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STATE OF MARYLAND
EXECUTIVE DEPARTMENT
ANNAPOLIS, MARYLAND 21404

HARRY HUGHES January 27, 1986

GovianOR

The Honorable Ruth Massinga
Secretary
Department of Human Resources
1100 North Eutaw Street

Baltimore, Maryland 21201
Dear Secretary Massinga:

1 am pleased to receive Maryland's Interagency Plan for Children with
Special Needs which I requested as part of my €hildren and Youth Initiative.

In my view the Plan and the recommendation for continued interadency
coordination and planning represent a major step forward for agencies,.
providers, advocates and families in achieving the service system we all
desire for these children: 1 want to emphasize my commitment to Séeing

that the recommendations and tasks set forth in the plan are implemented.
77777 My thanks to you, Secretary Wilzack, Superintendent Hornbeck, and all

oOther participants in the development of the Plan for producing this
strong and useful document.
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PREFACE

O

ERIC

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 community setting, or in a residential program, a child’s full

growth and development usually benefit from a continuum of health; social, and
educational services. o I i - i
Thus, if Maryland’s special needs_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 accessible, responsive services system
sought alike by state and local government, private providers, advocates; and
parents. S o o

_ Within the past few years; a number of interagericy efforts have contributed to

children’s well-being. The State Coordinating Council for the Resideiitial
Placement of Handicapped Children and its Iocal counterparts are resolving
some of the funding disputes of the past. The interagency budget and legislative

" agenda of the Governor's Children and Youth Initiatives of 1985, with support

from the General Assémbly, provided new resources for special needs children.
In every local comimiunity, agencies share responsibilities for assisting children

and families in need. ) - ) S
This Interagency Plan represents aniother major step toward achieving a

comprehensive, coordinated service system for special needs children. We intend
that it be the first of a series of annual plans in which State agencies set forth
their short-term and longer-range goals and activities for helping children and
their families. We also view this plan as part of an ongoing dialogue among State

and local agencies, private providers, and advocates about how special rieeds
children can best be served. For that reason; we welcome response and reaction
to its recommendations.

Ruth Massinga, 2 g

Secretary, N
Department of Human Resources

o Dt

Adele Wilzack,
Secretary, -
Department of Health and Mental Hygiene

David Hornbeck, o
Maryland State Department of Education

Aruitoxt provided by Eic:
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EXECUTIVE SUMMARY | )

Purpose of Plan

 The Interagency Plan for Children with Special Needs was prepared at the 7
direction of Governor Harry Hughes as part of the Children and Youth Initiatives
of 1985. The Plan has three major purposes:

1. To set priorities for developing or expanding services required by

_ special needs children and their families; o o

2. To ensure that resources targeted for spiecial needs children are

administered effectively and efficiently by increasing interagency
coordination in the planning, financing, case managem ent, and

administration of services;
3. To establish an agenda for action that can be useful to State
administrators, the General Assembly; advocates; parents; and provider

agencies as they gauge progress in meeting children’s needs.

Thie Plan was prepared collaboratively by the State agencies serving children,

with participation and review by advocates and provider agency representatives.

It covers a wide range of children with special needs including emotionally
disturbed, developmentally disabled, and educationally handicapped children; as

well as abused and neglected children, delinquent children; chemical abusers; and

other special needs children. Originally, the plan was designed to focus miore
narrowly on children who requiire the services of many agencies in order to
remain in their own homes and communities. However, it became clear that few
— if any — individual agency services can be viewed apart from the services
provided by other agencies because mariy children are 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 agencies will pursue jointly.
Several principles of service underlie all of the recommendations included in

the Plan:
® Services should be based o an individualized plan for each child which is

appropriate to the child’s needs in accordarice with the child’s age,
developmental level, strengths, and weaknesses;

Services should be delivered in the least restrictive setting anpropriate to
the child’s needs; .

Services should involve the famiily to the greatest extent possible; 7
Services should be focused on establishing a stable life situation for each
child; o B ) )

Services should be accessible to all children with special needs and should
be provided in a timely and flexible manner, allowing for transition am- ng

services and service agencies.
__ The agencies are commiitted to carrying out these principles as they expand,
redeploy; and administer the services identified in the Plan.

___The tasks identified in the Plan are both short-term and longer-range:
Whenever possible, specific, quantifiable objectives for services are given (e.g.;
the development of a certain number of group home beds). For some services,
however; the goals set forth here are more general; in the time available to
produce the Plan; more detail was not possible. Even in these cases, however,
agency responsibilities are assigned and timeframes established to ensure that
follow-up planning will be done. The consensus among the participating agencies

is that it is important to produce a baseline plan which can begin to guide budget
and planning decisions for FY 1987 and FY 1988.

g



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 organized into two major
sections, reflecting the first two goals of the Plan above. One section identifies a

continuum of care for Maryland’s children with special needs and establishes

priorities for development. A second section addresses interagency -
administrative, financing, and service delivery issues which must be addressed if

the State’s service system is to be elfective.

The Plan establishes a continuum of services which has five major areas:

Primary prevention activities; early intervention services; evaluation, diagnosis,
and assessment services; in-home and community services; and substitiite care
services. Thirty specific services are idenlified within these categories;

The Plan’s goals for building the continuiiiii recognize that:

® Development of the “front end” of the continuum, i.e., primary prevention

activities, has been slow. Carefully selected strategies for investing in
Prevention programs miust be undertaken in order to prevert later

problems for chiidren: -
® In-home and community resources are being developed by all agencies,

but there is a particular need for interagericy coordination among these
services. The Plan gives priority to the development of alternative

education programs, respite care; day care for children with special needs;

parent aide services, and continued evaluation and development of

intensive family services and family support programis which can prevent

out-of-home care: B
® In all areas of the continuum; mental health services for children are a

priority for expansion, including: assessment/evaluation; community

mental health care; therapeutic group homes; and specialized, short-term
residential treatment. All state agencies serving children will have difficulty

fulfilling their mandates if these services are ot available, )
For future planning, priority is given to developing service and budget
strategies for “uncovered children,” i.e., those who receive inappropriate

or no services. These include: emotionally disturbed children whose

behavior is violent; dually diagnosed or multiply diagnosed youngsters;
children whose behavior is socially unacceptable but who also have family
problems; children who do not meet the criteria as educationally
handicapped, but who nevertheless have severe problems in school; and

handicapped youngsters who require long-term care, but whose parents

cannot provide it.
_ The complete recommendations related to the continuum of care follow this
Executive Sumimary.

This section of the plan identifies “cross-cutting” issues eritical to the effective

management of State agency services. Selected issues, and the recommendations
made about them in the plan, include:

® Service Eiannmg and Case Management Lead case management
responsibility should be assigned for all special needs children receiving

services from several agencies, based on interagency agreements that
clarify agency responsibilities. Priorities for such interagency agreements

are: between SSA and MHA for mental health services for foster children;
and among SSA, MHA, and MRDDA for the joint development of

specialized foster homes.

viii



Continuation of the
lﬁté?ﬁééﬁéy
Planning Process

® Community Education on Behalf of Special Needs Children
The Governor's Office for Children and Youth will identify a minimum
base of services for special needs children to be avaiiable in each
jurisdiction; and will coordinate a public education campaign to improve

access to existing services. B B ]
® Improved Interface with Private Sector Providers Private sector

representatives will have increased 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. o o
® Transitioning Services MSDE will take the lead ini coordinating

agencies’ plans for assisting children in their transition from a youth
service system to independent living or adult services; and for promoting

joint budgeting for transitioning activities as necessary.
® Interagency Licensing anid Monitoring An interagency ficensing

workgroup will be esiablished to work toward the goal of consistent
minimum standards for ull State-licensed children’s facilities, with

additional requirements developed for specialized types of facilities.
® Interagency Rate Setting Agencies will continue to develop 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 needs children should become
an ongoing function cof State governmenit to ensire that services are focused or
the whole child and to ensure an adequately funded continutum of care for special
needs children. = _ S o

An Interagency Planning Committee for Children (I PCC) will Le established for

this purpose. DHR will convene and chair this effort in FY 1987, as it did in FY

1986, at the Govertior's request. Participating agencies will include JSA,
ACA/DDA, MRDDA, and PMA from DHMH; MSDE; the Governor’s Office
for Children and Youth (OCY); and the State Coordinating Council (SEC); as

well as advocates and provider representatives. The IPCC will monitor the
implementation of the first Plan and develop or amend the Plan for future years,
as required. . S T :

___To ensure additional local input and advocacy representation in planning, the

IPCC will expand its membership to increase representation from these groups.
In addition, plans and proposals developed by the IPCC will be sent for review to
local counterpart agencies. S .

All participants in the development of this first Interagency Plan for Children

with Special Needs view it as only a first step in improving services for special
needs children. However, through their commitment to the IPCC planning
process, and, even more; through their cormmitment to implement the Plam; ali
participants believe that the tasks set forth in the Plar can yield improvements for

Maryland’s children with special needs and their familics.



SUMMARY OF INTERAGENCY PLAN TASKS

L. Primary
Préyehgibn
Activities

]

II. Early
Intervention
Services

~ Assessment and
Diagnosis Services

Objective = Strengthen the base of primary health care programs for
children T
TASK 1: DHMH, through the Medical Assistance Administration and

in conjunction with the Preventive Medicine Administration, should
continue to expand the EPSDT Program to ensure coverage of all

income-eligible children in the Stite.
Objective - Develop a comprehensive statewide strategy for the
prevention of children’s disabilities 7
TASK 2: DHMH, through MRDDA, will prepare a three-year
statewide plan focusing on prevention activities related to children’s
disabilities.
Objective --Expand program models which incorporate prevention-

related activities along with direct treatment services

TASK 3: DHMH, through JSA, should develop a plan for the
expansion of Youth Services Bureaus which provide community-based

delinquency prevention services and daily supervised activities for teeris.

Objective — Expand mental health early intervention programs
TASK 1: DHMH, through the Mental Hygiene Administration, should
expand mental health early intervention programs for children from

birth to five years of age at risk of psychosocial and developmental
dysfanction.
Objective —Enhance existing information and referral services available
to special needs children -
TASK 2: The Governor’s Office for Children and Youth, in conjunction

with the Maryland State Department of Education; the Department of
Human Reso'srces and the Department of Health and Mental Hygiene,
should develop a plan to ensure that existing information and referral

services reach the families of special needs children.
Objective ~Evaluate and, as appropriate, expand services which
strengthen parenting capacities and general family functioning
TASK 3: DHR, through SSA, will evaluate its pilot program of family
support centers which is in its first year of pilot testing in FY 1986. If
results of the ongoing evaluation are positive, SSA will plan to increase
the size of this program in FY 1987 and FY 1988.
Objective — Reduce duplication in evaluation of the same children by
establishing procedures by which agencies share information
TASK 1: Each State agency serving children (MSDE, SSA, JSA, PMA,
MHA; MRDDA, ACA/DDA) and their local agencies should have

within the agency standardized intake forms which are used consistently
throughout the state, o
TASK 2: MSDE (through local education agericies), SSA (through
local departments of social services); JSA, MRDDA; ACA/DAA, 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  Objective = Expand comimunity-based alternative education programs
and Commuﬁity available to special needs children -
Services TASK 1: MSDE, working with JS7i; SSA, MRDDA, ACA/DAA; and
MHA; will promote the development of appropriate alternative .
academic and vocational programs for youth who do not function well in

regular education settings and who require a program of individualized
instruction that meets their specialized needs:
Objective — 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, JSA and
MHA, will develop an expansion plan for respite care, day care for
special needs children; and personal care/parent aide services.
TASK 3: DHMH, through MHA, should expand treatment staff with
specialties in child and adolescent mental health in community mental

health centers and increase outreach services to emotionaily disturbed

children and their families, iricluding home-based interventiorns,
TASK 4: In FY 1987 local mental health centers will enterinto
agreements with local departments of social services and locally-based
JSA intake, probation and after-care units to make mental health
consultation available. 7
Objective =Develop community-based service systems that better
organize the diverse services needed to promote the growth and
development of adolescents S -
TASK 5: DHMH, through JSA, should take the lead in developing a

plan for the expansion of community-based programs for adolescents.
Objective —Expand community-based services which prevent entry into

foster care and other forms of substitute care ) ]
TASK 6: - DHR, through SSA, will continue to expand its family service

programs in order to maintain children in their homes and communities
rather than in ﬁutér care. S
TASK 7: DHMH, through MRDDA,; should expand the family support

services program in the jurisdictions now participating as well as to the
~ remaining uncovered jurisdictions in the State:
Objective —Establish a core service system to prevenit adolesceni

pregnancy and to address the needs of teenage parents 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 Gairéi-h}i-'i Task Force on Teen Pi-éﬁi-i;h’éi.
Objective —Expand adoption opportunities for special needs children to
ensure permanent homes for these children 7
TASK 9: DHR, through SSA and working in conjunction with
MRDDA and the Deivféi&pmgpg;ijil)isébilitjéi,Cb’iil'iiil, will explore
adoption opportunities for special needs children with particular
emphasis on minority children:

S g2




V. Substitute
~ Care
Services

Objective — Develop a wider range of residential care settings with

emphasis on smaller, family-oriented and community-based settings

TASK 1: DHMH, through MRDDA, will continue to implement the FY
1985-1994 Master Facilities Plan for deinstitationalization by:
a. reducing the number of State Residential Center beds by 37 percent
(2,621 to 1,664 available beds); and S

b. increasing the number of available community beds from 1,675 at
_the beginning of FY 1985 to 4,549 by the end of FY 1994
TASK 2: DHMH, through MHA, will establish four additional
therapeutic group homes in FY 1986-1987 with a total capacity of 10
homes by FY 1988. S ,
TASK 3: DHMH, through JSA; will investigate the development of
two additional youth centers (one may be on the Eastern Shore) to ease
overcrowding at Montrose and the Hickey School.
TASK 4: DHMH, through JSA, will seek to increase fundicg for

_ placements in small residential settings.

Objective — Increase the availability of emergency shelter and

assessment/diagnostic services for children, particularly those coming into
foster care - o
TASK 5: DHR, through SSA, will seek to expand beds in emergency
shelter care facilities or emergency foster homes, with associated .
diagnostic and assessment facilities; by approximately 40 beds in FY
1987 and FY 1988. S -
TASK 6: DHMH, through JSA, should expand from four to five the

number of Runaway Youth programs which provide temporary

~ emergency shelter care.
Objective —Expand the range of available types of foster family care, in

order to better respond to the diverse 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 beds 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 requiring long-term care who are not

appropriate for the current foster care system, and who have no other

avenue for service. o
Objective ~Continue to develop in-state resources for children who now

must be placed out-of-state because there is no appropriate Maryland

facility which meets their needs S
TASK 9: The State Coordinating Council for the Residential

Placement of Handicapped Children (SCC) will identify common needs

of out-of-state placements that could support alternative in-state
ﬁiiiﬁf&mx; ) )
Objective — Increase the ranige of specialized short-term residential

services as necessary to meet the mental health needs of children

TASK 10: DHMH, through MHA, should — by August 31, 1986 —
take the lead in developing a plan for bed expansion to accommodate
the needs of emotionally disturbed children 12 years old and under with
priority given to in-patient care, under 90 days. o
TASK 11: DHMH, with JSA as the lead agency and with support from

MHA and DHR/SSA, will develop a residential treatment program for

children on the Eastern Shore.

13
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INTRODUCTION

_ In 1986, of the estimated 1.16 million children under the age of 18in
Maryland, a significant number will have one or more chronic problems which
impair normal functioning:

®  An estimated 7.8 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 require professional
care 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 delinquency.
Over 17,400 requests for protective services investigations for alleged
child abuse and neglect will come to theé 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 féﬁiilj;ii 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.! o o

To ensure 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 Plan

for Children with Special Needs. With the Department of Human Resources

providing coordination, the development of the plan was collaborative; involving

the several Administrations serving children within the Department 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 agency
representatives participated in the development of the Plan. The goals of the

Plan, as detailed more fully on page 6, are to establish a continuum of services

necessary for specal needs children; and to ensure that the resources targeted for

special needs children are administered effectively and efficiently.. o
_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 “multiple
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

interagenicy planning process for children, therelore; was used for agencies to put

forth their own goals and priorities for children with special needs; as well as

those essential cross-agency agendas bo:h of which are a major part of this Plan:

__"The age bmits for State agency services difer by agency. While most agencies serve children up 1o age 18,
others, including the Mental Retardstion and Developmental Disabilities Administration, local education
agencies and the Social Services Administration, provide services to persons through age 20.

1
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The Plan contains three major sections:
® The first section (this section) describes the planning process;, the State's

system for serving special ne@é children and describes the special needs
children covered under this Plan.

® The second section outliries a continuum of needed services, and agencies’

plans for putting these services in place.
® The third section makes recommendations for resolving interagency

administrative issues which affect the delivery of services.

The agencies which worked togethier to develop this plan view it as a first step

in a continuing joint coordinated planning and budgeting process for special

needs children. To monitor the recommendations contained in this Plan and 1o
continue the joint initiatives proposed. the agencies have established a
permanent Interagency Planning €ommittee for Children (IPCC). That
committee is comprised of representatives of DHR/SSA, DHMH/JSA .
DHMH/MHA, DHMH/ACA/DAA, DHMH/PMA, DHMH/MRDDA,
MSDE, Office for Children and Youth, and the State Coordinating Council for
the Residential Placement of Handicapped children: DHR/SSA will convene and
chair the IPCC._ , L
The IPCC will operate year-round for the following 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 priorities of the Plan to
appropriate agency staff for use in budget development within and across
agencies. .

__ This vngoing planning is essential to ensure that the cross-departmental
problem-solving represented by this Plan continues. A more complete description

of the proposed interagency planning and budgeting process is included in the
section on “Interagency lssues.”

15

4!

)



L

THE STATE AGENCY SERVICE SYSTEM -OR
SPECIAL NEEDS CHILDREN .

Department of

Department of Health
and Mental Hygiene
(DHMH)

_ To serve special needs children, a network of state agencies and their local
counterparts exists, 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) ) -
_ This is the agency with the primary responsibility for the provision of State

child welfare services to children whose parents will riot or cannot care for them.
In addition, SSA makes available a range of other services to children and

famiilies in need. Specific services provided by the agency, primarily through local

departmenits 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 family services, services to families with

children and family support centers.

The Mental Retardation and Developmental Disabilities Administration
(MRDDA) o o
This ageiicy is responsiblé for services to mentally retarded individuals and

non-retarded developmentally disabled persons as well as the Crippled Children’s
Program. Services and programs in addition to the Crippled Children’s Program
inclade: family support services, individualized family ﬁlééemen@({g(ici{liZéd

family care; residential services, services coordination/case management;

purchase of care, summer day programs, and state residential centers.

Alcoholism Control Administration (ACA)
Drug Abuse Administration (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 problems; and drug abuse and its
related problems; and to provide treatment and rehabilitation services for those
persons suffering from the effects of alcohilism, alcohol abuse and drug abuse.
Within these administrations; treatment services for adolescents are a major
priority. Programs include outpatient services, short-term residential treatment

and a proposed new group home as well as general prevention programs within
the public schools.

Juvenile Services Administration (JSA) o

The Juvenile Services Administration has primary responsibility for providing
services to troubled youth and their families in the area of delinquency .
Prevention; treatment, and rehabilitation: The agency provides a broad range of
rehabilitation services and promotes delinquency prevention through its
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 institations:



__ Maryland State
Department of Education

(MSDE)

Mental Hygiene Administration (MHA) -
__ This agency has primary responsibility for the treatment and rehabilitation of
the mentally ill. Services provided to children and adolescents include mental

health clinic programs; a special program to identify mental health problems in

young children, in-patient psychiatric programs, therapeutic group homes, day

treatment programs, and residential treatment centers.

Preventive Mediciiie Administration (PMA)

This agency provides technical and professional assistance and consultation to
public and private agencies in relation to the prevention of disease, disability and
health services. In relation to chiidren, its mission is tg ensure that all children of
Maryland have access to a comprehensive system of quality child health services
which smphasizes health promotion, disease and injury prevention, and early

identification and remediation of handicapping conditions.

_ The Maryland State Department of Education ensures the right to a free and -
appropriate public education for all educationally handicapped children frou pisth
through the age of 20. Special educational services begin as soon as a child can

benefit from them, regardless of age.

