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Mental and Behavioral Health Services to Children in Foster Care Subcommittee

February 11, 2008 Meeting Minutes
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Dr. Richard Margolis, CMH

Laura Miles, DFS

Janice Mink (Subcommittee Co-chair)

Fran Mulherin, CASA
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Julia Pearce, CPRB

Amy Revels, CAC

Dennis Rozumalski, DOE

Gwen Stubbolo, CASA

Glyne Williams, DMMA
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(Subcommittee Co-chair)

Jessie Wolfe-Parsons, CMH

The Honorable Loretta Young, Family Court

I. Opening Remarks and Introductions

Co-Chairs Randy Williams and Janice Mink welcomed everyone and attendees introduced themselves.    

II. Approval of Minutes

The December 17, 2007 meeting minutes and the January 14, 2008 meeting minutes were approved.  
III. Users/Providers of Child Mental Health Services to Children in Foster Care and those Adopted Out of Foster Care Presentations

Julia Pearce, Executive Director of the Child Placement Review Board (CPRB), was the first presenter.  She began by identifying the challenges facing children in foster care with mental and behavioral health needs, in the Board’s opinion.  First was the amount of time between identifying those needs and getting children the services they need, which she felt is too lengthy.  She also felt that occasionally children fall into “no counseling” periods, if for some reason funding runs out or their approved number of sessions run out.  She was concerned that Division of Family Services (DFS) workers do not always have the understanding and knowledge of the child mental and behavioral health system to be able to ensure that children are getting the services they need and that gaps do not occur unnecessarily.  Ms. Pearce also believed that often the criteria for services exclude children who need them, and that even when children do get services, there is often reluctance to engage or challenges to successfully engaging them, especially for older children.  CPRB has, on occasion, encountered a child who had not received their initial behavioral assessment as of the Board’s first review, which is conducted 10 months after the child entered care.  Finally, she believed that there is a lack of professionals to work with these children, and those that are available often lack adequate training.  
Next, Ms. Pearce offered some positive aspects of the current system.  She acknowledged that the time it takes to access services has improved and is good compared to years past, and that there has been an increase in the number of therapists available to work with these children.  She felt that the services offered are of a high quality, and that counseling to younger children and their families has improved.  She also recognized that the continuity of service providers, if a child moves out of a county and then back, for example, is much better than it has been in the past.  
Ms. Pearce then offered several recommendations for improving the delivery of mental and behavioral health services to children in foster care.  First, though, she offered some insights.  She believed that in order to fix this system, other repairs need to be made in other systems as well.  She also does not believe that children can heal without being “claimed.”  By this she means that all the therapists and services in the world cannot help if everyone in a child’s life is just temporary.  For this reason, she included parents and families in her recommendations, because she believed that we need to fix the system in a way that provides permanent people for these children, and then supports them.  
First Ms. Pearce discussed what she called “indirect” recommendations.  The first of these was finding ways to stabilize foster care placements, so children are not traumatized again each time they are moved.  Along with this, she felt that we need to find ways to achieve permanency quicker so that placements are not jeopardized.  If achieving such permanency involves terminating a parent’s rights, then the Termination of Parental Rights (TPR) order must be issued swiftly, although thoughtfully.  She noted that placements are sometimes disrupted when Judges reserve judgments on TPR orders, and children are in limbo as they wait to hear if the TPR will be granted.  She also advised that we challenge the expectation that children need to “settle down” before they get a permanent placement.  Lastly, she felt that we need to create a system with planned respite as a preventive measure.  
The “direct” recommendations Ms. Pearce proposed began with training therapists to be more responsive to families and encouraging them to offer more services in the home, especially for the first few sessions.  She suggested that holding therapy in the home may be more relaxed from the therapist’s point of view, and less clinical from the child’s point of view.  She also recommended putting services in place for children and families immediately when a child is placed.  This includes supportive services for biological and foster parents so that they can learn to handle the child’s behavior.  Moreover, when children endure multiple placements, Ms. Pearce felt that there should be meetings with their former caregivers to discuss the child’s behaviors, personality traits, etc. to help the new caregivers know what to expect.  
Ms. Pearce recommended creating a system that allows services to be cut back when necessary but that allows the case to remain open with the Division of Child Mental Health Services (CMH) so services can easily be re-instated if needed.  Furthermore, children and families may need different kinds of support to sustain positive progress and newly learned behaviors.  She also felt that CMH residential care options should be in the same continuum as DFS residential care options, so that levels of care can change without disrupting relationships and services.  Susan Cycyk indicated that one way to work toward this recommendation might be to charge placements to something other than Medicaid.  She suggested that we just need to look at the financial structure of the placement.  

