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Values and Principles

Throughout the child welfare/juvenile justice redesign process, there has been discussion and debate as to whether the redesign is about improving results for children and families or saving money. This has been an especially hard discussion given the difficult fiscal situation in our state. It is widely recognized, however, that when the child welfare/juvenile justice system had more available dollars, providers, legislators, and DHS/JCO representatives consistently argued that best practice, not funding streams, should drive decisions. A balanced approach in considering this perspective is even more critical given the resource limitations Iowa now faces. Professionals and community members who interact with children and families must mobilize in a more coordinated way to ensure the safety of children and ensure safety for the communities in which they live.    

Given this context, it becomes critical that we identify the principles that guide our steps as we move forward into implementation of the new model. These principles are identified as a way to operationalize one vital concept: the ability to trust. A basic trust between all players in the system and all systems that touch the lives of our children and families is critical to the success of this redesign. Those involved with children and families must embody these principles: 

· Establish relationships built on integrity

· Guide the system by being rooted in the community, by emphasizing family centered practice, by placing value on face-to-face contact, and by building change throughout the child welfare/juvenile justice enterprise 

· Establish partnerships in which decision-making, responsibility, and accountability is shared.

· Hold all areas of the system accountable to specify outcomes, measure results, learn continuously, and reinforce success.

· Agree that the evolution of culture change occurs over time and that all stakeholders in the DHS/JCS system are responsible for that continued evolution.

The Design
These are the outcomes we are striving for

Child safety, permanency and well-being are paramount to child welfare practice and decision-making, while community safety and offender rehabilitation drive juvenile justice practice and decision-making.  The current child welfare and juvenile justice systems, however, are not fully aligned around these outcomes.  Both public and private employees, for example, are held to practice and process standards that may or may not bear a relationship to achieving positive outcomes for children and families.  Providers are paid for providing services, rather than rewarded (or sanctioned) based on whether or not their work leads to positive changes in the lives of children and families. Through this redesign, we intend to align standards around best practice, and to encourage and reward practice that leads to better outcomes.

In the appendix of this document you will find a map that outlines performance measures and indicators that will be monitored on all cases, as well as those that have been chosen as “pay for results” indicators for each of the following outcomes:

· Safety

· Permanency

· Well-being

· Academic Preparation and Skill Development

· Rehabilitation of Offenders

· Safety for the Community

Before this list is finalized, we intend to review it with everyone whose performance expectations will be influenced by the measures- the Governor, Legislators, top state executive management, mid-level state management, front-line public agency staff, contractors, and providers.

Once the list is finalized, timeframes will be established for the outcome expectations; consequences will be tied to the measures; and basic payment structures will be finalized. Each of these steps will progress with the assistance of a multi-disciplinary approach, partnering public and private stakeholders with PSG and national experts in this field.
To achieve these outcomes the redesign implements a family centered model of practice

Practitioners in the field of child welfare have long expressed that the best practice for families actively involves families. Families must have food, clothing, shelter, mental health, medical health, legal, substance abuse treatment, and educational resources available if they are to meet the needs of their children. Professionals throughout the system and communities must strive to contribute to the potential of every family by bringing to bear all of the resources at their disposal in a logical, workable (collaborative), fiscally responsible manner.  

In this design, family centered practice is defined as aligning activities in a way that recognizes the importance of the family unit to a child’s healthy development. Whether it is a biological, foster, or adoptive situation, the focus is to preserve the relationships that foster the child’s positive growth and development. Even when necessary, the traumatic event of removing children from their home must be entered into after careful consideration and with absolute diligence for the child’s well being. 

The design is built on the belief that involving families in the planning process will reach more positive results sooner, and with longer lasting effect. Accountability on the part of family members is a critical consideration and services must always be delivered in a manner respectful of the family. In order to effectively accomplish this effort, case coordinators and direct service providers must have the time available and the expertise to form the relationship necessary to build trust and share decision making as well as demand accountability while fostering and celebrating positive behavioral changes.

The design also recognizes that family centered practice must occur within the family unit and in the context of the families’ community. The informal community and family supports and services have proven their worth as being the sustaining force once families leave the formalized system. It is critical that these same supports and services be appropriately engaged to keep families from needlessly moving deeper in the formalized system. 

Lastly, family centered practice recognizes and supports cultural differences and strengths. In Iowa, as in most other states, children and families of color have differential experiences in the child welfare and juvenile justice systems. For example, Black and Native American children are twice as likely to be victims of child abuse. Black children are almost four times as likely to be placed in foster care, while Native American children are over five times as likely to be placed in foster care. Latino children and families are Iowa’s fastest growing minority population, and we must pay close attention to their experiences in the child welfare and juvenile justice system as well. Finally, minority youth are over three times as likely to be arrested, and over four times as likely to be confined in secure juvenile detention and secure juvenile correctional facilities. While there is still much to learn about the causes of disproportionality and about strategies that are most effective in addressing issues of disproportionality, there is an emerging body of research identifying successful and promising approaches that we plan to access in order to begin to close that gap.   

These specific activities support this model

· Family Team Meetings are the primary mechanism to engage families

Engagement is the primary door through which we help families change. Family team meetings are a tremendously effective mechanism to engage and partner with a family while also assessing family dynamics and functioning. Family team meetings assist the family network to have a common understanding of what is pertinent in the case and to move from that understanding to developing a plan of action that will protect the child and help the family change in ways that a menu of standardized services cannot possibly do. 

