meets on a quarterly basis.

CT’s Home Visiting Consortium

The establishment of the Home Visiting Consortium was a result of legislation (PA 15-45) that was
passed in 2015. The group has broad representation, including state and local agencies, Birth to Three
Programs, and multiple Home Visiting Programs. It is charged with developing a plan for implementing
the recommendations put forth in the 2014 Home Visiting Report submitted by the Office of Early
Childhood. Subcommittees continue to meet to address the priority areas that were established in

prior years.

Help Me Grow Advisory Committee

This committee was developed as a result of a merger with two distinct workgroups: The Help Me Grow
Quality Improvement Workgroup and the Early Childhood Comprehensive Systems (ECCS). The ECCS
was initially established as a result of a prior HRSA grant that ended in 2016 which provided resources
related to developmental awareness, screening and detection, early intervention and service linkage.
When CT was not selected to continue this work, the ECCS group disbanded. All ECCS members
subsequently joined the HMG Advisory Committee. To maximize the skills and expertise of Committee
members, several workgroups were established, charged with developing messages around the
importance of developmental screening, early identification and intervention for health care providers,
early care and education providers, and families. Additionally, the committee is charged with increasing
the integration of Help Me Grow and Birth to Three efforts, as well as coordinating efforts of the State
Health Improvement Plan (SHIP) related to developmental screening. The committee continues to

function as an advisory group to the CONNECT grant, with a primary focus on early childhood.

CT Children’s Behavioral Health Plan

Following the tragic events that occurred in Newtown Connecticut in December 14, 2012, the
Connecticut General Assembly passed Public Act 13-178 which specifically directed DCF to produce a
children’s behavioral health/mental health plan for the state of Connecticut. The public act pushed
Connecticut to focus fully on child and family mental health and well-being. As of late 2014 there were

approximately 783,000 children under age 18 in Connecticut, constituting 23% of the state’s
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population. Epidemiological studies suggest that as many as 20% of that population, or approximately
156,000 of Connecticut’s children, may have behavioral health symptoms that would benefit from
treatment. However, many of these children are not able to access services. Public Act 13-178 is

intended to address this and related children’s mental health issues.

The public act required the behavioral health/mental health plan to be comprehensive and integrated
and meet the behavioral and mental health needs of all children in the state, and to prevent or reduce

the long-term negative impact for children of mental, emotional, and behavioral health issues.

The behavioral health/mental health plan developed out of this process resulted in seven broad
thematic areas, each with specific goals and strategies for significantly improving Connecticut’s
children’s behavioral health/mental health service system. The Plan includes a proposed timeline for
implementation that focuses on the development of the infrastructure and the planning of the array of

services that will comprise the System of Care. The seven broad themes identified in the plan are:

e System Organization, Financing and Accountability

e Health Promotion, Prevention and Early Identification

e Access to a Comprehensive Array of Services and Supports

e Pediatric Primary Care and Behavioral Health Care Integration
e Disparities in Access to Culturally Appropriate Care

e Family and Youth Engagement

e Workforce Development

DCF immediately began implementing the children’s behavioral health plan, in partnership with eleven
other state agencies, (PA 13-178 and in subsequent complimentary legislation named in Public Act 15-27)
numerous private agencies and the children and families of Connecticut. A number of steps remain to
be taken in achieving the goals of the plan, ensuring that Connecticut’s children and families have full
access to quality mental health care in support of achieving social, emotional, and behavioral well-

being. Since 2014, progress updates have been submitted annually to the CT Legislature.

State Interagency Coordination Council

Part C of the IDEA (Individuals with Disabilities Education Act) and our state’s Birth to Three legislation
established the Connecticut Interagency Birth-to-Three Coordination Council (ICC or SICC) consisting of
representative members appointed by the Governor and leaders of the State House of Representatives

and State Senate. The council’s role is to advise and assist the lead agency (Office of Early Childhood) in
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the implementation of the Birth to Three System. During the meetings, Birth to Three shares quarterly
reports (including budget and program information) to ICC members. The council provides
opportunities for cross-system collaboration and partnership, informing members of the various
committees/groups that have been established and related activities, highlighting local programs
(including discussion around best practices, challenges and/or barriers to accessing or provision of
services, as well as providing a forum for parents to share their personal experiences with the Birth to

Three program. The ICC continues to meet quarterly.