State Coordinating Council for Residential Placement of Handicapped
Children (SCC) o o
_ This agency has the responsibility for approving or disapproving institutional

placements for Haﬁdiiféppgdiq:hildrie’ri, funding approved placemenits, and tracking
residential placements. It is also responsible for developing a data base for
ﬁ{ggL:;@ development purposes n order to serve handicapped children in

community-based in-state care, rather thzn out-of-state institational programs.
Governor’s Office for Children and Youth (OCY) 7
This Office has the responsibility for examining programs, services, and plans

for children under the age of 18. The purpose is to identify duplications or

inefficiencies, analyze the effectiveness of programs,; and identify resources and

unmet needs. The office 5ctsWa§Ja’ resource to the Governor, the General

Assembly and the public on matters concerning children and youth;

In addition to these State agencies and their local counterparts which serve
children; a wide array of private agencies provide services with financial support
from State é’diiéiﬁr?mgqt;logal government, and private sector sources. While the

services of these agencies are not incorporated in this first-year plan, they .

represent an essential part of the State’s service system for special needs children.




RENDS AFFECTING THE STATE'S SERVICES TO
PECIAL NEEDS CHILDREN

e |

. Since the 1970's there have been numerous efforts both at the state and
federal levels lo establish and improve a broad range of services to special needs
children and their families: On the federal level, the enactment of P.L. 94-142,
the Education for All Handicapped Children Act of 1975, and P.L. 96272, the
Adoption Assistance and Child Welfare Act of 1980, were landmark legislative
efforts which profoundly influenced Maryland's programs and services to special
needs children. , . o o
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
Court Decree, issued by Judge John Raine in 1974; which stated that no child
could be excluded from educational services and, when referral ta private
institutions was made; the cost was to be the responsibility of public authorities.
The late 1970’s saw the completion of the work of two gubernatorial-appoirted
Commissions (the Shifter Commissions) which made recommendations on the
funding of these services, primarily special education and related services.

__Major changes also 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 developmernit 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 care caseload dropped from 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 Services
Admiinistration, Mental Hygiene Administration; as well as the Social Services
Administration were impacted by the prevailing state philosophy on o
deinstitutionalization which called for movement of children out of large state
institations and into commiunity settings. In all of these service systems, emphasis
was placed on serving children in the “least restrictive environment” i.e; in their

own homes and communities, or in settings which most approximated a home
and community environment. ) S o

_All of these initiatives to serve special needs children have required the infusion
of state and federal resources to provide those in-home and communitv services
which make it possible for children with special needs to remain in their homes.
The expansion of these services has been difficult in the face of federal budget
cuts which significantly reduced federal funding for these services. Ciits in Title

XX social service programs, food stamps; AFDE; the Special Supplemental
Food Program for Women, Infants, and Ckildren; Medicaid, and preventive

health services had a serious impact on services available to special needs )
children. While the Governor and the Maryland Legislature attempted to mitigate
these 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.



GOALS OF THE INTERAGENCY PLAN |

I.  To establish 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 expedite the development of primary prevention programs aimed at
strengthening families and maximizing the physical, social; and emotional
well being of their children. o

4. To remove barriers which impede the delivery of services to cliildren with
special needs. 7 7

5. To ensure that funding resources are directed at providing the most
appropriate care for children by: -
a.  maximizing federal and private sector resources to make the best use
~ of state resources; and - L
b. maximizing effective linkages to achieve interagency financing where

appropriate; )
6. To facilitate the movement of children among the various available services

with emphasis on common intake, tracking and case management
procedures. 7 o o
7. To establish priorities for the future development of services across multiple
state agencies and with the private sector. ]
8. To promote better communications with the private sector, existing child
advocate groups, and families with special needs children to increase
advocacy for children’s services:

CHILDREN WITH SPECIAL NEEDS

‘Who are Maryland's children with special ieeds? What are iheis needs? The

following general definitions clarify who is to be covered under this Interagency
Plan. The definitions used here are not technical, program eligibility definitions;
the specific legal definitions and program eligibility criteria are defined in federal
laws, state laws, and program regulations and can be obtained from each agency

or its local counterpart. Legal definitions included in the Annotated Code are
cited below after each description,

. A special needs child is any child who has one or more of the problems
described below and who needs the programs, services or funding of one or more

State agencies or their local couriterparts.
Abandoned An abandoned child is one who is out of the care of his of her

parents and the parents are urknown or cannot be located.

Abused An abused child is onie who has sustained a physical injury, as a

result of cruel or inhumane treatmient or as a result of a malicious act by any
parent or other person who has permanent or temporary care or custody or
responsibility for supervison of a child: Inchided in this definition is sexual abuse

of a child, whether physical injuries are sustained or not. (For legai definition see
§5-901, Family Law Art.; Ann. Code of Md;)
Chemical Abusers A child who is a chemical abuser is one who lacks

control 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; loss of interést in schoal or activities;
inability to maintain structure; carelessness in appearance; and drinking or drug
use at inappropriate times: (For legal definition see §103, Ant. 2C, Ann. Code of

Child in Need of Assistance (CINA) A Child in Need of Assistance
(CINA), is a child who requires the assistance of the court because he or she fs

mentally handicapped, or is not 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 to the child and his or her problems: (Forlegal
definition see §3-801, Court and Judicial Procecdings Art., Ann: Code of Md.)
Child in Need of Supervison (CINS) A CiNS child is one who is N
found by the court tc be ir: ieed of guidance, treatment or rehabilitation and who
has committed non-delinquent acts or offenses applicable only to children within
this category. These offenses generally relate to habitual truancy by a youth
required by law to attend school; habitual disobedience, ungovernability and
behavior beyond the control of the persons having custody; a juvenile who acts in

such a way as to endanger or injure himself or others; and/or a juverile who

commits an offense applicable only to children, such as running away from
home. (For legal definition see §3-801; Court and Judicial Proreedings Art.,
Ann. Code of Md.)

Delinquent A delinquent child is one who is fouad by the court to have

committed a delinquent act and requires guidarce, treatment, or rehabiiitation. A
delinquent act is generally an act which would be a crime if committed by an
adult. Both guilt for the act and the need for care must exist for the court to
adjudicate the child as a delinquent. (For legal definition, see §3-801; Judicial
Proceedings Art.; Ann. Code of Md.)

Developmentally Disabled A developmentally disabled child is one who
has a physical and/or merital condition which is of a severe nature, originates at

birth or prior to age 22, does no! include a sole diagnosis of mental illness, and is
expected o continue indefinitely. A child who has a developmental disability
requires a combination of coordinated services which are individually planned
and based on the needs specific to the individual.

Educationally Handicapped An educationally handicapped child is one

who has temporary or long-tenn special educational needs arising from cognitive,
emotional or physical factors, or any combination of these. The child’s ability to
meet general educational objectives must be impaired to a degree whereby the
services available in the general education program are inadequate in preparing

the child to achieve his or her ediicational potential.

An educationally handicapped child may have ore or more of the following
conditions: deafness, deaf-blindness; hearing impairment, mental retardation,
multi-handicaps; orthopedic impairment; other health impairment, specific
learning disability; speech impairment; emo: i disturbance, or visual
impairment. Definitions of educationally han- 1pping conditions are found in
Appendix A. (For legal definition see §8-401 ucation Art:; Ann. Code of
Md.)

Mentally Disordered/Emotionally Disturbed/Behaviorally

ly, emotionally or behaviorally disturbed child or

Disordered A mental

[yo)
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associated with distress and/or disability. For the child who is considered to be
primarily emotionally distiirbed, the referring problem for treatment or diagnosis

adolescent is one who exhibits psychological or behavioral patterns which are

is often associated with feelings of distress such as depression, high anxiety; or

excessive worries. These distresses may be associated with impaired functioning

such as sleep disorders, academic underachievement, etc: For the child who is

considered primarily behavioraily disordered; the referring problem is often
associated with behaviors which may be problematic for both the child and his
environment. Examples of such kinds of behavioral problems include difficulty
with proper conduct; hyperactivity, or attention delicits.

Usually, emotionally disturbed and behaviorally disardered conditions are noi

a}iiua"y exclusive. A child may be ;éfer(ga for service, for example; because of

misbehavior at school. This misbehavior may be a symptom, hiowever, 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 disorders;

such as schizophrenia; there is often distress and severe impairment in many

areas of functioning such as school performance, interpersonal relationships, and
self-help skills. (For legal definition see Title 19, Health-General Art., Ann. Code
of Md.)
Mentally Retarded A child with mental retardation is one whose disability
is the result of a combination of subaverage intellectual function as well as
deficits in the ability to function as non-disabled children do in the routines of
daily living such as learning, socializing, caring for one’s self, and making
appropriate decsions: (For legal definition see §7-101(h), Health-Genera! Art.,
Ann. Cod= of Md.)

Neglected A neglected child is one who bas suffered or is suffering
significant physical or mental harm or injury from the absence of the child’s
parents, guardian, or custodian; 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 circurmstances that indicate that the child’s health or welfare is harmed or _
threatened. (For legal definition see §5-701; Family Law Art., Ann. Code of
Md))

Physically Disabled A child with a physical disability is one who has a

manifested condition relating to the human body that interferes with his or her

ability to function in a normal setting without the need for supervision or
assistance other than that which is age appropriate.

Children with Multiple Problems A child with multiple problems s

one who has a combination of problems and does not fit into any one of the
categories listed above. These include: the violent emotionally disturbed child or
adolescent; the dual-diagnosed or multiple-diagnosed child or adolescent (e.g., a
child who is mentally retarded and has cerebral palsy and mental health

problems); the child whose behavior is socially unacceptable and whose home
situation is less than satisfactory; the non-educationally handicapped child or
adolescent who has a 70-90 1.Q. and is culturally deprived; the non- -
educationally handicapped child or adolescent who is sociaily 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 services needed by

Maryland’s children vrith special needs is as a continuum of services which can
respond to different types of children’s problems and different intensities of need.
The continuum must encompass broad-based prevention programs which can
promote the development of all children, as well as the very specialized services
that are critical to_a small number of handicapped children. = S
As a framework for analyzing and developing Maryland’s system of children’s

services, the Interagency Planning Committee for Children defined a continuum
of services with five major categories of service:
L. Primary Prevention Activities
Il. Early Intervention Séﬁfiééi - -
L. Evaluation, Assessment, and Diagnosis Services
IV. In-Home and Community Services
V. Subatitute Care Services
Within each of these categories; specific service components are identified as the
essential “building blocks” of the service continuum. A complete listing of the

continuum of services is shown in Figure 1.

In developing the continuum the following general principles were considered:
® Services should be accessible to all children with special needs and should

be provided in a timely and flexible manner, allowing for transition among
services and service agencies. - S
Services should be based on an individualized plan for each child which is

appropriate to the child’s needs; in accordance withi the child’s age,

developmental level, strengths, and weaknesses.

® Services should be delivered in the least restrictive setting appropriate to

the child’s needs. B

® Services should involve the family to the greatest extent possible.

® Services should be focused on establishing a stable life situation for each
child.

The continuum represents the ideal range of services that would be available

to special needs children: In Maryland, as in other states, the continuum is a

realty only in part. Some services are more fally 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
same conclusions about the continuum asa whole. ~
The State’s continuum is in fact several ditferent, although related,

continuums, because each State agency tends 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 development of the continuum
whenever feasible, so that agericies will jointly develop and fund resources rather
than build parallel service systems: ) ] )

The “front-end” of the continuum, i.e., primary prevention services, is
more difficult to approach than the more intensive forms of care.

Investment in these services, except for the variety of health care services, has
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Figare 1

A CONTINUUM OF SERVICES

FOR MARYLAND'S |,
SPECIAL NEEDS
CHILDREN

1L
1v.

V.

PRIMARY PREVENTION ACTIVITIES
A. Community Education

B. Primary Health Care

EARLY INTERVENTION SERVICES

A. Inforination and Referral ) o N
B:. Programs to Identify and Prevent Developriental Problems in At-risk Children
C. Parent Education or other Parent Support Programs

EVALUATION, ASSESSMENT, AND DIAGNOSIS SERVICES
IN-HOME AND COMMUNITY SERVICES

A. Family and Individual Counseling

Outpatient Psychiatric Therapy

Respite Care -

Day Education/Treatment Programs

Recreation/Social Programs

Day Care (including Before and After Schigol)

Specialized Equipment and Housing Adaptations

Transportation (to and from services)

Vocational Edication and Transitioning Prograrns

Tutoring

Specialized Medical Services

Self-Help Services

Volunteer Services

Adoption Services

SUBSTITUTE CARE SERVICES
A. Emergency and Shelter Care
B. Family Foster Care
1. Specialized Foster Care
2. Regular Foster Care
C. Residential Services o
- Alternative Living Units (ALY) ) ) )
- Group Homes (including therapeatic group homes)
: Small Residential Centers :
: Non-Public Special Education Facilities
Residential Treatmmient Centers
- Psychiatric Hospitals

Detention and Commitment Institutions
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been restrained: The slower growth of prevention services is due in part to

limitations of resources and in part to a continuing uncertainty about which
“preventive” service approaches are successful in ameliorating future problems.
. All agencies_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 next several

years. As State agencies develop coramunity services to keep children with their

families, the danger is that specialized family service programs will proliferate,

any one of which will respond 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 context of a broader plan for family

services and supports. ~ . : o
Although substitute care is the area of the continuum with the most

complete resource development, substantial changes are occurring and
are necessary in that portion of the continuum as well. Changes in the
needs of children requiring foster care and other forms of residential care are
requiring that these programs be reshaped and expanded, adding more iritensive
treatment services and new forms of care. Further, the emphasis which each

agency places on preventing unnecessary institutional care should not be

construed as giving reduced importance to high quality; appropriate care ‘fi

residential s:ttings. Many children still require this care. - B
Any overview of the continuum must recognize real constraints on the

availability of services. Although many resources do exist on a statewide

basis; availability of services in the continuum still varies by jurisdiction. Certain
areas of the State; particularly rural areas and western Maryland and the Eastern
Shore, still have relatively few of the specialized care resources which State
agencies are developing. Even within the metropolitan counties, access to

services can vary by jurisdiction:

Finally, many service resources are underfunded in relation to =~
need. Just because a service in the continuum exists in Maryland does riot
mean that it meets full need. Even some of the most readily available services are
not able to respond to all children and families who might benefit from the
service: - ) , ] ) :

In summary; the continuum is not a static array of services; but a variety of
service programs among which the emphasis of services must change constantly,

in which the linkages among services must be continuously strengthened, and
from which children and families draw differing degrees of support at different
times. .
~ The goal of this Interagency Plan is to identify more clearly the cross-agency
priorities for developing this continuum and thus to impart more direction to the
way in which the continuum evolves. :

In the narrative which follows, each major section of the continuarm is

Hiéﬁi;@é&; For each, a brief description and analysis of current services is
provided, followed by the agencies’ priorities for future development.
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Analysis
of Current
Programs

Priorities

~ for Future
Development

I. PRIMARY PREVENTION ACTIVITIES

. Primary prevention activities are services or programs designed to promote a -
child’s physical, social, and emotional growth, and thereby avert problems before
they arise. In a general sense, the concept of primary prevention is_widely
accepted. Basic services such as primary health care for young children can and

do prevent later physical problems. In other contexts, however, the concept of

“prevention” remains elusive. For example, evidence is mixed about which
services can “prevent” delinquency. No one knows fally how to “prevent” child

abuse, although a variety of activities can help to protect children from it.
For the purpose of this Plan, primary prevention activities are those services
provided by State agencies because they are believed to avoid or alleviate the

subsequent problems which State agency services must then address:

__Primary prevention aclivities administered or funded by DHR. DHMH, or

MSDE are shown in Figure 2. These fall jnto two categories. First; programs

such as public education and/or primary health programs are widely

available to a broad spectrum of tamilies and children. Primary health care

services best represent this type of prevention service. For example, the
Preventive Medicine Administration and local health departments coordinate a

wide range of primary care programs, including maternal and child health clinics,
Early and Periodic Screening Diagnosis and Treatment (EPSDT) programs, and
Special Supplemental Food for Women, Infants and Children wiey..

_ Day Care for Children {(more fully discussed under In-Home and Community

Services) is also_considered an important prevention service as it often provides

the opportunity for routine health screening, parent education and informal
observation of a child’s health and development. Although State agencies do

not provide day care directly, SSA administers a purchase-of-day care program
which subsidizes care for low income families. DHR, through SSA, DHMH,

through PMA, and MSDE also license and certify group child care settings and

- family day care homes.

All of these increase the health knowledge of famiilies and children and thus

help to prevent health and developmental problems. Similarly; school health

programs aimed at increasing children’s knowledge of health care as well as _
Screening, detecting and treating health problems; are preventive in the truest
sense of the word. ] [

. A second type of primary prevention service is targeted at reducing the

likelihood of a specific problem; Current state-funded programs of this type
include the child abuse prevention grants (HELP mini-grants) funded by the
Social Services Administration, and the alcohol and drug education programs
supported in the public schools by the Drug Abuse Administration and the
Alcoholism Control Administration. ] -

- To further develop State support of primary prevention activities, the following
objectives should be pursued:!
Objective: Strengthen the base of primary health care
programs for children o ,
TASK #1: DHMH, through the Medical Assistorce
Administration and in_conjunction with the Prévéiitiiié
Medicine AJIﬁiﬁi??iEfi&ﬁ; should continue to expand the
EPSDT program to ensure coverage of all income eligible

| children in the State. I B

"There are a number of primary prevention programs relaied o adolescent pregnancy discussed i» ihe Final

Repont of the Goverior's Task Force on Teen Pregnancy. Thesé are ot repeated here.
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Figrurezr S o
l. PRIMARY PREVENTION ACTIVITIES I
ESTIMATED GEOGRAPHIC  ESTIMATED

SERVICES AND PROGRAMS AGENCY NUMBER SERVED  AREA FUNDING!

A. Community Education ) )
Youth Services Bureaus DHMH7ISA 5000 20 bureaus in 8 $500,000
A S jarisdictions
Alcohol and Drug Abuse Prevention in Schools ~ DHMH/DAA/ACA 30,000 statewide $500,000
Child Abuse Prevention Grants (9 grants) DHR/SSA - 7 jurisdictions $155,0002
B. Primary Health Care - ] ] o
Child Health Services local health 61,000 statewide (Case Formula)3
) depariments -
Immunization Program o DHMH/PMA 86,000 statewide $210,000¢
Early and Periodic Screening, Diagnosis DHMH/PMA 56,946 statewide $1,900;000%
and Treatment (EPSDT) o o o
Maternal Health Prenatal Clinics DHMH/PMA 8,856 statéwide $270,982¢
(except
St: Mary's
N o County) -
Women; Infants, Children DHMH 48,500 statewide $20,000,000
_ Supplerriental Food Program (WIC)
VTotal funds for FY 86 unless sihéraive noied

iFY 86 federal funds

3The lormulo used by DHMH t5 fund local healih services
*FY 84 federal funds
SEY 84 total funds

_“FY 85 Maternal and Child Health Block Grant and siaie-Funded Project 201 .

_Currently, the program is estimated to serve 35 percent of the population

which could benefit from its services, yet this program remains one of the basic
safety net programs which can help ensure the healthy development of children.

It is recommended that Medical Assistance 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 services available through the
program.

Objective: Develop a comprehensive statewide strategy for
the prevention of children’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 from the Maryland Developmental Disabilities
Planning Council to develop a three-year statewide plan regarding different lovels
of prevention of developmental disabilities. To develop the plan, MRDDA will

use an interagency task force to evaluate unmet needs and then develop a plan
of action focusing on health service delivery, research and training, education;
coordination, and outreach as well as other similar needs.

Objective: Expand program models which incorporate
prevention-related activities along with direct treatment
services.
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TASK #3 DHMH, through JSA, should develop a plan for
the expansion of Youth Services Bureaus which provide
community- 5ased delinquency prevention services and daily
supervised ac for t

- —— g

sities for teens.

_The Youth Service Bureaus are onc of the few programs specifically targeted

at delinquency prevention for adolescents. The goal is to broaden the coverage
from 30,000 to 40,000 adolescents and to develop programs in geographic

areas which are currently not covered.

Il. EARLY INTERVENTION SERVICES

Early intervention services are those services which provide early
identification, assessment, and prompt service in order to head-off, shorten the
duration of, or resolve a problem befcre it worsens. For this Plan, early
intervention means involvement with a child or adolescent soon after a problem

has been identified in order to prevent its escalaton. =
__Within this area of the continuum, three major services are identified: (1)
information and referral services; (2) programs to identify and prevent

dEVEIBiiiheP!@ EEQ@!@@'S in at-risk children; and (3) parent education or other

parent iiibport programs.
Analysis The early intervention services administered or supported by State agencies

of Current are shown in Figure 3. As can be seen, these services have been more
Programs extensively developed than primary prevention services. This reflects deliberate
gr targating of these services to ‘high risk groups of children or to specific problemns

where intervention is known to have a significant impact. Numerous children
receive these services each year, an indication that many children’s problems,
particularly health problems, are likely to be identifjed and assessed at an early
age. - — o P
. The first service shown on Figure 3 is Information and Referral. In this Plan,

Information and Refeiral (I&R) means an organized I&R service which has as

its main purpose the provision of information about services, then help to connect
(refer) people with those services.! -

In Maryland, there are two statewide information and referral services. The
most comprehensive is the Information and Referral service offered Ly the Health

and Welfare Council (“First Call for Help") which is funded by DHR. DHMH,

the Department of Employment and Training, Baltimore City, and the United
Way. This service operates statewide on a toll-free telephone line; it is not

focused specifically on children’s services, but includes them as part of a

generalized I&R service. A second I&R service which is targeted at special
needs children is the Information and Referral Service for the Handicapped,

fanded by MSDE. This program provides specific information on services for the
handicapped incliding information on special education.

