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Coordination of Health Services Summary
Through interagency agreement and established processes, the Department of Children’s Services and the Tennessee Bureau of TennCare collaborate to provide health services for children in custody.  DCS further collaborates with other state agencies including the Tennessee Department of Health, the Department of Education, and the Department of Intellectual and Developmental Disabilities Services.  

DCS is supported by a specific TennCare managed care company for children in care, as well as the Centers of Excellence, five centers that provide case consultation and specialty services for children in and at risk of state custody.  DCS regional staff is supported by Well-Being Child Health teams, which provide health support for children in custody.   Children entering care are assigned immediate eligibility and assigned to a TennCare managed care company serving custody children.  

A 72 hour review of the child’s health status is completed by DCS Child Health staff, and an initial EPSDT screening appointment is completed at the Department of Health or designated provider within 30 days of entry into care.  Recommendations of follow up services indicated by EPSDT screenings are sent to the DCS Child Health nurse, who communicates the health service needs with the family service worker.  These service needs are tracked in the DCS child welfare tracking system (TFACTS), and access to the services is documented through the Health Confirmation and Follow Up form, completed by the health provider.  The form provides information regarding additional follow up service needs.  

In order to identify needs and strengths impacting placement for children age 5 and over, a Child and Adolescent Needs and Strengths assessment is completed which provides information regarding the behavioral health service needs of the child.  This assessment informs the Child and Family Team, which determines placement and Mental Health services.  

DCS incorporates the health and behavioral health needs of child and family into the Functional Family Assessment and Permanency Plan.  The Child and Family Team meeting process encourages the communication of health needs, which is furthered by face to face visitation protocols which support ongoing communication regarding health needs.

Communication regarding health services is further enhanced by the informed consent practice of the department, supporting communication with the child’s family regarding medications and treatment.  DCS has implemented specific training and monitoring to support Protection from Harm for children in care, including fostering positive behavior, medication administration and psychotropic medication monitoring. 

Coordination of Health Services: Description

Collaboration of DCS and TennCare
Through interagency agreement and established processes, the Department of Children’s Services and the Tennessee Bureau of TennCare collaborate to provide health services for children in custody.  DCS further collaborates with other state agencies including the Tennessee Department of Health, the Department of Education, and the Department of Intellectual and Developmental Disabilities (DIDD).  

TennCare (Medicaid) Eligibility
Immediate eligibility is assigned to children entering care within 24-48 hours. This includes assignment to the TennCare Managed Care Company and a primary care physician.  Virtually all children in custody are eligible for TennCare.  Following immediate eligibility, a TennCare (Medicaid) eligibility determination is completed within 45 days of a child’s entry into care.  This determination and the eligibility process is provided through DCS child welfare benefit workers, who have access to the eligibility processing program administered by the Department of Human Services.  Policy and procedure for TennCare eligibility is coordinated through the state’s lead Medicaid eligibility agency, the Department of Human Services.  The DCS child welfare benefit workers remain responsible for Medicaid re-determination while children remain in custody.  DCS provides a quarterly update to the Bureau of TennCare regarding these eligibility transactions completed on behalf of children in DCS custody.
The Medicaid eligibility process is being updated in compliance with Federal changes.  The Bureau of TennCare will be more directly involved with eligibility determination when their system is completed.

TennCare Managed Care Companies
The Bureau of TennCare contracts with Managed Care Companies to provide TennCare services for TennCare enrollees.  TennCare has a designated a single Managed Care Company, TennCare Select, to serve children in custody.  TennCare Select has developed a Best Practice Network (BPN) of providers to serve children in custody.
It is composed of Primary Care Practitioners (PCPs), Dentists and Behavioral Health Providers[footnoteRef:1] who have agreed to serve the health care needs of this unique population and to fulfill special roles and responsibilities associated with the management of children in state custody. The Best Practice Network Primary Care Practitioner (BPN PCP) administers basic health care and coordinates all physical and behavioral health care for the children assigned to him/her.  The BPN PCP is responsible for providing a “medical home” for these children and maintaining all health records for the child, regardless of where the care is provided. All Providers are required to forward medical records to the BPN PCP so that a comprehensive medical record can be maintained.  Dental services are provided statewide with a Dental managed care company subcontractor[footnoteRef:2], and pharmacy services for all TennCare enrollees are provided through a statewide pharmacy benefits contract[footnoteRef:3]. [1:  The State of Tennessee TennCare program has implemented an integrated health care model; in the past the Behavioral Health plan was a separate managed care plan; the integrated plan for children in custody was effective 9/1/09.   ]  [2:  DentaQuest]  [3:  The PBM is Magellan] 


