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Charlottesville/Albemarle Commission on Children & Families

Children Needing Extensive Services Committee Charge

September 15, 2003

The CNES Committee is charged with ensuring the implementation of the five goals established as a result of the community roundtable discussion.  Those goals were:

1. Expand on the “team approach” of collaboration among agencies

2. Bring services into the communities where and when they are needed most

3. Improve the system of services for transitioning children back to the community following placement.

4. Tackle domestic violence in cooperative community efforts.

5. Fill the gaps in local services including assessment/diagnostic center and secure facility to provide continuum of services.

The Committee is further charged with making recommendations to the full Commission regarding those decisions that have broad or significant impact or implications from the identified goals and with providing regular and ongoing information and updates to the Commission on the activities associated with the strategies.
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Chronological VIEW of CNES process

September 1998-December 2003

	September 1998
	CCF holds first organizing retreat and identifies CNES as a top priority issue for 1999.  A sub-committee is established to further refine the issue.

	October 1999
	Sub-committee further defined Children Needing Extensive Services, identified achievable milestones, CCF members willing to dedicate time and resources to the issue, the compelling local need, history and resources and additional challenges for CCF on this issue.  CCF accepts the report of sub-committee.

	October 1999- July 2000
	CNES workgroup is officially organized.  Workgroup gathers and analyzes data of current CNES cases.  Issues first report to CCF inclusive of achieved milestones and further recommendations.

	August 2000-December 2000
	CNES workgroup hosts a roundtable discussion with sixty-five professionals and issues a second report outlining five recommendations asking the Commission to prioritize them and establish a new workgroup to implement the recommendations.  CCF indicates a desire to achieve all five recommendations but authorizes a new workgroup to recommend and implement a selection of next steps as outlined in the report.  New workgroup is the CNES Implementation Workgroup.

	January 2001-

June 2001
	CNES prioritized the recommendations and merged two into the top priority – Continue and expand upon the team approach of collaboration among agencies to plan services and provide case management for the children with the greatest need; and Improve the system of services for transitioning children back to the community from residential placements.  The Workgroup issued a progress report to the Commission that included a review of the cases originally studied in 1999-2000 to determine any change in patterns identified in the original report and a draft concept, structure, outcomes, membership and responsibilities of a new collaborative team model based on the Roundtable discussions.

	July 2001-August 2001
	Workgroup completed a sample walk-through of cases using the new collaborative team model and determined that the membership of the team, although comprised of senior level staff recommended from the Roundtable, did not generate any differences in the approach to case management or case planning than would have been provided by CART.  This resulted in the concept of the development of an “expert panel” of professionals in the community to staff CNES cases.

	September 2001-

October 2001
	Senior staff of public and private agencies review additional case files and confirmed that a “super-FAPT” concept utilizing these staff would not result in new and different treatment approaches for CNES cases.  However gaps in service were identified for transition group home, experts to provide second opinions and the involvement of the public schools to help partners understand and access other educational resources.

	November 2001-

January 2002
	Workgroup issues a progress report to the CSA Committee that outlines reasons to abandon concept of collaborative team model utilizing existing senior staff and offers the concept of an expert panel inclusive of a job description, cost factors and a preliminary list of experts.  The workgroup requests approval of the concept and a pilot phase of implementation inclusive of an evaluation component.  The CSA Committee accepts the recommendation with some changes to the concept.  Workgroup begins work on the second priority recommendation from the Roundtable – Fill the gaps in local services, including an assessment/diagnostic center and a secure facility to provide a continuum of emergency, short-term, and long-term crisis services.

	February 2002-

March 2002
	Workgroup takes a request to the Commission to issue a Request for Information (RFI) to vendors to provide services that would address the second priority.  Workgroup researches other service models from around the country to address this priority as well, including concept of Care Coordinator.  Workgroup begins work on third priority – Tackle domestic violence in cooperative efforts throughout the community, to lessen negative effects on children’s intellectual, emotional and behavioral development.  Workgroup identifies screening tools for domestic violence and substance abuse.  Workgroup continues work on expert panel – now called Consultant Panel.