It is in the second category of early intervention services. Programs to Identify
and Prevent Developmental Problems in At.Risk Children, that the major
coverage of children occurs. A variety of federally and state-mandated programs
in this area result in assessment and, if necessary, intervention services for many

tiousands of children per year. These include services which are available to all _
children, such as school health services which screen all public and private school

children for scoliosis, hearing and vision, and immunization status as well as

1Mo & mreates o lesser degree, this service is provided by all State agencies and throiugh many programs.

That is; any service program is bkely io refer families to other programs wheén anotheér program is believed to
be more appropriate.
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Figure 3

Il. EARLY INTERVENTION SERVICES

SERVICES AND PROGRAMS
A;, iﬁfomiiiﬁii ij!d Referril
|nfortmation and Referral
Information and Referral for the Handicapped
Crippled Children’s Program
B. Programa to Identify and Prevent
DQVF!QPWC“?'F! Problems
Crippled Children's Program

Hereditary Disorders Program

Schiool Health Services

Special Program for Infants and Young Children
Lead Poisoning Prevention

EPSDT
Maryland Regional Neonatal Programi

Maryland High-Risk Infant Follow-up Program

C. Parent Education or Other

Pugm Support Programs
Family Support Césiters

Family Support Services

Parent Education Training Program

\Toial fands Ior F¥ 86 uniess otherwsive noied

and refe

AGENCY
(see below)?
MSDE
DHMH/MRDDA
DHMH/JSA
DHMH/MRDDA
DHMH/PMA
DHMH/PMA
DHMH/MHA
DHMH/PMA
DHMH/PMA
DHMH/PMA

DHMH/PMA

DHR/SSA

DHMH/MRDDA

MSDE

- 2This is “First Call for Help,” a 24-hour inlor
United Way.,

3Services include screening, information and referral and short-term infervention

*The jormiula used by DHMH ia fund local health services

ESTIMATED _ _
NUMBER SERVED

{see Figure 5,
Specialized Medical
Services)

36,000

(se¢ Figuie 5,
Specialized Medical
Services)

674,000

" 150

45,000

(see Figure 2,
Primary
Prevention)
650 transports

2000

500 families

500 families

GEOGRAPHIC
AREA

statewide
statewide
statewide

statewide
statewide

statewide
statewide
Central Maryland

statewide
statewide

Metro Balticiore
(statewide access)
Baltimore City,
Baltimore Courity,
Washington
County

Baltirriore (;:gy,
Anne Arunde
County,

Prince George's
County

Baltimiore City,
Baltimore County,
Frederick Coanty,
Caivert County,

County,

statewide

2FY 86 general hinds ol $297.000 supplemented by $50,000 from the Goldseker Foundation and $50.000 ivorm th Agrar and Lillie Sivas Foundaiion

$Local. state and federal funds

ESTIMATED
FUNDING!

$346,0002
$50,000 7

(see Figure 5, )
Specialized Medical
Services)
$3.500,000

(see Figure5,
Specialized Medical
Services)
$639,000
$425.800
(eii?"F ofmula)*
(sée Figure 2,
Primary
Prevention)
$365,000

$248,600

$397,0005

$220,000

$55,0006

hotli D«widrd 6y iii Hmml 'oiij w&"&fc édiilicil. 1t is jointly funded by DHR, DET. DHMH, Baltimare Ciig and the

screening of newborns for hereditary and metabolic disorders. These services are

available on a statewide basis.

include child health services provided in child health clinics of local health

Other screening programs are targeted to specific at-risk pbjiijia',tibhi, These

departments; which focus on Medicaid.eligible arijdiibw 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 Crippled

Children’s program administered by MRDDA also provides screening and early

intervention to approximately 14,000 children through local health departments,

private providers, and commanity health agencies.

. In addition to the above programs which are operated on a statewide basis,
State agencies are testing differing approaches to early intervention services on a

pilot basis. One of these is the Mental Hygiene Administration’s support for the
Regional Center for Infants and Children, a private non-profit program which
focuses on early identification of mental health problems in infants and young
children: This program provides a broad array of diagnostic, evaluation; and _
treatment services to infants, young children and heir families who are at early

risk of dysfunction due to mental health problems,; addictions or related family
problems. .

The Mental Hygiene Administration also funds training for mental health clini

staff 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 more positive development for both the infants and their
families. o , S

A third type of early intervention program being tested by State agencies

focuses not just on children’s problems; 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 to
help these parents e more self-sufficient, to avoid further unwanted pregnancies,
and (v better care for their children: The program is designed to intervene early
to prevent family dissolution; poor child-rearing practices, and ultimately; child
abuse. MRDDA's Family Support Services provides a range of services to
enable children with developmental disabilities to remain with their families.

Among the services offéred are counseling; parent education, support and special
equipment;

In summary, these early intervention services are an extremely important part
of the continuum: They are often the “first attack” on the problems of special
needs children. In addition, identification and treatment of problems early in life

may prevent further progression of the problems and more expensive treatient
in adolescence and adulthood:

In the development of this Plan, two miajor problems were identified in the area

of early intervention services. First, there aré no broad-based programs which
focus on the early identification and treatment of children’s mental health
problems. Second, there is concern that the existing information and referral
systems are not well known and utilized. In addition, the most promising of the
current programs which intervene early with high-risk families and children -
should be carefully examined and expanded as appropriate. The strategy in this

area will focus on remedies for these problems: 7
Objective: Expand mental health early intervention programs f
TASK #1: DHMH, through the Mental Hygiene
Administration, should expand mental health early
intervention programs for children from birth to age five af
| risk of psychosocial and developmental dysfunction.

<3
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This would include infants and young children whose parents have histories of

mental illness, menttal retardation, substance abuse or primary care givers who
are incapacitated or experienicing considerable stress. By expanding staffing and

increasing consultation activities with local health clinics, 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 information and referral services
available to special needs children
TASK #2: The Governor’s Office for Children and Youth,
in conjunction with the Maryland State Department of
Education, the Departm *nt of Human Resources and the
Department of Health and Mental Hygiene, should develop
a plan to ensure that existing information and referral

special needs children.

_ The plan should consider outreach activities, publicity campaigns, publications
directories; and other activities to better reach this population. This plan should
be completed by June 30, 1986 and implementation completed by June 30,
1987.

Objective: Evaiuate and, as appropriate, expand services

which strengthen parenting capacities and general family
fﬁﬁétiﬁﬁiﬁé; -

TASK #3: DHR,; through SSA, will evaluate its pilot
program of family support centers which is in its first year

of pilot testing in FY 1986. If results of the ongoing
evaluation are positive, SSA will plan to increase the size of

this program in FY 1987 anc —

Ill. EVALUATION,

ASSESSMENT AND DIAGNOSIS

Analysis
of Current
Programs

__ Evaluation means a full range of assessments completed by qualified

examiners to help diagriose problems and concerns relating to an educationally

handicapping condition, medical or health disability, chemical dependence i
problem, developmental disability, or psychological/mental health problem: The

resuits 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 needs. Evaluation services; as described above, are available through local

agericies 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 Administration have very 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
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Hl. EVALUATION, ASSESSMENT, AND DIAGNOSIS SERVICES

SERVICES AND PROGRAMS

Crica Servics

Local Assessment (ARD Process)

Assessment and Evaluation of Foster Children

Menial Health Evaluation Services

Total fands Iov FY 86 unless otherwise noted

e ESTIMATED _ GEOGRAPHIC  ESTIMATED
AGENCY NUMBER SERVED REA FUNDING!
DHMH/JSA 8000 statewide $322,400
MSDA/LEA 90,000 statewide —-=
DHR/SSA 2000 statewide ==
DHMH/MHA (see Figure S, statewide {see Figure 5,
Qutpatient Ouatpatient
Therapy) Therapy)

Priorities

~ for Future
Development

Admission Review and Dismissal (ARD) team and an Individual Education Plan

(IEP) is developed: L - ] ]
Similarly; the Juvenile Services Administration contracts with private agencies

and individual psychiatrists and psychologists to provide psychological

evaluations for approximately 8060 delinquent and CINS _youth under 18 years

of age. There are staff or contractual clinicians at some JSA institations who

evaluate youth after they are detained or committed to a particular institution.
Local departments of social services consider diagnosis and evaluation an
integral part of every service. If a child who is the subject of a child abuse or
neglect report requires a physical or mental health assessment, it is arranged
through an appropriate provider. In the foster 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
well - o L
All children and adolescents seen in Mental Hygiene Administration (MHA)

mental health clinics as well as residential treatment and inpatient programs
receive thorough evaluations. assessments and diagnoses which culminate in

individual treatment plans. Participation in the evaluation and treatment planning

process is usually multidisciplirary:

. The fact that each agency secures evaluations in a different way can in itself
be a problem, when more than one agency must serve a child. An attempt to
structure some uniform guidelines for at least reporting an evaluation is being
developed by the State Coordinating Council (SEC) on behalf of the children
referred to it for residential care. The SCC is also developing = common

evaluation package which will use existing information to the extent possible
(such as the Individual Education Plan (IEP)) in evaluating a child for residential
placement.

 The Interagency Planning Committee for éﬁl&?@ﬁ identified several problems

in this area which warrant priority action. First, while each agericy has a
diagnosis and assessment mechanism, there is insufficient coordination between

agencies where diagnosis and evaluation of the same child is concerned. A child

may often receive multiple evaluations which essentially confirm the previous
A second problem is that, in spite of the number of agencies focusing on
special needs children, there are some children with multiple problems for whom

comprehensive evaluations are difficult to obtain because of funding problems. In

particular, children who enter the juvenile justice system, but for whom Medicaid
reimbursement is not available to cover the costs of a¢sessment, may lack full
assessments. Thus, providing adequate assessmenits 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: o B
TASK #1: Each state agency serving children (MSDE, SSA,
JSA, PMA, MHA, MRDDA, ACA/DAA) and their local
agencies should have within the agency standardized intake
| forms which are used consistently throughout the state.
' The formats for each agency should be shared with all other agericies 5o there

is a common understanding of the intake process in each agency. While some

agencies already 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 departrients of social services), JSA,
MRDDA; ACA/DAA, 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, @~ |

- By October 1, 1986, agenicies should develop written procedures for sharing
their evaluations, if such procedures do not currently exist. This is to reduce
redundant evaluations; yet give each agency the benefit of the evaluations
already completed. .
TASK #3: DHMH, through SA, should develop
comprehensive localized assessment capabilities for youth
who are referred for substitute care through JSA.

To the extent practical and feasible; JSA 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 those services provided to support a
family living situation for a child, thereby preventing out-of-home care unless

such care is clearly in the best interest of the child: In-home and community

services are also provided to assist a child and his or her family when the child

has returned home from a substitute care program: o ]
_An effective continuum of in-home and community services requires a numbe:

of discrete services, as shown in Figure 5. In general, the services in this area can
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 specialized equipment, special medical services,
and personal care: 7
® Those services dedicated to education and socialization, including day

education/treatment, vocational education, tutoring and recreation.

19




Figure 5

IV. IN-HOME AND COMMUNITY SERVICES

SERVICES AND PROGRAMS
A. Family and Individual Counseling

Intensive Family Services
Continuing Protective Services
Services to Families with Children
Youth Services Bureaus

Diversion Programs

Probation and A{iﬂca?é B )
In-Home Alternatives to Detention
and Commitment

Community Arbitration

Family Support Services

B. Oﬁtﬁiﬁéﬁ:ﬁ Fi}éfﬁi@ﬁé TEQ?5P9
OQutpatient Therapy for Chemically
Dependent Adolescents
MHA Clinic Programs

Purchase of Seivice

’C;f ﬁéaﬁ:te Care
Respite Care

D: Day Education/Treatment
RICA1,2,3
Frederick County Day Education Program
Purchase of Service B
Good Shepherd Day Progiiim

Special Education?

E. Recreation/Social Programs
Summer Day P!(?g?iiﬁ
Youth Services Bureaus

F: Personal Care
In-Home Aides/Parent Aides

AGENCY
DHR/SSA
DHR/SSA
DHR/SSA
DHR/SSA
DHMH/ISA
DHMH/JSA
DHMH/JSA
DHMH/ISA

DHMH/JSA

DHMH/MRDDA

DHMH/PMA

DF2*1 i/DAAJACA

DHMH/MHA
DHMH/JSA
DHR/SSA

DHMH/MHA
DHMH/MHA
DHMH/ISA
DHMHY/JSA
DHMH/JSA
MSDE/LEA'S
MSDE/Non-Public
and State-

Operated Programs

DHMH/MRDDA
DHMH/ISA

DHR/SSA

20

ESTIMATED -
NUMBER SERVED

1600

10,500

1941

7022

1500

4200

(see Figure 3,
Education)
1333

2000

4715
(admissions)
2336

615

230 slots

21 slots
400

a2

1.5 (ade)
88022
1273

1953

15,000
943 Gr}ic)
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GEOGRAPHIC
AREA

statewide

13 jurisdictions
statewide
statewide

20 bureaus in 8
jurisdictions
Baltimare City;
Priice George's
County
statewide

Baltimore City;
Prince George's
Ciiil:iji)z.i o
Anne Arundel
County,
Baltimore County
14 jurisdictions

15 jurisdictions

statewide
siaiéwi&é
statewide

12 jurisdictions
Frederick County
statewide
Baltimore City;
Baliimore County
Baltimore City
statewide
statewide

statewide
20 bureaus in
8 jurisdictions

statewide

FUNDING!

$1,012,000
$1,200,000
$12,938,0002
$8,300,000
$1,000,000

$900,000
$8,000,000
$1,200,000

$580,000

(see Figure 3,

Education)

$213,000
$750,000
$3,200,000?
$1,100,000
$465,000
$5,400,0004
$114,000
$429,000
$78:500
$700,000
$255,000,0006
$9,400,0008

$247,700
$400,000

$2,500,000
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IN-HOME AND COMMUNITY SERVICES ontinacd)

SERVICES AND PROGRAMS
G. Day Care

Day Care

Family Support Seivices

H. Specialized Equipment and
Housing Adaptations
Crippled Children's Program

Family Support Services

I, Transportation

J. Vocational Eduication
Murphy Youth Centers
isiurr'grlriarserai séh'riéi:

Public Schisols
Acaderic/Vocational Programs

K: Tutoring!!

I:Speailﬁéd Me(:[ncal Services
Crippled Children's Prog 'm

M. Self Help

N. Volunteers
Foster Grandparents
Volunteers

O. Adoption
Subsidized Adoption

\Total funds for FY 86 uniess atherise noved

2Total Protective Services funding; incladés investige

FY 86 funding
4State funds or

e . . -
ly. Local education apencies alsa éortribute. . _

o ESTIMATED
AGENCY
DHR/SSA
DHMH/MRDDA

7445 slots?
(see Figure 3,
Parent
Educ-tion)

(see Specialized
Meaical
Sbﬁb;ci)

(see Figure 3,
Parent
Education)

i see i)éiow)i6

DHMH/MRDDA
DHMH/MRDDA

MSDE/LEA

DHMH7JSA (sec Day

DHMH/JSA 100
MSDE/LEA 1110
DHMH/ISA 500

DHMH/MRDDA 14,000

DHMH/ACA/MDAA 20,000
DHMH7JSA 500
DHMH/ISA 1880

DHR/SSA 1395 (amc)

ians as well as continuing services

3This reflects Levels 1-V special educatio: services provided in '6&'57 béﬁé&li’i;d agencies

SEY 84 lunding

1This.reflects Level V Special Education sevvices

SFY 84 funding

*Day Care is provided io handicapped children and also as part of a protectivg sériices frér i

caré is not broken out separately; the data her.
%A vailable if needed a3 pa

"1An important part of the

12This includes Alcoholics

Alateen and Alanon (far family membeis of pers

Provided in appeoved non-pablic day progroms and iiate-operated dap programs

NUMBER SERVED

GEOGRAPHIC
AREA

statewide
14 jurisdictions

statewide
14 jur sdictions

statewide

Baltimore City
statewide
statewide
statewide

statewide
statewide

5 jurisdictions
statewide

statewide

ESTIMATED
FUNDING!

$16.350,0009
{see Figure 3;
Parent
Education)

(see Specialized
Medical
Services)

(see Figure 3
Parent
Education)

transportation
badget)

(see Day
Education)
$54,000
$2,476,000
$428,866

$5.000,000
(see below)'?

$181.000
$103,000

$3,900,000

ent plan. However, the number of special needs children served and the Iund?nn 1or their

o3 with alcohol abuse problems). No state funding is provided.

O

RIC

Aruitoxt provided by Eic:
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® Those services directed at a child's or family's smotional well.being or
special mental health needs such as counseling; out-patient therapy,

‘Analysis

Programs

volunteers, and self-help groups: 7
® Those services which, by providing short-term, alternative care

arrangements, are critical to enabling a parent to assume overall care
responsibilities for a child. Such services may include those which care for

a child for part of a day (such as family day care or day care centers) or
for longer periods of time, such as respite care Programs:
® Adoption services; which are designed t6 provide a permanent home to a
child whose natural parents cannot or will not retain parental custody of

the child:

The first category of services, those designed to help maintain a child

physically in the home, have experienced only moderate growth in recent years:
As Figure 5 indicates, specialized medical equipment and housing adaptations,

and other special medical services, are provided through MRDDA's Ciipoled
Children’s Services to physically handicapped and developmentally disabied
children. Similarly, MRDDA’s Family Support Service program provides these
services to a small number of families. o L S

_ A further approach to helping families maintain a child in the home is taken by

DHR/SSA'’s Parent Aide program. Parent aides assist families with the routines
of daily living: housekeeping, shopping; child care, and so forth. The service is
made available through local departments of social services, primarily for
families where abuse or neglect has occurred. By relieving parents in crisis of the
stress associated with these activities, parent aides can help to stabilize a family
situation and even prevent the removal of a child from the home. .

_ The second category of care; services supporting a child’s educational needs,
are the must predominant on the continuum, at least in terms of number of

children serviced. As described earlier in this plan, implementation of federal law
(P:L: 94-142), and comparable state law, has been one of the driving forces in
maintaining children with special needs in the community. In Maryland in F Y
1984, approximately 88,000 handicapped children were served in Maryland’s

public school special ediication programs.

_ In-school special education programs are supplemented iri Maryland by other
day education programs for children outside of public schools. Approximalely
2,000 children were served in State-operated programs and non-public programs
requiring state tuition assistance. The availability of these programs on a day
attendance basis is a critical part of a communily service strategy; previously,

many children had to live in residential settings in order to receive these services.
Day education programs of this type include the 230 DHMH/MHA day
treatment slots in RICA ,§E6§fiﬁi§;7sug§(vi§ed by DHMH/MHA for emotionally

disturbed children, and the special education placements in non-public

educational facilities funded jointly by local and state education funds. However,
demand far exceeds the supply of these services: In addition to the RICA’s, both

SSA. and JSA-supervised children participate in day educational programs of

private providers, such as the Good Shepherd Day Programi.

_ Other types of specialized educational programs are provided to special needs
childrep, both in and out of public schools. Vocational education services, for
example, can be an important educational alternative for special needs children.