When children enter state custody, TennCare Select is notified for assignment of immediate eligibility and a BPN Primary Care Provider.  TennCare Select provides customer service specifically for DCS family service workers and resource parents.   A designated toll free line is staffed with personnel who are oriented to DCS. 

DCS and the designated MCCs meet on a regular basis to review and implement strategies to improve health care coordination to children in custody.  This meeting is held quarterly, with follow ups as needed.  Topics have included the care coordination of children with both medical and behavioral health needs, coordination of residential care for children at risk of custody, and specialized information for resource parents. 

TennCare Select has partnered with DCS to develop a “medical home notebook” for use by foster parents for children in their home.  Additional description regarding this project is found under the section Communicating about Health needs.

Centers of Excellence
In addition to the Managed Care Company networks, DCS contracts with five Centers of Excellence (COEs) funded by TennCare to serve children in and at risk of state custody.   The five Centers of Excellence provide behavioral and medical consultation and evaluations to children served by DCS.  The COEs are coordinated through the Department of Children’s Services.  
The COEs provide consultation and evaluation for children who have complex behavioral and medical problems, and may provide direct services children including psychiatric and psychological evaluations and medication management.  Case consultation includes direct review and interaction on children in care with DCS staff.
Case consultation is a primary service provided by the COE for children both in and at risk of custody.  Referrals are made by the DCS regional psychologist or community providers to the COE.  Case consultation is completed by the interdisciplinary team, most often with DCS staff in attendance, either in person or phone conferencing.  Recommendations are made and the written consultation is compiled by one of the COE psychologists.  Examples of recommendations include referrals for psychiatric evaluation with review of current medications, assessment for trauma/anxiety symptoms; and impressions for DCS regarding placement settings that would be most appropriate, given the presenting behaviors and treatment needs
The COE interdisciplinary team participates with DCS on case reviews, usually on a monthly basis.  The records and current case status are discussed, along with the presenting concern. The case review process enables the COE to provide recommendations to DCS on complex cases to identify whether further evaluation is needed, and to suggest appropriate treatment approaches.  An example of the case review process indicated that DCS requested a psychological but the COE determined additional testing did not appear necessary, and suggested instead support to the parent to target the parents’ management of symptoms.  
COEs and Best Practice development
For children with complicated medical problems, the COEs coordinate referrals and services to medical sub-specialties and hospital services to meet the child's needs.   The COE serves as consults with physicians serving children in foster care in the designated BPN (Best Practice Network).

The COEs have established learning collaboratives, and provide best practice development for providers who serve children in and at risk of custody, with a focus on services related to trauma.  The focus of the best practice development includes Trauma Focused Cognitive Behavioral Therapy.  Additionally, the Attachment Regulation Competency (ARC) model was selected by the COEs statewide for implementation as a learning collaborative, and this best practice model has been made available to providers.  

The COE in the East region identified a need for a treatment intervention to target adolescents with trauma based symptoms.  The COE identified skilled clinicians experienced in dialectical behavioral therapy (DBT) and have implemented a group DBT program, with referrals from the COE and region.  