	April 2002-

May 2002
	Workgroup decides to delegate the fourth priority – Bring services into the communities where and when they are needed most to strengthen early intervention and prevention efforts –as it is best handled by existing early intervention community groups who are already working on this priority in other ways.  Workgroup meets with representatives from JJ Advisory and Domestic Violence Council and decides to recommend two new workgroups for the Commission:  Domestic Violence workgroup and Interagency risk and need screening process workgroup in collaboration with the JJ Advisory and Domestic Violence Council.  Workgroup reviews research of seven different models of programs for CNES-type cases.  Workgroup issues a second progress report to the CSA Committee on the Consultant Panel and receives approval to forward the report to the Commission.  The Commission accepts the report and recommendations for a pilot of the Consultant Panel.

	June 2002-December 2002
	Workgroup continues work on Consultant Panel; receives and reviews results of RFI; discussed and abandoned other service models with exception of Care Coordinator; and organized a Roundtable of local therapeutic foster care and residential programs to determine barriers to second priority – Fill the gaps in local services including an assessment/diagnostic center and a secure facility to provide a continuum of emergency, short-term, and long-term crisis services.

	January 2003-

October 2003
	Workgroup piloted two Consultant Panels and evaluated results; organized a Roundtable of local in-home vendors to determine barriers to second priority – Fill the gaps in local services including an assessment/diagnostic center and a secure facility to provide a continuum of emergency, short-term, and long-term crisis services prioritized results of both Roundtables (therapeutic foster care/residential programs and in-home programs); developed a job description and pilot process for a Care Coordinator; researched a secure on-line communications and storage space provider; developed final recommendations to the Commission to set forth the next stage of implementation for addressing the needs of CNES..

	November-December 2003
	Issued final report to CSA Committee for comments and revision. Prepared recommendations for approval by CCF.


POSITION DESCRIPTION

JOB TITLE








Consultant

SUPERVISOR

CSA Committee of the Commission On Children and Families

GENERAL DESCRIPTION OF WORK

Performs complex professional work through a team-based process utilizing expert skills to address multi-faceted cases involving families and children who are served through the Comprehensive Services Act process.  Cases would likely exhibit aggressive/assaultive behavior, severe emotional disturbance, be dully diagnosed with mental retardation and emotional disturbance and have a history of physical/emotional abuse and neglect in the family.   Expert panel member would be expected to provide professional advice, consultation and recommendations on an initial and subsequent basis for identified cases in order to provide an independent, fresh perspective on complex cases which have presented persistent challenges to community services.

PRIMARY RESPONSIBILITIES

Reviews case documentation of selected cases inclusive of medical, psychological, social environmental, and educational as requested on a monthly basis. Provides additional review of children and families and makes recommendations as requested.  Provides consultation in person and in writing to the treatment teams working with the child ensuring all treatment avenues have been explored;

Meets monthly with other expert panel members to staff selected cases;

Reviews case file and any other pertinent data prior to the monthly meeting;

Gathers pertinent data and evaluates criteria in making recommendations;

Advises case managers relative to the related area of expertise regarding implications of complex decision making inherent in case practice in order to enhance the child and family outcomes;

Keeps abreast of local resources in order to make recommendations that are based on sound and realistic expectations;

KNOWLEDGE, SKILLS AND ABILITIES

Thorough knowledge of the philosophies, objectives, practices and techniques of the specific field represented; thorough knowledge of current social, economic and health problems; thorough knowledge of Charlottesville-Albemarle area community resources for children and families; ability to plan and organize; ability to communicate complex ideas effectively, orally, and in writing; ability to establish and maintain effective working relationship with clients, case managers, other expert panel members and various parties to cases; thorough knowledge of legal issues relative to specific expertise; keeps abreast of the most up-to-date literature in order to provide the best advice and analysis;

EDUCATION AND EXPERIENCE

Masters or doctorate degree from an accredited college or university with major work in the selected field of expertise.  Considerable experience in the field of study with a major emphasis on families and children. Recognition by peers for clinical expertise or distinctive abilities, or by reputation as a distinguished expert, supplemented by publications, or research activities.