This design calls for the formalized support of utilizing family team meetings in all cases. It is also recognized that in order for these meetings to be effective, case coordinators and service providers must have the skill base, time, and financial support to plan, facilitate, and bring alive the plans developed in the process. Family team meetings are the basis for which other activities occur and therefore the effectiveness of other key strategies is dependent on this key process. 

· Community Partnerships for Protecting Children (CPPC) are expanded
The CPPC movement is built on the core principles of understanding that the child protection agencies in a community, working alone, cannot keep children safe from abuse and neglect. It upholds the belief that community members should be directly involved in providing support to families in need and in shaping the types of service and supports that are made available to families. It demands that supports and services be based in the communities in which families live. Lastly, it builds on the belief that localities have to shape their own strategies and develop an array of services based on their own resources, needs, and cultures. This effort is directed toward three outcomes that align with the outcomes and indicators included later in this document.

· Children in the targeted neighborhoods will be less likely to be abused or neglected

· Children who come to the attention of child protective services will be less likely to be abused or neglected a second time.

· Serious injury to children due to abuse and neglect will decrease. 

Initial research by the Chapin Hall Center for Children at the University of Chicago has found significant reductions in repeat maltreatment reports and out of home placement in families served through Community Partnerships. As noted in the final design draft, the Community Partnership approach was identified repeatedly in Iowa’s federal Child and Family Service Review final report as a successful strategy for engaging families in case planning. Currently, 33 counties are implementing CPPC; our goal will be to have CPPC statewide by July 1, 2007.

· An appropriate community care strategy is formulated and engaged

Throughout the redesign discussion stakeholders have identified that keeping kids and families from moving deeper into the system than absolutely necessary is as important as any other aspect of a “redesigned system”. In addition, juvenile court staff have identified that a critical part of their service array consists of funding that allows them to provide services to lower risk children through community programming. This programming allows a family who has entered the JCO system to voluntarily access services without undue intrusion or bureaucratic red tape. DHS staff does not currently operate under a similar structure. Consequently, this strategy would involve contracting with private providers to serve similar children and families who have become involved in the child welfare system. 

Specifically, families who are the subjects of unfounded abuse assessments but have identified service needs will have the opportunity to access the appropriate community services without a continuing open case through DHS. In the current system, many families with identified lower risk behaviors move deeper into the system despite the absence of abuse and/or neglect in their home. They are assigned a DHS case manager and a formalized case is opened and monitored. The family is involved in the formalized system despite their voluntary acceptance of service efforts. In the redesigned system, funds will be made available through private agency contracts to provide a much more appropriate less intrusive level of “community care” intervention to these families. DHS would no longer open a formal child welfare case with these families, but would monitor provider performance on a limited set of outcomes.

· Maltreatment during/after services

· Out of home placement during/after services

· Juvenile referrals during/after services

· Increased access to health care 

· Family engagement/acceptance of services

In addition, DHS would create a more formalized information and referral mechanism to community resources for families who contact the Department with service needs that do not rise to the level of abuse or neglect. Through this “direct link” referral process, families would receive direct assistance to meet their needs through community resources.  

· Ties are strengthened between economic assistance and child welfare by targeting food assistance, Medicaid, and HAWK-I outreach

It is only when considering the family as a whole that the system will impact the desired results. A resource directly in the control of DHS rests in the economic and medical assistance programs. DHS currently has initiatives underway to increase participation in the food assistance program, Medicaid, and HAWK-I children’s health insurance program. These programs help to strengthen families and improve child safety and well-being, and improved access to these services for families will assist in the child welfare redesign effort as well. In addition, when child support from an absent parent is an issue, DHS will continue to collaborate internally to leverage those resources for the benefit of the children served.

· Statewide awareness is heightened to improve outcomes for children of color through two demonstration projects and simultaneous statewide activities

In both the first and second draft of the redesign, the project team proposed to focus specific energy and activities on improving outcomes for children of color. In an effort to make the issue more statewide when considering intervention, the last draft was silent on the establishment of specific projects. It continues to be crucially important that, as a state, Iowa address issues of disproportionality. This design calls for a two-pronged approach consisting of the initiation of two demonstration projects, as well as partnering with the Department of Human Rights and the Disproportionate Minority Contact (DMC) Resource Center at the University of Iowa to provide information and technical assistance on strategies that have been successful and/or shown promise in addressing disproportionality to the state and to communities where the issue is most pronounced.   

· Needless documentation is eliminated and the remaining documentation is streamlined
In every organization or system appropriate documentation of activity is a required part of the job. In the child welfare and juvenile justice world, however, we tend to “wear both a belt and suspenders… just in case”. While there are many possible reasons for this practice, it is a fact that we are paralyzing our service delivery system and this design outlines two specific strategies to address the issue. The first centers on each and every office and agency spending time to review their own piece of the problem. The second more radical recommendation calls for the perspective of knowledgeable outside organizations. Several companies have made substantive recommendations in this regard, and the National Resources Center serves as a valuable resource we will access. Furthermore, there are professions with the same life and death decisions driving their practice that have dramatically reduced their reliance on documentation. It is critical that this piece of the design not be lost. It may well represent the difference between eventual failure and success.  

These steps will be followed to implement the model

· The family is engaged in the assessment process
Once a family has been engaged in the process through the use of face-to-face family meetings, the most valuable tool used to move towards results is the assessment and case planning process. A functional assessment of the family includes bringing together existing assessments, both informal and formal, and contains the current strengths, needs, and risks of the child and family. This assessment is critical to begin the process of case planning for results. These assessments identify the critical underlying issues that must be resolved for the child to live safely inside his/her family independent of outside supervision. Lastly, all team members use the functional assessment to have a “big picture” understanding of the child and family. To accomplish this strategy the team must avail themselves to every reasonable opportunity to gather information from any pertinent source, whether it rests in the internal DHS/JCS system or in the area of education, public health, or with neighbors and friends of the family.

