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Minimum Standards for Level of Care Providers

INTRODUCTION

The Department of Human Resources (DHR) and the Department of Juvenile Justice (DJJ) have worked with Georgia’s providers of residential care to create a Level of Care (LOC) system that purchases placement services based upon a child’s needs.  There are six levels of care that cover the entire continuum of out-of-home care provided by the private sector, from basic Institutional Foster Care through Intensive Residential Treatment.

The General Standards apply to all providers of Level of Care services, One through Six.  Providers of Level One care must be licensed by the Office of Regulatory Services as Child Caring Institutions or Child Placing Agencies.  Providers serving youngsters with Level Two through Level Five needs must also be licensed by ORS, as well as complying with the Specialized Standards contained in this document.

Outdoor Therapeutic and Wilderness programs much be licensed by ORS as Therapeutic Camps.    

Intensive residential treatment facilities must be licensed by ORS as an Intensive Residential Treatment Facility for Children and Youth, which is a sub-classification of a “Specialty Hospital.”  Children with Level Six needs generally will be served in those facilities.  A child with Level Six needs could be served in a less restrictive setting, including community, if the proper supports and services are available.

In addition to a license, providers must be in substantial compliance with ORS Rules and Regulations of their license.
LEVEL DEFINITIONS AND DESCRIPTIONS OF CHILDREN SERVED

Level One

A child with Level One needs has no more than occasional mild emotional and/or behavior management problems that interfere with his/her ability to function in the family, school, and/or community.  The child has no specialized medical needs.  The focus of care is on reassurance, consistency, and regular parenting-type activities with guidance and supervision needed to enhance social skills and ensure emotional and physical well-being.  Services may be provided in a family foster home or basic care group home.
Level Two
A child with Level Two needs has mild emotional and/or behavioral management problem that interfere with the child’s ability to function in the family, school and/or community.  Likely has a mental health diagnosis.  Behaviors include infrequent impulsive or deliberate acts that may result in minor property destruction, nonviolent anti-social acts, and even some oppositional behavior.  The child is not a threat to self or others.  Child may have minor medical problems that require monitoring by specialist(s).

Treatment and supervision may be provided in a specialized foster home, group home or residential facility.

Level Three
A child with Level Three needs has moderate and/or occasional serious emotional and/or behavioral management problems that interfere with his/her ability to function in the family, school and/or community when outside a therapeutic setting.  Has a mental health diagnosis.  Possible behaviors include: sexual acting out without harming others, minor self-injurious behavior and/or suicidal intent (no actual attempt), running away with brief absence, and delinquent behaviors that are infrequent and not chronic.  Child may have serious medical problems and be considered medically fragile.

At this level, care, supervision, and treatment are provided in an environment in which many activities are therapeutically designed to improve the child’s social, emotional and educational functioning and to teach the child pro-social, adaptive skills.  Services may be provided in a specialized foster home, specialized group home, or residential facility.
Level Four
A child with Level Four needs has moderate to serious emotional and/or behavioral management problems that interfere with his/her ability to function in the family, school, or community.  Behaviors include threats to harm adults/peers, occasional outbursts in which the child is dangerous to self/others, deliberate destruction or property, sexual acting out without aggression, self-injurious behavior and/or suicidal ideation, running away with absences of several hours or more, pre-delinquent and delinquent behavior, school suspensions and possible expulsions. The child experiences moderate to high levels of anxiety, depression, hyperactivity, moodiness, withdrawal and impulsivity.  Child may have had psychiatric hospitalization(s) and may have a history of incarceration in a juvenile justice facility(ies).

At this level, services are provided in a setting in which most activities are therapeutically designed to improve social, emotional and educational functioning.  Services may be provided in a therapeutic foster home, or intermediate group home or residential facility.

Level Five
A child with Level Five needs has serious to severe emotional and/or behavioral management problems that interfere with his/her ability to function in the family, school and community.  Behaviors may include: sexual acting out without aggression or with aggression and no injury, self-injurious behavior and/or suicidal intent that has not warranted medical or psychiatric treatment within 30 days, running away with prolonged absence, pre-delinquent or delinquent behaviors, bizarre or eccentric behavior that is not dangerous to self or others, little or no remorse for inappropriate behavior.

The child likely has a history of inconsistent response to treatment with multiple interventions.  Will need intensive and/or specialized supports to be safe.  May be stepping down from Level Six services.  History suggests one or more hospitalizations and may have a history of incarceration.  Services and treatment are provided in a highly trained and supported therapeutic foster home or in a therapeutic residential setting. 

A child with serious medical problems at this level requires time-intensive procedures to be performed frequently on a daily basis by the caregiver.  Medically fragile children are cared for in specialized foster care settings. 

Level Six
A child with Level Six needs has severe emotional and/or behavioral management problems that interfere with his/her ability to function in the family, school and community.  Behaviors include:  sexual acting out, self-injurious behavior and/or suicidal intent, running away with prolonged absence, delinquent behaviors, non-compliant with medications, cruelty to animals, fire-setting, community risk.

Usually a child at this level has experienced multiple interventions that have not been successful and requires intensive and/or specialized support services to be safe.  Has probably experienced multiple hospitalizations and may have a history of incarceration.  At this level, services and treatment are generally provided within an intensive, structured setting with 24-hour treatment, supervision, and medical care.  Secure programming is available.  The treatment plan is implemented in all aspects of the child’s daily.  Under certain circumstances it is possible that a child with Level Six needs could be served in a highly trained and supported therapeutic foster home with intensive community-based supports.
GENERAL STANDARDS 

FOR ALL PROVIDERS OF LEVEL OF CARE SERVICES

These General Standards apply to all providers of Level of Care services, One through Six.  Compliance with the standards is required of all residential child care programs that have entered into or wish to enter into an agreement with the Department of Human Resources or the Department of Juvenile Justice to provide Level of Care services.  