I% addition to the public programs in these areas, JSA also provides limiited
fanding for vocational education for the children it serves. - )
The third category of care; services supporting a child’s or family’s gerieral

functioning or special mental health needs, are the second most predomiinarit on
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the continuum: These services include a wide range of counseling services, as
well as less formal types of support such as seli-help groups. )

The approaches 1 ‘ken to “counseling” vary greatly by agency. In many
iasiances; counseling does not exist by itself as a discrete service, but is part of a

broader program of community services that agencies make available to families.
Because this is an area in which agencies are reshaping services, this group of
services warrants further description. - B

For example, counseling is an integral part of JSA’s Youth Services Bureaus

(YSB's), which are JSA's main vehicle for serving pre-delinquent youth in a

community setting. YSB's counseling services are delivered in a way thatis
appropriate for reaching adolescents. They involve not just traditional; one-on-

one therapy, but often are part of a group process or recreational and social

activity. The Youth Services Bureau's focus is on assisting young people to cope
successfully in their family, school, and community environments; counseling

activities are interwoven with the variety of activities that promote 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 family may have: Continuing Protective Services are provided to

families where there has been a report of abuse or neglect, and where on-going
monitoring 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

(IES) program. This program, like Continuing Protective Services; also serves
tamilies in which child abuse or neglect has occurred. It too, aims to ensure the
safety of the child and, by resolving the crises that have resulted in abuse or
neglect; prevents the child’s entry into foster care. In IFS, however, the

intervention with the family is more intensive. A social worker and parent aide
team, using a purchase-of-service budget of up to $600 per child, meet other
needs the family may have; including securing necessary furniture, making rent
deposits, or purchasing more specialized therapeutic assistance. IFS addresses

:th’e many factors that, if not dealt with, can cause a child to be removed fromi the
home. - ) o B
SSA’s family services include two other programs. The Services to Families

with Children (SFC) program provides counseling to families who are facing
crises or experiencing general dysfunction. While not targeted to children with
special needs; the program serves many families who have disturbed children.
The Single Parent Service (SPS) program assists unmarried pregnant
teenagers and teenagers with young children by providing information and
referral; counseling assistance in moving back into school or employiment, and
assistance in securing appropriate health care or other services for the child.
Single Parent Service also works to prevent future out-of-wedlock pregnancies

and to provide support to these young families in order to prevent the occurrence
of future problems for the child, the mother and the family. o
Another important component of counseling services for children and families

are the mental health services provided by the State through community mental
health centers and supervised and funded by DHMH/MHA. These services
involve a wide range of treatment modalities including family, group and
individual therapy; drug therapy; etc: The mode of service delivery focuses
primarily on clinic-based assessment and treatment. Iz some locations these
services are provided by specialized child and adolescent mental health teams. In

other areas, special stafi is not available. Other agencies serving children and
families, such as JSA, SSA, and MRDDA, refer to those services when famiilies
they serve require mental l.ealth 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 which
provide care for a child for all or part of a day, thereby assisting a family in its

primary service for this purpose is child day care,

role of caring for the child. The

which many families require for all or part of a day in order for the parents to

work. While state agericies no longer provide day care directly, SSA administers
the purchase-of-day care program which subsidizes care for low-income families.

Children who require care because of potential or actual abuse or neglect, or to

avoid institutionalization; 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 care, which can assist tamilies caring

for special needs children, particularly children with severe emotional, mental, or
physical handicaps. Respite care provides families with some temporary relief

from the intensive care demands which these children require. However, respite

care services in Maryland are few. Currently, SSA provides respite care for
approximately 615 families of developmentally disabled children. There is ng
respite care in the State for emotionally disturbed children and their families.

_ The fifth category of services is adoption services, which provide a permanent
home for a child who otherwise wcuild not have one. The State’s adoption

service, administered through local departments of social services under
DHR/SSA’s oversight, develops homes for children in foster care. Increasingly,
these are children with special needs; defined for purposes of adoption as older

children; minority children, and sibling groups; as well as children with _ B
handicapping conditions. Through the State. and federally-supported subsidized

adoption B?Bérém;ﬁ placemient of these children has grown to over 1,400 children

in FY 1986; a rapid increase in the past four years: -

__ Another service; transportation, may be included as part of a service program,

However; with the exception of transportation provided by local education

agencies as part of a plan for the education of handicapped children; it is not

separately identified in the Plan: B B ) ) )
Finally, one service identified as necessary on the continuum of in-home and

community services, tutoring, is offered on such a limited basis that it is not

shown as part of any program.

While a large number of community-based services have been defined and are
offered to some degree, overall the State still lacks complete continuum of care
in theseareas:. o )

In general, the best developed support systems are focused on specific target

groups (children with mental retardation, delinquents; abused and neglected

children). However, even for these bbbﬁléiiBﬁs;,éaq;iﬁéﬁé! Service resources are
necessary if agencies are to meet the needs of children. In addition, certain gaps

in the service centinuum need to be filled. There continues to be an inadequate

continuum of mental health services for children and adolescents: Services to

prevent teenage pregnancy are desperately lacking. Respite care services, which

are often critical to a family to allow them to maintain their children in the
community, are minimal. o o

. In view of these and other service gaps, the agencies’ priorities for service
development are shown below.

Objective: Expand community-based alternative education
programs available to special needs children.



TASK #1: MSDE, working with JSA; SSA; MRDDA,
ACA/DAA; and MHA; will promote the developmerit of
appropriate alternative academic and vocational programs
for youth who do not function 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 local education agencies to an expanded range of

educational options. By more flexibly meeting the educational needs of children
and youth, these programs would play important roles in overall plans to
rnaintain children at home. o S -

Without direct administrative authority over local education agencies, MSDE

can only promote these programs. Recognizing that this must be a long-term
objective; the IPCC nevertheless recommends that in FY 1987, MSDE, with _
support from the other state agencies, intensify efforts to assist LEA's to develop
this type of programming.

Objective: 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; JSA and MHA; will develop an expansion plan

for respite care, day care for special needs children; and
personal care/parent aide services.
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 IPCC by October 1, 1986: -
TASK #3: DHMH, through MHA, should expand treatment
staff, with specialities in child and adolescent mental
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 and their families
continues to_be one of the most critical gaps in the continuum and is deemed a
priority by all agencies. The lack of this service is [requently the missing link in
State agencies’ plans (particularly JSA's and SSA’s) to maintain a child out of
substitute care. . [ .

In the long term, the availability of these services must be expanded and

DHMH/MHA is requested by the IPCC to indicate short- and long-range plans
for the development of these services as part of budget planning lor FY 1988 In
the short term, increasing the availability of current services to SSA and JSA as
part of their service plans for children may better target these community mental
health services. Toward this goal, Task #4, below, will be pursued.

TASK #4: In FY 1987 local mental health centers will
enter into agreements with local departments of social
services and locally-based JSA intake, probation and after
care units to make mental health consultation 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 a nlan for the expansion of community-based
programs for adolescents. S —
All agencies are seeing an increase in the incidence of “throwaway" children

and an escalation in the seriousness of emotional, behavioral, and chemical

dependence problems exhibited by adolescents. However, public services to this

age group are particularly underdeveloped; and in many commiunities have no
specilic focal point. In part, this is because no State agency has lead
responsibility for seeing that community services for adolescenits evolve in a
systematic way. By first providing a focal point for state planning and budget

developmient for adolescents, State agencies can begin _to address this problem
(and the attendant scarcity of resources) directly. The IPCC has designated JSA
as the lead agency to coordinate the development of a plan of community
services for adolescents; with participation from SSA, MHA. MRDDA,
ACA/DAA and MSDE. JSA's lead in this task does not imply a focus only on
delinquent or pre:delinquent youth; the Plan will address broader populations of
adolescents at risk. The schedule for completion of this task will be set by the
IPCC.

Objective: Expand community-based services which prevent

entry into foster care and other forms of substitute care.
TASK #6: DHR, through SSA, will continue to expand its
family service programs in order to maintain children ir:
their homes and communities rather than in fostercare.
SSA’s Intensive Family Services (IFS) program will be evaluated in FY 1986
as the basis for intended expansion in FY 1988: To assist families whosé need
for services is less acute than those served by IFS; SSA will also plan to expand
its Continuing Protective Services program to achieve an appropriate )
worker/family ratio and its Services to Families with Children (SFC) program in
order to assist its dysfunctional families before their difficulties with child-rearing

become so severe that foster care is required. SSA's family services plans will be
provided to the IPCC by July 1,1986. N

TASK #7: DHMH, through MRDDA, should expand the
Family Support Services program in the jurisdictions now
participating as well as to the remaining uncovered
jurisdictions in the State. I o

While MRDDA's Family Support Services program is not solely for the

purpose of preventing foster care, its goal of maintaining developmentally
disabled chiidren in their homes is essential to avoid unnecessary foster

care where, once placed; ?giédp?ﬁEﬁtqlly disabled children gftenii'e'méi'n for idhg

periods 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 teenage
parents and their children.

26

39




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

LGovernor’s Task Force on Teen Piegg_nancy;

Core services are those which identify youth at risk. ensure access to services;

and then provide case management services to link adolescents tothe.
comprehensive array of health, educational, and social services needed to avoid
unwanted pregnancies or to reduce the negative effects of such pregnancies for

parents and children:
Objective: Expand adoption opportunities for special needs

children to ensure permanent homes for these children.
TASK #9: DHR; through SSA and working in conjunction |
with MRDDA and the Developmental Drsabilities Council,
will explore adoption opportunities for special needs

children with particular emphasis on minority children.

In FY 1987; SSA will expand adoption recruitment activities in private and
public sector workplaces in the state; and will seek to increase recruitment
activities in cooperation with minority churches and community organizations.
By expanding community knowledge about the adoptability of special needs
children, SSA will aim to increase the placement rate of special needs children

even beyond the gains made in the past two years:

V. SUBSTITUTE CARE ** )

Substitute care offers an alternative living situation, other than the home of the
natural parent(s); adoptive parents or guardians, into which a child can be

placed, when remaining at home is not in the best interest of the child. Substitute

care includes emergency and shelter care, family foster care, and the more

intensive residential services including residential treatment centers and
psychiatric hospitalization.
Analysis _Maryland's substitute care programs (see Figiire 6) have undergone marked
of Current

Programs Sl are; including both Ster care and
gr institutional care, was the general treatment modality for special needs children:;

change in the past ten years and will continue to change in the years to come.
Prior to the 1970’s residential care, including both family foster care and

However; as described in the Introduiction to this Plan; throughout  the 1970's
and continuing in recent years, the philosophy of appropriate treatment has

changed and emphasis at both the national and state levels has been to keep
children with their families:

This trend does not mean that substitute care programs have become a less
critical part of the continuum, but that they should be used only when they are
the most appropriate; least restrictive; form of care that meets a child’s needs.
__ During the past 15 years there has 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 residential treatment centers

27

40




Figure 6

V. SUBSTITUTE CARE SERVICES

SERVICF.S AND PROGRAMS

7Emergency and Shelter Care
Emergency Shelter Care

Runaway Youth

Emergency and Shelter Care

B. Family Foster Cii-e
Individualized Family Placemenl

{specialized family care)

Family Foster Care

Family Foster Care

Family Foster Care

(specialized or therapeutic homes)
C: Reudenhal Servuces

1. Alternative Living Unit (ALU)
MR

2. Group Homes

Group Homes
Group Homes

Group Homes
Group Homes
3. Small Residential Certers
MR and NRDD )
Maryland Youlh Pesldence
Purchase of Care
Good Shepherd
4. Non-Public Special Education Facilities*
5. Residential Treatmeiit Centers
State Reudenlul Centers
Purchase of Care

Rendenhd Treatment for
Chemical Dependence
RICA1,2,3
Villa Maria
Residential Treatnient
Purchase of Care

6. Psychiatric Hoipllaii
Psychirtric Hospnlals

Purchase of Care

AGENCY

DHMH/JSA
DHMH/JSA
DHR/SSA
DHMH/MRDDA
DHMH/JSA
DHR/SSA
DHR/SSA

DHMH/MRDDA
DHMH/MRDDA
DHMH/ACA/DAA
DHMH/MHA
DHMH/JSA
DHR/SSA

DHMH/MRDDA
DHMH/JSA
DHMH7JSA
DHMH/JSA
MSDE/LEA’s

DHMH/MRDDA
DHMH/MRDDA
DHMH/ACA/DAA
DHMH/MHA

DHMH/MHA
DHR/SSA

DHMH/JSA
DHMH/MHA

DHMH/JSA

ESTIMATED _ _
NUMBER SERVED

110 (adp)
635
129 (am¢)

893 (am:)

(see Small.
Residential

Centers)

(see Small
Residential

Centers)
96
20 beds

159 (adp)
6852

155

152 (adp)
70 (adp)
685

269
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160
180 beds

80 Bed.l
(see Group

Homes)

47 (adp)
379"
(admissions)
8 (adp)

GEOGRAPHIC
AREA

statewide
3 jorisdictions
statewide
siatewide
statewide
statewide
statewide

it’atE&iJE
iiﬁié&i&ié

Méii’b Balhmore
Central Maryland;

Soulhem Maryland,

slalemde access
statewide

statewide
statewide
statewide
statewide
statewide

statewide
Central Maryland,
Wesiern Maryland,

out of state

Allegany Counly,
Dorchester County,

(statewide access)
3 jurisdictions

{statewide access)
statewide access
statewide
statewide
statewide access

statewide

ESTIMATED
FUNDING!

$1,400,000
$200,000
$590,000

$167,00
$309,000

$23,243,000
$2,900,00

(see Small
Residential

Centers) -
(see Small.
Residential

Centers)
3599.999
$410,000

$2.600,000

$9,500,0002

$1,580,000°
$792,000
$2,832,000
$1,328,000
$21,400,000%

$9,300,000
$404,800¢

$520,000

52,600,000
(see Group

Homes)
$1:260,000

(included in
facility budgets)
$80,000



SUBSTITUTE CARE SERVICES (cominued)

SERVICES AND PROGRAMS

7. Detention and Commitment Institutions
Detertion Only Institutions
Youth Centers
Hickey School
Montrose School

Total funds

101 FY B6 unless otherwise noted _

B ESTIMATED __  GEOGRAPHIC ESTIMATED
AGENCY NIMBER SERVED ~ AREA FUNDING!

DHMH/JSA 156 (adp) statewide $9.200.000
DHMH/ISA 234 {adp) statewide $3.500,000
DHMH/JSA 430 (adp) statewide $11.200,000
DHMH/ISA 270 (adp) slatewide $7:600.000

2The estimaled number served in group homes and residential treatment centers i3 combined Rere under group homes

IEY 85 landing

*This vellecis Level V1 special education sepvices funded b

SFY 83 lunding
*FY RS lunging - -
‘Admissions of children and adolescents only

y state and local funds in approied Aon.pablic edicatinnal insiitiions

Q

ERIC

Aruitoxt provided by Eic:

(RICA’s), to serve those children and adolescents who require long-term
treatment for more chronic disorders. o o i
- One of the most significant alternatives in the substitute care system has been .

the development of the negotiated rates system, used by SSA and JSA as part of
their purchase-of-care system. Under negotiated rates, a residential care facility’s
rates are negotiated based on the actual allowable costs of the facility, within cost
guidelines set by the State. (SSA administers the system for both SSA and JSA,

with an advisory group that includes private providers as well) In FY 1987, the

negotiated rates system is likely to achieve 100 percent of the allowable costs

of care, thereby assuring providers of greater financial stability: In addition

to providing fair rates for State-purchased care; the negotiated rates system is

also designed to ensure quality care and to promote a care system that responds
diiectly to the needs of children.

Just as the system of institutional care is changing, so is the system of foster
family homes: Board rates for SSA foster family homes have increased by 25
percent in the past two years, accompanied by additional training requirements
for foster parents. The Department of Human Resources’ comprehensive plan for
strengthening the foster care system, begun in FY 1986, has also included
additional staff for local departments of social services, greater teamwork

between foster care worke-s and foster parents;, and the pilot testing of
specialized or therapeutic foster homes 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 problems remain:
® The children who comie into substitute 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; ) o o
® There are small; but increasingly prominent special populations of children

for whom appropriate substitute care resources simply do not exist; These

include:

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

- children with multiple handicapping conditions, particularly those with a

combination of emotional and mental disorders; e.g:; emotionally
disturbed/retarded children; ] ) ,
severely handicapped children whosé 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 onan

emergency basis and for whom emergency and diagnostic care is
lacking.

_For those children for whom substitute care is the appropriale setting, the State

has the responsibility o provide a high quality of care desigiiod to meet their
individual needs. Recognizing this responsibility, State agencies have begun
several initiatives designed to upgrade the quality of institutior.al care: These

include: the implementation of plans by MRDDA to improve programming,
staffing; quality of care, environmental/physical conditions and to reduce the

population at State Resideritial Centers (SRC’s) as well as the plan by JSA to
increase staff at Montrose and the Hickey School to provide better overall

management, programming and oversight. In addition;, as part of its recently
announced plan for updating facilities, JSA is planning to provide up to 70
placements for committed youth at the Glen Mills School in Pennsylvania, a

nationally recognized model for aggressive, “acting out” delinquent youth.
Beyond these actions, hdiﬁéver; the State’s goal must be io put in place the

range of substitute care settings necessary to meet a child’s needs when this level

and intensity of care is appropriate. B

Objective: Develop a wider range of residential care settings

with emphasir on smaller; family-oriented and community.

based settings. o o

TASK #1: DHMH, through MRDDA, will continue to
implement the FY 1985-1994 Master Facilities Plan for

deinstitutionalization by: - o

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 at the beginning of FY 1985 to 4,549 by the end of
FY 1994

TASK #2: DHMH, through MHA, will establish four

additional therapeutic group homes in FY 1986-87 with a
total capacity of 10 hiomes by FY 1 988.

TASK #3 DHMH, through JSA, will investigate the
development of two additional youth centers (one may be
on the Eastern Shore) to ease overcrowding at Montrose
and the Hickey School.

TASK #4: DHMH, through JSA, will seek to increase
funding for placements in small residential settinos.

8. .
JISA’s purchase-of-care budget has been uinable o megi the needs of children

for residential care in recent years. Due to funding limitations; some youth have
been inappropriately maintained in JSA Commitment Institutions. To ensure that
these children receive the care they need, JSA 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 emergency shelter and
assessment/diagnostic services for children, particularly those

coming into foster care. o

TASK #5: DHMH, through SSA, will seek to expand beds
in emergency shelter care facilities or emergency foster
homes, with associated diagnostic and assessment

facilities, by approximately 40 beds in FY 1987 and FY

Too often, the lack of these beds means that children coriing into care are
placed in regular foster hom~s which are unable to mieet their needs. This can
contribute to unnecessary multiple pPlacements. The development of these beds

should help ensure that chilcren's needs are identified and that placement of a
child — whether in a regula: foster home; a residential care facility, or back with
his or her parents — is the appropriate care setting for his or her needs.
TASK #6: DHMH, through JSA,; 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 facility and

JSA will pursue the development of this facility as part of its overall development
of community-based services.

Objective: Expand the range of available types of foster
family care, in order to better respond to the diverse needs of
children coming into care. 7

TASK #7: DHR, through SSA, will seek to expand the
number of specialized or therapeutic foster homes to 60
 beds by FY 1987.
_ This will build upon tie experience of the pilot tests of alternative forms of
foster family homes begun by SSA in FY 1986. It is estimated that at least 60
beds 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 o
requiring long-term care, but who are not appropriate for
the current foster care system and who have rio other
avenue for service. N

The strategy should include: analysis of the riimber of children with
actual/potential need; identification of MRDDA's capacity to serve these children

in their own homes; and development of a joint DHR/DHMH pilot project to

provide funding for these children as part of a long-term specialized care
program.

Objective: Continue to develop in-state resources for children
who now must be placed out of state because there is no
appropriate Maryland facility which meets their needs.



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 could support alternative 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 residential

alternatives for these children. It is intended that SSA, JSA, MRDDA, MHA.

and MDSE develop coordinated budget requests to provide nécessary start-up

funds for these programs. (Alternative funding options siuch as those available
through the Departmient of Economic and Commuanity Development will also be

investigated).
Objective: Increase the range of specialized short term

residential services, as necessary; to meet the mental health
needs of children.

TASK #10: DHMH], through MHA, should — by Augut
31, 1986, — take the lead in developing a plan for bes

expansion to accommodate the needs of emotionally
disturbed children 12 years old and under with priority
8iven to in-patient care urider 90 days.

TASK #11: DHMH, with JSA as the lead agency and with
support from MHA and DHR/SSA, will develop a
residential treatment program for children on the Eastern
Shore, ] o

 Planning for this facility is well underway. With collaboraiive support and
funding from JSA; MHA 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 planining in the year ahead: These include

the development of both short-term residential treatment programs and group
home programs for chemically dependent youth. The IPCC has identified the
severe lack of these services as a problem, but additional planning is needed
before specific objectives are set in these areas.
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INTERAGENCY ISSUES IN MANAGING THE

CONTINUUM OF CHILDREN'’S SERVICES o

__ 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 system of services that is sought: ln addition; it is

necessary to resolve key issues of service planning, management; and delivery
which affect all children’s services. S -
For this section of the Plan, the State agencies examined eight “cross-cutting”

administrative or service delivery issues. For each, options were considered and
recommendations made about how best to address the issue so as to improve
services to children and families. The plans of action relate to each of the jssues
listed below:

® Uncovered Children

Service Planning and Case Management
» - Community Education Regarding the Availability of Services for Special
Needs Children
Coordinated Interface with Private Sector Providers
Transitioning Services 7
Interagency Licensing and Monitoring
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UNCOVERED CHILDREN h )

Issues  There are many special needs children who receive
inappropriate or no services. This is due to the fact 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 t. ensure coverage of these important groups?