The COEs in the Northeast region and West grand division provide training and mentoring for community therapists regarding PCIT (Parent child interaction therapy).  The COEs also lead a statewide workgroup that is thoughtfully reviewing infant mental health, and how best practice can be implemented.
The State's Centers of Excellence for Children in State Custody have been recognized by the American Psychiatric Association as one of the top four innovative programs serving children in the United States.    The State's Centers of Excellence currently are located at Vanderbilt University Medical Center, University of Tennessee-Memphis Boling Center, East Tennessee State University Medical Center, University of Tennessee Knoxville, and Southeast Center of Excellence, Focus Psychiatric, Chattanooga.
DCS Health Coordination: Child Health Teams
Child Health Teams in the Tennessee child welfare program serve to support family service workers, resource parents, and providers with recommendations and technical assistance for children and families served by DCS (Department of Children’s Services).  The supports provided by the Child Health teams work collaboratively to reinforce permanency and safety.
Each of the 12 DCS regions has a Child Health team, which includes the following staff:

· Psychologist
· Nurse
· Health Advocate Representative
· Services and Appeals tracking coordinator
· Educational Specialist

Adjunct Members:
· Interdependent Living Specialist
· Child Adolescent Needs & Strengths (CANS) Field Assessor

Child Health teams are responsible programmatically for the system of support for well-being services in their region.  They provide targeted technical assistance on specific cases from pre-custodial stages through transition to permanency.  They serve as consultants on cases where the treatment, educational, or transition needs require specialized assistance.  

Child Health Triage
Initial Well Being Information and History
Well-being information is part of the initial assessment process for children entering care.  As a child enters care, the initial contact, often the DCS Court Liaison or Child Protective Services Worker will gather pertinent health and educational information about the child from the family or caregiver.  This information is captured on the Well Being Information and History form, and it is provided to the Child Health team the next business day following a child’s entry into care.     

The Regional Child Health Nurse and Psychologist review the Well Being Information and History form, and provide an initial review for the determination of immediate and non- immediate health needs within 72 hours.  Policy (EPSDT 20.7) requires the DCS Regional Nurse to identify the need for immediate health care, including assessment for infectious and communicable diseases, and alert family services workers about immediate health needs identified.  These recommendations are provided in writing to the Family Service Worker (FSW).  The tracking coordinator (SAT) receives the recommendations and enters identified services into the electronic case record for tracking.

Concurrent with the above process, the Health Advocate Representative (or other regional designee) enrolls the child with the TennCare Managed Care Company for temporary immediate eligibility.  A Primary Care Physician (PCP) is also assigned at this time, with DCS selection.

The DCS Child Health teams have access to the Shared Health program administered by Blue Cross Blue Shield of Tennessee that contains an electronic clinical health record for TennCare enrollees.[footnoteRef:4]  The Child Health Team is able to review information for children in DCS care.  As noted earlier, the primary care physicians in TennCare Select serving the DCS Children, the Best Practice Network (BPN), are also encouraged to review health information in shared health on children assigned to their care.    [4:  The shared health record consists of paid claims information, and may include prior EPSDT screening information.] 

A new system has been developed and is about to be launched.    

Child and Adolescent Needs and Strengths (CANS)
Within five (5) days of a child’s entry into care, the FSW completes the Child and Adolescent Needs and Strengths (CANS).  

As indicated earlier in this document, children in custody access medical and behavioral health services through the assigned TennCare Managed Care Company, however DCS is responsible for the residential behavioral health services provided to children in custody. TennCare contracts with DCS to provide residential services for children in custody[footnoteRef:5].  DCS has a provider network to serve children through therapeutic foster care, residential treatment, and sub-acute services. [5:  When children are not in custody, residential services are provided through the Managed Care Company (BHO)...] 


Tennessee is one of only a couple of states nationwide who operate their state Medicaid system completely through MCOs.  Contracting for mental health service directly gives DCS closer monitoring abilities than can be done in traditional Medicaid states.  The dual Foster Care/Residential Treatment system assures individualized planning for children with complex needs with flexibility to meet their needs in less restrictive settings.  See monitoring graph.

To meet the unique needs of children entering custodial care, and the ensuing placement decisions, DCS has developed and implemented a family-focused, strengths-based, and culturally-competent behavioral screening tool to identify and address the placement, treatment and permanency needs of youth.

DCS utilizes a behavioral screening tool, the Child and Adolescent Needs and Strengths (CANS), for use in determining the service needs of children in custody.  The CANS information is used to identify child and family behavioral needs and is incorporated into the decision making process for the Child and Family Team Meeting (CFTM) to determine whether a child in care should be placed in therapeutic foster care, residential, or continuum treatment, which are funded in whole or part by the Bureau of TennCare through interagency agreement.

