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HARRY HUGHES
GovLosOla

STATE OF MARYLAND
EXECUTIVE DEPARTMENT

ANNAPOLIS. MARYLAND 21404

The Honorable Ruth Massinga
Secretary
Department of Human Resources
1100 North Eutaw Street
Baltimore, Maryland 21201

Dear Secretary Massinga:

January 27, 1986

I am pleased to receive Maryland's Interagency_Plaa for Children withSpecial Needs which I requested as part of my Children and Youth Initiative.In my view the Plan and the recommendation for continued interaaency
coordination and planning represent a major step forward for agencies,
providers, advocates and families in achieving the service syStem we alldesire for these children. I want to emphasize my commitment to seeingthat the recommendations and tasks set forth in the plan are implemented.

My thankS to you, Secretary Wilzack, Superintendent Hornbeck, and allother_participants in the development of the Plan for producing thiSstrong and useful document.
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PREFACE

Maryland's SPecial needs children and their families often require the services
of more than one State agency. Whether care is provided in the child's home, in
school, in another cOrninUnitY setting, or in a residential program, a child's full
growth and development USUallY benefit from a continuum of health, social, and
educational setvitei.

Thus, f Maryland's special nee& Children are to be well served, State agency
services must be well-coordinated. Collaboration is essential, not only for helping
individual children; but for building the acteiSible, reiponsive.services system
sOUght alike by state and local government, priVate Providers, advocates, and
parents.

Within the_Past few_years, a number of interagenty effOrts have contributed to
childien'S Wdl,being. The State Coordinating Council for the Residential
Placement Of Handicapped Children and its local counterparts are resolving
some of the funding diipUtes of_ the past. The interagency budget and legiSlauve
agenda of the GoVeincir'S Children arid Youth Initiatives of 1985; with support
from the General AsseMbly, provided new resources for special needs children.
In every local communitY, agentiei share responsibilities for assisting children
and familift in need.

This Interagency Plan represents another major step toward achieving
COMPrehensive; coordinated service system fdr Special needs children. We intend
that it be the first of a series of annual plans ih which State agencies set forth
their ShOrt.territ and longer-range goals and activities for helping Children and
their fathilies. We also view this plan as part of an ongoing dialogue among State
And local ageriCieS, PriVate providers, and advocates about how special needs
children can beit be served. For that reason; we welcome response and reaction
to its recommendations.

Iii
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Secretary,
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Secretary,
Departriient of Health and Mental Hygiene

DAvid Hornbeck,
Maryland State Department of Education
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EXECUTIVE SUMMARY
Purpose of Plan The interagency Plan for Children With Special Needs was preyared at the

directiOn ci Governor Harry Hughes as part of the Children and Youth Initiatives
Of 1985. The Plan has three major purposes:

1; To set priorities for deirelOping -Or expanding services required by
special needo children arid their finiilies;

2. TO ensure that resources targeted for tpecial ritedi children are
1dt-644:Aired effectively and efficiently by increating interagency
COOrdinitiOn in the planning; financing; tate managem ent, and
administration of servkes;

3; To establish an agenda for ietkon that can be useful to StMe
administrators, the General Atteinbly; advocates; parents; and provider
agencies as they gauge progreit in meeting children's needs.

The Plan was prePared erillaboritively by the State agencies serving -children,
with participation and reVieW bY adVocates and provider agency representatives.
It covers a wide range of childten With special needs including emotionally
disturbed, developmentally diiabled, and edriCatiOnally handicapped children; as
well as abused and neglected children, delinquent -children, chemical abusers, and
other special needs children. Originally, the plan i4as designed to focus more
narrOwly on children who require the tervitet Of Many agencies in order to
reinain in their own homes and communities. HdWeVer, it became clear that few
==-- if 4;4 individual agency services can be viewed apart from the services
provided by Other agencies because many children ate likely to need assistance
from more than One agency, either concurrently or at different times. For this
reason, the plan was broadened to include the priorities of each agency for its
own target populatiOnS, as Well as those priorities agencie; will pursue jointly.

Several principles of SerViee Underlie all of the recommendations included in
the Plan:

Services should be based dn an indMdualited plan for each child which is
appropriate to the child's needs in accordance with the child's age,
developinental level; strengths; and weaknesses;
Servkes should be deliVered in the least restrictive setting appropriate to
the child's needs;

Seces should involve the family td the greatest extent possible;
Servkes thould be faCused on establishing a stable life situation for each
child;

Services should be accessible to all Children with special needs and should
be Provided in a timely and flexible rrianner, allowing for transition am- ng
services and service agencies.

The agencies are committed to Carrying out these winciples as they expand;
redeploy; and administer the terVitei identified in the Plan,

The tasks identified in the Plan are hoth thort.--teiM and longer-range.
WheneVer possible; specific; quantifiable objettivet for tervices are given (e.g.;
the deVelOPMent of a certain number of group home hedt). For some services;
however, thegoals tet forth here are more general; in the time available to
produce the Platii inOte detail was not possible; Even in these cases, however,
agency responsibilities ate assigned and timeframes established to ensure that
follow-up planning Will lie dóiie. The Consensus among the participating agencies
is that it is important to ',Mace 0 batelinePlaii which can begin to guide budget
and planning decisions for FY 1987 and FY 1988.
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Building a Continuum of
Services for Special

Needs Children

Effective Management of
Services for Children

With Special Needs

The recommendatiOns and tasks of the Plan are orgar-Iiied into two major
sectiOnt, reflecting the Hitt tWo goals of the Plan above. One section identifies Acontinuum of care for MarYland's children with special needs and eitablishespriorities for development. A teCOnd section addresses interageney
administrative; financing, and terViCe delivery issues which must be addressed ifthe State's service system is to be effective.

The Plan establishes a continuiirii Of tervices which has five major areat:primary prevention activities; early interVintion services; evaluation, diagnosii,and atsessment serViCes; in-home and COMinunity services; and substitute careservices. Thirty specific services are identified within these categories;
The Plan's goals fOr building the continuum recognize that:

Development of the "front end" Of the continuum, i.e., primary iPieVentionactivities, has been slow. Carefully selected strategies for invetting inpreventiOn programs mutt be Undertaken in order to prevent laterprobleins for children;
1n:home and corilintinity resources are being developed by all_agenties,
but there is a particular need for interagenty coordination among theseservices. The Plan giVii Priority to the development of alternative
education programs, taiiite care; day care for children with Special needs;parent aide services, and Continued evaluation and developrnerit Of
intensive family services and faMily support programs which can prevent
at-it-of-home carc
In all areas of the continuum, mental health servicet for children are apriority for expansion; including: assessment/evaluation; communitymental health care; therapeutic group hornet; and specialiied; short-termresidential treatMent. All state agencies serving children Will have difficultyfulfilling their mandatet if thete services are not available.
For future planning, priority it giVen to developing service and budgetstrategies for "uncovered children," i.e., those who receive inappropriateor no servicet. These include: emotionally disturbed children whose
behaVior is viole6t; dually diagnoSed or multiply diagnosed youngsters;
children whose behaVior is socially unacceptable but Who also have familyproblems; Children who do not meet the criteria as iducatiOnally
handicapped, but who neiiiiiheless have severe problems in -school; and
handicapped youngsters who require long-term tare, but whose parentscannot provide it.

The complete recommendations related to the cOntinuum of care follow thisExecutive Summary.

This section of the plan ideritifiet "cross-cutting" IsSues critical tO the effectiveManagement of State agency serviCet. Selected issues, and the recommendatiorsmade about them in the plan, inclUdei

Service Planning and Oise Management Lead case managerrientresponsibility should be assigned for all special needs children receivingservites from several agencies; based 'on interagency agreements that
clarify agency respontibilities. Priorities for such interagency agreementsare: between SSA and MHA kir mental health services for foster children;and among SSA, MHA, and MRDDA for the joint developMent Ofspecialized foster homes.
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Continuation of the
Interagency

Planning Process

Community Education on Behalf Of Speeial Needs Children
The Governor's Office for Children and Youth Will iikiritify a minimum
base of services for spec:al needs children td be aVaiiabli in each
jurisdiction; and will coordinate a public education Campaign to improve
access to existing services;

Improved Interface i,vith PriVate Sector Providers Private sector
representatives will have inereaSed inVOlvement in service planning; Public
agencies are charged with clarifying Service and funding priorities; policies
toward purchase of care, and the need for program changes by specific
providers;

Transitioning Services_ MSDE will take the lead in tdordinating
agencies' plana far aiiisting children in their transition from a youth
Service system to indePendent living or adult services; and for prbMoting
jaint budgeting for transitioning activities as necessary;
Interagency Licensing and riianitoeing An interagency licensing
workgroup will be established to work toWard the goal Of consistent
minimum standards for all State-licensed children's facilities, with
additional requirements developed for specialited typt Of facilities.
Interagency Rate Setting Agin Cies- will continue to develbp a
consistent approach to rate setting that reimburses as closely as possible
the full, allowable costs of care, With clear Cost guidelines for various
services and with incentives for cost control.

Interagency planning and budgeting for special neidi Children should become
an ongoing_ function of State government to ensure that Services are focused on
the whole child and tO eniure an adequately funded tbritinuum of care for special
needs children.

An Interagency_Planning COMMittee for Children (IPCC) will ;5e establiShed for
this purpose. DHR will convene and chair this effort in FY 1987; as it did in FY
1986; at the Governor's request. PartiiiiPating agencies will include JSA,
ACA/DDA, MRDDA, and PMA froth DHMH; MSDE; the Governor's Office
for Childzen and Youth (OCY); and the State COOrdinating Council (SCC); as
well as advocates and provider representativei. The IPCC Will monitor the
implementation of the first Plan and develop cie amend the Plan for future years;
as required.

To ensure additional local input and advocacy repretentation in planning, the
IPCC will expand its MeMbership to increase representation from these groups.
In addition, plans and proPoiala developed by the IPCC will be sent for reView to
local counterpart agencies.

All participants in the development of thia first Interagency Plan for Children
with Special Needs view it as only a first iteP in imProving services for special
needs children; However, through their tothrriitthent a; the IPCC planning
process, and, even more, through their commitMent to iinPlement the Plan; all
participants believe that the tasks set forth in the Plar can yield improvements for
Maryland's children with special needs and their familieS.



SUMMARY OF INTERAGENCY PLAN TASKS
I. Pri Mary

Prevention
Activities

II. Early
Intervention

Services

III. Evaluation,
Assessment and

Diagnosis Servicei

Objective -Strengthen the base of PriMary health care programs kr
children

TASK 1: DHMH, through the Medical Aiiiita,nee Administration and
in conjunction with the Preventive MediCine AdMiniitration, should
continue to expand the EPSDT Program to ensure COVerage of all
income-eligible children in the State.

Objective- Develop a comprehensive stateWide Stritegy for the
prevention of children's disabilitieS

TASK 2: DHMH, through MRDDA, *ill prepare a three-year
statewide plan fOcusing on prevention activities- eelated to children's
disabilities.

Objective --Expand program models whith km-oil:Mi.-ate prevention-
related activities along with direct treatment serviteS

TASK 3: DHMH, thrOUgh JSA, should develop a plan fee the
e7tOansion of Youth Servicei Bureaus which provide community=based
delinquency prevention serviCei and daily supervised activities for teens.

Objective -Expand mental health early interVeritiOn -prOgrams
TASK 1: DHMH, through the Mental Hygiene Admiriiitiation, should
expand mental health early intervention programs foe children from
birth to five years Of age at risk of psychosocial and developmental
dysfunction.

Objective -Enhance existing information and referral SerVices available
to Special needs children

TASK 2:_ The Governor'S Office for Children and Youth; in cOhjiiiittion
with the Maryland State DepartMent of Education, the Department of
Human Restnrces and the Departirient Of Health and Mental Hygiene,
should develop a plan to ensure that eiciiting information and referral
services reach the families of special neede children.

Objective -Evaluate and, as appropriate, eXPand services which
strengthen parenting capacities and general fariihr fiinctioning

TASK 3: DHR, through SSA, will evaluate ita pilot PrOgiam of family
support centers which is in its first year of Oilet teak* in FY 1986. If
results of the ongoing evaluation are positive, SSA *ill Olin tO increase
the Site Of this program in FY 1987 and FY 1988.

Objective -Reduce duplication in evaluatidn Of the iaMe Children by
establishing procedures by which agencies share information

TASK 1: Eath State agency serving children (MSDE; SSA, JSA, PMA,
MHA, MRDDA, ACA/DDA) and their_ lOcal agencies should have
within the agency standardized intake- fOrmi which are used consistently
throughout the state.
TASK 2: MSDE (through local education agencies), SSA (theMigh
loal departments of social Sei=iiiCeis),JSA; MRDDA, ACAIDAA, and
MHA should, to the extent permitted by law, make their written
evaluations of specific children available and_accessible to other State
and local agencies involved in_care planning fOr the Child.
TASK 3: DHMH, through JSA, should develop comprehensive
localized assessment capabilities for youth who are referred for
substitute care through JSA.

xi
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IV. In-Home
and Community

Services

Objective Expand Community-based alternative eduCation programsavailable to special nee& children
TASK 1: MSDE, working With JSA, SSA, MRDDA, ACAJDAA, andMHA, will promote the develOpment of appropriate alternative
academic and vocational piogiaMs far youth who do not function well inregular education settings and who require a program of individualized
instruction that meets their Specialized needs.

Objective Expand other home and community services whose abiencecreates the most severe gaps in the continuum
TASK 2: DHR, through SSA, and DHMH, through MRDDA, JSA andMHA, Will develop an expansion plan for respite care, day care for
apecial needs children, and personal care/parent aide Services.
TASK 3: DHMH, through MHA, should expand treatment Staff withspecialties in child and adolikent mental health in community mentalhealth centers and increase outreach services to emotionally diaturbedchildren and their families, including home-based interventiona.
TASK 4: In FY 1987 loola mental health centers will inter into
agreements with local dePartments of social services and loially-based
JSA intake, probation and after-care units to make mental healthconsultation available.

Objective Develop community-based service systems that better
organize the diverse services needed to promote the growth and
development of adolescents

TASK 5: DHMH, through JSA, should take the_lead in developing aplan for the expansion of community-based programs for adolescents.
Objective Expand community-based services which prevent entry intofoster care and other forms of substitute care

TASK 6: DHR, through SSA, Will continue to expand its family serviceprograms in oier to maintain children in their homes and communities
rather than in foster care.
TASK 7: DHMH, through MRDDA, should expand the fainily supportservices program in the jurisdictions now participating as well as to thereinaining uncovered jurisdictiona in the State.

Objective =Establish a core air:vice system to prevent adolescent
pregnancy and to address the needs of teenage parents and their children

TASK 8: DHR, through SSA and local departments of social services,will cooMinate development of a core services system to prevent teenagepregnancy and assist adolescent parents, as called for by the report ofthe Governor's Tisk Force on Teen Pregnancy.
Objective Expand adoption opportunities for special needs children toeniure permanent homes for these children

TASK 9: DHR, through SSA and working in conjunction withMRDDA and the Developmental Disabilities Council. will exploreadoption opportunities for special needs children with particular
emphasis on minority children.



V. Substitute
Care

Services

Objettive Develop a wider range of residential care Settin0 With
emphasis on Snialler, family-oriented and community-based settings

TASK 1: DHMH, thrOugh MRDDA; will continue to implement the FY
1985-1994 Matter Fad 'Wei Plan for deinstitutionalization by:
a. redUCing the number of State Residential Center beds by 37 percent

(2,621 to 1;664 available beds); and
b. increasing the number_of available community beds from 1,675 it

the beginning Of FY 1985 to 4,549 by the end of FY 1994
TASK 2: DFIMH; through MHA, will establish four additional
therapeutic group homes in FY 1986=1987 with a total capacity of 10
homes by FY 1988;
TASK 3: DHMH, thiough JSA; will investigate the developthent Of
two additional yiiiith centers (one may be on the Eastern Shore) to eaie
overcrowding it MOntrOse and the Hickey School.
TASK 4: DHMH, theough JSA, Will seek to increase fundiog for
plieements in small residential settings.

Objective Intreate the aVailability of emergency shelter and
assessment/diagnostic services for children, particularly those coming into
foster care

TASK 5: DHR; through SSA; will seek to expand beds in emergency
shelter Care facilities or emergency foster homes, with associated
diagnostic Ind assessment facilities; by approximately 40 bedi in FY
1987 and FY 1988.
TASK 6: DHMH, theough JSA, should expand from four to five the
number of Runaway Youth progiarns which provide temporary
emergency shelter mre.

Objective 7 Expand the range of available types of foster family care, in
order to better resp-ond tti the diVerse needs of children coming into care

TASK DHR, through SSA, will seek to expand the_nuMber of
apecialiied or therapeutic foster homes to 60 beda by FY 1987.
TASK 8: DHR, thrOUgh SSA, will take the lead with MRDDA and
MHA in developing a multi-year strategy for more appropriate service
for handicapped children reciuking long-term care who are not
appropriate for the current foiter care system, and who have no other
avenue for service.

Objeatiie Continue to develop in=state resources for Children who now
miiSt be Placed out-of-state because there is no appropriate Mar-yland
facility whiCh meets their needs

TASK 9: The Stiite Codidinating Council for the Residential
Placement of Handicapped Children (SCC) will identify common needs
Of Out-of-state placements that Could support alternative in-state
programs;

ObjeCtiVe lUcrease the range of spcialited short-term resideOtial
servicei Ai neCeiSary to meet the_mental health needs of childreii

TASK 10: DHMH, tin-611th MHA, shoUld by August 31, 1986
take the lead ift developing a plan for bad expiaiion to accommodate
the needs of emotionally disturbed children 12 Years old and under with
priority given to in-patient care, under 90 days.
TASK 11: DHMH, With JSA as the lead agency and with support frOm
MHA and DHR/SSA, will deirelop a residential treatment program foe
children on the &stern Shoee.
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INTRODUCTION
In 1986; of the estimated 1.16 million children under the age of 18 in

Maryland; a significant number will have one or more chronic prOblems which
impair normal functioning:

An estimated 78 percent or 90,000 children annually will make Use of
special education services through local public schools.
An estimated 11 percent or 127;600 children will refluke professional
tate to iMprove emotional or behavioral disturbances;
An estimated 1 percent of the population or approximately 11;600
children are developmentally disabled or retarded and Will need special
education and support services to remain with their families.
An estimated 37,000 children will come to the attention of the Juvenile
Services Administration because of problem behavior or delinquentY.
Over 17,400 requests for protective services investigations for alleged
child abuse and neglect will come to the attention of local departments of
social services;

More than 5,000 children will be in foster care because of the inability Or
unwillingness of their families to care for them.
Over 33;500 children, or 10 percent of the population between the ages
of 14 and 18; will experience problems with drugs or alCOhOl.

While many children may have multiple problems, and therefOre the above
numbers are not mutually exclusive; a substantial number of MarYland's children
are at risk of out-of-home Placements and need services to enable theM to remain
in their communities.1_

To eriSute that the State's response to these children is well-coordinated,
Governor Hughes, as part of his Children and Youth Initiatives of 1985,
requested the State agencies which serve children to Prepare an Interagency Ptah
for Children with Special Needs. With the Department of Ruman Resources
providing coordination, the development of the plan was collaborative, involving
the several Administrations serving children within the Departthent Of Health and
Mental Hygiene, the Maryland State Department of Education, the GOvernOr'S
Office for Children and Youth; and the State Coordinating Council for the
Residential Placement of Handicapped Children. Advocate and provider ageriCy
representatives participated in the development of the Plan. The goals of the
Plan, as detailed more fully on me 6; are to establish a continuum of services
necessary for special needs children; and to ensure that the resources targeted for
special needs children are administered effectively and efficiently.,

As originally conceived the Plan was to focus on children With special needs
who require the services of multiple state and local agencies to remain in their
homes and communities; However, as the planning process evolved; it was
evident in certain areas of service that the Plan had to go beyond the "thUltiple
agency" agenda and identify the priorities which each agency was pursuing for
its own target populations. Description and analysis of these priorities proved
essential to establish the base for future Cross-departmental planning. This
interagency planning process for children, theiefOre; was used for agencies to put
forth their OViftl goals and pnonties for children with special needs, as well as
those essential cross-agency agendas bo;11 of which are a major part of this Plan;

lThe age limits for State agency services differ by agency. While most agencies serve children up to age 18.
others, including the Mental RetatditiOri anA DeveL3pmental Disabiiities Administration, local education
agencies and the SOtial Seivicei Adniinistration. provide services to persons through age 20.

1
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The Plan contains three major sections:
The fieSt section (this section) describes the planning process; the State'
system for serving special needs children and deSeeibes the special needs
childteti coveted under this Plan;
The second section outlines a CeintinUUnTi of needed services, and agencies'plans for putting these services in place.
The thitd section makes recommendationt foe re-Solving interagency
administeative issues which affect the delivery of Services.

The agencies which worked together to dei..el-OP this plan view it as a first stepin a continuing joint coordinated planning and budgeting process for specialneeds thildeen. To monitor the recommendationi .COntained in this Plan and tocontinue the joint initiatives proposed; the agencies have established a
permanent Interagency Planning Committee for Children (1PCC). That
committee is compeiied of representatives of DHR/SSA, DHMH/JSA,
DEMH/MHA, DHMH/ACA/DAA, DHMH/PMA, DHMH/MRDDA,
MSDE, Office for Children and YOuth, and the State Coordinating Council forthe Risidential Placement of Handicapped Childien. DHR/SSA will convene andchair thellP_CC.

The 1PCC will operate year-round for the kill-owing purposes:
to Monitor the implementation of the services and administrative
recommendations contained in this Plan;
to update the Plan annually, reflecting new joint planning and budgetary
initiatives; and
to Provide information on the goals and PriOeities of the Plan to
appeopriate agency staff for use in budget deVelOpment within and acrossagencies.

This ongoing planning is esientiaLto ensure that the croSS=departmental
problem-solving eepresented by thi-s Plan continues. A more Complete descriptionOf the proposed interagency planning arid budgeting procest it inCluded in thesection on "Interagency Issues."
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THE STATE AGENCY SERVICE SYSTEM FOR
SPECIAL NEEDS CHILDREN

Departmeht of
Haman Resources

(DHR)

DeOarinient of Health
and Mental Fbriiene

(DHMH)

To serve special needs children, a network Of State agencies and their local
counterparts eidstS, With legal mandates fOr serVice outlined in federal and state
statutes and regulations. The major State agencies and their areas of
responsibility in relation to special needs children are:

Social Services Administration (SSA)
Thig is the agency with the primary responsibility for the provition Of State

child welfare services to Children whose parents will not or cannot tare for them.
In addition, SSA makes aVailable a range of other services to children arid
families in need. Specific serviCei prOvided by the agency, primarily through local
departments Of Social services, to special needs children include: protective
services to children, foster care, adoption, in-home aide services, day care, single
parent services, respite care, intensive fathilY serVices, services to families with
children and family suppOrt centers.

The Mental Retardation and Developmental DiSibilitiei Administration
(MRDDA)

This ageacy is responsible lei serices to mentally retarded individuals and
non-retarded developmentally disabled Peri Ohs as well as the Crippled Children's
Program; Services and programs in additi-On to the Crippled Children's Program
include: family support services, individuatied faMily placement/specialized
family care, residential services, services coordinatiOn/Caie Management;
purchase of care; summer day programs, and State residential centers.

AleoholiiM Control Administration (ACA)
artig AbPie Ad Ministration (DAA)

The Alcoholism Control AdministratiOn and Drug Abuse Administration are
responsible for establishing a comprehensive SysteM Of services aimed at the
prevention of alcoholism and alcohol-related Pr Obleins; and drug abuse and its
related problems; and to provide treattnent and rehabilitation Services for those
persons suffering from the effects of alcoholism, alCohol abuie and drug abuse;
Within these administrations; treatment services for adeleiCenti are a major
priority. Programs include outpatient services, shormerrn reSidential treatment
and a proposed new gratin home as well as general prevention programi within
the public schools.