Supportive Housing for Families Five Year Federal Grant (ISHF)

The conclusion of the Connecticut Department of Children and Families (DCF) five year grant to meet
the needs of child welfare involved families who experience severe housing barriers ended on 9/30/17.
The grant was designed to provide an enhanced version of the well-established Supportive Housing for
Families Program in order to better meet the mental health and trauma needs of the parents and
children served by the program along with meeting their need for stable housing. The Intensive
Supportive Housing for Families Program (ISHF) 5-year initiative discharged all 50 families in February
2018. The project evaluation team consisting of the University of Connecticut and Chapin Hall are

gathering preliminary data on participating families in the areas of the following:

1) Evidence Based Intervention Enrollment

2) Participation in Team meetings

3) Preservation or Reunification of the family

4) Children Outcome Measures (Ages and Stages Questionnaire, Child Behavior Checklist, Child
Trauma Screens)

5) Parent and Household Measures (Simple Screening Instrument for Alcohol and Other Drugs,
Brief Symptom Inventory screen, North Carolina Family Assessment Tool, Brief Trauma
Questionnaire, Parent Stress Index, etc.)

6) Vocational/Employment/Educational services for Parents

Promising results are noted in many areas, particularly in the preservation, vocation and employment
outcomes, as it was a major component featured in the ISHF model. The final report is scheduled for

completion in the summer of 2018 after all families follow up measures have been completed.
Other major activities and accomplishments:
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Three Branch Institute/Project Advisory Board

The Project Advisory Board, called the Connecticut Collaborative on Housing and Child Welfare, initially
functioned as one of three working groups of the Three Branch Institute. While the Three Branch
Institute has completed its mission with identifying the priority needs of children, several groups have
continued the important work of the Three Branch Institute and will remain established such as the
Connecticut Collaborative on Housing and Child Welfare (CCHCW) and its workgroups.

Connecticut Collaborative on Housing and Child Welfare (CCHCW)

The CCHCW Newsletter, released in the Winter of 2017, informed members on current issues related to
families and child welfare. The newsletter featured a save the date for the Spring event along with
highlights of events the grantee team participated in based on knowledge and expertise gained from
this demonstration. The CCHCW final meeting was held on June 15™. The group will shared findings
from the demonstration project and engaged key stakeholders in a “future-oriented” conversation on
expanding partnerships in ways that contribute to the statewide goal of ending family homelessness in
our state. Ruth White, of the National Center for Housing and Child Welfare served as the keynote
speaker offering an important national perspective.

Families with Children (CCHCW Workgroup)

Throughout the last year, the Families with Children workgroup under CCHCW and the Partnership for
Strong Communities has continued to meet the fourth Wednesday of each month. The FWC continues
to work towards ending family homelessness by the end of 2020 with a multitude of state and local
partners. The Coordinated Access Network (CAN) — 211 Child Development pilot overview was
presented at the Retooling the Crisis Response System workgroup, a subcommittee was established to
work on developing assessment questions for identifying unstably housed/at risk families and efforts
are being made to explore how to better gather input from families with lived experience on the
workgroup strategic goals. In addition, the group continued to monitor the experience of the Storm
Sandy evacuees as it relates to families. The Southeastern CAN - 211 Child Development pilot was
presented to the family focused Retooling the Crisis Response System Workgroup for consideration of
replication in other areas. Southeastern CAN staff reported that families have been receptive and that
most families do want more information on optimal child development. The workgroup requested a
one-page document outlining the requirements and goals of the pilot. Further discussion is expected
at the next Family Focused Retooling the Crisis Response System Workgroup meeting to determine if

other CANs are ready to implement.
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As we move forward with our strategic work and related efforts, the workgroup wants to be
intentional about seeking family input. Recognizing that it’s difficult for parents to participate in
forums during the work/school day, the group decided that it would be best to tap into existing parent
groups. Several of the organizations represented on the workgroup offer alumni groups or parent
group meetings which might be appropriate to gather this type of input and feedback. The current
thought is to have representatives from the workgroup attend a couple of these groups to share

information and resources and get input on the workgroup’s strategic plan.