The CANS takes into account child and family service setting, needs, and strengths and serves as the basis for the CFTM process in determining whether children need involvement of a private agency, can be served in their own homes or communities, and are making progress.   The CANS includes the major requirements of a behavioral screening tool, and the DCS protocol calls for completion of the CANS within five (5) days of entry into care, and then at intervals of major transition within the custody episode.   Once the FSW has completed the CANS, it is reviewed clinically by the Vanderbilt University (VU) COE Field Assessor.  VU COE Field Assessors help clarify assessment information and make suggestions on the scoring of individual items.  They also support case management and supervisory staff by recommending modalities or interventions that might be helpful to children with specific CANS-identified need and strength profiles and in the context of knowledge about relevant community partners.

Further supports are provided to the CFTM in the placement determination process through the child health teams.  Children referred to medically fragile resource homes are reviewed by the Regional Child Health Nurse, and children referred to higher level (sub-acute) residential behavioral health services are reviewed by the Regional Child Health Psychologist.

Interdisciplinary Triage Review
Regional Child Health teams meet in the first 30 days (depending on size and regional needs) regarding the children that have entered care in their region.  All disciplines of the Regional Child Health team are included in this interdisciplinary review of the child and their presenting needs.  

The FSW and their supervisor, the team leader (TL) are included in the meeting, which is made available telephonically.  The team is informed of additional information which has been received, and a determination about the need for additional information is also addressed.  

Recommendations about health, placement, education and independent living are discussed, and action steps are assigned.  For example, a school records request or a prescription refill might be issues identified as action steps.   Unaddressed needs are tracked electronically in the case.


EPSDT
Policy (EPSDT 20.7) requires that the child be taken for a screening within 30 days of entry into care; appointments are made as soon as feasible, but not later than 7 calendar days after the child’s entry into care.  The family service workers requests immunization records, and information regarding immunization, as well as the Well Being Information and History form is provided to the child’s placement/caretaker.

EPSDT screenings are provided by the state Health Departments (available in each county) or designated providers who are knowledgeable about foster care and Medicaid requirements of EPSDT screening components.  Under Federal EPSDT regulations, screening visits consist of a comprehensive health and developmental history, an unclothed physical exam, vision and hearing screenings, appropriate immunizations, laboratory tests, and health education. The purpose of these visits is to identify physical, mental, or developmental problems and risks as early as possible and to link children to needed diagnostic and treatment services. 

The Pediatric Symptom checklist (PSC) and the PEDS are incorporated into the above initial screening provided through the Department of Health or designated providers.  A summary sheet indicating the completed components of the screening and findings of the screening is provided by the Health Department or designated provider to the child’s assigned PCP (primary care provider) with a copy to the Department’s Regional Child Health team.

The Regional Child Health team member (nurse) reviews the completed components and findings of the screening, making specific recommendations for follow up care identified to the family service worker.

Components not completed generally include immunizations (when those records are not yet available to DCS or the EPSDT provider) and instances when a component is not completed due to illness related to the screening element.  Children are referred for services relating to screening components that were not completed (i.e. child had ear infection; referral is made and then hearing screening was completed).

The Regional Child Health Services and Appeals Tracking Coordinator (SAT) enters the completed EPSDT and the follow up recommendations into the DCS child welfare tracking system.  If there are follow up services resulting from the EPSDT, the Regional Child Health services tracking coordinator (SAT) will request an appointment date from the family service worker.  A report can be generated from TFACTS with incomplete appointments or incomplete follow up.   Follow up services are entered when the child receives the follow up service, and this information is available on the client health summary from TFACTS.  

Ongoing EPSDT screening: Annual and according to Periodicity Schedule
After the initial EPSDT screening and follow up services, children remaining in care will receive EPSDT screenings according to the periodicity schedule.  Policy (EPSDT 20.7) requires that children receive EPSDT according to the periodicity schedule.  EPSDT screenings are scheduled and accessed according to the periodicity schedule of the EPSDT program at least annually, and as required for children under 2. Reports are provided to regional DCS programs monthly of all children who have a screening that will be needed in the next 60 days, as well as a report of children who have/have not met their annual screening. 