It is the responsibility of DFCS and DJJ to ensure that children in out-of-home care achieve certain service objectives and goals.  These include protection from further abuse and neglect; improvement of social, emotional and behavioral functioning; academic progress; improvement of child and family relationships and the capacity of families to care for their own children; and, minimizing the amount of time children spend in out-of-home care, and the number of placements they experience.  In addition, DJJ is responsible for ensuring community safety. 

1. An agency providing Level of Care (LOC) services must be licensed by the Office of Regulatory Services as a Child Caring Institution, a Child Placing Agency, a Therapeutic Camp, a Maternity Home or a Residential Treatment Facility for Children and Youth and be in substantial compliance with ORS Rules and Regulations prior to applying to be an LOC provider.

2. Application to enroll as an LOC provider must be made on forms provided by the State Division of Family and Children Services (DFCS) for agencies wishing to serve children in DFCS custody, or by the Department of Juvenile Justice.

3. The application must include documentation that the provider’s services are offered without discrimination on the basis of political affiliation, religion, race, color, sex, mental or physical disability, national origin, or age.  (Reference:  Title VI of the Civil Rights Act of l954, as amended, 45 CFR Part 80, Subtitle a (10_1_85), 7 CFR, Part 15.)

4. The agency must be in compliance with the requirements of the Americans with Disabilities Act.

5. The agency must have in place a process for identifying, locating and engaging family members in the child’s treatment, as appropriate.  This should be done in partnership with the DFCS or DJJ case manager.  There may be times when a provider may bring a new perspective on a family, one that is not shared by the placing agency.  When this happens the provider should initiate a discussion where these differing points of view can be shared and resolved.    
a. In accepting or placing the child, proximity to family, including siblings, and home community must be considered.  

b. As appropriate, family participation is an expectation that is made clear at intake.
c. Active outreach to families is required and should be done in collaboration with the local manager.  
d. A plan for regular family visitation is established from the beginning with the family and the local case manager.  For children in DFCS custody the visitation plan must, at a minimum, be in compliance with any existing court orders and case plans.

e. The provider and the DFCS or DJJ case manager should establish a family contact list.   Contact with those family members is a right, not a privilege.  The provider must not use family contact, including off-campus visits, as a behavior management technique or a consequence for the child.

f.  Efforts are made to develop a therapeutic alliance with the child’s family, when appropriate, and significant others, such as foster parents, adoptive parents, court-appointed guardians, case managers and any other community members who are committed to the child.    

g. Family members, including extended family, and informal helpers are engaged with the child and program personnel in planning for his/her return to the family and/or community.  Planning for this return begins during intake.

h. In collaboration with the local case manager, the provider directly identifies, offers or arranges for family therapy, family support and skill-building activities for the family.  If the child is not placed close to family, the agency assists with transportation and helps the local case manager to arrange for family services in the home community.

i. For children in DFCS custody, the agency and DFCS work together to develop a permanency plan for the child.

j. The provider works with the family and the local case manager to identify, or arrange, or provide concrete services to the family such as housing, transportation, and employment.

k. If a child is separated from siblings, the agency and the custodian work together to maintain and support sibling contact and to nurture those relationships through visits and phone contact.

l. The provider and the case manager work together to identify and coordinate aftercare services for the child and family prior to discharge.
6. The agency must have in place policies, procedures and training that support awareness and competency in understanding the child and family’s culture.

a. Cultural competence is an expectation for line staff, supervisors, managers and administrators.

b. There is respect for the unique, culturally defined needs of various client populations. *

c. Family, as defined by each culture, is the primary and preferred point of intervention. *  

d. Culture is recognized as a predominant force in shaping behaviors, values, and institutions. *

e. It is understood that every family has its own unique culture and   

       value system.

*Source:  “Towards A Culturally Competent System of Care,” Georgetown University Child Development Center

7. Assessments, service plans, and service delivery must reflect and be tailored to the needs, strengths and resources of the child and family.  For children in DFCS custody, the issue of permanency must be addressed in every treatment or service plan.  

a. Family members are included in intake and admission.*  

b. Family members and the child help to define their goals and outcomes, with input from the custody holder.  There are times when DFCS, DJJ or the courts will require that certain issues be addressed in the service plan.

c. Both needs and strengths are identified and linked in the assessment and service or treatment plan.

d. Service or treatment plans are tailored to the needs and strengths of each child and family and are a mix of traditional and non-traditional services.

e. Family members, local case managers and other caring adults are included in the service or treatment plan reviews.

f. When return to family is not possible, the provider works with the custodial agency to pursue adoption or another permanency option.  For older teens the emphasis is on the development of independent living skills and achieving the optimum level of family involvement that is possible.
*Note:  There may be times when an emergency placement precludes   family involvement at intake and admission.  
8. Crisis and Safety Planning should be a part of every child’s service plan.

a. Crises are a part of working with children in out-of-home placement.

b. The provider must have a process for identifying the child’s triggers, and using preventive strategies or interventions to de-escalate the child and avoid a full-blown crisis.

c. This process should be individualized for each child and should be in place before the first crisis occurs.

d. Staff should be trained to identify danger signals and potential triggers for the child.

e. Decisions about the child’s long-term or continued placement in the program or service/treatment plan should not be made during the crisis.
9. Restraint and seclusion, when used properly, can be critical interventions in protecting a child from self-harming and from injuring others.  However, these are measures that can cause severe injury to a child (and to staff).  A balance must be achieved that ensures safety and avoids the misuse and overuse of restraints and seclusions.
a. The agency environment must support positive and constructive behaviors on the part of the children in care

b. Reducing the use of restraints and seclusions must be a part of the agency’s culture and be reflected in written policies and procedures.

c. Restraints and seclusions must only be used in an emergency and when other less restrictive techniques have been ineffective.

d. Staff members must be trained and retrained in alternatives to restraints and seclusions and given the necessary resources, and support.

e. Staff training, supervision, coaching must focus on crisis prevention.   These efforts must be documented in staff and agency training files.

f. Staff must be trained and retrained in the agency’s policies and procedures for the use of seclusion and restraint.