In the past two years, DHS has been committed to the notion that the basic components of these assessments must be standardized. More recently, Juvenile Court Services has begun to wrestle with the same issues and beliefs. As was mentioned earlier, viewing families through this “consistent lense” allows stakeholders in the system to contrast and compare issues in a way that considers a baseline. It also enables the players to allocate resources across the system in a more consistent and fair manner. Families, in effect, are given a more even-handed opportunity to access services no matter where in the state they reside. 

· One family plan is developed

Once this assessment is completed with the family, a family plan is developed that brings together the best thinking of all of the team members involved in the process. This family plan is not about “forms” but is about the linking of resources and systems (i.e. education, mental health, substance abuse, medical, public and private service providers, relatives, etc.) in a way that includes the specific needs, supports present or missing, results to be accomplished, the activities that need to be undertaken to get to the results, and who is accountable for what in the plan. The family plan is written in language a family can understand and relate to, and agreement among team members is given to the order in which tasks need to be accomplished. In addition, these plans recognize that every child needs an adult connected to them who champions their cause, who advocates for their well-being relentlessly, hopefully, and completely. Such an adult is sought after to be included in every family plan. 

Once the initial plan has been developed, the family team meeting strategy enables the family team to work together to offer meaningful assistance, to monitor and track progress or new concerns and to complete these activities with a more common understanding of the issues. It is open to informal supports of the family and within the community that can do a more complete job of monitoring the safety of a child than any public or private entity can do on their own. The partnerships that are developed share decision-making and accountability appropriately and celebrate successes jointly. In cases where transitions are to occur, these teams and the family plan anticipate, plan for, and carry out activities that ensure the well-being of the child is paramount when moving forward. In the specific case of children who are aging out of the system, particular care will be taken to ensure a plan is formulated and carried out through the local transition teams established under HF457 during the 2003 legislative session. 

· Roles are appropriately delineated
The activities outlined in this design are focused on freeing time for staff and providers involved with families and children to provide as much face to face contact as possible. As a result, the duties performed by all staff in the system should be assessed. When considering the role of the case management function, two distinct but connected roles continue to emerge. Both of these functions are critical to the success of the case as they provide the continuum of development and review necessary to keep a case moving in a positive direction. 

The first role, case coordination, involves developing the family plan with the family, built on the functional assessment. The case coordinator is responsible for ensuring that family team meetings occur, for making face to face visits with the child and parents in a manner consistent with the needs of the child, assures the safety of the child, and achieves the case plan goals; and for developing and coordinating a set of services and supports to wrap around the child and family in order to achieve the results identified in the case plan. The case coordinator is also responsible to complete reports for the Court when the child and/or family are so involved, and for meeting the benchmarks established for the outcomes and indicators established for the child welfare and juvenile justice cases (see Appendix). 

The second role, termed case monitoring, involves activities that set and approve the initial course of the case, support the plan movement, and then monitor whether the results outlined in the family’s case plan have been achieved. This function is responsible to oversee the State’s responsibilities in work done with the family, and monitoring whether Court expectations and benchmarks outlined in the family’s plan are being met. 

In order to appropriately attend to the higher expectation on case coordinators for face-to-face contact with the child and parent, caseloads for those workers should be significantly lower than those staff in the monitoring role. Although various standards have been articulated in previous design documents, specific case ratios must evolve as all duties and activities are examined.   

· Case monitoring and case coordination roles will be applied to all kids in the system 

· There will be a public sector case monitor assigned to every case involved in the system. This is necessary because of the specific responsibility of the state for children and families engaged in the public system.

· For children with a court order for group care, the model dictates that case coordination activities will be purchased from the private sector. We believe purchasing case coordination from the private sector is appropriate for this population because private providers are already directly involved in many of the activities outlined under the case coordinator role, and because these wraparound services can be originated with a youth who resides in a very contained environment. These children also have the protections of court oversight to ensure that their due process rights and best interests are protected. In situations where case coordination occurs in a full service agency, at least some percentage of service provision can be delivered “in-house”.  In addition, it is envisioned that the case coordinator function for these children would remain in the private sector as the child is “stepped down” in order to reduce unnecessary transitions. (Please see the financing section of this document for an important caveat to this part of the model)

· Public sector staff will provide case coordination activities for children and families receiving in-home services and for children who are placed in family foster care or other out of home settings. . 

· Further scrutiny of this public/private partnership will occur as results for children and families are evaluated and best practices are adopted.

· A quality assurance system (QA) is engaged 

A robust quality assurance system is critical to establishing accountability system wide. The mission of quality assurance is to help ensure that services are delivered in a quality, appropriate, safe, respectful, and cost-effective manner that achieves results for the children and families served.

