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Introduction

Why a Manual on Health Services
for Children in Foster Care?

The New York State Office of Children and Family Services (OCFS) is committed to supporting
local departments of social services (LDSS, also known as local districts) and voluntary agencies in
the provision of adequate, timely health services for children in foster care. This manual is intended
to assist and advise foster care and health services staff in focusing attention on this critical issue. As
the mental health, developmental, and behavioral needs of children in foster care have increased over
the last several years, the provision of health services and coordination of appropriate health care
have become more central to achieving their child welfare goals.

All children need health services to identify their condition and needs, diagnose and treat any
identified problems, and initiate appropriate follow-up and preventive health care. As a result of
health care deprivation and abuse and neglect, children in foster care have a high level of health
services needs. Recent research provides the following sobering statistics:

B Approximately 60 percent of children in care have a chronic medical condition, and 25 percent
have three or more chronic problems.*

m Developmental delays are present in approximately 60 percent of preschoolers in foster care.’

B Children in foster care use both inpatient and outpatient mental health services at a rate 15 to 20
times higher than the general pediatric population.®

B Between 40 percent and 60 percent of children in foster care have at least one psychiatric
disorder.*

Children in foster care experience higher rates of physical and emotional problems than those in
the general population. This high level of need can be attributed to many factors: exposure to

1 M. Szilagyi. “The pediatrician and the child in foster care,” Pediatric Review 19 (1998), pp. 39-50. N. Halfon,
A. Mendonca, & G. Berkowitz. “Health Status of Children in Foster Care: The Experience of the Center for the
;/ulnerable Child,” Archives of Pediatrics & Adolescent Medicine 149 (April 1995), pp. 386-392.

Ibid.
®S. DosReis, J.M. Zito, D.J. Safer, & K.L. Soeken. “Mental Health Services for Youths in Foster Care and
Disabled Youths,” American Journal of Public Health 91:7 (2001), pp. 1094-1099. J.L. Takayama, A.B.
Bergman, F.A. Connell. “Children in Foster Care in the State of Washington: Health Care Utilization and
Expenditures, Journal of the American Medical Association 271 (1994), pp.1850-1855. N. Halfon, G.
Berkowitz, & L. Klee. “Mental Health Services Utilization by Children in Foster Care in California,” Pediatrics
89 (1992), pp. 1238-1244.
* DosReis, 2001.

Szilagyi, 1998.

| 3/1/09 Introduction Xi |



Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE
\ NYS Office of Children and Family Services \

trauma, the pervasive effects of abuse or neglect, inadequate health care or medical neglect before
entry into care, the inherent stress of out-of-home placement, and movements between settings
that result in interruptions in health services.

The Adoption and Safe Families Act (ASFA) of 1997 provides additional impetus for diligence in
addressing the health needs of children in foster care. For the first time, child welfare agencies are
being held accountable for improving the well-being of children in foster care in addition to
addressing their safety and permanency.

The Fostering Connections to Success and Increasing Adoptions Act of 2008 [Public Law (P.L.) 110-
351] furthers the emphasis on ongoing oversight and coordination of health care for children in foster
care, including their mental and dental health needs.

Healthy People 2010, an important federal initiative, is a set of health objectives for the nation to
achieve during the first decade of the new century. The overarching goals of Healthy People 2010 are:

1. Toincrease quality and years of healthy life.
2. To eliminate health disparities.

To achieve these public health goals for the nation, programs that provide health services must
incorporate the goals into their work. To do our part in this national public health effort, we have
included references to applicable Healthy People goals for children and adolescents in this manual.

Audience and Organization of the Manual

We recognize that there are different health care delivery models for children in foster care across
New York State. How children receive health services varies depending on whether they are placed
in a foster home supervised by the LDSS (direct care) or in a setting operated by a voluntary
authorized agency (indirect care). For the purposes of this manual, we refer to both LDSS and
voluntary agencies as “agencies.”

In addition, health services may be provided directly by the LDSS or agency, or by providers in the
community. These differences are taken into account throughout the manual.

Our intended audience is case managers, case planners, caseworkers, health care coordinators, health
services staff, and any other agency personnel who coordinate or oversee the health needs of children
in foster care. The manual is not designed for caregivers or health care providers. However, parts of
this manual may be used to educate health care providers and caregivers about the health care
guidelines for children in foster care.

Chapters address the initial evaluation of the child’s health, ongoing and preventive health care,
specific health services, medication administration and management, health care coordination, issues
of consent and confidentiality specific to children in foster care, maintenance of health records,
working with health care providers, and ways to support caregivers. At the end of each chapter you
will find helpful resources such as website addresses, program descriptions, and sample tools.
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Appendix A contains sample forms and a list of the websites cited in the manual. The sample forms
are provided to assist you in organizing the tasks and information described in the manual. Feel free
to adapt them as appropriate. Appendix B contains copies of health-related policy documents issued
by OCFS. Appendix C contains copies of critical regulations and laws cited in the manual.
Appendix D contains the Protocol: Children in Foster Care Who Participate in the Early Intervention
Program. Appendix E provides space for you to insert local policies and forms.

Key Concepts

Health Services Guidelines for Children in Foster Care

In 2001, the Office of Children and Family Services developed health services guidelines for children
in foster care to provide local districts and voluntary agencies with clear instructions for arranging
and coordinating the health care of these children. The guidelines outline the mandated and
recommended health services activities needed to support optimal health for children in foster care
and comply with Early and Periodic Screening, Diagnostic and Treatment (EPSDT) standards and
state regulations.

= EPSDT defines the minimum federal Medicaid required services. The New York State
version of EPSDT is known as the Child/Teen Health Plan (C/THP). As children in foster care
are now categorically eligible for Medicaid if they are citizens or meet satisfactory immigration
status, it is our responsibility to implement this set of core services. In addition, we have
included recommendations for best practice to promote optimal health. These are based on
research on the health needs of children in foster care. You are encouraged to use your
available resources to provide all recommended as well as required services.

Contained within the guidelines are descriptions of the services necessary to address children’s health
needs, time frames to accomplish required health activities, qualifications for health care providers,
and important concepts around health care coordination, monitoring of health services, and
administrative issues. This manual incorporates the guidelines along with other helpful resources and
suggestions for managing health services for children in foster care.

Note: The resources listed in this manual are intended to enhance the assessment of health care needs
and the delivery of health services to children in foster care, and are not specifically endorsed by the
Office of Children and Family Services. Sources for the documents are provided, and the author is
responsible for the content. Listings of websites and organizations are included to provide helpful
information and tools for foster care and health staff working together with children and families.

The guidelines are drawn from the following sources:

B Federal Medicaid EPSDT (Early and Periodic Screening, Diagnostic and Treatment) standards.

B New York State Medicaid C/THP (Child/Teen Health Plan) standards.




Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE
| NYS Office of Children and Family Services |

B New York State Codes, Rules and Regulations (NYCRR) applicable to services for children in
foster care.

B New York State OCFS policy documents applicable to children in foster care.
B New York State Mental Hygiene Law (MHL).

B New York State Public Health Law (PHL).

B New York State Social Services Law (SSL).

B Child Welfare League of America (CWLA) Standards for Health Care Services for Children in
Out of Home Care.

B American Academy of Pediatrics (AAP): policy statement, Health Care of Children in Foster
Care; and Fostering Health: Health Care for Children in Foster Care in New York State.

B Other relevant sources.

= Footnote citations to a law or regulation indicate that an activity or component is required
and provide the legal or regulatory source for the requirement. Use of the term “should”
indicates that an activity is recommended by OCFS as best practice but is not required by law
or regulation.

Note: Language with footnote citations may not be quoted verbatim from the particular source.
Appendix B contains links to relevant policies, and Appendix C contains links to selected regulations
and laws.

Comprehensive Health Evaluation: Five Assessment Domains

The health needs of children fall into five different domains: medical, dental, developmental, mental
health, and substance abuse. Although there is overlap across the areas, each has a unique focus with
specialty health practitioners and diverse assessment and treatment protocols. All five domains
warrant assessment and special consideration. For this reason, information is organized in the manual
according to these five domains.

Health Care Coordination

The overarching theme of the manual is “working together” to promote optimal health of children in
foster care. This means health care professionals, casework staff, agency staff, caregivers, birth
parents, and service providers working collaboratively toward implementing an integrated plan of
care. To make this happen effectively, the function of health care coordination is crucial. Simply
put, health care coordination is a series of activities that support oversight and responsibility for all
aspects of health services for children in foster care. Throughout the manual, “health care
coordination activities” are highlighted to indicate ways that staff can coordinate health services and
integrate them into permanency planning and case management.

| 3/1/09 Introduction Xiv |
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Health care coordination activities may be conducted by a variety of individuals, such as the case
manager, foster parent, or agency health services staff. It is recommended that a lead person with a
health background be identified to provide or assist with health care coordination. We recognize that
local districts and voluntary agencies conduct activities differently and have different staffing
patterns. The term “staff” is used to indicate any staff involved with health care coordination.

(See Chapter 4, Health Care Coordination, and Appendix B for the guidance paper, Health Care
Coordination for Children in Foster Care: Approaches and Benefits (09-OCFS-INF-01).

Medical Home

When feasible, children should receive all of their health care, including routine preventive, acute
illness, and chronic illness, from the same provider prior to foster care placement, while in foster
care, and upon discharge, to promote continuity of care. In this model of care, every child has an
established, ongoing relationship with a primary health care provider, so that health problems can be
identified, treated, and documented early to improve outcomes and reduce the likelihood of disease,
disability, and hospitalization.

The concept of the medical home is woven throughout the manual beginning with the initial
comprehensive health evaluation.

3/1/09 Introduction XV
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Chapter One
Initial Evaluation of Child’s Health

Certain initial medical activities are required and/or recommended when a child is placed in foster
care. This is the time to gather as much medical history as possible on the child and family and to
begin a comprehensive evaluation of the child’s medical, dental, mental health, developmental, and
substance abuse needs. The initial health evaluation should result in a comprehensive
needs/problem list and plan of care that addresses all of the child’s identified health needs.

Whether a child in placement continues on medications previously prescribed or continues a
relationship with a specialized practitioner (or needs a referral to one) are crucial decisions. Health
care coordination plays a vital role in seeing that (a) all necessary health-related services are provided
in the specified time frames; (b) the caregiver supports the medical plan for the child;

(c) information is shared appropriately among professionals involved in the child’s care; and (d) the
child’s parents are involved in the planning and treatment (see Chapter 4, Health Care
Coordination).

I..l Sections in this
[ Y\

chapter include:

Chart: Health Services Time Frames

1. Initial screening

2. Information gathering

3. Comprehensive health evaluation
Initial medical assessment

— Initial dental assessment

Initial mental health assessment
Initial developmental assessment
Initial substance abuse assessment
HIV risk assessment

Follow-up health evaluation

Child abuse and neglect health evaluation
Resources

No ok
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Health Services Time Frames

The chart below outlines the time frames for initial health activities, to be completed within 60
days of placement. The column labeled Mandated indicates whether an activity is required.
The “M” in the time frame column indicates that the activity is required within a mandated
time frame. Initial health activities include:

e Immediate screening of the child’s medical condition, including assessment for child
abuse/neglect.

e Immediate efforts to obtain medical consent.
e |Immediate attention to HIV risk assessment.

e Comprehensive health evaluation: A series of five assessments provides a complete picture
of the child’s health needs and is the basis for developing a comprehensive problem list and
plan of care.

e Follow-up health evaluation that incorporates information from the five initial assessments.

e Ongoing efforts to obtain child’s medical records and document medical activities.

Time Frame Activity Mandated Who Performs
24 Hours Initial screening/screening for abuse/neglect Health practitioner (preferred)
or caseworker/health staff

5Days M Initialldetermination of capa}city to consent for X Caseworker or designated
HIV risk assessment & testing staff
Initial HIV risk assessment for child without Caseworker or designated

5Days M . X
capacity to consent staff

10 Days M Request consent for release of medical records X Caseworker or health staff
& treatment

30 Days M | Initial medical assessment X Health practitioner

30 Days M | Initial dental assessment X Health practitioner

30 Days Initial mental health assessment X Mental health practitioner

30 Days M HIV rigk assessment for child with possible X Caseworker or designated
capacity to consent staff
Arrange HIV testing for child with no possibility

30 Days M | of capacity to consent & assessed to be at risk X Caseworker or health staff
of HIV infection

45 Days Initial developmental assessment X Health practitioner

45 Days Initial substance abuse assessment Health practitioner

60 Days Follow-up health evaluation Health practitioner
Arrange HIV testing for child determined in follow-

60 Days M up assessment to be without capacity to consent X Caseworker or health staff
& assessed to be at risk of HIV infection
Arrange HIV testing for child with capacity to

60 Days M | consent who has agreed in writing to consent to X Caseworker or health staff
testing




Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

NYS Office of Children and Family Services

1 Initial Screening

Each child entering foster care should receive a health screening within 24 hours of placement.

The purpose is to observe the child and gather information to identify active health problems and
needs for immediate care and to continue medications, if any. Use of a screening checklist can help
identify and document:

Signs of abuse or neglect. (If trauma is present, seek immediate medical attention.)

Active medical/psychiatric problems: obvious illnesses, injuries, or disabilities.

Current medications, if any.

Allergies to food, medication, and environment (e.g., pets, pollen).

Upcoming medical appointments.

Need for eyeglasses, hearing aids, or other durable medical equipment (e.g., prosthetic devices).
For an infant: delivery history (e.g., where, when, how, toxicology screen, complications).

(See Appendix A for a sample Admission Screening Interview tool.)

It is recommended that a qualified health care practitioner (RN, LPN, physician, nurse practitioner, or
physician’s assistant) conduct the screening. A caseworker trained to use the screening tool may also
conduct the screening, if necessary. If the screening identifies an active health problem and need for
immediate care, follow your agency’s procedures to address this need. Emergency rooms should not
be used for routine screening.

3/1/09 Chapter One: Initial Evaluation of Child’s Health PAGE 1-3
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2 Information Gathering

At the time of placement, make every effort to obtain the child’s complete medical history. Try to
obtain information from the birth parents, the child (if appropriate), health care providers, other
service providers (e.g., school nurse, day care center), and existing medical records (see Chapter 8,
Maintaining Health Records). Whenever possible, the caseworker should gather medical information
at the time of the child’s removal from the home.

(See Appendix A for sample Health History Interview With Family form and a Medical Review of

Systems form, which can guide staff in obtaining a more thorough health history on the child from a
family member or caregiver.)

3 Health Care Coordination Activities

To prepare for the initial health assessments, gather the following information on the
child’s medical history:

B Prior and current illnesses and behavioral health concerns.
B Immunization history (see next page).

B Medications (prescription and over-the-counter).

B Allergies (food, medication, and environmental).

B Results of diagnostic tests and assessments, including developmental and psychological
tests.

B Results of laboratory tests (including HIV antibody screening).
B Family history of hereditary conditions or diseases.

B Details of pregnancy, labor, and delivery (for children age 5 and under, and as available
for other children).

B Results of the infant’s Newborn Screening (see Chapter 3 Newborn Screening Program)

®  Names and addresses of the child’s health and medical provider(s), with details of
ilinesses, accidents, and previous hospitalizations, including psychiatric hospitalizations.

B Durable medical equipment/adaptive devices currently used or required by the child (e.g.,
wheelchair, feeding pump, glasses).

B Needed follow-up or ongoing treatment for active problems.

3/1/09 Chapter One: Initial Evaluation of Child’s Health PAGE 1-4
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Immunization History

To prevent children from receiving additional, unnecessary immunizations when they enter foster
care, it is important to obtain all documentation of previous immunizations and maintain an updated
list in the child’s health file. There are generally four sources where staff can obtain the child’s
immunization history: the health care practitioner, the family, the child’s school, and the New York
State Immunization Information System or the Citywide Immunization Registry.

B Ask the birth parent or guardian to identify the provider or clinic where the child received
immunizations, and send a request for copies of the records.

B Obtain a copy of immunization cards or documentation that the birth parent or guardian has
received from the provider.

B Obtain a copy of immunization records from the school for school-age children.
New York State Immunization Information System

The New York State Immunization Information System (NYSIIS) was created in response to
legislation requiring health care providers to report all immunizations administered to persons less
than 19 years of age beginning January 1, 2008. If the child receives a vaccine after that date, all past
immunizations must also be recorded in NYSIIS. When a child receives a vaccination at a location
outside of New York City, information should be entered into NYSIIS.

Authorized users of NYSIIS include health care providers, schools, and commissioners of local social
services districts. (Note: NYSIIS is not yet fully implemented.) The health care provider at the Initial
Medical Assessment can also search NYSIIS for records. The system can accommodate different
addresses and different names under which the child may be known. If you have obtained
documentation of immunizations that have not yet been entered into NYSIIS, ask the provider to
record them in NYSIIS. You may contact the NYSIIS team at 518-473-2839.

Citywide Immunization Registry

When a child receives an immunization at a location in New York City, the information must be
entered into the Citywide Immunization Registry (CIR). The Administration for Children’s Services
(ACYS) is authorized to access information from the CIR, as are voluntary foster care agencies.
Agencies that provide health services in New York City are required to report immunizations to the
CIR. You may contact the CIR at 212-676-2323 or online at:
http://www.nyc.gov/html/doh/html/cir/index.html.

The NYSIIS and CIR systems will soon be able to exchange information freely.
(See section 7, Resources, for the NYS and NYC Recommended Childhood Immunization Schedule.)



http://www.nyc.gov/html/doh/html/cir/index.html
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Consent

Request consent for release of medical records and consent for routine medical treatment from the
birth parent or guardian within 10 days of the child’s placement in foster care® (see Chapter 6,
Medical Consents).

118 NYCRR 441.22(d).
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3 Comprehensive Health Evaluation

To develop a full understanding of a child’s health, a comprehensive health evaluation comprising
five assessments should take place within certain time periods after the child’s entry into foster care.
These include:

Medical assessment (within 30 days)

Dental assessment (within 30 days)

Mental health assessment (within 30 days)
Developmental assessment (within 45 days)
Substance abuse assessment (within 45 days)

M The Office of Children and Family Services (OCFS) recommends that a full
comprehensive health evaluation as described in this chapter be completed for each
child in foster care. Footnote citations to a law or regulation indicate that an
activity or component is required and provide the legal or regulatory source for the
requirement. Use of the term “should” indicates that an activity is recommended by
OCFS but is not required by law or regulation.

Assessments and services for children in foster care are described here as falling into five domains:
medical, dental, mental health, developmental, and substance abuse. This model recognizes that there
are multiple aspects of wellness for children in care. The descriptions of each assessment provide
guidance on the components involved and the considerations to be taken into account by the health
provider. Though there are five assessment domains, there need not be five different clinicians.

Some providers are well qualified to conduct more than one assessment. For example, a pediatrician
will routinely assess the developmental status as well as physical health of an infant.

3 Health Care Coordination Activities

The following staff activities are provided to support the completion and needed
follow up for the health assessments:?

B Scheduling the examination for the child or helping the foster parent schedule it within
the required time frame.

m Offering to provide or arrange for transportation as needed.®

B Providing the practitioner with the child’s available medical history at the time of the
exam or as soon as possible thereafter.

290 ADM-21 Foster Care: Medical Services for Children in Foster Care.
18 NYCRR 441.22(j)(2).
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B Making sure that the practitioner is familiar with the requirements of a comprehensive
examination for children in foster care.

B Following up to make sure that the examination is completed and appropriate actions are
taken, including filling prescriptions.

B Making sure that the results of the initial medical assessment and any referrals for follow-
up care are filed in the medical section of the child’s Uniform Case Record (UCR)* or
Family Assessment Service Plan (FASP) and documented electronically, as required.

Initial Medical Assessment

Each child entering foster care must receive an initial medical assessment within 30 days of
placement.® If it is documented that the child has had such an assessment within 90 days before
placement, and the results are available, the examination does not need to be repeated unless
medically indicated or if there are allegations of abuse or maltreatment that require medical attention.
In this case, obtain a copy of the assessment to determine if appropriate treatment and follow-up have
occurred for identified issues.

Practitioners providing this assessment may include:

B Physicians
B Nurse practitioners
B Physician assistants

The qualified practitioner should be experienced in providing comprehensive primary care for
infants, children, and adolescents in foster care.

Institutional regulations require — and quality practice would dictate — that all providers be licensed,
certified, and registered in New York State to practice their profession.®

Medical Home

When feasible, children should receive all of their health care, including routine preventive, acute
illness, and chronic illness, from the same provider while in foster care. In this model of care, every
child has an established, ongoing relationship with a primary health care provider, so that health
problems can be identified, treated, and documented early to improve outcomes and reduce the
likelihood of disease, disability, and hospitalization. Health providers outside the medical home
should consult with the primary care provider and share their findings (with appropriate consent) to
facilitate comprehensive, coordinated care. This is particularly important when the child is referred
to subspecialists for diagnostic evaluations and/or treatment, and when services are ordered in other

* 18 NYCRR 441.22(k) and 428.3(b)(4)(ii).
> 18 NYCRR 441.22(c)(1) (“comprehensive medical examination”).
®18 NYCRR 442.18.
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settings (e.g., occupational or speech/language therapy).” The medical home provides continuity of
health care despite any changes in placement.

The initial medical assessment provides the opportunity to establish a “medical home” with one
primary care provider who is familiar with the child’s needs from placement to discharge and beyond.
In the interest of maintaining a medical home, talk to the practitioner about continuing to follow the
child and keeping a complete record of the child’s medical history and referrals.

A medical home is not a building, house, or hospital, but rather an approach to providing health
care services in a high-quality and cost-effective manner. Children and their families who have a
medical home receive the care they need from a pediatrician or physician (pediatric health care
professional) whom they trust. The pediatric health care professionals and parents [or other
caregivers] act as partners in a medical home to identify and access all the medical and non-
medical services needed to help children and their families achieve their maximum potential.
The American Academy of Pediatrics believes that all children should have a medical home
where care is accessible, family-centered, continuous, comprehensive, coordinated,
compassionate and culturally effective. (American Academy of Pediatrics)

Components of Medical Assessment

The initial medical assessment® must include (1) a medical and developmental history; (2) a physical
examination by a qualified medical professional; (3) screening tests; (4) preventive services; and (5)
development of a problem list and treatment plan.

1. Medical history — building on the information from the initial screening, if available:
Identify past providers and seek records.’

Obtain information from parent or guardian whenever possible.

Obtain immunization records.

Review all available medical information.

Obtain developmental history

— Birth family history of developmental problems.

— History of psychosocial issues prior to placement.

— Previous developmental assessments and treatments, if any.

Having this information at hand will be helpful for the primary care provider when conducting
the initial medical assessment.

2. Complete unclothed physical examination in accordance with current recommended medical
practice, taking into account the age, environmental background, and development of the child.

The examination must include observation for child abuse and neglect, which, if suspected, must

" EPSDT/CTHP Provider Manual for Child Health Plus A (Medicaid) (2005), p. 19.
8 18 NYCRR 441.22(c)(2).
918 NYCRR 441.22(e).
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be reported to the State Central Register of Child Abuse and Maltreatment (see section 6, Child
Abuse and Neglect Health Evaluation). The exam must also include observation for dental
problems in children under 3 years old and referral to a dentist if problems are found.

Screening tests appropriate for age, identified risks, and identified conditions:

o Laboratory and sensory screening appropriate for age per the American Academy of
Pediatrics (AAP) including appropriate vision, hearing, and dental screening.
—  Urinalysis.™
— If AAP recommends “risk assessment to be performed, with appropriate action to follow,
if positive,” the tests referenced should be conducted for all adolescents entering foster
care during the initial medical assessment (e.g., cholesterol and lipids).

e Screening for lead poisoning, anemia, tuberculosis, HIV, and hepatitis B exposure due to
higher risk status of children in foster care.

o Special screening tests for children with specific medical conditions or risks such as HIV,
fetal alcohol syndrome, sickle cell disease, diabetes, or seizures, consistent with current
standards for primary care of the particular condition that is present in the child.

Preventive services, such as immunizations, health education, and anticipatory guidance
appropriate for the child’s age.

Development of a problem list and treatment plan.

Additional Time Frames for the Medical Assessment

A comprehensive medical assessment must be completed within 30 days after a child returns to foster
care following discharge, trial discharge, or absence without consent that lasted more than 90 days. **
At the discretion of the agency, the examination may be completed if there are concerns about a
child’s health when:

The child returns to care within 90 days following discharge, trial discharge, or absence from care
without consent.

The child is transferred to the care of another agency, and the receiving agency determines that a
comprehensive medical examination may be necessary to help formulate the child’s service
plan.*?

There are allegations of abuse or maltreatment.

There are concerns that the child has been involved with alcohol, drugs, or sexual activity during
an absence without consent.

1918 NYCRR 508.8(b)(9).
1118 NYCRR 441.22(c)(3).
1218 NYCRR 441.22(c)(4).
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Initial Dental Assessment

An initial dental assessment must be conducted within 30 days of placement.”® If it is documented
that the child has had such an assessment within 90 days before placement, and the results are
available, the assessment does not need to be repeated unless medically indicated. In this case, obtain
a copy of the assessment to determine if appropriate treatment and follow-up have occurred for
identified issues.

The assessment includes:
B Dental history and screening.

B For children under age 3, referral for dental care when a medical provider finds problems upon
examining the child’s mouth.

B For children age 3 and older, diagnostic examination by a dentist.* [Note: NYC Administration
for Children’s Services (ACS) requires an exam by a dentist at age 2.]