Specialized Standards for Level of Care Providers 

Child Caring Institutions
The following standards are for child caring institutions serving children with Level One through Level Five needs. The provider must have a Child Caring Institution (CCI) license and be on an approved list of DFCS, Mental Health or DJJ providers.

These Specialized Standards for Levels Two through Five build on the CCI rules and regulations and reflect the increasing needs and service requirements of the children at each level.   The chapter numbers correspond with those in the CCI rulebook.

See Rules and Regulations for Child Caring Institutions 

290-2-5-.08 Administration and Organization
(3)  Director
Levels Two and Three

1. The Director must have a master’s degree in the area of social sciences, social work, or childhood education or a related field from an accredited college or university and three years of experience in the field of child care; or a bachelor’s degree in the areas listed and five years of experience in the field of child care.

2. Ideally, the Director should not serve in any other capacity, particularly as the Human Service Professional (HSP).  In determining the appropriateness of this dual role, the agency should consider what other supports are available throughout the organization.  If the agency is a stand-alone, not connected to a larger organization, the director may not serve as the HSP for more than eight children.  The Director must meet the HSP requirements for education and experience listed under Levels Two and Three (6b).
Levels Four and Five
1. The Director must have a master’s degree in behavioral or social science, social work, or a related field, from an accredited college or university and a minimum of five years of increasingly responsible experience in the human service, mental health or health care field, at least three of which have been in an administrative or supervisory capacity.

2. The Director must not assume another position within the agency.
Note:  If the number of children with Level Four needs is less than 25% of the population in the facility, the Level Two and Three standards for the Director apply.

(5) Recordkeeping

Levels Two through Five

The case record must contain documentation that the child’s needs warrant care at Level Two, Three, Four, or Five.

Levels Two and Three

The case record must contain a monthly summary of the services provided to the child and family and the progress being made by the child and family in achieving the goals as outlined in the service plan.
Levels Four and Five

The case record must contain weekly progress notes that document the services provided to the child and family and the progress being made in achieving the goals of the service plan.

(6) Staffing

(b) Human Services Professional (and related staff)

Levels Two and Three
1. There must be one Human Services Professional (HSP) who is responsible for providing and/or coordinating ancillary, social and treatment services for no more than 20 children.
a. An HSP assigned to admissions and intake may be responsible for no more than 16 children.

b. The HSP must have i)a master’s degree in social work, psychology, childhood education, education counseling or psychology or a related field and one year of child care experience or ii) a bachelor’s degree in one of the above disciplines, a year’s experience in child care and is supervised by a master’s level professional.
2. The program has documented access to or contracts with a Georgia licensed  clinical psychologist who is available, as needed, to provide direct services, including testing, for the children and consultation and support to program staff.
3. The program has documented access to or contracts with a Georgia licensed psychiatrist who is available, as needed, for the provision of direct services, including prescribing psychotropic medication, and consultation and support to program staff.

4. The program has documented access to or contracts with other licensed or certified professionals, such as speech therapists, audiologists, physical therapists, occupational therapists, local mental health and so forth, as needed to implement the individualized service plan.

Levels Four and Five

1. There must be one Human Services Professional (HSP) who is responsible for providing and/or coordinating ancillary, social and treatment services to no more than 18 children.

a. An HSP assigned to admissions and intake may be responsible for no more than 14 children.

b. The HSP must have i) a master’s degree in behavioral, social science, social work, or a related field with one year paid experience in mental health or human services in the area of child and adolescent services, or ii) a bachelor’s degree in behavioral, social science, social work or a related field and three years paid experience in the human services or mental health field in the area of child and adolescent services.

c. An HSP who does not meet the qualifications as a Mental Health Professional (see Appendix B) must receive one hour a week of supervision from an MHP.

d. In an agency with 18 or less children, the HSP must meet the MHP qualifications.
2. A Georgia licensed Registered Nurse is available on a full-time or part-time (less than 30 hours per week) depending on the needs of the children being served.  There must be at least one part-time nurse for each agency serving up to 39 children.  There must be at least one full-time nurse if the agency is serving more than 40 children.

3. A Georgia licensed clinical psychologist is available on a full-time, part-time or consultative basis and is responsible for:

a. Diagnosis, admission certification, treatment service planning,      and the provision of direct services;

b. Psychological testing;

c. Participation in staff development and training, consultation                          and case staffings.
4. A Georgia licensed psychiatrist is available on a full-time, part-time or consultative basis.  The psychiatrist is responsible for:    

a. Diagnosis admission certification, treatment service planning, and the provision of direct services;

b. Evaluating, prescribing, and monitoring all psychotropic medications;

c. Participating in staff development, consultation with treatment staff and case staffings; and

d. Participating in the planning, development and implementation of the agency’s program and the evaluation of program effectiveness.
5. The program employs or contracts with other licensed or certified professionals, such as speech therapists, audiologists, physical therapists, occupational therapists and so forth, as needed, to implement the individualized service plan.   

Note:  For those professionals listed in items 2 through 5 who are not employees of the agency, there must be a current letter of agreement or contract on file defining the services they are providing.