Dental Care
All children/youth entering care age one (1) or older receive an initial EPSDT dental examination by a dentist within thirty (30) days of entering care unless the child/youth has received a dental exam within the last six months.  Children under one (1) year can be seen by a dentist if they need an oral health assessment or if an oral health problem is suspected.  Policy 20.12 

Dental examinations often indicate the need for additional dental treatment and require follow-up appointments. Dental treatment may include diagnostic services, preventive services, restorative procedures, extractions, and specialty care as medically necessary.   If a child has a cavity, toothache, or other dental related problem, an appointment should be made to assess that particular problem as needed.  Following the initial assessment, youth receive a dental exam and cleaning every six (6) months or as recommended by the dentist. 

Compliance for EPSDT Medical screening has been documented at 95% or above for the last 5 years.  Dental EPSDT compliance is running at 85% and above (six month exam not just annually).   Tennessee was in substantial compliance at the last review.  

Tracking all Health Services: Health Confirmation and Follow up 
In addition to tracking EPSDT, when a child receives any type of health service (except for the EPSDT screening), the Health Services Confirmation and Follow up form (CS-0689), should be given to the provider with a request that the form be completed or the information provided.

The Health Confirmation and Follow up form allows a provider to communicate brief information about the health visit and findings.  It also allows the provider to inform regarding any follow up services identified.  The Health Confirmation and Follow up form allows for communication with DCS, any TennCare or other managed care provider, the DCS provider, and the DCS resource parent.  The information on completed health services, as well as services that are needed, is entered by the SAT into the child welfare tracking system.  This information can be printed into a document known as the client health summary.  The client health summary can be provided to persons caring for children in custody. 

The cycle of identifying health services and confirming a child’s access to health services is continuous and is aided through this process of entry into the child welfare tracking system.  Reports support this process.  DCS has adopted a protocol for how reports will be used at the regional level to identify children for whom screenings or follow up services have not been documented (Attachment A).  

In 2013 The John B Lawsuit, in which DCS was named, was vacated as the court found the state to be in substantial compliance with EPSDT standards.  DCS is maintaining those standards and is still audited for that compliance.

Wellbeing integrated into Functional Family Assessment
The Well Being status and needs as identified through the recommendations of the Regional Child Health team and the EPSDT are incorporated into the comprehensive assessment of child and family, i.e., the Functional Family Assessment.  The Functional Family Assessment is an ongoing assessment, capturing the strengths and needs of the family, and used to develop the Permanency Plan.  The interdependent assessment (Ancil E. Casey) is completed for all youth aged 14 and older.  EPSDT results are captured in the Permanency Plan, and action steps for health follow up needs are identified in the well-being section.  The interdependent living plan is incorporated as part of the permanency plan.

Crisis Management Team 
The Crisis Management Team manages a TennCare process which ensures children at risk of custody can be treated in the community without coming into custody for services.  The team is now part of the DCS Child Health team and has been highly successful in averting custody for hundreds of children.  See details attached.

Trauma Assessment 
DCS becomes involved with families when there is a risk to a child’s safety and care; however, children are impacted when separation from their family occurs.  Having this knowledge DCS works in conjunction with the Office of Permanence and with support of external partners to assess trauma in children.  The broadest and most general mental health screening is a component of the EPSDT which occurs within 30 days of a child/youth entering custody.  This would potentially identify symptoms which could be attributable to trauma that a child/youth experienced.  If the EPSDT screening identifies mental health symptoms then a more thorough mental health assessment is arranged. 

The Family Functional Assessment (FFA) is essentially a psychosocial assessment conducted when children/youth enter custody and on an ongoing basis.  It is an open ended interview as well as a gathering of information on the psychosocial functioning of the child/youth and their family.  It includes information about experiences the child/youth has had and situations which ultimately led to the child/youth coming into custody.  The specifics of “what” trauma the child experienced are gathered through this process. 