SPECIAL REQUIREMENTS
Ability to think creatively, to critically review the work of other experts and make useful suggestions.  Willingness to challenge the status quo.  

PHYSICAL CONDITIONS AND NATURE OF WORK CONTACTS
Work typically in an office setting requiring use of alternative approaches to influence outcome.  Frequent contacts with case managers and/or families requiring use of tact in dealing with sensitive, controversial and confidential material.  
EVALUATION
Case managers will provide feedback on the process and results of the advice utilizing a standard format (TBD).
CNES FEEDBACK

This form is designed to provide feedback to the Commission on Children and Families'  Children Needing Extensive Services workgroup for the purpose of improving the consultant panel process in which you recently participated.  Please take a few minutes to complete the following survey and email, fax, or mail back to Jennifer Stone  (stonej@charlottesville.org, fax # 970-3653, P.O. Box 911, Charlottesville, VA 22902).                                                    

Thank you for taking time to complete this evaluation.

OPTIONAL

Evaluation Completed By:

John Hunter

Winx Lawrence

Naomi Aitkin

Ronald Heller

Marti Snell

Vito Perriello

_________________________________

Name

Responses from the first panel are bolded.

1.  Please rate your level of agreement with the following statements.   Please mark an X at the box that best describes your level of agreement with the statements presented.  

	
	Strongly    Agree   
	Agree
	Somewhat Agree
	Somewhat   Disagree
	Disagree
	Strongly Disagree

	This section relates to the background information that you received prior to the meeting about the case presented.
	
	
	
	
	
	

	1.  The information was helpful to my understanding of the case.
	xxxx
	xx
	
	
	
	

	2.  There was too little information provided on the case.
	
	x
	xxx
	
	x
	x

	3.  There was too much information provided on the case.
	
	
	x
	
	xx
	xxx

	4. I would prefer to review the entire case file prior to the meeting.
	xx
	x
	x
	
	xx
	

	5. It would be helpful to see a video interview of the child/family prior to the meeting.
	
	xxx
	x
	
	xx
	

	6. I understood my role as a panel member.
	xxx
	xxx
	
	
	
	

	7. The job description I received was helpful.
	xx
	xxx
	
	
	x
	

	8.  I received meeting information in sufficient time.
	xxx
	xx
	
	
	x
	

	This section relates to the verbal presentation of the case.
	
	
	
	
	
	

	9.  It was helpful to see  pictures of the client.
	xxxx
	
	x
	
	
	

	10.  I was able to get good clarification on my questions.
	xx
	x
	xx
	
	
	

	11.  The verbal presentation was helpful as additional data in reviewing the case.
	xxx
	x
	x
	
	
	

	This section relates to the logistics of the meeting.
	
	
	
	
	
	

	12.  The meeting place was easy to get to.
	xxx
	xxx
	
	
	
	

	13.  The time of day for the meeting was best for me.
	x
	xxx
	x
	
	x
	

	14. The amount of time allotted for the process was about right.
	x
	xx
	
	xx
	x
	

	15.  I would prefer to have someone facilitate the meeting (process not content).
	x
	xx
	
	
	xxx
	

	16.  I would not mind having the meeting videotaped for training purposes.
	xxx
	xx
	x
	
	
	


17. Comments/suggestions on background information:

Detailed social histories and psychological/psychiatric evaluations would be helpful.