The QA system will assist in achieving results by:

1. Providing Case Specific Data: provide real time, case specific data to allow system-wide results, trend data and best practices to be shared to assist in decision-making. This will assist with:

a. Effective case-level problem identification and problem solving with children and families. 
b. Assessing strengths, accomplishments, and good results.
c. Identifying gaps, inconsistencies, and breakdowns for capacity building and performance improvements.
d. Spot opportunities for action and change. 
e. Facilitating “action learning” events to put knowledge gained immediately to work.
2. Supporting the Use of Evidence-Based Practice: Research and share intervention techniques and services shown to work with specific groups under controlled conditions. Validate intervention models. Identify proven techniques. Work with field operations to identify treatment protocols. Assist in defining target populations for evidence-based practice to be utilized. 
3. Supporting Performance Measurement & Provide Feedback Loops: provide feedback about frontline system of care performance and results for individual cases as well as system-wide results for children and families receiving services.
4. Providing Training, Mentoring & Coaching: build and sustain adequate and consistent, case-level practice system-wide. 
5. Advocating for Policy Development: Policies that support, guide, and reinforce quality assurance and that make it easy to do things right, and hard to do things wrong. To identify priority areas for improvement, and to identify opportunities for potential flexibility that can help achieve better results and system improvements. Policy development support will focus on an orientation to results that reflect real changes for the children and families served.

To operationalize this vision, staff will work to identify the levels of responsibility for planning and carrying out QA activities and to define the categories or types of information that will be used in the QA process.

Levels of Responsibility and planning responsibilities fall into two categories, state level and service area level.  It will be at these levels that planning, coordination and monitoring, and direction will occur. 

The primary State Level QA activities to be carried out are directed toward consultation, training and technical assistance, planning and coordination, production and analysis of data on an on-going basis, conducting case readings and Quality Service Reviews, and engaging in special studies. 
The primary Service Area Level QA activities to be carried out are directed toward service area site coordination and collecting data, conducting case readings and Quality Service Reviews, and utilizing data to improve child and family results. 

The QA system gathers and uses several categories of information to assess performance and improve the quality of results. 

· Quantitative and factual data (also referred to as administrative data) are used to describe activities, service capacity, and other measurable factors. These data enable QA to address questions such as, “how many?”, “how often?” and “at what level?” The answers to these questions enable the QA system to establish baselines, track progress over time and monitor trends. Data available in FACS, STAR and from the Utilization Management Tools are excellent quantitative data.

· Qualitative and outcome information is used to evaluate the functioning of children and families in light of the services delivered. This information enable QA to address questions such as, “how well?”, “how comprehensive?” and “what are the needs?” Quality Service Reviews provide excellent qualitative data.

· Information obtained from periodic satisfaction and other surveys of clients (children and their families), providers, DHS staff and community stakeholders are used primarily to evaluate the systemic issues that affect the department’s capacity to provide services that will lead to desirable outcomes for children and families. Satisfaction surveys are a good example of this data.

· Information related to compliance with applicable standards, regulations, policies and laws are used to review department and provider functions in order to determine conformity with Federal, State and Department program requirements. Case reading activities are a good example of this information. 

Financing the System

The Child Welfare system financing and provider reimbursement methodologies must support the purchase of results and a family centered approach to service delivery. The financing strategy must assure the appropriate use of funding and maximize federal funding streams that support this approach. Reimbursement methodologies must be designed to facilitate the provider’s ability to be both family centered and results oriented and to enable the effective stewardship of public funding without creating an undue burden.    

In FY03, Iowa expended $127.4 M on direct services in the Child Welfare system. $44.2 M was expended on group care services, $34.1 M on family foster care, $0.7 M on family preservation and $38 M on in-home services. Of the total 48% were federal funds and 52% was state. There are six federal funding streams used in the financing of these services: Medicaid, IVE, IVB, TANF Block Grant and Social Services block grant. Medicaid constitutes 13.7% of the total funding and is used to pay for rehabilitative treatment services within the 4 RTS programs (family preservation, family centered services, family foster care, and group care) to eligible children. IVE constitutes 19.3% of the total funding dollars and is used to pay for maintenance in out-of-home placements -- including group care, family foster care, and shelter care for eligible children. TANF and SSBG block grant combined constitute 13.5% of the total funding and are used for family foster care, group care, shelter care, family centered and family preservation services. 

Today, the Department of Human Services and federal Medicaid funds are used to pay for a group of services called Rehabilitative Treatment and Supportive Services (RTSS) -- including group and family foster care, family preservation, and family centered services. Specific services within these programs have been defined in a way that enables the use of Medicaid funding for counseling and therapy services and for skill development services to Medicaid-eligible children.  However with the use of Medicaid funding comes the need to meet Medicaid requirements that are rigorous and focused on individual treatment versus family treatment. Services must be authorized for children by a licensed practitioner of the healing arts (e.g., psychologist, licensed master or independent level social workers, etc.), based on an assessment that the type of service, the amount of service (units), and the length of time for the service delivery will meet the child’s needs. As necessary, services may be re-authorized. There are several issues with the current use of Medicaid for financing services and payment:

· Service definitions are narrowly focused on traditional more clinical services. Federal funding does not reimburse a variety of non-traditional services that may more appropriately address a child’s needs.

· Service must focus on the individual child and do not support a family centered approach.  Medicaid funding cannot be used to address services needs of the parents, even if these needs negatively impact the child’s safety or well-being.

· Service requirements are prescriptive in terms of staff qualifications and service documentation.  

· The authorization process is viewed as cumbersome. 

Iowa’s child welfare and juvenile justice system is also heavily reliant on federal IVE funds. There are issues with federal IVE funds as well:

· Federal Title IV-E funding only reimburses expenditures associated with out-of-home placement.  Activities to prevent placement or to return a child home more quickly, for example by wrapping services around a child in their own home, are ineligible for federal IVE funding.  

· Federal IVE funds can only be used on maintenance (i.e., “room and board”) costs.  Activities to actually address a child’s service needs or the problems that led to out-of-home placement are not eligible for IVE funding.

One other issue/barrier that is applicable to both Medicaid and IVE is that both pay for activities, not outcomes.