The following is recommended:
B Dental x-rays as indicated for diagnostic examination.

B Routine prophylaxis consistent with current dental practice for age:
— Cleaning
— Topical fluoride
— Oral hygiene instruction to the child and caregiver

B Sealants on permanent molars.
B Dental problem list and treatment plan.

®m Referral to a dentist and establishment of a dental home is recommended no later than 6
months after the first tooth erupts, or by 12 months of age, whichever comes first. This practice
allows the dentist to assess risk and recommend interventions. It also provides an opportunity for
the dentist to intervene in the oral hygiene habits of the primary caregivers to reduce the risk of
colonization of the infant by the bacteria that cause tooth decay.

318 NYCRR 441.22(c)(2)(vii).
%18 NYCRR 441.22(f)(2)(viii).
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Initial Mental Health Assessment

The initial mental health assessment must be conducted for children age 3 and older. Itis
recommended that this be completed within 30 days of placement. Although not explicitly required in
NYS OCFS regulations, Early Periodic Screening, Diagnosis and Treatment (EPSDT) requires an
assessment of mental health development for all Medicaid eligible children,** and AAP recommends
a psychosocial/behavioral assessment at each checkup.*® OCFS regulations specify that psychiatric
and plgychological services must be made available appropriate to the needs of children in foster

care.

The assessment includes (1) a mental health assessment conducted by a qualified mental health

professional; (2) development of a mental health needs list; (3) list of child’s strengths; and (4)
development of a mental health treatment plan.

3 Health Care Coordination Activities

Before the mental health assessment takes place, you can help further the process by

gathering records on the child’s past mental health issues, diagnoses, and treatment, if any.

After the assessment is completed, you will be involved in supporting the child’s mental

health treatment plan, including working with the child’s caregivers, birth parents, and

service providers. It is a good idea to arrange for mental health providers to share

appointment information with you to better monitor attendance at appointments.
Practitioners providing the assessment may include:

B Physicians experienced in providing mental health services:
— Developmental/behavioral pediatricians for children under age 5.

— Child and adolescent psychiatrists or general psychiatrists with experience in the care of
children and adolescents.

B Licensed clinical psychologists with training and/or experience with emotional problems of
children and adolescents.

B Nurse practitioners with certification in child and adolescent psychiatry.

B Certified psychiatric clinical nurse specialists.

B Licensed clinical social workers (LCSWSs) or licensed master social workers (LMSWs) with

S EPSDT 5123.2A.
18 http://practice.aap.org/content.aspx?aid=1599.

1718 NYCRR 441.15.
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training and/or experience with the emotional problems of children and adolescents.
Note: LMSWs may only provide clinical social work services under supervision.

Components of Mental Health Assessment

The purpose of the mental health assessment is to obtain a complete picture of the child who has just
been placed in foster care and to identify any emotional and behavioral needs, issues, or problems or
risk thereof arising from the child’s situation. Most children in foster care have experienced multiple
traumas such as abuse or neglect, witnessing domestic violence, or parental absence due to mental
illness or substance abuse. Factors such as removal from the home, separation from parents and
siblings, changing schools, and changing foster homes can also place additional stress on the child’s
emotional stability.

The practitioner derives this picture by obtaining the child’s history, interviewing the child,
caregivers, and birth parents and completing the following assessment components. It may take more
than one interview to obtain the needed information and determine if the child has a mental health
disorder or need for treatment.

1. Mental health/psychiatric history — obtained by interviewing the child, family, and caregivers,
covering the following information:

Identifying information

Past psychiatric history

Past and current psychiatric medications

Identification of individual strengths/assets

Identification of individual deficits/liabilities

Developmental history

School history, including reports and assessments

Family history

Social and behavioral history

Medical history (including results of initial medical assessment and prenatal exposure to

alcohol or drugs)

History of drug/alcohol use by the child

e Trauma and abuse history

2. Mental status examination — accomplished by interviewing the child and examining the child’s
appearance, behavior, feeling (affect and mood), perception, thinking, and orientation to time,
place, and person.

3. Assess the circumstances of placement, family life events, and traumatic events, and observe for
signs and symptoms:
o Risks for suicide, self-mutilating behaviors, and/or violence

Substance exposure, misuse, abuse, and addiction

Maltreatment, including physical, sexual, emotional abuse and neglect

Risk of placement disruption

¢ Risky sexual behavior
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e Risk of antisocial behavior

4. If clinically indicated, completion of diagnostic screening and assessment tools (behavior, mood,
etc.) (see section 7, Resources, for a list of assessment tools).

5. [Ifclinically indicated, perform psychological testing

6. Identification of mental health symptoms and/or diagnosis that must be addressed (see Chapter 2,
Preventive and Ongoing Health Care, for information on the DSM-IV-TR Manual).

7. Mental health treatment plan for the child’s identified needs, consisting of treatment goals,
treatment objectives, and treatment methods/interventions/services (types, frequency, specific
providers).

Guidance for Caregivers

You have an important role in helping foster parents or childcare staff understand the mental health
needs of the child placed in their care. If information regarding the trauma experienced by the child
and any mental health symptoms or diagnosis are known at the time of placement, discuss these with
the caregivers so that they can be more aware of the child’s needs. As the child becomes more
comfortable in the placement setting, he or she may begin to exhibit certain different behaviors. This
is a critical time to support caregivers and provide practical guidance and training to address these
changes. Caregivers should be aware of this possibility, make note of the child’s behavior, and pass
the information on to the person conducting the mental health assessment. It is important to realize
that the child may be reacting to feelings of separation, loss, or rejection, and his or her behavior may
be more a reflection of the situation than an indicator of a genuine mental illness.

Some of the behaviors that caregivers should be alert to are:

Angry outbursts.

Excessive sadness and crying.

Withdrawal.

Lying or stealing.

Defiance.

Unusual eating habits, such as hoarding food or loss of appetite.
Sleep disturbances.

Sexual acting out, such as seductive behaviors toward caregivers.
Change in behavior at school, including truancy.

Please note that if the child appears to be in crisis, immediate referral to the mental health provider
should be made. If a foster parent identifies a child in crisis, he/she should contact the caseworker
immediately.
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Initial Developmental Assessment

An initial developmental assessment must be conducted for children entering foster care. Itis
recommended that this be completed within 45 days of placement. Although not explicitly required
in NYS OCFS regulations, EPSDT requires a developmental assessment for all Medicaid eligible
children,*® and regulations require a developmental history.*

The assessment includes (1) a developmental history; (2) a clinical assessment; and (3) an individual
service plan.

The purpose of the initial developmental assessment is to examine the child’s growth and
development in relation to his or her age and expected milestones. Adequate knowledge about a
child’s development supports better placement, custody, and treatment decisions. Many children in
foster care have not grown up in an environment that supports the achievement of developmental
milestones. Negative environmental conditions, including lack of stimulation, child abuse, or
violence within the family, impact and may impair brain development, particularly in very young
children.

Practitioners providing this component may include:

B Professionals with formal training and experience evaluating child development appropriate to
the age of the child (see above section on mental health assessment).

B The same professional performing the medical examination if appropriately qualified.
Components of Developmental Assessment
The components of a developmental assessment include:*°

1. A developmental history — obtained by interviewing the child, family, and caregivers, covering
the following information:

e Age at which developmental milestones were achieved (e.g., age when child first walked or
talked)

e Results of previous developmental and educational assessments
e Medical history (including results of initial medical assessment)

e History of prenatal exposure to alcohol or drugs, including the type of substance, amount,
and when during pregnancy exposure occurred

History of trauma, abuse, and neglect
e Quality of the child’s important relationships prior to placement

2. A clinical assessment of:

8 EPSDT 5123.2A.1.
918 NYCRR 441.22(c)(2).
20 pediatrics, 106(5) (November 2000), 1145-1150.
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Gross motor skills

Fine motor skills

Cognition

Expressive and receptive language
Self-help abilities

Emotional well-being

Coping skills

Relationships to persons

Adequacy of caregiver’s parenting skills
Behaviors

Assessment tools vary according to the child’s age, developmental stage, and previous history.
Measures used should be standardized and validated.

2. Creation of a developmental treatment plan (individual service plan) for identified needs,
consisting of treatment goals; treatment objectives; and treatment methods, interventions, and
services including types, frequency, and specific providers.

Initial Substance Abuse Assessment

An initial substance abuse assessment should take place within 45 days of placement for children age
13 and older, and younger if indicated. Although not explicitly required in NYS OCFS regulation,
the OCFS health services guidelines recommend this assessment be considered for children age 10
and older, as either an independent activity or a component of the mental health assessment.
Standards for services to Medicaid eligible adolescents require an assessment of psychosocial
adjustment, including use of drugs, alcohol, and tobacco.

The purpose of the assessment is to determine whether the child is currently using drugs, alcohol, or
tobacco or is at risk of using them. A thorough assessment also considers substance use in the child’s
family.

Note: “Substance” or “drug” includes all alcohol and chemicals, including prescribed
pharmaceuticals, improperly used either by inhalation, smoking, ingestion, or injection.

Practitioners providing this component may include:

B Qualified health professionals with adolescent development and addiction training and
experience.

B Certified alcohol and substance abuse counselors (CASAC) practicing in an approved work
setting.?
B Psychologists with MSWSs with adolescent development and addiction training and experience.

21 18 NYCRR 508.8(b)(4)(iii).
214 NYCRR 853.3(b).
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B LCSWs or LMSWs with adolescent development and addiction training and experience.

The assessment should be consistent with current standards of care for adolescent substance abuse
assessments (see section 7, Resources, for Screening and Assessing Adolescents for Substance Use
Disorders). The American Academy of Pediatrics (AAP) and the New York State Office of Alcohol
and Substance Abuse Services (OASAS) recommend the use of the “CRAFFT” substance abuse
screening instrument, which is developmentally appropriate for adolescents, and which provides a
practical means of quickly identifying youth in this age group who will need more comprehensive
assessment or referral to substance abuse treatment specialists (see section 7, Resources).

Based on the assessment and any identified problems, a treatment plan will be developed that
includes recommendations for counseling and other services for the child and family.
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4 HIV Risk Assessment

Children entering foster care must be assessed for their risk of HIV exposure, capacity to consent to
an HIV test, and HIV testing history.? Each child entering foster care must be assessed within five
business days of entry into care to determine, based on the child's developmental stage and cognitive
abilities, whether it is possible that the child may have the capacity to consent to HIV-related testing.

If it is determined that there is no possibility that the child has the capacity to consent, then within
five business days of the child's entry into care the authorized agency also must complete an initial
assessment of the child's risk for HIV infection.

If it is determined that there may be a possibility that the child has capacity to consent, then within 30
business days of the child's entry into care, the authorized agency must: initiate discussions and
counseling with the child based on the child's developmental stage and cognitive abilities regarding
the behaviors that create a risk for HIV infection and the importance of reducing and preventing such
behaviors; complete an assessment of the child's risk for HIV infection; and determine whether the
child has the capacity to consent to HIV-related testing.

The risk assessment must be performed by designated staff who are trained in HIV risk assessment,
able to assess a child’s capacity to consent, and familiar with the special HIV confidentiality
requirements.

(See Chapter 3, Special Health Care Services, for information on HIV-related assessment and
services and Chapter 6, Medical Consents, for information on capacity to consent.)

218 NYCRR 441.22(b); 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and
HIV Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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5 Follow-Up Health Evaluation

A follow-up health evaluation with the primary care provider should take place when all assessments
are completed, approximately 60 days after the child’s entry into care.

Activities of the follow-up health evaluation include, at a minimum:
B Continue to update immunizations for age.
B Review results of all assessments and laboratory and other screening tests.

B Review new information emerging during placement (e.g., mental health issues, substance abuse)
and update the treatment plan accordingly.

B Review compliance with appointments to make sure all planned follow-up has occurred.
B Plan continuing care.

B Review compliance with treatment recommendations, including medication.

3 Health Care Coordination Activities

Make sure that the medical home (primary care provider) has received the results of each
initial assessment. The follow-up health evaluation provides an opportunity for the primary
care provider to review the child’s strengths and needs as identified in the initial assessments
and develop an overall plan of care for the child. Communicate this plan to the child’s
treatment team and all specialty providers.

3/1/09 Chapter One: Initial Evaluation of Child’s Health PAGE 1-19



Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

NYS Office of Children and Family Services

6 Child Abuse and Neglect Health Evaluation

A child abuse and neglect health evaluation is a medical examination conducted by a health care
practitioner for the purpose of identifying, documenting, and treating any signs and/or symptoms of
abuse or neglect. This evaluation may be integrated into an initial or routine physical or mental
health exam. It may also be a separate activity at any time that suspicions of abuse or neglect arise.
A thorough evaluation addresses both the physical and emotional aspects of the child’s well being.
Medically, the child will need treatment for injuries and other physical complaints. Just as important
is the identification and treatment of the functional and emotional consequences of abuse or neglect.
This should include referrals to skilled mental health providers. All health care providers involved in
the child’s treatment plan should know when the child’s needs are related to suspected abuse or
neglect, and the plan must address these needs.

Health care practitioners as well as caseworkers and caregivers need to be vigilant in observing the
child for signs of abuse and neglect. Identification and documentation of child abuse and neglect
should be an ongoing activity that begins with the initial screening (within 24 hours of placement)
and must be a part of every medical contact.

If there is reasonable cause to suspect abuse or maltreatment, an immediate call should be made to the
State Central Register of Child Abuse and Maltreatment (SCR). Keep in mind that caseworkers,
childcare staff, and licensed health professionals are mandated reporters under state law.?* The
telephone number for reporting suspected abuse and maltreatment to the SCR for mandated reporters
is 1-800-635-1522, and the number for the general public is 1-800-342-3720.

All in-depth interviews related to abuse or neglect, especially sexual abuse, should be conducted by

qualified and experienced professionals. It is not the role of the foster parents or caregivers to take on
this task.

Time Frames

A child abuse and neglect evaluation should take place:
B Prior to or within 24 hours of placement.

B At the initial medical assessment.?

B At periodic health visits.?

B Immediately, when specific indicators of abuse or neglect are present.

24 SSL Atrticle 6, Title 6, 413-415.
% 18 NYCRR 441.22(c)(2).
% 18 NYCRR 441.22(f)(2).
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B Within 24 - 48 hours of return when a child returns from trial discharge or has been absent
without leave (AWOL).

B Within 24 - 48 hours before discharge.

Time Frames for a Sexual Abuse Evaluation

The timing of a sexual abuse health evaluation depends on when the suspected abuse occurred. If the
sexual abuse occurred more than four days prior to the disclosure, it is more important to have the
examination conducted in a child-friendly, non-threatening environment than to adhere to strict time
frames for seeking the medical evaluation. The assessment and interview process should begin
immediately and medical attention sought as soon thereafter as possible and appropriate. If there are
suspicions that a caregiver or someone with regular access to the child is the abuser, immediate action
must be taken to protect the child regardless of when the abuse occurred. Involve child protective
services as appropriate.

A medical exam should take place:
B On the same day if the sexual abuse occurred within the past 96 hours (4 days).
B On the same day if there is vaginal or rectal bleeding, pain, or signs of sexual trauma.

B If the sexual abuse took place more than 96 hours ago, seek the advice of a clinician as needed to
determine the urgency of a medical examination on an individual basis. Examples of situations
where an immediate exam may be indicated include: the child has vaginal discharge or there is
suspicion of a sexually transmitted disease or pregnancy; the child lives in the same house as
another child who has been sexually abused; or the child has specific behavioral or physical
indicators of sex abuse.

The professional conducting the health evaluation should be trained and experienced in child abuse and
child sexual abuse issues. Whether conducted by an individual or a child abuse team, the evaluation
should be comprehensive to avoid multiple interviews and examinations, which may increase the trauma
for the child. It is recommended that a sexual abuse evaluation take place within a multidisciplinary
child abuse team (MDT) or Child Advocacy Center (CAC) (see section 7, Resources). If no MDT/CAC
is available, a qualified medical professional should conduct the evaluation.

The Child Abuse Evaluation and Treatment for Medical Providers website is a comprehensive source
for child abuse information that offers tools and resources with which to diagnose and manage child
and adolescent abuse victims: http://www.childabusemd.com/index.shtml. Another valuable reference
tool for medical practitioners is the Child and Adolescent Sexual Offense Medical Protocol. For an
updated version of the protocol, contact the NYS Department of Health’s Rape Crisis Program at 518
474-3664. The New York State Children’s Justice Task Force Forensic Interviewing Best Practices
protocol referenced in the box below is available on the OCFS Intranet at:
http://ocfs.state.nyenet/dps/pdf/INY SCITFForensiclnterviewBestPractice.pdf.
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Components of Child Abuse and Neglect Health Evaluation
A medical evaluation for child abuse and neglect should include the following:

1. Interview with the child that is developmentally appropriate, sensitive, and completed in
an unbiased and truth seeking manner. The New York State Children’s Justice Task
Force Forensic Interviewing Best Practices Guidelines are recommended, although not
required. With an allegation of sexual abuse, the interviewer also seeks to identify signs
and symptoms of child sexual abuse, including but not limited to: nightmares, sexual
knowledge inappropriate for the child’s age, and sexualized behaviors inappropriate for
his/her age (see Chapter 3, Special Health Care Services, for information on child sexual
abusers).

2. Thorough directed physical examination: observation of verbal and nonverbal behaviors,
affect, growth parameters (height, weight), skin, nails, hair, mouth, extremities, genitalia,
anus.

3. Documentation, including detailed narrative, sketches, and photographs.
4. Imaging and laboratory studies as clinically indicated: If signs of physical abuse are

present, a skeletal survey (x-ray) should be done to identify old and new fractures (e.g., a
very young child with injuries in various stages of healing).

3 Health Care Coordination Activities

If your county does not have a Child Advocacy Center, identify and use health care
practitioners who are experienced and trained in conducting a child abuse and neglect
evaluation. Encourage them to reference guidance documents such as the ones noted above.
To support a coordinated approach to child abuse and neglect in your local department of
social services (LDSS) or voluntary agency, establish a multidisciplinary child abuse team if
one is not already present.
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7 Resources

Medical Home
http://www.medicalhomeinfo.org/

The National Center of Medical Home Initiatives for Children with Special Needs is a site sponsored
by the American Academy of Pediatrics.

Medical Information Sites

Fetal Alcohol Spectrum Disorders (FASD)

Any amount of alcohol use by the mother during pregnancy can cause an FASD. Children with an
FASD may also be diagnosed with a mental health disorder, have developmental delays and learning
problems. Identification of brain damage caused by FASD will assist service providers and schools in
implementing effective interventions.

Diagnosis of Fetal Alcohol Syndrome (FAS):
http://www.cdc.gov/nchddd/fas/documents/FAS_quidelines_accessible.pdf
New York State: http://www.oasas.state.ny.us/fasd/index.cfm (includes additional links)

Sickle Cell Disease

The Sickle Cell Information Center: http://www.scinfo.org/ (includes additional links)

Autism Spectrum Disorders

Center for Autism and Related Disabilities: http://www.albany.edu/psy/autism/autism.html
National Institute of Mental Health: http://www.nimh.nih.gov/health/publications/autism/complete-
publication.shtml

Immunization Schedule

See the following page for the New York State and New York City Recommended Childhood
Immunization Schedule. Check the following website at least once a year for updates to the schedule:
http://www.health.state.ny.us/prevention/immunization/childhood_and_adolescent.htm
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Mental Health Assessment Tools

Voice-Diagnostic Interview Schedule for Children (V-DISC)

V-DISC is a comprehensive, structured interview that uses DSM-1V criteria to screen for more than
twenty mental health disorders as well as suicidal ideation found in children and adolescents. The V-
DISC is a self-administered test. For more information:

Columbia University - http://www.promotementalhealth.org/overview.htm

NYS DPCA: http://dpca.state.ny.us/technology.htm

On the following page is a list of instruments used to assess children and adolescents in New York
State Office of Mental Health children’s programs.

Note: Many assessment instruments exist, but not all are valid and reliable. Some are expensive and
require training, while others are available at no charge and do not require training. Any tools used
for mental health assessment warrant close scrutiny. Please remember that tools are only one aspect
of a mental health assessment. Mental health practitioners need to involve the birth family, if
possible, the foster family, and schools, along with direct observation.
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Assessment
Instrument

ASI Adolescent Symptom
Inventory - Stonybrook,
Ages 13-18 years

NYS Office of Children and Family Services

INSTRUMENTS USED TO ASSESS
CHILDREN AND ADOLESCENTS
IN NYS-OMH CHILDREN'S PROGRAMS

June 2003

Children's
Programs

Inpatient (Sagamore CPC)

Results of
Instrument

DSM Diagnosis;
Symptom Clusters

Completed
By

Parent
Teacher

Ages 6-12 years

CAFAS Child & Kids Oneida (Oneida County) Level of Trained Rater
Adolescent Functional SPOA” (1 County) Functioning;
Assessment Scale Symptom/Problem
Clusters
CANS-MH Child and NYS-OMH Study (statewide) Level of Trained Rater
Adolescent Needs and Kids Oneida Functioning;
Strengths - Mental Health .
g SPOAs* (most Counties) Level of Need;
Symptom/Problem
Clusters
C-DISC Computer Voice | Inpatient (Sagamore CPC) DSM Diagnosis Youth
- Diagnostic Interview School Support Ill (NYC, Symptom Clusters
Schedule for Children 6 sites)
CSI Child Symptom Inpatient (Sagamore CPC) DSM Diagnosis Parent
Inventory - Stonybrook, Symptom Cluster | Teacher

SACA Service

FFT (Functional Family

History of Service

Trained rater

System

Assessments for Children | Therapy, 11 teams, Use (interviews
and Adolescents 5 locations) parent)
SDQ Strengths and FFT (Functional Family Level of Need; Parent
Difficulties Questionnaire | Therapy, 11 teams, 5 locations) Symptom/Problem | Youth
School Support Il (NYC, 6 Clusters
sites)
Y1 Youth Inventory - Inpatient (Sagamore CPC) DSM Diagnosis; Youth
Stonybrook, 13-18 years Symptom Clusters
YDQ Youth Outcome FFT (Functional Family Outcomes Parent
Questionnaire Therapy, 11 teams, Youth
5 locations)
YSBI Youth Symptom FFT (Functional Family Level of Need; Parent
Behavior Inventory, Child/ | Therapy, 11 teams, Symptom/Problem | Youth
Adolescent Measurement | 5 locations) Clusters

" Single Point of Access.
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Developmental Assessment Tools

Ages and Stages Questionnaires (ASQ and ASQ SE, 1991) are a series of questionnaires that screen
and monitor a child’s development between 4 months and 5 years of age. The Ages & Stages
Questionnaires® (ASQ): A Parent-Completed, Child-Monitoring System, Second Edition, is a
comprehensive developmental screening tool designed to find out if the child is on track or if he or
she should receive a more in-depth assessment to determine the need for specialized services.
Developmental areas screened by this measure include: communication, gross motor, fine motor,
problem solving, and personal-social; plus self-regulation, compliance, language, adaptive behaviors,
autonomy, affect, and interaction with people. The website is
http://www.agesandstages.com/asg/index.html.

Battelle Developmental Inventory, Second Edition (BDI-2, 2005) is designed for use with children
between birth and 7 years, 11 months. The assessment can be given up to three times a year, and is
available in Spanish. There is both a screening version and an assessment version. The domains
covered in the scale include: personal social, adaptive, motor, communication, cognitive.

Bayley Scales of Infant and Toddler Development, Third Edition (Bayley-I11) can be used to
measure development and developmental delays in very young children (ages 1- 42 months). This
instrument includes assessment scales for adaptive behavior, cognitive functioning, social-emotional
growth, language, and motor skills. Three scales are administered with child interaction, and two
with parent questionnaires. The Bayley can be used as a screening tool, a tool to monitor growth or
to identify developmental delays, and to determine the need for further in-depth assessment.

The Prescreening Developmental Questionnaire (PDQ-I1, 1998) has been developed to help
parents quickly identify whether their children need further assessment. The PDQ-II is a pre-
screening consisting of 91 parent questions. The questionnaires are divided by age range (0 to 9
months, 9 to 24 months, 2 to 4 years, and 4 to 6 years). The website is http://www.denverii.com/.

Measures of Adaptive Behavior

Adaptive behaviors are everyday living skills such as walking, talking, getting dressed, going to
school, going to work, preparing a meal, cleaning the house, etc. They are skills that a person learns
in the process of adapting to his/her surroundings. Since adaptive behaviors are for the most part
developmental, it is possible to describe a person's adaptive behavior as an age-equivalent score. An
average five-year-old, for example, would be expected to have adaptive behavior similar to that of
other five-year-olds. The purpose of measuring adaptive and maladaptive behavior is usually either
for diagnosis or for program planning. The diagnosis of mental retardation, for example, requires
deficits in both cognitive ability and adaptive behavior, occurring before age 18. Adaptive behavior
assessment is also used to determine the type and amount of special assistance that people with
disabilities may need. This assistance might be in the form of home-based support services for
infants and children and their families, special education and vocational training for young people,
and supported work or special living arrangements such as personal care attendants, group homes, or
nursing homes for adults. Adaptive behavior assessments are often used in preschool and special
education programs for determining eligibility, program planning, and assessing outcomes.