Although hurricane Maria did not take place in Connecticut the impact of evacuee families relocating
here with housing needs requires a strategic approach. The committee continues to monitor the
Puerto Rico evacuee situation with the goal of serving as many families as possible without
overwhelming the CAN system and other CT housing resources which are limited. Poor conditions in
Puerto Rico as a result of hurricane Maria promoted thousands of families to leave the island and
relocate to the mainland, including Connecticut. The top need of hurricane Maria survivors continues
to be housing. The end of FEMA’s Transitional Shelter Assistance (TSA), which provides temporary
hotel stays, is looming. When TSA is no longer available families without other options may need to
access CAN homeless system services. Many National Government Organizations and state officials are
working together to try to divert as many families as possible away from shelter and directly to
housing. CCEH and United Way of CT continue to actively raise private funds for this purpose. The FWC

workgroup will continue to monitor and strategize about potential options for these families.

Lastly, the workgroup honored the work and contributions of two former members by submitting
nominations for the Reaching Home awards on behalf of the committee. The nominees were Eileen
McMurrer and Grace Whitney. Both Eileen and Grace both represented the Office of Early Childhood
and contributed greatly to the efforts of the committee to ensure that young children in families
experiencing homelessness get the support they need to develop optimally. Eileen successfully led an
effort to develop an MOU between the Reaching Home campaign and the Office of Early Childhood
and to provide guidance to CANs on what it means to be safely doubled up. Grace has been a tireless
advocate for the Headstart program and ensuring that children that are unstably housed or
experiencing homelessness, have access to child development supports.

The Systems Integration and Sustainability and Policy and Legislative Advocacy Workgroup (CCHCW
Workgroups)
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These workgroups ended as their areas of focus are aligned with several other advocacy workgroups in
the state. It was determined there was no need to duplicate efforts but continued conversations will
occur should there be a need to reprise these groups once more.

Coordinate services with other Federal and State programs for youth.

Since November 2011, DCF has maintained a Homeless Youth Program entitled “Start” to prevent or
end homelessness for young adults struggling to maintain safe and stable housing. The two- year
model provides young adults the opportunity to gain employment and/or vocational or higher
education while living in their community. They are offered case management services, linkages to
services including mental health, substance use, and medical, along with an opportunity to re-connect
with family, friends and build a new network of support and resources to maintain their success and
continued growth into adulthood. However, in SFY 2017 a legislative mandate transferred the Start
program to the Department of Housing (DOH). Due to the Melville Charitable Trust and the Institute
for Community Research (ICR) program evaluation underway the DOH transferred management of the
program to DCF under a Memorandum of Understanding (MOU) until 2020 when the Program’s
contract expires with DCF and the evaluation study is completed. The goals of the evaluation research
are to: 1) Document the impact of the rapid re-housing program on young adults’ lives over the
program period and one year post, and identify the key factors that drive these outcomes; 2)
Demonstrate the cost-effectiveness of the program; and 3) Assess the transferability of the program to

other communities and states in the US.

DCF continues to work closely with DOH and several other state partners such as CT Coalition to End
Homelessness. Recently, Connecticut was awarded a $6.2 million demonstration grant to provide
services, resources, and housing to homeless youth. DCF played an intricate role in the planning and
implementation of this grant. A Request for Proposal was released in March 2018 and awards will soon
be issued across the state. This funding enhances Connecticut’s coordinated entry system for youth,

builds resources, strengthens families and provides education on homeless youth in our state.

2. Assessment of Performance — CFSR, Systemic Factors, and Case Review System

The CFSR Round 3 Data Profile (updated version provided June 1, 2017) provided data on three of the seven
national indicators, Placement Stability, Maltreatment in Care, and Recurrence of Maltreatment. Risk-
standardized results for Placement Stability indicated that CT has performed statistically better than national
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performance with this measure for all reported submissions (from 13B14A through 16A16B). Risk-standardized
results for both of the other two measures showed that our performance has been statistically worse than
national performance, though our most recent observed performance on Recurrence of Maltreatment reported
in the profile does meet the national standard (<=9.1%). The remaining four national indicators related to
permanency were unable to be calculated by the Children’s Bureau due to a single data quality problem
(exceeded the 10% limit) with missing Discharge Reasons for eight of the 15 AFCARS submissions included in the
measurement period. This was the only data quality problem that exceeded thresholds for any of the
submissions. It is also important to note that the most recent submission (16B) had no issues with this, or any
other, data quality check so the data issues appear to have been resolved as of this writing.