Ms. Pearce’s last recommendation, and the one that she felt was most important, was for the system to recognize that even one session with the wrong therapist can be very detrimental to these children and families.  She believes we need expanded and comprehensive training for professionals, because there are many issues therapists need to be able to deal with when it comes to children in foster care with mental and behavioral health needs that are generally not covered in traditional training.  Ms. Pearce asserted that therapists with a little bit of knowledge can be dangerous.
There followed a brief discussion of services for adoptive families.  Mary Lou Edgar felt that once families move from foster care to adoption, they lose financial resources and other supports as well, which may be a disincentive for adoption.  Others thought that disrupted adoptions may occur because parents are under the false impression that a child’s negative behaviors will go away once the child is adopted.  It was widely felt that there need to be continued services to support children and families even after adoptions are finalized, since the issues do not go away simply because the child was adopted.  Moreover, adoption is not meant to be a “respite for agencies;” agencies and professionals need to continue to help and support children and families as long as they need it.  
This led to a conversation about respite services, and the importance of routine respite care.  It was suggested that if families take advantage of respite services before they are in crisis and on a routine basis, it will not feel like a punishment to children or as though they are getting “kicked out.”  Children often feel the need for respite as much as parents, and may put themselves in danger by running away to get out of a bah situation at home, as a kind of self-imposed respite.  Furthermore, children may benefit from being around other children who have had similar experiences, in group respite programs.  Upper Bay Adoption and Counseling provides such a service, which is funded through DFS.  They hold a respite group every other week, and plan on holding an overnight soon.  It was noted that respite can be one of the most valuable services available to foster and adoptive families; however, providers need to be trained and need to understand the intense needs of these children, and must provide structure, to avoid negative respite experiences.  

Unfortunately, not all adoptive families get the kinds of services provided by Upper Bay.  Most families only receive services for about 6 months, until the adoption is finalized.  Janice Mink felt it was important to have an understanding of what services are available for children and families after adoptions are finalized if this group is going to make a recommendation on the issue.  While CMH has a small respite contract, they reported that it has not taken off the way they had hoped and that it is not used as much as it could be, although they are interested in talking about options for respite case.  In addition, CMH has no special unit or focus for post-adoption services.  CMH also has no special unit for children in foster care. The Department of Services for Children, Youth, and Their Families (DSCYF) proposed a budget initiative for a liaison to help adoptive families navigate the system, but it did not make the Governor’s recommended budget.  However, CMH had two budget initiatives that were approved that are specifically related to DFS and children in foster care: mental and behavioral health screening for all children who enter foster care, and Behavioral Health Consultants who would be located in DFS offices.
The next speaker was Ellen Levin, who has been a volunteer for the Court Appointed Special Advocate (CASA) program for about 5 years.  She talked about a sibling group she represented and one of the children, Brett, in particular.  Brett entered foster care when he was 12 years old, and is now almost 17.  Ms. Levin commended CMH and DFS for their work with Brett’s brother, Michael, but noted that Brett had 16 placements from March of 2003 through November of 2004, including some crisis placements.  One placement was the New Castle County Detention Center, where Brett was placed after being arrested for his behavior.  As a side note, Ms. Levin stated that she does not think that arresting these children for their behaviors is the best thing to do.  Due to his behavior, Brett was classified as “hard to place;” he was placed in a Residential Treatment Center (RTC), then moved to an Individual Residential Treatment (IRT) foster home by DFS.  According to Ms. Levin, however, CMH refused to fund the IRT, although it was obvious that a traditional foster home would not work for this child.  Eventually DFS agreed to pay for the IRT, and CMH closed its file on Brett.  When the IRT contracts went away last year, Brett’s services were downgraded, and although his foster family agreed to keep him, there are now 3 foster children in the home instead of just him.  
At this point Ms. Levin relayed some insights from Brett’s foster father, whom she had interviewed prior to this meeting.  He stated that when the IRT ended, all the services, which were previously provided in the home, were outsourced, and Brett had to start all over again with new therapists who did not have all of the information because his files were not transferred correctly.  He felt that they could no longer get immediate answers to questions or concerns, such as when it took 2 weeks to get Brett new prescriptions when the originals were destroyed in the wash, and that communication with the therapists was worse.  He stated that it was harder to schedule appointments and to get therapists to return phone calls or come to see Brett if needed.  The foster father also noted that he has only spoken to the CMH workers about 3 times in the last year.  