(c) Child Care Workers

Levels Two and Three

1. The provider should constantly assess the adequacy of the ORS 1:10 staff to      child ratio (1:8 for emergency shelters) based on the percentage of children with Level Three needs being served in the program.

2. Relief staff must have the same qualifications as regularly assigned child care staff.

3. If only one child care worker is on duty, day or night, there must be a designated, proximate back-up person on-call at all times in case of an emergency.  The back-up person must be listed on the daily schedule.

Levels Four and Five
1. The child care worker must have experience working with children.       

2. The child care worker to child ratio is 1:8 during the day. The ratio at night may be 1:10 unless the program is serving children who require constant supervision e.g. children with histories sexual offending, chronic running away. Under that circumstance, the ratio should be a minimum of 1:8.
Staff Training 
Levels Two through Five

1. A staff member must be designated by the Director to coordinate training.

2. An individual staff development plan must be developed for each  service staff member and kept on file.

3. Child care staff without previous experience working with youngsters with special needs in out-of-home care must have at least 40 hours of supervised child care experience in the facility before being assigned as the only staff responsible for a group of children.  This supervision must be documented in the staff person’s file.

4. The agency's training curriculum should include the following, as well as other topics the agency may deem appropriate based on the population served:

a) Understanding and Working with Families whose children are in out of-home placement,

b) Partnering with families to determine goals and desired outcomes,

c) Strength-based child and family assessments

d) Confidentiality policy and HIPAA requirements,

e) Crisis Prevention Techniques,

f) Crisis Intervention Techniques,

g) Basic pharmacology and medical procedures,

h) Suicide/Homicide Prevention,

i) Cultural competence and culturally responsive services,

j) Child and adolescent development,

k) Behavioral and emotional challenges typical of the youth referred to the program,

l) Alcohol and substance abuse

m) Behavior dynamics and treatment needs of children who have been neglected and/or abused, physically, sexually, and emotionally.

n) Effects of separation on children and youth, understanding attachment issues,

o) Developing Strength-Based Individualized Service Plans

p) Consistent, sound behavior management techniques used in the program to prevent, anticipate and de-escalate aggressive or out-of-control behaviors.

q) Engaging and Working with community partners, i.e. DFCS, DJJ, the schools, etc.

r) Understanding and Teaching children problem solving and social skills
5. Training should be offered in a way that respects the individual learning styles of staff.
Additional Training 
Levels Two and Three

All staff members working with children must have 30 hours of training    annually.  For new or inexperienced staff, the agency should provide additional training hours; this may include documented, structured on-the-job coaching by experienced staff.

Training hours can be prorated for part-time staff, those working less than 30 hours a week based on the percentage of working hours, e.g. a person working 20 hours a week is required to have 15 hours of training annually.

Levels Four and Five

All staff members working with children must have 35 hours of training annually.  For new or inexperienced staff the agency should provide additional training hours; this may include documented, structured on-the-job coaching by experienced staff.

Training hours can be prorated for part-time staff, those working less than 30 hours a week based on the percentage of working hour, e.g. a person working 20 hours a week is required to have 15 hours of training annually. 

290-2-5-.09 Referral and Admission
Levels Two through Five

1. Admission determination is based upon the child’s case information that includes but is not limited to:
a. current legal status

b. psychiatric/psychological history

c. past treatment history, including residential treatment
Note: If one or more of these documents is not available, prior to admission, every effort should be made to obtain the document(s) as quickly as possible.

2. A provider must not admit a child for care unless the admission evaluation indicates that the provider can meet the child’s needs, this includes keeping the child and/or others safe.    

Levels Four and Five      

1. A psychiatrist or psychologist must review the admission material and determine that the child is appropriate for the program.

2. No more than 14 days after admission, the child must have a face-to-face meeting with the psychologist or psychiatrist.

3. If a child with Level Four or Five needs is being admitted to an emergency shelter, the provider will ensure that information about the child is reviewed by a psychiatrist or psychologist within five days.  The child should be interviewed by a Mental Health Professional as quickly as possible after the admission.

290-2-5-.10 Assessment and Planning  

Levels Four and Five  

1. Within 72 hours of the child’s admission a preliminary service plan must be developed and included in the child’s record. 

a. The plan should be derived from the information obtained during the admissions process.    

b. All staff working with the child must be informed of the plan and implement it.    

2. The formal service plan must be formulated within 30 days of admission.                                                                                      

a. The service plan must be developed by a team that includes the child care workers, the social services treatment staff, the psychiatrist and/or clinical psychologist, a representative of the placing agency, the child, and the parent or other custodian.  They must authenticate their involvement by signing and dating the plan.  

b. If the parent and/or custodian or agency representative cannot be present, despite efforts to accommodate them, they must be given the opportunity to have input and review the plan.  The efforts to accommodate must be documented.

c. The psychiatrist or psychologist must prescribe the kinds of   therapeutic services to be provided and authenticate such with his/her signature. 

4. The service plan must be reviewed every 90 days thereafter.  
a. The review should include those identified in 2 a.

b. If the child is not making progress, the provider must address this and determine what other strategies, interventions can be employed.

c. If the child shows no progress over two review periods, the reasons for continuing the child in the program must be explored and documented.