The redesigned Child Welfare system must continue to rely upon the existing mix of federal and state funds to maximize all resources. Purchasing results as envisioned in the redesign will require significant changes in how services are reimbursed.    

We have identified case rates as one strategy to create purchasing flexibility and to focus reimbursements on the achievement of results versus process or activity.  

Under this purchasing strategy, both the public and private case coordinating entity will receive an established amount of money to purchase necessary services or supports to achieve the results identified in the family’s case plan.    The case rate will include reimbursement for case coordination activities, delivery of any direct services the agency provides, and any direct services/supports provided by other direct care agencies in the case coordination agency’s network. There are various ways to implement case rates for case coordinating entities. A goal is to structure the rate to reinforce family centered practice, to focus on achieving the Family Treatment Plan. An example: a rate may consist of a monthly payment, as well as periodic payments for accomplishments of key benchmarks per the Family Treatment Plan. Additional incentives may occur for improvement in the overall child/family outcomes aggregated across all families served by the agency, e.g., overall system results indicators.

Department of Human Services case coordinators will also use case rates to accomplish the Family Plan for children served in home and for children served in family foster care. The case rate will not however cover the cost of case coordination activities as this is covered in DHS salaries. As with private coordinating agencies, there may be some type of incentive payment for accomplishment of significant improvement in the overall system outcomes served within the area or unit.    

Under any payment strategy, the Family Treatment Plan will define the goals/outcomes for the child and family, as well as the services and supports that the private coordinating agency and DHS will purchase from service vendors and the other services supports that will be engaged to help achieve the family goals.  When a private case-coordinating agency is purchasing services, it is expected the agency will use vendors included in its network to assure it can meet a full range of needs.   

This method of purchasing: 

· Pays to accomplish results and not simply process or activities

· Reinforces family centered practice

· Provides the flexibility to buy a range of services and supports — traditional and non traditional

· Creates an incentive to be both efficient and effective

· Requires private case coordinating entities and DHS case coordinating entities to be accountable for the success of services
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Implementation of a case rate purchasing strategy will require waivers from existing Medicaid and IV-E requirements. Such waivers are necessary for several reasons. First, waivers will enable the Department to structure the case rate amounts in such a way as to minimize the financial risk for the individual case coordinating entity –private or public and to the State. Without waivers, the amount of federal funding that would continue to be available for services is unpredictable, but likely to be less than under the current purchasing and payment system. This is because it’s likely that under a case rate we would purchase more family centered wraparound services (which are not eligible for Medicaid funding) and more in-home services (which are not eligible for IVE funding). 

Secondly, existing Medicaid and IVE requirements define what services or activities the funds may be used for—this method emphasizes process (e.g. service) over results. An example would be IVE funding:  If the goal of the IVE program is to maintain children in their own home, the existing program does not reimburse those services that arguably will achieve that result. These requirements prevent or significantly inhibit the goal of creating a flexible funding approach designed to produce results. 

Today, both the Medicaid and IVE Programs offer waiver opportunities. There are different types of Medicaid waivers, including those that enable states to receive a fixed dollar amount per enrollee that provide funding predictability and simultaneously provide greater flexibility in what services can be funded. These waivers enable the implementation of managed care programs in both behavioral and physical health care. The IVE Program also offers waiver opportunities, to demonstrate improved results, but they are often prescriptive in how they are implemented including the use of control groups.  

Next steps:

· Explore the option of seeking a single “super” waiver from Medicaid and IVE that would enable Iowa to appropriately focus on results for children within a family centered model of practice, and maintain the current financial resources. If this is feasible, move ahead.

· Explore existing opportunities for individual IVE and Medicaid Waivers in lieu of the “super waiver”. Again, if this is feasible, move ahead.

In the interim, until we receive Waivers, we are proposing the following 

· Continue to explore other payment methodologies that achieve results but can be implemented absent Federal waivers.

· In the first quarter, modify the existing non–RTSS program rules within family centered and family foster care to enable greater purchasing flexibility.

· In the first quarter, modify some of the existing RTSS requirements, within current Medicaid requirements.  Additional modifications of RTSS requirements, many requiring CMS approval will also begin.  

· Modify existing contracts with RTSS providers to include outcome reporting. 

· Begin to define an array of service/support options that might be utilized when we move to a case rate model.

· Begin using the case plan as a “contract” with the family, providers, and DHS. 

· Explore possible modifications to existing authorization process to address concerns that current process is burdensome.

· Keep the case coordination function in the public sector for all cases in this interim.

System Linkages
These are the system linkages that must continue to develop:

· Private Providers

The private/public partnership in the child welfare juvenile justice system has been critical to the success of the service efforts in the state of Iowa for decades. The DECAT initiative and countless other cutting edge practice models were born as a direct result of multidisciplinary planning efforts. The continued ability of these two pieces of the service continuum to collaborate will make or break the redesign effort.

· Legislative 
The legislative monitoring committee has requested specific recommendations regarding needed legislation around this initiative. Obviously much rests in the hands of our legislative leaders when considering the direction of the redesign. These recommendations will be forwarded to the committee no later than their meeting on December 15, 2003. Their continued work with the implementation phase of the design is welcomed.

In addition, the waivers referenced in the financing section of this report will only be realized with the assistance of the Iowa Congressional Delegation. It is through these waivers that the flexibility to purchase what a family needs at the right time in the right amount and for the right duration will materialize.

· Judicial

Juvenile Courts play an active and critical role in decision making in abuse and neglect cases, and in overseeing agency efforts to protect children and achieve permanency. The involvement of Judges has been cited as one of Iowa’s strengths both in the listening phase of the redesign work and in the recently completed federal Child and Family Service Review report.  