Juvenile Set-vices Administration (JSA)
The Juvenile Services Administration has primary reipOnsibility for providing

services to troubled youth and their families in the area Of delinquency
prevention; treatment, and rehabilitation; The agency orovideS a broad range of
rehabilitation services and promotes delinquency prevention through Hi
community and institutional programs. Among its major services are youth
service bureaus, clinical services, protective supervision; probation; after care,
private residential placements, and detentiOn and commitment institutions.
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Maryland State
Department of Education

(MSDE)

Mental Hygiene AdMiniitration (MHA)
This agency has primary responsibility fOr the treatment and rehabilitation ofthe mentally ill. Services provided to children and adolescentt include Mentalhealth clinic prograinsi a special program to identify mental health problerni inyoung children, in-patient psychiatric

programs, therapeutic group homes, daytreatment programi, and residential treatment Centers.

Preventive Medicine AdMinistration (PMA)
This agency Provides technital and professional assittAtice and consultation topublic and private agencies in relation to the Prevention of disease, disability andhealth servicei. In relation to chiidren, its miSilon is to ensure that all children ofMaryland have aCCeis to a comprehensive systeM Of quality child health serViceswhich ..tmphasizei health promotion, disease and injury prevention, and earlYidentification and remediation of handicapping Conditions.

The Maryland State Department of Education ensures the right to a free andappropriate publiC edUCation for all educationallY handicapped children froin birththrough the age Of 20. SPecial educational serviCei begin as soon as a child Canbenefit from them, regardless of age;

State Coordinating Ccitiiicil for Residential Plate Merit of HandicappedChildren (SCC)
This agency hai the responsibility for apprOving or disapproving institutionalplacements for handiCapped children, funding approved placernehts, and triekingresidential placementi. It is also responsible for deVeloping a data base for

program developMent PUrposes in order to serve handicapped children incommunity-based ih=State Care, rather than out;of=itate institutional programi.

GoVernor's Office for Children and Youth (OCY)
This- Office hai the responsibility for exarnining programs, Services, and plansfor children under the age of 18 The purpose Us to identify duplications orinefficiencies, analYie the effectiveness of prograriiii and identify resources andunmet needs. The offiCe ads as a resource to the GOvernor; the GeneralAssembly and the Palk On matters concerning Children and youth.
In addition to these State agencies and their local counterparts which servechildren, a wide array of private agencies prOVide services with financial supportfrom State goVernMent; local government, arid Private sector sources. While theservices of these agencies are not incorporated in this first-year plan, theyrepresent an essential part of the State's service system for special needs children.



TRENDS AFFECTING THE STATE'S SERV CES TO
SPECIAL NEEDS CHILDREN

SinCe the 1970's there have been numerous efforts both at the State and
federal leVels to establish and improve a broad range of services to sPecial needs
Children and their families. On the federal level, the enactment of P.L. 94-1424
the EthicatiOn for All Handicapped Children Act of 1975, and P.L. 96=272, the
Adoption AiiiitanCe and Child Welfare Act of 1980; were landmark legislatiVe
efforts whiCh profoundly influenced Maryland's programs and services to special
needs children.

However, even prior to the enactment of these laws; Maryland's efforts to
serve special needs children were substantial. Early activities focused on the
educational system: in 1973 the General Assembly mandated free educational
programs for all handicapped children. This was followed by a State Circuit
Coiirt Decree; issued by Judge John Raine in 1974, which stated that no child
COuld be excluded from educational Services and, when referral to priVate
institiitiO6i was made; the cost was td be the retponsibility of publiC authorities.
The late 1970's saw the completion of the work of two gubernatorial-appointed
CortiMiiiiOni (the Shifter Commissions) which made recommendations ori the
funding of these ieryices, primarily special education and related serviCei.

Major thangei alio occurred in the State's foster care system in the late
1970's and early 1980's. The creation of the Foster Care Review Board in 1978
required closer review of the children in care as well as the development of
appropriate plans for perManent placement Of these children; Implementing the
requirements of federal and State law, the Department Of Human Resources
launched a demonstration program to reunify foster children with their families.
Through this effort and related activities to prevent children from entering foster
Care Unnecessarily; the State's foster tare Caseload droppd frorn OVer 9,000
children in 1981 to approximately 5,000 children in 1985.

During the same period of time, children being served by the Mental
Retardation and Developmental Disabilities Administration, Juvenile ServiCei
AdministratiOn, Mental Hygiene Administration; as well as the Social SerViCes
Administration Were impacted by the prevailing state philosophy on
deinstitutionalization which called for movement of children out of large state
institutioms and into tbrnmunity settings. In all of these service systems, emphasis
was placed on serving children in the "least restrictive environment" in their
Own homes and communities, dr in Settings which most approximated a home
and community environment.

All of these initiatives to serve special heeds children have required the infusion
of State arid federal resources to provide thOge in=home and community serViCes
which Make it possible for children with special needs to remain in their homes.
The expansitin of these services has been difficult in the face of federal budget
cuts which signifitantly reduced federal funding for these services. Cuts in Title
XX social service didgrams, food stamps,AFDC; the Special Supplemental
Food Program fOr Worneri, Infants, and Children, Medicaid; and preventive
health services had a serious impact oh services available to special needs
Childre6. While the Governor and the Maryland Legislature attempted to mitigate
theie reductions, the shortage of resources for critical services remains a serious
probleM. As this Plan makes clear; the provision of adequate services to
Maryland's Special needs children will require continued federal and state
investment.
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GOALS OF THE INTERAGENCY PLAN
,

1. To establiih a continuum of care for children with special needs.
2. To ensure the interagency coordinatiOn of social, mental health, health,education and other human services to children with special needs.
3. To einedite the development of primary prevention programs aimed at

strengthening families and maximizing the physkal, social, and emotionalwell being of their children;
4. To remove barriers whkh imPide the delivery of servicei to Children withspecial needs.
5. To ensure that kinding resources are directed at providing the most

appropriate care for children by:
a. maximizing federal and private sector resources to make the best useof state resources; and
b. maximizing effective linkages to aChieve interagency financing whereappropriate.

6; To facilitate the Movement of children among the variOus available serviceswith emphaiii Oh common intake; tracking and case managementprocedures.
7. To establish priorities for the future deVelopment of services atrbii multiplestate agendes and with the private sector.
8; To promote lietter communications with the private SeCtOr, existing childadvocate groupi, and families with special needs children to increase

advocacy for children's services.

CHILDREN WITH SPECIAL NEEDS
21..S.M.IN710

Who are MarYland'i Children with special needs? What ire their needs? The
following general definitions clariby who is to be covered Under this InteragencyPlan-. The definition., itied here are not technical, program eligibility definitions;
the specific legal definitioni and program eligibility criteria are defined in federal
laws; state laws, and program regulations and can be obtained frOm each agencyor its local counterpart. Legal definitions included in the Annbtated Code arecited below after each description.

A inecial needs child is any Child who has One Or more of the problems
described below and who needs the programs, SerVices or funding of dile or moreState agencies or their local counterparts.
Abilidened An abandOned child is One who is out of the care of his or herparents and the parents are unknown or cannOt be located;

Abused An AL-wed child is one who has suitained a physical injury, as aresult of cruel Or inhumane treatment or as a result of a malicious act by anyparent or other person who has permanent or temporary care or custody or
responsibility Uor SUPeiiiiion of a child; Included in thii defMition is sexual abuseof a child, whether PhYsical injuries are sustained or not. (For legal definition see§5-901, Family La%ii Art., Ann. Code of Md.)

ChemiCal Abusers A child whois a chemical abuser is one who lackscontrol in the use of alcohol or drugs. For adolescents, some of the early signs of
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abuse and addiction are:_changes in friends; lets of interest in sChOil or activitim;
inability to maintain structure; carelessness in appearance; and drinking oz drug
use at inappropriate tiMes. (FOr legal definition see §103, Aet. 2C;.Ann. Cade of
Md:)

Child in Need of Assittante (CINA) A Child in Need of Aisittance
(MA), is a child Who raqiiiret the assistance of the court because he Ot thd it
mentally handicapped, ot it hot receiving ordinary and proper care and attention,
and his or her parents, guardian or Custodian are unable or unwilling to give
proper care and attention th the child arid his or her problems; (For legal
definition see §3-801; COutt ahd Juditial ProCeedings Art.; Ann; Code of Md.)

Child in Need of SU Per4ison (CINS) A CiNS Child is one who is
found by the court to be in need of guidance, tteatment or rehabilitatiOn and who
has committed nOn-delinquent acts or offenses applicable only to Children within
this category. These Offentes generally relate to habitual truancy bY a YOUth
required by law to attend lehOOl; habitual disobedience, ungovernabilitY and
behavior beyond the control Of the persons having custody; a juvenile Who ids in
such a way as to endAbgei or injure himself or others; and/or a juvenile Who
commits an offense applicable only to children; such as running away from
home; (For legal definition iee §3=801; Court and Judicial Proceedings Art.,
Ann. Code of Md.)

Delinquent A delinquent child it Ohe *hers is found by the court to have
committed a delinquent act and requires guidance, treatment, Or rehabilitation. A
delinquent act is generally an act which would be a crime if comMitted by an
adult. Both guilt far the id and the need for care must exist for the Court to
adjudicate the child at a Aelinquent; (For legal definition, see §3-801, Judi dal
Proceedings Art., Ahri. COde Of Md;)

Developmentally Disabled A developmentally disabled child it ohe Who
has_ it physical and/or mehtal condition whiCh is of a severe nature, originatet at
birth or prior to age 22; dcw:s hot ihelude a sole diagnosis of mental illness, and is
expected to continue indefinitely. A child Who has a developmental disability
requires a, combination of coordinated tervicet which are individually planned
and baled on the needs specific to the individual.

Educationally HandiCapPed An educationally handicapPed Child it Onewho hat temporary or tonoini, special educational needs arising from COgnitiVe,
emotional or physical faCtOrt; or any combination of these. The child't abilitY to
meet general educational ObjectiVit Mutt be impaired to a degree whereby the
services available in the geneial ea-cation program are inadequate in preparing
the child to achieve his or het educational potential.

An educationally handicapped child may have one or more of the following
conditions: deafnesit, deaf-blindness, hearing impairment, mental retardation,
multi4iandicaps, orthOPedic impairment; other health impairment, sPeCifiC
learning disability, sP&ch iniPairmen4 emo J disturbance, or visual
impairment. Definitions Of edit-Calk:Malty hanc loping conditions are found in
Appendix A. (For legal definition see §8-401 'location Art., Ann. Code ofMd.)

Mentally Disordeied/Emotionally Disturbed/BehaviOrallyDisordered A mentally, emotionally or behaviorally disturbed child or



adolescent is one who exhibiti psychological or behavioral patterns which are
associated with distress and/Or disability; For the child who is considered tO be
primarily emotionally distUrbid, the referring problem for treatment or diagnOtis
is often associated with feelings Of dittrets such as depression, high anxiety, or
excessive worries. These distresset rriaY be associated with impaired functioning
such as sleep disorders, academit underaChievement, etc. For the child who is
Considered primarily behaviorally ditordered, the referring problem is often
atiociated with behaviors which may be problematic for both the child and hit
environment. FicamPles of such kinds of behavioral problems include difficulty
with proper conduct, hyperactivity; or attention deficit*

Usually, emotionally disttribed and behaviorally disordered conditions are not
muivally exclusive. A child MaY be referred for service, for example, becaute of
misbehavior at school. This mitbehaViOr May be a symptom, however, of
emotional distress which may in turn be related to problems in the family, e.g.,divorce, death of parent or sibling. In the most severe forms of mental disorder*
such as schizophrenia; there is often distreit and severe impairment in many
areas of functioning saCh as school performance, interpersonal relationships, and
telf=help skills. (For legal definition see Title 10, Health-General Art.; Ann. Codeof Md.)

Mentally Retarded A Child with mental retardation is one whose disability
is the result of a combination of tirbaverage intellectual function as well as
deficits in the ability to function at non-ditabled children do ih the routines of
daily living such as learning, socializing, Caring_for one's self, and making
appropriate decisions. (For legal definition see §7-101(h); Health-General Art.,
Ann. CO& Of Md.)

Neglected A negleited child is one wha hit tiiffered or is suffering
significant physical or Mental harm or injury from the absence of the child's
riarerits, gUardian, or mittodian; or the failure of the child's parents, guardian; or
custodian to give proper care and attention to the child and the child's problems
in circumstances that indicate that the Child's health or welfare is harmed or
threatened; (For legal definition tee §5-701, Family brw Art., Ann. Code of

Physically Disabled A child With a phytiCal disability is one who has a
manifested condition relating to the htiniati body that interferes with his or her
abilitY to ftinction in a normal setting without the riekl for supervision or
atiiitance other than that which is age appropriate.

Children with Multiple Nob lima A child with multiple problems is
one who has a combination of problems and does not fit into any one of the
categories listed above. These indride: the violent emotionally dittiarbed child Or
adolescent; the dual-diagnosed Or riurltiPle-diagnosed child or adolescent (e.g., a
child who is mentally retarded and hat Cerebral Palsy and mental health
Problems); the child whose&ehavior is triciallY Unacceptable and whose home
aitUation is less than satisfactory; the tion4driCatiOnally handicapped child ot
adolescent who has a 70-90 1.Q. and is culturally deprived; the non-
edikationally handiCaPPed child or adolescent who is socially maladjusted; and
the handicapped child whose parents are unable to provide residential care and
for whom long term care is needed;
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A CONTINUUM OF SERVICES FOR
CHILDREN WITH SPECIAL NEEDS

The most useful way to conceptualize the range of SerVieeS needed by
Maryland's children with special needs is as a continuurii Of seriiiees which can
respond to different types of children's problems and different intenSitiet Of need.
The continuum must encompass broad-based prevention programs which can
promote the development of all children; as well as the very speciali2ed services
that are -critical to a small number of handicapped children.

At a framework for analyzing and developing Maryland's system of children's
seivicet, the Interagency Planning COMMittee for Children defined a continuum
of servicet With five major categories of service:

I. Primary Prevention Activities
II. Early Intervention Services

III. Evaluation, Assessment, and DiagnOsis Sir Vices
IV. In-Home and Community Services
V. Substitute Care Services

Within each of these categories, specific service corriPOnenti ire identified as the
tnisential "building blocks" of the service continuum. A COMPlete Biting of the
continuum of services is shown in Figure 1.

In developing the continuum the following general prindOlei Were considered:

Services should be accessible to all children with special needs and should
be piovided in a timely and flexible manner, allOWing for transition among
services and service agenciei.
Services should be based on an individualized plan for each Child which is
appropriate to the child's needs, in accordance withi the thild'i age,
deVelopmental level; strengths; and weaknesses.
ServiCei Should be delivered in the least restrictive setting appropriate to
the child's needs.

Services should involve the family to the greatett ektent
Services should be focused on establishing a stable life situation for each
Child.

The continuum represents the ideal range of services that WO Old be available
to special needs children; In Maryland, as in other states, the tbiltinuurri
reality only in part. Sorne services are more fully developed than others, and
Certain target populations of Children are better served than others. Before setting
forth recommendations for each part of the continuum; it is useful to discuss
some conchisions about the continuum as a Whole.

The State* continuum is in Fact several diffirent, although related;
continuums; because each State ageneji tan& to bUild its own version of
the continuum for the children it serves. A Major goal Of the Interagency
Plan has been to promote shared, cross-agency developinent of the continuum
whenever feasible; so that agencies will jointly develop and hind retources rather
than Wild parallel service systems:

The "front-end" of the continuum, i.e., primary prebehtion sarviees, is
more difficult to approach than the more intensive forms of care.
Ithrestment in these services, except for the variety of health care services, has
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Figure 1

A CONTINUUM_OF-SERVICES

FOR MARYLAND'S
SPECIAL NEEDS

CHILDREN

I. PRIMARY PREVENTION ACTIVITIES
A. Community Education
B. Primary Health Care

11. EARLY INTERVENTION SERVICES
A; Infonnation arid Referral
B. Programs to Identify and Prevent Developmental Koblems in At-risk ChildrenC. Parent Education or other Parent Support ProgrAmi

III. EVALUATION, ASSESSMENT, AND DIAGNOSIS SERVICES
IV. IN;HOME AND COMMUNITY SERVICES

A. Family and Individual Counseling
B. autpatient Psychiatrk Therapy
C. Res-pile Care
D. pai, Edneation/Treatment Programs
E. RieriatkiqSocial Progrwnl

Pericinal Care
G; Day Care (in-Chiding Before and After Sch000
H. Specialized Equipment and Houstrig Adaptations
I. Traraportation (t6 arid fronA services)
I Vocational Edit-cation and Transitioning Programs
R. Tutoring
L. Specialized Medkal SerVices
M. Self-Help Services
N. Viihnitier Services
0. AirOPtiOn Services

V. SUBSTITUTE CARE SERVICES
A. Eiiii4ency and Sheltet Care
B. Fan* Faster Care

I. SP-k:ialki.ed Foster Cate
2. Regillai FiiifiX Care
Residential &tt=iices _

1; Altera-ail Liiring _Units (ALU)
2; Group Homes (including therapeutic group homes)

Small Residential Centiii
4. Non-Publie Sktial Edsication Facilities
5. Residential TreatMent Centers
6. Psychiatric Hospitahl
7. Detention and Commitment InstitutiOns
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been reitrained. The slower growth of prevention terVices is due in part to
limitations of resources and in part to a continuing Untertainty about which
"preVentiVe" service approaches are successful gh ameliorating future problems.

All agenaiii are readjusting funding priorities to give greater emphasis
to in-home and community services; As a result, this area of service
requires the most intensiVe coordination among agencies over the neict Several
years. As State agenciei deVerOp community services to keep children with their
families, the danger is that ijieCialiied family service programs will proliferate,
any one of which will resptind to only one type of family problem. While
specialized services are necessary and inevitable, the goal of this Plan is to
ensure that these are developed in the dinteict of a broader plan for family
services and supports.

Although substitute ea** is the iiieci Of the continuum with the most
CaMPlite resource development; subitantial Changes are occurring and
are necessary in that portion of the continuurit as Urea Changes in the
nee& Of Children requiring foster care and other forms of residential care are
requiring that these programs be reshaped and expanded, adding theme intensive
treatnient SerViCei arid heW forms of care; Further, the emphasis which each
agency places on preventing unnecessary institutional care should not be
construed as giving rediked iMportance to high quality; appropriate care in
residential s,:ttings. Many Children Still require this care;

Any overview of the Continuum must recognize real constraints on the
availability of servieec Although Many resources do exist on a statewide
basisi availability of services in the continuurri itill Varies_by jurisdiction. Certain
areii Of the State; particularly rural ateas and We Stern Maryland and the Eastern
Shore, Still haiii relatively few of the specialited care retources which State
agerici6 ire developing. Even within the metropolitan counties, access to
services can vary by jurisdiction;

Finally, many ainike resources are underfunded it retati-oh to
need. Just lietauile a SerVice in the continuum exists in Maryland does not
mean that it meets full need. Even itinie Of the most readily available services are
not able to respond to all children and fainiliei who might benefit from the
service;

In summary, the continuum is nOt a Stalk array of services, but a variety of
SerViCe Programs among which the emphasis Of seri/iCes must change constantly;
in WhiCh the rinkages among services must be tontinUously strengthened, and
from Whidi Children arid families draw differing degrees of SUpport at different
times.

The goal of thii Interagency Plan is to identify more dearly the cross-agency
priorities for developing thii continuum and thus to impart more direction to the
way in which the continuum evolves.

In the narrative which followt, eadi major section of the continuum is
diicussed. For each, a brief description and analysis of current services is
provided, followed by the agencies' prioritiet for future development.



I.PRIMARY PREVENTION ACTIVITIES

Analysis
of Current
Prograins

Primary prevention activities are services or programs designed to promote achild's physical, social; and emotional growth, and thereby avert problems beforethey ariseAn a general sense; the concept of primary prevention is widelyacCepted. Basic services such as priMary health care for young children can anddo prevent later physical problems In other contexts, however, the contept of"prevention" remains elusive. Far example; evidence is mixed abOUt whichserViCes can "prevent" delinquency. NO One knows fully how to "prevent" Childabuse, althoUgh a variety _of activitieS:can help to protect children from it.For the purpose of this Plan; primary prevention attivities are those servicesprOVided by State agencies because they aie believed to avoid or alleviate th-.!subsequent problems which State agency terviCes must then address.
Primaq prevention aCtivitiesadministered bir funded by DHR; DHMH, orMSDE are shown in Figure 2. Theise fall into two cateviries. First, Piagramssuch ai public education and/or primary health programs are widelyavailable to a broad spectiiiiii of families and children. Primary health careservices best_represent this type of prevention service. Ft* example, thePreVentiVe Medicine Administration and lotal health departments coordinntewide range of priMary care programs; including rhaternal and child health clinics,EarlY and Periodic Screening Diagnoiii and Treatment (EPSDT) programs; andSpecial Supplemental Food for Wortieri, Infants and Children (WIC)._ Day Care for Children (more fully discussed under In-Home and CommunitySerVices) is also considered an importaht prevention service as it often proVidesthe appartiinity for routine health screening, parent education and informalobservation of a child's health and development. Although State agencies dofiat Provide day care directly, SSA adMinisters_ a purchase-Of;darcare_Programwhich subsidizes care foi; law income familieS. DHR, through SSA; DHMH,through PMA; and MSDE also liCense and certify goo child care Settings andfamily day care homes.
All Of theiie increase the health knowledge of families and children and thushelp to prevent health and developthental problems. SiMilarly; school healthprograms aimed at increasing children's knowledge of health care as well asscreening, detecting and treating health problems-, are preventive in the trUestsense of the word._

A second type of primary wevention service is targeted at reducing thelikdihoOd tif a specific problem. Current StAte=funcled programs of this typeincludeihe child abuse prevention grants (HELP mini=granti) funded by theSatial Services Administration, and the al-cohol and drug education prograrnisupported in the public schools by the Drug AbUse Administration and theAlcoholism Control Administration.
Priorities To further develop State support of primary prevention activities, the followingfor Future objettivei Should be pursued:1

Development Objective: Strengthen the base of priMary health Care
pi-1.6061ns for children

TASK #1: DHMH, through the Medical Assistauce
Aiiaistration and in conjunction with the Preventive
Medicine Administration, should continue to exPand the
EPSDT program to ensure coverage Of all income etigibte_children-in the State.

'There are A number_ oiprinniry prevention programs related to adolescent pregnancy discussed in the FinalReport of the Governor'i Task Force on Teen Pregnancy. These are nOt repeated here.
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FiRure 2

I. PRIMARY PREVENTION ACTIVITIES

ESTIMATED GEOGRAPHIC ESTIMATEDSERVICES AND PROGRAMS AGENCY NUMBER SERVED AREA FUNDING'
A. Community Education

Youth Services Bureaus DHMH/JSA 5000 20 bureaus in 8
jurisdictions

$500,000

Alcohol and Drug Abuse Prevention in SChools DHMH/DAA/ACA 30,000 statewide $500,000Child Abuse Preverilion Grants (9 grants) DHR/SSA 7 jurisdictions $155,0002
B. Primary Health Ca Te

Child Health Services local health
departments

61,000 statewide (Case Formula)3

Immunization Program DHMHIPMA 86,000 statewide $210,0006Early and Periodic-Screening. Diagnosis
and Treatment (EPSDT)

DHMH/PMA 56,946 statewide $1,900,0006

Maternal Health Prenatal Clinics DHMH/PMA 8,856 stateiiii& $270,9826
(except
St. Mary's
County)

Women; Infants, Children DHMH 48,500 statewide 520,000,000Supplemental FOCA Program (WIC)

%Total funds for FY 86 unleu othirtioise noted
,FY 86 federal funds
3The formula used by DHMH 10 lurid Wel hitilihsTereices
FY 84 federal funds
sn" 84 told funds
'FY 85 Maternal and Child Health Block Greliie and uaii.&iad Project 201

Currently; the program is estimated to serve 35 percent of the population
which could benefit from its services, yet thii Pr Ogram remains one of the basic
safety net programs which can help eniure the healthy development of children.
It is recommended that Medical Atsittance exPand outreach to poor families;
increase efforts to make the public aware of the prograM and work with public
schools to link eligible children to the diagnostic tei*kes available through theprogram.