Important to have formal assessments sent to consultants beforehand. You could send out material a week ahead, ask folks to email questions, then send questions and answers out to all a day or so before.  This may make the actual meeting time more efficient.

more detail relative to test scores

list both positive and negative things

include information relative to Social security benefit status

latest triennial review

Essential – glad we had it

We mentioned that everyone did not receive all of the pertinent available information before the meeting.  We also mentioned that additional medical information specifically on meds tried, dosages utilized, and reasons for discontinuation would be important.  Others mentioned additional psychological test results would be helpful.  Also additional medical information on physical examination like stage of puberty, etc and history of illnesses.  I SUGGEST A FLOW SHEET TEMPLATE BE CREATED AT THE BEGINNING OF EXPERIENCE WITH A PATIENT THAT IS CONSTANTLY UPDATED AND THAT COULD SERVE AS A SUMMARY SHEET FOR ALL CONSULTANTS, NEW SOCIAL WORKERS, AND THE CONSULTING PANEL.  THIS SHOULD IMPROVE CONTINUITY OF CARE AND SAVE LOTS OF SHUFFLING THROUGH THE REAMS OF THE FILE THAT I AM SURE IS VOLUMINOUS.
18. Comments/suggestions on verbal presentation:

Focus only on what Q the consultants still might have.

Most helpful – just about the right amount of time

Good succinct job was done.  We can always ask for more information..  
19.Comments/suggestions on meeting logistics:

Meeting time is manageable, but not optimal (40 minute drive to Charlottesville from home).

Start on time. Few drank coffee; may be unnecessary. Room was fine although not very intimate for what I think should be an intimate process, that is focusing on how the client and worker develop the best plan to effect change.

Fine – too bad coffee was late but we managed!

I thought this was good.
20.Would you be willing to serve on a consultant panel again?

yes

Yes, although I think 11/2 hours isn’t enough time to have 3 folks who haven’t worked together come up with a comprehensive response. I felt we looked at the case and possible solutions very differently but didn’t have the time to meld those responses for the case worker.

Yes

Yes

Yes

Yes

21.If a video of the child/family would be helpful, what kinds of questions should be asked to make the interview useful for you?

If you go this route, I’d be interested in hearing what their vision is for the family; what they want help on; what their hopes are.

WHAT ARE YOUR GOALS?  PERSONAL, VOCATIONAL, EDUCATIONAL

What are your strengths?  Weaknesses?
Probably variations of the very questions (or translated into family perspective) that the panel was focusing on.  For example in the case I was involved in (2/12) it would have been useful to have the aunt talk about if the young man would really fit into her home with the supervision required with a baby now present and what extra supports it might take for this to work?  And what does the aunt see as the boy’s biggest challenges and how to address them as well as the boy’s biggest assets.  Did she have any ideas as to friendships that might be fostered for him.
A few open ended questions about “best and worst experiences of the patient from his/her view point or from parents view point”.  Some information in general about school experiences.  Some questions about early family dynamics.

22.  Any other comments/suggestions?

The process as tried in the 2/12 meeting seemed very workable and that it has the potential of yielding new and constructive viewpoints on a challenging case.  Having an MD and Heller (psychologist who new medications well) was especially important.  Perhaps more important to have more practicing professionals than academic ones!

I think because of the role we were given to determine if there was more that could have/should have been done most of our focus was directed to what was missing.  I think the panel was delinquent in not complimenting the social workers and staff on doing a heck of a job of sticking with this kid and this family in very trying and frustrating circumstances including risk of physical harm.  I think the efforts on his behalf were exceptional.  It is easy to  find faults in retrospect and that, in fact, was our role description.  However, I am sure the other panel members would agree that the organizations in the community and the individuals working directly with them have served this child and this family well.  Lack of reaching the desired goal is not from lack of effort.  Please convey that to the appropriate individuals.

THANK YOU FOR PROVIDING FEEDBACK.

CONSULTANT PANEL COST ESTIMATES

We estimate a maximum of $5500 and a minimum of $2000 for staffing two cases with expert panel members.

Maximum is based on eleven experts @ $100/hr for staffing and $75/hr prep time:  11x$100x2 hours = $2200; 11x$75x2 hours x 2 cases = $3,300; 3,300+2,200 = $5500 

OR

Minimum is based on four experts @ $100/hr for staffing and $75/hr prep time:  4x$100x2 hours = $800; 4x$75x2 hours x 2 cases = $1,200; 1,200+ 800 = $2000.