The Adaptive Behavior Assessment Systems, Second Edition (ABAS 11, 2003) is a norm-
referenced tool designed to assess the adaptive skills in individuals from birth to 89 years of age
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using 1999-2000 census data. The tool measures the following skill areas: communication,
community use, functional academics, home living, health and safety, leisure, self-care, self-
direction, social, and work (optional). This measure is a comprehensive tool that assists in the
diagnosis and classification of disabilities and medical/clinical disorders, the identification of
strengths and weaknesses, service needs for treatment and intervention, and evaluation.

The Comprehensive Test of Adaptive Behavior-Revised (CTAB, 2000) is an adaptive behavior
assessment measure to precisely evaluate the adaptive abilities of an individual who has a disability
from birth. It provides descriptive and prescriptive information for ages 0 to 60 years. It assesses an
individual’s self-help skills, home living skills, independent living skills, social skills, sensory and
motor skills, language concepts, and academic skills.

Vineland Adaptive Behavior Scales, Second Edition (VABS-II) is an assessment designed for use
to evaluate personal and social skills of children and adults from birth to age 90. It can be used to
identify and develop interventions for individuals with a cognitive disability, autism spectrum
disorders, attention deficit hyperactivity disorder (ADHD), brain injury, or dementia/Alzheimer’s
disease. The assessment provides information for developing educational and treatment plans. The
item contents reflect tasks and daily living skills that are related to current societal expectations. The
content and scales are organized within a three-domain structure (communication, daily living, and
socialization) that corresponds to the three broad domains of adaptive functioning recognized by the
American Association of Mental Retardation (AAMR, 2002): conceptual, practical, and social. In
addition, the assessment includes a motor skills domain and a maladaptive behavior index.

The following document, Eligibility Assessment Guidelines for B2H Referrals, provides eligibility
guidelines for anyone seeking services through the Office of Mental Retardation and Developmental
Disabilities (OMRDD) system and for the Bridges to Health Waiver Program (see Chapter 3, Special
Health Care Services).




Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

NYS Office of Children and Family Services

NYS Oftice of Mental Retardalion & Develspmental Disabiliies

Putting People First

Eligibility Assessment Guidelines for B2H Referrals

& psychological assessment designed to make a differential diagnosis of some form of
developmental dizability [DD], for inclusion in an GMEDD eligibility packet, must
address the key elements of a DD diagnosis. These elements are:

A. Date of onset [prior to 22 years of age],

B. Disorder that iz neurologically based [affects brain and/or spinal cord],

C. The dizorder produces significant adaptive behavior deficits currently and prior
tothe age of 22,

D. The condition will last indefinitely.

A, Date of Onset

1] &ll developmental disabilities must involve a condition that iz neurologiécally
beased and impacts the person prior to the age of 22, and therefore, diagnosis of
such a dizability requires that a psychologist obtain and present information
pertaining to this developmental period. [ the person being referred is older than 22,
the complete referral packet must include docurnents supportingthe presence of the
dizability prior to 22, [fthe person is vounger than 22, the psychological must
desecribe present findings and what has been reported through examination
and inferview that supporis the posited disorder. For example,for a diagnosis of
Lutism to be supported, specific descriptions of impaired social relationships,
language delay, and stereotypic/ cormpulsive beh aviors currently and in childhood, i.e.,
2 - 5 years old, must be included to support the diagnosis. If the psichologist
exarnines a person whose circumstance precludes obtaining developmental history,
the clinician must state that no history can be obtained, and they must state their
judgment regardingthe date of onset. They must also address the possibility that
events occurring between the age of 22 and the present age could or could not have
produced the prezent deficits.

2] It iz poszible for a neurological dizorder to be present prior to the age of 22, but not
produce zignificant adaptive behavior deficits until after that age. For example, if a
seizure dizorder iz present prior to the age of 22 but relatively well controlled with
medication, it may be that the person is developing relatively normally, However, if in
their late 20°: or 30’ the person’s seizure disorder significantly worsens, and at that
tirme thev present with significant adaptive behavior deficits, they are not considered
developmentally dizabled.

BE. Neurological Disorder

Aszide from the neurclogically based disorders that are known by many professionals

to bethe basis for developmental disabilities [for example, mental retardation, Autism,
Cerebral Palzy], there are many obscure conditions that may have to be researched to
ensure that they are indeed, neurologically based and not orthopedic or muscular in
nature, Ewvidence of the neurological basis of the disorder is required. However, some
non-neurological disorders, for example, osteogenesis imperfecta, may evolve into
neurological disorders. I this progression or regression is the basis of the neurological
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Substance Abuse Resources

Screening and Assessing Adolescents For Substance Use Disorders

Treatment Improvement Protocol (TIP) Series 31
(available from: http://ncadi.samhsa.gov/. Enter “TIP 31” into Search.)

Excerpts from Chapter 3, Comprehensive Assessment of Adolescents for Referral and Treatment:

Comprehensive assessment follows a positive screening for a substance use disorder and may lead to
long-term intervention efforts such as treatment. Screening procedures identify that a youth may
have a significant substance use problem. The comprehensive assessment confirms the presence of a
problem and helps illuminate other problems connected with the adolescent's substance use disorder.
Comprehensive information can be used to develop an appropriate set of interventions.

Listed below are the domains that should be assessed to arrive at an accurate picture of the
adolescent's needs or problems:

History of use of substances, including over-the-counter and prescription drugs, tobacco, and
inhalants — the history notes age of first use; frequency, length, and pattern of use; mode of ingestion;
treatment history; and signs and symptoms of substance use disorders, including loss of control,
preoccupation, and social and legal consequences.

Strengths and resources to build on, including self-esteem, family, other community supports, coping
skills, and motivation for treatment.

Medical health history and physical examination, noting, for example, previous illnesses, ulcers or
other gastrointestinal symptoms, chronic fatigue, recurring fever or weight loss, nutritional status,
recurrent nosebleeds, infectious diseases, medical trauma, and pregnancies.

Sexual history, including sexual orientation, sexual activity, sexual abuse, sexually transmitted
diseases (STDs), and STD/HIV risk behavior status (e.g., past or present use of injecting drugs, past
or present practice of unsafe sex, selling sex for drugs or food).

Developmental issues, including possible presence of attention deficit disorders, learning problems,
and influences of traumatic events (such as physical or sexual abuse).

Mental health history, with a focus on depression, suicidal ideation or attempts, attention-deficit
disorders, anxiety disorders, and behavioral disorders, as well as details about prior evaluation and
treatment for mental health problems.

Family history (including parents, guardians, and extended family) of substance use, mental and
physical health problems and treatment, chronic illnesses, incarceration or illegal activity, child
management concerns, and the family's ethnic and socioeconomic background and degree of
acculturation. (The description of the home environment should note substandard housing,
homelessness, proportion of time the young person spends in shelters or on the streets, and any
pattern of running away from home. Issues regarding the youth's history of child abuse or neglect,
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involvement with the child welfare agency, and foster care placements are also key considerations.
The family's strengths should be noted as they will be important in intervention efforts.)

School history, including academic and behavioral performance, and attendance problems.
Vocational history, including paid and volunteer work.
Peer relationships, interpersonal skills, gang involvement, and neighborhood environment.

Juvenile justice involvement and delinquency, including types and incidence of behavior and
attitudes toward that behavior.

Leisure-time activities, including recreational activities, hobbies, and interests.
CRAFFT Substance Abuse Screening Instrument

Recommended by the American Academy of Pediatrics in its Alcohol Use and Abuse: A Pediatric
Concern. See http://aappolicy.aappublications.org/cgi/content/full/pediatrics;108/1/185.

CRAFFT—Questions to Identify Adolescents With Alcohol Abuse Problems*?’

C | Have you ever ridden in a CAR driven by someone (including yourself) who was "high" or
had been using alcohol or drugs?

Do you ever use alcohol or drugs to RELAX, feel better about yourself, or fit in?

Do you ever use alcohol or drugs while you are by yourself, or ALONE?

Do you ever FORGET things you did while using alcohol or drugs?

m(Mm|>|o

Do your family or FRIENDS ever tell you that you should cut down on your drinking or
drug use?

—

Have you ever gotten into TROUBLE while you were using alcohol or drugs?

* Two or more "yes" answers suggest that the adolescent has a serious problem with alcohol or drug
abuse.

Note: The DAST and MAST are listed below as examples of screening tools.

Drug Abuse Screening Test (DAST)
http://counsellingresource.com/quizzes/drug-abuse/index.html

The purpose of the DAST is to provide a brief, simple, practical, but valid method for
identifying individuals who are abusing psychoactive drugs; and to yield a quantitative index
score of the degree of problems related to drug use and misuse. This 20-item instrument may

27 J.R. Knight, L.A. Shrier, T.D. Bravender, M. Farrell, J. Vander Bilt, H.J. Shaffer. “A new brief screen for
adolescent substance abuse,” Archives of Pediatrics & Adolescent Medicine, 153 (1999), pp. 591-596.
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be given in either a self-report or in a structured interview format. DAST obtains no
information on alcohol use, the type of drugs used, or the frequency or duration of drug use.

Michigan Alcohol Screening Test (MAST)
http://alcoholism.about.com/od/tests/a/mast.htm

Child Abuse and Neglect Resources

New York State Child Advocacy Resource

and Consultation Center (CARCC)
320 Schermerhorn Street

Brooklyn, NY 11217

718-330-5455

866-313-3013 toll free

718-330-5462 fax

http://www.nyscarcc.org

Established in 1996 as a program of Safe Horizon, CARCC’s mission is to work with
Multidisciplinary Teams and Child Advocacy Centers throughout New York State to promote and
enhance multidisciplinary responses to child sexual abuse and child fatality reviews (see website for a
list of centers). This approach maximizes the strength of all disciplines involved in child abuse
investigations and minimizes the trauma to child victims. The Center is committed to building on
existing resources to benefit multidisciplinary efforts across New York State and to providing
services tailored to the needs of each community they serve. CARCC provides periodic regional
trainings throughout the year. The New York State Children's Alliance (NYSCA), formed in 1997, is
composed of multidisciplinary team coordinators and Child Advocacy Center directors. Contact
CARCC to obtain a copy of the NYS Children’s Justice Task Force Forensic Interviewing Best
Practices protocol. It can also be downloaded from the OCFS Intranet at
http://ocfs.state.nyenet/dps/pdf/NY SCJITFForensiclnterviewBestPractice.pdf.

Child Abuse Evaluation and Treatment for Medical Providers
http://www.childabusemd.com/index.shtml

The above website is an online resource for medical providers who do not have a background or
expertise in child abuse pediatrics and are striving to develop best practice standards for their patient
care setting. It was developed under the direction of Dr. Ann Botash at SUNY Upstate Medical
University.

Child Abuse Medical Provider Program (CHAMP)
http://www.champprogram.com/default.asp

CHAMP’s goal is to improve the New York State medical response to suspected child abuse by
improving the examination, treatment, documentation, community referral, and management of
suspected child abuse cases.
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American Professional Society on the Abuse of Children
http://www.apsac.org/mc/page.do

Note: This information is provided for informational purposes only. The NYS Office of Children
and Family Services is not responsible for the content.

The American Professional Society on the Abuse of Children (APSAC) is a membership organization
for professionals who work in child abuse and neglect. Its mission is to improve the quality of
practice provided by professionals who work in child abuse and neglect through:

B Providing professional education that promotes effective, culturally sensitive, and
interdisciplinary approaches to the identification, intervention, treatment, and prevention of child
abuse and neglect.

B Promoting research and practice guidelines to inform all forms of professional practice in child
maltreatment.

Resources include the website, a quarterly newsletter, a quarterly peer-reviewed scientific journal,
guidelines (handbook) on child maltreatment, an annual colloguium, training seminars, and state
chapters for state-level training and networking.

Child Welfare Information Gateway
http://www.childwelfare.gov/aboutus.cfm

Child Welfare Information Gateway promotes the safety, permanency, and well-being of children and
families by connecting child welfare, adoption and related professionals as well as concerned citizens
to timely, essential information.
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Chapter Two
Preventive and Ongoing Health Care

To maintain overall health and well-being, children in foster care need ongoing medical assessment,
treatment, and services provided in a coordinated, comprehensive manner. This chapter describes the
ongoing health services — medical, dental, mental health, developmental, and substance abuse
services — that continue the assessment and treatment recommended in the initial comprehensive
health evaluation when children are placed in foster care.

Depending on the findings of the initial health evaluation, children in care will differ in their need for
health services. While all children must receive routine preventive health care, some will be referred
for further assessment and treatment. Others with specific identified conditions or problems will
need to receive ongoing treatment.

This chapter outlines the standards for routine preventive health care; health care services;
management of medical conditions and chronic illness; and care of acute illness and injury.

I..l Sections in this

A— chapter include:

Comprehensive plan of care

Routine preventive health care

Dental care services

Mental health services

Developmental services

Substance abuse services

Management of chronic medical conditions

Acute illness and injury/emergency care
Resources

CoNoO~wWNE
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1 Comprehensive Plan of Care

Each initial health assessment (i.e., medical, dental, mental health, developmental, and substance
abuse) included in the comprehensive health evaluation should result in an individual treatment plan.
The plan should address the child’s needs identified in each of the assessments and include
recommendations for treatment, referral information, and follow-up appointments. The plan should
also include information and tips for caregivers about healthy growth and development. The overall
health assessment should be included in the child’s case planning to enhance service coordination and
monitoring.

:) Health Care Coordination Activities

To coordinate the child’s treatment, individual treatment plans should be integrated
into one comprehensive “plan of care” that formulates how the child’s health care
needs in every area will be addressed. With an overall plan of care, all providers are
aware of the child’s various health care issues, medications are managed properly,
and casework planning for the child and family incorporates the child’s health.

As with any service planning, all those involved with the child should be informed about the plan and
have an opportunity to contribute to it. This includes the child’s birth parents or prospective adoptive
family, as appropriate.

Often foster parents will be responsible for carrying out the plan by accompanying the child to
appointments or administering medication. Communicate with the foster parents clearly and
consistently to help them understand the child’s treatment plan and their role in the plan. This will
help them to effectively support and implement the plan.
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2 Routine Preventive Health Care

Routine preventive health care promotes the health and well-being of all children. To help achieve
optimum preventive health care, each child must have periodic comprehensive medical assessments,
also known as well child visits, on an ongoing basis." Even when a child is receiving regular
treatment from a specialist for a medical condition (e.g., chronic asthma), well-child visits are
necessary as they have a broader scope and purpose.

3 Health Care Coordination Activities

Build on the relationship with the primary care provider, which began with the initial
health evaluation. You can do this by providing relevant information about the child
and your agency, making sure that the child’s medical records are up to date, and
reinforcing with the foster parents and birth parents how important a “medical home”
is both for the child and for their own care of the child. Continue to gather
information from the birth parents about the family’s and the child’s medical history.

Schedule for Routine Well Child Care

Following the initial medical assessment, periodic well child visits must take place according to the
current American Academy of Pediatrics (AAP) Recommendations for Preventive Pediatric Health
Care schedule, which has been adopted by the New York State Medicaid program. Go to
http://practice.aap.org/content.aspx?aid=1599 for the AAP periodicity schedule. Note that the
schedule has been updated since the development of 18 NYCRR 441.22(f). Due to the greater health
needs of children in foster care, OCFS recommends additional well-child visits for children under the
age of 6. The AAP schedule and the enhanced recommendations for children in foster care are shown
below:

Schedule for Well-Child Care
AAP 2008 schedule (minimum) Recommended for Foster Care
At age: 4-5 days, 1 month, 2 months, 4 months, | At age: 4-5 days, 1 month, 2 months, 3 months,
6 months, 9 months 4 months, 5 months, 6 months, 9 months
At age: 12 months, 15 months, 18 months, 24 At age: 12 months, 15 months, 18 months, 24
months, 30 months months, 30 months
At age: 3 years, 4 years, 5 years, 6 years At age: 3 years, 3 ¥, years, 4 years, 4 ¥, years, 5
years, 5 ¥ years, 6 years
Every year from age 7 to age 21 Every year from age 7 to age 21

Additional visits must occur consistent with current standards for primary care of specific conditions
that may be present, e.g., HIV infection, prematurity, cystic fibrosis.

118 NYCRR 441.22(f) (“periodic individualized medical examinations”).
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Components of Well Child Visits

Well child visits should include:

B Clinical examination by a primary care provider who is a pediatrician, family physician,
physician’s assistant, or nurse practitioner with pediatric training and experience — preferably, the
same provider who conducted the initial medical assessment (the “medical home” for the child).

B Immunizations consistent with current NYS/NYC DOH recommendations for age, with special
immunization recommendations for specific conditions that may be present such as HIV
infection, sickle cell, asthma, or diabetes. It is important to check the following New York State
Department of Health website at least annually for updates to the immunization schedule:
http://www.health.state.ny.us/prevention/immunization/childhood and_adolescent.htm. (See
Chapter 1, Initial Evaluation of Child’s Health, section 7, Resources, for the Recommended
Childhood Immunization Schedule for New York State.)

B Periodic screening tests consistent with the current AAP well child visit schedule and DOH
regulations for age and current professional standards for specific conditions, e.g., blood tests for
lead poisoning.

B Health education and anticipatory guidance consistent with current AAP recommendations for
age (see section 9, Resources).

B Review and updating of the problem list and treatment plan at each well child visit.

Follow-Up Activities

To coordinate follow-up after each visit, staff involved with the child’s case are responsible for:?

B Reviewing the child’s medical examination record form to determine whether further treatment is
recommended, including referrals and medications.

B Contacting the provider, if necessary, to obtain information on follow-up care and treatment.
B Offering to assist the foster parent with follow-up care and transportation.

B Encouraging the provider to contact the agency about follow-up, referrals, missed appointments,
or other important information.

290 ADM-21 Foster Care: Medical Services for Children in Foster Care.
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3 Dental Care Services

Comprehensive dental care for children in foster care includes routine restorative care and ongoing
dental examinations, preventive services, and treatment as recommended by the dentist. Follow-up
care for all conditions identified in the initial dental assessment is required.’

Dental care services include:

B |[nitial exam, preventive services, and sealants on permanent molar teeth at the time of entry
into care.

B Ongoing routine dental care for children age 3 and older [Note: NYC Administration for
Children’s Services (ACS) requires an exam by a dentist at age 2]:
— Preventive care every 6 months
—  Examination by dentist annually*

B Sealants on newly erupted molars at preventive visits.

B Ongoing restorative care to promptly address every problem identified:
— Timely access to restorative care
— Fillings
— Root canals
— Replace missing and damaged teeth
— Periodontal care for gum disease

B Immediate access to dentist or oral surgeon for pain or dental trauma.
B Immediate access to effective medication to relieve pain.

B Orthodontics based on NYSDOH Physically Handicapped Children’s Program (PHCP) standards
for severe handicapping dental conditions (see section 9, Resources).

Dental decay can be advanced by 3 years of age. Decay of primary teeth can affect children’s
growth, lead to malocclusion, and result in significant pain and life-threatening swelling. To prevent
cavities in children, high-risk individuals must be identified at an early age, and aggressive strategies
should be adopted, including anticipatory guidance, behavior modification (oral hygiene and feeding
practices), and establishment of a dental home by 1 year of age for children deemed at risk.’

¥18 NYCRR 441.22(q).

18 NYCRR 441.22(f)(2)(viii).

® Oral Health Risk Assessment Timing and Establishment of the Dental Home. 2003. Available at:
http://aappolicy.aappublications.org/.
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Referral to a dentist and establishment of a dental home is recommended no later than 6
months after the first tooth erupts, or by 12 months of age, whichever comes first. This practice
allows the dentist to assess risk and recommend interventions. The dentist can instruct parents and
caregivers on oral hygiene for infants and toddlers and make sure the child receives fluoride.

It also provides an opportunity for the dentist to intervene in the oral hygiene habits of the primary
caregivers to reduce the risk of colonization of the infant by the bacteria that cause tooth decay.
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4 Mental Health Services

Children in foster care should receive professional diagnosis, treatment, and services for any mental
health needs identified in the initial mental health assessment. Psychiatric, psychological, and other
essential services must be made available appropriate to the needs of children in care.® The following
activities are required:

® Diagnosis and treatment of all identified needs.’
®  Medically necessary psychiatric and psychological services.®

B Care, services, and treatment to ameliorate defects, physical and mental illness, and conditions
discovered by Early and Periodic Screening, Diagnostic and Treatment (EPSDT) screenings.®

It is not unusual for children in foster care to experience serious emotional and behavioral issues and
be in need of mental health services. Keep in mind that children who do not “act out” may need
assistance as much as those who present behavioral challenges. It is important for children to receive
mental health services on an ongoing basis, rather than waiting for a crisis to occur. Regular services
allow clinicians to form a therapeutic alliance with the child and provide ongoing guidance to
caregivers in how to ameliorate or manage crisis situations. Services should be consistent with
current professional standards of care for children and adolescents (Practice Parameters of the
American Academy of Child and Adolescent Psychiatry) (www.aacap.org) (see section 9,
Resources).

For information on consent for outpatient mental health services and administration of psychiatric
medications, see Chapter 6, Medical Consents, and Appendix B, 08-OCFS-INF-02 The Use of
Psychiatric Medications for Children and Youth in Placement — Authority to Consent to Medical
Care.

3 Health Care Coordination Activities

Be aware that some psychiatric disorders in children and adolescents (e.g., anxiety,
depression) can present with physical complaints or vague somatic symptoms.
Examples are sleep and appetite changes, fatigue, decreased energy, pain, headaches,
dizziness, palpitations, and shortness of breath. It is important the primary care
provider consider emotional problems when evaluating these physical complaints or
symptoms. As part of your role to integrate and coordinate the physical and mental
health care of children in foster care, provide the guidance to caseworkers and
caregivers that emotional and physical problems are often intertwined.

® 18 NYCRR 441.15.

718 NYCRR 508.8(e).

8 18 NYCRR 441.15.

® EPSDT 5122.E and 5124 A.4 and B.1.
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Using DSM-IV-TR

A child’s mental health assessment may contain terms describing a child’s diagnosis and references
to the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-
IV-TR).!® The DSM-IV-TR is the manual used by physicians, psychiatrists, psychologists,
therapists, and licensed certified social workers to diagnose mental illness (see section 9, Resources).
This manual spells out the specific diagnostic criteria. When diagnosing a client, the American
Psychiatric Association recommends that the clinician use a multiaxial Assessment System, as
follows:

Axis | — Clinical Disorders (i.e., Mental Health)

Axis Il — Personality Disorders and Mental Retardation
Axis 11l — General Medical Condition

Axis IV — Psychosocial and Environmental Factors
AXxis V — Global Assessment of Functioning

Axis | includes all mental health conditions except personality disorders and mental retardation,
which are in Axis Il; Axis 111 is used for reporting any major medical conditions that may be relevant
to treatment of the mental health disorder; Axis IV is used to report psychosocial and environmental
factors affecting the child; and Axis V is the clinician’s assessment of the child’s overall level of
functioning.

Components of Mental Health Treatment

In general, management of identified mental health needs includes mental health
intervention/treatment services; development of a mental health crisis plan; periodic review and
revision of the individual treatment plan; and periodic re-evaluation of the child (see section 9,
Resources).

It is helpful for the caseworker, foster parents, and birth parents to know what to expect when a child
receives mental health evaluation and treatment. Issues they may have to deal with include the kind
of counseling or therapy recommended, medication, and other interventions such as family support or
respite services. The more information they have about such approaches the better equipped they will
be to support them.

Mental health treatment services include various therapeutic approaches to individual and family
counseling:

B Using verbal psychotherapy, commonly known as “talk therapy,” the therapist meets with the
child in individual or family sessions.

B In interactive psychotherapy, commonly known as “play therapy,” the child explores issues with
the therapist through play with toys or other items designed for this purpose.

1% American Psychiatric Association, Arlington, VA, 2000.
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B With cognitive-behavioral therapy (CBT) for children, the therapist helps the child see the
connection between his/her thinking and behavior.

B Group therapy is commonly used, especially psychosocial or psycho-educational groups.
Adolescents in particular may not respond well to individual therapy and may be more expressive
with peers in the group therapy setting.

Additional types include dialectical behavior therapy (DBT), family therapy, interpersonal therapy
(IPT), psychodynamic therapy, behavior therapy, and expressive therapies (e.g., art and music).
Depending on the diagnosis, psychiatric medication may be prescribed along with psychotherapy or
other individual or group services (see Chapter 5, Medication Administration and Management).
Additional related treatment may include substance abuse treatment services, when needed.

Flexible wrap-around services are an essential component of individualized, community-based care
for children and adolescents with SED (Serious Emotional Disturbance). These services are flexible,
and child/family-focused. The services follow or “wrap around” the child or adolescent to facilitate
return to optimal functioning at home and in the community. Examples include afterschool
programs, summer camp, recreation programs, mentoring, life coaches, and community supervision.
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5 Developmental Services

Children in foster care often experience problems in growth and development resulting from growing
up with abuse, neglect, and family substance use as well as other factors such as premature birth and
poor prenatal and infant health care. Developmental services for children in foster care include
timely access to services identified in the initial medical or developmental assessments and age-
appropriate assessment at routine periodic medical visits.

It is recommended that each well child visit include an assessment of the child’s developmental,
educational, and emotional status based on an interview with the foster parents, standardized tests of
development, and/or review of school progress. Children at known risk for developmental delay,
including those born prematurely, those born to mothers with alcohol or substance abuse problems,
and all HIV-infected children, should have formal developmental assessments at regular intervals to
identify developmental delays as early as possible.