It is our recommendation that consideration be given to creating more flexibility in the legislative “step down” language of the code to allow case coordinators to move children to a lower level of care without a hearing if that move is agreed upon and approved by the family team. As has always been the case, we would continue to support a parties right to request a hearing. This change would allow the family team to plan movement to a less restrictive setting based on the needs of the child and family rather than the schedule of the Court, and would contribute to the easing of scheduling in both systems.  

As is the case when considering legislative relationships, we believe that the success of the redesign rests on the ability of DHS and the courts to work together at every level. Toward that end, we will be collaborating with the Juvenile Court Committee of the Iowa Judges Association to create opportunities for Judges to provide feedback to DHS and to discuss implementation issues. 

We will also ask the Courts and the County Attorneys to review their procedures and reporting requirements to determine whether any streamlining can occur that would allow workers to spend more time with children and families. Increased time with children and families is a cornerstone of this design. We further recommend that the Court Improvement Project make streamlining court and review process one of its priorities. 

· Education

It is critical that all children and youth in this state excel to their fullest academic potential. This is especially important for the children involved in the CW/JJ system, who often lag behind their counterparts educationally for a variety of reasons. In this design, we call for a renewed effort to partner with the educational community to move toward better educational outcomes for these youth. This will be accomplished through the continued collaboration between DHS, JCS, and the Department of Education on the Success4 project; through a renewed emphasis for case coordinators, parents, and alternate caretakers to attend meetings and activities held as a part of educational planning, and to search out that committed adult for every child who can assist them to rise to their full potential. These efforts will be formalized through the negotiation of Memorandums of Agreement and Memorandums of Understanding at both the state and the service area levels.

· Substance Abuse and Public Health

The use of substances in Iowa is one of the most paralyzing maladies for our families. Methamphetamine use is at an all time high. As a result of the hard work of legislators, DHS has been able to add eight specialist positions to begin to address the need for staff training, awareness, and specialized casework. In addition, the Department of Public Health has offered to partner the CW/JJ system to address those needs. This design calls for the formalization of this partnership around substance abuse issues through the negotiation of Memorandums of Agreement and Memorandums of Understanding at both the state and the service area levels.

· The Child Welfare/Juvenile Justice System

This redesign outlines the framework for our system to move forward in this effort. It is, at the very least, the beginning step; it represents at its very most an opportunity that presents itself rarely and must be taken advantage of to its fullest extent. The kids and families of Iowa depend on it, and all of the dedicated professionals who fight mightily every day on behalf of those families deserve it. 

It is time to mobilize together to address the barriers discussed in DHS staffings, in courthouse hallways, and in private agency board meetings. If our system is to achieve better results for our kids and families, every shred of expertise is needed. Every community member who is interested in helping must be engaged. Every idea should be considered. In our current society there is no such thing as too many advocates for kids. Each has a piece of the puzzle, and each piece has a place in the whole.  If practitioners in this system could honestly say we are doing our best together on behalf of our families, there would be no need to redesign this system. Social service is a noble profession built on the idea that systems can change, whether they are family systems, agency systems, or bureaucratic systems. This opportunity will not come along again. 

Implementation Structure and Next Steps
This design offers a powerful vision for improving the results for children and the future of child welfare and juvenile justice services in Iowa. It is also obvious that this is only a first step. Thus far, we have developed a vision with some detail, but much work remains to be done.   

In order to move forward effectively, there must be an organized work plan that prioritizes the host of actions that will get the job done. This plan must orchestrate countless activities tied to the Child and Family Service Review, Federal IV-E activities, as well as the commitments made in this redesign document. Resources must be maximized in a way that contributes to the organization of these activities. This is an under funded system operating under numerous stresses. The implementation structure must support this on-going coordination of activity and provide a bridge between the private and public sector. All of this must be done with a constant focus on “how will this improve results for children and their families?”

The detailed planning and implementation of this design will follow these steps. First there must be overall agreement and understanding of the design – its vision, principles, and objectives. The work over the past six months has given us this vision, but people throughout the system must own that vision.  Moreover, someone must be empowered to ensure that as detailed design elements are brought forward, decisions are made and that these actions are true to the vision presented here. Director Concannon is appointing an Implementation Steering Committee comprised of DHS leaders that have been empowered with this responsibility.  Director Concannon will chair this committee.

Implementation Structure

Implementing this design will require a support structure. For example, information technology will play an important supporting role in implementing this plan. Similarly human resource strategies will be required as responsibilities are changed. As financing relationships change, new payment structures must be in place.  Overall, these supports must be in place to bolster the specific initiatives that will be implemented.

With the vision and support structure in place, the long list of implementation activities and initiatives to be undertaken must be developed into a work plan. There are two types of initiatives in this design: 

· Initiatives that will be undertaken on a statewide level – they will be designed and launched from a statewide perspective; they will be applied consistently throughout the state.


· Initiatives that will be undertaken at a local level – these initiatives are best designed and implemented locally; they will reflect the local characteristics of the service area.

The graphic below represents this structure.
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This implementation strategy provides foundation for the structure being put in place for implementation. An Implementation Steering Committee will guide the overall effort; they are the “guarantors of the change.” Yet the vast majority of the work will be done by a series of staff groups both at the statewide level and the local level, as shown in the diagram below.
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Next Steps

The development of an implementation work plan has already begun, although it is in its very early stages. Broadly speaking, before December 31st the details of this implementation structure including its decision-making approaches and accountability mechanisms will be put in place.