Background and Analysis __Pursuant t6 federal and state law, Maryland defines_each agency's target

population and responsibility primarily 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 P.L. 94.142; the Education for All Handicapped Children Act, are
responsible for children labeled “seriously emotionally disturbed,” but not for

those labeled “socially maladjusted.” A problem arises because many children do
- not fit neatly within one of the categories for which agency responsibility is
: clearly defined, biit instead have multiple problems. In addition: for some of these
children, there is no clear federal or state mandate [or service and agencies with
scarce resources are reluctant to assume 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 whose emotional disturbance leads to extremely violent

behavior. (Is JSA or MHA responsible?)
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® The dual-diagnosed or multiple-diagnosed youngster (e.g;; a child who is
mentally retarded and who also has cerebral palsy and mental health
problems). - B )

® The special needs child wiose behavior s socially unacceptable and

whose home situation is less than satisfactory: For example, many

children who run away from home or are ungovernable (CINS) have
tamily problems and could also be labeled as CINA- As the JSA 1980:-84
plan states:

“Another problem facing JSA relaies to the tgpe 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 assdultive, cannot function ina
public school setting and run away, i.°%y are more difficult to

maintain in_the community and require :-eatment services beyond
the scope of many of the facilities within :%e State of Maryland:
These youngsters could more appropriately be labeled as Children
in Need of Assistance (CINA), but because of the scarcity of
resources and their technical iinvolvement with delinguent-type
behavior, they're being adjudicated to be CINS or Delinguent. The
problem is there is rio single agency that is capable of providing the
services that this group of youngsters needs."’ (JSA 1980.84 Plan at
V.638)

¢ The child who, while not meeting the criteria for being determined
“educationally handicapped.” nevertheless has special needs. For
example, the child who has a 70-50 1:Q: and is culturally deprived or the
socially maladjusted youngster, as described in the JSA 1980-84 plan:
“Another grotp of youngsters requiring services is the inner
city/urban type youth with social and cultural problems. Their
unique problems make it difficult for these goungsters to utilize

public school settings. In many cases; they are accurately referred

to as ‘disruptive youth.’ Since they do not technically meet the
criteria for special education — only a few school systems have
specific programs for disruptive youth (e.g., ‘alternative schools’) —
these youngsters are often suspended or expelled from public school.
Their subsequent referral to the Juvenile Court, and placemenit on

probation/protective supervision raises serious questions when an

educational program is not available for these youngsters. 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.”’ (JSA 1980.84
Plan at V-632)

o ﬁé,ﬁéﬁiﬂéﬁié@éﬂf youngster whose parents are unable to provide
residential care and for whom long-term care is needed. Either DHR or

MRDDA or MHA could be responsible for this youngster.

Recommendations The State’s goal for these groups of children must be io clearly affix the

responsibility for: identifying the extent of need of each population; planning the

necessary services; budgeting the necessary resources; and otherwise taking the

leadership role — often with iiiiib_iiﬂ 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; Addictions and Developmental Disabilities, will convene a
working group by March 1, 1986 consisting of two representatjves
(one program and one finance person) from DHR/SSA, MSDE, |
DHMH/MRDDA, DHMH/MHA, ACA/DAA, DHMH/JSA and from
advocacy groups. o

2. The working group will develop a plan by July 31; 1986 for the

Interagency

- identify the needs of the unserved populations listed above and
determine which agency will be designated as responsible for
providing the continuum of services for each of the unserved
populations; and ] ) ) )

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

ONGOING LONG RANGE PLANNING:
JOINT BUDGETING AND FUNDING
Issues  How can coordinated, short- and long-term planning for

children with special needs continue to promote a well-
zjl;vérdﬁéd and financed continuumn of service? ]
How can funding resources .among agencies be maximized to
ensure needed services to children who are in out-of-home
p’fdi:é?h’éiil&? ] -
To what extent should agencies 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 progress has been made, there continues (6 be a need fo
increased coordinated planning and budgeting on behalf of special needs

children. Because agencies have developed services based on specific legal
mandates; each agency’s program necessarily focuses on those mandates and _

the funding provided to carry them out. In addition; each agency is involved in its
own planning processes, generally to meet federal or state requirements,

However, many children with special needs require services from multiple
agencies. o . - o
When each agency plans only for its own services, such a process can lead

potentially to a duplication of services; as well zs a loss of coordination among
agencies. Such planning also risks focusing on particular problems, rather than
on the needs of the whole child. =~ . o

_ One area that the IPCC identified as a high priority for continued planning is

the concept of “dollars following the child.” Current budgeting processes do not
allow for movement of funding across budget categories to accommodate a
particular child’s needs; For example, if a child is receiving Level VI special

education services, those funds by state law cannot be used to provide a less

3s
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expensive and possibly more appropriate day education experience: Similarly, if
funds are used to provide institutional services, such as those provided by JSA, it
h nt level of
care, such as a group home: Also; if funds are budgeted for group hcmes, it is
not possible to redeploy those dollars back to the family in order to provide

community support services to enable the child to remain with his or her [amily:

is currently not possible to redeploy those finds to provide a differen

Funding is further limited by the source of funds (state or local). Funds do not
follow children and adolescents from local government to state programs or _
private programs. For example, funds used to provide special education services
in a local school system do riot follow a child if he or she is later placed in a state
residential program or group home in another county. The child's special

education needs are the same; but the finds remain in the locality of residence.

Recommendations 1. To ensure that services are focused or the whole child and not just on
specific aspects of a child’s problem and, further, to ensure an
adequately funded continuum of care for special needs children, inter-
agency planning and budgeting for these children should become an
ongoing function of State government: An Interagency Planning
Committee for Children (IPCC) will be established for this purpose.
DPHR will convene and chair this effort in FY 1987, as it did in FY

1986; at the Goverrior's request. Participating agencies will include
JSA; ACA/DAA; MHA, MRDDA, and PMA from DHMH:; MSDE; the
Governor's Office for Children and Youth (OCY); and the State
Coordinating Council (SCC). A major task of this group will be to
update this Interagency Plan for Children with Special Needs and to
monitor implementation of the recommendations contained therein.

2. To ensure that more local input is obtained fer planning in the i:’oi'hiné

year; the IPCC will 2xpand its membership to include local agency
representatives. In addition, plans and proposals developed by the

IPCC will be sent for review to local counterpart agencies whenever
appropriate. o

3. The IPCC will explore the feasibility of duplicating the IPCC planning.
process at the local level. The Governor's Office for Children and Youth
will analyze the alternatives for supporting such local planning efforts
in the context of already cngoing efforts: The Governor’s Office for
Children and Youth will make recommendations to the IPCC on the
development of local planning initiatives by July 1, 1986.

4. To provide a focus for children’s programs within DHMH, a Children’s
Coordinator for DHMH programs should be established i the
Secretary’s office, or at a level in the Department that allows
coordination across program units. This coordinator could assist in_
providing consistent policies across DHMH administrations regarding
rate setting, licensing, service coordination; joint funding, and similar
issues that affect children. 7

5. As part of the IPCC process, and in order to maximize available )
funding, SSA; JSA; MRDDA; ACA/DAA, MHA, PMA and MSDE wili
share budget information and develop joint budget requests as
appropriate. This will include discussions early in the budget process
(before budgets are formulated) on both existing programs and
planned initiatives as well as ongoing discussions throughout the
various stages of the budge! process.
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6. To maximize the availability of funding among budget categories, the
IPCC will explore the potential of client-specific funding (i.e., funding
which follows the child) and include a proposal for consideration in the
next annual Plan.

7. To ensure the coordination of services among agencies and to maximize
funding, the IPC should consider the further use of “funding pools”
such as are currently being used to fund the SCC and therapeutic group
homes.

8. To maximize available funding for community-based services, DHMH
through Medical Assistance and the Mental Hygiene Administration;
will work with the federal government to secure the under-21
Medicaid option which will provide federal funding for residential
treatment centers and inpatient psychiatric care for children and B
adolescents. Securing these federal funds has the potential to “free up”
general funds which could then be used to expand to community-based
programs such as therapeutic group homes, community mental heaith
services; respite care, specialized foster care, etc. for children,
adolescents and their families;

SERVICE PLANNING AND CASE MANAGEMENT

iSsues

Background and 'Aﬁii}iié

How can effective service planning and case management be
ensured for the multiple services required by special needs
children?

Case management s a critical component for the effective provision of services

to children with special needs because many of these children require the services

of more than one agency. Case management refers to a process that provides
for: (1) assessing individual needs; (2) developing an interdisciplinary plan for

services that meet these needs; (3) securing 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
duplication of effort and resources.

Case management services are provided in a variety of ways both within and
among agencies:
® While the Margland State Department of Education (MSDE) does not
provide case management services per se; an Individualized Education
Plan (IEP) is developed for each child who is in need of special education
services. 7
® Juvenile Services Administration (JSA) is mandated to provide case
management by the Courts and Judicial Proceedings Article. Youth
served are those adjudicated either as a “Child in Need of Supervison”
(CINS) or Delinquenit and placed under the supervision of JSA. Proposed

regulations, policies, and procedures 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 with the Mental Hygiene
Administration (MHA) and a memorandum of understanding with the

Social Services Administration (SSA)
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Recommendations

® The Social Services Administration (SSAJ; thongh local departments of

social services, provides case management in most of its service programs
for families and children. Caseworkers develop a plan of care that is the
basis for actions taken on behalf of a child or family; and perform periodic
reassessments of this plan. Reqiiirements for service planning are being

specified in regulations and policy manuals.

® While the Mental Retardation and Developmental Disabilities
Administration (MRDDA) has no legal mandate for case management
and no centralized point of access, it does provide services to designated
individuals through local health departments; state residential centers,
regional offices, and private not-for-profit agencies: The MRDDA kas
proposed “Services Coordination” regulations that are not yet o
promulgated; these will also help clarify responsibilities when multiple
agencies are involved. B

® The Alcoholism Control and Drug Abuse Administrations (ACA/DAA).

are not mandated to provide case management services; however, they do
have intake/assessment units located in health departments in all counties

and Baltimore City. S

® 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.”

_ Asis clear, the degree of systematic service planning and case management

for a special needs child will vary depending upon the service system the child
enters. However, the most serious problems occur when a child has multiple
impairments, needs multiple services; and the designation ‘of a lead agency is

neither immediztely obvious nor clear.
1. Case management and clear service planning should be an integral part
of every agency's service delivery system. When a child is the )

particular responsibility of an individual agency, that agency should be
accountable for case management and should assist the child in

securing needed services from another agency {e.g;; a child with mental
retardation in need of specialized foster care). 7

2. To guarantee a common understanding of agencies’ mutual
responsibilities in the case management process, interagency = @
agreements will be developed which (1) establish criteria for referrals;

(2) identify when each agency will take the lead case manager nt role
for particular children; and (3) state how each agency will cooperate
with the agency having the lead case management role. Interagency
agreements should be developed with local input and participation, so

that they resolve the most pressing service delivery problems:.
Priorities and timelinies for the development of interagency agreements are as

® An interagency agreement between SSA and MHA for the provision of
mental health; diagnostic; assessment, and treatment services for foster
children by August 31; 1986 )

® An interagency agreement between 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  In what ways can the system of services for special needs

children be more accessible to those in need?

Background and Analysis  The availability of services to special rieeds children represents a paradox. On

the one hand; services are in short supply and, as 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 families 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, 1 locaj health center, a specialized health facility such as the Kennedy
Institute, a local departinient of social services; and/or local schools, as well as
many other agencies. o o ] -

_ In addition, service availability varies by geographic location within the State.

Rules for system access may vary from agency to agency and locality to locality.
Client needs may even be defined differently in different jurisdictions: Eligibility

criteria and policies which impact this population are frequently complex. When

added to the need for parents to interact with several agencies, the task of
securing needed services can seem a formidable one.

_ A final barrier to full use of services by special needs children is that receipt of
services may be influenced by the income level of the family. Parents in the _
highest income and education groups are most knowledgeable about their rights,
the child’s rights, and available services. Those in lower income groups are less
aware of the same services which may be availzble to them: For the State, the

task is to equalize access to services through effective community and parent
education:

Recommendations 1. To ensure that every child in the State, regardless of where he or she
lives, has equal access to services, the Goverrior’s Office for Childier
and Youth as 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
Eléié?-ibingﬁtﬁhgge&sﬁﬁpﬁi;j@iil&lﬁlity of services will be presented to
the IPCC by January 1, 1987. )

2. To ensure that families of special needs children are aware of the
services available to them and their right to receive these services,
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 responsibility for this effort in
cooperation and collaboration with the agencies which provide the
services. A report to the IPCC of expanded public awareness efforts is
expected by October 1, 1986. B

3. To ensure that agency professionals are aware of the various social,
educational, medical, and other resources available throughout the

State; a strong system of rasource coordination among Departments and
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agencies will be developed. This includes establishing 2 system of

“experts” to serve as consultants in each region or locality for each
agenicy. These experts or consultants should have special training in the
services, mandates; and funding of other agencies and would meet
periodically to exchange information: This systemn will have to be
developed within the staff constraints of local agencies. DHR through
SSA; will take the lead in assessing the feazibility of this network and

in submitting a plan for its implementation to the IPCC by October 1,
19886, with implementation to be accomplished by January 1, 1987,

~ ATED INTERFACE WITH

PRIVATE SECTOR PROVIDERS

lssues  What role should private providers play in the development of
Department 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 centers, foster
homes). 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 futare 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 planning and
have input into budgetary priorities for these services. Private provider

_ representation on the IPCC is critical.

2. Public agencies which purchase care must work more directly with
private providers to identify (1) future publicly-funded service
priorities, (2) the level and volume of service that a public agency will

be purchasing from providers, (3) the need for program 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, and to anticipate funding levels associated with the service
they provide. The IPCC further recommends that in FY 1986-87, the
State agencies link specifically with aeveral providers of substitute case

whose programs are changing to develop longer-term program plans
that give clear directions and financial stability for these new programs,

TRANSITIONING SERVICES ]

Issues In what ways can State agencies which plan and operate
programs for adolescents with special needs ensure that these
youth have a planried transition either into independent adult
lives or into other adult service systems?
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Background and Analysis

Unitil recent years there was little aitention given by the social services and
special education systems to children who were “aging out” of their systems. A
youth who became 18 or 21 in the educational system was required to negotiate
a new set of services and supports. Little preparation was given by school
programs for independent living or for gaining access to needed adult services.

Similarly, service programs such as the State foster care program have not
always prepared children for assuming adult responsibilties. As children in foster
care are increasingly more seriously disturbed, their preparation for independent
living, or for transitioning to adult protected livi.ig situations, must become an
essential part of the service system: o )
_The difficulties faced by special needs children moving into adulthood vary for

different population groups. Children diagnosed as mentally retarded, whe 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 children with handicapping are ill-e
living and face the prospect of dependency or institationalization as adiilts.

pping conditions are ill-equipped to earn a

- In summary, the transition from childhood to adulthood; a difficuit step for any
child; is especially difficult for special needs children. -
Recognizing the importance of “transitioning,” agencies have developed

several programs or services to aid the populations they serve,

~ The Maryland State Department of Eduication is engaged in activities to =
improve the coordination of transition services for disabled youth leaving school
and entering the world of work. Currently; there is a cooperative agreement

involving three major education divisions: Special Education; Vocational

Rehabilitation; and Vocational-Technical Education. This agreerient provides a

framework for local education agencies cooperatively to provide skilled training

services to youth and genuine transitior. assistance as they leave educational

programs: Local education agencies now provide handicapped students with
individual transition services in accordance with House Joint Resolution No: 40,
passed during the 1985 session of the General Assembly.

MSDE also has received several federal grants to help develop transitional
support services for the deaf-blind population, and to implement in-service
telecourses (television instruction). These are designied for staff at the state and
local level in order to facilitate the delivery of services to studerits in the transition
process. The Division of Vocational Rehabilitation, working cooperatively with
other state agencies, private service providers; and other nion-profit organizations
and advocacy groups, will be expanding supported employment opportunities for

the severely disabled. =~~~ L
Future activities identified for FY 1986 include the preparation of a position

paper on the role of the Maryland State Department of Education in the
transition process; the reinforcing of cdiication agencies’ cooperative agreements

at the state and local levels; and the development of a guide to assist in clarifying

the roles of service providers in the transition process. Concurrent with the
development of these materials is the provision of State Fducation Agency

technical assistance to local education agencies. @~
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 information concerning o
students in special education, from 18 to 21 years of age, who will be leaving the

school system and entering the adult service system. Information collected
includes demographic, functional, and service needs. o
The MRDDA also became involved in 1985 with Project TIE (Transition Into

Employment) along with the Maryland State Department of Education, Divisions

L:

) |
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oi Special Education and Vocational ﬁéﬁéﬁiliﬁj@ﬁi ‘The purpose of Project TIE
is to bring together individuals who provide school and post-school services to

individuals with severe handicaps so that transitioning from school to supported

competitive employment is accomplished in an organized and effective manner.
The overall goal of the Project TIE effort is to enable students to make the

transition into active employment as opposed to work activity centers; sheltered
workshops or adult day programs where little movement is realized.

_ The Social Services Administration is giving priority to independent living and
transitioning services in its planning and budgeting for older children in foster
care. To ensure that adolescents who are “aging-out” of foster care are prepared
for adult responsibilities will require three iypes of activities. First, foster care staff
and foster parents will receive additional training related to preparing older foster
children for independenice. Second, SSA hopes to make available purchase-of-
service dollars so that foster care staff in local departments of social services can
buy from 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 or more demonstration
projects, intensive support services for older foster children with special needs

who otherwise could not achieve independence.

___The Juvenile Services Administration has no specific programs for )
transitioning but includes this activity as part of the established counseling and

referral process. Referral is made to local departments of social services, as

needed; for adult services:

1. Through the IPCC; MSDE should assume the lead in ensuring that

information on transitioning services for special needs children is
communicated regularly among the agencies; that the various plans
under development are coordinated; and that joint budgeting of

transitioning activities occurs where these services are directed to
~ similar Populations. . -
2. MRDDA,; with assistance from MHA and SSA"s Adult Services

Division, should make available to local agencies serving special needs

children (particularly local education agencies) information on State-
supported housing arrangements for disabled adults. These include

housing arrangements for menitally 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 Li

Issues

Background and Analysis

CENSING AND MONITORING
=

To what extent should agencies coordinate licensing and
monitoring activities for residential child care facilities?
To what extent is the licensing/monitoring of residential child
care facilities adequately performed?

The purpose of licensing residenitial child care facilitics is to provide a

minimum set of standards which all programs must meet in order to ensure the
physical, social and emotional well-being of the children who are placed there:
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_ Currently; however, different Stats agencies take different approaches (6
licensing and utilize different standards; as described below.
® The Social Services Administration (SSA) licenses facilities as group
homes and child care institutions. 11 its new regulations; SSA is using an

approach which defines core, minimum standards for health and safety
that all residential facilities must meet. In addition; “modules” are being
specified which establish licensing requirements in addition to the core
standards. The modules include stanidards for: shelier care: residential
care; secure care; maternity homes; and temporary or transitional :
education. SSA licenses 49 in-state group care facilities, participates in the

licensing of live in-state residential treatment centers, and monitors 25 out-
’o’fiii.jiié facilities.
In the Department of Health and Mental Hygiene (DHMH), several agencies
are involved in the licensing of residential child care 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). JSA has worked jointly with SSA ir: the

development of the core standards/module approach. In the future,
JSA/SSA regulations for the licensing of residential facilities will be similar

or identical. , o
® DHMH's Licensing and Certification Division licenses residential

treatment facilities and hospitals as well as some facilities which serve ihe
dé?élbﬁiﬁéhi@ll}i disabled. -

® The Mental Hygierie Adminisiration (MHA) does not actually license
facilities for children and adults, but does certify the program component
of the therapeutic group homies. - ]

® The Alcohol Control and Drug Abuse Administrations promulgate

standards to be used in the cerﬁﬁcatﬁigﬂigf7ifef’sid'eiiﬁ5| programs which
specialize in the treatment of chemical abuse:.

® The Mental Retardation and Developmental Disabilities Administration
(MRDDA) licenses day programs, and group homes, It also certifies
Alternative Living Units (ALU) and agencies that provide services

coordi:ation programs: 7
® The Maryland State Department of Education has certification and

accreditation procedures which are applied to educational prograins in
residential facilities; and, with SSA and JSA, is developing standards for

educational programs that are transitional in nature; helping children in_
residential facilities to retiirn to public schools {proposed regulations under
_ development). S ) .
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 consistent interchange of information

regarding regulatory changes or needs.

Some licensing regulations are out-of-date or require revisions.

There is nio requirement that State-operated facilities meet the same
standards as private facilities.

The number of state level stalf available to monitor, evaluate, regulate

and assist licensed facilities or applicants is insufficient:
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SSA and JSA have developed an approach to licensing which may hold

promise as the nucleus of a uniform state approach to licensing residential child
care facilities. This approach includes joint review and evaluation; using common

guidelines, of those facilities where both agericies place children.