The most specific screening process, the Child and Adolescent Needs and Strengths (CANS) Assessment, is conducted on children/youth 5 and older within 5 days of entering custody.  A specific “trauma module” is embedded within the Tennessee version of the CANS.  When the “trauma experiences” item of the CANS is scored as warranting further exploration then the trauma module is used to assess the child/youth more fully.  This involves: types of trauma that the child/youth has experienced (e.g., sexual abuse, physical abuse, neglect, natural disaster, witness to family violence, etc.), symptoms experienced (e.g., numbing, dissociation, avoidance, re-experience, etc.), and if the trauma is sexual abuse further details (e.g., frequency, duration, force, etc.).  The CANS highlights strengths and needs of the child/youth and family which will assist in determining appropriate therapeutic approaches to take with care.  There is also the capacity to analyze the aggregated trauma information gathered through the CANS to assist with systems issues.  For example, this information combined with information of geographic availability of trauma treatment enables DCS to identify potential geographic gaps in services.

As with any patient, trauma may not be disclosed until later points in time.  When this occurs it activates further evaluation and treatment through contract and/or community mental health providers through much the same processes described above.

Technical Assistance by Child Health Teams
Child Health teams are active in the life of a case while children and families receive care through DCS.  FSWs may consult with these professionals and specialist on an ongoing basis, and they often participate in the Child and Family Team Meeting (CFTM).

The specialized roles of child health include the following:
Support of Placement determinations
· The CANS Field Assessor supports the placement determination process
· The psychologist approves Level 3 and Level 4 residential placements
· The nurse approves medically fragile placements

Access to Child Health Services 
· The psychologist and nurse provide FSWs, resource parents, and other DCS staff with explanation and understanding of psychological testing, medical tests, and other health matters.  
· The Health Advocate Representative assists FSWs, resource parents, and other DCS staff with access to TennCare services, and if there are access barriers will address these or files TennCare appeals as needed.  
· The Health Advocate Representative serves as a liaison to identify and support transition to adult Department of Intellectual and Developmental Disabilities Services (DIDD) Waiver services and mental health services.  
· The Independent living specialists support  Independent Living planning and implementation, and manage post-custody cases.  
· The educational consultant attends IEP meetings and Child and Family Team Meetings, interacts and engages local education agencies, conducts training for schools and staff, and supports the educational passport process.
· Transition to adult services is very successful as it is closely monitored for timely moves.  
· Any denials, delay or termination of medical/ behavioral services are resolved and the monitoring process is report to the Federal court monthly.
· Children in residential treatment services through DCS are monitored by the TennCare advocates for appropriateness of services.



Coordinating Special Populations
Tennessee Early Intervention Services
Children entering care under the age of 3 are referred to the Tennessee Early Intervention program for evaluation and implementation of any identified service needs.  The Regional Educational Specialist of the Child Health team responds to any concerns regarding this referral process and service.

Medically Fragile
As part of its residential service network, DCS provides medically fragile foster homes for children with special needs.  DCS coordinates with TennCare Select for children who may need managed care case coordination.  Referrals are made for children in the medically fragile homes, or other children, who may need nursing case management.  

Coordination for Psychiatric Hospitalization
TennCare Managed Care and DCS coordinate regarding inpatient psychiatric hospital stays for children in custody. TennCare managed care case management works to ensure that DCS Child Health is aware of the hospitalization, providing a link from the hospital to DCS to facilitate medication consents for children in the hospital, and to collaborate regarding discharge planning.

Integrated Care
DCS and TennCare Select coordinate cases for children that require receipt of concurrent medical and behavioral health services.  A case coordinator is assigned at TennCare Select to work actively with the DCS Regional Child Health nurse and other DCS staff.

Monthly Collaborative Rounds Conference calls are now happening to discuss complex medical and behavioral health cases that require a team approach and planning or successful outcomes.  Child Health partners with the Manages Care Organization (MCO), providers and any other partners in those efforts.
 