290-2-5.11 Discharge and Aftercare
Levels Two through Five

1. Discharge planning must begin at the child’s admission to the agency.
2. The discharge summary must include the services and supports the child will need to be successful at home or in another placement.
3. If a child is discharged because he is a threat to himself or others, he must be accompanied by staff to the receiving agency or person.  Staff must remain with the child until admission is complete or the child’s custodian arrives and takes responsibility for him/her.  If the child is being transported by the police or the sheriff, the provider must send staff to the receiving facility who will remain there until the admission is complete or the child’s custodian arrives.  Documentation of the child’s transfer and the provider staff involved must be included in the child’s record and in the discharge summary.
4. If a child is discharged on an emergency basis, the discharge summary must be completed within 15 days and include:
a. the circumstances leading to the discharge, 

b. the actions that were taken by the agency to prevent the discharge,

c. the reasons for those actions.
290-2-5-.12 Child Care Services
(1) Casework Services

Levels Two through Five

Children at Levels Two through Five likely require a variety of treatment and support services.  The type and amount of treatment and services will vary at each level and should reflect the individual needs and strengths of the child as determined by the assessment.
Services should be provided in the areas of:  

a. Family living, socialization and interpersonal skills

b. Daily living skills development

c. Leisure/Recreation activities
Services may be delivered through the provider on-site, or off-site through outside resources.  As much as possible, community-based resources should be used for leisure and recreation activities.

Specialized therapies and support services delivered by professional staff are provided based on the individual needs of the child and may include:

a. Individual therapy

b. Group therapy

c. Family therapy

d. Activity therapy

e. Problem Solving Skills

f. Emotional Regulation Skills
Levels Two and Three

Children with needs at these levels must receive a minimum of one to two hours of documented treatment and/or support services Monday through Friday.  

Levels Four and Five

Children with needs at these levels must receive a minimum of three to four hours of documented treatment and support services Monday through Friday and one to two hours on Saturday and Sunday.

Permanency 

(Not addressed in the CCI Rules and Regulations)
Every service plan must address the issue of permanency and include strategies to promote permanency for the child.  These may include:

1. defining the barriers to the child achieving permanency

2. linking an intervention to each barrier

3. teaching the child the skills to live successfully in a family or a less restrictive setting

4. assertively reaching out to “hard-to-reach” or “resistant” families

5. identifying and including extended family or kin who may be able to provide permanency for the child

6. providing parents with strategies to manage their own stress and deal with a child’s challenging behavior or,

7. when return to family is not possible:
a. working with the custodial agency to pursue adoption or another permanency option; or,

b. assisting older teens to develop independent living skills, e.g. money management, consumer skills, career planning and employment and the optimum level of family involvement that is possible.
Educational and Vocational Services
Levels Two through Five

Children should attend community school unless strongly contraindicated.

If the agency is providing on-grounds education, the State Department of Education (DOE) must approve the program as a private residential school program able to offer special education services to students with disabilities.  The approval must be renewed on a yearly basis.  Or the agency must have a written agreement with the local school system for that system to provide full-time teachers on-site.

The provider should work with the school program or system to ensure that every child, 14 and older, receiving special education services has an IEP that includes a section on Transition Services.  These services are to assist the young person in moving from school to post school activities, i.e. work, daily living skills

Children 14 and older should be involved in some type of volunteer or work experience, preferably in the community.

290-2-5-.14 Discipline and Behavior Management
Levels Two through Five

1. Discipline and behavior management strategies are designed to help the child change specific behaviors that are negatively effecting his/her ability to be successful at home, at school and in the community.  Strategies must be tailored to the individual needs and strengths of each child.

a. written policy and procedures must describe permitted behavior interventions

b. these policies and procedures are:

i. available to all program employees

ii. shared with the referring agency, the child, family and/or custodian and,

iii. approved by the agency’s Executive Director or Administrator, mental health staff and Governing board
c. behavior interventions, including consequences, should be based on the needs and strengths of the individual child.
d. creativity and flexibility should describe the interventions, i.e. a level system will not work for every child.  

2. The child’s service or treatment team must determine the appropriate behavior management plan for him/her.  Family input/advise should be sought and incorporated into the plan, as appropriate.

3. Physical restraint and seclusion/isolation may only be used when the child is presenting a clear danger to himself or others and all other less restrictive interventions have failed.  (See Appendix 1)

4. Use of mechanical restraints is prohibited.

5. Psychiatric hospitalization should be considered as a last resort when the child’s behavior clearly endangers himself or others.  If the provider determines the child needs to go to a state hospital, the child should be screened by the local community mental health center or crisis center, if available, to determine whether to pursue hospitalization.

Specialized Standards for Level of Care Providers:

Child Placing Agencies
The following standards are for providers serving children with Levels Two though Five needs in family foster care.  The provider must have a Child Placing Agency license and be on an approved list of DFCS, Mental Health or DJJ providers.

These Specialized Standards for Levels Two through Five build on the Child Placing Agency rules and regulations and reflect the increasing needs and service requirements of the child at each level.  The chapter numbers correspond with those in the CPA rule book.

Note:  It may be possible to serve a child with Level Six needs in a foster home depending upon the services and supports that can be provided and the skills and experience of the foster family.

See Rules and Regulations for Child Placing Agencies

290-9-2-.04 Agency Personnel
(2) Executive Director

Levels Two and Three
The Executive Director must have a bachelor’s degree in behavioral or social science or a related field, such as special education, from an accredited college or university and a minimum of three years of experience in human service or mental health, with at least one year as an administrator or supervisor.  

Levels Four and Five

The Executive Director must have a master’s degree in behavioral or social science or a related field, such a special education, from an accredited college or university and a minimum of five years of experience in the human service or mental health field, with at least three years as an administrator or supervisor.

(4) Casework Supervisor

Levels Two and Three
The Casework Supervisor must have a master’s degree in social work,  psychology, special education, guidance counseling or other human service or behavioral science field and a minimum of three years paid experience in child and adolescent mental health or human services.

Levels Four and Five

The Casework Supervisor must meet the qualifications of a Mental Health Professional (MHP) and have a minimum of three years paid experience in child and adolescent mental health or human services.

