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A MESSAGE FROM THE COMMISSION CHAIR
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professional support staff, who, together, continue to make significant progress in fulfilling the Commission
mission, | submit this status and future direction report. The Commission has made great strides, beyond
addressing the originahient, to bring real change in a myriad of areas that positively affect children in state
custody and also make lasting improvements that will ultimately affect all children iofdwdme care in

West Virginia.

¢CKS /2YYA&aAaAA2YQa S KhdS @sukedid sigdificant dcap@plishnieht&Ser the2phist few
years. As you review its progress and read about its future direction, you will find key milestones, new ways of
carrying out responsibilities and a continued strong commitment by the Conamis3 his commitment is not

only to reduce the number of children placed out of West Virginia, but to focus on building the capacity to

keep these children in their home or within the immediate community.

Since the origin@hdvancing New Outcomedlay 20®), a number of changes have occurred that affect the
placement of children both Hstate and outof-state. The Commission has stayed the course in implementing

its initial recommendations, and to its credit, has also successfully adapted its membeardhipssion to

address emerging issues and embraced new opportunities to lead enhancements in a number of key areas.
Thus today, the Commission, with an updated legislative mandate, stands fully ready to execute the next level
of positive improvements touirther reduce the number of oubf-state placements and to strengthen West
+ANBAYALlI Q& whildeed inh 6utofhénie @aieY Q T 2 NJ

Sincerely,

< nd

Patsy A. Hardy, Commission Chair

Alf our American way of life fails the child, it fails us all. 0

Pearl S. Buck







A MESSAGE FROM THE BUREAU FOR CHILDREN
& FAMILIES COMMISSIONER

As the Bureau for Children and Families Commissioner, | proudly speak of the positive effect the Commission

to Study Residential Placement of Children had im both addressing the issue of enftstate placements and
F20dzaAy3a FOGGSydGA2y 2y AYLNRB@AY3 2Sald xANBAYAIFI Qa Syl
evidenced in orgoing initiatives, the Commission oversees a number of working gtbapsre building new

processes and establishing new collaborative models to ensursatesy, permanencyandwell-beingof our

children, especially those brought back from -aifitstate placements.

From leveraging technology to establishing consistent@mmon assessments that span across agencies, the
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membership has served well in assisting in opening doors, setting priorities and fosteringeeolntking

groups. Although the overall effort has taken more time than desired, | am confident the strong foundation

being built will bring londasting benefits.

On behalf of the many children, families and others who directly benefit from the C@minBy Qa LINBS &Sy O
extend deep appreciation to the many dedicated employees and volunteers completing work on a number of
fronts. | truly look forward to the ultimate outcomes of the excellent work being done today.

Sincerely,

J J ski, Commsioner

iWe cannot hold a torch to | ight anotherds path

Ben Sweetland
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P REFACE

Establisheariginallythrough legislation (HB 2334nd most recently reestablished through
SB636the Commission has wisely leveraged its mandate to study residential placements of
out-of-home children intchopefullypositive actions foAdvancing New Outcomeis this
historically challenging landscape.

Building onits own work andbther significant initiatives regarding ocof-homechildren, the
Commission has gathered a cadre of professional leaders and practititmaddress the
tough isses. Addressing dynangballengedogether is the right path té&\dvancing New
Outcomeghat are lasting.

Our success is reached only through the willingness, dedication, and commitment of the
thousands of West Virginians in pidsns to bring about daily changéisat resultin Advancing
New Outcomesn out-of-home care, especially the-askchildren whichwe all genuinely
seek

Finally, and of utmost importance, is that no one agency, group of individumasific policy or
practice is solely responsible for where we have hegwhere we are goingThis effort is
not about meeting a targeted percentage benchmark or just resting on a success story here or
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out-of-home status regardless of where they may be.

n At first people refuse to believe thal
then they begin to hope it can be done, then they see it can be done d then
it is done and all the world wonders why it was not donje

Frances Hodgson Burnett
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A large amount of background information and detailed data collected and used during

t he Commi ssi onods wor k p redists r This doackgrounds a nde neferente
information, including a number of studies, reports, and data analysis, serves as a
ready -made resource s on which the Commission has based its recommendations to date

and can serve, in part, to support continued work at the operational level a s the
Commission goes forward. Additional information in general or regarding a specific area

of Commission focus can be accessed by contacting Sue Hage, Deputy Commissioner for
Programs , Bureau for Children and Families, WV Department of Health & Human
Resources, 350 Capitol Street, Room 730, Charleston, WV 25301 (304.558.2983 or
Sue.C.Hage@wv.gov )

For additional information including minutes of Commission meetings, visit its website at
http://www.  residentialplacementcommission.org







SETTING THE CONTEXT

On April 9, 2005, the Legislature passed HB 2334. This statute created the Commission to Study Residential
ttF OSYSyid 2F / KAfRNBY YR AyOfdzZRSR daadNIrGS3aIaAsSa +yR
placed in outof-state facilities and to return children from existing eaftstate placements, initially targeting

older youth whohave been adjudicated delinquénd & { xhg Codmidiskrbrgcagnized that the total
environment in which oubf-home children are a partfmeeds to be addressed to make the letegm changes

that will dramatically reduce the amount and degree of many of the required interventions now in place. With
this in mind, the Commission agreed to broaden shepe of its oversight.

Since publishing firsta dzY Y NB NBLR2 NI S ! ROy OAy3d bSg hadzi O2YSacé
continued to meet on a voluntary basis to ensure that wisteing done to implement their recommendations.

In 201Q the Legislature passed SB 636 to reconstitute the Cosionis This Legislative bill, in addition to the
original stuy areas, includes addressing any ancillary issues relative to foster care placement and requires the
reduction of outof-state placemqpts by 10% for the first two years and 50% by the thirdofehe

/| 2YYA&aaArzy.Qa SEAaGSyOS

The Commission continues to rely working groupsomposed of many individuals with appropriate expertise

to focus on specific recommendations. These working groups work on actions as outlined by the Commission.

Adopted Process Guidelines for Working Together as a Commission

The following helps focus and guide the Commission meeting process and related working relationships of all
Commission members and volunteers who participate in Commission efforts. This list is dynam ic and will be
updated and added to as warranted. Using this and other effective team (collaboration) principles and

practices has been a cornerstone to the high - performance of the Commission.

1. Share the floor and have open discussions with all perspect ives brought to the table.

2. Be objective and look for opportunities to share expertise and approaches that focus on the youth we
are trying to help.

3.  Work with a spirit of trust and mutual respect to build upon our individual and organizational strengt hs.

4. Know the contribution of elesahd responsibilities ahtha goetinucm af whbth
needs and ultimate outcomes, and find the synergy along this continuum.

5. Strive for true buy  -in and a united front, so that consensus can occur a nd be sustained.
6. Make our work action -oriented, with actual follow through assignments and results documented.

7. Recognize that additional resources are not the only solutions by studying how we can use what we

already have (not just shifting resources ).
8.  Strive to find the strategies/methods to change the system -not just regulations and policy -work in the
trenches.

9. Keep in mind that the majority of improvement actions and system changes will affect all West Virginia
out -of-home children, regardles s of in - or out -of-state placement.