Developmental services include the diagnosis and treatment of all developmental delays and deficits
identified and developmental treatment services such as speech and language therapy; occupational
therapy; physical therapy; and services for the hearing and visually impaired.

There are several routes to access developmental services depending on the child’s age:

B Early Intervention Program (up to age 3) through referral to the local EI Officer for evaluation
and services.

B Preschool Special Education (ages 3-5) through referral to the local school district or regional
preschool special education program for evaluation and services.

B Special Education (ages 5-21) through referral to the local school district or regional special
education programs for evaluation and services.

B Section 504 (Education Law) (ages 5-21) services for general education students.
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Health Care Providers and Other Professionals

In addition to health practitioners, other professionals who may be involved in the assessment
or treatment of children and adolescents in foster care may include:

B Speech and language pathologists with training and/or experience in child speech
pathology.

B Physical and occupational therapists with training and/or experience in the motor
problems of children.

B School psychologists.

B Certified family therapists.

B Certified arts therapists (art/music/dance).

Early Intervention Program

Children ages birth through three years may be eligible for participation in the Early Intervention (EI)
Program because they are experiencing developmental delays or disabilities. The Early Intervention
Program is a voluntary program offering a variety of therapeutic and support services to eligible
infants and toddlers and their families.

If parents are the subject of an indicated child protective report and have a child under the age of
three, the local social services districts must inform the parents of the EI program and refer them to
the county EIP. If the child is in foster care, the foster care agency must initiate a screening or referral
to the EIP (see Appendix B, 04-OCFS-LCM-04).

The EI Program is administered locally in each of the 57 counties and New York City. An Early
Intervention Official/Designee (EIO/D) in each municipality is responsible for identifying eligible
children and ensuring that EI services contained in the family’s Individualized Family Service Plan
(IFSP) are delivered. Most EIOs are directors or commissioners of county health departments. The
New York State Department of Health is the lead state agency responsible for the Early Intervention
Program (see Appendix D for the Protocol: Children in Foster Care Who Participate in the Early
Intervention Program).

The following services can be included in the IFSP: assistive technology devices and services, family
training and counseling, home visits, parent support groups, special instruction, speech-language
pathology and audiology, occupational therapy, physical therapy, psychological services, service
coordination, nursing services, nutritional services, social work services, vision services, and
transportation-related costs necessary to enable a child to benefit from other El services while the
child is receiving these services.
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To be eligible for services, children must be under 3 years of age and have a disability or
developmental delay. In New York State, children must meet the eligibility criteria to receive El
services. The EI Officer is responsible for identifying, tracking, and periodic developmental
screening of children at risk of developmental delay or using available resources. Although the
program is voluntary, under certain circumstances there may be a court order requiring that El
services be provided.

The EI Program requires the appointment of a “surrogate parent” to assume the responsibilities of a
birth parent/guardian when a child in foster care is eligible for El services and is either a ward of the
state — i.e., in the custody and guardianship of the local commissioner of social services — or is not a
ward of the state but whose birth parent/guardian is unavailable. The El Officer should designate the
foster parent or an appropriate and available relative as the surrogate parent for the EI Program.

Regarding consent for EI services, note that although the LDSS commissioner can generally consent
to medical, dental, and hospital services for children who are in the commissioner’s custody, the
Individuals with Disabilities Education Act (IDEA) specifically excludes state officials from acting as
a surrogate parent in the EI Program (see Chapter 6, Medical Consents, for detailed information on
consent for Early Intervention services).

Caseworker and El Program: Working Together

Professionals working in the Early Intervention Program and the local district must communicate and
work together when involved with the same child and family. Once a child in foster care has been
deemed eligible for EI services, it is important that the EI Program inform the caseworker about the
child’s El status, service plan, and progress so that the local district can more effectively carry out its
responsibilities for general management of the child’s foster care program, taking into account what
is happening to the child while he/she is receiving EI services.

At the same time, it is important for the caseworker to keep the EI Program up to date about the
child’s placement, location, health and medical status, and social services status. Ongoing awareness
of the child’s whereabouts and foster care status will allow the local EI Program to develop and
implement a supportive, appropriate service plan and to appropriately claim and receive
reimbursement from the state program.

Regarding EI services, the caseworker is responsible for the following:

B As a primary referral source, identifies and refers children under the age of three who were part
of an indicated child protective report or are at risk of having a disability to the program.

B Participates in IFSP development.

B Documents the outcome of all IFSP meetings in the case record and ties this information to
permanency planning and planning for other services.

B Considers early intervention services when coordinating permanency planning and other services.
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B Shares basic information about the EI Program with birth parents and foster parents.

B If the foster parents did not participate in IFSP development, notifies them of how the plan will
be implemented and their obligations when EI services are being delivered.

B Coordinates with the EI Officer to transition child into preschool special education or other
services as appropriate as child’s third birthday approaches.

= See Appendix D for the Protocol: Children in Foster Care Who Participate in the Early
Intervention Program. The protocol outlines the responsibilities and procedures for the LDSS
caseworker regarding identification of children eligible for the Early Intervention Program, referral to
the program, intake, evaluation, IFSP, delivery of services, mediation, and transition and discharge.

3 Health Care Coordination Activities

Designate an LDSS Early Intervention program liaison. Urge local districts and local
Early Intervention Programs to collaborate and develop a general consent form that
will meet both system requirements and facilitate sharing of information. Encourage
staff to attend state-sponsored training on El services. Help develop an interagency
agreement between the municipal EIP and LDSS to address the referral process of
children transitioning from the EI Program to preschool special education.

Transition from EIP to Preschool Special Education

If a child has been determined eligible for Early Intervention programs and services, the child can
transition smoothly into preschool special education services. If the child is referred to the Committee
on Preschool Special Education (CPSE) and determined eligible for preschool special education
programs and services, early intervention services may continue past the child’s third birthday as
follows:

B Children who turn three years of age between January 1% and August 31 are eligible to continue
to receive early intervention services until September 1% of the calendar year.

B Children who turn three years of age between September 1% and December 31* are eligible to
continue to receive early intervention services until January 2™ of the following calendar year.™

If the child is not referred to the CPSE and determined eligible for preschool special education
programs and services, early intervention services will end at the child’s third birthday.*

The Early Intervention Official (E10) is required, with consent of the parent or surrogate parent, to
notify the school district of the child’s potential transition to preschool special education at least 120

1 pyblic Health 2541(8)(a).
2 pyblic Health 2541(8)(b).
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days before the date of the child’s first date of eligibility.* The EIO must also convene a transition
conference at least 90 days before the child’s first date of eligibility for preschool special education.™

Preschool Special Education Services

Children ages 3 to 5 who have not transitioned from EIP to preschool special education and are
suspected of having a disability that may affect their school performance may also be referred for
services. A written referral for an individual evaluation and determination of eligibility for special
education programs and services should be sent to the Chairperson of the Committee on Special
Education (CSE) or Committee on Preschool Special Education (CPSE) or to the building
administrator in the school district where the child is placed.®™ The CPSE is responsible for
evaluating all students referred and placing all those in need of special education. If the evaluation
determines that the child is in need of special education, an individualized education plan (IEP) will
be developed for the child.

To be identified as having a disability, a preschool child has either a significant delay or disorder in
one or more functional areas related to cognitive, language and communicative, adaptive, socio-
emotional or motor development which adversely affects the child’s ability to learn, or meets the
criteria for: autism, deafness, deaf-blindness, hearing impairment, orthopedic impairment, other-
health impairment, traumatic brain injury, or visual impairment.

3 Health Care Coordination Activities

Develop a list of schools approved to conduct initial evaluations of preschool
students in your county and surrounding counties and the procedures that must be
followed to select one of the approved evaluators to conduct the initial evaluation on
the child. Assist the foster parents in obtaining the evaluation.

Special Education Services

A student suspected of having a disability must be referred in writing to the Chairperson of the
Committee on Special Education (CSE) or to the building administrator of the relevant school
district.’® The CSE is responsible for evaluating all students referred and placing all those in need of
special education. If the evaluation determines that the child is in need of special education, an
individualized education plan (IEP) will be developed for the child.

B public Health 2514(14).
%10 NYCRR 69-4.20(b).
3 Individual Evaluations and Eligibility Determinations for Students with Disabilities, New York State
lEsducation Department, Office of Vocational and Educational Services, revised January 2002.
Ibid.
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Special Education services cover a range of services and settings. In addition to modified and
specialized instructional services provided in self-contained classes and special schools, special
education students may receive developmental treatment services in regular schools.

The CSE coordinates with the therapists, arranges placement and transportation services, and
evaluates students who are not attending public schools (e.g., preschool, private/parochial). A CSE
includes clinical supervisors who supervise psychologists, social workers, education evaluators, and
other school personnel.

A student with a disability means a student who is entitled to attend public schools and who, because
of mental, physical, or emotional reasons, has been identified as having a disability, including:
autism, deafness, deaf-blindness, emotional disturbance, hearing impairment, learning disability,
mental retardation, multiple disabilities, orthopedic impairment, other-health impairment, speech or
language impairment, traumatic brain injury, or visual impairment including blindness.

3 Health Care Coordination Activities

Encourage birth parents and foster parents, as well as casework staff, to attend the
periodic CSE meetings that evaluate the child’s progress and treatment plan.
Attending the meetings provides a way to learn about the services the child is
receiving and an opportunity to contribute information about the child and to
advocate for the child’s needs.

Section 504 Services for Children
in General Education Classes

Section 504 of the Rehabilitation Act of 1973 makes it possible for students with certain special
needs to remain in a general education class. Section 504 establishes that disabled or “medically
fragile” students, whose impairments do not directly limit their ability to learn, have a right to a free,
appropriate public education. School districts have to provide the necessary educational services,
aids, and accommaodations to ensure this right. Certain types of schools (e.g., Union Free and 853
schools) provide Section 504 services on site.

If possible, students should be in a general education school program and fully take part in all the
activities of the class. Section 504 requires that students with special needs due to physical and
mental impairment be accommaodated in the least restrictive educational environment. Such services
and aids should be delivered in a way that does not stigmatize the student.

Adjustments or services may include (1) modifications to a student's general education program, such
as preferential seating, alternative testing techniques, classwork/homework modifications, barrier-free
placement, bus transportation, an elevator pass, and counseling; and (2) provision of certain health-
related services to help the student attend school, such as monitoring the administration of oral
medication and the use of inhalers; monitoring of blood sugar levels; injections; clean intermittent
catheterization; and emergency administration of medication.
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Examples of protected students are children with asthma, diabetes, allergies, cerebral palsy, cancer,
HIV-related illnesses, epilepsy, dyslexia, and spina bifida.

Children in foster care will either be referred from the CSE to Section 504 services, or by the agency
as a result of the developmental assessment. Upon request for services, the evaluation by the school
will determine if the student has a mental or physical impairment; if the impairment substantially
limits one or more of the student's major life activities; and if the student is a qualified disabled
student within the meaning of Section 504.
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6 Substance Abuse Services

Children in foster care should be screened for a family history of alcohol and drug use, a history of their
own use, and other risk related behaviors. The screen for individuals age 13 and older should be part of
the comprehensive health evaluation that is completed when a child is placed. Youth of any age who
are identified as having alcohol or/other drug related problems should receive professional services that
include a comprehensive assessment for alcohol and substance abuse disorders based on DSM-IV-TR
diagnosis. Treatment and services for any alcohol or drug abuse problem identified as part of the
screening and assessment process should be provided in accordance with the current standard of care
for adolescents (see section 9, Resources, for Treatment of Adolescents With Substance Use Disorders).

Note: “Substance” or “drug” includes all alcohol and chemicals improperly used either by inhalation,
smoking, ingestion, or injection. The terms “chemical dependence” or “chemical abuse” may also be
used by clinicians and treatment providers. The difference between dependence and abuse is
explained in the definitions below:*

B Substance abuse is characterized by a maladaptive pattern of substance use manifested by
recurrent and significant adverse consequences related to the repeated use of substances. In order
for an abuse criterion to be met, the substance related-problem must have occurred repeatedly
during the same 12-month period or been persistent.

B Substance dependence is characterized by a cluster of cognitive, behavioral, and physiological
symptoms indicating that the individual continues use of the substance despite significant
substance-related problems. There is a pattern of repeated self-administration that can result in
tolerance, withdrawal, and compulsive [substance]-taking behavior.

Drug Screening

OCFS recommends the use of urine drug testing for children in foster care only in one or more of the
following circumstances:

B A court has ordered such screening or testing.

B The child has consented to such screening or testing as a condition of participation in an
approved (licensed) substance abuse treatment program.

B A clinician or certified alcohol and substance abuse counselor (CASAC) has directed that testing
be done as part of the child’s services/treatment plan to determine if the child is using a substance
that may present a risk to the child’s health and safety. The clinician or CASAC should oversee
the testing protocols.

' DSM-IV-TR.
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B The clinician or CASAC has reasonable cause to suspect that the child is unlawfully under the
influence of a drug or controlled substance, and the executive director of the authorized agency or
his or her designee has approved of the testing. Reasonable cause to suspect should be based on
specific, reliable observations that can be articulated, not solely upon information received from
other children or anonymous sources, and should be documented in the child’s case record.

A screening may show that a child is at risk or already has alcohol or substance abuse problems.
Whenever possible, refer children to programs licensed by the New York State Office of Alcohol and
Substance Abuse Services (OASAS). These programs provide preventive and treatment services in a
variety of settings (see section 9, Resources).

3 Health Care Coordination Activities

Make sure that your agency has the OASAS Provider Directory available for staff
who make referrals (see section 9, Resources). The directory lists providers by
county and identifies program type (e.g., crisis services/medically monitored
withdrawal; chemical dependency youth/outpatient) as well as contact information.
To achieve continuity of substance abuse services when children are discharged from
foster care, refer them to OASAS school-based student assistance programs, where
available. Also, learn which schools in your community have programs on alcohol
and substance abuse. Many schools have a school-based prevention/intervention
program, which offers a curriculum and instruction for staff and assistance for youth
in crisis.

Training for Staff, Caregivers, and Health Care Providers

Topics for staff and caregiver training on the impact of substance abuse on children and adolescents
should include detecting substance abuse and procedures for handling emergencies. Staff and foster
parents should be familiar with and alert to behaviors that may be signs of substance abuse. These
include disorientation, confusion, euphoria, auditory and visual hallucinations, delusions, distorted
sensory perception, drowsiness, lack of coordination, feelings of detachment, incoherent speech,
disruption of thought processes, and unconsciousness. Pronounced pinpoint pupils of the eyes and
needle marks on the arms and other parts of the body are probable physical signs indicative of drug use.

Methamphetamine

Methamphetamine (meth) is a powerfully addictive drug of abuse with an added risk: clandestine
manufacture in homes, outbuildings, and even vehicles. The chemicals found in clandestine
laboratories can damage the respiratory tract, mucous membranes, eyes, and skin. Some of the
chemicals can produce a fire or explosion. Meth production contaminates surfaces such as walls,
floors, counters, and children’s toys and clothing. If a child found at a meth lab shows signs of
exposure such as respiratory distress, eye irritation, chemical residue, or obvious injury, seek
immediate medical attention. See section 9, Resources, for more information.
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Immediately leave the scene and contact law enforcement if you encounter what you believe is a
clandestine laboratory. Inform law enforcement if you believe children are present. Be aware that
some meth producers may set booby traps at the site to deter authorities. OCFS provided
teleconference training on methamphetamine and worker safety on March 26, 2006. Copies are
available from the OCFS library. This training is recommended for all staff. Contact your staff
development coordinator for more information.

All mandated reporters of suspected child abuse or maltreatment who travel to children’s homes must
be informed by their employer of the signs of a clandestine methamphetamine laboratory.'® A
brochure with this information can be downloaded from the Office of Alcoholism and Substance
Abuse (OASAS) Methamphetamine Clearinghouse at http://www.oasas.state.ny.us/meth/index.cfm.
The brochures should be printed in color to obtain the full benefit of the lab photographs.

3 Health Care Coordination Activities

Be familiar with your agency’s procedures for drug-related emergencies, which
should be handled quickly and properly. Depending on the child’s particular
behaviors and symptoms, staff may need to have the child transported by ambulance
to a hospital or take other actions to monitor the situation. Observe for signs of
respiratory distress, avoid rough handling, and provide comfort and reassurance.

At the same time, health care providers of substance abuse services should receive
training on the broad health needs of children in foster care. If your agency has
ongoing relationships with specific providers, it should make this type of training
available for them.

Engaging and Counseling Children

Children may not want to recognize or acknowledge that they have a substance abuse problem.
Persuading the child or youth that they need services may be the first challenge faced by staff in
dealing with substance abuse. Some tips for initial engagement include:

1. Review the child’s health record, including the extent of substance abuse problems and risk
behaviors.

2. Establish an atmosphere of trust and confidence with the child, birth parents, foster parents, and
staff. Support a “no blame” approach.

3. Interview the birth parent and foster parent to determine whether there is a need for assessment
and referral for substance abuse services.

4. Interview the child privately to determine the extent and nature of the child’s substance abuse
problem.

18551 413.4.
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5. Prepare the child for referral and assess readiness to engage in treatment.

If it is not time for a regularly scheduled Service Plan Review, call a case conference to discuss the
situation and develop a plan for services and follow-up. The meeting should be conducted in such a
way that the child, birth parent (if present), and foster parent are not frightened by the information,
but at the same time the problem is not minimized.

Tobacco Use

Public health law states that smoking is not allowed in group homes, public institutions, youth centers
and facilities for detention.'® The known effects of second-hand smoke should be carefully
considered when selecting a foster home for children. Local districts and voluntary agencies should
avoid placing very young, allergenic, or asthmatic children in homes where one or more residents
smoke. Foster parents should be advised to:

B Limit smoking in their homes to the extent possible.

® [In particular, avoid smoking in all areas where a foster child sleeps, eats, and/or spends a lot of
time.

B Avoid smoking in vehicles, especially when transporting foster children.

B Be extra diligent in avoiding exposing very young, allergenic, or asthmatic children to second-
hand smoke.”

Case planners and foster parents should actively discourage foster children from smoking or
continuing to smoke. They must not assist the foster child in purchasing or obtaining cigarettes.
Foster parents are on firm ground in preventing a foster child from smoking in their home.*

Agencies should offer prevention education programs to educate children and youth on the harmful
effects of smoking and other tobacco use. They should also provide smoking cessation treatment for
children and youth who smoke.

Note: It is illegal for children under the age of 18 to buy tobacco products (e.g., cigarettes, cigars,
chewing tobacco).

¥ PHL Article 13-E, 1399-0.
2 04-OCFS-INF-05.
2 1bid.
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7 Management of Chronic Medical Conditions

Many children in foster care experience serious, chronic medical conditions that need ongoing
treatment and monitoring (e.g., asthma, diabetes, skin problems, seizures, vision and hearing
problems, and chronic infectious diseases). Ongoing, primary health care includes the management
of such conditions.

When a child has a chronic illness or condition requiring long-term medical, mental health, dental, or
other services, a treatment plan should be developed detailing the proposed treatment, alternative
treatments, and risks/benefits. Staff should make reasonable efforts to engage the birth parent and
obtain informed consent for the treatment plan.

Health care coordination activities necessary to effectively manage these situations include:
B Treatment planning — to coordinate treatment between primary care and specialty care providers.
B Specialty referrals for conditions that cannot be fully managed by a primary care provider.

®  Follow-up care for any conditions identified as recommended by the primary care provider.?
Periodic visits should occur at a frequency consistent with current professional standards for
management of specific conditions — usually at least every three months when the child with
chronic illness is stable and doing well.

B Multidisciplinary approach for children with complex chronic medical, mental health, and
behavioral problems.

Provide or arrange for diagnostic and treatment services for conditions identified during a
comprehensive medical evaluation (see Chapter 3, Special Health Care Services). If a finding
requires more extensive diagnosis and/or treatment than is immediately available, schedule an
appointment for these services without delay.

Note: Institutions must provide glasses, hearing aids, and prosthetic or other adaptive devices when
needed.?®

218 NYCRR 441.22(g).
%18 NYCRR 442.21(g).
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8 Acute lllness and Injury/Emergency Care

Comprehensive health care includes treatment for acute illness and injury. At a minimum, make sure
that children experiencing an acute illness or injury receive the following:

B Timely access to appropriate health professional services.
B After hours (24 hours a day) advice and care which is available and accessible.

B Medications:
— Prompt access to prescribed medications.
— Administration as ordered by the health practitioner.
— Monitoring and accountability for proper administration.
— In congregate care facilities, routine documentation of medical administration.

Emergency Procedures

Agencies must inform foster parents of procedures for obtaining care for suspected illness or medical
emergencies.** This includes providing an after-hours or emergency contact list. In foster parent
training, handbooks, and case contacts: (1) cover what constitutes an emergency, and (2) inform
foster parents of procedures for calling “on-call” staff or going to the emergency room (see Chapter
10, Supporting Caregivers, for tips and a sample fact sheet on emergencies for foster parents).

Emergency rooms are to be used only in the following situations:

When medically necessary.

When no other 24-hour care is available.
When injuries indicate the need.

When hospitalization is recommended.

Communicable Diseases and Schools

Schools are responsible for carrying out policies to temporarily exclude students from school if they
have certain communicable and/or infectious diseases. Schools follow the recommendations of the
federal Centers for Disease Control (CDC) and the local health department. The principal has the
final responsibility to isolate the student with suspected communicable disease and to notify the foster

2418 NYCRR 441.22(j)(i)(ii) and (iii). In New York City, a form W-853D must be completed to begin an
investigation into serious accidents, incidents, illnesses, injuries, and deaths (including suicides) that “do not
rise to the level of a child abuse/neglect report acceptable to the New York State Central Register.”
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parent to remove the student from school. If the student is acutely ill and the foster parent or
caseworker cannot be reached to remove the child from school, the principal arranges for the removal
of the student to a hospital.

Schools generally have exclusion policies for the following communicable diseases:

infectious mononucleosis whooping cough (pertussis).

measles (rubeola)

B chickenpox (varicella) B meningitis

B pink eye (conjunctivitis) B mumps

B Dbeaver fever (giardiasis) B head lice (pediculosis)

B hand, foot and mouth disease B German measles (rubella)

B Coxsackie virus M scabies

B hepatitis A B streptococcal infection (sore throat, scarlet fever)
B impetigo B shigellosis (bacillary dysentery)

[ | [ |

[ |

Health Care Coordination Activities

O

Caregivers should also be familiar with the school’s exclusion policies on
communicable diseases. A checklist for conditions that are contagious and require
staying away from school would be helpful for foster parents. Check with the
schools in the community to see if they provide a list of such conditions and illnesses
to parents, what the rules are for returning the child to school, and opportunities for
the child to continue studies with work sent home.

% Bureau of Communicable Disease Control, New York State Department of Health, April 1996.
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9 Resources

Health Guidance Materials

American Academy of Pediatrics (AAP)

The AAP publishes a wealth of information for practitioners on topics ranging from nutrition to
mental health to adolescent health and sexuality. Go to www.aap.org. Click on Member Center, then
select Policy Statements/Practice Guidelines. The Bookstore & Publications link offers additional
materials, including Fostering Health, recommended for all clinicians treating children in foster care.

Bright Futures

Bright Futures, http://www.brightfutures.org/, is a national health promotion and disease prevention
initiative that addresses children's health needs in the context of family and community. The
centerpiece of Bright Futures is a comprehensive set of health supervision guidelines developed by
multidisciplinary child health experts — ranging from providers and researchers to parents and other
child advocates — that provide a framework for well-child care from birth to age 21. These guidelines
are designed to present a single standard of care and a common language based on a model of health
promotion and disease prevention.

Bright Futures Guidelines for Health Supervision of Infants, Children, and Adolescents—Third
Edition (2008) combines the authoritative AAP Guidelines for Health Supervision 111 with the
practical approach used by Bright Futures. Chapters can be downloaded from:
http://brightfutures.aap.org/3rd_Edition_Guidelines_and Pocket Guide.html;

or the materials can be purchased from the AAP Bookstore at
https://www.nfaap.org/netFORUM/eweb/DynamicPage.aspx?webcode=aapbks_productdetail&key=6
8ecabdb-7d0d-4ffd-b264-a334h9876€ea6.

The Guidelines are organized as follows:

Part 1 features 10 chapters on key themes that recur in each stage of child development.

Part 2 provides health supervision guidance and anticipatory guidance for the 31 recommended
health supervision visits from infancy through late adolescence. Each visit:

®m  Starts with a context that captures the child at that age.

= Contains handy lists and tables that summarize interval history questions, parent-child and
developmental observation, physical exam, medical screening, and immunizations.
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®m  Lists five priorities that help you focus your discussions with parents and children on the most
important issues for that visit.

m Provides anticipatory guidance for each priority with sample questions and discussion
points.

Healthy People 2010

Healthy People 2010 is a comprehensive set of disease prevention and health promotion objectives
for the Nation to achieve over the first decade of the new century. Created by scientists both inside
and outside of Government, it identifies a wide range of public health priorities and specific,
measurable objectives. Its overarching goals are to: (1) increase quality and years of healthy life;
and (2) eliminate health disparities. The website is http://www.healthypeople.gov/.

The 28 focus areas of Healthy People 2010 were developed by leading federal agencies with the most
relevant scientific expertise. The development process was informed by the Healthy People
Consortium—an alliance of more than 350 national membership organizations and 250 state health,
mental health, substance abuse, and environmental agencies. In addition, through a series of regional
and national meetings and an interactive website, more than 11,000 public comments on the draft
objectives were received. The Secretary's Council on National Health Promotion and Disease
Prevention Objectives for 2010 also provided leadership and advice in the development of national
health objectives.