(5) Caseworker

Levels Two and Three

The Caseworker must have a bachelor’s degree in social work, psychology, special education, guidance counseling, or other human service or behavioral science field plus two years of direct service experience with children and families, or a master’s degree in one of the aforementioned areas.

Levels Four and Five

The Caseworker must have a bachelor’s degree in social work, psychology, special education, guidance counseling, or other human service or behavioral science field plus three years of direct service experience with children and families, or a master’s degree in one of the aforementioned areas and one year of direct service experience working with children and families.

Annual Training
Levels Two through Five

1. A staff member must be designated by the Executive Director to coordinate training.

2. An individual staff development plan must be developed for each staff member and kept on file.

3. A minimum of 20 hours of pre-service training must be completed prior to staff assuming primary responsibility for a caseload.

4. The agency’s training curriculum may include but is not limited to:
a. Understanding and Working with Families whose children are in out-of-home placement,

b. Strength-based child and family assessments

c. Partnering with families to determine goals and desired outcomes,

d. Confidentiality policy and HIPAA requirements,

e. Crisis Prevention Techniques,

f. Basic pharmacology and medical procedures,

g. Suicide/Homicide Prevention,

h. Cultural competence and culturally responsive services,

i. Child and adolescent development,

j. Behavioral and emotional challenges typical of children referred to the program,

k. Alcohol and substance abuse,

l. Behavior dynamics and treatment needs of children who have been neglected and/or abused physically, sexually and emotionally.

m. Effects of separation on children and an understanding of attachment issues,

n. Developing Strength-Based, Individualized Case Plans,

o. Consistent sound behavior management techniques used in the program to manage aggressive or out-of-control behaviors; and in the use of methods of therapeutic physical restraints and non-violent crisis intervention techniques.

p. Engaging and Working with community partners, i.e. DFCS, DJJ, the schools, etc.

q. Understanding and Teaching children problem solving and social skills
5. Training should be offered in a way that respects the individual learning styles of  the staff.

6. Staff who are responsible for the Model Approach to Partnerships in Parenting (MAPP) training with prospective foster parents must complete MAPP Leader Certification training before MAPP training prospective foster parents.  If the agency is using another nationally recognized program to train and prepare prospective foster parents, the trainer must be certified or approved to use that program prior to training prospective foster parents.
Additional Training

Levels Two and Three
Supervisors and casework staff must have 30 hours of training annually.   For new or inexperienced staff, the agency should provide additional training hours; this may include documented, structured on-the-job coaching by experienced staff.

Levels Four and Five

Supervisors and casework staff must have 35 hours of training annually.  For new or inexperienced staff, the agency should provide additional training hours; this may include documented, structured on-the-job coaching by experienced staff.

290-9-2-.07 Foster Care Services
Foster Home Capacity

No foster home, regardless of the level of needs of the children served, should have more than six (6) children under the age of 16, including the children of the foster family.  No more than two (2) children under two (2) years of age, including the children of the foster family, may be placed in a foster home.  

Level Two

The number of children with Level Two needs placed in a foster home should not exceed three.
Levels Three and Four

The number of children with Level Three or Four needs placed in a foster home should not exceed two.

Children with Levels Two through Four needs can be served in the same home, with a maximum of two children at these levels.

Level Five

There should be no more than one child with Level Five needs placed in a home.   Because of the needs and challenges of youngsters at this level, no children with Levels Two through Four needs should be placed in the home.

Exceptions:  The only situation in which these capacity requirements can change is to keep a sibling group together or if the foster family has a demonstrated history of providing exceptional care for children with special needs.  There should be thorough discussions with the case managers and families of children already in the home.  If the case managers and/or families object, the placement should not be made.  

The agency’s process for making this decision, including discussions with the case managers and the families of children already in the home, should be documented in the foster family’s file, as well as that of the child or children already in the home.

Training For Prospective Foster Parents

Levels Two through Five

1. The provider must have a written description of the training program for foster parents.  The program should be reviewed and updated periodically to reflect the changing needs of children and families.
2. Prior to caring for a child, foster parents must have a minimum of 36 hours of training.  The program orientation and foster home study process do not count towards training hours. The agency must use MAPP or another nationally recognized training program for foster parents.  During the first year of work as a foster parent, the in-service training minimum is 15 hours.
3. Agencies should use a wide-range of resources in obtaining training for foster parents.  After the first year of work as a foster parent, one-third (1/3) of the training hours may be earned through agency-approved independent study.  The agency must have a standard format for approving independent study and for measuring and documenting the learning that has taken place.
4. Training should provide the foster parent with the skills to understand and work with the children and families served in the program.  Topics may include but not be limited to:

a. Understanding and forming relationships with the families of children who are in out-of-home placement.

b. Cardiopulmonary resuscitation (CPR) and First Aid,

c. Confidentiality Policy,

d. Crisis Prevention techniques,

e. Basic Pharmacology and medical procedures,

f. Suicide/Homicide Prevention,

g. Cultural competence and culturally responsive services,

h. Child and adolescent development,

i. Behavioral and emotional problems typical of children referred to the program.

j. Alcohol and substance abuse,

k. Behavior dynamics and treatment needs of children who have been neglected and abused, physically, sexually and/or emotionally

l. Working as a team member in the development of Strength-based, Individualized Service Plans,

m. Effects of separation on children and understanding of attachment issues, Consistent, sound behavior management techniques used in the program to manage aggressive or out-of-control behaviors; and, in the use of methods of therapeutic physical restraints and non-violent crisis intervention techniques.
n. Working with other agencies, i.e. DFCS, DJJ, the school system, etc.
Additional Training Hour Requirements

Levels Two and Three

After the first year of service and each year thereafter, the primary foster parent must satisfactorily complete a minimum of 20 hours of in-service training.  The training requirement for the secondary foster parent spouse is reduced to a minimum of 15 hours annually.