Recommendations 1. To ensure better coordination of existing licensing activities; an
interagenc: workshop composed of representatives from the licensing
staffs of SSA, JSA, MRDDA, DHMH Licensing and Certification, and
MSDE should: meet quarterly to exchange information on licensing
needs and programmatic developments; work 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 lPC(;. ]

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, focusingon
e€xpansion of EFSgrarn content (DHMH Licensing and Céﬁiﬁﬁgaftioq):

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

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

3. To ensure a consistent approach to licensing regulations between
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
uniform as specified in the recommendations of the Child Protection

Review Panel. o o I
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 -zlude frequency of monitoring visits and frequency
and nature of relicensing activities. o ]
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 same licensing requirements as
the private facilities (SSA and JSA).

Issues  In what ways can agencies collaborate in establishing rates
for residential child care programs?
Background and Analysis Agencies use different methods to establish rates for residential programs in
which they purchase care.

I
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Recommendations

® SSA and JSA use the negotiated rates system, through which each

facility’s rate is established based on a budgetary review of actual costs
against allowable cost guidelines: Rates are set with input from an

Advisory Committee composed of public and private agency o
representatives. The benelfit of this type of system is that rates paid by
SSA and JSA are consistent, fairly determined, and permiit state and

private agencies to meet the changing needs of the institutional
poptlations in a planned structural way.
MRDDA negotiates contracts on an as-needed basis for residential child

care: The rate flu tuates according to the type of services offered.

MRDDA proposes to replace the current system of lump sum grant
awards with a cost-related reimbursement system driven by client needs
and vendor characteristics: The proposed system in MRDDA is an
attempt to move from retrospective rate setting with year-end adjustments

to prospective payments based on formula rates.
MSDE negotiates with non-public providers after they have provided

detailed cost statements for each facility. The Local Education Agency
(LEA) pays up to 300 percent of the LEA's average per pupil cost for
educational expenses; MSDE supplemients all State-approved cases for

costs above the local contribution.
With the exception of SSA and JSA, which have worked together in

establishing the negotiated rates system, there is no standardized approach for
establishing rates to pay for residential child care. This lack of an equal rate
structure can impose hardships on residential facilities where purchase of care is.
made by different agencies, with different rates. Where lower payments are made
by one agency; the burden of meeting costs is left to the child care facility and to

other child placement agencies. S o
The problem of inadequate rates for care has been addressed by the
negotiated rates system. SSA/JSA have increased their rates steadily, and in FY

1987 are likely to achieve 100 percent reimbursement of allowable costs: This

standard of meeting the allowable costs should be maintained as new types of
placements, such as therapeutic group homes or emergency shelter care; are

developed or expanded:

1. To establish comparable reimbursement among all agencies placing

children with special needs, a common approach to rate setting should

be established. This approach should be based on the following

principles:

- negotiation of rate based on actual cost; B ,

- use of cost guidelines established for various cost items or services;
and o )

- commitment to reimburse at or close to full costs:

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



DICES B
HANEIéAﬁPED CHILDREN _Appendix A

—_As defined by the Maryland State ~ “Handicapped children;” includes those children whio have been described as
Department of Education in the Code follows:
of Maryland Regulations 13 A.05.01

“Deal” means a hearing impairment which s so severe that the child is impaired in
processing linguistic information through hearing, with or withouit amplification, which
adversely affects educational performance.

“Deaf-blind” means concomitant hearing and visual impairments, the combination of

which causes so severe communication 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” mieans a hearing impairment, whether permanent or fluctuating,
which adversely alfeds 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 deficits in adaptive behavior and manifested during the

developmental period, which adversely affects a child's educational performance:

“Multi-handicapped” means concomitant impairments (such as mentally retarded:

blind, mentally retarded-orthopedically impaired, etc.), the combination of which caoses
such severe educational problems that the child cannot be accommodated in special
education programs solely for one of the impairments. The term does riot include deal-

blind children:

“Crtiiopedically impaired” means a severe orthopedic impairment which adversely

affects a child’s educational performance. The term includes: impairments caused by
congenital anomaly (for example; clubfoot, absence of some member, etc.); impairments
caused by disease (for example, poliomyelitis; bone tubercaulosis, etc.); and impairments

Irom other causes (for example, cerebral palsy, amputations, and fractures or burns

which cause contractures).

“Other health impaired” means limited strength, vitality, or alertness; due to
chronic or acute health problems (such as heart condition, tuberculosis, rheumatic fever,

nephritis, asthma, sickle cell anemia, hemophilia; cpilepsy;,leadr poisoning, leukemia, or

diabetes), which adversely affects a child’s educational performance,

“Seriously emotionally disturbed” means a condition exhibiting one or more of

the following characteristics over a long period of time and to a marked degree, which
adversely aflects educational performarice: an inability to learn which cannot be

explairied by intellectual, sensory, or health factors; an inability to baild or maintain
satisfactory interpersonal relationships with peers and teachers; inappropriale types of
behavior or feelings under normal circumstances; a general pervasive mood of
unhappiness or depression; 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 Activities

II: Early

Intervention Services

I11. Evaluation; Assessment
and Diagnosis Services

~ IV: In-Home and
Community Services

Those services that seek 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

and mental health through the provision of information to the general public as well as to
special segments of the population. The purpose of these Services is to stimulate public
awareness of and reponsiveness to physical and mental health concerns. )

Primary Health C’iifef _ Basic level health care; genaaiiy i"ejjijg’(gij by general

Practitioners, family practitioners, internists, obstetricians, pediatricians and more recently
by mid-level practitioners. This type of care emphasizes caring for the patients general

health needs as opposed to a more specialized or fragmented approach to medical care.

This care is usually rendered in an out-patient setting.

Those services which provide early identification, assessment and prompt

services in order to shorten the duration of the illness or problem. In terms
of this plam, it means involvement with the child or adolescent after the

problem has surfaced but before it escalates.

Information and Referral A service which provides basic information on a spedific

topic and includes formal or informal referral to a service provider with expertise in the
specific area. This service may also include a preliminary/brief diagnosis of the problem.

This service may include hotline and telephone messages which provide iclephone
coverage by persons trained to handle speciic problems; usually of a crisis nature.

Telephone messages are special phonie services providing recorded information on
specific topics. o o 7
Programs to Identify and Prevent Developiniental Problems in At-Risk

Children Services which are designed to detect non-communicable health-related
conditions and impairments. Programs include screening of infai@gé; school children, and

pre-school children as well as specifically defined at-risk populations.
Parent Education or Other Parent Support Programs Setvices to parents,

guardians; custodians or prospective parents aimed at enhancing parenting skills and

assisting in maintaining a stable family unit:

Evaluation means a full range of assessments completed by qualified

examiners to help diagnose problems and concerns relating to an
educational handicapped condition, medical or health disability,

developmental Hisability; or psychological/mental health problem.

_ The results 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
needs. Evaluation services; as described above, are available through local agencies and

departments that serve each jurisdiction in the State.

Those services provided to a child who is hvm§ at home: Such services are

designed to support a family living situation and to prevent
institutionalization or to support a child and that child’s family after the

child returns home from a residential program.

Family and Irdividual Counseling A service which uses counselinig methods thai
assist individuals and families who are in the process of identification and analysis of their
problems and the exploration of alternative resolutions as well as the adoption of a

positive course of action. Such counseling may be on 3 orie:to-one or group basis.

Outpatient Paychiatric Therapy A service focusing on the provision of diagriosis
and/or treatment of individual mental or emotional probleis that do not require 24-hour

confinement. Services are oriented toward providing the maximum recovery level for an
individual’s well being.
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Respite Care A service which provides temporary reliel to individuals responsible for
the constant care and sapervision of physically and/or mentally handicapped persons,
These services may be provided in a family home or in facilities outside the home.

Day Education/Treatment Programs Special education ogportanities for
individuals having physical, mental, and/or emotional and/or social adjustment
handicaps which permit educational developmerit at a pace and to the level permitted by
the individual's limitation. This includes: Level .V Special Education Services in Public

Schools which fociis on providing special education to handicapped students in a pablic
school day program; and Level V Special Education Sevices in approved Non-public
School and State Operated Programs (day program). This may also include early
childhood special ediication, a program which focuses on providing meaningful and
appropriate educational experiences o pre-school children who because of some

handicapping condition; are not likely to benefit as mach as non-handicapped children
from regular pre-school experiences. S
Recreation/Secial Programs  This service focuses on contributing to individual,
family and community well-being by providing opportunities for physical and social
@I;velopmgqg through the use of recreation on a participatory or spectator basis.
Personal Care Provision of in-home aide service to perform specific tasks which the
family is anable to perform for itself. This would include tasks such as household

managemenl;jﬁ-ﬁome child care, shopping; etc: o ) o
Day Care Provision of assistarice to the family unit by making available care
protection; supervision; developmental opportunities, and guidance for children. The
programs may be family-based or center-based and offered on a part-time or full day
basis: This service also inclides Before and After School Care. B
Specialized 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 disabled child/adolescerit to futiction more
independently.

Transportation _ This service makes available and accessible the resources of the -

community from which handicapped children would otherwise be isolated: Such programs
make it possible for them to gain access to various service programs. 7
Vocational Education and Transitioning Programs Assists individuals to

adequately prepare for paid employment and directs them to areas of employment
activity. B ) o ] o
Tutoring _Provides educational assistance to children who are having difficully in

schaol or who are unable to attend schiool due to mental or physical disability. This

service is usually provided on an individual basis. S
Specialized Medical Services Services provided by physicians or allied health

professionals to ameliorate or stabilize a health-related condition or impairment that may
hinder achievermient of normal growth and development. Services include but are not
limited to consultation in specialty clinics, in-patient hospital care, as well as speech,

audiology/hearing; physical; and occupational therapy. ) ) ) 7
Self-Help Services Groups of individuals who join together to share their strengths;

hopes, and experiences with each other in order to encourage and enhance their recovery

from a comimion problem. The most notable sell-help organization is Alcoholics
Anonymous. Similar self-help organizations iricliide Narcotics Anonymous, Alanon and
Parents Anonymous. These groups are autonomous, fully self-supporting, and available

to anyone who feels hie or she may have a problem in the areas described.
Volunteers Volunteers are individuals who donate their time to work with persons or

groups of persons who have medical, emotional, social or addictive problems; and/or
who have committed adult or juvenile justice offenses. Volunteers might be professional

or 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 a child or adolescent. Included in this definition is subsidized adoption, a program in
which a local department of social services makes financial payments on behalf of a
particular child placed in an adoptive horiie, to the child’s adoptive family beyond legal

completion of the adoption.
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V. Substitute
Care Services

An alternative living situation, other than in the home of the natural

parent(s), adoptive parents or guardians, into which a child can be or is

placed, when remaining at home is not in the best interests of the child.

Emergency and Shelter Care

Emergency care is care that is provided when a child is placed outside the horre,
for a short period of time, 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. o ) o
Shelter care _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 eilhq on an emergency or ofi a planned basis,
Emergency foster homes are approved and provided through the local departments of

social services. JSA also places children in foster homes identified to provide )
emergency fester care. 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 who is

placed in the custody of a local department or JSA; or a child who is abused, neglected,

abandoned, or dependent, and for whom the court determinies that remaining in the home

is contrary to the ckild’s welfare. B - ]
Specialized Foster Care or Individual Family Placement is that type of care that

provides more intensive supervision and care than is provided in standard foster care,
due to_the special needs of the children. Special needs are viewed as emotional;

behavioral, physical or mental disabilities that require additional attention.

This type of care can be provided in  foster family home or in a group home or
facility. Ditferent models exist and new models are being developed under pilot
projects with SSA. S

Regular Foster Care is custodial 24-hour care, in a family home, into which a child

can be placed. Efforts must be made to reunify the family or to establish another
@?rmapency plan for a placed child. o -
These types of settings are utilized by local departments and JSA, through its foster

homes or through arrangements with private agencies.

Residential Services Include a variety of living arrangements provided to children

and/or adolescenits in which the individual's activities are to some degree managed by

other people. These living arrangements are provided in a setting that does not include

one’s own family home or ﬁiiiei E‘ime', - N 7
Alternative Living Unit (ALU) _ An ALU is a residential mode! for one to three

developmentally disabled individuals: Since this model is highly flexible in terms of

staff supervision, a growing number of severely to profoundly disabled individuals are
being served successfully in this setting through grants provided by the MRDDA to

non-profit community providers. ) o ]
Group Homes A group homie is a community-based single family home in which a

small number of children and/or adolescents live in a family-like atmosphere with staff
serving as role models. The MHA has shared service agreements with several group

homes which provide for psychological services to residents who are mentally ill. In

addition, the MHA will be providing funds in Fiscal Year 1986 for private therapeutic
group homes for emotionally iﬂiiiiﬂ?éﬂ youth: o
MRDDA provides funds for group homes for four to eight individuals. Residents

participate in day programs away from the home and use available community

services for the majority of their needed support serﬁges; o )
JSA has a state-operated group home for girls as well as one for boys. In addition

:jSA;a’r’iﬁd DHR/SSA purchase group home services from private vendors.
Small Residential Center The small residential centers funded by the ACA; JSA;

and MRDDA are more structured and restrictive than either the ALU or group home.
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There are two short-term (45-60 day) facilities for chemically dependent adolescents

that have the capacity ibisrerve four handred (400) adolescents per year. B
For mentally retarded children and adolescents a small residential center is often their

first step in moving from an institation into the community. These facilities house an

average of fifty individuals with moderate to profound levels of retardation.

The JSA has one small residential center which it stalls for thirty (30) males. A
school is also located on the grounds of the center- o
Non-Public Special Education Facility This is an approved non-public educational

facility which provides 24-hour special education programiming and personal care to
handicapped children. o B
Residential Treatment Center Residential Treatiient Centers aré sell-contained

psychiatric facilities for intermediate to long-term treatment of children and

adolescents with severe and chronic mental disorders. 7 B
Within Maryland, residential treatment is provided at three state-operated Regional
Institutes for Children and Adolescents. Additionally; residential treatment center
servics may be provided through purchase-of-care or contractual agreements in four
private, non-profit facilities (Edgemeade; Villa Maria, Woodbourne, and Good
Shepherd). : o

Special Education may be provided as a service i a residential treatment center. o
For children and adolescents with mental retardation, there are five State Residential

Centers (SRC) which provide full-time residential care. Before any person is admitted
to an SRC, he/she receives a comprehensive evaluation to ensure that the SRC is the

least restrictive environment available to meet the individual's specific needs.
Psychiatric Hospital Psychiatric hospitals are highly restrictive intensive inpatient

programs for the treatment of severe mental disorders which require hospital-based
care to achieve stabilization and/or problem remediation. By Maryland law,

adolescents (under 18 years of age) must be located separately from aduls in State
psychiatric hospitals: Consequently, adolescent services are provided sejarately at

four adolescent units located at Crownsville, Finan Center, Carter Center and
Springfield. There are several private psychiatric hospitals which also have adolescent
inpatient units (Psychiatric Institute, Brook Lane; Sheppard-Pratt, Chestnut Lodge,
and Taylor Manor). o o -
Services include: (a) psychological and medical diagnostic procedures; (b) observation

treatment modalities iﬁéidaing ‘medication psychotherapy, group therapy, occupational
therapy, industrial therapy, Vocalionalrehabililptjqii;lggg@[iéﬁ, and miliet; treatment;
{c) medical care and treatment as needed; (d) supportive services; (e) room and

board. Both voluntary and involuntary clients may be served in this setting.
Detention and Commitment Institutions The JSA staffs detention institistions for

delinquent juveniles who need a secure short-term placement pending adjudicatory

and/or dispositional hearings. Commitment institutions, on the other hand, are for
adjudicated delinquent youth whom the Juverile Court has commited as in need of
care and treatment.



PROGRAM DESCRIPTIONS

Appendix €

ADOI:ESGENT RESIDENTIAL

CHEMICAL DEPENDENCE o
pivMH ACA/DAA

TREATMENT

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Shott term residential treativient (45-60 days)

Chemically dependent adolescents under 18; Maryland residents
White Oak Center (Eambridge): Jackson Cérniter { Cumnbetlaiid)
FY 86, 160 annually (est.)

An additional 300 adolescents

FY 86 $520,000 (est.); potential, private insurance ($300:000)

Statewide access

GROUP HOME CARE F OR

CHEMICALLY DEPENDENT

ADOLESCENTS pHiMH ACA/DAA

SERVICES
ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Groap liome

Chemicali; dependent adolescents under 18 who have corpleted residential treatment
(Under dev ... :est)

Estimated - <4 per vear
150-200 ann. -
Mi:i:;dpiiliiiii B;'ia;:‘.iﬁ

- AW o &ty

OUTPA";‘LJ"W IEE.RAFY FOR
_pimH ACA/DAA

CHEMICALL', CEPENDENT
ADGLESCEN S

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Couns=ling, outpatient 1+ 7chiain= therapy
Chemically dependent adolescents under 18 and their parents
Local health depantments
FY 86; 2000 adolescents (est.\
4000 adolescents
FY 86 $750.000 (est.)
Statewide
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ACADEMIC/VOCATIONAL R
PROGRAMS B pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION

FUNDING
AVAILABILITY

Day education; vocational education; individual counseling: and social progra nis

Ages 16-18; must be placed under thie sapervisian of ISA by the Jivenile Couit.

Private vendors reimbursed through JSA Purchase-ol-Services funds.

FY 86, 500 (est.)

750

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

Statewide

pHMH JSA

CLINICAL SERVICES

SERVICES
ELIGIBILITY
WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

Diagnosis, assessment and evalaation

Ages 17 and under; yoith rust be alleged to have commitied a delinquent act of to be a Child in

Need of Supervision.
JSA staif and individuals on private contracts; services provided in JSA institutions and in the
community.

FY 86, 8,000 (est))
FY 86, $322,422; need for $400,000 but no increase is anticipated.

Statewide

ZOMMUNITY ARBITRATION pHMH JSA

SEF.VICES

ELIGI3ILITY

WE:3 PRGVIDES

NUMB R SERY" 1i

POTENTIAL PSPULATION
< INPIN:

AVAIL M3t v

taformation and referral: individual and family counseling

Yonth aged 10:17 who commit a misdemeanor.

ISA stafi

FY 86, 4..:00 (est.)

8.650

FY 86. 5580 700; need 100 percent more funds. No increase is anticipated:

iliéiliﬁiaé Ci;ﬁ:;; Pnnce Gébrées Céﬁi‘iiy; Aiing Arunaej éo’unly. hnc:i é'ailimoré édunly
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COUNSELING pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Family and individual counseling; cutpatient piychiatric iherapy _
Aaéi 17 and ﬁﬁaéi sl be iiiiciii uhaéi the supervision of JSA 5y lhe juveniie édurt.
Private vendors reimbursed through JSA's Purchase-ol-Services program.

FY 86, 2,336 (est.)

4,000

FY 86. $1,100,000; need a 25 percent increase. No additional iumﬁng is anticipated.
Statewide

DETENTION ONLY

INSTITUTIONS

 oHvH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION

AVAILABILITY

Secure residential care; pending appearance in Juvenle (.

Ages 17 and under; must be alleged o be a delingu 5~ anc ! sered  dangei io sell of the

community,

JSA staifed and opera: «d

Average daily population FY 86, 156 (est.)

156

FY 86, $9:200,000; no additional lunds anticipated.
Montgoriery, Keit, Prince George's and Anne Arandel counitics.

DIVERSION ~ bHmH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Family, individual and group coanseling: recreation/iocial programs: and tutoring

Ages 10-17; must be referred by a ISA intake officer who has received a complaint alleging
Delinquent or Child in Need of Supervision behavior.

Private contractors

FY 86. 1,941 {est.)

1,541

FY 1986, $899,000: no change anticipated



FOSTER GRANDPARENTS pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION

- FUNDING
AVAILABILITY

Individual and family counseling; tutoring

All youths under the supervision of 1SA

Pait-tiine volinteers, aged 60 and oider, who are paid a small stipend
FY 86. 500 (est)

500

FY 86. $181.380; no change anticipated

Baltimore City. Cecil, St. Mary's, Baltimore and Dorc,.<stér counties,

G00D SHEPHERD

DAY SCHOOL pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMGER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Family and individual counseling; day education
Fe]'pale;y?emles who are ninth graders or above; must be alléged 6 be a béiin’quen’t or Child ih
Need of Supervision

Good Shepherd has a contract with JSA.
FY 86, 42 (est.)

4z

FY 86. $78.553; no increase is aniicipated

Serves Baltimore City and Baltimore Coiity

GROUP HOMES

DHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

. NUMBER SERVED
POTENTIAL POPULATION

- FUNDING
AVAILABILITY

Individual group and family counseling: recreation/social programs: out-of-home placement in the
community

Ages 17 and under; must be committed to JSA for placement by the juverile Court:

JSA stalfs and operates two group homes in Baltimore City: JSA contracts with privaté véndors
for other group homie placements.