Obje CtiVe: Develop_a comprehensive statewide strategy for
the prevention of childrefi's disabilities
TASK #2: DHMH, through MRDDA, will prepare a three-
year statewide plan focusing on prevention activities
related to children's disabilities.
The Mental Retardation and Developmental Disabilities Administration has

been awarded a $40,000 grant froth the MaiYlarld Developmental Disabilities
Planning Council to develop a thtee=yeai stateWide plan regarding different levels
Of prevention of developmental disabilities. To deVelaP the plan, MRDDA will
use an interagency task force to evaluate until& needs and then develop a plan
of action focusing On health service delivery, retearth and training, education,
coordination, and oiRieiCh as well as whet similat needs.

ObjectiVe: Expand prograrri Models which incorporate
prevention-related activities along with direct treatment
service&



TASK #3 DHMH, through .ISA, should develop a plan for
the eic-Pansion of Youth Services Bureaus which provide
community- Sased delinquency prevention services and dairy
supervised activities for teens.
The Yonth Service Bureaus are onc of the feW programs specifically targeted

at delinliiinCy prevention for adolescents. The goal it to broaden the coveragefrom 30,000 to 40;000 adolescents and to develop prograthi in geographicareas which ate Currently not Cavered.

II. EARLY INTERVENTION SERVICES

Analysis
Of Current
Programs

Early interVention services are those services which provide early
identification, assessthent, and proMPt service in order to head=offi shorten theduration of; or resolve a problem before it worsens; FOr this Plan, early
interVention means involvement with a Child or adolescent soon after a problernhat been identified in order to prevent its esCalation.

Within this area of the continuum, three major services are identified: (I)inforMation and referral services; (2) prograint to identify and prevent
deVeloPMental problems in at-risk children; and (3) parent education or otherparent support programs;

The earlY intervention services administered 6i iiipported by State agenciesare shoWri in Figure 3; As can be seen, these seMces have been more
eztentiVely developed than primary prevention -seri/ices. This reflects deliberate
targeting Of these services to high r6k groups Of children or to specific problems
where interVention is known to have a significant iMpact. Numerous childrenreceive these serVices each year; an indication that many children's problems;
particularly health problems; are likely to be identified and assessed at an earlyage.

The first service shown on Figini 3 is Information and Referral. In thii Plan,Information and Referral (I&R) meani an organized l&R service Which has asits main purpose the prOVision of information about services, then help to connect(refer) people with those services.'
In Mari land; there are two statewide inforinatiOn and referral services. The

Mott COMPrehensive is the Information and Referral seivice offered by the Health
and Welfare Council ("First Call for Help") whiCh it funded by DHR; DHMH,the De Partirient of Employment and Training, BaltithOre City; and the UnitedWay. Thit terifice operates statewide on a toll=free telephOne line; it is notfocused specifically on children's services, but includet them as part of a
generalized l&R tervice. A second l&R service which it targeted at specialneeds children is the Information and Referral Service for the Handicapped;fundcd by MSDE. Thit program PrO Vides specific information on services for the
handicapped intluding information an special education.

It is in the ftcorid -category of early intervention services. Programs to Identifyand Prevent Developmental Problenia in At-Risk Children, that the majorCOVerige of ciadren occurs. A variety Of federally and state-mandated programsin this area result in assessment and, if riecestary, intervention servites for many1.17.ontands of children per year. These include tervices which are available to allChildren, such as school health services Whitt' sereen all public and private schoolChildren for scoliosis; hearing and vision, and imMtiniiation status at well as

ITo &greater or lesser degree-7,11ns iervice is provided by all State agencs- 'es and throtTgh many programs.nal is, any service piney-am is Mt* to refer (amities to other programs when another program is believed tobe MOTe appropnate.
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Fikur_i 3

IL EARLYINTERVENTION SERVICES

ESTIMATED GEOGRAPHIC ESTIMATEDSERVICES AND PROGRAMS AGENCY NUMBER SERVED AREA FUNDING'
A. Information and Referral

Information and Referral (see below)2 30,500 statewide $346.0002
Information and Referral for the Handicapped MSDE 13,500 statewide $50,000
Crippled Children's Program DHMH/MRDDA (see Figure 5,

Specialized Medical
erVices)

statewide (see Figure 5;
Specialized Medical
Services)

JSA Intake3 DHMH/JSA 36,000 statewide $3;500,000
B. Program* to Identify and Prevent

Developmental Problems
Crippled Children's Program DHMH/MRDDA (tee Figure 5,

Specialized Medical
statewide (see Figure 5,

SpecialUed Medical
Services) Services)

Hereditary Disorders Program DHMH/PMA 72;000 statewide $639,000
School Health Services DHMH/PMA 674,000 statewide (Case Formula)4
SPecial Program for Infants and Young Children DHMH/MHA 150 Central Maryland $425.800
Lead Poisoning Prevention DHMH/PMA 45,000 statewide (Case Famula)4
EPSDT DHMH/PMA (see Figure 2,

Primary
statewiae (tee Figure 2,

Primary
Prevention) Prevention)

Maryland Regional Neonatal Program DHMH/PMA 650 transports Metro Balfimote $365,000
(statewide access)

Maryland Hig If-Risk Infant Follow-up Program DHMH/PMA 2000 Baltimore City,
Baltimore County;

$248,600

Washington
County

C. Parent Education or Other
Parent Support Programs

Family Support Centers DHR/SSA 500 famiba Baltimore City. $397,0005
Anne Arundel
County,
Prince Georges
County

Family Support Services DHMH/MRDDA 150 BMthnote City,
Baltimore County,
Frederick County;

$220,000

Caivert County,
Montgomery
County,
Eastern Shore

Parent Education Training Program MSDE 500 farnilies statewide $55;0006

hirids for-FY 86 unless otherwise noted
Mat is "First Call kr Help." a 24.how information and referral hotline provided Ira the Health rind Welfare Council. It is jointly landed by DNB. DET. DUMF..Baltimore Ciffl and thethired Way:
nesitteis iiietai screening, information and rekrral and short.tenn intervention
!Tlw fomtala used by DHAB-1-to fund local health services
,FY 86 general fan& 6(5297,000 supOemented by 550.000 from

the Coldseher Foundation and 550,000 irant the Aaron aa Link Straus Fouartarion'Local. state and federal kit&

screening of newborns for hereditary and metabOliC diSorderi. These services are
available on a statewide basis.

Other screening programs are targeted to specific at=risk Populationi. These
include Child health services provided in child health clinks Of lOcal health
dePartments, which focus on Medicaid-eligible and low income children. The
Lead Poisoning Program also screens over 45;000 children annually and
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provides counseling about the effects of increased lead absorption. The CriP PledChildren's Pregram administered by MRDDA also provides screening and early
intervention to approximately 14,000 Children through local health departmenti,priVate provideri, and community health agencies.

In addition to the abOVe programs which are operated on a statewide basis,
State agencies are kiting differing approaches Id early interventiOn services on apilot basis. One of these is the Mental Hygiene Administration's Su Pport for the
Regional Center for Infanti and Children, a private non-profit prOgraM which
focuses on early identifiCation Of Mental health problems in infanti and yOUnk
children; This program providei a broad array of diagnostic, evaltiation, and
treatment services to infants, young children and their families who are at early
risk of dysfunction due to Mental health problems, addictions or related farriilyproblems.

The Mental Hygiene Administration also funds training for mental health clinicstaff in providing Clinical interventions for infants and parents to avert the
development of serious emotional difficulties. This training has led to the
establishment of infant psychotherapy programs within community mental health
clinics. The infant psYchOtherapy programs promote more adeqUate parenting
skills which enhance mere POiitive development for both the infants and theirfamilies;

A third type of early interVerition program being tested by State agenciei
focuses not just on children't _probleins, but on providing support to the family
unit as a whole; Underlying this approach is a belief that strong and well;
functioning families are the key to heading off or coping with children's
emotional, Physical, or behavioral probleMs. Two programs, similarly titled but
funded by different agencies and with different purposes, reflect this approach.
SSA's demonstration Family Support Center program,_ new in FY 1986,
provides a range of SUPPorts to young parents, particularly teenagers in order tcihelp these parents MOre self-sufficient, to avoid further unwanted pregnancies,
and ti better care for their Children; The program is designed to intervene early
to prevent family dissolUticin, poor child-rearing practices, and ultirriately, child
abuse; MRDDA's Family Support Services provides a range of servieei to
enable children with develoPthental disabilities to remain with their fathilies.
Among the services offered are Counseling, parent education, support and iciecialequipment;

In summary; these early intervention services are aO extremely important partof the continuum; They are often the "first attack" On the problems of spetialneedi children; In addition; identification and treatment Of problems early in life
may prevent itirther progression of the problems and More expensive treatment
in adOleicence and adulthood;

In the development of this Plan, him) Major problems were identified in the area
of early intervention services; First, there aie no broad-based programs which
fotiii on the early identification and treattrient Of children's mental health
ptobleiiis. Second, there is concern that the eidAting information and referral
systerni are not well kriOWn and utilize& hi addition, the most PrOMising of the
current programs whiCh intervene early with high=risk families and Children
should be carekilly exiiiiined and expanded as appropriate. The strategy in this
area will focus on remedies far these problems;

Objectiiii Expand mental health early iniekiention programs
TASK #1: DHMH, through the Mental Hygiene
Ainistration, shoutd expand mental health early
interventionprograms far children from birth to age fiVe at
riskofpsychosocial and devetopmental dysrunction.
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This would include infants and young children whOse parents have histories of
mental illness; mental retardation, substance abuse or primary care givers who
are incapacitated or experiencing considerable stress. By eipanding staffing and
increasing consultation activities with local health clinici, day care centers;
nursery programs and elementary schools, a greater percentage of the at-risk
Population could be evaluated and treated earlier in their lifetimes.

Objective: Enhance existing infOrmatiOfi and referral services
available to special needs children
TASK #2: The Governor's Office for Chitdren and Youth,
in conjunction with the Marytand State Department of
Education, the DepartM -At of Hilman Resources and the
Department of Health and Mental Hygiene, should develoP
a plan to ensure that existing information and referral
services reactitheiamilies-of special needs chitdren.
The plan should consider outreach activities, publicity campaigni, ptibliCatiOns

directories, and other activities to better reach this population. Thii plan Should
be completed by June 30, 1986 and implementation completed by June 30,
1987.

Objecti4e: Evaluate and, as appropriatei expand iet=ViCei
which strengthen parenting capaCitiei ifid general family
functioning;

TASK #3: DHR, through SSA, will evaluate its pitot
program of family support centers which is in its first year
of pilot testing in FY 1986. If results of the ongoing
evatuation are Positive, SSA will plan to increase the sae Of
this program in FY 1987 and FY 1988.

EVALUATION, ASSESSMENT AND DIAGNOSI$

Analysis
of Current
Programs

Evaluation n*ans a hill range of assessments completed by qualified
examiners to hdp diagnose problems and concerns relating to an educationally
handicapping condition, medical or health disability, chernied dependence
problem,_ developmental disability, or psychological/mental health problem. The
resuiti of the assessment(s); which must be administered by a prOPerlY trained,
qualified examiner; should be used to assist in focusing on the individual Child's
total needii. Evaluation services; as described above, are available throligh loCal
agencies and departments that serve each jurisdiction in the State of Maryland.

Evaluation, assessment, and diagnosis are critical to the development of any
child's service plan. Each child must be carefully and thoroughly evaluated to
determine the best and most appropriate service plan;

Current evaluation activities are a combination of public and private efforts
(See Figure 4). Some agencies such as the Special Education Divisions of local
public schools and the Juvenile Services AdminiatiatiOn haVe Ve6/ structured and
identifiable evaluation programs. For example, prior to entrY intO any public
school special education program, each child is thoroughly evaluated by the local

17



Figure 4

III; EVALUATION, ASSESSMENT, AND DIAGNOSIS-SERVICES

ESTIMATED GEOGRAPHIC ESTIMATEDSERVICES AND PROGRAMS AGENCY NUMBER SERVED AREA FUNDING'Clinkal Sirvices DHMH/JSA 8000 statewide $322,400Lekal Assessment (ARD Proccss) MSDA/LEA 90;000 statewideAisessment and Evaluafion Of Foiter Children DHR/SSA 2000 statewideMenial Health EvWuation Servicei DHMH/MHA (lee Fignie 5,
Outpatient

statewide (See Figure 5,
OutpatientTherapy) Therapy)

'rota 1Udi r. FY 86 unless cohenuise nofed

Priorities
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Admission Review and Dismitial (ARD) team and an Individual EduCation Plan(IEP) iii developed;
Similarly, the Juvenile Services Administration contracts with private agenciesand individual Piychiatrists and psychologists to proVide psychological

etraluations for approximately 8000 delinquent and CINS_youth under 18 yearsof age. There are Staff Or contractual clinicians at some JSA institutions whoevaluate youth after theY are detained or committed to a PartiCular institution.Local departMents Of Social services consider diagnosis and eValuation anintegral part of every Seri/Ica. If a child who is the subject of a Child abuse orneglect report requires a phySiCal or mental health assessment, it is arranged
through art appropriate provider. In the foiter care program, all children receive
regular physical examinations. Any foster child with special emotional, mental,or behavioral problems receives a psychological or psychiatric exaMination as

All children and adolescents seen in Mental Hygiene Administration (MHA)Mental health eliniei as well as residential treatment and inpatient programsreteiVe thorough evaluations: assessments and diagnolei which culminate inindividual treatinent Plans. Participation in the evaluation and treatment planningprocess is usually multidiaCiplinary.
The fact that each agency secures evaluations in a different way can in itselfbe a problem, when Mote thin one agency must serve a child. Ari attempt tostructure some uniform giiidelines for at least reporting an evaluation is beingdeveloped by the State Coordinating Council (SCC) on behalf of the Childrenreferred to it for residential tate. The SCC is also developing corrinion

evaluation package which will tate existinginformationto the extent posiible(such as the Individual Education Plan (IEP)) in evaluating a child for reSidentialplacement.

The Interagency Planning Conimittee far Children identified SeVeial Problemsin thii area which warrant priority attion. First, While each agency has a
diagnosis and assessment mechanism, there is insufficient coordination betWeinagencies where diagnosis and evaluation Of the same child is concerned. A Childmay often receiVe Multiple evaluations which essentially Confirm the previousdiagnosis.

A second probleth Is that, in spite of the number of ageades focusing onspecial needs children, th&e are some children with multiPle Problems for whomcomprehensive evaluations are difficult to obtain because of hinding problems. Inparticular, children Who enter the juvenile justice system, but for Whom Medicaidreimbursement is not a4ailable to cover the costs of assessment, may lack fullassessments. Thus, providing adequate assessments for these "UncoVered"
children is a priority. (See "Interagency Issues" - Uncovered Children)

The strategy in this area should focus on two objectives.
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ObjeCtive: Reduce duplication in evaluation of the same
children by establishing procedures by which agencies share
intormation.

TASK #1: Each state agency serving children (MSDE, SSA,
PMA, MHA, MRDDA, ACA/DAA) and their local

agencies should have within the agency standardized intake
farms wkich are used consistently throughout the state.
The formats for each agency should be shared with all other agencies so there

Fs a Com WiPri understanding of the intake process in each agency. While some
agencia alieady have such forms; the agencies which do not should develop a
Standardized format by October 1; 1986.

TASK #2: MSDE (through local education agencies), SSA
(through local departments of social services), ISA,
MRDDA, ACA/DAA, and MHA shoutd, to the extent
permitted by taw, make their written evaluations of specific
children available and aCcessible to other State and local

_akeacies involved in care planning for the child.
By October 1, 1986, agencies should develop Written procedures for sharing

their evaluations, if such procedures do not currently exist. This is to reduce
rdundant evaluations, yet give each agency the benefit of the eValuations
already completed.

TASK #3: DHMH, through ISA, should develop
comprehensive localized assessment capabilities for youth
who are referred_for_substitute care through JSA.
To the atent practical and feasible, iSA should coordinate these assessments

with other agencies (SSA, MHA, ACA/DAA) who may have already done
evaluations on the same child. The assessment teams are to be operational by
the end of FY 1986.

IV. IN-HOME AND COMMUNITY SERVICES
In,Home and Community Services are thote SO Vices provided to support a

family liVing situation for a child; thereby preventing out=of=home care unless
such care ii clearlY in the best interest of the child. In-home and commUnity
services are alio provided to assist a child and his or her family when the child
has returned home from a substitute care program.

An effective continutith of in-hothe ahd community services requires a number
of discrete services, as ShoWn in Figure 5. In general, the services in this area cart
be divided into five major sets of activities:

Those services that directly Support the physical maintenance of a child in
his or her home including specialited equipMent, special medical services,
and personal care.
Those Seivicei dediCated to education and socialization, including day
education/treatment, vOcational education, tutoring and recreation.
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Figure 5

IV. IN=HOME AND COMMUNITY SERVICES

ESTIMATED GEOGRAPHIC ESTIMATEDSERVICES AND PROGRAMS AGENCY NUMBER SERVED AREA FUNDING 'A. Family and Ina/Ft:Nal Counseling
Single Parent Services DHR/SSA 1600 statewide $1,012,000Intensive Family Services DHR/SSA 600 familiel 13 jurisdictions $1,200,000Continuing Protective Servites DHR/SSA 4100 finiilies statewide $12,938,0002Services to Families irith Children DHR/SSA 3000 (amc) statewide $8,300,000Youth Servitei Bureaus OHMH/JSA 10,300 20btirèäusin8

jurisdictions
$1,000,000

Diversion Programs DHMH/JSA 1941 Baltimore City; $900,000
Nike George's
CountyProbation and Aftercare DHMH/JSA 7022 statewide $8,000,000In-Home Alternafives to Detention

and Commitment
DHMH/JSA 1500 5 jurisdictions $1,200,000

Community Arbitration DHMH/JSA 4200 Baltimore City,
Prince George's

$580,000

County,
Anne Arundel
County,
Baltimore CountyFamily Support Services DHMH/MRDDA (tee Figure 3, 14 jurisdictions (tee Figure 3,

Parent Parent
Education) Uucation)Adolescent Pregnancy rind PreVeritiOn DHMH/PMA 1333 15 jurisdictions $213,000

B. OUtpatient Psychiatric Therapy
Outpatient Therapy for Chemically DP!.!:1/DAA/ACA 2000 statewide $750,000Deis-en-dent Adolescents

MHA Clinic Programs DHMH/MHA 4715 statewide $3,200;0003
(admissions)

Purchase of SerVice DHMH/JSA 2336 statewide $1,100,000C. Respite Cate
Respite Care DHR/SSA 615 statewide $465,000D. Day Eduon/Treattrient
RICA 1, 2, 3 DHMH/MHA 230 slots 12 jurisdictions $5,400,0004Frederick County Day Education Program DHMH/MHA 21 slots Frederick County $114,000P rchase of Service DHMH/JSA 400 statewide $429,000Good Shepherd Day Program DHMH/JSA 42 Baltimore City,

Baldmore CountY
$78,500

Murphy Youth Centers DHMH/JSA (ade) Baltimore City $700,000SPecial Educations MSDE/LEA'S 88,022 statewide $255;000;0006Special Education? MS0E/14 on-Public
avnd State-

1273 statewide $9;400;0008

Operated Programs

E.Recreation/SOcial Programs
Summer Day Program DHMH/MRDDA 1953 statewide 6247.700Youth Services Bureaus DHMHIJSA 15,000 20 bureaus in $400,000

8 jurisdictions
F._Personal Care

In4lome Aides/Parent Aides DHR/SSA 943 (amc) statewide $2,500,000
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IN,HOME AND COMMUNITY SERVICES (continued)

ESTIMATED GEOGRAPHIC ESTIMATEDSERVICES AND PROGRAMS AGENCY NUMBER SERVED AREA FUNDING'
G._Day Care

Day Care DHR/SSA 7445 slots9 statewide $16.350.0009
Family Support Services DHMH/MRDDA (tee Figure 3,

Parent
14 juriidictions (see Figure 3,

Parent
Educ- lion) Education)

H. Specialized Equipment and
Housing Adaptations

Crippled Children's Program DHMHIMRDDA (see Specialized statewide (see Sottialized
Meoical
Sences) Services)

Family Support Services DHMH/MRDDA (see Figure 3,
Parent

14 jun sdictions (tee Figure 3
Parent

Education) Education)
I. Transportation MSDE/LEA (see betow)'° statewide (included in

regular
transportation
budget)

J. Vocational Education
Murphy Youth Centers DHMH/JSA (see Day Baltimore City (see Day

Education) Education)
Purchase of Service DHMH/JSA 100 statewide $54;000
Public Schools MSDE/LEA's 1110 statewide $2,476;000
ACademk/Vocational ProJrams DHMH/JSA 500 statewide $428.866

IC Tutoring"

L. Spedaled Medical Services
Crippled Children's ProE rn DHMH/MRDDA 14,000 statewide $5.000,000

M. Self Help DHMH/ACA/DAA 20,000 statewide (see below)I2
N. Volunteers

Foster Grandparents DHMH/JSA 500 5 jurisdictions $181,000
Volunteers

a Adoption
DHMH/JSA 1880 statewide $103.000

Subsidized Adoption DHR/SSA 1395 (amc) statewide $3,900,000

'Total funds for FY_8$_unless otherWise noted
,Total Protective Services funding: mclades investigationsaz well as continuing services
WY 86 funding
"State hoods only. Local education agencies also toritribati
sThis reflects Levels 1.V special education senrices proeidid in koai edUcation agencies*PI 84 funding
!This reflects Level V Special Education services provided in appraised nern-Pablii ditY Programs and state-operated day prostranls!FY 84TurWing

Case is Provided to handicapPed children and also as Part of a toot jell ii c trey ment plan. However, the number of special needs children served and the funding hir theircare ii riot brokiii out separately; the data here is for the totafpurchase ofday erre prottrevii.
!fAvitilabli if needed as_part ol an Individual Education Plan (SEP)
"Aro important Pert of the continuum, but not currently offered by anyagency
"This includes Alcohalics Anonymous, Narcotics Anonymous, Alcorn, and Alanon (for family mernbai of kison, with alcnkol abuse problems). No state funding is provided.
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_Aria lysis
Of Currefit
Programs

Those services directed at a child's or family'i emotional well-being orspecial mental health needs sw h as counseling, Out-Patient therapy,volunteers, and Self-help groups;
Those services which, by providing short-term, alternative care
arrangements; are ctitital to enabling a parent to assume Overall careresponsibilities for a child. Such iervices may include those which care fora child for Part of a day (such as family day care or day care centers) orfot longer periods of time; such as respite care programs;
Adoption servicii, Which are designed to provide a permanent home to achild whose natural parents cannot or will not retain parental custody ofthe child;

The first category of terVices, those designed to help Maintain a childPhysically in the home, hatie experienced only moderate giowth in recent years:As Figure 5 indicates; specialized medical equipment and housing adaptations,and Other special Medical services, are provided through MRDDA's CrippledChildren's ServiCel taphysically handicapped and developmentally disabledchildren. Similarly, MRDDNs Family Support SerViCe program provides theseservices tO a small number Of families;
_ A further approach to helPing families maintain a child in the home is taken byDEIR/SSA's Parent Aide Program. Parent aides asiiit fathilies with the routinesof daily living: housekeeping, ihopping, child care, and to forth. The service isMade available through local dePartments of social services, primarily forfamilies where abuse or neglect has occurred. By relieving parenti in crisis of thestress associated with thine activitiei, parent aides can help to stabiliie a familySitUation and even prevent the removal of a child from the home.