Levels Four and Five

After the first year of service and each year thereafter, the primary foster parent must satisfactorily complete a minimum of 35 hours of in-service training.  The training requirement for the secondary foster parent spouse is reduced to a minimum of 25 hours annually.

15 (c)  Location of Foster Homes

Levels Two through Five

In considering the issue of distance from the agency to the foster home, providers should be mindful that Foster Parents cannot operate independently.  They need the full support of the program if they are to fulfill their role as members of the child and family’s service team.

Foster Parents must be located close enough to the agency to allow for their involvement in all aspects of the program including pre-service and in-service training, formal and informal support networks, home visits by the caseworker.

both planned and in emergencies, and participation in all activities related to the development and implementation of the child and family plan.

Services Prior to Foster Care Placement
Placement Decisions

1. Children and prospective foster parents should have the opportunity to visit before a placement is made.  If reunification is the goal, the child’s family should meet the prospective foster parents prior to placement.  The child’s DFCS or DJJ case manager should be involved in this process.  The foster parent should be in full approval status before any of these activities take place.

2. Children and families have the right not to be placed into a particular Level of Care provider agency or with a specific foster family if that is their choice.
Matching

1. Placement should be made after a careful consideration of how well the prospective foster family will meet the child and family’s needs.

2.  A Foster Family must always have the right to refuse placement of any child the parent feels is inappropriate for the home or presents a potential safety risk for other children in the home.

3. The provider, including the foster family, must be willing to work with the child’s family, when applicable, and other caring adults in the child’s life, e.g. extended family, former foster parents, CASA’s, etc. including assisting with, arranging, or providing transportation for visits and helping the child maintain sibling ties.

4. Proximity to family, including siblings, and home community must be considered.  
Services During the Foster Care Placement
(a) Plan of Care

Levels Four through Five

1. A preliminary, written service plan should be completed prior to the child’s placement in the foster home.  The plan should include transition strategies to assist the child in adjusting to the home and community and the plan to assess the child and family’s needs and strengths.

2. Within 30 days of placement, the service plan should be developed by a team that includes the child; the family and guardian/custodian, if applicable; the foster parent; the local case manager; the agency’s psychiatrist, psychologist, licensed clinical social worker or other Medicaid approved provider of treatment services; the provider caseworker and casework supervisor.  

3. The psychiatrist, psychologist, licensed clinical social worker or other Medicaid approved provider of treatment services must prescribe the kinds of therapeutic services to be provided by other professionals and authenticate this by his or her signature. 

4. The plan must be reviewed every 90 days by those referenced in #2 and authenticated by their signatures.

5. The addition or deletion of services requires the approval of the psychiatrist, psychologist, licensed clinical social worker or other Medicaid approved provider of treatment services.
2. (a)

Levels Two through Five

Family should be involved in the development of the case plan and in the case review conferences.  See General Standards

2. (b)
Levels Two through Five

Every service plan must address the issue of permanency and include strategies to promote permanency plans.  These may include:
1. defining the barriers to the child achieving permanency

2. linking an intervention to each barrier

3. teaching the child the skills to live successfully in a family or a less restrictive setting

4. assertively reaching out to “hard-to-reach” or “resistant” families

5. identifying and including extended family or kin who may be able to provide permanency for the child

6. providing parents with strategies to manage their own stress and deal with a child’s challenging behavior

7. When return to family is not possible:

a. working with the custodial agency to pursue adoption or another permanency option; or,

b. assisting older teens to develop independent living skills and the optimum level of family involvement that is possible.

Foster Home Visits
Level Two

For the first 30 days that the child is in placement, the caseworker and foster parent must meet at least weekly to monitor the in-home implementation of the case plan and to develop strategies to assist the child in being successful in the home, school and community.  Some of this time should be spent interacting with the child and the foster parent.

Beginning with the second 30 days, meetings between the caseworker and the foster parent and the caseworker, foster parent and child must occur at least once a month. During the visits, the caseworker should spend some time alone with the child.  During the weeks when visits do not occur, there should be at least one phone contact with the foster parent.
Levels Three and Four

For the first 30 days that the child is in placement, the caseworker and foster parent must meet at least weekly to monitor the in-home implementation of the case plan and to develop strategies to assist the child in being successful in the home, school and community.  Some of this time should be spent interacting with the child and the foster parent.

Beginning with the second 30 days, meetings between the caseworker and the foster parent and the caseworker, foster parent and child may be decreased to every other week.  At a minimum of once a month, the contact should take place in the foster parent’s home.  The caseworker should spend some time alone with the child.  During those weeks in which visits do not occur, the caseworker should have at least one phone contact with the foster parent.

Level Five

The caseworker and the foster parent must meet at least weekly to monitor the in-home implementation of the case plan and to develop strategies to assist the child in being successful in the home, school and community.  Some of this time should be spent interacting with the child and the foster parent.  At a minimum of every other week, the contact must be in the foster family’s home, with the foster parent and the child present.  The caseworker should spend some time alone with the child.

Respite Care 

(Not Addressed in the CPA Rules and Regulations)
Levels Two through Five

All foster parents must have access to some type of respite care, both planned and crisis.  Respite homes must be approved by the agency or another agency using the ORS and Level of Care standards.   

Termination of Agency care
Levels Two through Five

1. *Discharge planning must begin at the child’s admission to the program.

2. The discharge plan must include the services and supports the child will      need to be successful at home or in another placement.