FY 86, 159 average daily population (est.)

Approximately 200

FY 86, $2:603,243; nieed 25 percent increase. No increase is anticipated.

B?iﬁ@qre (;xty }iiiég&ﬁy, fié&&iéﬁ. Montgomery. Prince Georges. Kent, Anne Arundel,
Baltimore, St: Mary's and Carroll counties.
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GHARLES H. HICKEY

SCHoOL. DHMH JSA

SERVICES
ELIGIBILITY
WHO PROVIDES
NUMBER SERVED

POTENTIAL POPULATION

Detention institution; commitment institation

Males 7.17 for detention ard males 157218 (o commitment; youth must be an alleged
Delinquent.

Staffed and operated by JSA:

FY 86 detention, average dally population of 40 (est:): commitment. average auiiy population of
390

430

FUNDING  FY 86, $11.162,462; no increase anticipated
AVAILABILITY  Statewide
IN-HOME ALTERNATIVES
TO DETENTION AND S
. COMMITMENT PROGRAMS  puvu JSA
SERVICES Individual and family counseling
ELiCiEILlTY Ages 10-17: must be detained or commited by the Juvenile Court, then selected for one of these in-
home programs
WHO i’R()VYDES Both JSA a~d private contractors provide these progranis:
NUMBER SERVED FY éé. community detention; 1,021 (est)); in-home commitment alternative. 480

POTENTIAL POPULATION

1.500

“UNDING Fy 86, $1.183,000: need for $1.5 million, but no increase is expected.
AVASLABILITY Baltimore City, Prince Georges, Anne Arundel, Hatord, and Baitimore counties:
R INTAKE ~___ pHMH JSA
SERVICES  Family and individusl counseling: information snd sefcscal
ELIGIBILITY  Ages 17 and under; must be refesied for alleged Delinquent or Child in Need of Supervision

behavior.

WHO PROVIDES  JSA saff
NUMBER SERVED Fy 86. 36,000 (est.)

POTENTIAL POPULATION
FUNDING
AVAILABILITY

36,000
FY 86. $3,384,233; no change anticipated

Statewide

(7]
7]
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MONTROSE SCHOOL pHMH JSA

SERVICES ijéii:iiliiiii institulion: commitment institsiticn
ELIGIBILITY Females 7-17 and males 7.15 years of age. 6niy deiinquents may be sent ti; Maiiiivse,
WHO PROVIDES Staffed and operated by JSA.
NUMBER SERVED FY 86, detention. average daily population 30 (est.); commitment, average daily popalation 240
POTENTIAL POPULATION 370
FUNDING  FY 86, $7.605.614; i increnas anticipated
AVAIL.:BILITY Statewide
MURPHY YOUTH .
- SERVICE CENTER DHMH JSA
SERVICES Individual counseling; day education; and vocational education
ELIGIBILITY  Must be 16 or older, adjudicaicd a Chid in Necd of Supervision or Delinquent and placed under
the supervision of JSA:
WHO PROVIDES 3SA operated and staffed
NUMBER SERVED FY 86. 100 estimaiec. average daily enrollment. The capacity is 100.

POTENTIAL POPULATION The Murphy Youth Service Center is meeting the need for this service in this geographic locat on.
A similar program in East Baltimore or about ten other locations in the state would each have a
potential population of 100 youth.

FUNDING FY 1956 $697,900; no increase is planiied: j'iitfe'rejs;é great nced for this type of program; but
academic and vocational training is not viewed by JSA as its miandate.
AVAILABILITY Baltimore City (one location).
PROTECTIVE SUPERVISION, s
| B PROBATION AND AFTERCARE pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUM':ER SERVED
POTENTIAL POS ;L ATION
*UMDING

AVAILABILITY

Individual, famil; and group courisciing: information and referral

2 a5t be adjudicated a U diiert, o a Child in Need of Supervision and placed tinder the
supervision of JSA.

JSA staif
FY 86; 7022 =11
ZY 86, $8,306.000: no change anticipated

Statewide



~ SHELTER CARE B

DHME JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Family shelter care; structured group shelter care

Ages 17 and under; must be alleged to be a Delinquent or Child in Need of Supervision and must
be a dariger 1o s«lf or fo the community.

Private vendors. JSA pays a daily rate to famiiies for family care, and a higher rate 1o a vendor
who provides structured shelter care.

FY 86, average daily population of 37 youth in family care (est.); structured shelter. average daily
population of 73

Need about 25 percent more shelter care lamily homes:
FY 86, $1,411,147; no increase expected.

Statewide

SMALL RESIDENTIAL

CENTERS, RESIDENTIAL

TREATMENT CENTERS,

____PSYCHIATRIC HOSPITALS DHMH JSA

SERVICES
ELIGIBILITY
WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

24.hour supervision; psychiatric, psychological and social services; day education:

recreation/social programs
Ages 17 and under; must be commitied to JSA for placement by the Juvenile Court.

JSA staffs and operates one center in Baltimore City (Maryland Youth Residénce Center), and
purchases care from privatz vendors in Maryland and other states: a major vendor is Good
Shepherd Center.

Average daily population FY 86, 303 (est.)

There is a need for a 25 percent increase ini placesieiits.

FY 86; $6,292,000; need 25 perceit increase. No additicaal funds are anticipated:

Baltimore City, Baltimore County, Prince George's County, Montgomery County, Howard County

and Washington Coanity, and several out-ol-siaic vendors.

pHMH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Individual counseling; recreation/social programs; and tutoring

Ages 17 and ender; must be alleged to be a Béiiﬁdhéﬁi or Child in Need of Sug: rvision;
ISA stalf coordinate the efforts of volunteers who are student interns and private citizens.
FY 86, i,830 (est.)

2,000

FY 86, £102,892; no increase anticipated

Statewide
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YOUTH CENTERS ~ pumH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILIT Y

Commitmenit institutions

Mules aged l.':'t"/i; 18 who are comintted to the ciire and i‘iiili)dj’ of JSA diie to i)i;mg found to be o
Delinquent:

Operated and staffed by JSA.

FY 86; 234 (est))

234

FY 86, $3,478.448: potential lunding: $4.700.000 45 195 new youth centers will he added within
one y 2ar.

Gar. :tt and Allegany counties. Youth centers will suon be comp'ete in Carroll and Charles

sunties.

YOUTH SERVICES BUREAUS  pumH JSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL PGPULATION
FUNDING

AVAILABILITY

Community caﬁééiiéﬁjijiérrﬁdiihﬁ and relerral: family and individual counseling: sacial progianis;
tutoring; and parent edi«canon

Al juveniles aged 7-17, niot uidei the supervision of JSA.

Each yiibiii services bureau 1s a separate private conlractor.

FY 86, 30.000 (est.)

40.000

FY 86, 51,879,689 general lunds: 4 25 percent increase is nevded. 1o increase ic anticipated.

f?ha'é are 20 youth services bureaos Eiiiieﬁ'irijg.jﬁie,\‘ are in Aﬁﬁﬁﬁijli;. Bethesda. Bowie: Carrol!
Caunilly, Dorchester County. Dundalk. East Balimore: Bailimore County Gaithersburg,
Glenarden. Greenbelt, Hariindale, Laurel. Citonsville, North Central and Northwest Biltimore

City, Parkville. Rockville; and Charlotte Hall:

COMMUNITY MENTAL HEALTH,
INFANTS AND

'YOUNG CHILDREN pHma MHA

Q

ERIC

Aruitoxt provided by Eic:

SERVICES

ELIGIBILITY
WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

Community education: primaty healih cire (well-baby clinics); information and referral; programs
16 identify and prevent developmental probiems in :it-risk childie i parent educ tie.n or other parent
support programs: diagniosis. assessmenl, evaluation, and medical servic

and individial counseling; outpatient psychiatric therapy; and day édﬁééﬁo’h’/lréh’iiﬁénl programs

es coordinaion; [amily

Infants and young children and their [amilies
Community mental hiealth elinic; ihere are no direci ourchase-ol-service agreements in the special
prograims,

FY 86. 221 {est.)

FY 86; $425.800

Bowie Therapeutic Nursery. Southern Maryland Region: Chidren'< Giiild, Ceniral Maryland
Region: University of Maryland Early Infancy Psychiatric Traning Program, Central Maryland
Region (training only); and Regional Center for Infants and Children, Souathern Maryland Region

7



COMMUNITY MENTAL o
HEALTH CLINICS puvH MHA
VICES Commumly educahonl information and refertal; dxagnosls assessment, evaluation and medical

services coordination; family and individual counseling; and outpatient psychiatric therapy. Some

Wi
m
”\

community mental health clinics also provide primary health care; hotliries aid telephone

fessages; programs to identily and prevent developmental problems in at.risk children: and parent

education or other parent support programs.
ELIGIBILITY Children and adolescents and their families who are citizens of Maryland, regardiess of their ability
to pay

WHO PROVIDES Grants to mental health clinics; some receive supplcmenlal fundmg from other sources such as local

fonids: No direct purchase-ol-service agreements; but community mental health clinics may use

MHA grant funds to purchase specific services.

NUMBER SERVED  FY 85,4715 chilc. | and adolescents under 18
POTENTIAL POPULATION Approximately 3 percent of children and adolescents require professional care from mental health
specialists.

FUNDING FY 86 53 2 million (est.). It is anticipated that if lhe under 21 y years of age medical ophon is

accepted in Maryland, funds would be utilized toward expansion of mental health services for

children and adolescenits.

AVAILABILITY  Statewide |
RESIDENTIAL ——
__ TREATMENT CENTERS puvd MHA

éERViCES blagnoau. assessment, evaluahon and medical seiices coorﬂma!non. farmly and individual

counseling; outpaticiil psychiatric therapy; day education/treatment programs; recreation/social

programs; personal care; transportation; vocational education and transitioning prograriis: tGtoring;
group therapy; and milieu therapy

ELIGIBILITY Long-lerm and severe mental disorder; trealinient needs lhak cannot be met through available

communily-based programs; between 12 and 17 years old (age limit may be waived in appropriate

cases). A RICA may not admit a child or adolescent who has a primary diagnasis of alcoholism,

drug addiction; or severe brain damage; of cognitive deficits which severely limit the individiial's

ability to use the treatment modalities provided:

WHO PROVIDES Réifaéﬁﬁﬂ Géii;ié;i is provided at three slale-operaled Reglonal Institutes for Childrer and

Adolescents (RICA); MHA also provides funding through contract for Villa Maria which is a
licensed residential treatiric it center for children.

NUMBER SERVED  FY 86, 260 beds (est)

FUNDING FY 86, $7.773.247 (est.) for RICA’s; sormie local education funding (LEA) is not included; Villa
Maria, $2,600,000

AVAILABILITY RICA I (Baltimore) - Baltimore, Ania Arundel Cai'iiill Harford and Howard éounlles and

Baltimore City; RICA Il (Rockville] - Montgomiery; Prince Georges's and Frederick counties:

RICA I (Cheltenham) - St. Mary's, Calvert, Charles and part of Prinice George's counties; Villa

Maria, which is located in Baltimiore County, serves the entire state. These catchment areas are
being renegotiated to enable greater access to RICA's statewide.
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SERVICES

ELIGIBILITY
WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

DAY TREATMENT pumd MHA

Diagnosis. assessment; evaluation and medical services coordination: family and individual
counseling; outpatient psychiatric therapy: day education/treatrent programis; recreation/social

programs; personal care; iransportation; vocational education and transitioning programs; tatoring;

and group therapy

Children and adoleicents 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 | - Baltimore, Harlord; Anne Arande, Carroll, Howard counties and Baltimore City; RICA
11 - Mantgomery, Prince Georges's and Frederick counties: RICA il - Prince George's, Charles,
Calvert and St. Mary's courities; Fredenick County Program - Frederick County only.

INPATIENT PSYCHIATRIC puMd MHA

SERVIC'ES

ELIGIBILITY
WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

Diagnosis, assessment, evaluation and medical services coordination; family and individual

counseling; outpatient psychiatric therapy; day education/treatment programs: recreation/social

programs; personal care; transportation: vocational education afnd transitioning programs; tutoring;
group therapy; and milieu therapy

Individuals under the age of 18 years who have mental disorders requiring care and treatment in a
psychiatric inpatient program

MHA provides inpatient psychiatric iiéiii‘h;éiij ljg@ugii irbru'r;acjbj'esc'eﬁir units located at the

following state hospital centers: Crownsville; Finan; Carter and Springfield:
379 admissions
Incladed in total facility budget

Statewide access

THERAPEUTIC GROUP HOMES pama MHA

SERVICES
ELIGIBILITY
WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Community-based residential care; treatment; and case management for severely disturbed children
and youth

Individuals under 18 years of age who; because of a mental disorder, requiire residential services
not available in the home

Private providers through MAA funding (In FY 87, JSA and SSA will contribute through a
cooperalive funding plan.)

FY 86, 20 beds
209 youth
FY 86, $410,000; FY 87, $835,000

Southern, Eaitern, and Central Maryland
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CRIPPLED

CHILDREN’S SERVICES pami MRDDA

RVICES

w
m

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Community educalion, information and referral, programs to identify and prevent developmental
problemis ini at-risk children, parent education and parent support; evaalation, assessment and
diagnostic service coordination; family and individual counseling, day care; specialized equiprient,
and specialized medical services

Individuals under 21 years of age; who are residents of Maryland, with handicapping conditions;
eligibility is based on health need rather than finaricial circumstances alone. T'otal family situation:
other illness, medical expenses in the family, cost of health care. and duration of condition or

handicap is considered:

Service delivery and coordination responsibilities are shared with the 24 local Kealih departments,

community health égéhéiéi;iriﬁdﬁ approved private providers. Reimbursement is provided to
attending clinicians for in-hospital care; as well as réimbursement for therapies and specialized

equipment/devices. Grant funds are awarded for various services/programs.
FY 86, 14,000 (esi.)
F'Y 86, general funds, $3,558,300; federal funds, $1,478,491. Yearly incremerts deperid on

inflation in the general economy.

Stalewide

_SUPPORT SERVICES

FAMILY o
pHMH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

AVAILABILITY

Family and individual counseling, recreation/social programs; day care; specialized equipment and
housing adaptations; transportation; specialized medical services, information and referral, parent

education and parent suppor, evaluation, assessment and diagnostic service courdination

Children/adolescents with developmental disabilities yunger than age 22 for whom support
services are needed (o assist in the prevention of out-of-home placements

Individual grants to The Kennedy Institute, Frederick County Association for Refarded Citizens,
Calvent Association for Retarded Citizens, Jewish Social Service Agency, and the Epilepsy

Association of the Eastern Shore
FY 85, 150

8,891 io 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 fands

from the Developmental Disabilities Council - federal funds) yearly increments depend on inflation
ini the general economy

ééiﬁﬁj&é City; Baltimore, Frederick; Calvert, Monlgoiﬁéﬁy counties, and nine Eastern Shore
counties



mahg’mUAL FAMILY o
PLACEMENT pimH MRDDA

SERVICES
ELIGIBILITY
WHO PROVIDES
NUMBER SERVED

POTENTIAL POPULATION

FUNDING
AVAILABILITY

Specialized family care

An individaal with migital rc(ardahon in need of assistance .md requiring removal from current

living situation due to any of a variety of reasons mcludmg inappropriate behaviors, or being in

need of protection

Special payments to indwiduals who &tified by ihe MRDDA 16 provude specuallzed famnly
care
FY 85;35

MRQ?{Q is Iookmg at the wholc concept of ¢ community-based individual family placements and has

drafted regulations for such: It is the Administration’s intent to gradually shift the operation of the
individual family placement programs which are currently operated by state residential centers to
interested community providers.

FY 86, $167.600

Southern; Central and Western Maryland regicns

COMMUNITY RESIDENTIAL

SERVICES FOR MENTALLY —

_____RETARDED PERSONS DHMH MRDDA

Q

ERIC

Aruitoxt provided by Eic:

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING

AVAILABILITY

Alternative Living um(s. group homes. small res»dc .hal centers, parent education and parent
support, evaluation; assessment and dlagnostlc sérvice coordination, recreation/social programs,

transportation

Children/adolescents younger than age 22 with miental re(ardahon who are most at risk of

institutionalization. without the provision of alternative out.of-home residential placemi: U
Medicaid Waiver clients — individuals who were living at state residential centers (SE.T:, are

recipients of or eligible for Medical Assistance; are certified as being in need of ICF/MR level of

care. and are determined appropriate for community services through a joint process that includes

the SRE clignt, the SRC interdisciplinary team, and the community provider agency.
lndividual grants to 16 non-profit con::: unity agencies in FY 85
FY 85, 150

The total number of commum(y resldennal beds ior mdwuduals of all ages has increased frot ; less
than 400 in 1978 to more than 2; quiargygpa(cd in FY 86; approximately 2,600 individuals

remain on waiting hsts for MRDDA services.

Ceneral funds FY 85; $1;543,922: A claim has been submn“gd for parhal reimbursement from (he

federal Medicaid Waiver program, but a determination has not yet been made. The poss»b{llty of
further expansion of Medicaid Waiver i may result in maximizing lederal financial participation.

Statewide
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PURCHASE OF CARE v MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

Individuals who are severely educationally hindicapped and whose needs cannot be met through

existing programs

Non.prafil comimiunity residential providers within Maryland: varioas Level 6 residential treatment

centers outside Maryland
FY 85; 23
FY 85 5304.8615 {est.): yearly incremients dipenid o inflation in the general economy

Statewide and throughout the country

COMMUNITY RESIDENTIAL
SERVICES FOR NON-RETARDED o
DEVELOPMENTALLY DISABLED puvH MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION

FUNDING

AVAILABILITY

Alternative living units; group jiqgrjeg parent education and parent suppont; evaluation; assessment

and diagnostic service coordination; recreation/social programs. transportation

An individual whose sisability is attributable to cerebral palsy, epilepsy: autism dyslexia, or any

other neurological malfunction or disorder: cani bé expected to continue indefinitely; and is a
substantial handicap to the ability of the individual to function normally in society

FY 85; approximately iivé children

Applying nationally accepted prevalence statistics, it s estimated 8,000 to 15,000 chiidren in

Maryland are developmentally disabled

cost of services for persons who are nion-retarded developmentally
disabled is $16:000 There is an anticipated increase in services for victims of ‘ragmatic head
injuries. Annual cost of non-medical services is anticipated 1o be $35,000; yearly increments
depend on inflation in the general economy

Statewide

SUMMER DAY PROGRAM __ puvu MRDDA

SERVICES
ELIGIBILITY
WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Recreation/social prograris
Children/adolescents with developmerital disabilities
Individual grants to government entities (health departments, depariments of parks and recreation)
somie of whom subcontract with individual providers. There are a total of 28 providers of
MRDDA -funded surimier day programs.
FY 86. 1.953
67 percent to 1.16 percant of general population younger than 22 years
FY 86 $247,692. general funds; yearly increments depend on inflation in the general economy
Statewide
64
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STATE RESIDENTIAL

CENTERS , pava MRDDA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED

FUNDING

AVAILABILITY

Eiriiiiimio'ﬁ. assessment and diagnostic service i‘if:ir'riiiiiiirliovi; dilﬁréd@ii‘éiiiiiii; recreation/social
progranis; specialized medicai seivic = volunteers; full-une residential care

Findings of a comprehensive evaiuation determinie that the individual is mentally retarded: and. for
protection or adequate habilitation, needs habilitation services; aind tkere is no available less
restrictive form of treatnient that is consistent with the welfare and salsty of the individual

Fi\:@ s’lh'ggitj\}}ﬁa/ﬁp&aiéd state residential centers serve childien: Rosewood, Great 65«5. Hiilly
Center: Potomiac Ceiiter, and Highlind Health Facility

FY 85. 269

Itis anticipa‘ed that there will be & 40 percent decrease in the total number of SRC ficensed beds
between 1983:1993. with 4 total of 1,664 beds avalable in 1993:

$9.308.207 itased on an average cost of $34,603 lor serving an SRC clieni, February 1984 to
January 1985). FY 86 total allocation to all SRCs is $78:740.000: children/adolescents comprise
approximatély 14 percent of the SRC population.