10. Speak for the part, but think for the whole with a future -oriented, continuous improvement mindset.




Commission Meeting Participation

The Commission carried out its work with strong collaborative participation thenkey stakeholders working in

the overall system being addressed. Many staff members who represent thedkay expertise in various

areas also attended. In addition, many practitioners contributed in study area work outside of the formal
Commissiomnmeetings that provided key background information, data analysis and suggested recommendations.

From reports of study groups to presentations from specific agencies or programs, the Commission peocesse
wealth of information to guide its work. Througemiew of presented material, including research and reports

from other similar work, the Commission derdeenumber of telling findings and observations regarding

current conditions. The following summary statements are vital elements that help setaipe for the

/| 2YYA&aaArz2yQa LINBaSyid NBO2YYSyRIGAZ2ya FyR O2ydAydsSR

Principle -base d Collaboration a Must

The gains already evidenced and those proposed in this report by the Commission bode well for bringing true
change tamprove the system for oubdf-home children that historically has often beanneed of serious

attention. From the onset, the Commission realized the value of conducting its work in a prbasele
collaborative mannerBringing a diverse group of individuals remesng the many¥ I OSia 2F GKS wa
together is a necessary step for making meaningful strides in improvenkawever, without common
understanding and shared commitment, the effort may fail or, at best, provide false promise. The

I 2YYA&aA2yQa ¢ 2chlks whiéh fobliErst an$hie chidghd fadhilk Further, there isnutual
respectamong member$or the importance of preserving the fundamentalssioneach represented area

brings to the @mmission. Balancing a shared vision that drives Commissidsiatecwith the inherent
requirements of state agencies, the judicial system and of the private sector is panafor successful

outcomes.

The Commission embraces the principles developed as part aVdst VirginieSystem of Care (see insert
box)as sliningguidepostgo frame its work.

Key Principles Underlying the System of Care Model in West Virginia

(@)

Support required by children with emotional, social and behavioral challenges must
be found in the community.

Services and care must be available rega rdless of ability to pay.

Families must be viewed as equal partners and colleagues.

Child ren are best served in their homes, schools and communities

Child serving systems and agencies must collaborate to create a seamless system.
Services must be individu  alized to meet the needs of each child and family.
Services must focus on strengths and competencies, rather than deficiencies.

O OO O O O O

I nterventions and services must be avail abl ¢ to Awr
and family.

O

Services must be culturally sensiti ve and respect family differences.

O

Services and supports must be trauma -informed.

In formulating its working agreements and understanding of ultimate responsibilities around the issues, the
members respecthe appropriate roles found within the missionstbbse serving on the Commission. Clearly,

the Commission does not wish to interfere with the discretion or ability of the Circuit Courts to place a child in

a facility which is in the best interests of the child, but to provide the Courts with new atitiicgiél options

to meet the needs of children in facilities closest to their homes. Likewise, the departments involved in the

areas of human services, education and caiirédc2 Y& Ydza 0S8 | & Gedoydv®s atdK I G G KS U
integrates their respectevmandates and approaches incumbent in their work.
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Given these various potential diclarhies, the Commission hasd will continue to seek consensus on
recommendations that will make a difference. Further, there is a commitment by those serving to work
diligently to champion the changes needed in their respective areas.

All parties participating in the Commission meetings agree the goal is to do everything possible to increase the
in-state placements that are close to the community in which the child resid@&ven this overall goal,

Commission members from their respective agencies and organizations will champion the recommendations
FYR AyGSyd 2F GKS /2YYAaarzy G2 AYLINRHOSechldé. adl G§SQ:

AThings daogmedgt wehamange. 0

Henry David Thoreau

Commission Recommendations

The following are the key thirteen (AlMmo 0 NB O2 YYSY RI (A 2y a LlAdvandng NawkK Ay
Outcomednitial report. Some of these have been fully completed, others are pgrtiahe or have new

requirements that are being addressed. The three recommendation areas notéti3)CGite the overarching
recommendations stemming from the fiweear Child and Family Services Rl@RSRyork.

These are providias a reminder that the Comission has been actively implementing, tracking, monitoring
and reporting on a regular basis (quarterly) regarding its progress. &hsti# ample evidence that these
recommendations, once fully implemented and in place, will reduce the number affeatate placements
andsignificantly enhance the environment for services within the state foradditome carechildren.

The Commission fully intends to continue to address issues, challenge current practices and evolve additional
recommendations to augemt this list. The objectivisto be more pinpointed in champiamg

recommendations that vlitruly change the areas needitige most attention for the Commission to fulfill its
purpose.

Advancing New Outcomes Recommendations

Al Develop and maintain accate profile/defined needs (clinical) of the targeted children in-ofthome care, both
out-of-home and irstate.

A2 Complete an accurate assessment of currerdtite licensed behavioral health agencies and individuals on capacity
& program expansion/reonfiguration capabilities.

A3 Expand irstate residential and communilgased capacity for oupf-home children through systematic and
collaborative strategic planning.

A4 Develop a more simplified Certificate of Need (CON) process that isdneeh andincludes all appropriate
agencies in evaluation/approval activity.

A5 LYLX SYSyid GKS a{eéausSy 2F /I NB¢é¢ Y2RSt auldSeARS®

A6 Ensure uniform system of care is in place statewide through best practices/quality & accountability for all treatment
2T 2 +-Of&one daiidren.

A7 Address workforce staffing and development needs to ensure capacity to fulfill demand and for clinical services for
out-of-home children in West Virginia in the future. Must have ready professional workforce to build capacity.

A8 Requireall West Virginia service providers to be certified and ensurgaing training of all clinical staff across all
service providers.

A9 Ensure all oubf-home children are receiving appropriate quality education in all settings, and provide a flexible
funding model to support educational costs.



A10 Require owtof-state placements be made only to providers meeting West Virginia standards of licensure,

certifications and expected rules of operation.

All Ensure education standards are in place and student$udisereceiving the appropriate education services in all
out-of-state facilities where West Virginia children are placed (and based on Commission oversigtt in

placements also).

A12 Fully support the MDT concept and enhance present MDT procestesvite.

A135S@St 2L YR FdziK2NAT S + LISNXYIySyild 2@SNIem3aKi

Expanded Oversight Open Recommendations

INR dzLJ § 2

C1 Protect children from abuse and neglect and safely maintained in their homes whenever possible andiaggrop

C2 Ensure children have permanency and stability in their living situation and continuity of family relationships and

connections preserved.

(
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meet their educational, physical and mental health needs.

System Definition

combination of policies, processes and people, including families, which
constitute the en tire focus along a full continuum of care (programs and
services) for working with the out -of-home children population or in preventing
children from being placed in out -of-home placement.

Mo s t of ten, the wuse of the word O6systemb

hi



TorP DOZEN MILESTONES TO DATE

The following key achievements aédsed to date under the guidance of the Commission have primarily built
the foundation of policies, practices and processes intended to reduce the number of WV children placed in
any location. Throughout this time, the average net number of WV childesre mlutof state has not

increased, buhasremained at the same level or slightly lower. The combined effect of these milestones and
new activities is expected to bring declining trends to the number and length of time WV children are placed
outside thehome, including reducing outf-state placements.

1. The WV Child Placement Network (WVCPN) Implemented.

On a daily basis, this systegmovides theavailability of placementacross West Virginia. Individuals responsible for
placing children in residentiahce have immediate access to this information, whittreaseghe probability to
place children in state.