3. If a child is discharged because he is a threat to himself or others, he/she must be accompanied by staff to the receiving agency or person.  Staff must remain with the child until admission is complete or the child’s custodian arrives and takes responsibility for him or her.  If the child is being transported by the police or the sheriff, the provider must send staff to the receiving facility who will remain there until the admission is complete or the child’s custodian arrives.  Documentation of the child’s transfer and the provider staff involved must be included in the child’s record and in the discharge summary.
4. If the child is discharged on an emergency basis, the discharge summary must be completed within 15 days and include:
a. the circumstances leading to the discharge,

b. the actions that were taken by the agency to prevent the discharge,

c. the reasons for those actions
*Note:  There may be times that the foster home placement at a particular level is the optimum placement for the child.  The goal will not be discharge to another level of placement or care but, rather, to provide the necessary ongoing supports so that the child can live as normal a life as is possible in a family and in the community.  This decision must be made in consultation with those who have provided care for the child and understand his/her needs.
Maintenance of Foster Care Records
(d)  9

Levels Four and Five

The record should contain the summary of each 90-day case review conference.
Caseload Size 

(Not Addressed in the CPA Rules and Regulations)
The number of children assigned to a caseworker is a function of several variables including the size and density of the geographic area served, the array of job responsibilities assigned, and the difficulty of the population served.  Below are caseload maximums for the various levels of care.  An agency may determine that even smaller caseloads are appropriate when:

a. The caseworker has responsibility for recruitment and/or training of new foster parent or any other critical responsibilities within the agency.

b. Local travel considerations or the location of the foster parents impedes the ability of the caseworker to maintain the minimum direct contacts identified in these standards.
If the caseworker is working with children at different levels, the caseload assignment should reflect the percentage of children at each level of need, the number of children who have achieved some measure of stability, and the skills and experience of the foster parents.

Level Two

The caseworker may be assigned a maximum of fourteen children.

Level Three
The caseworker may be assigned a maximum of 12 children.
Level Four
The caseworker may be assigned a maximum of 10 children.
Level Five
A caseworker may be assigned a maximum of 8 children.

Appendix A

Restraint and Seclusion

1. Physical control is used as part of a behavior plan only when the treatment team and the physician or psychologist determine that all other interventions have been exhausted, either to prevent a child from seriously injuring himself or others. In a crisis situation physical restraint may be used and must be documented in the child's record.

a. Physical control is designed and used so that physical injury to the individual does not occur, and so as to cause the least possible discomfort and loss of dignity for the child.

b. Staff receives instruction in the use of physical control techniques for children who need this level of intervention.   Written descriptions of the techniques to be used have the approval signatures of the governing board, the director and the psychiatrist or psychologist.

c. The service team documents continuation of the use of any physical control as part of a behavior management plan.

d. Each incident of physical control is documented to include:
i. The date and time of the incident;

ii. The number of times physical control was required and the duration of each;

iii. A full description of the type of physical control used;

iv. The names of staff who applied the control;

v. A full description of any injuries sustained by children or staff involved and medical treatment provided; and

vi. Documentation that information concerning the incident was communicated to the child's parents, guardian or placing agency.
2. Time-out in a behavior control or isolation room is used as part of a behavior plan only when the service team determines its necessity to prevent a child from seriously injuring himself or others and all other interventions have been exhausted.  In a crisis, time-out may be used and must be documented in the child's record.

a. The behavior control or isolation room is ventilated, well-lighted, climate controlled and free of safety hazards.

b. The behavior control or isolation room must be designed in a manner to allow continuous observation by designated staff during the period of time-out.

c. The observation is documented in the child's record every 15 minutes; indicating the date, time, child's behavior, physical condition and response.  The observer with name and title signs the entry.

d. Only staff trained in safe transportation techniques (moving the child) and in the child's time-out program may implement the program.  Written descriptions of the techniques to be used are a part of the agencies approved policies and procedures.

e. The service team designs and approves a written discipline or behavior management plan for the continued use of time-out procedure after repeated emergency implementation of this procedure.

f. Placement of a child in an isolation or behavior control room for more than 30 minutes must be authorized by the program's director or a Human Services Professional and must be re-authorized every hour thereafter as long as the timeout continues.

g. All incidents of time-out are documented in the child's record to include:
i. The date and time of the incident;

ii. The duration of each time-out;

iii. The name(s) of staff who implemented the time-out procedure;

iv. A full description of the reason for time-out and relevant events that preceded and followed the incident;

v. A description of any injuries sustained by children or staff involved and medical treatment provided; and

vi. The reviewing signature and date of the Human Services Professional assigned to the child. Copies of the report are shared with the service team.
Appendix B

Mental Health Professional

The following are considered to be mental health professionals who often function in job titles other than their discipline titles:

1. Psychiatrist – A licensed M.D. or DO. Who has completed a residency in psychiatry approved by the American Board of psychiatry and Neurology.

2. Psychiatric Nurse – A registered nurse, licensed in Georgia, who holds a master’s degree from a school of nursing of recognized standing with a specialty in psychiatry or mental health.


3.  Physician – A person who is licensed to practice medicine in Georgia.

4. Social Worker – The holder of a master’s degree in social work from an accredited university, and with documentation of supervised clinical experience in field placements.

5.  Clinical Psychologist – A holder of a doctoral degree in psychology from an accredited university or college and who is licensed in the State of Georgia.

 6.  Master or Doctoral Degree Holders – In one of the behavioral or social sciences that is primarily psychological in nature, and documentation of supervised clinical experience in an internship/practicum placement program, and/or those persons licensed in Georgia to practice independently.   

7.  Any other person having professional education, training, and/or experience in another mental health discipline or behavioral science that is deemed equivalent to those described in one through six above provided that:  prior individual equivalency status is approved, and documented, with written approval, by the Director and Medical Director of the agency and the agency’s identified quality improvement process.
Minimum Standard for Level of Care Providers
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