CNES - Consultant Panel

Structural Elements
	Issue
	Process

	1.  Recruitment of panel members
	CCF staff member issues letter of invitation; makes phone calls.

	2.  Composition of panel
	Identified by case manager, supervisor, CCF staff

	3.  Process for evaluation
	Utilize feedback form after each panel.  CCF staff and CSA committee review results and make decisions.

	4.  Policy development

-Conflict of interest

-Length of service


	Drafted by CCF staff member after the second pilot period is completed.  Draft policy reviewed and approved by CSA committee.

	5.  Training (how to prepare, how to present, how to use the panel for best results)

Consultants

Case managers

Supervisors

CART
	CCF staff to train. 

	6. Collection/Dissemination of material prior to meetings.
	The presenter/case manager will provide the CCF staff member with the Consent form(s) signed by parent/guardian and consenting youth when applicable for the exchange of drug and alcohol treatment information.  

The CCF staff member is responsible for sending out the meeting agenda and related materials to team members in advance of the meeting.  

The CCF staff member will develop a list of items to be included in the material to be disseminated to the panel in consultation with the case manager.  Additionally the CCF staff will assist in the preparation of the material as needed by the case manager.



	7.  Referral process
	Case Manager, supervisor or any member of CART may request a consultation.  All referrals should go through and be approved by CART.

	8.  Meeting times/dates
	TBD based on the availability of all parties.

	9.  Process to review cases
	

	10.  Criteria for selection of cases
	Cases must meet the definition of CNES and be approved for further consultation by CART.  Criteria may include high cost, lack of good clarity on strategies, age of child or other related concerns.

	11.  Meeting process (facilitation, team rules, notes, service plan development, time limits for cases, voting, consensus, disagreements among consultants, etc)
	The CCF staff member introduces team members to presenter, and guests, and explains the staffing process.  The CCF staff member serves as the process facilitator for the meeting. This includes managing the allocation of time for the staffing including presentation, discussion, ensuring all panel members have a chance to ask questions, development of consensus if possible and final recommendations.

The presenter/case manager is asked to provide a brief overview of the situation.  This is followed by time for team members to ask questions and discuss the case.

3.     Disagreements among consultants may result in opposing recommendations.  Although this would be regrettable, it indicates the dilemma that case managers face when professionals in the community provide conflicting information/recommendations.  Though the panel process, it is hoped that area professionals may be able to reach consensus on service delivery strategies.

	12.  How to use the information to “inform the system.”
	The CCF staff member would provide information to CART and/or the CSA Committee of potential system improvements noted in the panel process.  It would be up to these two committees to determine the best way to inform the system of needed changes.

	13.  Case manager/presenter role
	The case manager/presenter consults with the CART member within his/her agency and with the CCF staff member to determine whether a staffing is needed or appropriate.

The case manager/presenter will provide the following information, at a minimum, to the CCF staff member in order to schedule the consultant panel:

Youth’s full (first, middle and last) name

Youth’s date of birth, social security number and race

Reason for bringing the case 

CAFAS Score

Parents’ names and the name of the legal guardian if other than a parent

Results of tests, progress reports and a summary of the case status from entry into the system to the current placement.

Presenter/case manager’s name, agency name, email address, agency fax and telephone number

The presenter/case manager will provide the CCF staff member with the Consent form(s) signed by parent/guardian and consenting youth when applicable for the exchange of drug and alcohol treatment information.  



	14.  Process by which consultants bill for their services and are paid.
	At the outset, the CCF staff member will negotiate with the consultant for services rendered based on recommendations in this report.  Billing will be accomplished through the normal child-specific billing procedures.


CSA Care Coordination


Care coordination is a service that Region Ten Community Services Board offers which helps the CSA system monitor, evaluate, and manage CSA services provided to Children in Need of Extensive Services (CNES).   The concept of CSA care coordination is based on the assumption that closer attention to the clinical and programmatic needs of a child with special needs may result in better clinical outcomes, greater cost efficiency of services, and smoother transition among services.  