2. The West Virgini®ystem of Care (SOC) Expanded Statewide.

Thiscollaborative partnership model is dedicated to building the foundation for agcéffecommunitybased
continuumofcardi KI i Sy &dz2NSa Tl YAfASa FNB Sy3alr3aSR Avyclose$oOAr arzy
their home communityas possible. Key results incluaere services and suppairt local communities with fewer
out-of-home placements.

3. StatewideClinical Review Process Established

A comprehensive approach that identifies amdreases local quality resourcesensure that the needs of West
Virginia children that are at risk of going eaftstate are met includingreparing for children/youth prior to their
return home.

4. Use of Best Practices to Addreghe Needs of Children

Research and actual WV dasecollected in a number of different ways to show the various trends in the service
population and to identify seice gaps. This information is usedafiidress systemic and practice isstiest create
barriers toward positive outcomes for children. Pi@ammunity Forums are being held throughout the state to
distribute this information at the community level fservice development and utilization.

5. Service Array Assessment Procés©Operation.

This segmented statewide effort focuses on determiniitat community services and supports are availdbte
childrenat-risk and, most importantlywhat additional servies might be needed

6. Enforce West Virginia Owbf-State Provider Certification Requirements.

Monitored requirementdor alloutof-a G I § S LINP GARSNAE (2 YSS( 2 SadiucationNBAY Al Q
treatment, safetyandwell-beinghave been deveped. This ensures West Virginia children are protected, have their
needs met when in oubdf-state placements and are better prepared when they return home.

7. Creation of theAutomatic Placement Referral (APR) Trackirygt8m.

¢CKAAa aNBI f tiaskMipsysteB tighiboartiBoytdnthe time it takes to make referrats multiple
placement providers for kstate Group Residential and Psychiatric Residential Treatment Facilities (PRTF). The APR
will alsoreport placement trackinglongitudinal tends in placements and composite outcomes on all placements.

8. Improved Assessment Process and Delivery.

The Comprehensive Assessment & Planning System (CAPS) process lsteaedined to provide consistent
assessments across systeribe CAPS processmincludes the CANS initial comprehensive assessment that
ARSYUGATASE OKAfE RNBY Qrtheyds&vark prdcebR The CANS yhilldl dorpreSdnsie dsSedsinent
includes evaluating the trauma children/youth may be experiencing.

9. Building Cormon Definitions and DatéDriven Focus.

The @mmission has bettedefined outof-home and placement criteriand hasdevelopedaregular standard
statistical reportingmethod that maps expected performance benchmark§hrough regular review and analysis of
data, the Commission has continued to focus its work on cause and effect within the system.




10. Effective Collaboration Results.

11.

12.

The Commission Isveraging otherritiativesto solidify crosgurisdiction concerns that promote reduction of eaf-
state relance by expanding their focus beyond that of residential care. Initiative€dimemission is alignealith
include the Comprehensive Behavioral Health Commissiorkthuieation of Children i@ut-of-Home Care Advisory
Committee, and the Court ImprovemeRtogram.

Establish Céexisting Group Homes.

To date three of these group homes have been opened, based on data related to youth plagdestaie and thke
Service Arrayocess related to gaps fahildren with ceexisting disorderémental health disordeand

developmental disability) These homes establishmeans for the treatment of children with multiple disabilities in
local communitiesnd promote opportunities for permanency for these children at the community level. The overall
goal for childreradmitted to these new types of facilitiespgrmanency through reunification with the family,
adoption, or independence transition into adulthood

Certificate of NeedCON Process Change.

The statutorily mandated CON review process was changed sortiditedavioral health care service selected by the
Department of Health and Human Resources in response to its request for application for services itdeedech
children currently placed in oudf-state facilitieso the state or to prevent placemerdf children in outof-state
facilities is not subject to a certificate need.

fiComing together is a beginning; keeping together is progress;
working together is success . 0

Henry Ford




FUTURE DIRECTION

The Commission does not intend to rest on accompiishts to date, but rather, accelerate and deepen its
focus on reducing the number of cof-state placements. Most vital to this cause is establishing an
environment in every area of West Virginia conducive for supporting at the community level akchildyut
of-home care or in atisk situations. This includes the presence of safety, permanency anbeiry based

on a weliplanned and executed support system driven through true collaborative work among state and local
agencies, providers and otherganizations.

¢tKS F2ft26Ay3 NBlFra 2F 02y OSyiNIGA2Y INBI Ay LI NILZ

1.

Ensuring that thé\dvancing New OutcoméB LJ2 NIl Q4 2 NRAIA Yyl f NBO2YYSyYyRI
and that the work stemming from #hChild and Family Service Plan (CFSP) are both addressed will

remain a top priority for the CommissioiThis will include defining, collecting and reporting on

performance metrics established to gauge progress as well as to inform deciakers of the

/I 2YYAaaA2yQad NBO2YYSYyRIGA2ya FyR OlAz2zyao

Identifying and implementing strategies and actions that have the highest effect on reduchod- out
adrasS LXFOSYSyilo ¢CKFG AazX FAYRAY3I (GKS Y2ad air3
that will make the biggest change in cof-state placements to achieve the desired level as mandated

by the legislature. Using existing research and knowledge along with new information, the

Commission will work with the most appropriate individuals or organizatidsring about these

focused changes. In addition, the Commission must aggressively encourage the challenging of current
practices that are deemed ineffective and foster greater emphasis on proven policies and processes.

As part of this, the Commissionust foster innovative ways to bring the change desired. This is not

always by adding more funds or in establishing more beds, rather this is looking across the country for
ideas and solutions that can be applied in our state. Sometimes, a small sclationake a

meaningful difference. For example, the creation of a strafghward simple checklist for the owf-

home careyouth transitioning to adulthod can be highly effective to assist in being ready for life on
2ySQa 26yP ¢KAA yOBRODII dad yaS NSOKYRKIZ2 2l y2REKSTE L
process for making sure these youth have the documantscredentials needed to ke their own.

Leveraging technology to enhance the present system processes and create new ways that ithprove a
aspects of working with children in cot-home care. This includes greater use of timely and accurate
information that can be deployed for better decisiomaking and help drive process improvement

work. The automated referral system is a prime exagdlthis future direction focus as well as use of

the internet (The Beehive) for information sharing and communication processes.

Championing the WV System of Care (SOC) and its components to include strengthening all outcomes
will be a prime initiativeirough the Commission. Early results from the pilot and statewide
implementation to date of the system of care show good promise. Although all aspects need to be
continually evaluated, the Commission is still encouraged by the potential of this effbitsaiocus,

which includes the service array assessment process, FAST (Family Advocacy Support Training) and
clinical review process. The SOC has proven a capable center of influence and networking hub to
advance many initiatives that will ultimately nece the number of oubf-state placements.

Supporting the new WV Building Bridges Initiative, which is based on the National Building Bridges
model will be an important role for the Commission. This statewide effort advances a set of values
and principles for comprehensive, coordinated and collaborative community approaches to address
the needs of children with significant emotional and behavioral disorders and their families when a
child is in a residential treatment program.

