ATTACHMENT A

LEVEL THREE THERAPEUTIC FOSTER CARE – SPECIAL POPULATIONS

Population Served:

This program is designed to serve children in custody of the Department of Children’s Services custody who suffer from the effects of severe trauma, physical and/or sexual abuse, and/or have significant attachment issues due to the trauma or early history of maltreatment.  The trauma/attachment issues the children have experienced have impacted their developing brains with resulting skill development impairment, as well as emotional and behavioral challenges.  They also have a loss of trust, faith, safety and capacity to connect with others.  

Children appropriate for this program are male or female, up to age12, low average or higher I.Q., currently residing in a level 3 or 4 placement or in another setting with little to no progress toward family based placement stability.  

This service will include:

1)
DCS will complete a thorough referral packet and refer children directly to the Program Clinical Team.  Referrals are also screened by the DCS Director of Kinship, Foster Care, and Adoption, or her designee.  The collaborative program team will review all referrals to determine whether the child is appropriate for the program, and whether a placement resource is currently available.  Additional assessment information may be sought before a final decision about a child’s acceptance into the program is reached.  Children will be accepted only if there is an appropriate placement resource available.  

2)
If a child is not appropriate for the program, or no placement resource is available, DCS will be informed of the reasons for this decision and will receive feedback from any assessment procedures that have taken place.  Information about the child will be maintained for a defined period of time, and DCS will be contacted if an appropriate placement resource becomes available.  The program will not maintain a waiting list. 

3)
Assessment of children will be ongoing from initial referral, and will be carried out jointly by Center Of Excellence and the clinical team.  The assessment process will involve record review, formal testing as needed, and interviews with significant individuals in the child’s life.  

4)
For children accepted into the program, the Clinical Team will create an initial child-specific treatment plan, including specific parenting approaches, initial roles of each member of the Clinical Team, child’s weekly routine, etc. 

5)
Placement decisions will be made by the Program Clinical Team, and based on review of complete assessment information on resource family and child.  Program Clinical Team will meet with potential resource family to present information about the child and the treatment plan.  Written information will be provided to the family, and the family will have the time and opportunity to consider the information, and to decide whether to proceed with the placement.   

6)
When a resource family agrees to proceed with placement, the DCS Resource Unit will be notified of a potential change in placement.  A Child and Family Team Meeting will be held to plan the process of informing and transitioning the child into the new placement, and to define roles of each member of the CFTM in the child’s ongoing treatment process. 

7)
A “transition plan” will be created, based on the child’s specific needs.  The transition plan will give the child appropriate information/control in the process, engage the child’s current caregivers/treatment staff, allow for acknowledgement and grieving of any significant connections child has made in current placement.  

8)
Each child and resource family will have a primary clinician, who will be supported by the entire clinical team.  The primary clinician will determine the frequency/type of contact needed with resource family, the role of contracted service providers, and the plan for management of crises/emergencies.  Families have access to assistance on a 24-hour basis.  

9)
The Clinical Team meets weekly, or more often as needed, to review child’s progress, modify treatment plan, respond to crises.  The resource family and the child’s DCS case manager are viewed as a member of the child’s team, and will participate on a regularly scheduled basis.

10)
If the birth family is involved, a visitation plan is determined, and birth family members meet with treatment team as determined by primary clinician.

11)
Support to the child and resource family is accomplished through the creation of a community of families and staff who are supportive of the treatment philosophy and are known to the child and family.  The physical facility itself is viewed as a welcoming and supportive location, providing a center for safety, comfort, support, and recreation.  Families will come together in the central location, and become supports for one another.  As an alternative to respite, another familiar resource family might care for a child for brief periods of time.  

12)
Achievement of permanency for children, based in their permanency plan, will be embraced as a treatment goal.  Resource families who parent children whose parental rights are terminated will be encouraged to make a permanent commitment to adopt them.  For children whose goal is reunification with birth family or placement with relatives, significant relationships will be nurtured, and family members will be asked to participate in treatment to learn meet the children’s specialized needs.  Time frames to achieve permanency will be determined by a child’s progress in treatment as well as a family’s willingness and ability to support the child’s treatment.  

13)
Services of an educational specialist, a behavior specialist, and an occupational therapist with sensory integration expertise will be provided via sub-contract as needed based on each child’s treatment plan.  

14)
Children accepted for placement will be placed through a subcontract with an agency providing therapeutic foster care.  Children will be placed with well-trained and well-supported therapeutic resource families.  The subcontractor will: coordinate recruitment of therapeutic resource families; participate in initial and on-going resource parent training, approval, and matching processes, along with Program staff; take responsibility for payment of monthly board payments to therapeutic resource families within guidelines established by Program staff; provide a Resource Coordinator to participate as an active member of the Program team as well as ensuring compliance with DCS Provider Policy Manual and child placing licensure requirements; provision and monitoring of wrap-around supports to the therapeutic resource family and youth; provide back-up crisis supervision to resource family and 24/7 availability in coordination with the contractor’s program clinical therapist.  

15)
The treatment approach will address four (4) major components of the child’s experience:

Trauma, grief and loss, attachment and identity

The treatment approach will be comprised of a multi-disciplinary treatment team approach with a multi-tiered support system and specialized wrap-around supports to the resource family.  The resource family will be primary team members.  The family systems approach is integral to this model.

16)
The following outcomes will be attained: 

· Resource families will demonstrate the capacity to support children’s healing and development, as documented by 80% placement stability.  
· 80% of the children accepted for placement with the program will have no placement disruptions during the first year.
· Children will make demonstrable progress in treatment/functioning goals set in their individualized treatment plan.  This will be measurable in an appropriate format, i.e. Child Behavior Checklist, Child and Adolescent Functioning Assessment Scale, or other instrument appropriate to the child’s specific treatment plan.  
· Children will experience growth in attachment capability through maintaining placement stability and developing a positive relationship with the family intended to be the child’s permanent family.  This will be evidenced by 80% of the children achieving permanency be reunification, placement with relatives, or adoption at the point of discharge from the program.  
· Dissemination/replication of the model will occur on several levels:
· The resource parent training curriculum and assessment tool will be made available for use by DCS and contract provider agencies
· Documented effectiveness of the model in the first year could become the basis for training for DCS and staff in other contract provider agencies, to equip them to utilize the assessment and treatment models.
· The Advisory Board will explore collaborations with other local agencies, Child Advocacy Centers, and Universities to assess the feasibility of developing trauma and attachment center(s) within the state. 
· The Advisory Board will explore funding options for expansion and development of additional programs on a statewide basis.  
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