Individuals, groups, and organizations are encouraged to integrate Healthy People 2010 into current
programs, special events, publications, and meetings. Businesses can use the framework, for
example, to guide worksite health promotion activities as well as community-based initiatives.
Schools, colleges, and civic and faith-based organizations can undertake activities to further the
health of all members of their community. Health care providers can encourage their patients to
pursue healthier lifestyles and to participate in community-based programs. By selecting from among
the national objectives, individuals and organizations can build an agenda for community health
improvement and can monitor results over time.

Following are examples of nutrition and physical activity objectives for children and youth:

B Increase the proportion of adolescents who engage in vigorous physical activity that promotes
cardio-respiratory fitness three or more days per week for 20 or more minutes per occasion.

B Reduce the proportion of children and adolescents who are overweight or obese.

B Increase the proportion of persons age 2 and older who consume 2,400 mg. or less of sodium
daily.

B Increase the proportion of persons age 2 and older who meet dietary recommendations for
calcium.
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B Reduce iron deficiency among young children and females of childbearing age.

B Reduce noise-induced hearing loss in children and adolescents age 17 and under.

Dental Services

Orthodontia

Orthodontia is covered under Medicaid for children with severe handicapping dental
conditions. The child’s basic dental needs will need to be met by their primary dentist prior to the
initiation of the referral to the orthodontist. Teeth that are in need of cleaning or fillings should be
taken care of and good oral hygiene established.

Outside of NYC, a dentist refers the child to an orthodontist to determine if treatment is needed. If
families or providers need assistance locating a dentist or an orthodontist who will accept Medicaid
or PHCP, they should call the Growing Up Healthy Hotline at 1-800-522-5006. The orthodontist
screens the child, and sends in a request for prior approval of treatment to the NYS Department of
Health.

In NYC, the dentist or foster care staff should call 212-788-5538 at the NYC Department of Health to
request a referral to an orthodontist that accepts Medicaid. As above, the orthodontist screens the
child and sends in a request for prior approval of treatment to the NYS Department of Health.

National Maternal and Child Oral Health Resource Center

The purpose of the National Maternal and Child Oral Health Resource Center (OHRC) is to respond
to the needs of states and communities in addressing current and emerging public oral health issues.
OHRC supports health professionals, program administrators, educators, policymakers, and others
with the goal of improving oral health services for infants, children, adolescents, and their families.
The resource center collaborates with federal, state, and local agencies; national and state
organizations and associations; and foundations to gather, develop, and share high-quality
information and materials. http://www.mchoralhealth.org/default.html
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Mental Health Services

New York State Office of Mental Health
http://www.omh.state.ny.us/

The American Academy of Child and
Adolescent Psychiatry (AACAP)

The AACARP has published over 25 Practice Parameters. The Parameters are published as Official
Actions of the AACAP in the Journal of the American Academy of Child and Adolescent Psychiatry.
The AACAP Practice Parameters are designed to assist clinicians in providing high quality
assessment and treatment that are consistent with the best available scientific evidence and clinical
consensus. The Parameters may be downloaded from the website: http://www.aacap.org/. Click on
Physicians and Allied Professionals, then Practice Information, then Practice Parameters.

Bright Futures Mental Health Guide

The information and resources in Volume 1 provide primary care health professionals with the tools
needed to promote mental health in children, adolescents, and their families. It also helps them
recognize the early stages of mental health problems and mental disorders, and be able to intervene
appropriately. Volume 2 is a tool kit that provides hands-on tools for health care professionals and
families for use in screening, care management, and health education.

Website: http://brightfutures.aap.org/practice_guides_and_other_resources.html. This guide is
endorsed by the National Institute for Health Care Management (NICHM), www.nihcm.org.

DSM-IV-TR

To obtain a copy of the Diagnostic and Statistical Manual of Mental Disorders, Fourth Revision, Text
Revision (DSM-IV-TR), go to the American Psychiatric Publishing, Inc. website at
http://www.appi.org/. You can learn more about the DSM at http://www.dsmivtr.org/2-1fags.cfm.

National Alliance on Mental lliness (NAMI)

NAMI, the nation’s largest grassroots organization for people with mental iliness and their families,
is dedicated to the eradication of mental illnesses and to the improvement of the quality of life for
persons of all ages who are affected by mental illnesses. Their website, http://www.nami.org/,
contains descriptions of mental health disorders and comprehensive information on medications used
to address symptoms. The Helpline is 1-800-950-6264.
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Types of Preventive Mental Health Services

Preventive mental health services include universal, selective, indicated, and prevention-minded
treatment:

B Universal prevention is targeted to the general population or whole population of a specific
eligible group but is not identified on the basis of individual risk. Examples include adequate
diet, seat belts, prenatal care, conflict negotiation training for kindergarten children, and
increasing social competence.

B Selective prevention is targeted to individuals or subgroups whose risk of developing a disorder is
above average. Examples include social cognitive skill building with children in families with
mothers who are depressed or with children of parents undergoing separation or divorce.

B Indicated prevention is targeted to high-risk individuals who, on examination, manifest a risk
factor, condition, or abnormality that identifies them, individually, as being at high risk for the
future development of the disease. Examples include psychosocial and/or pharmacological
interventions with persons in the initial phase of a disorder.

B Prevention-minded treatment is targeted to individuals who are at risk of more severe
progressions of the mental illness, relapse, or co-morbidity. Examples include early
identification of symptoms in a primary care setting, use of interdisciplinary (including
pharmacological and behavioral) approaches in relapse prevention, prevention of substance abuse
as a complication of social phobia, substance abuse as a complication of a childhood mental
health disorder, and preventing the evolution of borderline and dissociative disorders in children
currently in treatment for trauma and depression.

Developmental Services

Early Intervention Program

Bureau of Child and Adolescent Health
New York State Department of Health
Corning Tower, Room 208

Albany, NY 12237-0618

518-473-7016

518-486-1090 fax

“Growing Up Healthy” 24-Hour Hotline
1-800-522-5006

1-800-577-2229 (New York City)

For information on developmental screening instruments for specific conditions, go to the New York
State Department of Health’s website: www.health.state.ny.us. Click on the A-Z index, then on
“Early Intervention Program.” Select Memoranda, Guidance, and Clinical Practice Guidelines.
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AAP Policy
http://aappolicy.aappublications.org/cgi/content/full/pediatrics;118/1/405

The American Academy of Pediatrics (AAP) updated their guidelines for developmental surveillance
in July 2006. Use the above link to access the policy statement: Identifying Infants and Young
Children With Developmental Disorders in the Medical Home: An Algorithm for Developmental
Surveillance and Screening.

Substance Abuse Services

Child Welfare Information Gateway
http://www.childwelfare.qov/systemwide/service array/substance/

Formerly the National Clearinghouse on Child Abuse and Neglect, The Child Welfare Information
Gateway has reorganized and substantially updated the Substance Abuse section of its website.
Designed for child welfare, substance abuse, and other related professionals working with children,
youth, and families affected by substance abuse, the section provides an overview of the impact of
substance abuse on child welfare, resources for families, and information on prevention, assessment,
casework practice, treatment services, cross-system collaboration, and drugs of particular concern.

New York State Office of Alcoholism and
Substance Abuse Services (OASAS)

For referrals to licensed treatment programs and substance abuse prevention services, contact
OASAS at 1-800-522-5353 or go to www.0asas.state.ny.us. To request a listing of programs and
services, contact OASAS publications at 518-457-9208. A national searchable treatment provider
locator is also available on-line and may be accessed by going to http://DASIS3.SAMHSA.gov/

Methamphetamine

The OASAS Methamphetamine Clearinghouse at http://www.oasas.state.ny.us/meth/index.cfm
provides links to resources and information. For children exposed to meth, the Colorado Alliance for
Drug Endangered Children site (http://www.colodec.org/index.asp) provides guidance. Select DEC
Papers from the left side of the webpage to access the documents National Protocol for Medical
Evaluation of Children Found in Methamphetamine Labs and Medical Evaluation of Children
Removed from Clandestine Labs FAQ #2.

Note: These documents have not been endorsed by the NYS Department of Health or Office of
Children and Family Services. They are referenced here for informational purposes.
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Treatment of Adolescents With Substance Use Disorders

Treatment Improvement Protocol (TIP) Series 32
(available from http://ncadi.samhsa.gov/)

Excerpts from the Executive Summary and Recommendations:

This document, Treatment of Adolescents With Substance Use Disorders, is a revision and
update of Treatment Improvement Protocol (TIP) 4, published in 1993 by the Center for
Substance Abuse Treatment (CSAT) of the Substance Abuse and Mental Health Services
Administration (SAMHSA). Like TIP 4, this document aims to help treatment providers
design and deliver better services to adolescent clients with substance use disorders.

...Adolescent users differ from adults in many ways. Their drug and alcohol use often stems
from different causes, and they have even more trouble projecting the consequences of their
use into the future. In treatment, adolescents must be approached differently than adults
because of their unique developmental issues, differences in their values and belief systems,
and environmental considerations (e.g., strong peer influences). At a physical level,
adolescents tend to have smaller body sizes and lower tolerances, putting them at greater risk
for alcohol-related problems even at lower levels of consumption. The use of substances may
also compromise an adolescent's mental and emotional development from youth to adulthood
because substance use interferes with how people approach and experience interactions.

The treatment process must address the nuances of each adolescent's experience, including
cognitive, emotional, physical, social, and moral development. An understanding of these
changes will help treatment providers grasp why an adolescent uses substances and how
substance use may become an integral part of an adolescent's identity.

Regardless of which specific model is used in treating young people, there are several points
to remember when providing substance use disorder treatment:

B In addition to age, treatment for adolescents must take into account gender, ethnicity,
disability status, stage of readiness to change, and cultural background.

B Some delay in normal cognitive and social-emotional development is often associated
with substance use during adolescence. Treatment for adolescents should identify such
delays and their connections to academic performance, self-esteem, or social interactions.

B Programs should make every effort to involve the adolescent client's family because of its
possible role in the origins of the problem and its ability to change the youth's
environment.

B Although it may be necessary in certain geographic areas where availability of adolescent
treatment programs is limited, using adult programs for treating youth is ill-advised. If
this must occur, it should be done only with great caution and with alertness to inherent
complications that may threaten effective treatment for these young people.
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B Many adolescents have explicitly or implicitly been coerced into attending treatment.
Coercive pressure to seek treatment is not generally conducive to the behavior change
process. Treatment providers should be sensitive to motivational barriers to change at the
outset of intervention. Several strategies can be used for engaging reluctant clients to
consider behavioral change.

... Treatment interventions fall along a continuum that ranges from minimal outpatient
contacts to long-term residential treatment. All levels of care should be considered in making
an appropriate referral. Any response to an adolescent who is using substances should be
consistent with the severity of involvement. While no explicit guidelines exist, the most
intensive treatment services should be devoted to youth who show signs of dependency — that
is, a history of regular and chronic use — with the presence of multiple personal and social
consequences and evidence of an inability to control or stop using substances.

Informational Brochures

Publications available from the New York State Office of Alcoholism and Substance Abuse Services
(OASAS) at http://www.0asas.state.ny.us/pio/catalog.cfm include:

BR71 Not Just a Game of Chance - Problem Gambling and Adolescents

BR16 Questions and Answers about Alcohol and Drugs

PKT3 Tips for Teens packet (alcohol, crack/cocaine, hallucinogens, inhalants, marijuana)
BR81 Tobacco Independence: Freedom from a Deadly Addiction

BR26 FYI: Common Drugs and Symptoms of Abuse

Keeping Your Teens Drug-Free: A Family Guide (National Youth Anti-Drug Media Campaign).
There are also guides for African-American Parents and Caregivers and Hispanic Families (bilingual)
For copies, call 1-800-788-2800 or go to http://www.theantidrug.com.

Growth and Development Charts

Health practitioners complete growth charts at regular check-ups and well child visits. Copies of
these charts for boys and girls ages 0 to 36 months and 2 to 20 years can be found in the following
pages and at http://www.kidshealth.org/parent/growth/growth/growth_charts.html. A Child
Development Chart for the first five years is also included. These charts can be helpful to
caseworkers and caregivers as they observe the child’s growth and achievement of developmental
milestones.
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Child Development Chart - First Five Years

SOCIAL SELF-HELP GROSS MOTOR
Birth to 6 Months
Social smile Reacts to sight of bottle or Lifts head and chest when Looks at and reaches for Reacts to voices — vocalizes

Distinguishes mother from
others

breast

Comforts self with thumb or
pacifier

lying on stomach

Turns around when lying on
stomach

faces and toys
Picks up toy with one hand

coos, chuckles

Vocalizes spontaneously —
social

6 to 9 Months

Reaches for familiar
persons

Pushes things away he/she
doesn't like

Feeds self cracker

Rolls over from back to
stomach

Sits alone...steady without
support

Transfers toy from one hand
to the other

Picks up object with thumb
and finger grasp

Responds to name — turns

and looks

Wide range of vocalizations
(vowel sounds, consonant-

vowel combination)

9to 12 Months

Plays social games, peek-a-
boo, bye-bye
Plays patty-cake

Picks up a spoon by the
handle

Crawls around on hands and
knees

Walks around furniture or crib
while holding on

Picks up small objects —
precise thumb and finger
grasp

Word sounds — says “Ma-
ma” or “Da-da”

Understands words like “No”
“Stop” or “All gone”

12 to 18 Months

Wants stuffed animal, doll or
blanket in bed

Gives kisses or hugs

Greets people with “hi” or
similar

Lifts cup to mouth and drinks
Feeds self with spoon

Insists on doing things by self
such as feeding

Stands without support
Walks without help
Runs

Stacks two or more blocks

Picks up two small toys in one
hand

Scribbles with crayon

Uses one or two words as
name of things or actions

Talks in single words

Asks for food or drink with
words

18 Months to 2 Years

Sometimes says “No” when
interfered with

Show sympathy to other
children — tries to comfort
them

Usually responds to
correction — stops

Eats with fork

Eats with spoon, spilling little
Takes off open coat or shirt
without help

Kicks a ball forward
Runs well, seldom falls

Walks up and down stairs
alone

Builds towers of four or more
blocks

Turns pages of picture books,
one at a time

Follows simple instructions
Uses at least ten words
Follows two-part instructions

2to 3 Years

“Helps” with simple
household tasks

Plays with other children —
cars, dolls, building

Plays a role in “pretend”
games — mom-dad, teacher,
space pilot

Opens door by turning knob
Washes and dries hands
Dresses self with help

Climbs on play equipment —
ladders, slides

Stands on one foot without
support

Walks up and down stairs —
one foot per step

Scribbles with circular motion
Draws or copies vertical lines
Cuts with small scissors

Talks in two-three word
phrases or sentences
Talks clearly, is
understandable most of the
time

Understands four
prepositions — in, on, under,
beside

3to 4 Years

Gives direction to other
children

Plays cooperatively, with
minimum conflict and
supervision

Protective toward younger
children

Toilet trained
Washes face without help

Dresses and undresses
without help except for
shoelaces

Rides around on a tricycle,
using pedals

Hops on one foot without
support

Draws or copies a complete
circle

Cuts across paper with small
scissors

Combines sentences with
the words “and” “or,” or “but”
Identifies four colors
correctly

Counts five or more objects
when asked “How many?”
Understands concepts —
size, number, shape

41to 5 Years
Follows simple rules in Buttons one or more buttons Skips or makes running Draws recognizable pictures Follows a series of three
board or card games Usually looks both ways “broad jumps” Draws a person that has at simple instructions

Shows leadership among
children

before crossing street
Goes to the toilet without help

Swings on swing, pumping by
self

least three parts — head, eyes,
nose, etc.

Prints first name (four letters)

Reads a few letters (five +)

Tells meaning of familiar
words
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Chapter Three
Special Health Care Services

To address the significant health issues of children in foster care, agencies are responsible for
providing comprehensive health services, documenting such services, and maintaining current
records.® This chapter describes services ranging from the Bridges to Health Waiver Program to
HIV-related services.

l Sections in this

I.. | chapter include:
[ XY\

1. Bridges to Health
2. HIV-related services
3. Family planning, sexuality education,
and reproductive health services
4. Services for gay, lesbian, bisexual, transgender,
and questioning youth
Special services for school-age youth
6. Resources

o

1 18 NYCRR 441.22(a); 90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
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1 Bridges to Health

Bridges to Health (B2H) is a home and community-based Medicaid waiver program for children in
foster care. B2H is one state program that consists of three Home and Community Based Medicaid
Waivers serving children in three disability groups:

B B2H for children with Serious Emotional Disturbances (SED)
B B2H for children with Developmental Disability (DD)
B B2H for children with Medical Fragility (MedF)

Once in the B2H program, children may be eligible for B2H services after discharge from foster care
until age 21 if the child remains otherwise eligible.

A Medicaid waiver offers services not otherwise available in the community that will be provided
and paid for through Medicaid. B2H is specifically tailored to address unmet health and other needs
related to a child’s serious emotional disturbances, developmental disabilities, and/or physical health
issues. B2H services supplement and complement, but do not replace, existing Medicaid and child
welfare services.

This program provides services to children with complex medical conditions in the context of their
family and caregiver network. By supporting children in foster care in the least restrictive home or
community setting, the B2H Waiver Program provides opportunities for improving the health and
well-being of the children served, and supporting permanency planning. B2H is a voluntary program
and cannot be mandated. Freedom of choice of services and service providers is fundamental.
Participation in the program may:

B allow the child to step down a level of care (e.g., move from a psychiatric hospital to a foster
home);

B avert a higher level of placement for the child (e.g., from a foster home to a medical institution);
B avert the placement of a child out of state; or

m allow the child to move out of foster care sooner.

Waliver Services

The B2H Waiver Program services are available to all waiver enrollees, regardless of the qualifying
diagnosis. This means that B2H is able to assist children with cross-system needs.

3/1/09 Chapter Three: Special Health Care Services PAGE 3-2




Working Together
HEALTH SERVICES FOR CHILDREN IN FOSTER CARE
| NYS Office of Children and Family Services |

The 14 services are as follows:

B Health Care Integration B Planned Respite
B Family/Caregiver Supports and Services B Crisis Avoidance, Management,
B Skill Building and Training
B Day Habilitation B Immediate Crisis Response Services
B Special Needs Community Advocacy B [ntensive In-home Supports
and Support B Crisis Respite
B Prevocational Services B Adaptive and Assistive Equipment
B Supported Employment B Accessibility Modifications

Eligibility and Enrollment in B2H Waiver Program

Eligibility criteria, including qualifying diagnoses, are listed in the B2H Program Manual, accessible
on the B2H website: http://www.ocfs.state.ny.us/main/b2h/. A child must be Medicaid eligible (all
children in foster care who are citizens or have satisfactory immigration status are categorically
eligible for Medicaid).? The child must also be in foster care or in OCFS Division of Juvenile Justice
and Opportunities for Youth (DJJOY) community services supervision to enter B2H. Once enrolled,
the child may continue to receive B2H waiver services until age 21 if he or she continues to meet
eligibility requirements, even after discharge from foster care.

The formal referral of children to B2H must come from the local department of social services
(LDSS) or DJJOY. The LDSS/DJJQY first determines if the child is a candidate for the program and
the availability of waiver slots. Then the LDSS/DJJOY prepares an application which includes
documentation of a qualifying diagnosis, and submits it to a Health Care Integration Agency (HCIA)
selected by the child or medical consenter. From that point on, the LDSS/DJJOY and HCIA will
work closely with the child and medical consenter to enroll the child, if appropriate, and coordinate
services.

Coordinating B2H and Foster Care Services

A Health Care Integrator (HCI) from the HCIA will work directly with each child enrolled in B2H to
oversee waiver services. Routine health care outside of waiver services continues to be the
responsibility of the foster care case manager. It is important for the HCI and case manager to form a
complementary relationship and share information in support of the child’s permanency, health, and
well-being.

The HCI will develop an Individualized Health Plan for B2H waiver services that is subject to
approval by the LDSS/DJJOY. This plan should be considered a component of the Family
Assessment and Service Plan (FASP). To promote a free flow of information, the HCI enters
progress notes into CONNECTIONS and should be included as a participant in team meetings and
service plan reviews.

2 GIS 05 MA/041.
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2 HIV-Related Services

Required HIV-related services for children in foster care include:

B HIV risk assessment.

B Assessment of capacity to consent to an HIV test.

B Counseling and HIV antibody testing for children at risk.

m  Referral of HIV-infected children for appropriate medical and psychological services. ®

(See Chapter 1, Initial Evaluation of Child’s Health, for information on HIV risk assessment when
children enter foster care; see Chapter 6, Medical Consents, for a discussion of the consent issues
related to HIV risk assessment and services; see Chapter 7, Confidentiality of Health Information, for
a discussion of confidentiality and HIV.)

The AIDS Institute of the New York State Department of Health (DOH) recommends that agencies
provide the following special services related to the special needs of HIV-infected children. If your
agency does not provide these services, make sure that you know where you can refer children to
obtain them.

Prevention Education

Whether provided by the health practitioner, agency health staff, or caseworkers, information on the
risks and prevention of HIV is essential for children and youth in foster care. As appropriate for age
and risk, such anticipatory guidance can be part of a broader health education program that includes
discussion on sexuality, family planning, and sexually transmitted disease (STD) prevention. Be
prepared and trained with current information if it is your role to interview and counsel children in
foster care about these matters.

Agency staff should become comfortable with discussing sexual topics in general and in relation to
HIV/AIDS. The next step is to help foster parents also become comfortable in discussing these issues
with the children and youth in their care. Training and ongoing discussion with foster parents can
assist in furthering their ability. Contact the staff development coordinator in your local district for
information.

18 NYCRR 441.22(b); 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and
HIV Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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HIV Counseling and Testing

Counseling and testing services should be readily available to all children and youth. These services
may be offered by a counselor certified by a DOH-sponsored counselor training course or by an
organization such as a community health care agency.

Remember that counseling about HIV may be used as an opportunity to provide individual prevention
education, including advice on changing behavior.

When a foster child has the capacity to consent, and HIV risk has been identified, the child or youth
has the right to make all decisions about an HIV test, the type of test, and a limited right to make
certain decisions about disclosure of information related to an HIV test. Part of the counseling of
children with capacity to consent is informing them about these rights (see Chapter 7, Confidentiality
of Health Information).

After being counseled about testing, the child or youth has the right to decide whether to have
agency-supervised confidential HIV-related testing or the alternative of anonymous testing. If the
choice is confidential testing, the test results will be included in the child’s confidential health record.
When anonymous testing is chosen, only the child or youth will receive the test result, and no
information linking the youth’s identity to the test request or result will be gathered or kept.

Points to remember about HIV testing include:
B HIV testing is done only with appropriate consent (see Chapter 6, Medical Consents).

B Results of HIV testing will be in the confidential health record unless the child has chosen
anonymous testing.

B Results of HIV testing will be made available only to persons authorized to receive such
information under law and regulation, or by consent.*

For more information on HIV counseling and testing, contact:
B New York State Department of Health: HIV/AIDS Counseling/Testing Hotline (800-962-5065);

or go to www.health.state.ny.us, and click on HIVV/AIDS (or
http://www.health.state.ny.us/diseases/aids/testing/).

B Your county health department.

B In New York City, the Pediatric AIDS Unit (PAU) (212-341-8943) of the New York City
Administration for Children’s Services (ACS).

* 18 NYCRR 441.22(b); 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and
HIV Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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Placement of HIV-Infected Children

Children with HIV may require specialized services and extra efforts to meet their often complicated
and enhanced needs. Whenever possible, HIV-infected children should be placed with an agency that
has staff and foster parents who are knowledgeable about issues related to HIV. Certain agencies
receive enhanced rates to provide specialized services.

When children with HIV are not placed in a special program, the agency needs to provide the
necessary supportive nursing and psychosocial services and training to the child and foster family.
For example, a child may be placed in a foster home with a sibling and is discovered later to have
HIV. In the interest of keeping the siblings together, HIV-related training should be provided to the
foster parents.

3 Health Care Coordination Activities

Make sure that medical follow-up is taking place, the caregiver is adhering to the
child’s medication schedule, and the child’s counseling needs are being met.
Remember that many children with HIV have also suffered family losses. These
issues of loss and grief need to be addressed. Adolescents need to assess the impact
of HIV on their sexual development and exploration.

Medical Care for HIV-Infected Children

Children in foster care who are HIV-infected should receive medical care from specialized pediatric
or adolescent HIVV/AIDS providers that have 24-hour coverage, seven days a week, including after-
hours coverage. Providers should offer a comprehensive package of health care and support services
to meet the multiple needs of children with HIV and their families. Whenever possible, care should
be continued with the HIV specialist (who may be the primary care provider) who provided care to
the child prior to foster care placement.

Foster parents who are caring for children with HIV will find helpful information in the NYS
DOH/OCFS manual, Caring for Children with Special Needs: For Parents, Foster Parents, and
Other Caregivers Caring for Children with HIV, September 2003. To obtain a copy of the manual,
contact the NYS Department of Health at 518-474-9866. It can also be downloaded from
http://www.health.state.ny.us/diseases/aids/resources/child/index.htm.