Sustaining, as well as, thering the development of existing and potential new collaborative activities
will be a continued cornerstone of the Commission. To date, the Commission has been a solid
champion in bringing individuals and organizations to the table to work togetheslt@ problems
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10.

and build seamless systems that span boundaries among agencies, providers, organizations and
AYRADARdIZ f aod ¢CKS LINPG@SY @¢2N] Ay GKAA& | NBIF gAff
collaboration is a tweway street and tk Commission recognizes the work of others that advances its
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Committee and the Court Improvement Program are two such efforts that are integrated with the

Commissioa ¢62NJ] o6& ONRP&a YSYOSNRAKALI gAGK | F20dza 2
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children ages five to eleven. The Commission will support the implementationoblJ&a [ 6 | YR
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Comprehensive Behavioral Health Commission.

Advocating continued movement toward standard, common assessments that are used by agencies
and providers will be extremely beneficial in delivering needed information to those in decision

making positions. It will also bring efficiencies to the overall system. Good progress has been made in
this area, however, significant changes are needeaéxin what is envisioned to be most beneficial.

CKS /2YYAaaArAz2yQa TFdzidzNE RANBOGA2Y gAtft AyOf dzRS

Providing guidance regarding the overall state child welfare system is part of what the Commission
believes is time well spent in reduciongt-of-state placements. In 2009, the Commission committed

to provide guidance in an advisory capacity to the Bureau for Children and Families (BCF) regarding the
Child & Family Service Plan. The great advantage of this approach is the alignmermhifithelfare
aeaidsSy gAlGK GKS /2YYAaaAirzyQa ¢2N] |yR GKS g2NJ
children in the welfare system. Going forward, the Commission plans to stay abreast of the progress

of the CFSP and contribute, as warranted. THulsides three specific working groups under the

/| 2YYA&daA2yQa dzYoNBftfl o

Exploring new areas that address in some fashion the mission of the Commission. From clinical

program availability to new health care reform, the Commission will keep an eye oniegéessues as

well as seeking out areas that effect what it is trying to achieve, even if indirectly. Through ensuring
every aspect of the root causes for eaftstate placements, as well as, what needs to be in place to

prevent children from being pladeout-of-K 2 YS Y (G KS / 2YYAaaAirz2yQa 7TdzidzNB
a02yS dzyGdzNYSRQ Ay AGaA [dzSad G2 YSSG GKS AydaSyd
this area include supporting the education monitoring of-otisate residential facties and the Best

Practices Community Forums.



OVERALL COLLABORATIVE MODEL

DiagramAreflects the dynamic nature of interconnection among both public and private entities engaged in
AYLINRGAY3I 2Sa0 +ANBAYAIl Qa 2 @S NéstofchildddadedRassbcafiohs; theS 4 & 2
magnitude of resources, people and funding, dedicated to operating and improving the system is remarkable.

The Commission has worked diligently to tap into the various professionals, organizations and initiatives th
directly correlate to it accomplishing its mission. Importantly, the cross membership on commissions, special
AYAGALFGAGSa 002dzNI A YLINE @ SEd&sfiondiChildrénddutoRHeBeCe Y Y A G (0 S ¢
Advisory Committee) and joint workingamips (Expanded Schelohsed Mental Health, Service Array Project)

enhance communication, foster a greater knowledge base and sustaitdangvorking relationships. The
Commission truly believes that this collaborative approach will lead to better stateting, more breakthrough
improvements and, most vital, more children in theagme or within their community in West Virginia.

Diagram A

Commission to Study Residential Placement of Children
Overview Relationships for Developing a Collaborative Comprehensive Child Welfare System in West Virginia
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Since its inception, the Commission has focused on the goal of redudind-state placements. Defining and

PERFORMANCE METRICS

developing the most appropriate benchmarks te®n a challenge based on defions, facilities close to the
West Virginia border and difficulties in obtaining timely data. The Commission has moved in recent years to
more specific ways to define and report placements. Starting in SdyetieB910, the @mmission has agreed
to the following:
Only children in West Virginia custody (state custtidpugh WVDHHR) are reported within the metrics.
The three stateustody poplations reported on include

A Group Residential Care

A Psychiatric Facility (lorgrm)

A Psychiatric Hospital (shet&rm)

All information and analysis is based on data extracted from the WVDHHR FACTS system.
Data will be extracted each month based onupdated F 2 NXY' I G A2y Ay C! /[ ¢{

1.
2.

analysis.

The method for calculating the location, distance, etc. will be documented under separate cover.
The Commission will receive updated reports on a quarterly basis.

The baseline and targetfortie2 Y YA aa A2y Qad ¢2NJ oAff
{ SLWISYOSNI ons noaminlzld 31 ARFST AN \KSH A2VazGSa G | 6

S I

A

(et e]]
e
D¢ Qx
A W
U X«
pul

Based on these guidelines, the following provides key difits in how the placement population will be
counted and reported:

by R

Key Definitions Regarding Populations in West Virginia DHHR Custody Addressed by Commission

A&B

\VAVAVAY,

I
|

In-State A | C
Placement :
I
I

I
I
Out-of-State B : D
Placement |
I
I
|

< 50 miles > 50 miles
from home from home

Groups A and B represent individuals in the monitored populations that are plaiteoh fifty miles of the
known home location. These can be divided between those in a placement location in West Virginia (A)
placed outside of the state (B).

Group C represents individuals in the monitored popolasi that are placed over fifty miles from the know
home location, but are located within the borders of West Virginia. The ultimate goal is to have
individuals closer to their home community.

GroupsA,BandCreprgéé AYRAGARdzZ fa ¢K2 Fft TAG bstaie Kacegment K

Group D represents individuals within the monitored populations that are placed both out of state and
fifty miles from the known hom location. The Commission targets actions to reduce these numbers as dt
based on the West Virginia Legislative intent.
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FACILITIES WITHIN 50 MILESFROM WV BORDER

As part of understanding the dynamics of the -@iistate placements, there is gpial attention to where
there are facilities within fifty miles of the WV Border. The map below provides a current vieeatibns and
approximate mileage from West Virginia for each facility where West Virginia children may be placed.

YAbraxas Center for Females
fAuberle
40mi TSouthwood
fMThe Chil dr eirPioject $tar s t |

Pennsylvania

Fox Run 1
9 mi
Ohio
Matyland - ¢'Masan Mars C
Home
mi
Grafton
\ fTimber Ridge
NECCO | 2 mi )
Childrenosf fNorth Springs
Ohio 30 mi
28 mi

Virginia

Ramey-Estep 1
Homes Kentucky
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W EST VIRGINIA SYSTEM OF CARE PROGRESS

The West VirginiaSystem of Care (WVSOQ) et of values and guiding principles that provides a framework

for systems reform on behalf of children, youth and their families. The development and imple¢ioemh

0KS 2+{h/ Aad &AdzLIR2NISR Ay (GKS AyAGAlf GKANILISSY NBO:
coc AyOfdzRSa a{eadSy 2F /I NB O2YLRySyda |yR 022LISNI
the local, state and regional lelge with links to existing resources, such as family resource networks and
NEIAZ2YIlf adzyYAildaz oKSNBOSNI LI2aaAirof Séo

In 2007, a public, private, and consumer partnership was formed to develop, implement and oversee the

WVSOC statewide reform. The WV Systéi@are Implementation Team (known as the SIT), is a cross agency
partnership that meets monthly, shares resources, communicates with local/state leadership, reduces

systemic barriers, provides consistent decision making and integration of system oficing g

principles/values across child serving agencies.