The automated Results-Oriented Management (ROM) system is what the agency utilizes to manage important
aspects of child welfare practice, and monitor the effects of systems/practice changes on agency performance
over time. This system contains reports for various indicators built to federal specifications. Instead of being
based on static submissions to AFCARS and NCANDS these reports use SACWIS (LINK) daily updated data. The
results for the measures based on these reports are as follows:

FEDERAL MEASURE CY11l CY12 CY13 CY1l4 CY15 CY1lé CY17 TREND

Recurrence of Maltreatment

97 91 92 101 87 102 105
(<=9.1%)

Maltreatment in Foster Care

50 53 55 66 64 65 6.9
(<=8.5 victims/100k days)

Placement Stability

33 30 28 26 31 36 3.9
(<=4.1 moves/1k days)

Permanency in 12 Months
(>=40.5%)

39.5 37.7 342 309 26.7 255 241 _\“—-

Permanency in 12 Months for Children

43.2 43.1 44.0 39.3 452 429 48.2
In Care 12-23 Months (>=-43.6%)

Permanency in 12 Months for Children

22.4 237 27.0 25.8 31.7 28.8 32.0 —m— —
In Care >=24 Months (>=30.3%)

Re-Entry to Foster Care
13.1 12.0 15.2 156 151 15.0 144

(<=8.3%) _

The results for Recurrence of Maltreatment and Placement Stability appear to be confirmatory of those reported
in the Data Profile, given the differences in time periods and data sources. Further, Stability of Foster Care
Placement (Item 4) of the CFSR was the item on which our review showed the best results (86%). However, the
results for Maltreatment in Foster Care are quite different as reported by ROM when compared to the Data Profile.
The ROM report shows that CT has consistently met the national standard on this measure, while the Data Profile
does not. Further exploration of the relevant datasets will be required in order to interpret the differences.

The ROM reports regarding the permanency measures provide an indication of our performance in this area, where
the Data Profile was unable to do so, and unfortunately present a portrait of mixed performance in these areas.
We have been very close to meeting the measures, and have met them in a few periods for achievement of
permanency in 12 months for children in care both 12-23 and >=24 months. The trend for those in care 12-23 months
has settled into a pattern of improvement, ending in meeting the measure in CY17. There is also an improving trend
for those in care >=24 months. CT met that measure as well during CY17. Unfortunately, performance for the base
measure of achievement of permanency in 12 months has continued to decline, so that in CY17 our performance
was 16 percentage points below the standard. At the same time, while our rates for Re-Entry have been far higher
than the standard, there continues to be steady improvement over the past three year period.

The below sets forth the Department’s current performance on Safety, Permanency and Well-Being Items:

e Item1
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o CFSR Result: n=41, 59% Strength, 41% ANI
o ROM EP#1-CY14 — CY17: The following chart shows that our standard has been met, with
improvement of almost a full percentage point since CY16.

Exit Plan Measure #1: Report Responses
Commenced Within Required Timeframe
{of accepted reports with commencement due during specified ime
preriod comparisons by Time Pen'odeg
Report Time Perio - January 1, 2014 - May 29, 2018

100%

] Investigation Met

o Assessment Met
80% - Il Total Met
70% — Bxit Plan Standard >=: 90.0 %
60%
50% |
40 %
30%
20%

10%

0w LA M P W B ) P .

Jan - Jan - Total: Jan 2014 -
Dec 2015 Dec 2017 May 2018 (Partial)
Jan - Jan - Jan -
Dec 2014 Dec 2016 May 2018 (Partial)
Report Period Jan-Dec 2014 Jan-Dec 2015 Jan-Dec 2016 Jan -Dec 2017 Jan - May 2018 (Partial)
- Total Investigation 17956 100.0% 16695 100.0% 18152 100.0% 18299 100.0% 6660 100.0%
Investigation Met 17267  962% 16100 964% 17485 963% 17841 975% 6305 94.7%
Investigation Not Met 689 38% 595 36% 667 37% 458 25% 355 53%
- Total Assessments 12061 100.0% 12810 100.0% 12820 100.0% 13192 100.0% 6276 100.0%
Assessment Met 11480  952% 12375 966% 12432 97.0% 12867 975% 5911 94 2%
Assessment Not Met 581 4.8% 435 3.4% 388 3.0% 325 25% 365 5.8%
- Total 30017 100.0% 29505 100.0% 30972 100.0% 31491 100.0% 12936 100.0%
- Total Met 28747  958% 28475 965% 29917 966% 30708 97.5% 12216 94.4%
- Total Not Met 1270 42% 1030 35% 1055 34% 83 25% T20 b6%