The second categOry of care; servicei supporting a child's educational needs;are the must predorninant on the continuum, at least in terms of number ofchildren serviced. As deieribed earlier in this plan, imPlementation of federal law(P.L; 94-142), and corriParibkstate law; has been one of the_driving forcei inMaintaining children with iPeCial needs in the community. In MarYland in FY1984, approximately 88,000 handiCapped children were SerVed in Maryland'spublic SChool special edUcatibri programs.
In-sChoOl special education programs are supplemented in Mai*land by otherday education Programs for children outside of public schools. Appriiidmately2,000 Children were served in Statt=00iatki programs and non-public prOgramsrequiting state tuitiOn a;sistance; The availability Of these programs On a dayattendance basis is a critical part of a tdinmunity serVice strategy; pteViciusly,many children had to liVe in residential settings in order to receive these services.Day education prograina Of thii type include the 230 13_171MEINHA daytreatment slots in RICA Ograins, supervised by DHMI-I/MHA for emotionallydisturbed children, and the iPeCial education placements in riOn-Public

educational facilitie4 funded jointly by local and state educatiOn funds.Aowever,dethand far exceeds the supply Of these servicm In addition to the RICA's, bothSSA= and JSA-supervised children participate ioday educational programs ofpriVate providers, such as the Good Shepherd Day Program.
Other types of specialized educational programs are provided to special needschildren, both in and out of public school-S. VocatiOnal education SerVicei, forexample, can be an iinportant educational alternatiVe for special needs children.In addition to the publie Programs in these areas, JSA alio provides limitedfunding for vocational eduCation for the children it serves.
The third category of -care; services supporting a Child'i Or Family's generalfunctioning or special mental health needs; are the second mait predominant on
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the continuum; These services include a Wide range of counseling services, as
well as leisformal types of support such as self=help groupt.

The approaches t ,ken to "counseling" vary greatly by agency. In many
iasiances, counseling does not exist by itself as a discrete tervite, but is part of a
broader program Of COmm-unity services that agencies make available to families.
Because this is an area in WhiCh agencies are reshaping services, this group of
serviCei warrants further description.

For example, counseling is an integral part of BA's Youth Services Bureaus
(YSB's), which are BA's main Vehicle for serVing Pre-delinquent youth in a
community setting. YSB's counieling SerVicei are delivered in a way that is
appropriate for reaching adolescenti. They inVolve not just traditional; one-on-
one therapy, but often are part of a group proceSi Or recreational and social
activity. The Youth Services Bureau's fociii ii on assisting young people to cope
successfully in their family, school, and comMunity enViionments; counseling
activities are interwoven with the variety of activities that proknote this gcal.

Similarly, the Social Services Administration, through local departments of
social services, is seeking to build a range of family services that adapt to the
type of need a fainili May have. Continuing Protective Services are provided to
families where there hai been a report of abuse or neglect; and where onloing
MOilitoriqg of the child's sitUation and/or support for the family is required.

A similar service, but one that recognizes _that some families need even more
support in order to care for their children, is SSA's Intensive Family Services
(IFS) program. This program, like Continding Protective Services, also serves
families in which child abuse or neglect has oCcurred. It too, aims to ensure the
safety of the child and; by resolving the tritta that haVa resulted in abuse or
neglect, prevents the child's entry into foster tare. In IFS, hoWever, the
intervention with the family is more intensive. A Sodal worker and parent aide
team, using a purchase-of-service budget of up to $600 per child, Meet Other
needs the family niay haVe, including securing necessary furniture, making rent
deposits, or purchasingMOre sPecialized therapeutic asstance; IFS addresses
the many factors that, if not dealt With, can cause a child to be removed from the
home.

SSA's family services include tWO Other prOgraini. The Services to Families
with Children (SFC) program provides counieling to families who are facing
crises or experiencing general dyshinction. While hot targeted to children with
special needs; the program serves many familieS Who have disturbed children.

The Single Parent Service (SPS) program astisti unmarried pregnant
teenagers and teenagers with young children by providing information and
referral, counseling aisistance in moving back into school or employment, and
attittante in securing apprOPriate health care or other services for the child.
Single Parent Service alio works tO prevent future out-of-wedlock pregnancies
and to provide support to these yetimg fariiilies in order to prevent the occurrence
of future problems for the child, the mothei and the family.

Another important component of counieling SerViCes for children and families
are the mental health services provided by the State through crnmunity mental
health centers and supervised and funded by DHMI-I/MHA. Theie services
involve a wide range of treatment modalities intluding famify, group and
individual therapy, drug therapy; etc; The mode of service delivery focuses
primarily on clinic,based assessment and treatment. In some lticationt these
services are provided bY 30ecialiiid child and adolescent mental health teams. In
other areas, special staff is not available. Other agencies serving children and
families, alch as JSA, SSA, and MRDDA, refer to those services when families
they serve require mental Lea lth counseling beYond the scope of the counseling
services each agency provides.
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The fourth category Of in-home and community services is services whichprovide eare for b child [aridi or part of a day, thereby assisting a family in itsrole of caring for the child. The primary service for this purpose is Child day care,Which many families require for all Or part of a day in order for the parents to
Work. While state agencies no longer prOVide day care directly, SSA administersthe purChase-of-day care program which subsidizes care for loviincome families.Children who require care because of Potential or actual abuse or neglect, Or toavoid inititutionalization; receive first priority in this program In addition, the

program provides special rates for children With handicapping conditions.
Another Service in this category is respite caie, which can assist families caringfor special needi Children, particularly children with Severe emotional; mental, orphysical handicaps. Respite care provides families with some temporary relieffrom the intensive tai* demands Which these children reouire. However, respitecare Services in Maryland are few. CUriently; SSA provides' respite care for

apprOiciMately 615 families of deVelopmentally disabled children. There is norespite care in the State for emotionally disturbed children and their fainilies.The fifth category of services is adoption servicesi _which provide a permanenthome for a child who otherwise would not have one. The State's adoption
service, administered thriugh local departennb of social services under_DHR/SSA's oversight, developi homes for children ih foster care. Increasingly,these are children With special needs; defined for purposes of adciption as older
children; minority children, and sibling groups; as well as children With
handicapping conditions. Through the State- and federallyEsupported sUblidizedadaPtion program; placement of theie Children has grown to over 1,400 Childrenin FY 1986, a rapid increase in the past four years;

An-other service, transportation, may be included as part of a service program.HOV;reVer, with the exception of tranSptirtation provided by local educationagencies as part of a plan for the edUtation of handicapped children; it is hbt
separately identified in the Plan;

Finally, one service identified as necessary on the continuum Of in-home andcommunity services, tutoring, is offered on such a limited basis that it is notshown as part of any pregram.

While a large number of community-based services have been defined and areOffered to some degree, overall the State still lacks a complete continuum of carein these areas;
In general; the best developed support systems are focused on specific targetgroups (Children with mental retardation, delinquents, abused and negleCted

Children). However; even for these poPulations, additional service resoUrces arenecessa4 if agencies are to meet the needi Of children; In addition, certain gapsin the serirfce continuum need to be filled. There continues to be an inadequate
continuum Of mental health services for children and adoleicents. Services toprevent teenage pregnancy are desperately lacking. Respite care services, whichare often critical tb a family to allow them td maintain their children in the
community, are Minimal.

In view of thett and Other service gaps; the agencies' priorities for service
deVelopment are shown beloW.

ObjeTctiVei Expand community=based alternative education
programs available to special needi children.



TASK #1: MSDE, working with ISA, SSA, MRDDA,
ACA/DAA, and MHA, will promote the development of
appropriate alternative academic and vocational Programs
for youth who do not fundian well in regular education
Settings and who require a program of individualized
instruction that meets their specialized needs.
In order to maintain the range of special needs children in the community,

priority must be given by IOCal eduCatiOn agencies to an expanded range of
educational optbris. By more (kid* Meeting the educational needs of children
and youth, these programs would play important roles in overall plans to
maintain children at home.

Without direct administrative authority oVer IO Cal eduCation agencies; MSDE
can only promote these programs. Recognizing that this milSt be a long-term
objective; the IPCC nevertheless recommends that in FY 1987, MSDE, with
support from the other state agencies; intensify efforts tO attist LEA's to develop
this type of programming.

Objectzve: Expand other hOme and Community services whose
absence creates the most severe gaps in the continuum.
TASK #2: DHR through SSA, and DHMH through
MRDDA, ISA and MHA, will develop an expansion plan
for respite care, day care for special needs children, and
personal careMarent a.de se ices
These services which direCtly aSSist parents to maintain special needs children

in their homes are in short Supply. TO enSure their growth in the next three years, -
the two lead agencies, through the IPCC, Will asSess adequacy of resources in
relation to need and present a plan to the 1PCC bY OCtober 1, 1986.

TASK #3: DHMH, through MHA, should expand treatment
staff, with isPeCialities in child and adolescentmental
health, in community mental health centers and increase
outreach services to eMotionally disturbed children and
their families including home-based interventions.
The availability of mental health services for children arid their fathilies

continues to be one of the most critical gaps in the continuurn and iS deerried a
priority by all agenCieS. The lack of this service is frequently the missing link in
State agencies' planS (PaitiCUlarly BA's and SSA's) to maintain e child but of
substitute care.

In the long term, the availabilitY of the-se services must be expanded and
DHME-1/MHA is requested by the IPCC to in-di-cafe shOrt- and long-range plans
for the development of these services as part Of budget planning for FY 1988. In
the short term;_increasing the availability Of current SerViCei to SSA and iSA as
part of their service plans for children may better La-eget theie ciiinmunity mental
health services. Toward this goal; Task #4. below, will be pOriiied.

TASK #4: In FY 1987 local mental health centers will
enter info agreements with local departments of social
services and 166611y-based ISA intake, probation and after

_care_units-to-make mental health consultation available.
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Objective: Develop community-based service systems thatbetter organize the diverse services needed to promote thegrowth and development of adolescents
TASK #5: DHMH, through JSA, should toile the lead indeveloping a Olan for the expansion of CommunitY-based
prograMe kir adolescents.
All agencies are teeing an increase in the incidence Of "throwaway" childrenand an escalation in the teriOusness of emotional, behavioral, and chemical

dependence problems exhibited by adolescents. However, public services to thisage grOup are particularly underdeveloped; and in many Ortimunities have nospecific foial point; In part, this is because nO State agency has lead
responsibility for seeing that tiStntnunity servieei for adolescents evolve in asystematic way. By first providing a focal point for state planning and budget
development for adolescents, State agencies can begin to_address this problem(and the attendant iCarcity of resources) directly. The IPCC has designated JSAas the lead agency to coordinate the development of a Plan of communityservices for adolescenti, Willi Participation from SSA, MHA, MRDDA,ACAIDAA and MSDE. JSA'S lead in this task dbes not iiria* a focus only ondelinquent or pre-delinquent youth; the Plan will address broader populations ofadolescents at risk. The schedule for completion of this task will be set by theIPCC.

Objective: Expand communify-based services Which pre-Vent
entry into foster -Care and other forms of itibititute care.
TASK #6: DHR, through SSA, will continue to expand itsfamily sevice programs in order to maintain children intheir_homes and communitiesxather than in foster care
SSA's Intensive Fainily SerVices (IFS)_ program will be evaluated in FY 1986as the basis for intended ticpansion in FY 1988 To assist faMilies whose needfor serviCei is less acute than those served bY IFS; SSA will also plan to expandits Continuing Protective Services program to achieve an appropriate

*orker/family iatio and its Services tb Families With_Children (SFC) program inorder to assist its dYsfunctional families before their difficulties with child-rearingbecome so seVere thet foster care is required. SSA'S farriily services plans will beprovided to the IPCC bY July 1; 1986;

TASK #7: DHMH, through MRDDA, ShoUld expand theFamitY Support Sereiees program in the jurisdictions nothparticipating di Well as to the remaining uncovered
jurisdiaioni in the State.

While MRDDA's Family Support Services PrOgram is not solely for the
purpose of PreVenting foster care, its goal of maintaining developmentally
disabled children in their homes is essential to avoid Unnecessary fostercare where, oncePlaCed, developmentally disabled Children often remain for longperiods of time. Thus, if long-term substitute care is to be avoided; expansion of
this community-based Program is critical.

_Objective: Establish a core service system tO prevent
adolescent pregnancy and to address the needs of teenageparents and their children.



TASK #8: DHR, through SSA and local departments of
social services, will coordinate development of a core
services system to -prevent teenage pregnancy and assist
adolescent parents, as called for by the report of the

_Governor!s Task Force on Teen Pregnancy.
Core servites are those which identifY _youth at riski ensure access to services;

and then provide case management servicei to link adolescents to the
comprehensive array of health, educational, and sotial Servites needed to avoid
unwanted pregnancies or to reduce the negative effetts Of such pregnancies for
parents and children;

Ohjective: Expand adoption oPPOrtu6ities for special needs
children to ensure permanent homes for these children.
TASK #9: DHR, thriMih SSA and working in conjunction
with MRDDA and the Develop Mental DiSabilities Councili
will dotoee adoption opportunities for special needs
childieru_WitkParticular emphasis on rtirtort.

14 FY 1987, SSA will expand adoption recruitinent activities in private and
public sector workplaces in the state; and will seek to itickebse ibbi-uitment
abbvities in cooperation with minority churches and community di.gbnizations.
By expanding community knowledge about the adoptability of special needs
thildren, SSA will aim to increaie the placement rate of special needs children
even beyond the gains made in the past two years;

V. SUBSTITUTE CARE
MIN

Analysis
of Current
Programs

Substitute care offers an alternative living sititaticin, other than the home of the
natural parent(s), adoptive parents or guardians, intii which a Child can be
plated, when remaining at home is not in the best interest of the thild. Substitute
tare includes emergency arid shelter care; family foster care, and the more
intensive residential services inCludink residential treatment centers and
psychiatric hospitalization.

Maryland's substitute care programs (see Figure 6) have undergone marked
change in the past ten years and Will Continue to change in the years tb Orem.

Prior to the 1970's residential care, inCluding both family foster care and
institutional care, was the general treatnient Modality for special needs children.
However; as described in the Introduction to this Plan, thrOughout the 1970's
and continuing in recent years, the philosophy of apPraPriate treatment has
changed and emphasis at both the national and itbte leVeli hai been to keep
thildien with their families;

This trend does not mean that substitute care prograMi haVe become a less
tritital part of the continuum, but that they should be used only when they are
the most appropnate, least reitnctive, form of care that meets a child's heeds.

During the past 15 years there _his been increased recognition of the
specialized treatment needs of children and adolescents requiring institutional
care; Hospital units specifically for the treatMent Of adolescents with severe and
acute disorders have been developed, as have three reiidential treatment centers
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Figure 6

V. SUBSTITUTE CARE_SERVICES

SERVICES AND PROGRAMS AGENCY
ESTIMATED_ _

NUMBER SERVED
GEOGRAPHIC
AREA

ESTIMATED
FUNDINGA.EliiiigenCY and Shelter Care

Einergency Shelter Care DHMH/JSA 110 (adp) statewide $1,400,000Runaway Youth DHM H/JSA 645 3 jurisdictions $200,000Emergency and Shelter Care DHR/SSA 129 (amc) statewide $590.000B. Family Foster Care
IndividuWized Family Placement DHMH/MRDDA 35 statewide $167,00(speCialized family care)
Family Foster Care DHM H/JSA 261_ statewide $309,000Family Foster Care DHR/SSA 5000 (Ornc) statewide $23,243,000FamOy Foster Care DHR/SSA 893 (am c) statewide $2,900,00(Spetialized nr therapeutic homes)

C. Residential Seririces
1. Atte-native Living Unit (ALU) DHMH/MRDDA (see Small statewide (see SmallMR

Residential ReSidential
Centers) Centers)2. Group Homes DHMH/MRDDA (see Small statewide (see Small_
Residential Residential
Centers) Centers)Group Homes DHMH/ACA/DA A 96 Metro Bikini-Ore $500,000Group Homes DHMH/MHA 20 beds Cenfral Maryland,

Southern Maryland,
Eastern Shore

$410,000

Group Homes DHMH/JSA 159 (adp) statewide access $2.600,000_Group Homes DHR/SSA 6852 statewide $9,500,00023. Small ResidentW Ceniers
MR and NRDD DHMH/MRDDA 155 statewide $1,580,0002Mnryland Youth Residence DHMH/JSA 26 (adp) statewide $792,000Piiithaiii of Care DHMH/JSA 152 (adp) statewide $2,832;000Good Shepherd DHM1-1/.1SA 70 (arlp) statewide $1 ;328;0004. NOn.Public Special Education Facilities4 MSDE/LEA's 685 statewide $21;400,00065. Residential Treatmetu Centers
State Residential Centers DHMH/MRDDA 269 statewide $9,300,000Porch-tie of Care DHMH/MRDDA 23 CentrM Maryland,

Weitern Maryland,
out of state

$404,8006

Residential Treatment for
Chemical Dependence

DHMH/ACA/DAA 160 Allegcny County,
Dorchester County,
(statewide acceYst)

$520,000

RICA 1, 2, 3 DHM14/14HA 180 beds 3 jut-kit:Idiom $7,773,000
(Statewide access)Villa Maria DHIVII/MHA 80 bedi statewide access $2;600,000Resideneal Treatment DHR/SSA (See Group statewide (See Gratin

Homes) Homes)Finalise of Care DHMH/JSA 47 (adp) statewide $1;2600006. Psychiatric HospitaU
Psyclistrit Hospitals DHMH/MHA 3791

(admissions)
statewide access (included in

facility budgets)Puiehase of Care DHMH/JSA 8 (adp) statewide $80,000
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SUBSTITUTE CARE SERVICES (continued)

SERVICES AND PROGRAMS AGENCY
ESTIMATED__
NUMBER SERVED

GEOGRAPHIC
AREA

ESTIMATED
FUNDING1

7. Detention And Commitment Institutions
Detention Only Institutions DIIMH/JSA 1-56 (adO) statewide 59.2(i0.000
Yo Uth Cinters DHMH/JSA 234 ladP) ittewide S3.600,000
Hickey School DHMH/JSA 430 (adp) statewide SI 1;200;000
Montrose School DHMH/JSA 270 (adp) statewide S7;600.000

'rota/ funds for FY 86 unless otherwise noted
!The estimated number served in group homes and residential treatment centers os coMbined here Wid Cr group homes
TY SS landing
!This reflects Level In special education senvices landed by state and local funds in upproi.ed edaiational instrtutionsFY_ 84
`FY 85

of children and adolescents ants,

(RICA's), to serve those children arid adOlescents who require long-term
treatment for more chronic discirderS.

One of the most significant alternatiVet in the Substitute care system has been
the development of the negotiated rates system, Used by SSA and JSA as oak -Of
their Purchase-of-care system. Under negotiated ratet: a residential care facility's
rates are negotiated based on the actual allowable cdttS bf the facility, Within cost
guidelinei Set by the State. (SSA administers the system for both SSA and iSA,
with an advisory group that includes private providers as well.) In FY 1987, the
negotiated ratei SYStern Li likely to achieve 100 percent of the allowable costs
of care, thereby assuring PiciViders of greater financial stability. In addition
to providing fair rates for State=piirehaSed care, the negotiated rates system is
also designed to ensure qualitY Cake And to promote a care system that responds
diiectly to the needs of children.

Just as the system of irittittitiOnal take is changing, so is the system of foster
family homes; Board rates for SSA foster fainily homeS have increased by 25
perCent in the pastAwo years; accompanied by additional training requirements
for loiter parenti. The_pepartment of Human Regaittes comprehensive plan for
strengthening the foster care system; begun in FY 1986, has alSO included
additional staff for IOCal departments of social services; greater teamwork
between foster care workers and foster parents, and the pilot testing of
specialized or therapeutie kit& hi:Imes for children whose needs are more severe
than can be met in regular foster homes.

While the substitute care system is changing in response to the new
requirements placed upon it, Certain probleins remain:

The children who come into SubSbtute care through SSA and JSA often
have severe emotional disturbances, severe behavioral problems, or
mUltiPle problems and the range of substitute care services for these
children is not yet available.
There are small bUt increasingly prominent special populations of children
for whom appropriate substitute care resources simpl5 do not exist, These
include:

children who exhibit Violent behaviors, i.e., children who injure
themselves and others;

Children With Multiple handicapping conditions; particularly those with a
Corribination Of ernOtional and mental disorders; e.g.; emotionally
disturbed/retarded children;
severely handicapped children whose familieS can no longer physically
care for them; and who need long-term care in A substitute placement;
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chemically dependent or chemically abusing adOlescents; and
the increasingly troubled children WhO are entering care On anemergency basis and for whom emergency and diagnostic tare islacking.

For those children for whom substitute care is the appropriate setting, the Statehas the responsibility -46 Provide a high quality of care deSiglied to meet theirindividual needs. Recogri4ing this responsibility, State ageticies have begunseveral initiatives designed to upgrade the quality of itistitational care. Theseinclude: the implemeatatioh Of plans by MRDDA to itnpeove programming;staffing, quality of care, environmental/physical conditions and to reduce thepopulation at State Residential Centers (SRC's) as well as the plan by iSA toiticiease staff at Montrose and the Hickey SchOol to provide better overallManagement; kogramming and oVersight. In addition; as part of its recentlyannounced plan for updating facilities, JSA is Planning to provide up to 70placements for cothinitted youth at the Glen Milli SChOol in Pennsylvania, anationally recognized Model for aggressive, "actirtg out" delinquent youth.Beyond these actiaiiii however; the State's goal mtlit be to put in place therange of substitute tat-a tettings necessary to meet a child'i needs when this leveland intensity of care it appropriate.

Objective; DeVelais a wider range of reSidential care settingiwith emPhisir on analleri famil3i-Oriented and tommunity-bised settings.
TASK #1: DHMH, through MRDDA, will continue toimplement the FY 1985-1994 Master F,:cilities Ptan for
deinstitutionatization by:
a. reducing the number of State Residential Center beds by37 percent (2,621 to 1,664 available be&); and
b. increasing the number of available Coatrnunity beds from1,675 at the beginning of FY 1985 to 4,549 by the end ofFY 1994.

TASK #2: DHMH, through MHA, wilLestablish fouradditional therapeutic group homes iii FY 1986-87 with atotal capacity of 10 homes by FY 1988.
TASK #3 DHMH, through ISA, will investigate the
development of twO addifional youth centers (one may beon the Eastern Shore) to ease overcrowding at Montrose
and the Hickey School.
TASK #4: DHMH, through ISA, will seek to increasefunding for placements_in small residentiaLsertiUgs.
Bit's purchase=cif-eare budget fun been unable to Meet the needs of childrenfor residential care in reCent years. Due to funding Iiiiiitations, some youth havebeen inappropriately maintained in iSA Commitment Institutions. To ensure thatthese children receive the care they need; iSA will seek to increase its funding for

Purchased placements by $1.3 million through FY 1988.
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ObjeCtive: Increase the availability of emergericy shelter and
assessment/diagnostic serviCes for children, particularly those
coming into foster care.
TASK #5: DHMH, through SSA, will seek to expand bedsin emergency shelter care facilities or emergency foster
homes, with associated diagnostic and assessment
faCilities, by approximately 40 beds WI FY 1987 and FY
1988.

TOO often, the lack of thele beds means that children corning into care are
placed in regular foster homls Which are unable to meet their needi. This can
contribute to Unnecessary multkile Placements. The development of these beds
should help ensure that chilc,ren's needs are identified and that placement of a
child whether in a regula foster homei a residential care facility, or back with
his or her parents ==-- is the Opropriate care letting for his or her needs.
TASK #6- DHMH, through iSA, should expand from four
to five the number of Runaway Youth programs which
Provide temporary emergency shelter care.
_The volume of need for these services requires at least one more faeility and

.1SA will pursue the development of this faCility al part of its overall development
of COMmunity-based services.

Objective: Expand the range of available typos of foster
faMily Care, in order to better respond to the dilierse needs of
Children coming into care.
TASK #7: DHR, through SSA, will seek to expand the
number of specialized or therapeutic foster homes to 60
bedi by_FY 1987.