It is crucial that foster care agencies, foster parents, and congregate care facilities strictly adhere to
the medication schedules that are prescribed for each child with HIV. Your agency should have
methods for monitoring and assuring that medication schedules are followed precisely as written by
the prescribing practitioner (see Chapter 5, Medication Administration and Management). If
adherence to the medication schedule is problematic, the prescribing practitioner should be consulted.
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An enhanced chronic care schedule for clinical monitoring of HIVV-positive infants and children is
recommended by the AIDS Institute (http://www.hivguidelines.org/):

B Monthly for the first year of life.
B Every three months thereafter.

Clinical Trials for HIV-Infected Children

A clinical trial is a research study in human volunteers to answer specific health questions. Carefully
conducted clinical trials are the fastest and safest way to find treatments that work in people and ways
to improve health (see http://www.clinicaltrials.gov/, a site of the National Institutes of Health).
Access to clinical trials for children with HIV infection can be provided following the procedures
established by the local social services district and approved by NYS OCFS, Division of Strategic
Planning and Policy Development (SPPD).

Newborn Screening Program

Under New York State law, a sample of blood is taken from every newborn to test for over 40
disorders. Since February 1, 1997, the Newborn Screening Program has included an HIV antibody
test. Although most of the screened disorders are rare, they are usually serious. Some may be life
threatening; others may slow down a baby's physical development or cause mental retardation or
other problems if left untreated. None of the disorders can be cured. However, serious side effects
can be lessened, and often completely prevented, if a special diet or other medical intervention is
started early.

Blood is usually taken for the Newborn Screening on the day that the infant is discharged from the
hospital. The screening results are provided to the pediatrician. Request this information from the
pediatrician and include the screening results in the medical record maintained by the foster care
agency for each child in care. If you have difficulty accessing the screening information, assistance is
available. The OCFS Office of Regional Operations and Program Improvement (ROPI) is
responsible for coordinating Newborn Screening requests by local departments of social services (not
including New York City) to the NYS DOH for children in foster care. Call ROPI at 518-474-8629
(currently Michael Monahan) for counties outside of New York City; in NYC, call the ACS Pediatric
AIDS Unit (PAU) at 212-341-8943.

Results of the entire Newborn Screening panel should be reviewed by the child’s medical home.
Follow-up may be needed to rule in or rule out a condition or monitor a disease process. If the
screening is positive for HIV antibodies, this means that the mother was HIV positive and the child
has been exposed to the virus. HIV-exposed newborns need repeat testing to see if they are infected.
Testing and treatment protocols are included in the Clinical Guidelines, found at
http://www.hivguidelines.org/.

Information about the Newborn Screening Program is available at
http://www.wadsworth.org/newborn/.
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Risk Assessment®

The skillful gathering of information related to the risk of HIV infection should become standard practice in
compiling histories of children, youth, and their families. Knowledge of the risk of HIV infection must become
part of everyday awareness, as has knowledge of alcoholism or drug abuse, and be incorporated into routine
history-taking.

The best starting point in determining the risk level for a particular infant, child, or youth is a careful
assessment of the birth parents.

Medical and The parent or parent’s sexual partner has:

psychosocial B diagnosis of HIV infection, symptoms of HIV, or died due to HIV.

history of B had male sexual partner who was a male who sleeps with males (MSM).

parent or sexual | m history of STDs.*

partner of B had multiple sex partners or exchanged sex for money, food, housing, etc. prior to

parent child’s birth.

(perinatal history of tuberculosis.

transmission) injected illegal drugs, shared needles, or other equipment involved with drug use or
piercing.

B used non-injection illegal drugs.

B had a blood/blood products transfusion between January 1978 and July 1985 in U.S.

B had blood transfusion in other country at time when blood was not screened for HIV.

Risk factors for | The child:
infants &

B has positive drug toxicology/drug withdrawal at birth.
preschool B tests positive for syphilis at birth.
children B has symptoms consistent with HIV infection.
(perinatal B has/had sibling with HIV, or initially tested positive but seroreverted to negative.
transmission: B was abandoned at birth with no risk history available.

pregnancy, birth,

. Assessment should continue with examination of the child’s behavior. This information
breast-feeding)

should be gathered carefully, with respect for privacy and confidentiality.
Child’s The child has:

behavior (direct | m  symptoms of HIV infection.
transmission) H  been sexually abused.
B engaged in sexual activity.
®  history of STDs.*
B had multiple sex partners or exchanged sex for money, food, housing, etc.
B history of tuberculosis.
B injected illegal drugs, shared needles, or other equipment involved with drug use or
piercing.
B used non-injection illegal drugs.
B had a blood/blood products transfusion between January 1978 and July 1985 in U.S.
B had blood transfusion in other country at time when blood was not screened for HIV.
The above risk factors are listed in 97 ADM-15.
As a result of recent research on HIV, additional risk factors have The child has:
been identified by the NYS DOH AIDS Institute: B tattoos
B hepatitis C

*Sexually Transmitted Disease such as syphilis, gonorrhea, hepatitis B, or genital herpes.

® 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and HIV Risk; Counseling
of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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3 Family Planning, Sexuality Education,
and Reproductive Health Services

Youth in foster care age 12 and older, and younger children who are known to be sexually active,
need age-appropriate education and counseling on sexuality, pregnancy prevention, family planning,
and sexually transmitted diseases. These services may be provided directly by your agency or by
agreements with health-related community organizations. In any case, such services must be readily
available and provided by professionals trained and experienced in family planning education,
gynecological care, and contraception for adolescents. The discussion of these subjects, along with
the family planning notice (see below), should begin at the first conference with the foster parents and
the youth, if appropriate.

=>» See section 6, Resources, for a list of resources and websites related to reproductive and sexual
health. Also provided is a list of health websites specifically for teens.

Notice of Family Planning Services

When a youth age 12 or older is placed in foster care, his or her foster parent must be informed in
writing within 30 days of placement, and annually thereafter, of the availability of social, educational,
and medical family planning services for the youth.® This notice, or offer, may be made orally as
long as it is also made in writing (see Appendix A for a sample Family Planning Notice). Place a
copy of the family planning notice and the date it was made in the youth’s medical and case records.

If the local district’s policy is to make an offer directly to all adolescents within the district, the notice
of family planning services also must be made directly to the youth in foster care.” As with the notice
to foster parents, you may discuss the availability of services orally, but you must also provide
written notice and file a copy of the notice in the youth’s record. Minors can consent to their own
treatment regarding STD testing and counseling, contraceptive services, and pregnancy, including
abortion (see Chapter 6, Medical Consents).

¢ 18 NYCRR 441.22(I)(1) and 90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
718 NYCRR 441.22(1)(2) and 90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
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Family Planning Services

State and federal mandates require that family planning services be provided to youth in foster care
age 12 and older, upon request.® Referrals should be made within 30 days of the request to services
provided directly by your LDSS, through contract agencies, or by community health care providers.
For information on family planning programs in your community, contact the NYS Department of
Health at 518-474-3368.

3 Health Care Coordination Activities

Develop a list of family planning providers in your community. Share this list of
resources with youth and caregivers. Be sure to update the list regularly.

Community Prevention Programs

The Adolescent Pregnancy and Prevention Services (APPS) program assists high need communities
to develop a comprehensive array of services to prevent unwanted pregnancies for at-risk youth
through 21 years of age. This is accomplished through coordination of existing services in the
community and creation of new services to meet needs identified by a community needs assessment.
The Teenage Services Act (TASA) provides case management for teens who are pregnant or
parenting and receiving temporary assistance. The program focuses on pregnant adolescents to assist
them in accessing prenatal care and services to avoid complications such as low birth weight and fetal
deaths. TASA is provided or arranged for by the LDSS in each county.

Routine Gynecological Care

As part of routine health care, all female adolescents age 12 and older or at the onset of puberty
should be referred for a gynecological examination, as appropriate. Examples include adolescents
who are thinking about becoming sexually active or who are already sexually active, or when there
are medical concerns such as menstrual problems.

Pregnancy

When an adolescent is pregnant, or pregnancy is suspected, the first step is to obtain prompt medical
care and counseling. Emergency contraception should be offered to any young woman who does not
wish to become pregnant and has had unprotected sexual intercourse within the preceding three days.

If pregnancy is confirmed, the adolescent needs care and support in exploring and deciding upon a
possible course of action. Topics to cover in counseling an adolescent who is pregnant include:

18 NYCRR 507.1(c)(9).
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B [dentifying her concerns, fears, and wishes.
B Discussing whether she wants to involve her birth parents and/or the baby’s father in planning.
B Determining whether she will be able to remain in her current foster care placement.

B An objective review and discussion of the alternatives and their implications, including adoption
of the baby, pregnancy termination, living arrangements if she keeps the baby, and school
attendance (education).

B Helping her implement her decisions.

Prenatal/postpartum care should be consistent with current professional standards of care. American
College of Obstetricians and Gynecologists (ACOG) Standards for reproductive health and the birth
process should be employed.

The privacy (confidentiality) of an adolescent who objects to her parent/guardian being informed of
the possibility of pregnancy is protected under New York State Law. However, continuing efforts
should be made (and documented) to encourage her to involve her parent/guardian, if appropriate,
and caregivers as early as possible as these individuals can provide valuable support and resources.

3 Health Care Coordination Activities

Pregnant adolescents may be able to continue attending school and participating in
activities up to a point recommended by their doctor. Monitor the ongoing medical
care during and following pregnancy, verifying that she keeps her appointments and
that the foster parents are informed and involved in the situation. Keep in mind that
teens in foster care may consent for their health care during pregnancy. It is not
necessary to obtain consent from the parent or guardian for services related to
prenatal care (see Chapter 6, Medical Consents).

Good sources of support available through the New York State Department of Health are the
Growing Up Healthy Hotline, the Prenatal Care Assistance Program (PCAP), the Medicaid
Obstetrical and Maternal Services (MOMS) Program, the Comprehensive Prenatal Perinatal Services
Network, and the Community Health Worker Program (CHWP) (see section 4, Resources).

Sexually Transmitted Diseases

Children and adolescents who engage in unprotected sexual activity have high rates of sexually
transmitted diseases and are at risk of HIV infection. As part of the family planning discussion,
provide age-appropriate instruction regarding abstinence, safer sex, prevention of STDs, diagnosis
and treatment, and the risk of repeated infections.

A new study from the Centers for Disease Control (CDC) indicates that approximately one in four
(26%) female adolescents (age 14-19) in the United States has at least one of the most common
sexually transmitted infections (STIs). The infections included were human papillomavirus (HPV)
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infection, chlamydia, herpes simplex virus type 2 (HSV-2) infection, and trichomoniasis. African-
American teenage girls had the highest prevalence, with an overall STI prevalence of 48 percent
compared to 20 percent among both whites and Mexican Americans.’

STDs, particularly for females, may have no obvious symptoms. Urine screening is useful to identify
asymptomatic chlamydia and gonorrhea. STD testing should be a routine part of primary care for
sexually active adolescents. Testing should also be considered when a child returns from an absence
without consent if there are concerns that sexual activity occurred.

Current STD treatment guidelines are available from the CDC at
http://www.cdc.gov/std/treatment/2006/toc.htm.

Human Papillomavirus (HPV)

It is estimated that 20 million people in the U.S. are currently infected with HPV.'® Different strains
of this virus cause genital warts and cervical cancer. Though it is important to note that most HPV
infections clear on their own, some may persist, putting the young woman’s health at risk.

A vaccine to protect against HPV is available and should be administered as a routine immunization.
(see Recommended Childhood Immunization Schedule, page 1-25). To be most effective, the vaccine
should be given before the girl is sexually active. However, it is appropriate for all women and girls
ages 8 to 26, regardless of whether they are sexually active or already infected with HPV. Females
entering and already in foster care should receive the HPV series of vaccinations if they have not yet
been administered. The parent/guardian’s signed consent for routine medical treatment is sufficient;
no additional consent is required.

° 2008 National STD Prevention Conference. Oral Abstract—Prevalence of Sexually Transmitted Infections and
Bacterial Vaginosis among Female Adolescents in the United States: Data from the National Health and
Nutrition Examination Survey (NHANES) 2003-2004.
http://www.cdc.gov/stdconference/2008/media/summaries-11march2008.htm#tuesl

9 NYS Department of Health. Questions and Answers about Human Papillomavirus (HPV) Vaccine
(http://www.nyhealth.gov/diseases/communicable/human_papillomavirus/fact_sheet.htm)
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4 Services for Gay, Lesbian, Bisexual,
Transgender, and Questioning Youth

Be sensitive to the reality that some young people in foster care are gay, lesbian, bisexual,
transgender, or questioning their sexual orientation or gender identity (GLBTQ). This means that the
child may be sexually attracted to and/or sexually involved with people of the same gender. A
transgender child identifies with a gender that is different from his/her birth-assigned gender (see
section 5, Resources, for definitions and terms).

These youth face special challenges as they negotiate their sexual orientations in a society often
hostile to nontraditional sexual identities. They may be targeted for bullying and violence because of
others’ inability to accept alternative lifestyles and sexual orientation. The risks of running away,
suicide, and other acting out behaviors are high.

“Child welfare organizations that understand and address the needs of these youth will, over the long
term, create safer, more open agencies and improve the quality of services they provide to all the
children and youth in their care, regardless of their sexual orientation or gender preference.”'* Ata
minimum, GLBTQ youth in foster care need:

B A safe, secure, accepting environment with tolerance for self-expression in areas such as dress
and behavior.

B Health services to meet the special health needs of gay, lesbian, and transgender youth by
professionals who are experienced in their care.

A recent survey of high school youth found that 5.5 percent self-identified as gay, lesbian, or bisexual
and/or reported same-gender sexual contact.’> Since this may not include transgender and
guestioning youth or those who are fearful of sharing this personal information, it is likely that the
numbers are higher.

In addition to being aware about sexual orientation issues, keep the following risk factors in mind:**

Violence in school
Lack of role models
Substance abuse
STD/HIV infection
Depression and suicide
Cultural rejection

! Teresa DeCrescenzo and Gerald P. Mallon, Serving Transgender Youth: The Role of Child Welfare Systems
(Washington, D.C.: Child Welfare League of America, 2000), p. v.

12 Massachusetts Department of Education. Massachusetts High School Students and Sexual Orientation:
Results of the 1999 Youth Risk Behavior Survey (Boston, MA: The Department, 1999).

3 Advocates for Youth, www.advocatesforyouth.org/publications/factsheet/fsglbt.htm.
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Health Care

Tips for staff working with GLBTQ youth in foster care include:**

B Youth who engage in heterosexual sexual relations may not be exclusively heterosexual (this
includes pregnant teenagers who may be lesbians but also engaged in heterosexual intercourse).

B Gynecological visits can often alienate lesbians because of prevailing heterosexual assumptions.

B Gay males may learn about being gay through sexual experiences, thereby increasing the risk of
STD/HIV exposure.

B Gay males may be at risk for eating disorders (in contrast to young leshians, with whom this does
not seem to be an issue).

B Many transgender youth do not seek services in the health care system due to fear of ridicule,
rejection, or harassment.

B Be aware of cultural issues related to sexual orientation and self-identification.

Mental Health

Recognize the inherent psychological stress of being stigmatized and/or keeping secret one’s sexual
orientation. The chronic stress of fear for safety, others finding out, and coming out (realizing sexual
orientation), when combined with the stress of moving into a foster home or residential setting
increases anxiety and mental health problems. Multiple and unstable placements are not uncommon
for adolescents, and especially for GLBTQ youth.

The term transgender refers to all those who challenge the socially-accepted definitions and
boundaries of sex and gender. Puberty is a particularly difficult time for youth struggling with their
gender identity since these youth rarely have support systems to make sense of their physical
changes. These changes may shame or repulse transgender youth and lead to attempts to change their
physical appearance by concealing and/or injuring unwanted body parts. Some transgender males
engage in high-risk behaviors to purchase feminizing hormone drugs. The unsupervised use of
hormones presents physical as well as mental health issues that should be addressed by the treatment
team, with the adolescent’s participation. Another risk for transgender youth is alcohol and substance
use to cope with feelings of depression and anxiety.

Be aware that teens who feel alienated from the health care system may not follow through with
recommended treatment. As a result, they may not receive health care on a consistent basis.

14 Gerald P. Mallon, Lesbian and Gay Youth: A Practical Guide for Youth Workers (Washington, D.C.: CWLA
Press, 2001).
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Note: It is important to remember that GLBTQ youth may seek or require mental health services for
reasons unrelated to their sexual orientation.

3 Health Care Coordination Activities

To address the special needs of GLBTQ youth, consider the following three areas:
organizational changes, in-service trainings, and welcoming strategies.

Organizational Changes

Consider the following questions to determine whether your agency provides a positive, healthy
environment for GLBTQ youth:

B Has your agency worked with GLBTQ youth in the past?

B How often has your agency’s staff had training, and of what type, in working with GLBTQ
youth?

B What is your agency’s treatment philosophy for working with GLBTQ youth?

B Do agency policies specifically address the needs of GLBTQ youth?

B Do agency brochures and outreach materials include photos or references to GLBTQ youth?
B Does your agency have linkages with GLBTQ youth organizations?

B s the issue of acceptance of GLBTQ children addressed in certification interviews with foster
parents who may be caring for them?

B Are the health care providers you use familiar with the unique needs of GLBTQ youth?

In-Service Trainings

To address the needs of GLBTQ youth, training for agency staff and caregivers should:*®
B Identify appropriate language.

B Counteract common myths and stereotypes.

B Replace myths with accurate information.

B  Teach how to create a safe environment.

15 DeCrescenzo and Mallon.
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B Assess personal biases and prejudices.
m Identify community resources.

B Show videos and have guest speakers [e.g., Parents and Friends of Lesbians and Gays (PFLAG)
can often provide well-trained speakers for in-service training programs].

B Be offered on an ongoing basis.

Welcoming Strategies

Create an open and respectful waiting room, including reading materials and signs or symbols that
specifically spell out your agency’s attitude about respect for all people. This can include “Hate-Free
Zone” posters and subtle posters or signs (e.g., a rainbow) that indicate acceptance of all youth.
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5 Special Services for School-Age Youth

Additional important services address concerns, issues, and activities that have health and mental
health implications for school-age youth.

Violence and Trauma

History of violence in the family, peer-induced violence, and exposure to violence are crucial parts of
the history-taking portion of the comprehensive health assessment. Assessment of family violence is
also an integral part of the child abuse and neglect evaluation and may yield information about other
types of violence. For example, many youth are exposed to violence through peers, such as gangs,
sports, and in school. The objectives are to determine the effect of the trauma when a child has
experienced or witnessed an act of violence and to refer the child or youth for counseling, school
violence programs, or other mental health services, as needed.

Points to remember regarding violence as a health concern include:

B Assessment of risk of violent behavior and past exposure to violence.
B Violence prevention education.
B Counseling for children or youth who have been abused or witnessed abuse of others.

Programs that address bullying and teach conflict resolution skills and peer mediation are available in
most communities and schools. Be familiar with the prevention programs (e.g., domestic violence
programs) in your area as resources for children affected by and/or involved in violence.

Suicide

Young people often give clues to peers, teachers, and foster parents or other adults of their intent to
commit suicide. Therefore, it is important that all staff and caregivers be aware of behavioral clues
that may suggest suicidal behavior. Some behavioral and informational indicators are:

Previous suicide attempts.

Signs of depression and undue stress.

Threats of suicide (verbal or written).

Isolation/withdrawal.

Any self-injurious behavior.

Dramatic changes in behavior (e.g., use of drugs and/or alcohol; school failure or truancy).
Low self-esteem or extensive self-criticism.

Giving away of personal belongings.
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When a young person in the community has committed suicide, there is a heightened possibility that
others may “copy” the same behavior. When a community experiences this phenomenon,
communication and coordination among various service providers may be helpful in providing grief
and loss and prevention services.

Be familiar with your agency’s intervention procedures for handling suicide attempts and threats or
talk of suicide. Caregivers should be trained in and familiar with these procedures. Staff training
should include screening of foster children for risk of suicide, recognition of suicidal behaviors,
suicide prevention, need for enhanced supervision, and referral to mental health services.

Child and Adolescent Sexual Offenders/Reactors

Agencies should train staff periodically on the assessment and treatment of child and adolescent
sexual offenders and sexual abuse reactors. Child and adolescent sexual abusive behavior covers a
continuum including mutually engaging in adult sexual behavior and being sexually aggressive or
abusive to others. Children identified as sexual abuse reactors have been abused in some way and are
reacting in sexually inappropriate ways. Areas for training and development include: *°

B Developing a core of specially trained foster parents who care for sexually abused and/or sexually
aggressive children. In cases where children who have been placed in regular foster homes turn
out to be sexually abused or sexually aggressive, it is recommended that more experienced foster
parents mentor the less experienced foster parents.

B Identifying and developing relationships with clinicians who specialize in work with sexually
abused children in foster care. Therapists who specialize in treating sexually abused children
may need training in working with children in foster care.

B Accomplishing teamwork among caseworkers, therapists, and other mental health professionals
for treating these children.

B |dentifying placement settings that are appropriate to address the safety needs of the children.
This includes looking at the layout of bedrooms, lighting, and bathroom facilities, as well as
supervision practices. Consider whether the setting provides spaces where it may be difficult for
adults to supervise children’s activities.

B Integrating strategies for involving the birth families into treatment approaches. Reunification is
more difficult to achieve if the birth family members have not been involved closely in sexual
abuse treatment. In particular, treatment for the sexually aggressive child in foster care who is
transitioning back to the community needs to be developed in conjunction with the family or
discharge resource and local mental health providers.

16 Sally G. Hoyle, The Sexualized Child in Foster Care (Washington, D.C.: CWLA Press, 2000), pp. 97-99.
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To address the needs of this population, topics to cover in staff training include, at a minimum:*’
B Recognizing indicators of sexually abusive behaviors.

B Conducting initial screening and informal assessments to identify children for referrals for
clinical assessments.

B Communicating with professionals who conduct clinical assessments.

B Recommending the appropriate level of care to meet all the needs of the child, and the child’s
family, in determining treatment.

3 Health Care Coordination Activities

Develop a library of materials for staff, including books, videotapes, foster parent
and staff training materials, and therapeutic books on sexual abuse for children.
Identify sources of funding for staff and foster parents to attend conferences on child
sexual abuse. Information and materials gathered at conferences can help build the
library and provide information about new developments in the field. Staff will also
gain information on new developments by attending meetings of local chapters of the
organizations listed in section 5, Resources.

General Principals for the Treatment of Juvenile Sexual Offenders18

B Juveniles are best understood within the context of their families and social environments.

B Assessment and treatment of juveniles should be based on a developmental perspective, should
be sensitive to developmental change, and should be an ongoing process.

B Assessment and treatment should include a focus on the youth’s strengths.

B The development of sexual interest and orientation is dynamic. The sexual interests of youth can
change over the course of adolescence and this is the period when sexual orientation immerges.

B Youth who have committed sexual offenses are a diverse population. They should not be treated
in a “one-size-fits-all” approach.

B Treatment should be broad-based and comprehensive.

7 Welfare Research, Inc., Resource and Referral Guidebook for the Assessment and Treatment of Adolescent
and Pre-Adolescent Sexual Abusers and Sexual Abuse Reactors (NYS Office of Children and Family Services,
1998), p. 42.

18 Michael H. Miner, et al. Standards of Care for Juvenile Sexual Offenders of the International Association for
the Treatment of Sexual Offenders. (International Association for the Treatment of Sexual Offenders, 2006),

p. 2-5. http://www.iatso.org/care/MinerSOT3-06.pdf
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B Labels can be more iatrogenic in children and adolescents than in adults. The juvenile and his/her
family/primary care-giving system should be treated with respect and dignity. (Note: latrogenic
means “Induced in a patient by a physician's activity, manner, or therapy.” In this context, the use
of labels such as deviant or perverted by adults working with the youth is inherently harmful.)

B Sexual offender registries and community notification should not be applied to juveniles.

B Effective interventions result from research guided by specialized clinical experience, and not
from popular beliefs, or unusual cases in the media.
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6 Resources

Bridges to Health (B2H)

http://www.ocfs.state.ny.us/main/b2h/

The B2H website provides comprehensive information on all aspects of the program, including links
to forms and the B2H Program Manual.

HIV-Related Services
Information

New York State Department of Health HIV/AIDS section has extensive resources, including
materials in English and Spanish on talking to children about HIV:
http://www.health.state.ny.us/diseases/aids/index.htm.

Caring for Children with Special Needs is written for parents, foster parents, and other caregivers
raising infants, children, and adolescents with HIV. This resource was developed collaboratively by
DOH and OCFS. To receive a copy, call 518-474-9866; or download it from
http://www.nyhealth.gov/diseases/aids/resources/child/index.htm.

HIV Counseling and Testing

New York State Department of Health: HIV/AIDS Counseling/Testing Hotline (800-962-5065); or
http://www.health.state.ny.us/diseases/aids/testing/

In New York City: Pediatric AIDS Unit (PAU) (212-341-8943) of the NYC Administration for
Children’s Services (ACS).

Pediatric and Adolescent HIV Guidelines

For information on the guidelines of The New York State Department of Health AIDS Institute, go to
www.hivguidelines.org, and click on Clinical Guidelines. The site provides information about HIV
screening, testing, diagnosis, and treatment.

The AIDS Treatment Data Network
611 Broadway

Suite 613

New York, NY 10012

800-734-7104 (NYS only)
http://www.atdn.org
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The Network is a national, not for profit that provides case management, treatment and care access
information, advocacy and counseling, education, and other services for people with HIV or chronic
hepatitis.