e ltem2
o CFSP Objective:
= #of children in foster care will be reduced by 25% through continued implementation of
CFCFTM meetings: The following chart shows a 2.8% reduction in the total number of
children in DCF placement since the 6/1/17 data provided in our previous APSR
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Children in DCF Placement (CIP)
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o CFSR Result: n=21, 57% Strength, 43% ANI
o ROM Federal Re-Entry to FC — CY14 — CY17: The following chart shows that the standard was not
met, but has improvement by over half a percentage point since CY16

(Federal) Re-entry to Foster Care
Of all children who enter foster care in a 12-month Izrﬁ‘el period and
discharged within 12 menths to reunification, living with a relativel(s),
or guardianship, what percent re-entered foster care witnin 12
monihs of discharge
Report Time Period: January 1, 2014 - December 31, 2017

100%

B Re-entry

%0 % —— CFSR Standard <=: 8.3 %

80 %

70%

60 %

50%

40%

30%

20%

0% -
Dec 31, 2015 Dec 31,2017
Dec 31,2014 Dec 31,2016

Report Period End Dec 31,2014  Dec 31,2016  Dec 31,2016  Dec 31, 2017
- Total 525 100.0% 496  100.0% 443 1000% 450  100.0%

Maintained Permanency 449 855% 419 845% 376 849% 385 856%
- Re-entry 76 14.5% m 15.5% 67 16.1% 65 14.4%

Entered Care During Jan - Dec 2012 Jan - Dec 2013 Jan - Dec 2014 Jan - Dec 2015

o ROM Federal Recurrence of Maltreatment — CY14 — CY17: The following chart shows that the
standard was not met, with a continued slight (0.2%) increase in recurrence since CY16

44 |Page



45| Page

(Federal) Recurrence of Maltreatment
Of all children who were victims of a substantiated or indicated report
of maltreatment during a 12-month target period, what percent were
victims of anather sutistantiated or indicated malireatment allegation
within 12 mentns of their initial repori?
Report Time Period: January 1, 2014 - December 31, 2017

100 Il Recurrence
90 % | —— CFSR Standard <=: 9.1 %
80 %
70 %
60 %
50 %
40 %
30%
20%
10%
Dec 31,2015 Dec 31,2017
Dec 31, 2014 Dec31, 2016
Report Period End Dec 31, 2014 Dec 31, 2015 Dec 31, 2016 Dec 31, 2017
Safe 6548 900% 6638 913% 6490 897% 7234 89.5%
Recurrence 1 10.0% 629 87% 744 10.3% 849 10.5%
Total Child Victims 7279 1000% 7267 1000% 7234 1000% 8083 100.0%

Initial maltreatment during Jan - Dec 2013 Jan - Dec 2014 Jan - Dec 2015 Jan - Dec 2016

ROM Federal Maltreatment in Foster Care — CY14 — CY17: The following chart shows that the
standard continues to be met, but with a slight (0.5 victims/100k days in care) increase in the
rate of maltreatment in care

FEdEfall Maltreatment in Foster Care
Of all children in foster care during a 12-month target period, what is
the rate of victimization per 100,000 days of foster care
Report Time Period: January 1, 2014 - December 31, 2017

8.0 [l Maltreatment inFoster Care
—— CFSR Standard <=: 8.5
70
6.0
5.0
4.0
3.0
2.0
1.0
0.0 — — -
Dec 31, 2015 Dec31, 2017
Dec31,2014 Dec 31,2016
Report Pericd End Dec 31, 2014 Dec 31, 2015 Dec 31, 2016 Dec 31, 2017

Count Repors Days Rate Count Reports Days Rate Count Reports Days Rate Count Repots Days  Rate

Maltreatment in Foster Care 5391 86 1325453 6.5 5499 78 12909598 6.0 5740 86 1348669 64 5777 96 1390560 6.9

Rolling 12 Month Period Jan - Dec 2014 Jan - Dec 2015 Jan - Dec 2016 Jan - Dec 2017



o CRCFTM Data - CY14 - CY17
= #Child Specific Team Meetings: 3.8% decrease in CY17 compared to CY16
= #/% Meetings Held Prior: 1.4 percentage point increase in CY17 (77.5%) compared to CY16