Thii Will build upon the experience of the pilot teati Of alternative forms of
foster Mini& homes begun by SSA hi FY 1986. It is 6th-hated that at least 60
be& Will be needed by the end of FY 1987.
TASK #8: DHR, through SSA, will take the lead with
MRDDA and MHA in develoPing a Multi-year strategy for
more appropriate service for handicapped children
requiring long-term care, but who are not appropriate for
the current foster care system and who have no other
avenue for service
The Strategy should include: analysisof the number Of children with

actual/Ootential need; identification of MRDDA's capacity tO lerVe these children
in their tiWii hOniel; and development of a joint DHII/DHMH pilot project to
provide fit-ha* for these children as part of a long-term spetialited care
program;

Objettive: Continue to develop in-state reioUrCei for children
who now must be plated out of state because there is no
appropriate Maryland facilitY Which meets their needs,
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TASK #9: The State Coordinating Council For the
Residential Placement of Handicapped Children (SCC) will
identify common needs filled by out-of-state placements
that coutd_support_atternative in-state programs.
The Interagency Planning Committee for Children will then assign lead

responsibility to an agency to develop plans for a rAnge of in-state Tesidential
alternatives for these childien. It is intended that SSA, JSA, MRDDA, MHA;and MDSE develop coordinated bUdget requests to provide necessary start-up
funds for these programs. (Alternative funding options such as those available
through the Department of EconoiniC and Community Development will alsO beinvestigated);

Objective: Increase the range of specialized short term
residential services, as necessary, to meet the Mental health
needs of children.

TASK #10: DHMH, throukh MHA, should by August31, 1986, take the lead in devetoping a plan for bed
exPansion to accommoctate the needs of emotionally
disturbed chitdren 12 years old and under with prioritygiven to in-Patient care under 90 days.
TASK #11: DHMH, with ISA as the lead agenCy and with
support froM MHA and DHR/SSA, will develop a
residential treatment program for children on the Eastern
Shore.

Planning for_this facility is well underway. With collaborative support and
funding from JSA. M_HA and SSA, this program is scheduled to begin
operation in FY 1987.

In addition to these objectives, the IPCC identified other priorities for resource
development which will be a focus of planning in the year ahead. These include
the development Of both short-term residential treatment programs and group
home programs for chemically dependent youth. The 1PCC has identified theseVere lack of these sei=vices as a problem, but additional planning is needed
before specific objectives are set in these areas.



INTERAGENCY ISSUES IN MANAGING THE
CONTINUUM OF CHILDREN'S SERVICES

The preceding sections Of the Plan identify the continuum of services and
priorities for future development. EXPansion of service by itself; however, will not
result in the well-coordinated qrtterh of services that is sought. In addition; it is
necessary to resolve key issues of teiVite planning, management, and delivery
which affect all children's services.

For this seCtion of the Plan; the State agentiet examined eight "Cr-Oil-cutting"
administrative Or service delivery issues. For each, options were coriiidered and
recommendations made about how best to address the issue so as to improve
services to children arid faMilies; The plans of action relate to each of the issues
listed below:

Uncovered Children

Ongoing Long-Range Planning; Joint Budgeting and Funding
Service Planning and Case Management

Community Educatien Regarding the Availability of Services for Special
Needs Children

COOrdinated Interface with Private Sector Providers
Transitioning Services

Interagency Licensing and Monitoring
Interagency Rate Setting

UNCOVERED CHILDREN
Issues There are many special needs children who receive

inappropriate or no services. This is due to the tact that there
is often confusion as to which agency should be responsible
for planning, budgeting and developing programs for these
populations. What planning procedures need to be
established It ensure coverage of these important groups?

Background and Analysis Pursuant_to federal and State laW, Maryland defines each agency's target
population and responsibility prirriarily by the nature of the client's problem: This
approach makes agency responsibility dependent on the diagnOstic labels
attached to children's problems: For example, local departments of education
under KJ.. 94-142i the Education for All Handicapped Children Ad, are
responsible for Children libeled "seriously emotionally disturbed," but nat for
those labeled "soCially Maladjusted." A problem arises because many children da
not fit neatly within one Of the Categories for which agency responsibility is
clearly defined, but instead have Multiple problems, In addition, for some of these
children; there is nti Clear fetletal ok State mandate for serVice and agencies with
scarce resources_are reluctant tO atnime responsibility.

There are several such groups of children for whom no single agenCy assumes
responsibility for a service. Examples of these types of children are as follOWs:

The youngster Whole emotional disturbance leads to extremely violent
behavior. (Is JSA or MHA responsible?)
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Recomfiefidations

The dual-diagnosed or multiple-diagnosed youngster (e.g., a child who is
Mentally retarded and who also has cerebral palsy and Me Mal health
problems).

The special needs child hos behavior is socially unacceptable and
whose home situation is lett than satisfactory. For example, many
children who run away froM home or are ungiivernable (CINS) haVe
family problems and could also be labeled as CINA. As the iSA 1980=84plan states:

"Another problern hieing ISA relates to the type of juvenile the
Administration is beginning to receive. Current experience indicates
that Juvenile Services is getting more disturbed youth referred for
community-based placement than in the past. Because these
youngsters are aggressive and tittbuitive cannot function in a
public schoofietting and run away, i::oy are more difficult to
maintain in the Community and require r vatment serviCes beyond
the icope of many of the facilities within itte State of Mariland.
These youngsteri Could _Mare appropriately be labeled as Children
in Need of AssistanCe (CINA)i but because of the scarcity of
resources and their teChniCal involvement with rielinquent=tYPe
behavior; they're being adjudicated to be CMS or Delinquent The
problem is there is ho tingte -agency that is capable of prObiding the
services that this group of goungiters needs." (JSA 1980-84 Plan atV-638)

The child who, while nOt meeting the criteria for bing determined
"educationally handiCAPPid;" nevertheless has special neeTcli. FOr
example; the child who ha:1 a 70-90 I.Q. and is culturally dePriVed or thesocially maladjusted yoUngster, as described in the-BA 1980=84 Plan:

"Another groUP Of youngsters requiring iimiices is the inner
city/urban type youth With social and cultural prob/emi. Their
unique problems Make it difficult for these youngsters to Utilize
public school settingi. In many cases; they are accurately referredto as 'disruptive youth.' Since they do not technically meet thecriteria for special ethicatfon only a few school systems have
specific programs tor disruptive youth (e.g., 'alternative schools')these youngsters are often itripended or expelled from public ichool.
Their sabiequent referral to the hivenile Court and placement oh
probation/Protective supervision tellies serious questions when an
Educational program is not available for these youngster& The
resolution in Many cases is to remove the youth froM SChool and
assist him or her tO enter the labor market where teenagers already
represent the greatest perCentage of unemployment." -OSA 1980-84Plan at V.632)

The hanclicapped youngster whoie parents are unable to provide
residential care and for whom long-term care is needed. Either DHR orMRDDA or MHA could be responsible for this yourigiter.

The State's goaffor these groups of children must be to clearly affix theresponsibility for: identifying the extent of need of each population; planning the
necessary services; budgeting the necessary resources; and otherwise taking theleadership role often with Support from the specialized services of other
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agencies in ensuring that appropriate services are deVeloped. To achieve this
end, the following will be done:

1. DHMH, through the Assistant Secretary for Mental Health; Mental
Retardation, AddiCtiOni and Developmental Disabilitiei, Will COnVene a
working group bY March 1; 1986 consisting of two repreientatives
(one program and Orie_finance person) from DHR/SSA, MSDE,
DHMH/MRDDA, DHMHIMHA, ACA/DAA, DHMH/JSA and fromadvocacy groups.

2. The working group will develop a plan by July 31, 1986 for theInteragency Planning Committee for Children which will:
- identify the needs Of the unserved populations listed above and

determine which agenCy will be designated as responsible foi
providing the coritinuum of services for each of the unserved
populations; and

- determine the cost of providing services and indude in the budget
requests for FY 1988 money to begin providing appropriate servicesto these populations.

ONGOING_ LONG RANGE _PLANNING;
JOINT BUDGETING AND FUNDING

Issues frow can coordinated, short- and long-term planning for
children with special needs continue to promote a well-
devetoped and financed continuum of servki?
Itow can funding resources among ageheies be maximized to
ensure needed servkes to children who are in out-of-home
placements?
To what extent should agendes be able to move funding
among budget categories to meet the specific needs of
children and to promote in-home and community-based care?

Background and Analysis Although significant -pro-gress has been made, there continues to be a need forincreased coordinated planning and budgeting on behalf of special needs
children; Because agenciei haVe developed services based on specific legalmandates, each agency's prograth necessarily focuses on those mandatei andthe funding provided to carry them out. In adiftion, each_agency is involved in itsown planning processes; generally to meet federal or state requirements.
However, many children with special nee& require services from multiple
agencies.

When each agency -plans only for its eiWt1 services, such a prOcess can lead
potentially to a duplicatiOn of services, as well as a loss of coordination among
agencim Such planning alio risks focusing on particular problems, rather thanon ihe needs of the whole child.

One area that the IPCC identified as a high priority for continued planning isthe concept of "dollars following the child," Current budgeting processes- do not
allow for mOvement of funding atrOsi budget categories to accommodate aparticular child's needs; For example, if a Child is receiving Level VI special
education services, those funds by state la* -cannot be used to provide a less
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expenSive and possibly more appropriate day education experience; Similarly, iffunds are (lied to provide institutional services, such as these provided by iSA, it
is currently net POSSible to redeploy these funds to provide a different level of
care, such Ai a giPuP home; Also; if funds are budgeted for grOUp homes; it is
not possible to redePlOV those dollars back to the family in order te Provide
community support Services to enable the child to remain with hii or her family.
Funding is further !united by the source of funds (state or local). Fun& do not
follow children and adolescents from local gOvernment te state ptograiili or
private programs; For example, funds used to provide special education Services
in a local school system de hiat fellow a child if he er she IS later plated in a itate
residential program or group heme in another county. The child's special
educatiOn nee& are the same; but the funds remain in the leCality of residence.

Re Commendations 1. To eniure that Services are focused on the whole Child and not just onspecifie aititi Of a Chi ld's problem and, further, to ensure an
adequately funded continuum of care for special needi Children, inter-
agency planning and budgeting for these children should become anongoing funeticiri of State govanment; An Interagency Planning
Committee for Children (1PCC) will be established for this purpoie.
DHR will convene and chair this effort in FY 1987; as it did in FY
1986; at the Governor's request. Participating agencies will include
JSA; ACAJDAA; MHA; MRDDA, and PMA froin DHMH; MSDE; theGoverner'S Office for Children and Youth (OCY); and the State
Coordinating COUncil (SCC); A major task of this 0643 Will be to
update thii hiteraiency Ran for Chitdren with Si:ie.-eta Needs and to
monitor implementation of the recommendations contained therein;

2; To ensure that Mbre Weal input is obtained for planning in the Caning
year; the 1PCC will expand iti membership to include local agency
representatives; In addition, plans and proposals developed by the
1PCC Will be sent for review to local counterpart agencies whenever
appropriate.

3; The IPCC will eXplOre the-feasibility of duplicating the 1PCC Planning
process at the lOcal lac!. The Governor's Office for Children and Youth
will analyze the alternatives for supporting such local planning efforts
in the context of already ongoing efforts. The Governor's Office for
Children and Youth will Make recommendatiOns to the 1PCC oh the
development of local planning initiatives by July 1; 1986.

4. To proVide a fOdisior children's programs within MiMH, a, Children's
Coordinator for DHMH programs should be establishd in the
Secretary't office, or at a level in the Department that alloWS
coordination actoss program units. This coordinator could aiiiist in
providing consistent polides aciaiiDHMH administrations regarding
rate setting; licensing, Service coordinatiOn; joint funding; and similar
issues that affect children.

5. As part of the 1PCC process; and in order to maxiniiie Mailable
funding, SSA. JSA; NIRDDA; ACA/DAA, MHA, PMA and MSDE will
share budget infOthiation and develop joint budget reqUeiti as
appropriate. Thia will include discussions early in the budget Process
(before budgets ire formulated) on both existing programi and
planned initiatiVei as well as ongoing discussions throughout the
various stages of the budget process.
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6. To Maximize the availability of funding among budget categoriei; the
1PCC will explore the potential of client-specific funding (i.e., funding
which follows the child) and include a proposal foe consideration in the
next annual Plan.

7. To ensure the coordination Of Servici arnring agencies and to maximize
funding; the IPC should consider the fin-tiler Use of "funding pools"
Sikh as are currently being used to fund the SCC and therapeutic grouphomes.

8; To maximize available fUnding for community-based services, DHMH
through Medical Assistaike and the Mental Hygiene Administration,
will work with the federal gOiernment to secure the under-21
Medicaid option whkh will prOVide federal funding for residential
treatment centers and inpatient PSYChiátric care for children and
adolescent& Securing these federal flincli his the potential to "free up"
general funds which could then be Used tO expand to community-based
programs such as therapeutic group horriei, cOmmunity mental health
Services; respite care; specialked foster care, etc. for children,
adolekents and their families;

SERVICE PLANNING AND CASE MANAGEMENT
Issues How can effective service planning and case management be

ensured for the multiple serVices required by special needs
children?

Background and Analysis Caie management ts a critical component for the effective provision of services
to children with special needs becau(e many of these children require the serVices
of MOte than one agency. Case management refers to a process that provides
for: (1) assessing individual needi; (2) developing an interdisciplinary plan for
services that meet these needs; (3) seEuring needed programs and services to_
iMplement the plan; (4) reassessing the SerViCe plan on a regular basis; and (5)
monitoring the quality of services proVided to the child and family; Inherent in a
sYstem of case-managed services is the goal Of integrating services to prevent
duliCation of effort and resources.

Caie Management services are provided in A VarietY Of Ways both within and
among agencies:

While the Marytand State Dékriment of Education (MSDE) does not
provide case management Services per se; an Individualized Education
Plan (1EP) is developed for each Child WhO is in need of special education
service&

Juvenile Services Administration (JSA) is Mandated to provide case
management by the COuiti and Judicial Proceedings Article. Youth
served are those adjudicated either as a "Child in Need of Supervison"
(C1NS) or Delinquent and placed tinder the supervision of JSA. Proposed
regulations; policies, and prOcedurei regarding intake; probation and after-
care/case management exist. To Clarify Case Management responsibilities
for JSA children who are also receiving SerVices from other agencies; JSA
has entered into a joint services agreement ,;vith the Mental Hygiene
Administration (MBA) and a memorandum of understanding with the
Social Services Administration (SSA);
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The Social Services AdminiatiritiOn (SSA); though local departments of
social services, providei caii Management in most of its service programs
for families and children. CaieWorkiri deVelop a plan of care that is the
basis for actions taken tita behalf of a Child or family, and perform periodic

. .reassessments of this plan. Requirements for service planning are being
specified in regulations and policy manUali.
While the Mental Retardation and Developmental Disabilities
Administration (MRDDA)hai no legal mandate for ease management
and no centralized Obint of ACCesi, it dOes provide services to designated
individuals through local health dePartMents, state residential centers,
regional offices, and private not=foicprofit agencies. The MRDDA has
proposed "Servicei Coordinatioe regPlations that are not yet
promulgated; them will also help elailly reSPUniibilities when multiple
agencies are involved;
The Atcoholism Cantral arid Drug Abuse Administrations (ACA/DAA)
are not mandated to Pro Vide Case management services; however, they do
have intake/assessment Units located in health departments in all counties
and Baltimore City.
Case managers are assigned for all indiVidUalS in Mental Hygiene_
Administration Programs; This assignment is specified in COMAR
10.21.05, "Outpatient Community Mental Health and Community
Rehabilitation Programs."

As is clear, the degree of systematic Strike planning and case management
fOr a special neadi duld will vary depending uori the service system the child
enters. However, the Most serious problems occur when a child has multiple
impairments, nedi multiple leivices, and the designation'of a lead agency is
neither immedictely obviOns nor dear;

Recommendations I Case management and dear senice planning should be an int-ctill partof every agency's service deliirerYSystem, When a child is the
particular rftponsibility of an indiVidUal_ agency, that agency should lie
accountable for case management iiid should assist the child in
securing needed services from another agency (e.g., a child with mental
retardation in need of specialized loiter Care).

2; To guarantee a cOMmon understanding of agencies' mutual
responsibilities in the ease management process; interagency
agreements will be develePed Which (I) establish criteria for referrals;
(2) identify when each agaicy Will take the lead case managerr nt role
for particular children; and (3) itate hOW ea& agency will cooperate
with the agency having the lead cale Management role; Interagency
agreements should be developed With loell input and participation, so
that they resolve the most pressing Service delivery problems;

Priorities and timelines for the divdoPriMnt of interagency agreements are asfollows:

An interagency agreement Lvetween SSA and MHA for the provision ofmental health, diagnostic; assessment, and treatment services for foster
diildrin by August 31, 1986;
An interagency agreernent betivien SSA, MRDDA and MHA for the
provision of therapeutic services for children in specialized foster homes by
July 1; 1986.
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COMMUNITY EDUCATION REGARDING THE
AVAILABILITY OF SERVICES FOR SPECIAL
NEEDS CHILDREN

Issues ln what ways can the system of services for special needs
children be more accessible to those in need?

BackgiOund and Analysis

Recommendations

The availability of services to special nee& children represents a paradox. On
the one hand, services are in short supply and, at noted earlier in this Plan; the
continuum of serviCes does not fully exist. On the other hand; the sheer number
of discrete services and Programs available; both at the State level and in local
jurisdictions, for special needs children can make access to these services
confusing for familiii in need. There is no common point of entry for all serVice
systems. Parents may attempt to obtain services by going first to a private
physician, a local health Center, a skCialized health facility such as the KennedY
Institute, a local department Of social Services, and/or local schools, as well ai
Many other agencies.

tn addition, service availability varies by geographic location within the State.
Rules for system access may vary frOin agency to agency and locality to locality.
Client needi may even be defined differently in different jurisdictions; Eligibility
criteria and poliCies which impact this populatidn are frequently complex; When
added to the riced for Parents to interact with SeVeral agencies, the task of
Starting nekicl serihces Can seem a formidable One.

A final barrier to full tiie Uf services by special needs children is that receitit of
services may be influenCkl bY the income level of the family. Parents in the
highont income and &hi-cation groUpi are_most knowledgeable abiout their rights,
the child's rights, and available ierViCes. Those in lower income groups are less
aware of the same servicet Which taay be available to them; For the State, the
task is to equalize access to servitet through effective community and parent
education.

1. To ensure that every child in the State, regardleis of where he or she
lives, has equal access to services, the Governor'S Office for Children
and Youth ai the lead agency in conjunction with DHR, DHMH and
MSDE, will define a miniMum service base which is to be provided in
each jurisdiction. This miniMum service base should include basic
health services, social services, and educational services, as well as
access to substitute care and other specialized services. A report
describing the geographic aVailability of services will be presented to
theIPCC by January 1, 1987.

2. To ensure that fiMilies of special needs children are aware of the
tervices available to them and their right to receive these servicei,
public information and advertising regarding available services should
be greatly increased. The Governor's Office for Children and Youth in
its coordinating role Will take lead relPonsibility for this effort in
cooperation and collalkwation with the agencies whkh provide the
services. A report to theIPCC of expanded public awareness efforts is
eicpected by October 1, 1986.

3. To ensure that &gene), Professionals are aware of the various social,
educational, medical, and Other resources available throughout the
State, a strong system of resource coordination among Departments and
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agencies will be developed. This includes establishing a sySteMi of
"experts" to seive as consultants in each region or locality for each
agency. These expeits or consultants should have special tiaining in the
services, mandates, and funding of other agencies and would meet
periodically to exchange information. This system will have to be
developed within the staff constiaints of local agencies. DHR through
SSA, will take the lead in assessing the feasibility of this network and
in submitting a plan for its implementation to the 1PCC by October I,
1986, with implementation to be accomplished by January 1, 1987.

COORDINATED INTERFACE WITH
PRIVATE SECTOR PROVIDERS

Issues What rote shoutd private providers play in the development ofDepartment budgets and program directions?

Background and Analysis Implementation of the continuum of services requires a coordinated and
cooperative effort between the public and private sectors. The public agencies
rely on private agencies to provide many types of in-home and community
services as well as substitute care (group homes, small residential center* fosterhomes). The private sector, in turn, increasingly relies on public funds to Support
operations._While both sectors have shared as well as unique views of how
services should_operate, program priorities should be established with mutual
understanding of future directions. To achieve this goal, public and private
agencies need to be involved in planning for special needs Children.

RecoMmendations 1. Since the private_sector provides many different services to children
with special needs, it is essential they be involved in the planfiing and
have input into budgetary priorities for these tervices. Private provider
representation on thelPCC is critical.

2. Public agencies which purchaie care must work more directly with
private providers to identify (1) future publicly-funded service
priorities, (2) the level and volume ofservice that a public agency will
be purehising from_providers, (3) the need for prograrn changes within
a specific provider or a group of providers. This will allow providers as
a group to identify clearly the role that each will play within the service
continuum, an_d_ to anticipate funding levels associated with the service
they provide. ThelPCC furAher recommends that in FY 1986-87, the
State agencies link ipecifiCally with several providers of subititute Care
whose programs are changingio develop longer-term program plans
that give clear directions and financial stability for these new programa.

TRANSITIONING SERVICEi-
Issues ln what ways can State agencies which ptan and operate

programs for adolescents with special needs ensure that these
youth have a planned transition either into independent adult
lives or into other adult service systems?
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Background and Analysis Until recent yeari there Was little attention given by the social services and
special education systerni to children who were "aging out" of their systems. A
youth who became 18 br 21 in the educational system was required to negotiate
a new set of services and supporti. Little preparation was given by school
programs for independent living or foe gainingaccess to needed adult services.
Siriiilarly; service programs such at the State foster care program have not
alWAYS prepared children for assuming adult reiponsibilities. As children in foster
care are increasingly more seriously disturbed, their preparation for indePendent
living, Oi foe transitioning to adult protected livi;:g situations, must become an
essential part of the service system;

The difficulties faCed by special needs children moving into adulthood VarY for
different popOlation gicinpi. Children diagnosed as Mentally retarded, who have
actively participated in SPecial education programs, must face long waiting lists
for transition into MRDDA Day Programs; they often regress during this period.
Some foster childeen with handicapping conditions are ill-equipped to earn a
living and face the peospect of dependency or institutionalization as adults.

In summary; the trantition frdin childhoed to adulthood; a difficult step for any
Child, is especially difficult for Special needs children.

Reerignizing the importance of "transitioning," agencies have developed
several programs or services to aid the populations they serve.

The Maryland State Department of Edveation is engaged in activities to
improve the Coordination of transition services foe disabled youth leaving school
and entering the World of work; Currently; there is A Cooperative agreement
involving three inakie education_divisions: Special Education; Vocational
Rehabilitation; and VOcational-Technical Education; This agreement provides a
framework for local &hi-cation agencies cooperatively to provide skilled training
services to youth and genuine traniitior. assistance as they leave educational
PrOgrams; Local ethitation aOriCiet now provide handicapped students with
individual transition services in actordante With House Joint Resolution No; 40;
paisiriduring the 1985 session of the General Assembly.

MSDE aliO hei received several fedei'al grants to help develop tiensitiOnal
support iiiViCes for the deaf-blind population, and to implement in-service
telecourses (teleViSiOn instruction); These are detigried for staff at the state and
local level in order tO facilitate the delivery of services to students in the tiansition
process. The Division Of VOCatiOnal Rehabilitation; working cooperatively with
other state agenciei, priVate service providers; and other non-profit organizations
and advocacy group* Will be eiPanding supported employment opportunities for
theseverely disabled.