CNES children are by definition, intensive users of costly services, often from many providers over time and across Virginia, or even in other states.  These children have extensive service histories, multiple providers at one time, and even more providers over time.  The continuity and logic of their care among these providers and over time depend on the communication among all these actors about the child’s needs, care, and outcome.  The myriad of clinical and program information that is developed and exchanged among service providers and service purchasers (the CSA case manager, FAPT, CART, and CPMT) in many cases exceeds any one case manager’s or FAPT’s ability to process, inter-relate, and evaluate.  As the child moves from service to service do we learn from experience or does each service start from scratch?  Does one provider try a medication or treatment approach that have been tried and discarded or do they even know what was tried and why it worked or failed to work?  The nexus of all this information is traditionally considered to be the CSA case manager.  In the best of circumstances at the best of times, some case managers are able to fulfill this role.  But with large and complex caseloads, few case managers have the time to master all these complex details.  Too often the case manager must focus most of their attention on managing the crises in front of him or her.  While not “out of sight out of mind,” the child in residential services is at least in safety and receiving care – in contrast to the two or three crisis situations that the case manager may be facing with other children.  Further, not all case managers have the clinical expertise needed to interpret and evaluate some of the medical and other clinical information that is at the heart of many of these cases.  The care coordinator will have the skills and backup to, for example, track and document medication history and outcomes across treatment phases – a significant benefit to prescribers.

The idea of the care coordinator is that a highly trained and experienced clinician is assigned a relatively small caseload of children receiving intensive CSA services, including most often, residential services.  The care coordinator will augment the services of the case manager and specialize or target these services on clinical efficacy, utilization management, and quality assurance.  The care coordinator will receive and review treatment plans and treatment records.  They will visit treatment sites and interview staff.  Clinical efficacy can be measured and evaluated by people trained and experienced in doing so – and with the time and tools to do it.  Region Ten has the experience and clinical expertise to evaluate clinical efficacy and the clinical resources (psychiatrists, mental retardation specialists, substance use disorder experts, etc.) at hand to augment the skills of the care coordinator.  Merely having the time to read and evaluate treatment plans, visit programs, observe treatment, interview residential staff and review records puts the care coordinator in a position to better advise the CSA case manager and FAPT.  Region Ten’s own services operate in an environment of improved utilization review and management.  Long the subject of these controls by managed care companies and by efforts at service reform at the state level, Region Ten clinical leadership staff are comfortable with these concepts and accomplished in applying principles of improving care efficiency, accountability, and managed care in positive, clinically sound ways.  We have instituted an ambitious system of utilization management for our own programs, aiming to assure our stakeholders that our services are clinically appropriate to the treated problem, provided by the appropriately credentialed, qualified providers, and provided in the planned and funded amount and duration – no less and no more than called for, and in the form called for.  The care coordinator’s provision of similar scrutiny of the services provided by a residential treatment program, for example, will give the CSA case manager and FAPT new confidence that the CSA is getting what it is paying for, and that children are receiving cost-effective services.
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Frequently Asked Questions

What is CryptoHeaven?
What is the difference between CryptoHeaven and Hotmail?
What is the difference between CryptoHeaven and x-drive?
I have sent hundreds of e-mail messages. Why do I need to encrypt them now?
What is encryption?
Why is there no spam on CryptoHeaven?
Why is CryptoHeaven not a "Free" Service?
Who benefits from CryptoHeaven? 

What is CryptoHeaven?

CryptoHeaven is a unique secure communications and storage space provider. Messages and documents sent through or stored on our system are private and confidential. You write a message and we securely deliver it to the recipient. You upload a file and we securely store it "for your eyes only" viewing. Nobody, not even the government has the ability to intercept the content of your account. For more detailed information regarding security built into our system see CryptoHeaven Security.

What is the difference between CryptoHeaven and Hotmail?

CryptoHeaven is fully encrypted "for your eyes only" private communication system. Hotmail, as well as most free and paid e-mail services is wide open to hackers, snoops, government, government spy agencies, and practically anyone who wants to get at your messages.

CryptoHeaven is a private end-to-end communication system, it is much more then an e-mail service, it is a secure communications and storage solution. With CryptoHeaven, your communication and files are safe and encrypted from the moment you send them to our system. Having complete logs of all transmissions made and all of the data stored on our servers, but lacking account access codes, does not give access to the plain-text information content. 