Transition to specialized TennCare services 
DCS works with the designated Managed Care Contractor (MCC), through its Behavioral Health organization, to coordinate to youth in custody with mental health needs to adult mental health TennCare services.  Likewise, through the TennCare long term care program’s Home and Community Based (HCBS) Waiver, the Department of Intellectual and Developmental Disabilities services coordinates transition for custody youth that will be served through the HCBS waiver as adults. [footnoteRef:6]  Youth are identified, and technical support is provided through the Regional and Central Office Child Health teams to support this casework. [6:  Legislation has provided for the restructure the delivery of HCBS services, so that they will be incorporated in the service delivery of the Managed Care Companies. ] 


Communicating about Health Needs
Child and Family Teams
Treatment for trauma, neglect, mental health and behavioral health is contiguous with the path to Permanency.  The well-being of children in care is included in the child and family team meeting.  Results of the EPSDT are incorporated into the Permanency Plan, and identified service needs are included in the Permanency Plan.   

DCS Providers and Resource Homes
As part of the initial placement process, DCS providers or resource homes receive the authorization for routine health services, Insurance or TennCare information, medications and medication information, and health information.  (Policy 16.46)   The CFTM should address well-being and engage all team members.  (Policy 31.7).  The CFTM protocol requires the CFTM to assess the concerns, issues and underlying needs of the family/child. The plan is based on assessments made through the Functional Assessment, CANS, SDM, EPSDT, mental health assessment or other evaluations. 

For ongoing communication regarding health needs, the visitation protocol (adjunct to Policy 16.38, Face to Face visitation) requires engagement regarding health issues.   The protocol indicates that visits are an opportunity to ensure communication and coordination of health services. The health summary, available in the child welfare tracking system Health icon, is to be printed and provided to the facility or home. Responsibility for arrangements of identified services are to be discussed.

Resource Parents are supported by the Foster Parent Advocacy Program, and they may contact trained foster parent peers for any concerns, including health care for children in their care.  Information on health services is provided during initial training for resource parents, Parents as Tender Healers (PATH), and spring and summer conferences are held.  Resource parents may contact the Well Being team members directly regarding health concerns for children in their care.  The Health Advocate Representative communicates important TennCare managed care information to the resource parents in their region through meetings and training opportunities. 
PATH information regarding Health care services was updated in the spring of 2014.

Medical Home notebook
An additional collaboration with the managed care company has been the development of a medical home notebook for children in foster care. In an effort to further improve communication and documentation about health services (medical and behavioral) for children in foster care, TennCare, foster parent advocates and the DCS Office of Child Health collaborated to develop a medical home notebook. The notebook contains information about health benefits and access, and is designed with pockets to hold the health insurance card, encounter and contact information. The goal of the medical home notebook is to support availability and communication regarding health background and concerns with the BPN provider, other health providers, the foster parent, and DCS.   The notebook has been update based on feedback from foster parents and is in the process of distribution statewide. 

TennCare eligibility information when exiting care 
Information about the continuation of TennCare (Medicaid) benefits for children exiting care to permanency through adoption or reunification, and young persons transitioning to post custody is provided as part of the transition child and family team meeting. 


The Protocol for Continuation of TennCare Eligibility for Children Exiting Custody
is reviewed at the child and family team meeting, as supported through the Child and Family Team Meeting Protocol.  A flyer How to Keep TennCare for your child is provided.
Changes in the eligibility system will allow youth leaving care to transition their Medicaid benefits seamlessly and the extension of benefits is being communicated and supported to those youth in the extended benefits category.  

Youth transitioning to adulthood or post custody services are also provided information regarding their right to make health care decisions, including their right to communicate about health decisions through advance directives.  Information is provided at the planning child and family team meeting, and a one page flyer gives brief written information regarding information on continued TennCare (Medicaid) benefits as well as information on how to create an Advance Care Plan.

Informed Consent 
Every individual has the right to receive information regarding prescribed tests or treatments, including risks and benefits of taking the tests or treatments and risks/benefits of not taking the tests or treatments. 
In order for children in custody to receive appropriate health services, DCS facilitates the informed consent process by involving the parent/guardian/older youth in the consent process, or by providing consent as appropriate.
Parents are engaged in health care decision making through the Child and Family Team meeting process.  Parents are initially asked to provide consent for routine health services for minors, unless parental rights have been terminated.  The parent should be engaged to consent for all routine health services, emergency services, surgeries, and medications.  In the event the parent is unavailable to provide consent for routine services, the FSW, the resource parent, the private provider caseworker, the designated DCS Group Home, and the designated Youth Development Center staff (Superintendent or designee) are authorized by DCS to give consent for routine medical care. In the event the parent is unable to provide consent, (or parental right have been terminated), for surgeries and psychotropic medications, the DCS Regional Child Health Nurse will provide consent.  DCS Policy 20.24 sets out this process.