Future activities identified foe FY 1986 indude the preparation of a position
paper on the role of the Maryland State DePartment of Education in the
transition process; the reinforcing of edbeation agencies' cooperative agreements
at the state and local levels; and the development of a guide to assist in clarifying
the roles of SerViee providers in the transition process. Concurrent with the
development of theie materials is the provision of State Education Agency
technical assistance to local educationagencies;

In 1985 the DHMH Mental Retardation and Developmental Disabilities
Administration and the Maryland State Department o; Education; Division of
Special Education have COOperatiVely implemented the Student Adult Services
Survey (SASS) to assist the MRDDA in gathering informatim concerning
stUdenta in special education; from 18 tb 21 yeari of age, who will be leaving the
school sYlteM and entering the adult service systeni. Information collected
includes demographic, functional; and service needs.

The MRDDA also beciame involved in 1985 with Project TIE (Transition Into
Employment) along with the Maryland State Department of Education, Divisions
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it Special Education and Vocational Rehabilitation; The purpose Of Project TIE
is to bring together individuals who provide iChOOl and post-school tervitei to
indiViduals with severe handicaps so that traniitiOning from school to supported
comPetitive employment is accomplished in an orginiied and effective manner.
The overall goal of the Project TIE effort is to enable Students io make the
transition into active employment as opposed to work activity centers, sheltered
workihopt or adult day programs where little movement is realized.

The Social Services Administration is giving priority to indePendent living and
transitiOning SerVites in its planning and budgeting for older children in foster
care; TO ensure that adolescents whO ire "aging-out" of foster tare are prepared
for adult responsibilitiet Will require three types of activities. First, fitiSter care staffand foster parents will receive additional training related to preparing older foster
Children for independence. Second, SSA hoPel tO Mike available purchatekif-
seiviCe dollars so that foster cart staff in local dePaitinents of social services can
bur [rain Community agencieS a range of training, employment counseling,
motiVational counseling, and similar services that can prepare adolescents for
independenCe. Finally, SSA plans to_test, through one cir more demonstration
projects, Wen-Siva support services for older foster children With special needs
who OtherWiie tOuld not achieve independence;

The haVettile Services Adminiitration hasno specific programs for
transitioning but includei this activity as part of the established cbunieling and
referral procesL Referral ifs Made to local departments of social services, as
needed; for adult services.

Recommendations 1. Through the IPCC, MSDE should assume the lead in ensuring that
infolinition on transitioning services for special needs children is
communieated regularly among the agencies; that the various plans
under development are coordinated; and that joint budgeting of
transitioningactivities occurs where these services are directed to
similar populations.

2. MRDDA, with assistance from MHA Ind SSA's Adult Services
Dilation, should make available to local age/lain-a serving special needs
children (particularly local education agencies) information on State-
supported housing arrangements for disabled &duke. These include
housing arrangements for mentally retarded and other developmentally
disabled individuals; chronically mentally ill individuals; and other
disabled adults. This information should be compiled and made
available by June 1, 1986.

INTERAGENCY LICENSING AND MONITORING
hsues TO what extent should agencies coordinate licensing and

Monitoring activities for residential child care facilities?
To what extent is the ticensing/Monitoring of residential child
care facilities adequately performed?

Backgrikind and Analysis
iThe purpose of licensing residential child care facilities s to provide a

minimum set of standards which all programs must meet in order to ensure thephysical, social and emotional well-being of the Children whO are placed there.
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Currently,_ however, different State agencies take different Approaches to
licensing and utilize different standards; as described below.

The Social Services AdministratiOn (SSA) licenses facilities as graup
homes and child care institutions la iti heW regulations; SSA is using an
approach which defines core, mina-num staadards for health and safety
that all residential facilities must meet. In additiaa, "modules" are being
specified which establish licensing requirethehti iri addition to the core
standards; The modules include stahdaida for Shelter care; residential
care; secure care; maternity homes; and tempo-tar* or transitional
&lucation. SSA licenses 49 in-state group tare fatilitiet, _Participates in the
licensing (Alive ia-itate residential treatment centers, aad monitOrs 25 out-
of-state facilities.

In the Department of Health and Mental Hygiehe(DHMH), several agencies
are involved in the licensing of residential child tare facilities.

The Juvenile Services Administration (JSA) licenses 32 facilities in
categories similar tO SSA'S (although the terms used to describe these
facilities are different)..ISA hai WOrked jOintly with SSA in the
development of the core st6ridardi/Moduk approach in the future;
JSA/SSA regulations for the liCeriiirig Of eisidential facilities will be similar
or identical;

DHMH's Liceniing and CertificatiOn Division liteatei residential
treatment facilities and hospitals as well as some facilities which serve the
deVelopmentally disabled.

The Mental Hygiene Administration (1WHA) elbei not actually license
facilities for children and adults, bat doei certifY the program component
of the therapeutic group homes.

The Alcohol Cantral and Drug Abuse Administrations promulgate
standards tO be tried in the certification of residential programs which
sp-etialikt in the treatment of chemical abuse;

The Mental Retardation and Debelopmental DiSabilities Administration
(MRDDA) licenses day programs, arid grauP homes. It also certifies
Alternative Living Units (ALU) ahd agentiai that Provide services
coordation programs,

The Maryland State DeOarirrient of Education has certification aad
accreditation procedures Whih ire applied to educational programs in
residential facilities; arid, With SSA ihd JSAi is developing standards for
educational programs that are traniiticirial in nature, helping children in
residential facilities to return to ptibliC ichciali (proposed regulations under
development);

Several problems are associated with this diversity Of approaches to licensing
regulations:

The standards vary across agencies, with no one consistent approach to
either health and safety issues or prOgraM Standards;
There is no mechanism for the consisterit interchange of information
regarding regulatory changes or needs.

Some licensing regulatioai are out.of-date or require revisions.
There is no requirement that State-operated facilities meet the same
standards as private facilities.
The number of state level staff available to Mbrittor, evaluate, regulate
and assist licensed facilities or applicants is insufficient.
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-;---Recommendations

SSA and iSA have developed An approach to liCensing Which may hold
promise is the_nuclens of a uniform state approach tO licensing residential child
care facilitiei. Thii apProach includes joint review and evaluatiOn, Using common
guidelines, of those facilities where both agencies place children.

I. To ensure better coordination of existing licensing activities, an
interagency workshop composed_of representatives from the licensing
staffs of SSA, JSA, NIRDDA, DHMH Licensing and Certification, and
MSDE should: meet quarterly to exchange information on licensing
needs and programmatic developments; waik toward comparability in
core licensing standards that could be used by each agency; and
identify sPecific instances of licensing regulations that require
strengthening. The meetings should be convened by SSA and reports
submitted to the Directors of each agency and the IPCC.

2. Specific areas of State licensing POlicy should be strengthened or
developed into regulations by the responsible agencies. These include:

uPdating of residential treatment center regulations, focusing on
expansion of program content (DHMH Licensing and Certification);

- updating regulations on transitional educational programs (SSA, JSA
and MSDE); and

- establishing the currently proposed guidelines on sanitation and
physical hazards as regulations which would applyAmiformly to all
agencies licensed by SSA, JSA or approved by MSDE.

3. To ensure a consistent approaCh to licensing regulations blween
agencies, certain minimum standards should be adopted with
additional program content reflected in the regulations for each
category of facility. Also, certain priority areas of program content
shOuld be similar or identical in all regulations. SPecifically, the child
abuse Prevention reporting and investigation requirements should be
unifinm4s sPecified in the recommendations of the Child Protection
Review Panel.

4. To ensure adequate and timely licensing and monitoring of facilities,
each agency should assess the adequacy of licensing resources and
identify the need for additional staff or staff training. Criteria for
assessment should i. tlude frequency of monitoring visits and frequency
and nature of relicensing activities.

5. To ensure equal protection for children among public and private
facilities which are providing essentially similar services, public
facilities should be required to meet the aame licensing requirements as
the private facilities (SSA and JSA).

INTERAGENCY RATE SETTING
Issues

Background and Analysis

In what ways can agencies Collaborate in establishing ratesfor residential child care programs?

Agencies use different methods to establish rates for residential programs in
which they purchase care.
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SSA and iSA use the negotiated rates system, through which each
faCility's rate is established based on a budgetary review of actual costs
againit allowable cost guidelines. Rates are set with Input from an
AdViiorY CoMmittee composed of public and private agency
representatives. The benefit of this type of system is that rates paid by
SSA and ./SA are COniiitent, fairly determined; and permit state and
private agerici6 te Meet the changing needs of the institutional
populations in a planned structural way.
MRDDA negotiates Centratta on an as7needed basis for residential child
Care. The rate fluctuates acts:fief:ling to the type of services offered.
MRDDA proposes to replace the current system of lump sum grant
aWardi With a cost-related reimbursement system driven by client needs
arid VeridOr Characteristics. The proposed system in MRDDA iañ
atterript tO move from retrospective rate setting with yearcend adjustments
to prospective payments based on formula rates.
MSDE negotiates with non public providers after they have provided
detailed cost statements fat each facility. The Local Education Agency
(LEA) pays up to 300 percent of the LEA's average per pupil cost for
educational expenses; MSDE supplementi all State-approved cases for
costs above the local contribution.

With the exception of SSA and iSA, Which have worked together in
eitablishing the negotiated rates Syttem, there is no standardized approach for
eitabliihing rates to_pay for residential child tare. Thie lack of an equal rate
itiiictiire can impose hardships on residential facilitiei Where purchase of care is
Made bY different agencies; with different rates. Where lower payments are made
by one agenCY, the bUiden of meeting costs is left to the child care facility and to
other child placement agenCies.

The problem of inadeqUate raies for care has been addressed by the
negotiated rates syiterri. SSA/JSA have increased their rates steadily, and in FY
1987 are likely t6 achieve 100 percent reimbursement of allowable costs. This
standard of meeting the allowable Coiti Should be maintained as new types of
Plieements; such as therapeutic group homes or emergency shelter care, are
developed or expanded.

Recommendations 1. To eitablish comparable reimbursement arrierit all agenda's placing
Children With stiecial needs; a common approach to rate setting should
be ettabligied. This aPProach should be based on the following
principles:

- negotiation of rate based On actual cost;
title Of COat guidelines established for various Cott items or ser/ices;
and

- commitment tO reimburse at or close to full costs.

2. For facilities where more thin one agency places children, the payment
rate should be uniform.
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APPENDICES

HANDICAPPED CHILDREN Appendix A

As defined by the Maryland State
Department of Education in the Code

of Maryland Regulations 13 A.05.01

"HandiciPPed children;" includes those children Who have been described ai
follows:

"Dear means a hearing wripairment which is so severe that the child is impaired in
proceiiing lifigUiStiC information through hearing; with Or without amplification, Which
adversely affeett educational performance.

"Dtal;blind" Means concomitant hearing and visual impairments, the combinaticiri of
which causes so Seiere eaminunication and other developmental and educational
problems that the child cannot be accommOdated in special education programs solely for
deaf or blind Children.

"Hard of hearing" means a hearing impairment, whether permanent or fluctuating;
WhiCh iihieraily affects_ a child's educational performance, but which is not included
under the definition Of "deal"

"MentallY retarded" means significantly sub-average general intellectual functioning
existing concurrently With ddicits in adaptive behavior and manifested dnng the
developmental period; which adveriely affeeti a child's educational performance;

"Multi=handicapped" means concomitant impairments (such as mentally retarded=
blind, mentally retwded=orthoodically impaired, etc.), the cornbination of whi.zh causes
such severe educational problems that the child eatinOt be atcommodated in special
education programs Solely for one of the impairments. The term does not include deaf=
blind children;

"Orthopedkally impaired" means a severe orthopedic impainnent whkh adversely
affects a child's educational lierfoiThante. The term includes: impairments caused by
terigitnital anoinaly (for example, clubfoot; absence of settle membr, etc.); impairinenti
caused by diteate (far iiimple, poliomyelitis, bone tuberculosb; etc;); and impairmenti
from other causes (for example, cerebral paliy, amputations, and fractures or burns
which cause contractures).

"Other health impaired" meani limited strength, vitality, or alertness, due to
chrbruc Or acute health problems (such as heart condition, tubertuloszs, rheumatic fever,
nephritis, asthma, sickle Cell anemia, hemophilia, epilepsy; lead poisoning, leukemia, br
diabetes); which adversely affects a thild'i echiCational performance.

"Seriously eMotionally disturbed" means a condition exhibiting one or more of
the following characterilties tiVei a !brig kririd of time and to a marked degree; which
adVeriselY affeeti educational performance: an inability to learn which cannot be
explained_by intelleetual, Siniory, or health factors; an inability to build or maintain
satisfactory interpersonal relationships with peers and teachers; inappropriate types of
behaVior or feelings under normal circumstance4; a general pervasive mo6d of
unhappiness or depresiiiin: Or a tendency to develop physical symptoms or fears
associated with personal or school problems.
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SERVICE DEFINITIONS Appendix B

I: Primary
Prevention Activitiet

II. Early
Intervention Services

III. Evaluation, Assessment
and Diagnosis Serivices

IV. In-Home and
Community Services

Those services that ieek to anticipate the occUrrence of problems (physical;
social and/or emotiOnal) and act to prevent them.
Community Education Services which promote and endeavor to maintain physical
arid Mental health through the provision of information to the general public as well as to
special segments of the population. The Pin Pose of these services is to stimulate ptiblic
awareness of and reponsiveness tci physical and Mental health concerns.
Primary Health Care Baiic leidel health care; generally rendered by general
practitioners, family practitioners, internists, obstetricians, pediatricians and more recently
by_mid-level practitioners. This type of cwe emphasizes taring for the patients _general
health needs as opposed to a Mori Specialized or fragmented approach to medical Care.
This care is usually rendered in an citit.patierit Sitting.

Those services which Pio Vide early identifimtion, assessment and prOMpt
services in order to shorten the duration of the illness or problem. In teiniiof this plan; it means involVerrient With the child or adolescent after the
problem has surfaced but before it eicilates.
Information and Referral A Sin 'ice which provides basic Information on a specifictopic and includes formal or inforrrial referral to a service provider with expertise in thespecific area. This service may also include A prelithinary/brief diagnosis of the problem.
This service may include hotline ancf telephone messages which provide telephone
coverage by persons trained to handle SPecifiC problems, usually of a crisis nature.
Telephone messages are special phone services ProViding recorded information on
specific topics.

Programs to Identify and Prevent Developmental Problems in At-RiskChildren Services whiCh are designed to detect non-communicable health-related
conditions and impairments. Progiatha inClude screening of infants; school children, and
pre-school children as well as specifically defined at=risk populations.
Parent Education or Other Parent SUPPOrt Programs Services to parenti,
guardians; custodians or prospective parenti aimed at enhancing parenting skills and
aStiiting in maintaining a stable family unit;

Evaluation means a full range of astetinnents completed by qualified
examiners to help diagnose problem' and ConCerns relating to an
"educational handicapped condition; medital or health disability;
developmental liaibility; or psychological/mental health problem

The results of the assessment(s), which must be adthiniateied bk a properly trained
qualified examiner, should be Uled to assist in focusing on the individual child's total
needs. Evaluation sftvices, as described abioVe, are available through local agencies and
departments that serve each iurisdiction in the State.

Those services provided to a child Who if; living at home Such services aredesigned to support a family living iittiatidei and to prevent
inititntionalization or to support A child and that child's family after thechild returns hoine from a residential program.
Family and bridividual Canna-ding A service which uses Counseling methods that
assist individuals and families who are in the Process of identification and analysis of thew
Problems and the exploration of alternative resblUtfona as well as the adoption of a
positive course of action. Sikh counseling may be on a One-td=one or group

Outpatient PsYChisitriC Therapy A service fricuiing on the provision of diagnosis
and/or treatment of individual Mental or emotional problems that do not require 24-hour
confinement. Services are oriented toward Providing the maximum recovery kitel for anindiVidual's well being.
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Respite Care A serVite which provides temporary relief to individuals responsible for
the constant care and supervision of physically and/or mentally handicapped persons.
Theie services may be provided in a family home or in facilities outside the home.

D-45? Echication/Treatment Programs Speeial_education opportunities for
individuals having physital, Mental, and/or emotional and/or social_adjustment
handicaps which permit educational development at a pace and to the level permitted by
the indiVidual'i_liMitation. This includes: _Level I-V Special Education Services in PUblic
Schools which focus on providing special education to handicapped students in a public
School_ day_ program; and Level V Special Education Sevices in approved Non-public
Sthricil and State Operated Programs (day.program). This may also include early
childhood special eat-Atkin, a program which focuses on providing meaningful and
appropriate educational experiences to pre-school children who because of some
handitapping condition; are not likely to benefit as much as non-handicapped children
from regular pre-school experiences.

Re-creation/SO-dal Programs _ This service focuses on contributing to individual,
family and community_ well-being by providing opportunities for physical and social
development through the use of retteation oh a participatory or spectator basis.
Pertonal Care Proviiion of in-home aide service to perform specific tasks whith the
family is unable to perform for itself. This Would include tasks such as household
management, in-home child care; shopping; etc.
Day Care Provision cd aiiittance to the family unit by making available care
Protedion, supervision; developmental opportunities; and guidance for children. The
programs niay be family-based or center-based and offered on a part-time or full day
basis. This service also includes Before and After School Care.

Spedalized Equipment and Housing Adaptations_ Special devices (e.g., tub
chairs; feeding pumps) or modifications to the architectural structure of a home that allow
for increased accessibility and assist the ditabIed child/adolescent to function more
indep-eridently.

Transportation _ This service makes available and accessible the resources of the
COmmtinity from whieh handicapped children would otherwise be isolated. Such programs
make it possible fOr them to gain access to various service programs.
Vikatibrial Education and Transitioning Programs Assists individuals to
adequately prepare for paid employment and directs them to areas of employment
activity.
Tutoring Provides educational assistance to children_ who _are_ having difficulty in
school or v-ho are unable to attend school due to mental or physical disability. This
service is usually provided on an individual basis.

Spedahzed Medical Services Services provided by physicians or Aid health
Prafessionals to ameliorate or stabilize a health-related conditiOnOr impairment that may
hinder achieveMent Of normal growth and development. Services include but are not
limited to consultation in specialty dirties, in-patient hospital care, as well as speech,
audiology/hearing, physical, and occupational therapy;
Self-Help Services Croups of individuals who pun together to share their strengths,
hopes, and experiences with each other in order to encourage and enhante theirrecovery
from a tomnitm problem. The most notable self-hdp organization is Alcoholics
Anonymous; Similar self-help organizations Include Narcotics Anonymous, Alanon and
Parenta Anonymous. These groups_are autonomous; fully self-supporting, and available
to anyone who feels he or she may have a problem in the areas described.
VolUnteeri Volunteers are individuals who donate their time to work with persons or
groups of persons who have medical, emotional, social_oraddictive problems; and/or

_

who have committed adult or juvenile jtittite offenses. Volunteers might be professional
cir lay individuals who work with community programs or within institutions.

Adoption The development of a permanent plan and the finding of a permanent home
for achikl or adolescent. Included in this definition is subsidized adoption, a program in
which a local departinent Of social services makes financial payments on behalf of_a _

particular child_placed in an adoptive home, to the child'S adoptive familY beyond legal
completion of the adoption.
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V. Substitute
Care Services

An alteniatiVe living situation, other than in the home Of the natural
parent(s), adorithre parents or guardians; into which a child tali be or is
placed, when reMaining at home is net in the best interests Of the Child.
Endergeney and Shelter Care

Emergency care is tare that is provided when a child is placed outside the hoMe,
for a short period of lime, in response to a crisis situation requiring his or her
Immediate remoVal from the child's home. Such placement may be in a foster home
or shelter care facility.

Shelter tal't is care that is provided in a multi-bed facility for a Short period of time,
with the expectation that eValuation services will be provided during; and in
conjunction with,_ the child's placement in that facility, in order to facilitate planning for
the child. Such placement can be either on an emergency or on a planned basis.
Ennergency foster homes are approved and provided through the local departments of
social services. JSA also places children in foster homes identified to provide
emergency foster tare. Private agencies also provide placements for children through
contractual arrangements with state agencies.

Family Foster Care Continuous 24-hOur care, in a family setting; for a child *hci is
placid iii the custody of a local department or JSA; or a child Who is abused, neglected;
abandoned, or dependent, and fOr whom the court determines that reniaining in the home
is contrary to tht child's Welfare.

Specialized Foiter Care or Individual Family PlAteMtitt is that type of care that
provida more intensive supervision and care than is provided in standard foster care,
dUe to thespecial needs of the children. Special needs ire Viewed as emotional,
liehaVioral, physical or mental disabilities that require additional attention.
This type of care ma be provided in a foster family home or in a group home or
facilitY. Different models exist and new modeh are being deVeloped under pilot
projects with SSA.
Regular Faster Care is custodial 24-hour care, in a family home, intO which a child
CM be plated. Efforts must be made to reunify the family or to establish another
permanency plan for a placed child.

These types of Settings are utilized by local departments and JSA, through its foster
homes or through arrangerrienti With private agencies.

Residential Services Include a variety of living arrangementi_proVided to Children
and/or adolescents in which the individual's activities are to some degree managed by
other People. These living arumgements are provided in a setting that does not include
one's own family home or foster home.

Alternative Living Unit (ALU) Ith ALU is a residential model for one to due*
deVelopmentally disabled individuals; Since this model it highly flexible in terms of
staff supervision, a groWing number of severely to profoundly disabled individuals are
being served successfully in this tetting through grants proVided by the MRDDA to
non-profit community providers.

Group Homes A group home is a community=baied single family home in which a
small ninriber of childrenandfor adolescents live in a family=like atmosphere with staff
serving AS Mit models. The MHA hai shared service agreements with seVeral group
homes whichprovide for psychological services to reSidents_who are mentally ill. In
addition, the MFIA will be providing funds in Fiscal Year 1986 for private therapeutic
group homes for emotionally disturbed youth.

MRDDA provides funds for group homes for four to eight individuals. Residents
participate in claY programs away from the home and ute available community
service; for the Majority of their needed support services.
.ISA has a itate-Operated group home for girls as well as one for boys. In addition
iSA and DHR/SSA purchase group hoMe services from private vendors.
Small Residential Center The small residential centers funded by the ACA, iSA,
and MRDDA arc more structured and restrictive than either the ALU or group home.
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There are two short-term (45-60 daY) fatilities for chemically dependent adolescents
that have the capacity to serve four hundred (400) adolescents per year.
For mentally retarded thildren and adolescents a small residential center is often theirfirst step in moving from an institution into the community. These facilities house an
average of fifty indiVidUals with moderate to profound levels of retardation.
The -ISA has one small residential tenter which it staffs kr thirty (30) males. A
Rif 061 is alio lOcated On the grounds of the center.
Non-Public Special Education Facility This is an approved non-public educational
facifity which Piovides 24-hour special education programming and periiinal care to
handicapped children.

Residential Treatment Center Raidential Treatment Centera are Self-contained
psychiatric facilitiei for intermediate to long-term treatment of children and
adolescents with severe and thiOnit mental disorders.
Within Maryland, iiiidential treatment is provided at three state-operated Regional
Institutes for Children and Adolescents. Additionally, residential treatment tenter
servic,s May be provided through purthaitkif=tare or contractual agreements in four
private, non-prefit fatilities (Edgemeade; Villa Marfa, WoodbOurrie, and GOOd
Shepherd).