What is the difference between CryptoHeaven and x-drive? 

One of CryptoHeaven's integrated services - CryptoVault - facilitates secure storage of your documents. Unlike other services, CryptoHeaven provides extremely strong cryptography and security for all your documents. In addition, CryptoHeaven allows you to securely distribute digital documents electronically.

I have sent hundreds of e-mail messages. Why do I need to encrypt them now?

Many people who use traditional e-mail systems assume the e-mail they send is private. This is simply not the case. A message sent by a user travels in plain text (i.e.. easily readable) from the originating computer to a mail server. It is stored on a server as text and subsequently forwarded from one mail server to another until it reaches the destination. Messages are stored on the servers for days, sometimes weeks and months. Most servers do daily backups, storing your messages on tapes for even longer periods of time. Once your message is sent it can be intercepted, copied and stored. You don’t know who has access to what may be your sensitive information. Refer to our Security section for more information.

What is encryption?

Encryption is a procedure used in cryptography to convert plaintext into ciphertext in order to prevent any but the intended recipient from reading the data.

Why is there no spam on CryptoHeaven?

CryptoHeaven is a private end-to-end communication system. You have the complete control over your account. You explicitly define whom you communicate with by adding people to your contact list. More information on the issue is available in the tutorial.

Why is CryptoHeaven not a "Free" Service? 

Nothing in this world is free. Anyone who claims to offer any professional service for "free" is not telling the truth. Internet services cost money to run and maintain. Some providers recover costs through selling addresses to advertisers, some recover their costs through sponsored advertising. Others have their own reasons for allowing you to use their so called "secure" services at no apparent cost to you.

Who benefits from CryptoHeaven?

CryptoHeaven allows private individual and business users to communicate securely in absolute privacy. Any professional who needs a fast, reliable and extremely secure means of communicating with his partners benefits from using CryptoHeaven.

Potential users include: sensitive business users, journalists, political and public individuals, and everyone else engaged in sensitive areas of work.

More information on CryptoHeaven security is available here.

CNES

Residential, In-Home and Day Treatment Providers

A Comparison of Barriers and Solutions to Community Based Services

October 2, 2003

	Common Barriers
	Solutions

	Crisis Stabilization 
	· Secure, short-term service in existing residential facility 

· Purchase of psychiatric hospital bed space

· Intensive therapeutic support to parents

· Create a system to provide options to parents to deal with immediate crisis

· Establish a consistent means of providing information and services to families in crisis like 311 # or Community Assessment center

· Residential facilities for families

· Respite and crisis care during off hours

	Transitions
	· Expand transitional services

· Expand local interim placements for children coming from out-of-town residential placements

· Focus on employment, job training and IL skills 

· Partner with local employers for supervised work experience 

· Focus on vocational skills 

· Increase out-patient services 

· Reasonable timeframes to work transition 

· Embed parent/child in development of transition plan 

· Enhance discharge planning 

· Partner with schools to be proactive and not recreate old peer relationships 

· Explore best practices 

· More comprehensive planning; communicate to children early about the anticipated result of the transition plan 

· Create virtual residential program 

· More intensive wrap-around services, proactive community strategy that launches children into adulthood 

· Caregiver/parent celebrations for the return of the children 


Executive Summary

The children and families that generated the need for this report are often invisible to the community at large, seen only through the lens of budgets, charts and graphs.  The “call to arms” for these children is often lacking because there are relatively few compared to the total population.  However, issues of safety, costs outpacing the ability of the locality to help these children, and the loss of human capital to the community are all compelling reasons to develop alternatives.  These children often become the adults in our communities who end up in our jails, on the street, or as members of a second, third and fourth generation of families in the “systems.”

The CCF’s “Children Needing Extensive Services” Work Group defined these children as “children poised to harm themselves or others and likely to require costly out of home placements and innovative treatment programs currently served by one or more of the agencies on the CSA Committee or children currently unknown to these systems but either they or their families exhibit similar behavior patterns.”