WV System of Care Implementation Team accomplishmerdate include:

1. The development of a Memoranda of Understanding between the members of the SIT that defines
their roles and responsibilities

2. Definesthe target population which includes any child at risk of out of home placement due to mental
health and/or behavioral health issues.

3. The Bureau for Children and Families (BCF) and Bureau for Behavioral Health and Health Facilities
(BHHF) providmint funding to support the continued efforts of the WV System of Care statewide
initiative.

4. Family, Advocacy, Support and Training (FAST) statewide family organization. The FAST Advisory
Council includes 50% of family representatives and providesitketibn and support for the
continuation and expansion of a statewide family voice. FAST works with parents/caretakers to
provide training, support, and assistance to understand and navigate the child services system. FAST is
working to increase the ydh voice in a variety of ways. One is through Focus Groups and the other is
the Wellness Recovery Action Plan (WRAP). FAST recently contracted with the Putham County Schools
to conduct focus groups in all four high schools regarding dropout preventibis. information is used
to improve the Putnam County school environment. Fast is partnering with the Putnam County
Magistrate Court Truancy Diversion Program and Putham County Schools to wottkosékvho are
having truancy issues by using the WRARe@ss. The youth receiving WRAP showed a 94%
improvement in attendance and a reduatian disciplinary actions.

5. Regional Clinical Review (RCR) statewide process. The purpose of the RCR process is to identify the
82dzi KQa OdNNBy (i (i NB thiougtSatdmplalnsive/of&iidiniag@s. Rrais
processserves & | NB a2 dzZNOS FHigciglnarykdrEatmemt Ak Tere MrdAbul dross
agency regional teams that meet twice a month. This process addngssth at risk of out of taite
placement, youth placed within 90 dagédischarge and youth in an ocof-state placementionger
than 12 months.

6. The WVSOC Implementation Team is also the Service Array Steering Team. The Service Array is a
statewide assessment of community basivice/practices needs and gaps. The team is currently
developing a statewide Resource Capacity Plan tivess the thirteen CommunityollaborativeQ a
needs and gaps and develop working relationships with community leadership to ensure the success of
the Service Array capacity planning process.

7. Marshall University collects and analyzes data. Data is used to improve practices and address system
barriers. Data is also used by the WV Department of Health and i BR®sources to address barriers
andgaps,andto support decisions being made.
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Other statewide initiatives that integrate/impact the WV System of Care:

1. The Best Practice Community Forums (BRPCHje purpose of the BPCF is to address how
community/cross system partnerships can address the pesttice needs of coccurring, ceexisting
diagnoses, and older youth transitioning to adulthood, review objective data, and improve the home
O2YYdzyAGASaQ OF LI OAGe (2 LINBGSyYyid LI OSYSyd | yR
additional information).

2. CommunityBased Team (CBiE)a BCF initiative to provide services and support to children at risk of
out of state placement through a nationally recognized best practice wraparound model.

3. Expanded SchodBased Mental Health Statewide (ESBMHYibtive is to develop a continuum of
supportive services within the school environment and incorporates the system of care guiding
principles and values. The development of local ESBMH program provides a school environment that
addresses the social, emotial and weHlbeing of all students and increase opportunities for academic
success.

4. BHHF is supporting two pilot sites to address the transitional needs of youth who are entering
adulthood. These models integrate the WV System of Care guiding

5. The Conprehensive Assessment Plan Systd@APSand theWV Child and Adolescent Needs and
Strengths Assessments (CANB being refined The CANS tooladsoused in the Regional Clinical
Review process(See Appendix B for additional information).

6. Building Bidgesis statewide initiative based on WV System of Care guiding principles and values that
link residential care and community services to improve the lives of WV youth and their families.

7. Integration WVSOC guiding principles and values within theaBuor Children and Families Program
Improvement Plan (PIP) aney®gar Child and Family Services Plan (CFSP).

The WVSOC is an integral part in achieving the recommendatidthe Commissiorand can greatly assist

other statewide initiatives such as tfirogram Improvement PlaR[B and Child and Family State PI&®RS)

The WVSOC will define the comprehensive array of services and supports through the Serviceéessy
request policy changethat incorporate WVSOC guiding principles and valestablish best practice

standards of care and request a change in contract language, increase communication between all
stakeholders, ensure families/youth are part of the planning/implementation/evalugtimeess reduce
duplication of efforts, identifghe target population, and send a clear message to consumers that the WV
Department of Health and Human Resources and their partners are working together to address the system
issues and barriers in providing community based services and supports teclalt their families who are

at risk of out of home/state placement.
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| MPLEMENTING JACOB (8 LAW

WEO0206Qa [¢6 o0l . @ nmcn0 A& adldsS tSaratrdAzy GKFG o
West Virginia for children agesld®. The lawcontains three components: (B comprehensive assessment

system to improve the placement outcomes for children agé® 4vho have experiencgrauma, thereby

reducing the total number gflacement disruptions; (2) Better screening methods for potentisier parents

to ensure better family/child compatibility at placement, and enhanced support and training for foster parents

that would better prepare them for the range of difficulties and behavior issues suffered by children

experiencing trauma; (3) Argel f dzZ GA2Yy 2F GKS &ddz00Saa 2F G(KS Qa7

The Department has partnered with the provider community, most notably the Alliance for Children and The
West Virginia Child Care Association, to begin developmeniegbitht, which wil be implemented January 1,
2011. The phaseih approach will be used

EDUCATION OF CHILDRENIN OUT-0OF-HOME CARE
ADVISORY COMMITTEE

Since the WV Department of Education issudgeiching Every Chitgport in 2004, there has been a

continuous effort by he Department to address specific education issues with theobtiome care children
population. This has included both those in-ofistate placement and children within West Virginia.

Working hanein-hand with the Commission, the outcomes of thisAdv2 NBE / 2 YYA GG SSQa 62 NJ
beneficial. Areas of focus include, in part, the following:

1 Developing strong monitoring of owtf-state residential facilities to ensure education programs are in
place Thiswill result in credits that are transfable back to the state.

1 Working with the State Board of Education in adopting policies to remove barriers to a free and
appropriate public education and educational success for all children.

1 Implementing requirements of the McKinn&ento Act, which assti West Virginia children in ouatf-
home care who are receiving education services in county school distfictsugh the work of this
Committee and the Commission, West Virginia has defined 'awaiting foster care placement" in the
federal homeless defition to include children in family foster care, emergency shelters and group
homes thereby placing them under the federal protections of the McKiarayto Act.

1 Helping to review issues surrounding truancy and the effect it has cofdubme care childre and
the education system.

1 Bringing awareness to other agencies engaged in working with thefdutme care children population
of the importance and requirements for these children receiving education, regardless of placement.

91 Incorporating National moels of best practices regarding education that assist in improving education
and other aspects for the owdf-home care population.

1 Working on training for teachers and others regarding aspects of workithgowt-of-home care children.

With some repesenttives of this Committee daithful attendees to the Commission meetings, the efforts of
this Committee have been very welcomelgor a list of committee members, see appendix E.
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W EST VIRGINIA PROVIDERS SURVEY PROJECT

Since the initial report, Advanciidew Outcomes, the Commission has worked on recommendations that will
increase the number of iatate providers offering required services forregk youth to include improving the
accessibility and effectiveness of such services. The Commissionlyraggkad providers to offer thoughts
centered on expanding services. The initial results, botthemumber of responses and specifics to
expansion opportunities, did not get at some of the focus desired by the Commission. In late 2009, a more
compreheng/e survey was designed and sent to aliate providers. Although the survey was somewhat
long and detailed, extensive efforts were made to reach a high number of returns including extending the
deadlines several times and making individual contactedpease completion rates.