Special Education may be provided as a service in a residential treatment center.
For Children and adolescents with Mental retardation, the-re are five State Residential
Centers (SRC) WhiCh provide full-time residential care. &fore any kr-son is admitted
to an SRC, he/she reteiVei a comprehensive evaluation to ensure that the SRC is the
leait restrictive environment available to meet the individual's specific needs.
Psychiatric HolOital Psychiatric hospitals are highly restrictive inteniiVe inPatient
programs lor the treatment Of fitere Mental disorders which require hospital-based
care to aChieire stabilization anci/or problem remediation. By MarYland law, _
adolescenti (under 18 Years of age) must be located separately from adishi in State
psychiatric hospitals. COMeltiehtly, adolescent services are_provided separately at
four adoleieint Units located at CrownTsville, Finan Center, Carter Center and
Springfield. There are SeVeral private_psychiatric hospitals which also haVe adolescent
inpatient units (Psychiatric Institute, Brobk Lane, Sheppard-Pratt, Chfttnut Lodge,
and Taylor Manor).
Services include: (a) psychological and medical diagnostic procedures: (b) observation
treatment modalities including medication psychotherapy, group therapy; occupational
therapy, indinitrial therapy, vocational xehabilitation, recreation, and milieu treatment;(c) medical ewe and titatitient as needed; (d) supportive services; (e) rOcith atid
bnard. BOth Voluntary and involuntary clients may lie serVeA in this setting.
Detention Lnd Commitment Insti!utions The .ISA staffs detention institUtiona for
delinquent juveniles who need a secure shorWerm placement pending adjudicatory
and/or dispoSitierial hearings. Commitment irutitutions, on the other hand, are for
adjudicated ddLiquent youth whom the Juvenile Court has commited as in need of
care and treatment.
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PROGRAM DESCRIPTIONS Appendix C

ADOLESCENT RESIDENTIAL
CHEMICAL DEPENDENCE
TREATMENT DHMH ACA/DAA

SERVICES Short tekm raidential tieatinent (45-60 days)

ELIGIBILITY Chemically dependent Adolescents under 18; Maryland reSiderits

WHO PROVIDES White Oak Center (Cambridge); Jackson Center (Cumberland)

NUMBER SERVED FY 86, 160 annually (est.)

POTENTIAL POPULATION An additional 300 adolescents

FUNDING FY 86 $520.000 (est.); cratential. private insurance ($300,000)

AVAILABILITY Statei,ride atteit

GROUP HOME CARE FOR_
CHEMICALLY DEPENDENT
ADOLESCENTS DHMH ACAMAA

SERVICES Group borne

ELIGIBILITY Chemicigi; delendent adoleicenti Under 18 who have completed residential treatment

WHO PROVIDES (Under dev

NUMBER SERVED Esti Mated ;! prr vear

POTENTIAL POPULATION 150-200 annr.

FUNDING FY 86, 8500,01c.'

AVAILABILITY MetOW.4n

OUTPATIENT 'THERAPY FOR.
CHEMICALLY DEPENDENT
ADOLESCEN S DHMH ACA/DAA

SERVICES Counseling, outpatient p,ychiatatz therapy

ELIGIBILITY ChemiCallY dePerident adolescents under 18 and their parents

WHO PROVIDES Leekl health deOzirtinents

NUMBER SERVED FY 86, 2000 adoleicents (esrl

POTENTIAL POPULATION 4000 adolescents

FUNDING FY 86; $750.000 (tit.)

AVAILABILITY Statewide

52

64



ACADEM1C/VOCATIONAL
PROGRAMS DHMH JSA

SERVICES Day education; 0Octional education; individual counsding: and social progra -ns

ELIGIBILITY Ages 16.18; must be placed under the supervision of JSA by the Juvenile Court.

WHO PROVIDES Private vendoes reimbUried throUgh JSA Purchase.of.Services funds.

NUMBER SERVED FY 86, 500 (ill.)

POTENTIAL POPULATION 750

FUNDING FY 86; $428,866: There Li a need for MOre services, but no increase in funds is anticipated.

AVAILABILITY StAt-viAdi

CLINICAL SERVICES DHMH JSA
SERVICES Diagnosis, assessment and evaluation

ELIGIBILITY Ages 17 and under; youth ilium be alleged to have committed a dainquent act or to be a Child in
NeeT4 of Supervision.

WHO PROVIDES JSA staff and individuali ori oriVate -contra-cis; services provided in JSA institutions and in the
community.

NUMBER SERVED FY 86; 8;000 (est)

FUNDING FY trk6, 5322,422; nt=ed for $400,000 but no increase is anticipated.

AVAILABILITY Statewide

rOMMUNITY ARBITRATION DHMH JSA
SEK7ICES t..,Pomation and referral; indiviaual and family counseling

ELIGUPLITY Youth aged 10.17 who commit a misdemeanor.

WE;:; PRVIDFS !SA itati

NUMEV:11 SERV. 7,6 FY 86. 4,200 (est.)

POTENTIAL P3PULATi01-. 8.0ai

FY 86. 5580 000; need 100 percent more funds. No increase is anticipated:

A ni' A32!,; ;"" Prince Georges County; A::ine Arundel Coolly, and Baltimore CountY



COUNSELING DHMH JSA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

FaMilY and individual counseling: outpatient psychiatrie therapy

Ages 17 and under; must be placed under the supervision of iSA by the Juvenile Court.

Private vendori reimbursed through JSA's Purchasol-Servicis program.

FY 86. 2,336 (est.)

4.000

FY 86; $1,100.000; need a 25 percent incrtase. No additional funding is anticipated.

State Wide

DETENTION ONLY
INSTITUTIONS

SERVICES

EUGIBIUTY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

. .
&Cure residential care; pending appearance in Juiren: le C.

Ages 17 and under; &anti be alkged to be it delinqvai- ane !
cOmmunity.

JSA staffed and opera. od

Average daily population FY 86, 156 (est.)

156

FY 86. $9.200.000; n0 additional fundi anticipated.

Montgomer*. Kent, Prince George's and Anne Arundel Countiii.

DHMW jSA

-gered a dangt: io sell or the

DIVERSION DHMH__JSA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Fan*, individual and group counseling; recreation/locial programs; and tutoring

Ages 10-17; must be referred by a .1.5A intake officer who has received a complaint alleging
Delin-quent or Child in Need of Supervision beliaVior.

Private contractors

FY 86; 1;941 (est.)

1.941

FY 1986, $899.000; h0 change anticipated

Baltimore City and Prince Georges County
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FOSTER GRANDPARENTS DHMH JSA
SERVICES IndiVidtial and family counseling; tutoring

ELIGIBILITY All youths under the supervision of1SA

WHO PROVIDES Pait.iane VOIOnteeri, aged 60 and older. who are paid a small stipend

NUMBER SERVED FY 86, 500 (est.)

POTENTIAL POPULATION 500

FUNDING FY 86, $181.480; no change anticipated

AVAILABILITY Baltimore City; Cecil; St; Mary's. Baltimore and Dorc:.?ster counties.

GOOD SHEPHERD
DAY SCHOOL maw Ji.SA

SERVICES Family and individual counseling; day edUcation

ELIGIBILITY Femak juVenilis Who are ninth graders or above; must be alleged to be a Delinquent or Child In
Need of Supervision

WHO PROVIDES Cock! ShiPheid hai a contract with JSA.

NUMbER SERVED FY 86. 42 (est.)

POTENTIAL POPULATION 42

FUNDING FY 86, 578,553; no increase is antated

AVAILABILITY SrVes Baltimore City and Baltimore County

GROUP HOMES remii JSA
SERVICES Individual group and family counseling; recreation/social programs; outof-home placement in the

community

ELIGIBILITY Ages 17 and under; MUM be committed to JSA for placement by the juvenile Court.

WHO PROVIDES JSA Stalk and -Operates two group homes in Baltimore City; JSA contracti With private vendors
for other group home placements.

NUMBER SERVED FY 86, 159 aVerige daily population (est.)

POTENTIAL POPULATION Approximately 200

FUNDING FY 86; $2;603;243; heed 25 kicent increase. No increase is anticipated.

AVAILABILITY Baltimore City, Allegany, Frederick. Montgomery, Prince Georges, Kent, Anne Arundel,
Baltimore, St; Mary's and Carroll counties.
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CHARLES H. HICKEY
SCHOOL DHMH jaik

SERVICES Detention institution; commitment institution

ELIGIBILITY Males 7.17 for detention and males 151/2.18 for commitment; youth must be an alleged
Delinquent.

WHO PROVIDES Staffed and operated by iSA.

NUMBER SERVED FY 86 detention, aVerage daily population of 40 (est.): commitment. avernge daily population of390

POTENTIAL POPULATION 430

FUNDING FY 86, $11.162.462: no increase anticipated

AVAILABILITY Statewide

IN-HOME ALTERNATIVES
TO DETENTION AND
COMMITMENT PROGRAMS _DHMH JSA

SERVICES Individual and family counseling

ELIGIBILITY Ages 10-17t mitt be detinied or comrnited by the Juvenile Court, then Selected for one of these in.home programs

WHO PROWDES Both iSA a-xl private contractors provide these programs:

NUMBER SERVED FY 86. community detention. 1.021 (est.): in.home commitment alternative. 480

POTENTIAL POPULATION 1,500

Fy 86; S1.183,000; hied for S1.5 million; but no int-ease is eicpected.

AWOLABILITY Baltimore CitY, Prince Georges; Anne Aiiindel. Harford, and Baltimore counties.

INTAKE DHMH JSA
SERVICES Family and individual counieling; information and rele:-ral

ELIGIBILITY Ages 17 and under; must be referred for alleged Delinquent or Child in Need of Supervision
behavior.

WHO PROVIDES iSA ita«

NUMBER SERVED Fy 86, 36,000 (est.)

POTENTIAL POPULATION 36.000

FUNDING FY 86, $3,484,233; no change anticipated

AVAILABILITY Statewide
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MONTROSE SCHOOL pHmui JSA
SERVICES Detention institution: commitment institution

ELIGIBILITY Females 7-17 and males 7-15 years Of age. Only detingu-nnts may he sent to Montrose.

WHO PROVIDES Staffed and operated by BA.

NUMBER SERVED FY 86, detention. average daily population 30 (cit.); Commitment, average daily population 240
POTENTIAL POPULATION 270

FUNDING FY 86; $7,605.614; no increase anticipated

AVAIL-iBILITY State Wide

MURPHY YOUTH
SERVICE CENTER DHMH JSA

SERVICES Indi-vidual counseling; day education; and vocational education

ELIGIBILITY Must be 16 or (Mir, adjudicated a Child in Need of SuperVitidh or Delinquent and placed uilder
the supervision of JSA

WHO PROVIDES iSA operated and staffid

NUMBER SERVED FY 86. 100 estimater: average daily enrollment. The Ca Pa-city is 100.

POTENTIAL POPULATION The Murphy Youth Servite Center is meeting the need kr this service in this geographic locLt on.A siriiilir program in East Baltimoreor about ten other likatiOns in the state would each have a
poteutiM population of 100 youth.

FUNDING FY 1986, S697,900; no increase is planned. There is a great need kr this type of program; but
academie and VoCational training is not viewed by ./SA as its MAhdate.

AVAILABILITY Báltijiiore City (one location).

PROTECTWE SUPERVISION,
PROBATION A ND AFTERCARE Dfnai JSA

SERVICM lndivkjial, sit and group courisOng; informatron mild referral

ELIGIBILITY r, !lit 1;r* adjudicated a 1::::im.3,;,yr.t, a Child M Need of Supervision and placed under the
Supavision of iSA.

WHO PROVIDES BA Staff

NUM6ER SERVED FY 86; 7022 ...t

POTENTIAL POP ILATION 7.022

FUNDING "="Y 86. $8,000,000; no change anticipated

AVAILABILITY Statewide
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SHELTER CARE MIME JSA
SERVICES Family shelter taia; Structured group shdter care

ELIGIBILITY Ages 17 and under; must be alleged to be a Delinquent or Child in Need of SUpervision and must
be a danger to self or to the community.

WHO PROVIDES Private veidars. JSA pays a daily rate to families for family care, and a higher rate to a vendor
who providei structured shelter care.

NUMBER SERVED FY 86, average_daily population of 37 youth in family care (est.); structured Shelter. average daily
popWation of 73

POTENTIAL POPUUkTION Neid alioin 25 percent more shelter care family homes.

FUNDING FY 86, $1,411,147; no increase expected.

AVAILABILITY Statewide

SMALL RESIDENTIAL
CENTERS, RESIDENTIAL
TREATMENT CENTERS,
PSYCHIATRIC HOSPITALS DHMH JSA

SERVICES 24-hout supervision; pakchiatrie, psychislogical and social services; day education;
recreation/social programs

ELIGIBILITY Ages 17 an4 under; Must lie committed to JSA for placement by the Juvenile Court.

WHO PROVIDES JSA Staffs and Ogierates one center in.Ballimore City (Maryland Youth Rilidence Center), and
purchivses care front prii,iits vendors in Maryland and other states; a major vendor is Cocid
Shepherd Center.

NUMBER SERVED Average daily population FY 86, 303 (est.)

POTENTIAL POPULATION Thera is a netd for 525 percent increase in placements.

FUNDING FY 86; $6,292,000; need 25 04:Matt increase. No additional funds are anticipated.

AVAILABILITY BWtimote Citk, Baltithoie County, Prince George's County; Montgomery County, HOWard County
and Washington Comity; and seveial out-of.state veridori.

VOLUNTEER PROGRAM DHMH JSA
SERVICES Individual counseraig; recreation/sotial programs; and tutoring

ELIGIBILITY Ages 17 and under; must be alleged in be a Ddinquent or Child in Need of Sup, rvition.

WHO PROVIDES ISA staff coordinate the efforts of volunteers whO are student interns and private Cititerii.

NUMBER SERVED Pf 86; i ;830 (est.)

POTENTIAL POPULATION 2;000

_ _FUNDING FY 86, S102,892; no increase anticipated

AVAILABILITY Statewide
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YOUTH CENTERS DHMH JSA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUND'NG

AvAtuumr

Commitment institutions

Maki aod 151/2.18 who are co tttt mtted to the carv and custody Of JSA due to being found to lie a
Delinquent.

OPerated and staffed by JSA.

FY 86; 234 (est.)

234

FY 86, $3.478,448; potential lunding. $4.700,000 ai tWia neW YOUth centers will he added within
one y ear.

Gar; at and Allegany counties. Youth center, will soon lie eompete in Carroll and Charles
,unties.

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

YOUTH SERVICES BUREAUS DHMH JSA
Community education: inform:.tion reerral: family and individual counseling: soeial programs;
tutoring; and parent ecivrimon

All juveniles aged 7-I 7 riOt Wider the supervision of JSA.

Each youth services bureau is a separate private contractor.

FY 86. 30,000 (esti

40;000

FY 86. S1,879,689 general funds; a 25 percent increase iS neede& no increase is anticipated.

There are 20 youth s_ervices bureaus statewide. They ire in AnnaPolis. Bethesda. Bowie. Carroll
County Deirchister County. Dundalk. Eastlialtinmre. ILiltimore Ceiiiht;; Gaithersburg._
Glenarden: Greenbelt, Harundale. Laurel_Ctonsville. North Central and Northwest Baltimore
Ci6r. Parkville. Rockville; and Charlotte Hall.

CaMMUNITY MENTAL HEALTH,
INFANTS AND
YOUNG CHILDREN DHMH MHA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Community education; primary health care(Well.baby clinics); information and reletal programs
to ideritifY and prevent developmental problems in at.risk children; parent educ ta.71 or other parent
support programs: diagnosis assessment evaluatiiiri, and Medical services coor6ina;ion; family
and individual COUnieling; outpatient psychiatric therapy: and dly education/treatment programs

Infants and young children and their families

Communtty mental health clinic; there are no direct ourchase.of.service agreements in the special
programs.

FY 86, 221 (est.)

FY 86. $425.800

Bowie Theratientic Nursery. Southern Maryland Region; Ciiildien* c Guild, Central Maryland
Region;_University of, Maryland Earlyinfancy Psychiatrk Training Program, Central Maryland
Region (training only): and Regional Center for Infants and Children. Southern MarYland Region
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COMMUNITY MENTAL
HEALTH CLINICS MHA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Community Iducationz information and referral; diagnosis, iiiiisment, evaluation and medical
servica cootdinatiom family and individual counseling; and outpatient Psychiatric therapy. Some
community mental health clinics also Pro Vide Primary health care; hotlines and telephone
Messages; programs to identify and prevent developMeiital problems in atrisk children; and patenteducation or Other parent support programs.

Children and adolescents and their families who ak-e titikeni Of Mari land, regardless of their abilityto pay

Graiiii to mental health clinics; some receive supplemental funding from other sources such at localfunds: No direct purchase.olservice agreements; but community mental health clinics may useMHA grant funds to purchase specific serVicii.

FY 85; 4715 Chik. -and adolescents under 18

APProxirnately 3 percent of children and adolestenti recitiire professional care from mental healthspecialisu.

FY 86, $3.2 million (est.). It is anticipated that if the under 21 Years of age medical option is
accemted in Maryland, funds wotild be utilized toward expansion of menial health servkes forchildren and adolescents:

Statewide

RESIDENTIAL
TREATMENT CENTERS DHMH MHA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Diagnati, assessment, evaluation and medical serices coordidation; family and individual
counseling; outpatient psychiatric theraPY; day education/treatment programs; recreation/social
plograms; personal care; transportathin; vOcational education and transitioning programs; tutoring;group therapy; arid milieu therapy

Lg:tirm and severe mental disotdet trealninni nee& that Cannot be met through avadahlt
community-b-asd programs; between 12 and 17 years old (age limit may lie waived in appropriate
cases). A RICA m-ay not adMit a child Or adolescent who has a primary thagnosis of alcoholism,
drug addiction, or severe brain denage; or -Cognitiire defieits which severely limit the individual'i
ability to uie the treatment modalities provided.

Residential treatment is provided at three state-operated Regional Institutes for Children and
Adoleitiati (RICA); MHA also provides funding through tOnleatt for Villa Maria which is a
licensed reside-06W treatme-4 center for children.

FY 86, 260 liedi (est.)

FY 86, 57,773;247 (est,) for RICA'S; Simile kical ediiCitiOn funding (LEA) is not included; VillaMaria, 52,600,000

RICA I (Baltimore) - Baltimore, Anne Artindel, Carrell, Harford, and Howard counties and
Baltiinkire City; RICA II (Rockville) Montgomery; Prince Georgia's and Frederick counties:RICA III (Cheltenham) St. Mary's, CalVert, Charles and part of Prince- George's counties; Villa
Maria, which is located in Baltimore Count*, eirVei the entire state. These catchment areas are
being renegotiated to enable greater access to RICA's stateWide.
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DAY TREATMENT DHMH MHA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

...197

Diagnosis. a sssss ment; evaluation and medical Seivites coordination: family and individual
counseling: outpatient psychiatric therapy; day education/treatmentyrograms; recreation/social
programs; personal care; transportation; vocational education and transitioning programs: tutoring;
and group therapy

Childten and adOlesCenta WhO have severe emotional disturbance

In Conjunction with the local school system

FY 86, 230 slots (est.)

FY 86, $5,400,000 (est.) (Figures do not include LEA contributions to the educational programs.)

RICA I - Baltimore; Harford; Anne Atuadel; Carroll, Howard counties and Ba ItimOre City; RICA
II - MontgOineiy, Piirke Geofges's and Frederick counties; RICA 111 Prince George's, Charles,
Calvert and St Maky's countiei; Fiediikk County Program - Frederick County only.

INPATIENT PSYCHIATRIC DHMH MIA
SERVL:ES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

DiagnOsiS. al-lien-One-6i, evaluation and medical service!, coordination; family and individual
counseling; outpatient psythiatrk therapy; day education/treatment programs; recreation/social
programs; personal care; transportation; vocational education and transitioning programs; tutoring;
group therapy; and milieu thi4apy

Individuals under the age of 18 years who have mental diSorders requiring care arid treatment in a
psythiatric inpatient program

MHA provides inpatient psychiatric treatment through four adolescent units located at the
following state hoipital centers: Crownsville, Finan. Carter and Springfield.

379 admissions

Included in total facility budget

Statewide access

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AvAILABILmt

THERAPEUTIC GROUP HOMES DHMH MHA
CO-M-munitybased residential care, treatment; and eaie Management for severely disturbtA Children
and youth

IndiVidUals under 18 years of age who; because of a mental disorder, require residential serViCei
hot availalAe in the home

Private prOViders through MHA funding (In FY 87; iSA and SSA will contribute thiough a
cooperative funding plan.)

FY 86, 20 beds

209 youth

FY 86, $410.000; FY 87, $835,000

Southern, Eisitern, and Central Maryland
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CRIPPLED
CHILDREN'S SERVICES DHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Community education, information and referral; programs to identify and prevent developmental
problems in at-risk -children, Parent iducation and parent support, evaulation. asseiarrient and
diagnostic service coordination; family and individual counseling, day care. specialized equipnient.
and specialized midical services

Individuals under 21 years of age; who aie reaidents of Maryland, with handicapping tanditicihi;
eligibility is based on health need rather than financial circumstances alone. Total family situation;
other illness, medical expeniei in the family, cost of health cart and duration Of conditinii Cr
handicap is considered:

Service delivery and cooidinatiOn responsibilities are shared with the 24 local health denartments,
community health agencies; and appiciVed piiVate providers. Reimbursement is provided to
attending clinicians for in-hospital care; as well as reimbursement for therapies and specialized
equipment/devices. Grant bifida lie awarded for various services/programs.

FY 86, 14,000 (est.)

FY 86, general funds, $3;558;300; federal funds, $1,478,491. Yearly incre:nenz., dek-.1d oninflation in tbe general economy.

Statewide

FAMILY
SUPPORT SERVICES DHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

Family and individurd counseling, rkieation/social programs; day cue, specialited equinnierit and
housing adaptations; transportation; speciarded Medical services, information and referral; parent
education and parent iiipport, evaluation; assessment and diagnostic service coi,idination

Children/adolescents with developmental disabilitiei YOUnger than age 22 for whom support
ikvices are needed tri assist in the prevention of out-of-home placements

IndiVidual grants to TheiCennedy In-sante; Frederick County Association for Retarded Citizens;Cvert Association frir Retarded Citizens, Jewish Social Service Agency, and the Epilepsy
Association of the Engem Shore

FY 85, 150

8.891 to 15,393 (between .67 percent and 1.16 Percent of general population younger than 22)

FY 86; $220;000 ($110,000 froM MRDDA-general funds and $110,000 reimbursable funds
from the Developmental Disabilitia Council - federal funds) yearly increments depend oti inflation
in the general economy

AVAILABILITY Baltimore City; Baltimore, Frederick; Calvert, Montgomery counties, and nine Eastern Shoie
counties
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!NDWIDUAL _FAMILY
PLACEMENT DHMH MRDDA

SERVICES Specialized family care

ELIGIBILITY An individual with mental retardation in need Of aiiiitariCe nd reqUiiing removal from_current
living situation due to any of a variety of reasons including inappropriate behavicira. or being in
need of protection

WHO PROVIDES Special payments to individuals who ate certified by the MRDDA to provide specialiied family
Care

NUMBER SERVED FY 85. 35

POTENTIAL POPULATION MRDDA a lo-ciking at the whole concept of community.based individual family placements and has
drafted regulations for such. It is the Administration's intent to graduallk Shift the OPeration of the
individual family placement programs which are currently operated by state residential eenters to
interested community providers.

FUNDING FY 86. $167,000

AVAILABILITY Southern; Central and Western Maryland regions

COMMUNITY RESIDENTIAL
SERVICES FOR MENTALLY
RETARDED PERSONS DHMH MRDDA

SERVICES Alternative living units, group homes, small reside ,tial centeri, parent education andparent
support. evaluation; assessment and diagnostic service coordination, recreation/Social programs,
transportation

ELIGIBILITY Children/adolescents younger than age 22 with trientAl retardation, /iiii are Most at risk of
institutionalization without the provision of alternative out.of.home residential placern,:ni:
Medicaid Waiver clients individuals who were liVirig it state residential centersiSRC;, are
recipients of or eligible for Medical Assistance; are certified Ai tieing in need Of ICF/MR level of
care and are determined appropriate for community services through a ioint process that includes
the SRC client. the SRC interdisciplinary team, arid the eommunity provider agency.

WHO PROVIDES lndiViduil grants to 16 nonprofit con::: ;:nity agencies in FY 85

NUMBER SERVED FY 85, i0
POTENTIAL POPULATION The total number of community residential bidi For individuali of all ages has increased fror less

than 400 in 1978 to more than 2;000 anticipated in FY 86: aoproicirnately 2.600 individuals
reniain on waiting lists for MRDDA services.