The work group collected data from cases during the past year and reviewed the literature on children who experienced “protective factors,” even though they had risk factors such as poverty, neglect, abuse and parental mental illness, alcoholism and criminal behavior.  They also reviewed short-term outcomes for children who experienced home visitation or residential treatment programs.

The surveys indicated common diagnoses  (such as depression and mental retardation), behavioral problems (such as aggressive/assaultive behaviors and oppositional defiant disorders) and family histories (such as mental illness and substance abuse) in both localities.   Twenty-four hour, highly structured supervision with medical monitoring, sexual abuse treatment and substance abuse treatment, as well as job mentoring and independent living skills, were the common needs for the child to remain in the community.  

Research indicates that short-term positive outcomes can be gained from family therapy and cognitive-behavioral approaches.  However, they have limited success with children who are dually diagnosed with mental illness/mental retardation, a common factor in the survey.  Current research on eliciting long-term positive outcomes is not promising. The best chance for long-term help is to prevent the risk factors that are associated with these results and to establish protective factors.   

Serving this population is a long-term and expensive community commitment. In order to communicate the complexity of the problems and create a desire to address them, the  work group recommends four “next steps” for the Commission: 

· Hosting a roundtable of local vendors and service providers;

· Initiating a public dialogue about these problems;

· Developing a guide for funding priorities and targeting resources where they can make the most difference;

· Establishing routine early screening programs for substance abuse and dependence.

Executive Summary

In response to a recommendation from the Charlottesville/Albemarle Commission on Children and Families’ (CCF) Work Group on "Children Needing Extensive Services,"  CCF recently hosted a roundtable discussion among sixty five professionals, including CCF members, practitioners from the fields of education, social services, mental health, and juvenile justice, the state Office of Comprehensive Services, and private service providers.   The Work Group had studied the small group of Charlottesville and Albemarle children with multiple therapeutic needs who had been served in residential psychiatric facilities during the past year.  Services were funded with state and local Comprehensive Services Act dollars, at monthly costs between $6,000 and $14,000 per child. 

The Work Group suggested that a gathering of the professionals who work closely with these children and know their strengths and needs best, would provide an opportunity for them to identify priorities, target service strategies, and mobilize community resources to improve outcomes.  The program was designed to stimulate teamwork and engage the experts in a discussion based on recent research and reliable information about the Charlottesville/Albemarle support, prevention, and therapeutic services currently available for children.

With statistical data and information from speakers and reports as background, participants at the forum were divided into groups with a broad range of expertise in each.  To guide and inform their planning efforts, participants also received a written summary of the continuum of services and resources for children currently available in the Charlottesville/Albemarle area.  

Each group was asked to ponder the following questions, and to present their ideas at the end of the program.

1. How can we enhance the services that exist locally for this population?  How can we better prepare these youth for transition back to the community?

2. How can we strengthen the development of protective factors for children who are at risk of becoming the future “children needing extensive services?”

Most of the recommendations that emerged can be categorized into the following five areas:

1. Continue and expand upon the  "team approach" of collaboration among agencies to plan services and provide case management for the children with the greatest needs.

2. Bring services into the communities where and when they are needed most to strengthen early intervention and prevention efforts.

3. Improve the system of services for transitioning children back to the community from residential placements.
4. Tackle domestic violence in cooperative efforts throughout the community, to lessen negative effects on children’s intellectual, emotional and behavioral development.
5. Fill the gaps in local services, including an assessment/diagnostic center and a secure facility to provide a continuum of emergency, short-term, and long-term crisis services.

To sustain the momentum generated by the initial efforts of the Work Group and the participants in the roundtable discussion,  CCF’s first step should be to prioritize these five areas.  A CCF task force could then be appointed to study the feasibility, including consideration of funding and human resource issues, of the intermediate-term recommendations in the report.   Ultimately, the task force would present an action plan to the Commission for implementation of the most feasible recommendations that would have the greatest impact on improving the local system of services for the children with the greatest needs .