Newborn Screening Program
For more information about this New York State Department of Health program, go to
http://www.wadsworth.org/newborn.

Reproductive and Sexual Health

Planned Parenthood

New York City: http://www.plannedparenthood.org/nyc/

Mid-Hudson Valley: http://www.plannedparenthood.org/mid-hudson-valley/
Mohawk-Hudson: http://www.ppmhchoices.org/

Northern NY': http://www.ppnny.org/

Rochester/Syracuse: http://www.pprsr.org/home/

Western NY': http://www.ppwny.org/

Southern Finger Lakes: http://www.plannedparenthood.org/ppsfl/index.htm
Upper Hudson (Albany): http://www.plannedparenthood.org/uhpp/

Information for Youth

Note: The following sites are listed so that caseworkers and caregivers can give youth reliable sites
where they can get their questions answered.

Advocates for Youth (www.advocatesforyouth.org)

Helps young people make informed and responsible decisions about their reproductive health and
sexual health. Site focuses on many social and political issues. Also available in Spanish and
French.

I Wanna Know (www.iwannaknow.orq)

Provided through the American Social Health Association. Answers questions about teen sexual
health and sexually transmitted diseases, including puberty, “sex on the brain,” prevention, and a
parent’s guide.

It’s Your (Sex) Life (www.itsyoursexlife.org)
Provided through Kaiser Family Foundation. A teen’s guide to safe and responsible sex; topics
include pregnancy and contraception, HIV/STDs, and communication.

Sex, Etc. (www.sexetc.org)

The Network for Family Life Education, State University of New Jersey at Rutgers, publishes this

print and web-based newsletter written by teens for teens. Site covers a wide variety of sex-related
topics, including girl’s health, guy’s health, GLBTQ, teen parenting, abortion, adoption, and body

image.
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Teenwire (www.teenwire.org)
Provided through Planned Parenthood Federation of America. Site addresses a variety of teen issues,
interactive contraceptive information, sexuality, and relationship information.

KidsHealth (www.kidshealth.org/teen)

Provided through the Nemours Foundation, Center for Children’s Health Media. Offers
comprehensive overall health information for teens, including body, mind, food and fitness, school
and jobs, drugs and alcohol, sexual health, and answers and advice.

New York Civil Liberties Union
On the website http://www.nyclu.org/, select Resources — Know Your Rights. Information on
reproductive rights is available.

Statewide School Health Services Center (http://www.schoolhealthservices.org/)
43 Turner Drive

Spencerport, NY 14559

585-349-7630

The New York Statewide School Health Services Center (SSHSC) is a statewide technical support
center funded through the Student Support Services Team of the New York State Education
Department. The mission is to promote the health, learning, and overall well-being of all students,
thereby strengthening and improving academic performance. The vision is to ensure that school
health services are effective in addressing the health and safety needs of students by providing
leadership and direction to school health professionals, parents, school districts, and community
organizations to provide the critical linkage between health and student achievement.

Pregnancy Services =
Programs of the Department of Health

For a listing of providers in your area for the following programs, see the Department of Health
website on Women’s Health Issues: http://www.health.state.ny.us/nysdoh/perinatal/en/index.htm.

Growing Up Healthy Hotline — This toll-free hotline (1-800-522-5006) operates 24 hours a day,
seven days a week, and provides information and referral for individuals, including teens, about
pregnancy care services, family planning, health care, nutrition, and other health and human services.
Information is available in English, Spanish, and many other languages.

Prenatal Care Assistance Program (PCAP) — A comprehensive prenatal care program that offers
complete pregnancy care and other health services to women and teens who live in New York State
and meet certain income guidelines. (Women are eligible for services up to 200% of the federal
poverty level.) PCAP offers routine pregnancy check-ups, hospital care during pregnancy and
delivery, full health care for the woman until at least two months after delivery, and full health care
coverage for the baby up to one year of age.
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Medicaid Obstetrical and Maternal Services (MOMS) Program — This program provides
complete pregnancy services in areas of the state where PCAP health centers are not located.
Medical services are provided in private physicians’ offices with other necessary services (nutrition,
social work, etc.) being provided by a Health Supportive Services Program (HSSP). MOMS
physicians are connected with a HSSP to ensure all women receive complete pregnancy care.

Comprehensive Prenatal Perinatal Services Network — The Networks are community-based
organizations whose purpose is to organize the perinatal (pregnancy, delivery, post delivery and
infancy) service system at the local level to improve pregnancy outcomes and promote better
children’s health. Networks accomplish this through working with a Consortium of local health and
human service providers and consumers of services that helps the Networks identify and address
issues. There are currently 15 Networks across the state that target women at highest risk for poor
pregnancy outcomes.

Community Health Worker Program (CHWP) — The CHWP provides one-on-one outreach,
education, and home visiting services to pregnant and parenting women and families at highest risk
for poor health outcomes, particularly low birth weight infants and infant mortality (infant deaths).
Services are provided by paraprofessionals who live in the area they serve and are trained to provide
referrals for a wide range of services, and to provide support and assistance for families trying to
obtain needed services, including accompaniment to scheduled visits when needed. There are
currently 23 Community Health Worker Programs throughout the state.

Perinatal Regionalization Program — Perinatal regionalization ensures that there are hospitals that
can provide a full range of services for pregnant women and their babies in a geographic region. This
means parents-to-be can be sure that there are hospitals near where they live that can provide
everything from a basic, uncomplicated delivery to those that can serve mothers and babies with the
most complex, critical problems.

Breastfeeding Promotion Program — The program provides training and guidelines to encourage
more mothers to breastfeed and to get them to breastfeed longer.

Services for GLBTQ Youth

Note: The following sites are listed so that caseworkers and caregivers can give youth reliable sites
where they can get their questions answered.

GLBTQ: The Survival Guide for Queer and Questioning Teens by Kelly Huegel, Free Spirit
Publishing, 2003 (paperback).

GLBT National Help Center: http://www.glnh.org/index2.html

GLBT National Youth Talkline 1-800 246-7743. Hours: Mon-Fri 8 pm-midnight Eastern time.
E-mail: youth@GLBTNationalHelpCenter.org. The GLBT National Youth Talkline provides
telephone and e-mail peer-counseling, as well as factual information and local resources for cities and
towns across the United States.
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“We Are...GLBTQ," a video co-produced by Washington State's Department of Social and Health
Services Children's Administration and Department of Information Services, sheds light on the lives
of GLBTQ youth who find themselves in the state child welfare system. It is used in Washington
State to train foster parents and kinship caregivers. For more information, contact the
Communications Division at 360-902-8007. The discussion guide may be downloaded from:
http://www?1.dshs.wa.gov/pdf/ca/We%20Are%20GLBTQ%20Discussion%20and%20Resource%20G

uide.pdf.

CWLA Best Practice Guidelines: Serving LGBT Youth in Out-of-Home Care, 2006.
http://www.lsc-sf.org/publications/bestpracticeslgbtyouth.pdf

Definitions of Sexual Orientation and Gender Identity (from Practice Brief: Providing Services and
Supports for Youth who are Lesbian, Gay, Bisexual, Transgender, Questioning, Intersex or Two-
Spirit, Spring 2008. Georgetown University)
http://www11.georgetown.edu/research/qucchd/nccc/documents/Igbtqi2s.pdf

Lesbian: Females who are emotionally and sexually attracted to, and may partner with,
females only.

Gay: Males who are emotionally and sexually attracted to, and may partner with, males only.
“Gay” is also an overarching term used to refer to a broad array of sexual orientation
identities other than heterosexual.

Bisexual: Individuals who are emotionally and sexually attracted to, and may partner with,
both males and females.

Transgender: Individuals who express a gender identity different from their birth-assigned
gender.

Intersex: Individuals with medically defined biological attributes that are not exclusively
male or female; frequently “assigned” a gender at birth, which may differ from their gender
identity later in life.

Two-Spirit (2-S): A culture-specific gender identity for Native Americans (American
Indians or Alaska Natives) with homosexual or transgendered identities. Traditionally a role-
based definition, two-spirit individuals are perceived to bridge different sectors of society
(e.g., the male-female dichotomy, and the Spirit and natural worlds).

Sexual Minority: The term “sexual minority” is inclusive, comprehensive, and sometimes
used to describe youth who are LGBTQI2-S. However, it may have a negative connotation
because minority suggests inferiority to others.

Other Terms: Youth also may use other terms to describe their sexual orientation and
gender identity, such as homosexual, queer, gender queer, non-gendered, and asexual. Some
youth may not identify a word that describes their sexual orientation, and others may view
their gender as fluid and even changing over time. Some youth may avoid gender-specific
pronouns.
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Trauma

National Child Traumatic Stress Network: http://www.nctsn.org/

OCFS provided teleconference training on trauma on May 1, 2008 and June 25, 2008. In addition to
these programs, a folder of materials and resources on trauma were provided to each agency. Check
with your staff development coordinator.

Suicide
National Suicide Prevention Lifeline: 800-273-TALK (8255); TTY line: 800-799-4889

Voice-Diagnostic Interview Schedule for Children (V-DISC) is a comprehensive, structured
interview that uses DSM-IV criteria to screen for more than twenty mental health disorders as well as
suicidal ideation found in children and adolescents. The V-DISC is a self-administered test. For more
information, see Columbia University: http://www.promotementalhealth.org/overview.htm and

NYS Division of Probation and Correctional Alternatives: http://dpca.state.ny.us/technology.htm.

SPEAK (Suicide Prevention Education Awareness Kit) is an initiative of the Office of Mental Health.
http://www.ombh.state.ny.us/omhweb/speak/index.htm

Assessment and Treatment of Child and Adolescent
Sexual Offenders

Identifying and Treating Youth who Sexually Offend: Current Approaches, Techniques and Research
by Robert Geffner (Editor), Kristina Crumpton Franey (Editor), Teri Geffner Arnold (Editor), Robert
Falconer (Editor). Haworth Press, 2004. Co-published simultaneously as Journal of Child Sexual
Abuse, Volume 13, Numbers 3/4 2004.

Association for the Treatment of Sexual Abusers (ATSA)
4900 S.W. Griffith Drive, Suite 274

Beaverton, OR 97005

503-643-1023

www.atsa.com

Incorporated in 1984, the Association for the Treatment of Sexual Abusers is a nonprofit,
interdisciplinary organization. ATSA was founded to foster research, facilitate information
exchange, further professional education, and provide for the advancement of professional standards
and practices in the field of sex offender evaluation and treatment. ATSA is an international
organization focused specifically on the prevention of sexual abuse through effective management of
sex offenders. The organization convenes an annual conference and publishes a journal and other
documents.
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New York State Association for the Treatment of Sexual Abusers & New York State Alliance of
Sex Offender Treatment Providers

P.O. Box 3115

Albany, NY 12203-3115

http://www.nysatsa.com/

The Alliance is a voluntary public and private sector initiative established in 1988 to promote the
enhancement and quality of services available for sex offenders with the goal of keeping communities
safe. The Alliance, which is sponsored by membership dues, presents regional trainings and an
annual statewide conference. The organization also sponsors the New York State chapter of the
Association for the Treatment of Sexual Abusers (ATSA) and publishes a quarterly newsletter.

The Safer Society Foundation, Inc.
(formerly The Safer Society Program)
P.O. Box 340

Brandon, VT 05733-0304
802-247-3132

www.safersociety.org

The Safer Society Foundation, Inc., a nonprofit agency, is a national research, advocacy, and referral
center on the prevention and treatment of sexual abuse. Founded in 1964 as the Prison Research
Education Action Project (PREAP) by Fay Honey Knopp, PREAP evolved into the Safer Society
Program in 1985, and became the Safer Society Foundation, Inc. in 1995. The Safer Society
Foundation, Inc. provides a variety of services related to the prevention and treatment of sexual
abuse.

The Safer Society Press, a small nonprofit press operated by the Safer Society Foundation, Inc.,
publishes relevant research, studies, video and audio tapes, and books that contribute to the
development of sexual abuse treatment, sexual abuse prevention, emerging topics, and developments
in the field.
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Chapter Four
Health Care Coordination

In response to the legal mandate for social services agencies to provide for the necessary physical,
emotional, and developmental health of children in foster care, and in recognition that current practice
does not consistently overcome barriers to high quality, comprehensive care for this vulnerable and
needy population, the Office of Children and Family Services strongly recommends the
implementation of health care coordination for all children. Health care coordination activities
support the child’s treatment plan and permanency goal by focusing on health issues, coordinating
health services, and integrating health concerns into all aspects of safety, well-being, and
permanency.

(See Appendix B for the guidance paper, Health Care Coordination for Children in Foster Care:
Approaches and Benefits (09-OCFS-INF-01).

I..I Sections in this
[ XY\

chapter include:

Definition of health care coordination
Implementing health care coordination
Activities of health care coordination
Resources

el N>
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1 Definition of Health Care Coordination

The role of health care coordination is to create a locus of responsibility for all aspects of health
services for each child in foster care. Health care coordination supports the provision of assessment,
treatment, and follow-up services in accordance with established health care standards.

The health care coordination function can be compared to the role of a parent who has a child with
special needs. The parent would be diligent in his or her efforts to choose health care providers
carefully, follow up on all appointments and referrals to specialists, support the recommended
treatment plan, advocate for the child when necessary, arrange transportation for appointments, and
accompany the child to appointments. The parent would also address payment for the health care
providers, learn more about the child’s medical needs, assist the health care providers in obtaining the
records they need, share information among health care providers as appropriate, and encourage
communication among all who have a role in the child’s health care. Because of the significant,
serious health needs of children in foster care and the multiple layers of tasks and people involved,
this level of attention and involvement is necessary to facilitate health services for these children.

There are many barriers to overcome in coordinating health services for children in foster care. The
temporary nature of foster care makes providing the child a medical home and the timely transfer of
medical information a formidable task. Communication and confidentiality issues are always a
concern among the parties with shared responsibility for these children: caseworkers, foster parents
and birth parents, as well as multiple health care providers. Routine tasks such as obtaining copies of
medical records can be time-consuming and problematic. Health care coordination breaks down
these barriers through activities that coordinate and support health services for the child.

The case management and health care coordination processes need to be well integrated to provide a
seamless delivery of services to the child. Teamwork and communication are key elements of
effective health care coordination. A health care coordinator plays a supportive role on the treatment
team, advising team members of the immediate and ongoing health needs of the child, and improving
the health outcomes for children.

Health care coordination entails a variety of activities, including identifying health care providers and
arranging appointments, facilitating the completion of assessments, creating an agency health record
for each child, coordinating a health treatment plan that is integrated into the child and family service
plan, and providing assistance to agency staff and caregivers around health issues. These tasks are
described in more detail below.
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Benefits of Health Care Coordination

OCFS supported a four-year health care coordination pilot in eight sites from 2003 to 2007 (a ninth
site operated for one year only). The program evaluation documented the following program
benefits:"

B Higher rates of initial assessment completion and timeliness. Following establishment of their
care coordination programs, sponsored agencies significantly increased the number of children
under their care who received initial physical, dental, mental health, developmental, and
substance abuse assessments within state recommended time frames.

B Better identification of health care needs. Children were more likely to have documentation of
physical, mental health, developmental and educational problems diagnosed and/or identified by
a health care professional.

B Improved documentation of access to health care professionals. Documentation of well child
care, preventive dental exams, mental health therapy, Individual Education Plans, and Early
Intervention service receipt was significantly higher for children in care coordination.

B Increased communication with service providers and caregivers. Care coordination staff had
more contact with birth parents, foster parents, and service providers about a child’s health-
related needs than foster care staff working without health care coordination.

In addition to the evaluation findings, the pilot sites reported that enhanced attention to health
services resulted in benefits at the institutional level. Participants were motivated to shift their
broader agency culture to a more integrated, health-oriented model of service delivery. As a result,
some agencies designed new mechanisms for gathering and tracking health care information,
developed assessment protocols for new admissions, enhanced parent education services, established
agency-community provider partnerships, and established or improved on-site health facilities. Many
agencies noted that the project was instrumental in identifying service gaps and reducing duplication
of effort. Care coordination staff also acted as a model for other agency staff, piloting and sharing
new ways for addressing health issues.

Agencies found that health care coordinators served as an additional support to caseworkers and birth
parents alike. Caseworkers became comfortable with care coordinators addressing all aspects of
health care. Birth parents perceived the care coordinators as a nonthreatening resource within the
agency. Trust was built between birth parents and care coordinators as both focused on the child’s
well-being and worked together to understand and support the child.

1 NYS Office of Children & Family Services. The New York State Care Coordination Pilot Project: Process &
Impact Evaluation Study Findings (March 2007). Available at http://www.ocfs.state.ny.us/main/reports/.
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2 Implementing Health Care Coordination

Health care coordination will look different across New York State because of the variety of health
service delivery models in our agencies and local districts. In planning implementation, agencies
must consider a variety of factors, including available resources. Two important factors to consider
are how health services are delivered to children in foster care and how the agency currently monitors
or oversees the services.

Health Services Delivery

Children in foster care receive medical care in a variety of ways. Methods of communication and
collaboration between the provider and care coordinator differ across these models. Here are some
typical health delivery models.

B Community providers. Children in foster homes receive their care from providers within the
community. These may include doctors and clinics that the foster parents or agency know to be
reliable and familiar with the needs of children in foster care. Typically, the foster parent
accompanies the child to the appointment, keeps track of appointments, and informs the
caseworker about the outcome of the appointment.

B Agreements with providers. The LDSS or voluntary agency may have agreements or contracts
with community or hospital-based providers to serve children in foster care. For example, a
specific psychologist may contract with the agency to conduct all initial mental health
assessments, or a mobile dental van may be engaged on a regular basis.

B Agency clinic. The LDSS or agency may operate its own medical clinic for children in care.
Children may still use community or hospital providers for specialty care.

Oversight

The coordination, monitoring, and oversight of health services are dependent on the staffing model at
the agency or LDSS with whom the child is placed, as well as the level of care. Identifying
individuals who are currently carrying out the care coordination activities is an important step in
determining what changes, if any, will take place.

B Foster parents may play a major role by scheduling appointments, accompanying the child to
appointments, and advocating for specialty services. The foster parents keep the agency informed
of health-related activities.

B The case manager or caseworker may be responsible for arranging and reminding caregivers of
appointments, assisting with transportation, and obtaining copies of records.
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M The agency may employ health care coordinators and/or nursing staff that track attendance at
appointments and review records to determine what additional services are needed. This model is
often employed in congregate care settings.

Critical Elements

After consideration of the health services delivery model, current practice, and resources, the agency
or LDSS may choose to delegate some of the health care coordination activities described in section 3
to designated staff. It is recommended that a lead person with a health background be identified to
provide or assist with health care coordination. This individual may be an RN, LPN, psychologist,
CSW, or social worker with experience in addressing the physical and mental health needs of children
in foster care. If the individual does not have training or experience in a health field, health
practitioners should be identified to provide technical assistance.

Though the model of practice will vary, OCFS’s pilot project identified characteristics that were
critical to the success of health care coordination.

1. Designation of care coordinator. The single most important factor in the success of health care
coordination is the designation of an individual whose sole responsibility is care coordination.
That person is freed from the many tasks, concerns, and responsibilities that foster care staff must
address. The care coordinator can simply concentrate on the child’s well-being.

2. Organizational support. The decision to incorporate health care coordination for children in
foster care must be supported by administrators and managers throughout the organization.

3. Clarification of roles. Staff must understand which activities will now be performed by the care
coordinator. Among other things, the care coordinator’s role in service plan development and
review and in working with foster and birth parents should be clearly defined.

4. Team meetings. Pilot agencies found that regular team meetings with health care coordinators,
caseworkers, supervisors, and in-house medical staff were instrumental in sharing information
and fully integrating health issues into the child’s service and permanency plans.

Regardless of the agency’s ability to assign dedicated staff to health care coordination, the activities
described in the next few pages should be carried out for each child in foster care.
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3 Activities of Health Care Coordination

Information Management

A primary task of health care coordination is the documentation of health information for each child.
This information is critical in the planning and facilitation of health services (see Appendix A for a
sample Health Care Coordination and Treatment Plan form). Several activities are included:

B Establishing and maintaining a health file for the child. Each child in foster care must have an
individual health file in the case record? (see Chapter 8, Maintaining Health Records).

B Obtaining medical consent as needed (see Chapter 6, Medical Consents).

®  Gathering health information.® This includes current and past records from medical providers, as
well as health information from the child, family, caregivers, schools, other agencies, etc. The
information becomes a part of the health file. If necessary, the Medicaid unit of the LDSS can
access records of claims paid on individual children through the eMedNY system. This will help
identify past providers.

B Recording current and ongoing health status and activities. This involves adding a note or report
into the health file when a service is received, and entering necessary data into CONNECTIONS.
The agency or LDSS may also use in-house forms or systems to track medical activities.

B Sharing health information as appropriate among the child’s health care providers, treatment
team, and family members.

B Controlling access to the child’s health file (see Chapter 7, Confidentiality of Health
Information).

Accessibility to Services

It is the role of health care coordination to help each child access necessary health services. The
following tasks are included:

B Facilitate the provision of appropriate medical insurance.

218 NYCRR 441.22(k); 18 NYCRR 428.3(b)(2)(ii).
390 ADM-21 Foster Care: Medical Services for Children in Foster Care.

3/1/09 Chapter Four: Health Care Coordination PAGE 4-6




Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

NYS Office of Children and Family Services

— Communicate with the LDSS staff who conduct Medicaid eligibility determinations to
confirm they are completed in a timely manner. This includes initial determination,
recertification, and continuous coverage after the child is discharged from care.

— Provide agency protocols for payment of medical services to the child’s foster parent or
caregiver.

— Provide agency protocols for payment of medical services to health care providers.

— If payment for health services is denied, inquire as to whether the denial was appropriate. If
necessary, appeal the decision, following the process set forth by the insurer.

B Address payment issues that may arise with service providers. The availability of a point person
to troubleshoot billing concerns is essential in building trust and cooperation with health
providers.

B Assist in the identification of providers to conduct initial assessments, as well as specialty care.

B Establish a medical home for children in foster care. A medical home is the central site for
provision and coordination of health services as well as an essential repository for health
information. ldeally, the child should keep the same medical home throughout foster care and
upon discharge. If the child had a medical home when he or she entered care, efforts should be
made to continue with that health care provider. http://www.medicalhomeinfo.org/

A medical home is not a building, house, or hospital, but rather an approach to providing
health care services in a high-quality and cost-effective manner. Children and their families
who have a medical home receive the care they need from a pediatrician or physician
(pediatric health care professional) whom they trust. The pediatric health care professionals
and parents [or other caregivers] act as partners in a medical home to identify and access all
the medical and non-medical services needed to help children and their families achieve their
maximum potential. The American Academy of Pediatrics believes that all children should
have a medical home where care is accessible, family-centered, continuous, comprehensive,
coordinated, compassionate and culturally effective. (American Academy of Pediatrics)

B Locate, nurture, and develop agreements with health care providers. An up-to-date list of
providers’ names, phone numbers, addresses, and specialties is particularly helpful for
caseworkers and caregivers (see Chapter 9, Working with Community Health Care Providers).

B Assist in the identification and development of appropriate placement resources for children with
complex health concerns. These efforts assist the agency in making good placement matches,
resulting in increased stability and fewer moves for children in foster care.

B Seek out the best health care available for the children in your agency’s care. Identify and
provide supports needed by caregivers to advocate effectively for the child.
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Coordination of Health Services

In the first three chapters of this manual, required and recommended health services are outlined for
children in foster care. Facilitating the provision of these services is the role of health care
coordination. This includes setting up appointments, notifying the caregiver of the time, arranging
transportation as needed, and communicating with the caregiver around the child’s medical
appointments. Here are the specific areas that will benefit from health care coordination:

B Completing initial assessments. As assessments in five areas (medical, dental, mental health,
developmental, and substance abuse) should be completed for all children in foster care, it may be
helpful to identify a group of providers in your area to routinely conduct these assessments.

m Developing a comprehensive, coordinated care plan based on the assessment results. The
findings, therapies provided, and follow-up recommendations are reviewed and coordinated into a
care plan, which becomes a part of the child’s health file. The plan is developed cooperatively
with the child’s treatment team.

B Ongoing routine and specialty care. Health care coordination activities (1) support the caregivers
as necessary in following the AAP periodicity schedule for routine care, and (2) promote the
required and recommended medical activities outlined in this manual.

B Addressing barriers to provision of health services. Barriers may include issues such as
transportation, missed appointments, child’s refusal to take necessary medication, lack of
availability of services, or the need to advocate for a special treatment. Care coordination is an
effective tool in addressing whatever stands in the way of essential health care.

B Being the communication “point person” for providers.

B Incorporating the child’s care plan into the Family Assessment and Service Plan. Support the
child’s treatment team in understanding the child’s health issues and integrating health-related
outcomes and activities into the service plan.

B Assisting the treatment team, caregiver, child, and family in understanding, supporting, and
implementing the care plan.

B Engaging the birth family by explaining the child’s health needs and encouraging their
participation in appointments and treatments.

B Arranging treatment team meetings that address the child’s health issues. Meetings are used to
share information and strategize activities to support the child’s health and may include health
care providers, school staff, caregivers, the child, and the family, as appropriate. These meetings
can be especially critical if the child has complex medical needs or significant barriers to health
care have arisen.