Considered Removal - Child/Family Team Meetings (CR-CFTM)

3500
3099
2980
3000
261h55g
2500 2359309
2000 1204 1798 1, 1870884
1623631
1550 1512
1500
1028 1127 .
1000 610741674740 671
500 II392
0
# Child-Specific # Families With  # Meetings Held Prior# Meetings Held After
Meetings Meetings to Entry Entry

2013* 2014 w2015 m2016 m2017 m2018%

o #[% Children diverted from entering care: 6.9 percentage point increase in CY17 in proportion of
meetings held resulting in diversion from foster care compared to CY16

Rate of Diversions From Entry, Of CR-CFTM Held Prior to Entry

100.0%
74.6% .
75.0% 72.6%
65.8%
61.1%
54.6% 54.0 548
50.0% A4 3 455 47.1
25.0%
6% e 2% o e
0.0%

2014 2015 2016 2017 2018*

Of All Meetings Prior to Entry Diverted B Placement Not Recommended Diverted B Placement Recommeanded Diverted
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o  #[% Children who Entered Care following CR-CFTM within 60 days: Increased from 79.1% in CY16
to 84.5% in CY1, most children entered care within 30 days of their CR meeting.

Timeframe of Entry for CR-CFTM Held Prior to Entry

100%
75%
50%
25%
0%

2014 2015 2016 2017 2018*

W 0-60Days m>60Days

e |tem3
o CFSRResult: n=82, 51% Strength, 49% ANI
o ACRI Case practice elements - Strength % - CY15 -17 quarterly aggregation
= Risk & Safety — Child in Placement: 4 percentage point improvement since 1Q17

10 Risk & Safety - Child in Flacement 93% 92% 90% 91% 92% 92% 91% 88% 89% 91% 94% 93% 93%

= Timely Accurate SDM - Parents: 1 percentage point improvement since 1Q17
= Timely Accurate SDM - Child: 3 percentage point improvement since 1Q17

22 Timely Accurate SDM - Parents 79% TT% 75% 76% 7% 79% 7% 75% T4% 74% 76% 7% 75%
23 Timely Accurate SDM - Child 87% 87% 79% 83% T7% 80% 82% 72% T4% 66% 80% 78% T7%
e |temg4

o CFSR Result: n=42, 86% Strength, 14% ANI
o ROM Federal Placement Stability - CY14 — CY17: Standard continues to be met, but with an
increase of 0.3 moves/1k days since CY16
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(Federal) Placement Stability - Moves per 1,000
v

n Car
Of all children who enter foster care in a 12-month target period, what
is the rate of placement moves 1,000 per day of foster care
Report Time Period: January 1, 2014 - December 31, 2017

40 I Placement Stability Rate
—— CFSR Standard <=:4.1

Dec31,2014 Dec31,2015 Dec31,2016 Dec31,2017
Report Period End Dec 31, 2014 Dec 31, 2015 Dec 31, 2016 Dec 31, 2017
Count Moves Days Rate Count Moves Days Rate Count Moves Days Rate Count Moves Days Rate

Placement Stability Rate 1843 829 312385 27 1900 947 303738 31 2191 1302 358707 36 2001 1294 331684 39

Rolling 12 Month Period Jan - Dec 2014 Jan - Dec 2015 Jan - Dec 2016 Jan - Dec 2017

Risk Standardized Performance (RSP)

Risk standardized performance (RSP) is the percent or rate of children experiencing the outcome of interest, with risk adjustment. To see how your state is performing relative to the national
performance (NP), compare the RSP interval to the NP for the indicator. See the footnotes for more information on interpreting performance.

: |l State’s performance (using RSP interval) is statistically better than national performance DQ = Performance was not calculated due to failing one or more data quality (DQ) checks for this
2 |l state's performance (using RSP interval) is statistically no different than national performance indicator. See the data quality table for details.