While he was in the IRT home, Brett went about 2 years with no behavioral issues, but the foster father reported that he began to regress in the past year.  He reported that Brett’s relationship with his therapist was not good, and they requested a change, hopefully to a male therapist.  Brett then went 6 weeks with no therapy, during which time his foster parents thought for the first time of not allowing him to stay in their home.  The DFS worker than came up with a plan to provide outpatient therapy and psychiatry through Medicaid rather than through CMH.  The psychiatrist immediately took Brett on and he began receiving services in the home again.  The foster father’s overall recommendation was not to change things that are working.
One of the issues identified by Ms. Levin’s presentation was the transfer of records and/or reports from one therapist to another when a child must change therapists.  It can be detrimental to the child to have to start all over again, and it is a risky professional decision to treat a child without having all of the necessary information.  DFS personnel noted that they often have difficulty getting records from therapists as well.  Laura Miles informed the group that there is currently a workgroup within DSCYF working on the issue of information sharing, particularly when it comes to mental and behavioral health and substance abuse, which are highly protected areas.  It was mentioned that is easier to transfer information when the transition is within the same agency.  A possible recommendation from this group might be for therapists to provide summaries when children leave their service.  
Fran Mulherin presented next.  Ms. Mulherin is in her 8th year as a CASA volunteer.  She relayed that all of the children she represented have been diagnosed with ADHD, and many have been diagnosed with depression.  She then stated that she feels there is a need to share more information on children and families with everyone involved, particularly when there is prior DFS history.  She noted that this is a challenge especially when people involved with the child are not listed on court orders specifying who information can be accessed for.  She also felt that constant changes in foster parents, treatment workers, schools, and other personnel can create delays in mental health services.
Ms. Mulherin went on to discuss a child named Jay that she represented who came into care because of alleged sexual abuse by her father and the mental health problems of her mother.  Jay had issues that required her to not be around males; however, she was placed first with a friend who had an adolescent brother and a young father, and then in a foster home downstate where the foster mother was unaware of her history and behaviors.  Meanwhile, Jay’s mother was in transitional housing, where they were unaware of Jay’s issues with men, and where Jay’s behaviors could jeopardize her mother’s living situation and sacrifice her emotional stability.  At this point Ms. Mulherin attempted to get Jay into Survivors Of Abuse in Recovery (SOAR), but she was prevented from being placed there because the program was unaware that her father had actually been founded for sexually abusing her.  Ms. Mulherin reported that a psychological evaluation was ordered, but that the psychiatrist did not have the history of Jay or her family either.  She commented that there were so many people with their hands in the mix that it was difficult to keep the lines of communication open.  She was concerned with how the system can be improved so that important information gets to those who need to know, overcoming confidentiality restraints among other things. 
Ms. Mulherin then talked briefly about another of her clients, Rose, a 17 year-old girl who has been in care since she was 10 years old and who has had 32 placements.  A team was formed when Rose was in middle school, and they met once a month.  Rose ran away from the places where she was living several times; currently, she is in Seaford House, and she will probably stay in foster care until she turns 18.  Ms. Mulherin felt that, for Rose, the system did too little, too late.  She feels that there need to be more services for teens who are flight risks.  She also thought that, while the whole family needed to be treated, Rose’s mother should have been treated separately so as not to monopolize the therapy session.  There was a fear, however, that this would take away from the child’s sessions.  It was clarified that this should not be an issue, because if the 30 allotted sessions were used up, they could then go to CMH for additional sessions, although this may cause a gap in service delivery while CMH opens a file.  It was suggested that perhaps CMH should start the process of opening a file prior to a child’s 30 sessions running out.  This also highlighted the fact that the insurance system is hard to navigate, and that often the workers and advocates for the child do not understand how to get more services for children when needed.  Regardless, however, Ms. Mulherin maintained that the whole family should be treated.  
There was a short discussion about children with inappropriate sexual behaviors and the strain they cause on the system.  There is a continuum that ranges from inappropriate sexual acting out to sexual offenses; the latter are mostly served out of state.  DSCYF spends over $4 million per year on children who are being served out of state for these issues, and then they come home to the community where there are not always adequate resources to help them.  It was reported that there are only 2 therapists in Delaware who are skilled to work with sexually offending children.  However, there is training through the juvenile justice system to work with these children.  
Linda Butala, also a CASA volunteer, was the next presenter.  She echoed some of the previous thoughts about routine respite care, and suggested trying to recruit families to provide respite once a month for a weekend.  She emphasized that even if Delaware is short on professionals, we should focus on trying to recruit people who are willing and committed to supporting families.  
Ms. Butala also talked about the mandate for children to be treated in the least restrictive environment.  She felt that between a treatment foster home and an IRT, one is considered less restrictive, but children do not know the difference, and so they should be treated according to their need.  She felt that despite what other workers or professionals might think is in the child’s best interests, CMH ultimately gets to determine the placement.