Medication Administration 
DCS has implemented policies regarding medication administration (Policy 20.15).
The Medication administration policy includes requirements for training, assistance with self-administration, refusal of medication, transport of medication, medication documentation, storage, and disposal.

DCS requires tracking of medication errors by DCS providers for children in state custody.  The tracking system involves a web-based system of reporting, and notifications are provided to DCS Regional Child Health Nurses for review.  

"Medication Administration for Resource Parents" is a training workshop that provides Resource Parents the knowledge base to safely and effectively administer medications to children in their care.  DCS has worked closely with the Tennessee Center for Child Welfare Consortium to provide training to Resource Parents on the topic of medication administration.  DCS has collaborated with Schools of Nursing at Consortium Universities to deliver this training to Resource Parents.  The nursing schools have used this training opportunity as a community health clinical rotation for their nursing students.  CPR and First Aid Training are also provided by the Consortium to resource parents.

Protection from Harm
Fostering Positive Behavior
DCS developed a training curriculum in conjunction with Middle Tennessee State University entitled “Fostering Positive Behavior” that utilizes interactive video and several real-life situations involving behavior challenges for children and youth served by DCS.  The training relates information about the appropriate use of psychotropic medication.  The University Training Consortium has delivered this training to DCS staff, and provider agencies are required to deliver this curriculum to their staff.  
In addition, the Consortium completed an adaptation of the curriculum specifically for resource parents.   

DCS monitors the use of behavioral interventions by DCS providers through incident self-reporting by providers through a web based application, site visits, and annual reviews.

Psychotropic Medication Administration and Monitoring
The DCS psychotropic Medication Policy (20.18) prohibits the use of medication for experimentation, research, discipline, convenience of staff, or a substitute for appropriate programming.  The use of psychotropic medications for the purpose of chemical restraint, or immobilization, for any child/youth in the care of DCS is prohibited.  The policy sets out procedures for the emergency use of psychotropic medications for children in hospital facilities or Psychiatric Treatment Residential Facilities, which requires monitoring and evaluation and notification to family and DCS 

The Department monitors the use of psychotropic medication for children/youth in care.  The DCS Regional Child Health Nurses are required to be notified of all psychotropic medications prescribed, all dosage changes, and discontinuation of psychotropic medication for children/youth in custody. Psychotropic medication information, including information about informed consent, is entered into the DCS child welfare tracking system. 

Psychotropic Medication Policy Training Curriculum is required for all Contract Providers and DCS Staff to complete during Pre-Service Training as well as a Review Course every two (2) years. This curriculum is available from DCS.
In order to provide consultation and oversight with regard to psychotropic medication, DCS employs a Child and Adolescent Psychiatrist.  This is now a full-time staff person who serves as the Medical Director for the department.
As indicated above, the Health section of the DCS child welfare tracking system includes the ability to track specific psychotropic medications usage in children. Medications are monitored within the Psychotropic Medication Utilization Parameters for Children in State Custody guidelines adopted by DCS which include two or more medications of the same class, four or more psychotropic medications, and medications for children age five and under.  
DCS has also collaborated with the assigned TennCare Managed Care Company, TennCare Select, regarding psychotropic medication usage for children in foster care.  The consulting psychiatrist at DCS provided specific medications information to TennCare Select, who combines paid claims data and prescribing provider data with custody information to create a report that is used to monitor systemic psychotropic medication practices for children in care.
In February of 2013, new leadership of the Department occurred with the appointment of Jim Henry as Commissioner of DCS.  His leadership has placed even greater emphasis on Health by developing the Division of Child Health led by Deputy Commissioner Thomas Cheetham, M.D.  Not only will the department’s current efforts in ensuring appropriate healthcare for children/youth at risk or in custody continue but initiatives in this area will take the highest level of emphasis and importance and will become more fully integrated with other areas of care.  
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