The overall objectives of the survey process included, in part, the following:
/| 2Tt SO0 AYyTFT2N¥YIFOA2y RANBOGEE FNBY &SNIAOS LINRJA

2. Seek understanding of how providers add or expand servidigsinate or change services in the areas
of interest to the Commission.

=

3. Learn what challenges from general to specific such as workforce issues exist in West Virginia
regardingthe provision ofservices to youth and how the state might help in theseaare

4. Collect information on a list of specific behavioral or other conditions that are presalent ofyouth
needing services.

5. DF NYSNJ 20 KSNJ AYyF2NXYIFGA2yY GKIFEG O2dZ R KSt LI G4KS /2
Array insights).

Althoughtime and circumstances can alter responses that may have been submitted by the providers, the
NEadz G6§a FNBE O2yaARSNBR (2 060S I 3I22R NBIFRAY3 NBE3II NRJ
need for attention to improve overall services to W¥ftginia youth.

A crossagency and providawork group has reviead the survey results that included coding and sortipgro
NBalLlRyaSao ¢ KS NBalLRyaSa oSNy IOddditdrtd gFovidne A y G2 & A Y)
Commission with a sumany of the findings, the work group determined what other work groups, agencies or

organization should receivatie information, especially those responses that can beed upon by one or
more entity.
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THE WEST VIRGINIA° BEHAVIORAL HEALTH COMMISSION

The West VirginilComprehensive Behavioral Health Commissiwas established by the West Virginia

Legislature during its 2006 regular session. Theirrepo&, t AT Ay 3 hdzNJ t 2GSy GAL Y ¢ I
Behavioral Health Systewas released Novembei712008. The Comprehensive Behavioral Health

Commission identified six key focus area items critical for an efficient and effective behavioral health system.
They are:

0 ModelofCarecd 5 S @St 2L YR AYLI SYSyid | Y2R®dthe2¥ OF NB
integration of behavioral health and primary care, improves the availability, coordination and
accessibility of behavioral health services, and focuses on prevention and early intervention in
O2YYdzyAlAS&aé o

0 Qualityof Cargd L YLINE @S (i &réforlpatzuiersiby fosgeng Osystem that emphasizes
continuous improvement, expects accountability for delivering effctive and successful outcomes,
and encourages the informed use of evidesicé 8 SR LINF OG A O0Saé o

0 CostofCaread 5 S@St 2 LI OrakiNgskayeyids ®iRsustainable services in the future
behavioral health system that include blended funding streams, formal cooperation between public
and private organizations for additional funding, a formalized review process of publicly funded
beKl GA2NI £ KSFfGK aSNWAOS&AXE FyR (NHzS YSyidlt KSI¢

0 Perception of Care Reduce all stigma associated with behavioral health and its services in West
Virginia.

0 Workforce¢a / dzf GA @G GST GNIXYAYZ |yR NBGFAY KileAderswhoa { Af €
are empowered to enjoy a professionally rewarding career within a productive and supportive work
SYOANRBYYSyYy (¢

0 Technologd ! &S f S leectivedtéchn@i@yi@gito support a comprehensive behavioral health
OFNB aeaidusSy Ay 2Sald £ANBAYAlI D

9FNI & AYRAOIFIGAZ2YA FINB GKFG Ay &aSOSNIf FFNBIFA& NBII NR)
should have some positive affect on what the Commission to Study Residential Placement of Children is trying

to achieve. The full report can lheund & www.wvcbhc.org

¢KS O22LISNI A2y YR Y2YSyldzy -bERing\BtiEeS ghd Bdr famibes Wil 2 F
O2ylGAydzS (G2 I ROFYyOS yS¢é FyR 0S00GSNIegdziO2YSa F2NJ 2 Sz
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APPENDIX A
BEST PRACTICES PILOT PROJECT BACKGROUND

During 2010, the Commission to Study the Residential Placement of Children

conducted a pilot project focused on taking best practices research on three Leaming
targeted populations (children who are in eot-home care) to seek more direct
ways for local commutiés to plan programs and serfidcR @ gy iaAlGt SR MiIKS a2 £°|. Sai

t NI OGAO0Sa /2YYdzyAGlé C2NHzvyae TF2dzNJ F2NHz¥a Ay GKS 02 dz
Jefferson; Fayette & Raleigh; Kanawha; and Ohio, Brooke &tlanere held

The project was meant to test the best practice concepts developed from research

and focused on the targeted populations of: 1) older youth transitioning to

adulthood, 2) youth with cexisting disorders (mental retardation/

developmental diabilities/mental illness), and 3) youth with-oocurring disorders (substance use/abuse and

mental illness). Two planning sessions were held in each area. Detailed data regarding the targeted three
populations in the areas was prepared and presentethatfirst session. Each community has been asked to

develop specific strategies for addressing each poputity” ® ¢t KSaS qilaledino®éstingl y 0SS A
activities or be considered separately. Data collected from this process will then be usadktopda strategy

and model for statewide implementation. Theerallfindingsand lessons learned from the forurase

expected to be presented tthe Commission in early 2011

The following are some themes that surfaced frima four forums.

Common Disceery and Themes from the Best Practices Community Forums

The four pilot Best Practices Community Forums have been completed. The Commission has been
instrumental in bringing focus to the best practices targeted populations and creating an environmegtit, whi
has helped enhance collaboration.

When asked about what value participants found in the forums, the following themes were cited:

1. Raising awareness, especially through seeing the big picture, how many discrete activities, programs
and services all fit gether to help children.

2. Learning of services and expertise in the community not readily known prior to this planning session.

3. Making new professional working relationships within the community that should lead to
improvements.

4. Realizing the specific foswn the targeted populations clearly surfaced significant gaps that teeke
addressed to make a true difference with the children.

5. Discovering even with the diversity in organizations and backgrounds represented at the sessions, the

participantsaref f  FTdzy RF YSy dGFrftfte 2y GKS &lFY$S LI3AS yR ast
6. { SSAY3 Ylye O2YY2yltAGASE YR O02YY2y (KSYSa 6KSy
G2 t221 02ttSO0GA@Ste |G GKS O2YYdzyAieQa aiGNBy3Iicr

7. Embacing the need to leverage the diversity of those engaged in working with the targeted
populations and the vital need to strengthen collaboration at the local level.

8. Sharing of information and referencing exiting resources at the sessions that manywapkaad put
to use immediately.

9. Bringing new people and different organizations together to get involved.
10. Enhancing the working relationships between state agencies and local organizations and individuals

Although there are some differences among fbar pilot areas there are a lot more themesommon
throughout all of them.
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APPENDIX B
CAPS AND CANS

The Commission has endorsed the WV Comprehensive Assessment and PlanningG\B&nafd its
associated Child and Adolescent Needs and Strengths (@#NShhis appendix provides key information
regarding both of these. By moving to these standard methods for conducting and delivering meaningful
assessments in a faster, common and consistent manner, both efficiencies and effectiveness can be greatly
enhaned.