Statewide

CASE MANAGEMENT,
SERVICES COORDINATION  pamu MRDDA

O

ERIC

Aruitoxt provided by Eic:

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENT!AL POPULATION
FUNDING

AVAILABILITY

Community education, information and referral: pareiit education and parent support programs,

evaluation, assessment and diagnostic service coordination: family and individual counseling

An individual with mental retardation; or an individual who is non-retarded developmentally
disabled, is currently receiving services through the MRDDA: :ind has been specilically identified to
receive services coordination (Every client in the Medicaid Waiver program receives services

coordination. )

Calvert, Charles: Prince George's. St. Mary's. Worcester, Baltimore City, Baitimore County health
depariments; Frederick County Association for Retarded Citizens {for Central and Western
counties); Montgomery Family Resources; Holly Center Foundation (lor Eastern Shore counties).
FY 85, less than 200 children/adalescents

Total number to be served in FY 86 (adiilts and children/adolescents) 2.140

FY 85 average arnual per capita, S958 general funds; yearly increments depend on inflation in the

general economy: possible reirmbarsermient of federal funids through the Medicaid Waiver program

Statewide

[+2]
[9)]
|



ADOLESCENT PREGNANCY .
AND PREVENTION piMH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Provides ar Adolescent Case éb&iﬁ:iiiiéiai — communily based mulli-service person 16 assist the

Adolescent Pregnancy Prevention program in dealing with problems of parenthood

Pregnant, pareiting, or adolescents ai risk of pregnancy who present themselves 1o the

participating local health departmerit

A Case Coordinator, who may be a social worker. a community health nurse, or a person qualified

to perform coordination

1.333; aged 17 and under

Approximately 16.000 sexually active teenagers aged 14 1o 17
FY 86, $213,000

Baltimore City. Caroline, Cecil, Charles, Dorchester, Garreit, Kenl. Prince George's, Queen

Anne's, St. Mary's; Somerset, Talbot, Washington, Wicomico, Worcester counties.

LOCAL HEALTH DEPARTMENTS puMH PMA

SERVICES
ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Preventive health maintenanice; preventive health screenings; referral: follow.up

Age range varies. Some clinics serve children from birth to age five; others serve children to age
21. Of the 24 jurisdictions; 22 provide services {Talbot and Dorchester do not). Approximately 80

percent are “gray area” and 20 percent Medical Assistance,

Interdisciplinary staff of local health departments

Approxiiiiately 61,000 in 1980

All children in Mii-yliﬁil from birth to age 21, approximately 1.4 million.

Title V, itate .nd local funds (through case formula); and the EPSDT (Early and Periodic

Screening; Diagnosis and Treatiierit) program through Medical Assistance

Statewide

~ HEREDITARY DISORDERS

v PMA

SERVICES

ELIGIBILITY
WHO PROVIDES
NUMBER SERVED
FUNDING
AVAILABILITY

Full range of genetic services incl: ang education; counseling, diagnosis, and treatment; also

newborn screening and follow-up of abnormals and identified cases. A birth delects reporting and
information systemn provides information as requested lor families of children with birth defecis.
AFP {alpha-Ietoprotein) screening program provides counseling/follow-up for women with

abnormal resalts; Genetics éducation programs are available. Sickle cell testing/counseling,
education available.

Maryland residents

Clinic centers staffed by board certified M.D./Ph.D. geneticists, and board certified genetic
counselors. Otherwise, appropriately Irained and centifisd providérs, such as nutrilionists, for PKU
follow.up.

FY 86, 72,000 (est:)

$639,000

Statewide
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HIGHRISK ——
INFANT FOLLOV/-UP pavH PMA

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Follow-up care of irfants disch>g.d from regisnal interisive care niurseries. Services include: parent

and farily siipport services through ongoing relationship with the commarity health nurse, )
including regular conic ~ts, counseling, and referral; assessment by the community hea!:h;qq;gq of
infant’s growth and developmental progress at time of discharge, at 4.6 months and 12 months;

and conitact and consultation with parents; as needed.

Admission to regional intensive care nursery; infants with identified biomedical and environmental

fiéiﬁ?d community health nurses in participating county healih 3&;55&(}655&3 have responsibility to
follow their own caseloads.

2000

All infants mieeting the criteria for high risk follow-up; approximately 2000 infants discharged from
seven Maryland regional intensive care nurseries

FY 86, $248.600

Baltimore éi’i'y’. Baltiraore County; and Washington Courity

__IMMUNIZATION

bt PMA

SERVICES
ELIGIBILITY
WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION
FUNDING

AVAILABILITY

Vaccination of children and adolescents
None

The Immunization prograim parchases measles, mumps, rubella (MMR); and oral polio vacciries

(DPV) and provides them to local healih departments at no cost. The program also contributes

Yunds to local hiealth departments for the purchase of DTP vaccine: The vaccines are administered
in local health department clirics:

FY 86, 85.986 (est.)

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

During FY 84; the lmmiunization program spent anpoxinately $200,000 in direct assistance
federal lunds on MMR and OPYV vaccines. In adition, it pruvided $9,700 to local health

departimients to supplement their purchase cost for DTP vaccine:

Statewide

. LEAD POISONING PREVENTION puvH PMA
SERVICES Screening for increased lead absorption: medical counseling about effects of increased lead
absorption; ndtritional counseling; and environmental counseling
ELIGIBILITY Children aitending child health ciinics and children receiving Medical Assistance
WHO PROVIDES All EPSDT providers; all local hiealth departiments with child health clinics
NUMBER SERVED In 1983 approximaicly 45,000 children were screcned in Maryland

POTENTIAL POPULATION
FUNDING
AVAILABILITY

Al children under five years of age
Title V funds, matching county case formula funds, Medical Assistance for EPSDT children
Statewide

67

79



—— e ————

EARLY AND PERIODIC SCRES E’ﬁmc,
DIAGNOSIS AND TREATMENT S
(EPSDT) pivH PMA

SERVICES
ELIGIBILITY

NUMBER SERVED

POTENTIAL POPULATION
FUNDING

AVAILABILITY

Coﬁ:brei\éﬁsiviéiij?’aﬁi'i care (including preventive. acute and long-term or ti’lronic); outreach; and

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

The state Medicaid program within DHMH purchases health care for eligible clients from a variety
of certified EPSDT providers statewide: 22 local health departments: Children and Youth clinics in
Baltimore City: HMO's; CHC's; and approximately 250 physicians in the private sector:

56.946 in FY 84
Approximately 160,000 eligible children at any given fime

In FY 84 the Medicaid Program paid $1.9 million for preventive screenings as follows: $406.253
to local health departments for 13,142 screenings: $113.901 to HMO's for 3,488 screenings:
$539,040 to C&Y elinics for 17,968 screenings; $840.806 to private physicians for 22,348

screenings. In addition. beginning in FY 86 Medicaid will provide $1 million to local health
departments for outreach and case management of EPSDT clients. Medicaid is planning to
increase its reinmbursement fee for EPSDT screening (preventive) visits;

Statewide

MARYLAND REGIONAL

NEONATAL PROGRAM pumMH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
FUNDING
AVAILABILITY

Nine designated regional nurscries provide comprehensive diagnostic and treatment services for

high-risk newborns. The program is based at MIEMSS and is directed by Johns Hopkins and the
University of Maryland. It provides an emergency neonatal transport service as well s utreach

education. The focus of both transport and sutreach is the aciite care of distressed infants;
Any newbom requiring medical care which i beyond the capabilities of the local hospital.
Regional neonatal intensive care units (NICU's}: Johns Hopkirs; University of Marylaad, Franci
Scott Key; Sinai; Me*réz;/sil; Agnes, Greater Baltimore Medical Center; D: C; Chiildren’s, and
University of West Virginia. Transportantion and Outreach: MRNP/MIEMSS; Johns Hopkins;
and University of Maryland

650 transports a year; NICU admissions to Maryland Hospitals, esiimated 2000 a year

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

Al NICU's in Maryland are in the Baltimore area: D.C: Childrer's Fospital serves sesidents in fhe
D.C: area. The University of West 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 f*
PRENATAL CLINICS pivH PMA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Provision of prenatal eire: identificition of high-risk patients: referral of high-nsk patients

Services are available for all pregnant indigent patients; patients on Medical Assistance, and. )
patients who desire to have their prenatal care through the 'ccal health department :ind ire charged

according to the sliding fee schedule:

Services are provided in participating local health departments with persgnnellunded lbrguuh case
formula; Title V. Block Grant money and personnel provided through the main office (certified

nurse midwife physicians). Local health departments hire physicians for maternity clinic coverage.
FY 84, 8.856

“Gray area” patients, who are now 54 percent of all registrants. will increase due to a shifting of
this population from the private sector to the public sector: Presently; 36 percent of all registrai.-.
are onder the age of 19;

FY 85 funding. $270.982; through MCH 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 ___ prmn PMA

SERVICES

ELIGIBILITY
WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

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

Envollment in school

See Section 7-401 Public School Laws of Maryland. Joint iidate of local education agencies
and local health departments, In 19 subdivisions; services ptovided by the local health depariment:
in four subdivisions, services provided by the education agency; in Baltimore County, education
provides secondary school health services and the local health department provides elementary

school health services:

Approximalely 673,840 (1984) enrollees
Sarme

Title V, case formula

Siaiéwidé

SPECIAL SUPPLEMENTAL FOOD
FOR WOMEN, INFANTS,
AND CHILDREN pHMH WIC

Q

ERIC

Aruitoxt provided by Eic:

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Supplemental niitritious food as well as limited health appraisal and nutrition education
185 percent of povéi'iy Icvel which 'cu'ri'en'liy is 515365 for a iiiniij oi iour

Local health departments, commanity aclion agencies, private agncies

FY 85, 48,500

108.000

FY 86 gZO mllllon

Statewide



DAY CARE . DHR SSA

SERVICES Purchase of Day Care for income eligible and special ieeds chi'dren

ELIGIBILITY  Phionily given to lowincome, sorking parénts. Children referred duc to abase or neglect, for whom

day care is required as part of a service plan; will receive care without regard lo income;
WHO PROVIDES  Purchased from family day care homes and group day caré conters g
NUMBER SERVED  FY 86, 7445
FUNDING  FY 86, $16.350,000 :
AVAILABILITY  Statewide

FAMILY SUPPORT CENTERS

SERVICES ervices designed to enhance parenting skills. Structured “parent education” classes may be a part

of this service. Centers will provide: parenting enhancement activities through informal interactions,

role modeling; and other parenting support services; health care counseling and other services to

avoid unwanted pregnancies; diagnostic and assesst ;ant services o identify developmental
problems of the young parent and the child; child care as necessary 15 allow participation in the
activities of the centers; peer support activities, including recreational and social activities; ]
educational services as appropriate such as GED and post-high school classes; job preparation and

skill development as appropriate to assist parents secure or maintain érmiployment.

ELIGIBILITY Parents of young children (birth to age three); with emphasis on adolescent parents. Persons who
do not meet the définition of parents with young children referred to other piograms or services.
WHO PROVIDES  Commurity agé+ - under contradi io DHR
NUMBER SERVED  FY 86, 500 pare...r with young children (est.)
POTENTIAL POPULATION In Maryland, 8;771 births sccurved is mothers ags 20 or younger in 1983. In Baltimore City,

over 3,000 adolescent girls gave birth in 1983. Because demographic information indicates no
dramatic change likely in these trends, the potential population for family support centers is
estimated conservalively at 8,700 mothers and an equal number of fathers and also of babies, for
a total potential population of at least 26,100 persons.

FUNDING  FY 86; $397:000 (general fuds, $297.000; ihe Aaron Siraus and Lillie Straus Foundation and

the Morris Goldseker Foundation have each contributed $50,000 to the program:;)

AVAILABILITY  The program is planned statewide. Intially the centers are in Anne Arandel County, Prince

George's County; and Baltimore City:

_ FOSTERCARE — DHR SSA -

SERVICES Ermergeiicy/shelter care, foster family care; specialized family care, group homes, residential

treatment ‘

ELIGIBILITY- - Agg abandoned, abused; neglected or dependent child committed to the local department of social
services
W' OOVIDES  Local departments of social services
N VED 5,000 children (October, 1985)
~NDING Board payments - $19,452,000; social services in local depariments - $16,800,000
AVAILABILITY  Statewide
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H.E.L.P. RESOURCE PROJECT

ELIGIBILITY
WHO PROVIDES
NUMBER SERVED

FUNDING
AVAILABILITY

Community Fducation and other activities 1o prevent child abuse and neglect. The HLFIL.P.
R'esiii.li'i;ijrf'i'ii;i-i:i provides a ranges of matenals to schoals; comninily avencies iind other groups
to assist them ini child sbose prevention. HLEL.P. stalf provide or promote traning of social
workers, allorneys; judges; law enlorcemeit agerits wind health prolessioanls i the area ol child
abuse and neglect prevention. With federal lunds; H1.E:12:P: admiinisters child abuse and prevention
t?nm-gr:«ii‘ih.

The H.E.L.P. Project serves as a resource to any group/organizalion/agency/prolessional
interested iri the area of abuse and neglect prevention. H.E.L.P. mini-grants are availible t6 any
non-prolit private or public organization:

Mini-grants are awarded to community agencies

The training and information provided through H:E:L:P: reich several thousand individuals each
yéar.

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

Baltimore City, Baltimore, Garrett, Howard, Monigomery, Washington and Wicomico counties

INTENSIVE FAMILY SERVICES

SERVICES

ELIGIBILITY
WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

LA

ERIC

Aruitoxt provided by Eic:

Farmily and individual counseling, teaching parenting skills; child development; erisi ii‘irlfi\'r?é;rilriréi'ii,i

application of family services technidues, on-going case assessmenlt, purchase of concrete services

{food, clothing, shelter, day care. transportation; respile care), and purchase of specialized services

(diagnostic testing, family therapy. psychialric treatment, substance abuse or sexaal abusé

treatment)
Families ini which & child is at risk of foster care placement

Local departments of social services - family assessment; counséling, informatior and relerral,

transportation, appilication of family services techniques, crisis intervention; parenting skills, family
systems training; child development information; purchased - specialized testing and evaluation;
shelter, career training, in-depth counscling and skills training; household needs, transportation,
respile care, specialized in-depth treatments

FY B6, 600 lamilics

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

FY 86. $1.200.000

Baltimore Ca!yLFredalcR. Wéé}iiﬁ’griiiri’.iéﬁaﬂeﬁi. St. Mary's, Calvert; Cecil: Harlord; Anie
Arundel, Wicomico, Prince George's. Montgomery and Baltimore counties.



PROTECTIVE SERVICES

_FOR ZHILDREN ___ pHrSSA

SERVICES
WHO PROVIDES

NUMBER SERVED

POTENTIAL POPULATION

FUNDING
AILABILITY

Investigtion of child abuse, family and individual counseling; as patt ol continuing protective
services

Protective services investigations are provided for ailiéiqugrlgj/igpgggug of child neglect and abuse.
which come 1o local departmienits of social services. Continuing services are provided 1o iill Firiiilies
who reqiiire the service.

Protective services stall, locaied in local depariments of social services; with cooperalion in
investigations from local law enforcement agencies

Referral/investigation: - | 7,400 (1otal received for FY 85). continuing cases - 4,100 (average
monthly caseload)

Ia the past two years, the rate of child abuse reports has increased by approximately 20 percent

per year. There is little expectation that the increasing rate of rzferrals will decrease significantly in
the near future.

FY &6, $12,938,000

Statewide

" RESPITE CARE

bHR SSA

SERVICES
ELIGIBILITY

W'{O PROVIDES

NUMBER SERVED

AVAILABILITY

Respite care

Developrmentally disabled, or disabilty manilested prior 1o age 22, or disabling head injury
irrespective of age; injuries or disability are likely to continue ind ely: at least three limitations
exist in aréas of life activilies, such as, sell-care, language; learninig; mc5ility, self-direction,

capacity for independent living; or economic self-sifficiency
Purchaied from privale agency under contracts

FY 86, 615 children ﬁ’rb’iri a total caseload of 1229 persoiis)
A waiting list of 300 exists beyond present program capabilities
FY 86, $465,000

Statewide access

WITH CHILDREN

SERVICES TO FAMILIES )
DHR SSA

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Emergency/crisis intervention services; placement prevention services: family counseling; individual

counseling; inlormation and relerral services

Families with a gross annual income less than 80 percent of the median income
Local departments of social services

FY 85, 3000 (average monthly caseload)

Approximately 10 percent of the AFDC clients in Maryland; based oii recent trends
FY 86, $8,300,000

Statewide



SINGLE PARENT SERVICES _DHR SSA

SERVICFS
ELIGIBILITY
WHO PROVIDES

NUMBER SERVED

FUNDING
AVAILABILITY

Fanuly and individual caiiisiliniz ts well 53 relierril 10 Aappropriate Comnmty resourcies

oth iinder e T8 who are pregnant or af rok of preuanandy o Single parents with childeen under

three years of age

Local depirtinents of social services

FY 86, 1600 (est.)

R771 - The Murylind Céiﬂ'm}nr Health “atistics indicates that in 1983 there were 877{ iijrlﬁs o
women under agc 20. This figure . cpres s a minimum, polential single parent services population
when the at-risk potulations and sngie pirents with children ander three are considered.

Fv 86, $1.012.400

Statewide

____ SUBSIDIZED 4A90PTION pER SSA

O

ERIC

Aruitoxt provided by Eic:

SERVICES
ELIGIBILITY

WHO PROVIDES

NUMBFR SERVED
POTENTIAL PUFULATION

FUNDING
AVAILAPILITY

lﬁlé'rii'i’ailib'ri and relerral; lamily and individual counseling; speciali; «d equipment and adaptation:
assessments (psycho-social, medical, psvchintric!
Any fosler child who cannot be reunited with birth parents or extended birth familv. Majari: 5]

children served are speciil needs children.

Agen.y - information and referral: family and individual counseling: pre- and post-placement:
ion of child: adoptive home evaluation: (subsidized adopt. & - siibsidy paid to

psycho-social eva l v paid 1
family adopting special needs childreii: pre- and post-adoption): purchased - specialized equipment

and adaption: medical/psychiatric evaluation: adoptive home evalaation;

FY 86. 139 (average monthly caselosd)

Potent ol population is bised o those foster child-en for wham adoption will become the
permanenti plan. It is esumated that between 500-1000 children will enter adoption service

categori€s. There has heen a 3:10 percent increase i average moithly taseloads f closing cases

alter adeption with subsidized adoplions increasing at similar levels.
FY 86. $5.900.00

Statewide



SPECIAL EDUCATION -
PUBLIC SCHOOL ~_________ MSDE

SERVICES
ELIGIBILITY

WHO PROVIDES

NUMBSBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

Day education in the public zchool sysieim (! evel 1.V services)

A student who has been identified lii'roiuiﬁgiirijflry'c@j;jrj;jil assessments as having an édﬁééli@ﬁéiig
handicapping condition and who :-eds special education services provided and available in the
public school sysiem

All 24 local ediication agencies in Maryland
88,022 students duiring school year 1984-85 received Level 1.V special éducation services in the

public schocls of Maryland

Any child from birth through age 20; identified as ediicationally handicapped and in need of Level

L.V special education services by a local education agency's Admission, Review and Dismissal
Comimiteee.
FY 84, $255.053.850. local, state and federal educatic . funds; no major increase is anticipated

Services are available to all eligible students enrolled in a public school preyrain: in Maryland.

__ SPECIAL EDUCATION SERVICES

SERVICES

" ELIGIBILITY

WHO PRGVIDES

NUMBER SERVED
POTENTIAL POPULATION

FUNDING
AVAILABILITY

Education in nonpublic day school facilities and/or siate operated day i . . aval Vf Services)

A student, identified through educational assessments as having a handicapping condition, who
requires a comprehensive special educatioi selting for 'he entire school day in a special day school

#iiﬁ'r,qyg@ijéj@gblijc day schools located in Marylana and state:operated programs in cooperation
with local educati,n agencias

During the 1984-85 -hoe! year approximate - 1,273 handicapped students received Level V
services in a nonpublic day schoo! o: staie operated program:

Any child from birth through age 20 who is identifisd a3 educationally handicapped and in nead of

Level V noripublic special education services by a local education agency's Admission, Review and

Dismissal Committee.
FY éa. 59.393.930f no major increase is zirifici'p’a’i'ei:i

Servicss are available to all eligible students i Maiyland

SERVICES

ELIGIBILITY

WHO PROVIDES

NUMBER SERVED
POTENTIAL POPULATION
FUNDING

AVAILABILITY

ERIC

Aruitoxt provided by Eic:

EDUCATIONALSERVICEE @ MSDE
Eduication in nonpublic residential ia cifities and/or stai= operated progiams (Level Vi Services)

A siudent, identified through educational assessitients as having an educational handicappirg
condition; who requirés 24 hour special education programming and personal care

Approved nonpublic residential schools for the handicapped and state.operated residential

Programs in cooperation with local education agencies
685 handicapped students served during school year 1984.85 received Level Vi services.

Any child from birth through age 20. who is identified as educationally handicapped and in need of
Level Vi services by a local educatios agency’s Admission, Review and Dismissal Comitiittee

FY 84, $21,415.851 local and state education fands: no major increase is anticipated

Services are available to ali eligible students in Maryland.
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