* M state's performance (using RSP interval) is statistically worse than national performance

National
Pedz:;:?'nce 11B12A 12A128B 12B13A 13A13B 13B14A 14A14B 14B15A 15A158B 15B16A 16A16B
. RSP DQ DQ DQ DQ DQ DQ
W%ﬂMﬂMWMM%wMMF”‘Q , ;:”\/\,MA._,LJ\.M/’
Placement stability RSP 3.10 3.16 3.06 3.66 3.56 3.96
(moves/1,000 days in 444% RSP interval 29-33* 2.96-3.38" 2.85-3.28* 343-39* 3.36-3.78" 3.75-419*
care) Data used 13B-14A 14A-148 14B-15A 15A-158 15B-16A 16A-168
e |tems
o CFSP Objective:
=  Permanency Teaming will be implemented to improve the likelihood of permanency for
all children and to reduce the use of APPLA by 50%
Period of Entry to Care
2005 | 2006 | 2007 | 2008 | 2009 2010 201 2012 2013 2014 2015 2016 2017 2018
Total 3090 | 3406 | 2853 2829 2628 2694 2297 1859 2005 1929 1990 2261 2084 551
Entries
Permanent Exits
Intyr 1128 1262 | 1095 1098 1093 1025 707 560 535 499 427 565
36.5% 37.1% 38.4% 38.8% 41.6% 38.0% 30.8% 30.1% 26.7% 25.9% 21.5% 24.9%
In2yrs 1739 971 1675 1676 1582 1378 1052 857 841 789 754
56.3% 57.9% 58.7% 59.2% 60.2% 51.2% 45.8% 46.1% 41.9% 40.9% 37.8%
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In3yrs 20Mm 2323 1974 1943 1792 1676 1245 1035 1072 998
65.1% 68.2% 69.2% 68.7% 68.2% 62.2% 54.2% 55.7% 53.5% 51.7%
Ingyrs 2156 2498 2090 2033 1895 1780 1357 1120 159
69.8% 73.3% 73.3% 71.9% 72.1% 66.1% 59.1% 60.2% 57.8%
To Date 2256 2619 2171 2121 1951 1843 1431 1151 1185 1084 913 792 427 26
73.0% 76.9% 76.1% 75.0% 74.2% 68.4% 62.3% 61.6% 59.0% 55.3% 44.5% 32.3% 16.6% 62.6%
Non-Permanent Exits
In1 yr 289 259 263 250 208 196 138 95 125 11 95 68
9.4% 7.6% 9.2% 8.8% 7.9% 7.3% 6.0% 5.1% 6.2% 5.8% 4.8% 3.0%
In2 yrs 371 345 318 320 267 243 188 146 182 140 124
12.0% 10.1% 1.1% 1.3% 10.2% 9.0% 8.2% 7.9% 9.1% 7.3% 6.3%
In3yrs 431 401 354 363 300 275 220 190 218 157
13.9% 1.8% 12.4% 12.8% 1.4% 10.2% 9.6% 10.2% 10.8% 8.1%
Ing4yrs 461 449 392 394 328 309 257 218 236
14.9% 13.2% 13.7% 13.9% 12.5% 11.5% 1.2% 1.7% 11.8%
To Date 582 552 464 472 403 375 294 240 253 175 148 87 47 4
18.8% 16.1% 16.2% 16.6% 15.3% 13.9% 12.6% 12.8% 12.3% 8.7% 71% 3.5% 1.8% 6.7%
Period of Entry to Care
2005 | 2006 | 2007 | 2008 | 2009 | 2010 2011 2012 | 2013 | 2014 | 2015 | 2016 | 2017 | 2018
Unknown Exits
In1 yr 83 76 61 60 75 127 205 133 102 14 204 285
2.7% 2.2% 2.1% 2.1% 2.9% 4.7% 8.9% 7.2% 5.1% 5.9% 10.4% 12.3%
In2 yrs 124 "7 97 91 139 303 399 254 312 350 445
4.0% 3.4% 3.4% 3.2% 5.3% 1.2% 17.4% 13.7% 15.6% 18.2% 22.4%
In 3yrs 164 140 123 125 192 381 475 335 399 454
5.3% 4.1% 4.3% 4.4% 7.3% 14.1% 20.7% 18.1% 20.0% 23.4%
In4yrs 182 167 155 167 217 400 499 374 448
5.9% 4.9% 5.4% 5.9% 8.3% 14.8% 21.7% 20.2% 22.3%
To Date 238 222 203 212 251 431 529 399 458 479 522 459 158 26
7.7% 6.5% 7-2% 7-4% 9.5% 16.0% 22.9% 21.4% 22.7% 24.3% 2