WV Comprehensive Assessment Planning System (CAPS)

WHAT IS WV CAPS?

In 2002 the Bureau for Children and Families (BCF) began formulating a program improvement plan (PIP) to address issues
identified in the Child and Family Services Review (CFSRindihded developing a comprehensive assessment of needs

and strengths for children and families. To address comprehensive assessment and planning for youth and families, BCF in
partnership with private providers, developed and implemented @@mprehensie Assessment Planning Systé®APS)

CAPS is the assessment protocol which is used to meet the treatment planning requirements establisHeld-& 49

TARGET POPULATION

It is recommended that the WV CAPS initial assessment and triggered clinical asggsatimways be utilized
consistently across systems at the earliest point of system contact. Recommended assessment junctures for DHHR youth
are as follows:

- Admission to an emergency shelter placement; or
- Change of custody; or

- For all youth adjuétated as delinquent and referred to DHHR where the court is considering placing the juvenile
in the DHHR's custody or eaf-home care at the DHHR's expense; or

- For disrupted placements, both in Youth Services (YS) or Child Protective Services (CPS)

- For any youth whom there is an open YS or CPS case and for whom a comprehensive assessment is needed to
determine family functioning and/or there is a risk of placement disruption.

WV CAPS PHASES
1. Family joinindorientation meeting where the DHHR vikar and the CAPS provider explain the assessment process to
the youth and family members)

2. Information review (private provider reviews the case record, interviews the child and family, talks with collateral
contacts and gathers service involvement amdhistory)

3. Information integration (private provider utilizes all available information to score the Child & Adolescent Assessment
of Needs & StrengthsCANS)

4. Family Conference (private provider communicates the initial CAPS findings withdachDBHHR worker)

5. Initial 14 day report (CAPS provider communicates the CAPS findings, recommendations and indicate additional
assessments needed in a written report made available to the DHHR worker for distribution to appropriate parties
such as MDTCourt, etc., and is available for presenting results as requested)

6. Triggered clinical assessment pathways (CAPS provider administers additional assessment (s) indicated by CANS
results)

7. Family Conference (private provider communicates the finalSi@lings with family and DHHR worker)

8. Final 30 day Comprehensive Assessment Report (CAPS provider communicates the final CAPS findings,
recommendations in a written report made available to the DHHR worker for distribution to appropriate parties such
as MDT, Court, etc., and is available for presenting results as requested)

9. MDT/Case Plan Development (DHHR worker, MDT's and other appropriate parties use the CAPS recommendations to
guide decision making.)
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WV CAPS PROVIDER REQUIREMENTS

WV CAPSrpviders must be enrolled by thBureau for Children and Familias a Socially Necessary Provider as well

as have the ability to provide all of the Medically Necessary Services triggered by the initial 14 day assessment
(psychological testing, mental héalassessment, etc). WV CAPS Providers must demonstrate that they have the
capacity and expertise to provide all levels of required assessment or have formal written contracts with community
partners to assure the ability to deliver a comprehensive assessin a timely manner.

Those individuals responsible for completing the initial 14 day assessment and report are required to have a

. OKSt 2NRa RSAINBS Ay GKS 1 dzYly {SNBAOS FASER L} dza | YA
CANOSNIATFTASR YR 0SS adzZLlISNPAASR gAGK &dzZLISNBAa2NRa aAdyl (
licensure in Human Service fields plus be CANS certified.

Additional triggered clinical assessments/tools are to be completed by individualsnebthe previous minimum
credentials or tool/assessment specific criteria if greater.

The 30 day Comprehensive Assessment Report (CAR) must be signed off by an individual with Master level plus
licensure in Human Service field, however a BA CAPS tisdddrindividual or greater who completed the CAPS may
be the individual to attend MDT and present results and recommendations.
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WV Child and Adolescent Needs and Strengths (CANS)

WHAT IS THE CANS?

CANS is the acronym for the Child and Adolescent Naed Strengths assessment. It was developed by Dr. John Lyons,
Ph.D. who is currently a faculty member at the University of Ottawa and many stakeholders from numerous states across
the country. Th&€ANSs designed for use at two levelsor the indivicual child and family and for the system of care.

The CANS provides a structured assessment of children along a set of dimensions relevant to service planning and
decisionmaking. In addition, th€ ANSrovides information regarding the child and fanslgervice needs for use during
system planning and/or quality assurance monitoring. The CANS is a meaningful tool that will help child serving systems
with their most important work improving the lives of children and their familiéstilizing the CAN$ a fundamental

shift in how systems utilize assessment infaation to guide decision making.

WHY THE CANS?

Children and adolescents with serious emotional disturbance are commonly served by multiple systems including mental
health, juvenile courts, puld schools, and child protective services. Historically, these systems have developed separate

2 NH2Yy>S YAaaAirzyas FyR aSNOWAOSad ¢KAA GelLlS 2F aaArfzaeg 27
and fragmentation of serviced\n asgssment instrument that can cross these barriers by creating a common

assessment language while addressing the child and family status in a comprehensive manner was identified as a first

step toward improving service delivery for these youth and their féigs. A cross system workgroup composed of

private, public and family representatives selected the CANS as the initial comprehensive assessment tool for WV child
serving systems because it:

- Guides service planning by broadly assessing strengths and okedisvidual children and their families with the
primary objective of permanency, safety and improved quality of life;

- Captures data to track progress on meaningful child and family outcomes;

- Identifies service gaps and promotes resource development;

- Enhlances communication among participants through consistency and uniformity by all involved in children's
services to be "on the same page" and "speak the same language" regardliridg's needand strengths;

- Is easy to administer and use;

- Is statisticallyalid and reliable;

- Is scored to create a profile of the child, not arrive at a single total number;

- Is an open domain tool that is available at no cost, the CANS is free;

- Is simple to use and training is quick, with annuategtification;

- Is designedo assess children from birth to adulthood;

- Provides for a consistent and uniform cregstem tool and process;

- Is face valid and easy to use yet provides comprehensive information regarding clinical status
- Is already being utilized by the Burefan Chidren and Families and providers Statewide.

WV PROGRAMS CURRENTLY UTILIZING THE CANS

- WVDHHRureau for Children and Famili®CF) Comprehensive Assessment and Planning System (CAPS)
- West Virginia System of Care Regional Clinical Review Teams

- WVDHHRBCF Community Based Teams (Wraparound Model)

- Individual Provider Agencies

- Division of Juvenile Services (Pending)
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CANS FOCUS AREAS

TRAUMA EXPERIENCH®se ratings are made based on lifetime exposure of trauma (abuse, violence, disaster, etc)

TRAUMTIC STRESS SYMPTOMScribes a range of reactions that children and adolescents may exhibit to any of the
variety of traumatic experiences. {egperiencing, numbing, avoides, adjustment to trauma, etc)

CHILD STRENGTFH®scribes a range of assést children and adolescents may possess that can facilitate healthy
development. In general strengths are more tiéie, stable characteristics (famileducation, talents, etc).

LIFE DOMAIN FUNCTION{M@&scribes how children and adolescents armglén their various environments or life
domains (sleep, recreation, medical, school, family, legal, etc)

ACCULTURATIONII children are members of some identifiable cultural group. These ratings describe possible problems
that children or adolescentaay experience with the relationship between their cultural membership and the predominant
culture in which they live (language, identify, ritual, cultural stress).