She also talked about one of the children she represents who is in a facility out of state, from which she receives a monthly report of the child’s goals and progress.  She reported that even though it is a large facility, they have simple policies and procedures that allow them to be efficient and provide individualized service plans for the children served there.  
The final speaker was Dr. Richard Margolis, the child psychologist contracted by CMH.  Dr. Margolis, who worked at the Terry Children’s Psychiatric Center for 5 years before coming to CMH, first outlined the lengthy amount of time it takes to become a child psychologist, to give some perspective as to why there is a shortage of professionals in this field.  He explained that he does not see children as patients in Delaware because it would be a conflict with his role as a consultant for CMH.  However, he was able to offer some insights from his time treating children.  He reported that he was not always able to get the information he needed to make the best treatment plan for a child.  When that occurred, he would talk to the foster parents to try to get the history of the child, and also to gauge their level of commitment to the child.  He said that there are definitely problems with communication when trying to get information about a child, and that everyone involved needs to keep up with releases, but if there is no release, workers and professionals should call those people who can provide background information.
Dr. Margolis explained that the system tries to match children to the most appropriate services.  For children involved with DFS, they try to see if the child previously had CMH services; however, CMH only manages a child when they need deeper end services or when their 30 units of outpatient service is exhausted.  CMH will authorize more services once the 30 units have been used because they want therapists to have as much time as they need to treat children.  
Next, Dr. Margolis emphasized that children need services early on.  He stated that they should be evaluated early to determine the level of their needs and begin outpatient therapy, at least, as soon as possible.  He also reiterated the need for foster parents to be involved and participate in therapy, as well as the need for them to be supported and informed early on of what to expect with the child.  
Dr. Margolis went on to discuss IRT homes and institutional treatment settings.  He noted that he was concerned with safety when children become institutionalized, because they need to learn how to function in a family and in a community.  The intent of IRTs was to help children step down from residential treatment by stabilizing them in a home setting, so that they could ultimately move on to a foster home or to their biological family’s home.  It was meant as a short-term intervention, not a long-term placement.  He noted that CMH’s goal is to treat children, not to place children.  
Dr. Margolis then commented on the prevalence of ADHD diagnoses in children.  He explained that it is a diagnosis made on symptoms, which can also be the effect of other underlying problems such as anxiety.  He stated that there should be thorough evaluations and early assessments to get at underling issues in order to make a proper diagnosis, including gathering the background information of the child and family, testing to get a clear picture, and having well-trained professionals making the diagnosis.  He recommended that everyone involved with the child have ongoing relationships with the providers, and for the providers to be in constant communication with the foster parents to make sure treatments, interventions, and medications are working.  He also suggested that children should be re-evaluated if they change providers or if it appears that interventions are not working.
Some of Dr. Margolis’s duties with CMH are to determine eligibility for disabled children’s Medicaid benefits and to train foster parents.  He was asked to provide an outline of his job duties and responsibilities in writing for the group, so that it could be included in the Subcommittee’s final report.  

Ms. Cycyk reaffirmed the emphasis on early detection and connection to services, and noted that the early screen process of children entering foster care is working toward this goal.  She reported that the average number of sessions Delaware children in foster care are getting is 8, compared to the national average of 3.  She also reiterated that the intent of IRTs was to move children back to the community and not left in institutions until they turned 18.  She explained that before IRTs, children were stuck in residential treatment centers with no appropriate alternative placement.  Finally, she stated that the lesson has been learned that children can achieve success when foster families are provided with resources ahead of time and told what to expect from the children placed with them.
IV. Other Business
Ms. Cycyk was asked at the January meeting to provide some additional information regarding appeals to CMH, which she provided at the end of the meeting.  She explained that it takes about 30 days to work through the 3-step appeal process.  She noted that appeals are usually about a child being stepped down from a more intense level of service, and that once the appeal process starts, the child is supposed to remain in his or her current level of service until the matter is resolved, unless the placement becomes unsafe for any reason.  She also mentioned that during the appeal process information is usually found out that was not already known, and about 28% of appeals last year were granted.  Lastly, she explained that if there is disagreement, it can be taken directly to the Medicaid office rather than going through the CMH appeal process, but that that rarely happens.    

V. Future Meeting Schedule

· March 17, 2008, 9:30-12 – Appoquinimink State Service Center

· April 14, 2008, 9:30-12 – Appoquinimink State Service Center

· May 19, 2008, 9:30-12 – Appoquinimink State Service Center

· June 16, 2008, 9:30-12 – Appoquinimink State Service Center

VII. Public Comment

There being no public comment, the meeting was adjourned at 12:00 noon.
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