The first quarter of this coming year (January – March) is envisioned as a period for organizing and launching the statewide initiatives that must be in place to support implementation at the local level. 

The second quarter (April – June, 2004) is envisioned as a period for launching selected initiatives (diversion initiative, children of color pilots) as well as “immersing” the DHS staff, private providers, and other stakeholders in the elements of the design. 

Formal launch of many initiatives will take place on July 1, 2004. 

A first draft of these quarter-by-quarter implementation activities are shown on the tables in the next few pages.

IMPLEMENTATION ACTIVITIES

Before December 31st
1st:  Finalize implementation principles


Stakeholder involvement in planning and decision-making

Responsibilities for and mode of decision-making


Holding ourselves accountable for implementing the design


Decide on Statewide Initiatives and Local Initiatives

2nd:  Finalize implementation work plan (see items below)

3rd:  Finalize implementation structure 


Charter working groups
4th:  Finalize legislative request to support design 

5th:  Develop communication plan/protocols


How will we keep all stakeholders up-to-date?


Where will they be able to find information?

6th:  Finalize plan for implementing Juvenile Justice approach to assessment 

IMPLEMENTATION ACTIVITIES

January – March, 2004

Negotiate state level MOA/MOU’s with the Department of Education and the Department of Public Health

Change rules for non-T19, non IV-E services to significantly increase flexibility 

Issue RFP for “community care” initiative

Issue RFP for demonstration projects for children of color

Contract with the Disproportionate Minority Resource Center for TA for state and communities 

Develop DHS case monitoring – case coordinating (internal) roles, responsibilities, and support needs  

Finalize and launch implementation of QA plan

Finalize and launch plan for introducing design to both DHS staff and private providers

Apply for Medicaid and IV-E waivers

Develop technology (IT) work plan

Develop with partners “one plan –one family” expectations including results based purchasing language and accompanying training components

Streamline DHS policy expectations and launch

Develop expectations around outcomes in FY 2004-2005

Notify providers of expectations around outcomes in FY 2004-2005

Establish baseline results data across the system

Conduct thorough review of design and implementation format with Judiciary and Judicial Court Officers

Establish design and implementation structures in Service Areas

Train JCO staff on assessment tools

IMPLEMENTATION ACTIVITIES

April – June, 2004

Negotiate service area level MOA/MOU’s with the Department of Education and the Department of Public Health

Develop contract templates for including outcomes
Launch community care strategy

Launch children of color demonstration projects 

Continue implementation of streamlined policy expectations

Introduce service areas to redesign (“immerse”)


-- all parties (i.e., DHS, JJ, providers, other agencies)

Collect QA baseline data for FY 2003-2004

Develop DHS case monitoring – case coordinating (internal), and support deployment

Train DHS staff on “one plan – one family” components including results-based purchasing expectations 

Decide (and announce) incentive payments for results in FY 2004-2005

Launch JCO assessment tool

REDESIGN MILESTONES

By July 1, 2004


(NOTE: preliminary list pending further implementation work)


• All child welfare contracts will include system-wide indicators

• All family plan ‘contracts’ will identify case level results linking the plan and individual case level results 

• Community care contracts will be place

• Contracts for demonstration projects for children of color will be in place


• DHS staff deployment completed

How Iowa’s New Child Welfare System

Will Approach Issues Differently

Some Hypothetical Case Examples

Presented on the following pages are some hypothetical case examples that might take place in the child welfare and juvenile justice system. The case is first described and then the likely outcome is described, first in the the current system and then as envisoned in the new system. 

How Iowa’s New Child Welfare System

Will Approach Issues Differently:

Case Examples

Parent Accountability

Tyler, 7, was declared a child in need of assistance nearly a year ago. Tyler had been taken into protective custody when police, for the second time in four months, found him locked out of his family’s apartment at night. Tyler had fading bruises on both wrists from his mother holding his arms down when Tyler refused to stop grabbing food from the cupboard. The family had been evicted three times in 18 months, and their current apartment was not clean. Tyler’s school reported that he was frequently absent due to missing the bus and that he often fell asleep at school because there was no regular bedtime at home. Tyler was placed in foster care and the court ordered his parents to attend parenting classes. The parents resisted the order for a few months, but finally became enrolled and completed the classes last month. However, their lives remain chaotic. They were again evicted, the police were called to the home due to domestic violence, Tyler’s father has had two DUIs, and their most recent apartment is already cluttered and not very clean. Tyler’s parents now tell the court that they did what they were told and want their child back. 

Current system: Tyler will remain in foster care. The court will order the parents to continue with parent education, but also to keep their home clean. Dad will be ordered to get a substance abuse evaluation and follow through with any treatment recommended. Mom and Dad will be referred to the domestic violence agency. 

New system: The initial assessment of the family will more thoroughly identify the multiple issues of this family, so that “new” problems don’t keep appearing. This will result in clear agreement at the onset of the case regarding what constitutes a safe and stable home for Tyler. Parents will be expected to show that result, not just that they complied with a process. 

Family Centered

Maria, 16, is a veteran of the rehab system.  She ran away at 13 and was placed in chemical dependency treatment at 14. She has relapsed several times and has been placed in foster group care settings twice. Although Maria does well when in a structured setting, each time she returns home it is just a matter of weeks before she finds begins cutting classes, hanging out with substance abusing friends, and getting into legal trouble. Most recently Maria has been ordered into the Iowa Juvenile Home at Toledo. She again is receiving drug counseling but says it won’t work. “Let’s see – my Mom uses, my stepdad uses, my brother uses – and you tell me to go home and stay clean?”