CHILD BEHAVIORAL/EMOTIONAL NEEDSies the behavioral health needs of the child asladcent. While the CANS
is not a diagnostic tool, it is designed to be consistent with diagnostic communication (Psychosis, depression, anxiety,
conduct, substance, anger, etc)

CHILD RISK BEHAVIQRI8ntifies risk behaviors that can get children aldlescents in trouble or put them in danger of
harming themselves or others (suicide, danger to others, bullying, runaway, etc)

DEVELOPMENTARssess the presence of developmental factors such as intellectual functioning, expressive language
issues, sekind daily living skills and/or other pervasive development disorders such as Autism, Tourette's, Down
Syndrome, or other significant delays.

LIFE SKILIFcuses on the presence of skills needed to live independently and or the readiness to take on the
responsibilities.

CAREGIVER NEEDS & STRENGOEL®es on the current caregiver, including birth parents, substitute caregivers, and

Fye 2GKSNJ OF NBIAGSNI 6KSy (GKS 3F2Ff A& aNBlGdzNY K2YtBE 2N 4K
for the significant households involved. Out of hone care Residential Settings and Independent Living Settings are

excluded.

SCORING AND USING THE CANS

The CANS is easy to learn and is well liked by individuals, youth and families, providetseampdidhers in the services

system because it is easy to understand. Each CANS item suggests different pathways for service planning. There are four
levels of each item with definitions (found in the CANS Manual). The definitions are designed to triansltie

following action levels.

Score Level of Needs & Appropriate Action

0 No evidence of needNo action needed

1 Significant history or possible need which is not interfering with functionivgtchful waiting/Preventive
Activities/Monitoring

2 Need interferes with functioning Action/Intervention(requires action to ensure that this identified need or risk
behavior is addressed)

3 Need is dangerous or disablinginmediate/Intensive action

Score Level of Strengths & Appropriate Action

0 Centerpece strength- Central to planning

1 Strength present Useful in planning

2 Identified strength- Must be Built/Developed

3 No strength identified Strength creation or identification may be indicated
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APPENDIX C
JOINT COMMISSIONS TASK TEAM CHARTER
State of West Virginia

Comprehensive Behavior Health Commissi@iaroved at 1/21/10 meeting)

Commission to Study the Residential Placement of Child#gibved at 3/4/10 meeting)

Proposalfor 2 YY A & & A 2 Jo@tTask TeOoh | f
Young @ildren Behavior Ealth Issues

The two Commissions, while having clearly separate charges and having published reports that are in different
implementation phases, share a number of common issues centered on children. In recent months, heightened concerns
and greater attation have surfaced regarding the identification of behavioral health issues focused on young children
ages 5 through 11.

To ensure the behavioral health issues of this population are being addressed in some form, share agreement on priority
and that duplcation of effort is reduced as much as possible, it is proposed that a special joint as task team with working
group representatives from both Commissions be established. This team would be comprised of those most
knowledgeable or engaged in young childigehavioral health work with emphasis on the children in the age range of 5
through 11.

The Commissions believe a first good step is to obtain an accurate addgte assessment of the situation in West

Virginia regarding behavioral health issues vaitildren ages 5 through 11. This includes special considerations based on
the young age and what one or both Commissions are doing or should be doing in the future to bring about improvement.
This may reference state agency policy, West Virginia leigis|girocess improvements, resource needs or other topics.

Specifically, the Special Joint Task Team is asked to provide a report that covers the following:

1. How each Commission is directly addressing, if at all, this population based on its existing escatioms and
activities.

2. What other initiatives or activities are in place (by state agency, private sectompmdih organizations,
O2tt 02Nl GAPSazr SGO®L YR INB IRRNBaaAy3d OKAft RNByQa
or both Commissions.

3. A priority list of key issues needing addressed with this population now or in the immediate future.

4. Alist, if the team identifies any, of specific actions to be taken directly by one or both Commissions that will
address the behavioraldalth issues found regarding this young children population in West Virginia.

5. Alist, if the team identifies any, of specific recommendations for one or more of the Commissions to endorse,
encourage or support through the work efforts or activities ofaththat address young children behavioral
health issues.

Sue Hage (BCF) and Jackie Payne (BHHF) have agredekbin this team and bring together the most appropriate people
to serve on the team. Further, the team would seek input from a variety atesuanging from families to providers.
The Commissions will provide administrative and technical support as needed.

The Task Team will provide an initial report to both Commissions on our before May 1, 2009.
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APPENDIX D

W ORKING GROUPS LISTS
Service Deli  very & Development Working Group

Service Delivery and Developme(BDDWork Group Task Teams

(Task teams include representative members of the full work group in addition to many additional stakeholders
representative of both public and private WV clsitglving systems)

BB- Building Bridges CoO- CoOccurring Best Practice Task Team
CAPS Comprehensive Assessment and Planning (CAPS) CoE- CokExisting Best Practice Task Team

APR- Automatic Placement and Referral (APR) Data- Integrated Data, Evaluation and Outcomes
OY-A- Older Youth Transitioning to Adulthood Best Practice Task Tg Trauma Best Practice Task Te@dming formed now)

SDD BB CAPS APR OYA CoO CoE DATA

1. Phyllis Apple, DHHR X X

2. Kathy Baird; Braley & Thompso#fkesCare X X X

3. Laura Barno, Program Manager, DHHR X

4. Tim Bauman, Pressley Ridge X

5. Christina Bertelli, Chafee Program, CESD X X

6. Linda Boyer, Daymark X X

7. Pat Booker National Youth Advocate X X X
Program

8. Amy Boothg WV DHHR BCF X X X

9. Betty Brooks, DHHR X

10. Cindy Bryant, WVSOC, Prestera X

11. Andrea Burns, KVC X

12. Michele Bush, WV CASA X

13. Kristie Byrd, BHHF, Office of Development
Disabilities

14. Rebecah CarsonRegion Il CWO®HHR X X

x
>

15. Pgggy Cartus, Florence Crittenton X

16. Damon Cater, Home Base X

17. Jackie ColumbiaBoard of Child Care

x
x
x

18. Beth Cool¢ Logan County CAC X X

19. Dr. Corey Colyer, WVU, Evaluator X

20. Ardella Cottrill, Region I, Family X
Representatie

21.Laurah Currey Pressley Ridge * X X X X

22.Linda Dalyai WVDHHFBCF *

x
x
x
x

23.Gwen Davig Try Again Homes X X X

24. Kimberly Davis, DHHR X

25. Julie DeMattie, Golden Girls X

26. Joanne Dobrzanski, Family Connections X X

x

27.Ruth Ann Douglass, Hancock Co. Schools

28. Caroline Duckworth X

29. Lora Dunrg, Highland Hospital X X X

30. Barbara Edmonds, OBH, DHHR X

X

31. Laurea J. Ellis, WWDHHR

32. Rebeccah FarmerRegion [ CWC X X X

33.Kenny Fischer, S¥2 Ky Qa | 2 YS X

x
X

34. Patty Flanagag Southern Highlands

X
X
X
X

35. Susan FryChairg Stepping Stones, Inc. * X

36. Heather Gallagher Stepping Stone X X X X
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