FUNDING General funds FY 85; $1,543,922. A claim has been submitted for partial reirribüriement from the
federal Medicaid Waiver program, but a determination has not yet been made. The possibility of
further expansion of Medicaid Waiver may result in maxiriiiiing federal financial participation.

AVAILABILITY Statewide
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PURCHASE OF CARE DHMH MRDDA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Residential treatment (does not incltide MRDDA'S State residential centers)

individuals who are severely educationally handicapped and whose needs cannot be met thinugh
existing programs

Non.peofit community residential providers within Marylan& vatibuit Level 6 residential treatment
centers outside Maryland

FY 85, 23

FY 65, S404.800 (est.): yea lv increments depend on inflation in the general economy

Statewide and throughout the country

COMMUNITY RESIDENTIAL
SERVICES FOR NON-RETARDED
DEVELOPMENTALLY DISABLED DHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDU

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Alternative living units; group homes. parent education and parent support; evaluation. assessment
and diagnostic service coordination. recreation/social programs. transportation

An individual whose ,::isability is attributable tO -cerebral palsy, epilepsy; autism, dyslexia, or any
Other neurological malfunction or disorder: can be toected to cOntinue indefinitely; and is a
substantial handicap to the abilitY Of the individual to function normally in society

lifcliVidual grants to non-profit community agencies

ri 85. approximately five children

Applying hatiohally accepted prevalence statistics. it is estimated 8;000 to 15,000 children in
Maryland are developmentally disabled

Avetage anntial coat of residential iiinces for persons who are non-retarded developmentallY
disabled is $16;000 There is an anticipated increase in services for victims of .raumatic head
injiiiiel. Annual cost d non-medical services is anticipated to be $35,000; yearly increments
depend oh inflation in the general icOnOmy

Statewide

SUMMER DAY PROGPAM DHMH MRDDA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Recreation/social programs

Children/adolescents with developmental ditabilitiii

IncliVidual grants to government entities (health departments, departments of parks and recreation)
some of whom subcontract i-vith individual providers. There are a total of 28 providers of
MRDDA-funded summer day programs.

FY 86. 1.953

.67 perCent to 1.16 percent of general population younger than 22 Years

FY 86 $247,692. general funds; yearly increments depend on inflation in the general economy

Statewide
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STATE RESIDENTIAL
CENTERS DHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

EValuanon, assessment and diagnostic service iiiiiiihMitiOn; daY_edUCation; recreation/social
progranis; specialized mediea; vac -; volunteers: fulltune residential eare

Findings of a comprehensive evaluation deterrnirie that the indiVidUal is mentally retarded; and; for
paitedion _or adequate habilitation . needs luibilitation services; :ind there is no available less
restrictive form of treatment that is consistent with the welfare and safety of the individual

Five stateoowned/operated state residential centers serve children: Rosewood. Great Oaks. Holly
Center. Potomac Center. and Highland Health Facility

FY 85. 269

It is anticipa!ed that there will be a 40 perCent deCreaSe in the 'Mal number ol SRC licensed beds
betWeeO 1983.1993, with a total of 1.664 beds avao:Loblc oh 1993.

$9.308,207 (based on an average coM of $34,60316: SerVing an SRC client, February 1984 to
Januar* 1985). FY 86 total allocation to all SRCs is $78.740.000: children/adolescents comprise
approximately 14 percent of the SRC population.

Statewide

CASE MANAGEMENT/
SERVICES COORDINATION DHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Community education, information and referral pakent education and parent support programs,
evaluation. assessment and diagnostic service coordination. family and individual counselihg

An individual with mental retardation; or an individnal Who is non:retarded de-velopmentally
disabled, it Currently receiving services through the MRDDA; and has been specifically identified to
receive services coordination (Every client in the Medicaid Waiver program receives services
coordination.)

Calvert. Charles; Prince George's. St. Ma6i'S. W6rCester. Baltimore City. Baltimore County health
departments; Frederick County Association for RetardedCitiZeni (fOr Central and Western
counties): Montgomery Family Reiources; Holly Center Foundation (for Eastern Shore counties).

FY 85, less than 200 children/adolescents

Total number to be served in FY 86 (ackilti and Children/adolescents) 2.140

FY 85 average annual per capita. $958 general funds; yearly increments depend on inflation in the
general economy; possible reimbursement of federal fundi through the Medicaid Waiver program

Statewide
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ADOLESCENT PREGNANCY
AND PREVENTION DHMH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Provides air Adolescent Cas-e CberdinatOr community based multi.service person to assist the
Adolescent Pregnancy Prevention program in dealing With próblems of parenthood

Pregnant, parenting, or adoldicents al iiik Of Pregnancy who present themselves to the
participating local health department

A Case Coordinator, who may be a iociàl Worker. a community health nurse; Or a Nrion qualified
to perform coordination

1;333; aged 17 and under

ApPriiiimately 16.000 sexually adive teenagers aged 14 to 17

FY 86. $213,000

Baltimore City. Caroline, Cecil,Chirks, DOrChester, Garrett, Kent, Prince George's; Queen
Anne's. St. Mary's, Somerset; Talbot; Washington. WicOmico, WOrCerster counties.

CHILD HEALTH CLINICS OF
LOCAL HEALTH DEPARTMENTS DHM1-1 PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Preventive health maintenance: preventive health icreenings; referral; follow.up

Age range varies. Some clinics iëi children from birth to age five; others serve children to age
21. Of the 24 jurisdictions, 22 provide services (Talliot arid Dorchester do not). Approximately 80
percent are "gray area" and 20 percent Medical Assistance.

interdisciplinary staff of local health departrnentS

Approximately 61,000 in 1980

All -children in Maryland from birth to age 21; approximately 1.4

Title V, state . ridlOcal Funds (through case formula); and tIve EPSDT (Early and Pent:kik
Screening; Diagnosis and Treatment) prograth through Medical Assistance

Statewide

HEREDITARY DISORDERS DHMH PMA
SERVIC

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

FWirange of geliek kisincl ng education; counseling; diagnosis; and treatment: also
newborn screening and follow-up of ahrsormak and identified cases. A birth defects reporting and
information systeni provides inforniatiOnas requested (or families of children with birth defects.
AFP (alPla-fitoprotein) screening program provides tounieling/folloW-up for women with
abnormal results. _Genetics education programa are available. Sickle cell testing/counseling;
education availabk.

Maryland residents

Clinic centers staffed by board Certified M.D./Ph.D. geneticists; and board certified genetic
counselors. Otherwise, appropriately trained and certified providers; such as nutritionists, for PKU
follow-up.

FY 86. 72.000 (est.)

5639.000

Statewide
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HIGH RISK
INFANT FOLLOW-UP DHMH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

FollOW=UP care of irfants disch.vripri from regional intensive Care eitirieries. Services include; parent
and fainity iiipPort services through ongoing relationship with the community health nurse,
including regular coni:rts, counseling and referral; assessment by the community health nurse of
infant's growth and dereloprnental progress at time of discharge. at 4.6 months and 12 months;
and contad and ConsUltation with parents. as needed.

Admission kr regiOnal intensive care nursery; Mfants with identified biomedical and environmental
iiik factors

Trained community health nurses in participating county health departments have responsibility to
follow their own caseloads.

2000

All infants meeting the criteria for high risk follow.up; approximately 2000 infants discharged from
seven Maryland regional intensive care nurseriei

FY 86. $248,600

Bikini-Ore City, Baltimore County; and Washington Countk

IMMUNIZATION DHMH PMA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPUL4TION

FUNDING

AVAILABILITY

Vaccination of children and adolescents

None

The Immunization program purchases measles. mumps. rubella (MMR). and oral polio vaccines
(DPV) arid provides them to local health departments at no cost-. The program also contributes
iorids to local health departments for the purchase of DTP vaccine; The vaccines are administered
in local health department clinics.

FY 86, 85.986 (est.)

ApPiiiiimately 15 percent of the birth to age five ournilation on a regular basis; perhaps 30
percent on a sporadic basis

During FY 84, the Immunization program spent app.oxiina!dy 5200;000 in direct assistance
Wiral funds on MMR and OPV vaccines. In adiition, it prVidecl $9.700 to local health
departments to supplement their purchase cost for DTP vacc:-.:

Statewide

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

LEAD POISONING PREVENTION bi-m4H PMA
&reining for increased lead absorption; medical cotinieling aliciut effects of Mcreased lead
absorptiom nutritional counseling; and environmental counseling

Children attending child health clinics and children receiving Medical Assistance

All EPSDT providers; all local health deparimenti With child health cliMcs

In 1983 aooroiiiiisately 45.000 children were screened in Maryland

All Children under five years of age

Title V funds; matcfung county case formula fUndi. Medkal Assistance for EPSDT children

Statewide
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EARLY AND PERIODIC SCREENING,
DIAGNOSIS AND TREATMENT
IEPSDT) DHMH PMA

SERVICES Comprehensive health care (inclUdine preventive, acute and long.term or chronic); outreach; and
case management

ELIGIBILITY Children eligible for Medical Assistance, from birth through 20 years of age

WHO PROVIDES The State Medicaid program within DHMH purchases health care for eligible clients from 4 variety
of certified EPSDT providers stateWide; 22 local heath departments; Children and Youth clinics in
Baltimore City; HMO's; CHC's; and approxiMatelY 250 physicians in !he private sector.

NUMBER SERVED 56;946 in FY '84

POTENTIAL POPULATION Approximately 160,000 eligible children at any given tinie

FUNDING lit FY 84 the Medicaid Program paid $1;9 million for Preventive screenings as follows: $406,253
to 10-cal health departments for 13,142 screenings: $113;901 tO HMO's for 3,488 screenings;
$539;040 to C&Y clinics for 17,968 icreenings; $840;806 to private physicians for 22,348
seitenings. In addition, beginning in FY 86 Medicaid Will provide $1 million to local health
4epartrrieritt far outreach and case management of EPSDT clients. Medicaid is planning to
increase its reimbursement fee for EPSDT ecreening (preventive) visits;

AVAILABILITY Statewide

MARYLAND REGIONAL
NEONATAL PROGRAM DHMH PMA

SERVICES Nine designated regional nurseries providecompieheriliVe diagnostic and treatment services for
irigh-tisk kiriitiokns. The program is based at M1EMSS and is directed by Johni Hopkins and the
University of Maryland. It provides an eniergency neonatal transport service as well as outreach
idtieition. The locus of both transport and outreach is the acute care of distressed infants.

ELIGIBILITY Any newborn rewiring medical care WhiCh ii beyond the capabilities of the 10Calhospital.

WHO PROVIDES Regicirad neonatal intensive care Units (N1CU): Johns Hapkiaa; University of Mary lead, Franeis
Scott Key; Sinid; Marcy, St. Agnes, Greater Bikini-ore Medical_Center; D. C. Children's, and
University of West Virginia. Transportantion and Otitrearch: MRNP/MIEMSS, Johns Hopkins;
and University of Maryland

NUMBER SERVED 650 traiiiiorts a year; N1CU admissions to Maryland heipitali, eitimated 2000 a year

FUNDING State funding for transport, $279,022 (FY 86); IPO grant, $86;147 (FY 86)

AVAILABILITY All NICU's in Maryland are in the Baltimore area. D.C. Children'S hospital serves residents in the
D.C. area; The University of Weit Virginia Serves Western Maryland; Transportation is provided
from any area of the state or surrounding border areas to the NICU's in Baltimore.
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MATERNAL HEALTH
PRENATAL CLINICS DHMH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Provision of prenatal care: identification of high-risk patients: referral of high.risk patients

Services are available lor all pregnant indigent patients; patients on Medical ASsistance; and_
patients who desire to have their prenatal care through the 'eced health department and are charged
according to the sliding fee schedule;

Services are provided in participating local health departments with personnel lunded thrinigh caie
formula; Title V Block Graht Money and personnel provided through the main office (certified
nurse midwife physicians). Local health departments hire physicians fOt maternity Clink cbVeriige.

FY 84, 8.856

"Cray Aree pAiients, WhO are now 54 percent of all registrants, will increase due to a shifting of
this population from tho private sector to the public sector. Presently. 36 percent Of all regiitrai...
are under the age of 19.

FY 85 funding; $270.982. through Mal Block Grant and state.funded Project 201.

Statewide, except in St. Mary's County where maternal care is provided through the private sector.

SCHOOL HEALTH PROGRAM DHMH PMA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Screening for scoliosis, hearing and vision, immunization status; maintenance of a healthy school
environment: and health education

Enrollment in school

See Settion 7-401 Piib lie Seho-ol Laws_of Maryland. Joint ,ii.:.ridate of local education agencies
and local health departments. In 19 subdivisions, services providectly the local health departMent;
in four subdivisions, services provided by the education agency: in Baltimore County, education
proVidei Secondary school health services and the local health department provides elementary
school health services.

Approximately 673,840 (1984) enrollees

Saine

Title V. case formula

Statewide

SPECIAL SUPPLEMENTAL FOOD
FOR WOMENi INFANTSi
AND CHILDREN DHMH WIC

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

SUpplerrieriial ribtritibiis food as well ai limited health appraisal and nutrition education

185 percent of poverty k:vel which currently is $19,703 for a farnh of four

Local health departments, community action agencies. private ag'..ncies

FY 85. 48.500

108.000

FY 86; $20 Million

Statewide
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DAY CARE DHR SSA
SERVICES Pirichise Of Day Care for income eligible and spetial needá chi!dien

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Priority given to low-income, working parents. children referred due to abuse or neglect, for whom
day care is required as part of a service plan, will receive tare Witbout regard to income.

Purchased from family day care homes and group day care centers

FY 86, 7445

FY 86, SI 6.350,000

Statewide

FAMILY SUPPORT CENTERS DHR SSA
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Servkei diaign-ed to enhance parenting skins. Structured "parent education" classes may be a part
of this service: Centers will provide: parentingenhancement activities through informal interactions .role madding, and other parendng support ierVicei; health care counseling and other services to
avoid Univanted pregnancies; diagnostic and assessr ,ent stevitei to identify devdoprnental
problems of the young parent arid the -child; child care as necessary 10 allow participation in the
activities of the centers; peer support activitiet, including recreational and social activides;
educational services as appropriate such as GED and post-high Schaal classes; job preparation and
skill development as appropnate to lisist parents secure or maintain employment.

Parenti of Young children (birth to age three); with emphasis on adolescent parents. Persons who
do not meet the definition of parents with young children referred to other piograms or services.

Conimunity age. *-- under contract to DHR

FY 86. 500 paret.4 with young children (eat.)

In Maryland; 8;771 births occurred to mothers age 20 or younger in 1983: In Baltimore City,
OVer 3,000 adolescent girls gave birth in 1983. Bicauie dernographic information inAicates no
dramatic change likely in these trends; the potencial_population for family support centers is
estimated conservatively at 8,700 mathers and an equal number of fathers and alio of babies, for
a total potential population of at leait 26,100 kriOno.

FY 86; 8397,000 (general funds, $297.000; the Aaron Straus and Utile Straus Foundation and
the Morris Goldseker Foundation have each contributed $50.000 to the program.)

The program is planned statewide. Initially the centers are in Anne Arundel County, Prince
George's County; and Baltimore City.

FOSTER CARE DHR SSA

11/4

SERVICES

ELIGIBILITY

' /VIDES

VED

DINC

AVAILABILITY

.Erriergericy/shelter care, foster family care; specialized lamily tare, group homes, residential
treatment

AriY abandoned, abused, neglected or dependent child committed to the local department of SOCialseOices

Lcical departments of social services

5;000 children (October, 1985)

Board payments - $19;452;000; social servicei in local departments . 516,800,000

Statewide
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H.E.L.P. RESOURCE PROJECT DHR SSA
SERVICES Con lllll nity Educat lll and oither activities tri prevent ehild Tlw

Resource_Project provides a ranges of materials_to schools, cominonity agencies ;idil ot be, groups
to assist them in child abuse prevention. stall provide or promote training ol social
workers, attorneys; judges, law enforcement Ageriti and health priileSSioank in the area_rd child
abUse arid neglect prevention. With federal funds; 11.E,LR adnurniteri Child abuse and prevention
moni-granix.

ELIGIBILITY The H.E.L.P. Project serves as a yesource to any group/organs:ration/agency/professional
interested in the area of aline and neglect prevention. H.E.L.P. mini-grants are Avail Able id Any
nonprofit private or public organization.

WHO PROVIDES in'e awarded to community agencies

NUMBER SERVED The training and information provided through H.E.L.P. reach ieVerAl thouiand indiViduals each
year:

FUNDING FY 86, $155,000 (mini-grants)

AVAILABILITY Baltimore City; Baltimore, Garrett, Howard, MiiiiigOMerii, Waihington and Wicomico counties

INTENSIVE FAMILY SERVICES DHR SSA
SERVICES Family and individual counseling, teaChing parenting skills, child development; crisis nitetVeritIon,_

application of family services techniques, on:going Caie assessment, purchase of concrete services
(hiod, clothing, shelter, day care, transportation; respite cate); and PUrchaie Of inecialized services
(diagnostic teiling, family therapy, psychiatric treatment, substance abuse or sexual abuse
treatment)

ELIGIBILITY Families id iehich a child is at risk of foster care placement

WHO PROVIDES Local departments of social services - family assessment; toddieling, information arid referral.
transportation, application of family services techniques, crisis intervention; parenting skills, family
systems training, child development information; purchaied = specialized testing and evaluation;
shelter, career training, in-depth counseling and skills training, houiehold needi, transportation,
respite tare, specialized in:depth treatments

NUMBER SERVED FY 86, 664) faMiliei

POTENTIAL POPULATION With present statewide staff allocations the number of families (600) with children (1,000) that can
be aerVid will remain fairly constant.

FUNDING FY 86. $1.200.000

AVAILABILITY Baltimore City, Frederick, Wai:hingiciri.Gharles, St. Mary's, Calvert. Cecil, Harford; Anne
Arundel, Wicomico; Prince George's. Montgomery and Baltimore COunties.
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PROTECTIVE SERVICES
FOR CHILDREN DHR SSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

%ILABILITY

Investiwition of child abiiie, fainily and individual counseling; as part of continuing Proteetive
services

PriStertive services investigations are provided for altrefertalifieports of child neglect and_abuse
which come to local departments of SOCial Services. Continuing services are provided to Oltwho require the service.

Protective services stall, located in local departments of social services, with cooperation in
inVestigations from local law enforcement agencies

ReferralS/investigations i7,400 (total received for FY 85); Continuing cases . 4,100 (average
monthly caseload)

In the past two years, the rate of child abuse teporti has increased by approximately 20 peteeritper yearThere is little expectation that the increasing rate of referrals will decrease significantly inthe near future.

FY 86, $12,938,000

Statewide

RESPITE CARE DHR SSA
SERVICES

ELIGIBILITY

W40 PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Respite care

Develajimentally disabled, or disability manilested pnor to age 22 or disabling head injury
irrespective of agc injuries or disability aie likelY to Continue indefinitely; at least_three limitationi
exist in areas of life ädiviiie.such as. sf.care; language, learning, rriCuility,
capacity for independent living; or economic self.suffkiency

PiirChatied from private agency under contracts

FY 86; 615 children (from a total caseload of i229 persons)

A waifing Ut of 300 eiiiita beiond present program capabilities

FY 86; $465;000

Statewide access

SERVICES TO FAMILIES
WITH CHILDREN DHR SSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Emergency/crisis intervention iiiyikei; placement prevention servica; family counseling; individual
Ciiiaiieling; information and referral servicft

FSmiIiès With a gross annual income less than 80 pereeot of the median income

Local departments of sciCial services

FY 85, 3000 (average monthly caseload)

Approximately 10 perceht of the AFDC clients in Maryland, based on recent trends

FY 86; $8;300;000

Statewide
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SINGLE PARENT SERVICES DHR SSA
SERVICE'S Family and individual 0:dike-ling 4IN isill i. rhrial t.o reS1.11rCes

ELIGIBILITY ,1111 under -eige 18 Who are preun.iiii ill ra.k of pregn.uu 0:irents with childr-en tinder
three years of age

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

lanai departMents of social services

FY 86. 1600 (est.)

Mi 1 - The Maryland Center Inr Fie:11th ;iti-Stics indicates that in 1983 there were ri771 IiiithS to
women under ag. 20. This figure .,:oresi. 'Is a minimum, potential single parent services population
when the at-riSk pOpulations and s.agl p..r-nts with children unier three are conSidered.

FUNDING FY 86, S t .012.400

AVAILABILITY 5tatewide

SUBSIDIZED ADOPTION DHR SSA
SERVICES Information and referral; family and individual counseling; speciali,,d eouipment and adaptation:

assessments (psycho-5(56AL MediCal, psechi:itrict

ELIGIBILITY Any foSter Child Whe cnmot be reunited with birth parents or extended birth family. Majori:,
children served are special neeiL .hildien.

WHO PROVIDES Agen.:y inforthation and referral: family and individual counseling: pee- and post-placement:
psycho.social evaluation of child: adoptive hiiMe evaluation: ;subsidized adopt, subsidy paid to
faMilY_dopting special needs children. prei and poSt.adription): PiirChased . specialized equipment
and zidotioni Medical/Psychiatric evaluation; adoptive home evaluation,

NUMBFR SERVED FY 86. 1395. (aveiagt monthly caseload)

POTENTIAL POPULATION Potent al population is based on thase foster children for whnm adoption will become the
Permanent plan. It is estimated that between 500.100(1 Children Willenter adoption service
categories". There h-ti_heen a _3.0 percent increase in average monthly caxeloarb c( closing cases
after adi:ption with subsidized adoptions incre.iiiri-g at similar levels.

FUNDING FY 86; S1900.00

AVAILAPILITY StateWide



SPECIAL EDUCATION
PUBLIC SCHOOL MSDE

SERVICES DaY education in the public school system (!.ei.iel I.V services)

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

A student who has been identified through rJucatitirial assessments as having an educationally
handicapping cOndition and whO !,oeds special education services- provided and available in thepiibliC school system

All 24 local edikation agencies in Maryland

8E1;022 studenta dUring school year 1984.85 received Level I.V special ethication services in thePiib lk schools of Maryland

MY Ohl ld (COM birth through age 20, identified as edilcitiOnallY handicapped and in need of Le 4eiI.V special education services by a focal edtiCation agency's AdmissiOii; flirie.4 and DismissalCommiteee.

FY 84; 5255;053.850. local, state and federal educatic funds: hei triajcii hi-crease is anticipated

Services are available to all eligible studenti enrolled in a public school pit., in Maryland.

SPECIAL EDUCATION SERVICES MSDE
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Education in nonpublic day school facilities and/or state operited daY p v Services)

A student; identified thiough_edUcational assessments as having a handiCipci:ing condition, whorequires a Comprehensive special education setting kir !he entire SChool day in a special day school

Approved nonpublic day schools located in Marylario and State*terited programs in cooperationwith local educatitm agencios

Miring the 1984.85 -,:hoi;.! year approximate:. .273 handicapped students received Level V
services in a nonpublic day ...,thOol or state operated program.

Any child from birth through age 20 who is identified az educationally handicapped and in need ofLei/t4 V rfonOublic special education services by a local edutaticin agency's Admission; Review andDismissal Committee.

FY 84, $9,398,960; no major increase is anticipated

SeiviCc-; ire ailailable to all eligible students ill Matyland

EDUCATIONAL SERVICES TVISDE
SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Education in nonpublic residential facilities and/Or State operated progiams (Level VI SeiSnces)

A StUdent, identified through educational assessmenti as hiving an educational handicappingcondition; who requires 24 hour special education programming and pericinil care

Approved nonpublic nYsidenlial schooli Jor the handicapped and stite.operated residentialprograMi in ciiogieration with local education agencies

685 handicipped Students served during school year 1984.85 receitled Level VI services.

Any child ltoni birth thr-ough age 20. who is identified as educationally handicapped and in need ofLeVel VI services by a local education agency's AdMiiiiian, Review and Dismissal Committee

FY 84, 521.415.851 local and state education hinds; no major increase is anticipated

Services ire iVailable to all eligible students in Maryland;
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