Current system: Because of funding streams, child welfare treatment options are child-focused, frequently overlooking problems with the family as a whole.

New system: Assessment practices will broaden in scope to identify family treatment needs that have an impact on the child’s success. Emphasis will be placed on family team meetings, a proven “best practice” approach, rather than a child-only plan. Engaging the whole family in the treatment process will help create a stronger support system for the child.

Group Care Case Coordination
Latrell, 15, is diagnosed as “conduct disordered” and although not mentally retarded, seems fairly limited cognitively. When Latrell’s disruptive and occasionally violent behaviors became a threat to his younger siblings, he was placed in foster care. Latrell is disruptive in school, he’s frequently angry or sullen, and even with psychiatric care and medication, Latrell’s behaviors remain out of control. After two successive foster families were unable to help Latrell, the court ordered him into residential treatment, known as group care. In the structure of the group care setting and with 24-hour/day staff supervision, Latrell is better able to manage his behaviors. Although most people agree that Latrell has achieved maximum benefit from group care treatment, home visits have been barely survivable for Latrell and his family. Children can’t stay in group care forever, but no one is sure what can be done with Latrell.  

Current system: Because community-based options are limited, sometimes group care seems like the only answer for kids who need structure and intensive supervision. There are also incentives for the child welfare system to place children in group care. Although it is many times more expensive than family foster care, once a child is in group care, the constant (and exhausting) crises faced by family, school, and caseworkers decrease markedly. Group care is paid by the day, so once a child’s behavior improves and he is easier to handle, providers have an incentive to keep them as long as possible – why replace an “easy” child with one who brings in a new set of behavioral challenges? The situation is further complicated by the fact that the child’s family may receive little or no treatment while the child is in care. With an unprepared family, and few community supports, the success children experience in group care can fade quickly. 

New system: A private-agency case coordinator will be paid a case rate for a child determined to need group care, and will be responsible for ensuring that all treatment needs are addressed, with no requirement that group care serve as the setting. The incentive will be to place the child in a less restrictive, less expensive setting as soon as possible, working with the family to make success more likely upon release. If the stepped-down placement remains successful for a period of time, the provider will be allowed to keep part of the cost differential.  The purpose is to create incentives that will cost less and be more permanent for the child. 

Child Champion

Derek, 10, is a veteran of the child welfare system. He and his two sisters have been in foster care three times as a result of their Mom’s drug involvement. Now, Mom is in prison for drug dealing, her parental rights have been terminated, and his father’s whereabouts are unknown. An aunt is taking care of the two girls but can’t care for Derek anymore because of his behavioral outbursts. Although Derek thrived in his first foster home, that family has moved away, the second home adopted a group of four kids and can’t take Derek, and the third one just didn’t connect to Derek. Between his Mom’s moving around, the three foster care placements, and his aunt’s home, Derek has been in five schools and has changed classrooms a total of nine times. Nothing seems constant in his life. Derek says his first caseworker was “nice” but she was promoted to a different job and doesn’t see him anymore. He says his current worker is “OK” but doesn’t come around often enough for Derek to really get to know him. The guardian ad litum the court appointed to representing him hasn’t seen him in three years. Big Brothers declined to find a mentor for Derek because of his behavioral issues. Derek feels isolated and uncertain that anyone is there to look out for him.

Current system: In a system designed to provide temporary support for families and children, there is little continuity for a child in the child welfare system. Your family might not be around. Your caseworker, counselor, or therapist might move onto something else. You’ve had so many teachers you can’t even remember their names. Even the place where you live isn’t permanent. Who or what can you trust to be permanent? 

New system: The new child welfare system will develop a bank of mentor-advocates who will stay with the child as long as he or she is in the child welfare system. “Every child deserves a champion, somebody who he can count on when times are tough, and especially when circumstances change,” says Wendy Rickman, project manager for the child welfare redesign. The champions may be relatives, but “we need to look outside of the group of people who normally sit at the child welfare table,” she said. Having one thing stable in a child’s life, regardless of the other transitions, can make the child’s world a different place.

Community Care

Victor and his Dad had a huge blowout when Victor brought home two F’s on his report card. Victor stomped out of the house, Dad followed him, and the two had a screaming match right in the front yard. Hearing the threats, a neighbor called the child abuse hot line. It wasn’t the first time. Police called DHS last year when Victor admitted he’d set the garage on fire because he was mad at Dad. Both times, however, DHS determined there was no abuse. After the fight on the front lawn, Dad agreed to accept parenting services, feeling like if he didn’t, somebody might file a child in need of assistance petition with the juvenile court, and he’d lose his son. So, Dad accepted services and continues to do so. Things have gotten better with Victor, but Dad is resentful. Whether he’s part of the system or not, he feels trapped.

Current system: Even when DHS does not make a finding that abuse has occurred, an estimated 20% of cases become part of Iowa’s child welfare when parents voluntarily accept parenting or other services. They do so not only because they love their children and want to make things better for their family, but because sometimes they feel compelled to do so. They don’t want another abuse investigation, don’t want to seem uncooperative, and don’t want to lose their children. DHS, often worried that they have missed potential abuse or risk to the children, feels more comfortable having someone “keeping any eye on” families. Families, in the meantime, may feel some stigma attached to accepting these services, particularly since no abuse has occurred.

New system: When an assessment determines that abuse has not occurred, parents will not become part of the DHS system. Instead, a provider will be given a case rate to serve families who want further support, with incentives to the provider based upon preventing future confirmed abuse over a given time period. This approach should be less threatening to families, making it easier to accept help, and will also reduce the DHS caseload.
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