B Compiling the child’s health information for use in court hearings.
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Discharge Planning

It is highly beneficial to maintain continuity of health care services when the child is discharged from
foster care. Health care coordination addresses the following issues:

B Discharge exam. A discharge exam is recommended for all children leaving foster care. Itis
required for any child discharged to another planned living arrangement with a permanency
resource who has not had a medical exam within one year prior to discharge.*

B Continuous Medicaid coverage. Children discharged from foster care are generally eligible for
12 months of Medicaid coverage. LDSS staff responsible for determining Medicaid eligibility
will need to complete the appropriate determinations in a timely manner to continue the child’s
coverage. The local DSS should have internal processes in place for communicating changes in
the child’s living arrangements, including updating the child’s address.

B Standing appointments, treatments, and medication. Inform the child and parent or discharge
resource of any appointments that have been scheduled. Be sure that medications, prescriptions,
and information about other treatments (e.g., a special diet) have been provided upon discharge.

B Medical home. The child should continue with the same medical home and specialty providers
after discharge from care. If this is not possible, assist the child and parent or discharge resource
to identify providers.

B Information for the child or parent/discharge resource. The child (if discharged to another
planned living arrangement with a permanency resource) or the parent/discharge resource must be
provided with a comprehensive health history. The parent/discharge resource should be fully
informed of the child’s health issues as well as the importance of comprehensive and periodic
medical assessments and follow-up treatment.”

W Self-care skills. If the child is discharged to another planned living arrangement with a
permanency resource, the child should have sufficient knowledge and skills to address his or her
own medical needs and seek either urgent or routine care as needed.

B Medical records. A copy of the child’s comprehensive health history must be provided to the
child’s health care provider.®

(See Appendix A for a sample Health Discharge Summary form.)

*18 NYCRR 441.22(n).
®18 NYCRR 441.22(0)(1)(2).
618 NYCRR 441.22(0)(5).
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Activities That Benefit the Agency

Depending on the size, capacity, and experience of the staff responsible for health care coordination,
additional support may be provided to the agency in a variety of ways. These include:

B Coordination of training efforts around health topics. Both caseworkers and caregivers need
information about the unique health care needs of children in foster care. Community health
providers may also appreciate information on child welfare issues to help them understand the
children they are serving. Health care coordination serves a central role in identifying, arranging,
and tracking the provision of health training and education.

B Consultation and advocacy on special medical issues.

B Assistance and support for the caseworker around special services such as Early Intervention (EI),
Bridges to Health (B2H), or the Committee on Special Education (CSE). More information on
these services can be found in the manual Working Together: Health Services for Children in
Foster Care. http://www.ocfs.state.ny.us/main/sppd/health_services/manual.asp

B Documentation and update of agency protocols and procedures. These may address topics such
as confidentiality, maintenance of the child’s medical record, billing procedures for providers and
emergency rooms, protocols around the use of psychiatric medications, or the development of
specialized forms or systems for tracking health activities.

B Monitoring and evaluation of the overall quality of health services provided to children in foster
care. This information can prove valuable in overcoming barriers to optimal health services. It
can also inform management and local government on the strengths and areas for improvement in
the local health care delivery system. State, county, and voluntary agencies should cooperate in
the development and implementation of Quality Improvement Programs for health services for
children in foster care.

3/1/09 Chapter Four: Health Care Coordination PAGE 4-10


http://www.ocfs.state.ny.us/main/sppd/health_services/manual.asp

Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

4 Resources

The New York State Care Coordination Pilot Project: Process & Impact Evaluation Study, March
2007. http://www.ocfs.state.ny.us/main/reports/

The National Center of Medical Home Initiatives. http://www.medicalhomeinfo.org/
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Chapter Five
Medication Administration

and Management

Whether used to alleviate the pain of a toothache or to stabilize a serious medical condition like
diabetes, medication can be critical to the functioning and well-being of children in foster care. The
proper administration of medication is always important; given that children in foster care are placed
outside their own homes, it becomes even more crucial to manage and document the activity. Storage
and disposal of medication are other issues that must be addressed in a foster care setting. This
chapter provides guidelines and instructions regarding medication for children in foster boarding
homes and congregate care. The material is directed at casework and health staff who are managing
foster care cases as well as health and non-health staff in congregate care facilities.

I..l Sections in this

— — chapter include:
1. The basics

2. Types of medication

3. Routes of administration

4. Who administers medication

5. Guidelines for administering medication

6. Special situations

7. Storage, inventory, and disposal of medication

8. Psychiatric medication

9

1

. Controlled substances and congregate care
0. Resources
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1 The Basics

The purpose of medication varies depending on the child’s medical condition and needs. It can be
given to alleviate symptoms or manage medical or mental health conditions. When caregivers know
the purpose of the prescribed medication, they may find it easier to comply fully with the health care
provider’s instructions. Children may also be more cooperative when they understand its purpose.

When children enter foster care, they may or may not be taking medications. When a child entering
foster care is on medication, make note of the purpose and type of medication at the initial screening.
At the initial medical examination, be sure that the health care provider reevaluates the
prescription(s). If the medication is continued, caregivers must understand how to administer the
medication, including the purpose, dosage, schedule, route, duration of use, and side effects and how
to respond to potentially dangerous side effects. If a child is on multiple medications, it is crucial to
discuss this with the primary care provider to assure that the medications are compatible and that they
contribute to the child’s overall treatment. The pharmacist is also an excellent resource for
information on medication interactions.

Even if children enter foster care without medication, they will most likely need medication at some
point while in placement. Caregivers are responsible for understanding and following directions
given by the prescribing practitioner; it is important to review compliance with the prescribed
medication during casework contacts. Stress, also, that medication cannot be discontinued unless
ordered by the practitioner.

Make sure that caregivers know how to prepare for medical appointments in terms of medication:

m If blood work or other tests have been ordered, be sure that these are completed in the time
frames directed by the practitioner.

B Bring all medications to the appointment, including over-the-counter items (such as vitamins) that
the child has been taking.

Filling Prescriptions

Ideally, all prescriptions should be filled at one pharmacy so that all medications are listed in one place.
Caregivers will be able to get advice from a pharmacist who has the child’s complete record at hand.

If your agency uses a Medicaid per diem, be aware that certain medications for children in foster care
can be billed directly to eMedNY by the pharmacy. A list of these “carveout” prescriptions may be
found on the Department of Health website:

http://www.health.state.ny.us/health _care/medicaid/program/carveout.htm
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2 Types of Medication

General types of medication include:

B Over-the-Counter (OTC) Medication — Medications or substances that can be purchased
commercially by individuals without a prescription. In congregate care, to minimize errors, OTC
medications are best stocked in unit dose containers or packets.

B Prescription Medication — Any medication that requires a written prescription by a physician,
dentist, nurse practitioner, or physician’s assistant. These medications are prescribed for specific
individuals and should never be given to anyone else.

B PRN Prescription Medication — Any medication given only when necessary to alleviate
symptoms, on an emergency or “as needed” basis, rather than on a routine basis (e.g., to relieve
headache or menstrual cramps). PRN is the abbreviation for the Latin term “pro re nata,” which
means “as needed.”

B Psychiatric Medication — Medication prescribed by a psychiatrist or other medical practitioner
for the treatment of mental illness or the symptoms of mental illness (see section 8, Psychiatric
Medication).

B Herbal/Homeopathic Remedies and Diet Supplements — These include a variety of substances

that are used following traditional practices. They have not been reviewed or approved by the
FDA for efficacy and safety and should not be used without the advice of a health care provider.

Names of Medication

A medication may be known by three different names:

B Chemical name —the chemicals that comprise the medication; often long and difficult to
pronounce.

B Generic name — often a simplified version of the chemical name that is not capitalized; generic
drugs are often less expensive than brand name medications.

B Brand name — name owned by the manufacturer; the same medication may have different brand
names if manufactured by different companies; the first letter of this name is capitalized.

For example:  Chemical name = acetylsalicylic acid
Generic name = aspirin
Brand name = Bayer
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Preparation Forms

Medicines are prepared for use in a variety of different forms to treat disease either locally (in a
particular area or site) or generally (throughout the whole body or system). Listed below are common
medicinal preparations:

B Tablet and Caplet — a solid dosage form containing medicine; it may vary in shape, size, weight,
and color.

B Capsule — a special coating made for a single dose of a drug. For the oral route, the enclosure
prevents the patient from tasting the drug. Time-release capsules allow the medication effects to
continue at the same level over a long period of time.

B Lozenge —small, dry solid medicine, often pleasantly flavored, that is held in the mouth until it
dissolves to slowly release the medication.

B Liquid — Sometimes medicine is dissolved in a fluid. It is best to use calibrated cups or
medication cups (rather than teaspoons) for pouring and measuring liquids. Liquids come in
different forms:

— concentrates — liquid forms of medication in which the volume is decreased to increase the
strength of the medication.

— suspensions — solid particles in a liquid that must be shaken well before use.

— syrups — thick, often flavored solutions with a sugar and water base that are particularly
effective for masking the taste of the medication.

— elixirs - liquid preparations that have an alcohol, sugar, and flavor base.

B Suppository — a semisolid substance for introduction into the rectum or vagina where it dissolves
and is absorbed into the body. The medicine is commonly mixed with soap, glycerinated gelatin,
or cocoa butter to form the suppository.

B Inhalant — a medication or compound that is nebulized (reduced to a fine spray) suitable for
inhaling or drawing into the lungs. When used properly, inhalants should take effect
immediately. Inhalants are most frequently prescribed for asthma.

B Injection - forcing of a fluid through a needle into a vessel or cavity or under the skin.
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Miscellaneous

3/1/09

cream — a solid emulsion used to treat rashes, itching, drying, and fungus infections.

ointment — a medicated, fatty, soft substance having antiseptic, cosmetic, or healing
properties. Usually its base is petroleum jelly, lard, or lanolin to which the medication is
added.

spray — a jet of fine medicated vapor applied to an injured area or discharged into the air.
Sprays and aerosols are effective methods for applying topical preparations without having to
touch the skin while applying it. They are also effective for hard-to-reach places such as the
throat.

powder — fine particles of one or more substances that absorb moisture on the skin. Its
medicinal purpose is to soothe irritated skin or reduce rubbing of adjacent irritating skin
surfaces.

patch — a piece of material affixed to the skin for transdermal applications. Medication is
either placed on the patch, or the patch is pre-medicated and is absorbed into the skin.

lotion/shampoo — commonly used as soothing applications to protect the skin and relieve
rashes and itching. Some lotions have a cleansing action, while others have a drying or
drawing action. To prevent increased circulation and itching, lotions should be patted on the
skin instead of rubbed on. An example is Kwell® for treatment of head lice.
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3 Routes of Administration

Medication can be administered to the body in many different ways or routes as defined below:

B Oral - by mouth. Examples are Tylenol® and Motrin®.

B Sublingual — under the tongue, where it is absorbed rapidly into the mucous membranes (e.g., a
nitroglycerin tablet prescribed for angina that is placed under the tongue for absorption).

B Topical — applied to the site for local action (e.g., corticosteroids and antivirals in lotion or cream
forms).

B Inhalation - inhaled through the mouth or nose and absorbed through the lungs (e.g., over-the-
counter nasal sprays, bronchodilators, and inhaled corticosteroids). Some of these substances can
interact with prescription medication and cause unpleasant reactions.

B Rectal/Vaginal — for treating local infections or for medicines that can’t be taken orally (e.g.,
anti-fungal for vaginal yeast infections or suppositories to suppress vomiting).

B Transdermal — a medicated adhesive patch is placed on the skin to deliver a specific dose of
medication through the skin and into the bloodstream.

B Injection:

— Subcutaneous - injection under the skin for rapid general action and for medication that
cannot be taken orally (e.g., insulin).

— Intradermal — injection into the skin (e.g., injection of PPD — purified protein derivative —
for Mantoux Screening of Tuberculosis).

— Intramuscular - injection into the muscle for general action, rapid effects and for
medications that cannot be taken orally (e.g., antibiotics, hepatitis B vaccine).

— Intravenous - injection into the vein to ensure immediate and adequate treatment in critically
ill patients (e.g., antibiotics).

Note: Generally, only nurses give injections. In some instances (e.g., a child with diabetes), it may be
appropriate for the child to self-administer injections with appropriate guidance and supervision.

3/1/09 Chapter Five: Medication Administration and Management PAGE 5-6




Working Together

HEALTH SERVICES FOR CHILDREN IN FOSTER CARE

4 Who Administers Medication

Who administers medication depends on several factors, such as the child’s age, ability to prepare and
self-administer the medication, and willingness to do so. Generally, caregivers of young children will
be responsible for knowing the medication schedule, verifying the correct dose, preparing the
medication (e.g., removing a pill from a bottle, measuring liquid), and recording the information.
Older children may be responsible for taking medication under the supervision of the caregiver.

When health staff are present in congregate care facilities, they should administer all medications.
When health staff coverage is not available, childcare staff can supervise the self-administration of
prescription and over-the-counter medications by children. However, all staff administering or
supervising the self-administration of medication should be trained.

It is recommended that training include the following:

An overview of medications commonly prescribed to children and the conditions they treat.
Observation for medication effect.

Agency procedures for observing and recording the self-administration of medication.
Error prevention and remediation.

Agency procedures for handling, storage, and disposal of medication.

There is no formal medication administration “certification” requirement for foster care childcare
staff. There is a certification program for voluntary agencies licensed by the New York State Office
of Mental Retardation and Developmental Disabilities (OMRDD), so these agencies may actually
have all staff certified in medication administration.

Note: Caregivers/staff of the same sex as the child or youth should administer certain types of
medications such as vaginal creams, rectal suppositories, and antifungal sprays.
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5 Guidelines for Administering Medication

General guidelines for administering medication to children in foster care follow the “Five R’s of
Medication”:

Right Person

Right Medication

Right Amount/Dosage

Right Route of Administration
Right Time

Foster parents, as well as congregate care staff, will find these “rights” useful whenever they
administer medication. The five R’s are reminders to administer medication thoughtfully and with
attention (not in a hurry) and that doing so is a serious responsibility.

Be familiar with your agency’s policies and procedures for administering medication. Critical points
in administering medication include:

B Knowing how to read the label, which should specify the child’s name, name of the drug, date,
route of administration, dosage, frequency, time, directions for use, precautions, refills, and stop
date.

B Verifying the information with the child, as appropriate.

B Making sure conditions are clean (e.g., hands washed, clean counter) and well lit.

B Using a medicine cup, dropper, or medication syringe when measuring liquids, not household
utensils.

B Observing the child take the medication and swallow it completely.
B Storing the medication safely and as directed.

B Documenting the administration of medication per your agency’s policy.

Side Effects

Caregivers need to be informed of the possible side effects of all medications. Review the drug
information sheet from the pharmacy, and ask questions. A child may experience side effects from
medication even if the desired effect occurs. Observe the child for any physical (e.g., allergies) or
behavioral side effects during the first few hours and days following use of a new medication. Ifa
child develops an unexpected or dangerous side effect, medical advice should be sought immediately
(see section 8, Psychiatric Medication).
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Medication Schedule/Recording

B Give caregivers the message that it is important to adhere to the dose and frequency prescribed
for each medication. Many medications are not effective unless a certain level is maintained in
the blood; missing a dose could have a harmful effect on the child’s health. It is important to be
consistent when giving medication.

B A medication log is a helpful tool, especially for children with complicated medication schedules
(see Appendix A for a sample medication log). The log helps caregivers be consistent, complete,
and accurate in the administration of medications. Record the date, time, dosage, and any
relevant comments or observations in the child’s medication log. These comments can be
particularly useful in revealing patterns around the effect of the medication and the child’s
tolerance. Caseworkers should review the log and discuss medications during routine visits to the
home. Agencies are encouraged to develop procedures and protocols around medication
documentation.

B Encourage caregivers to keep a list of the child’s medications to present to any medical or mental
health provider. Urge caregivers to keep the list with them or in their car in case of emergencies.

B The Medication Administration Record (MAR) is used in institutional settings to record
information about a child’s medication.
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6 Special Situations

Situations may occasionally arise that require action, such as medication errors, refusal to take
medication, and taking medication outside the foster home or facility.

Medication Errors

If an error in the administration of medication occurs, it is important to determine the type of error
that occurred. Was the error procedural, such as giving the medication at the wrong time?

Or was the error likely to be dangerous to the child, such as giving a medication to the wrong child?
Look at the procedures that are currently in place and consider what could be done to prevent future
errors. If the error is dangerous, contact the health care provider or Poison Control Center
immediately. The phone number for the Poison Control Center (1-800-222-1222) should be
prominently displayed in foster homes and congregate care facilities. (See section 10, Resources, for
a complete listing of Poison Control Centers and TTY/TDD phone numbers in New York State.)

Examples of medication errors:

Missed medication

Wrong medication

Wrong dose of medication

Medication given at wrong time

Medication given to wrong child

Medication given via wrong route or method
Discontinued medication given

Outdated medication given

Medication contaminated (e.g., dropped on the floor)

Concerning errors, advise foster parents to:

Contact the Poison Control Center if an excess dose is suspected.

Contact the health care provider or pharmacist immediately for advice.

Observe the child for any possible effects.

Contact the caseworker.

Document any error (e.g., missed dose) in the medication log.

When buying prescription medication, ask the pharmacist what to do when a child misses taking
the scheduled dose.

In a congregate care facility, follow established procedures. Document the error in the MAR and
report the missed dose to the designated staff person. Information about spilled or contaminated
medication must be documented for inventory purposes. When a medication needs to be discarded,
notify the designated staff person.
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The firstaction for a caregiver of a child who may have ingested a toxic substance is to consult with
the local poison control center. The American Academy of Pediatrics has released a policy statement
recommending that syrup of ipecac not be administered to induce vomiting. More information can be
found at: http://aappolicy.aappublications.org/cgi/content/full/pediatrics;112/5/1182. Ask your
agency medical director or consulting pediatrician for guidance on this matter.

Child Refusal to Take Medication

Sometimes children express concern about taking a medication because they don’t see the benefit, or
they’re tired of taking it, or they feel “different” from their friends by having to be on medication.
Side effects that change the child’s energy level or appearance can also make a child reluctant to
comply with their medication regimen. Encourage caregivers to take these concerns seriously and
address them before they reach the stage of refusing to take the medication.

Guidance to caregivers when a child refuses to take medication includes:

B Try to talk the child through it. Find out why he/she is refusing the medication. Stress the
purpose and importance of taking the medication.

B Explain that the child can talk to the health care provider on the next visit.
B If the child still refuses, ask the mental health professional or health staff for help.

m [f the child has a condition that requires medication (e.g., seizures, asthma), talk to a health
professional to determine the appropriate course of action

See your agency’s policies and procedures on children in congregate care refusing to take their
medication.

= Tips on taking medicine:*

B Mix medicine with a small amount of food or drink, if appropriate. Crush tablets or open
capsules in order to mix them. Let the child choose the food or drink. Always check with the
health care provider, nurse, or pharmacist first to be sure this is OK.

B See if the pharmacist can change the form or flavor of the medicine to make it more palatable.

B Have the child take medicine at the same time the foster parent takes medicine or a vitamin.
Have a contest to see who can take their medicine faster.

! Adapted from Caring for Children with Special Needs: For Parents, Foster Parents, and Other Caregivers
Caring for Children with HIV (NYS Department of Health and Office of Children & Family Services,
September 2003), pp. 4-1—4-22.
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B A health care practitioner should demonstrate to caregivers the proper procedure for
administering medication to babies.

B Don’t ask the child whether he/she wants or will take the medicine. Be firm and say he/she needs
to take it.

B Some children do best when they take a deep breath and drink the medicine down fast. Others
take their medicine a sip at a time with a drink of juice in between. Sometimes it helps for the
caregiver to count for the child while he/she takes the medicine.

B Offer a reward such as a sticker or star when the child takes the medicine.

Administering/Taking Medication
Outside the Foster Home

Whenever possible, dosing schedules should be planned to minimize the administration of medication
outside the foster care setting. The use of long-acting formulations may eliminate the need to take
medicine during the school day. However, there will still be times when children in foster care need
to take medication while in school, on trips, or on home visits.

Medication in School

Foster parents must communicate with the school if children are routinely expected to take
medications (e.g., Ritalin, Ventolin inhaler); schools will have their own procedures regarding
medications.

It is recommended that you assist foster parents in making the initial contact with school health staff
(often a nurse) to make the necessary arrangements for administering medication. Advise foster
parents to bring the medication to the school in its original packaging as dispensed from the
pharmacist. It may be necessary for the pharmacist to order an additional prescription to bring to
school, or the pharmacy may provide an extra vial with a label.

Medication on Trips, Home Visits, and While Transporting

When foster parents take children on short trips, they should try to give the medication before or after
the trip, if possible.

Depending on the home situation, caseworkers and/or foster parents should discuss the child’s need
for medication with birth parents when children are on home visits. The birth parents should be given
the same amount of information and education regarding their child’s medication as the foster
parents. This supports the goal of involving parents in their child’s overall health and well-being and
will ease the eventual move from foster care back to the home.
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Agency policies must address information sharing procedures for birth parents. When children go on
home visits, the parents should at least be advised about:

The medication used, its purpose, and possible side effects.

Importance of giving medication at its prescribed time and amount.
Importance of safe storage of the medication.

Family’s role in administering medications to their child.

Return of medications to the foster home or facility after each visit home.

For children in congregate care, staff supervising the home visit should consult the agency’s policy on
transporting the medication, administering it while on the home visit, storing any unused medication
when returning to the facility, and documenting that the medication was given. Agency policy should
address how the medication is transported (e.g., in its original pharmacy container, with a supply of
cups and water jugs or juice bottles). Further, if extended home visits are part of the child’s
treatment, the agency’s policy should address the activities listed above with the birth parents.
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7 Storage, Inventory, and Disposal of Medication

Storage and Inventory

Regarding storage of medications, foster parents should follow these guidelines:

B Certain medications require refrigeration; if this is the case there will be a Keep Refrigerated
label on the container.

B A cool, dry, dark cupboard is the best storage for most medications; remember that a bathroom
medicine cupboard often becomes hot and steamy and is not the best place to store medications.

B Keep medications in a safe place and away from the reach or sight of small children.

B Always keep medication in the container in which it was received from the pharmacist. Do not
remove the label until all the medication is finished. The information on the label is necessary to
properly identify the patient, provider, medication, instructions for use, and date the prescription
was dispensed.

For children in congregate care, review your agency’s procedures on medication storage and

inventory. Ideally, a defined area should be designated for storage, preparation, and inventory of

medication. These areas should be clean, well lit, and located so that staff are not interrupted when
handling medication. Procedures should address the following points:

B Storing medication in a safe, locked, sanitary storage area, with controlled substances kept under
double-locked storage.

B Controls on temperature and sanitation.

®  Proper labeling.

B Access by authorized staff (i.e., keys or combinations).

B Location and access to First Aid Kits.

H Inventory control.

B Remember, nurses cannot dispense prescription medication from stock. Except for emergency

and starter doses, all prescription medication must be administered from a package that was
dispensed by a pharmacy for each specific child.

% New York State Foster Parent Manual (Office of Children & Family Services, January, 2007), p. 33.
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Disposal

It is important that old, outdated, and potentially dangerous medications not be kept available for use.
Caregivers should flush down the toilet any remaining portion of a child’s medication if the health
care provider has discontinued the prescription.

In congregate care facilities, it is recommended that staff supervising medication administration
should not discard medication. They should notify the health staff or the facility director/designee
when a medication needs to be discarded.
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8 Psychiatric Medication

Medication can be an integral part of a comprehensive mental health treatment plan. The plan may
involve various therapies and behavioral interventions as well as medication. Medication should not
be the only treatment; in some instances, a child may need to be stabilized on medication before
he/she is able to participate in therapy, but the child should begin therapy as soon as clinically able.

Many different kinds of mental health symptoms respond to psychiatric medications. Psychiatric
medications, also called psychotropic, psychoactive, or behavioral medications, are chemical
substances that act primarily upon the central nervous system where they alter brain function,
resulting in temporary changes in perception, mood, consciousness, and/or behavior. Note that some
medications may be used either as psychiatric medication or for another purpose; for example,
Depakote (devalproex sodium) may be used as a psychiatric medication or as an anti-seizure
medication; Catapres (clonidine) may be used to treat attention deficit hyperactivity disorder (ADHD)
and tic disorders or to treat high blood pressure.

Children in foster care may be treated with psychiatric medication for conditions such as ADHD,
attention deficit disorder (ADD), anxiety disorder, depression and other mood disorders, post-
traumatic stress disorder, psychosis, tic disorders, and Tourette’s syndrome, among others, as defined
in the Di3agnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text Revision (DSM-
IV-TR).

Because of the serious nature of psychiatric medication, agencies need to make sure that all children
taking these medications are carefully monitored; receive initial and ongoing psychological or
developmental assessments; and participate in all behavioral and mental health therapies identified in
the treatment plan.

3 Health Care Coordination Activities

Assist caregivers in receiving appropriate training so that they will know how to give
these medications safely and effectively. Monitor the recommended time intervals
for physical and mental health examinations and make sure appointments are made
and kept according to those time frames.

Review with the caregiver the possible side effects of psychiatric medications. They should know
that each medication has its own specific side effects. Some medication causes drowsiness (driving a
car or riding a bicycle can be dangerous); some medication has the opposite of the intended effect
(e.g., anti-anxiety medication may cause excitement, sleeplessness, or irritability in some children).
Especially if the child is on multiple medications, the caregiver should be alert to alarming changes in
behavior, mood, or physical condition. As with any adverse side effects, caregivers should call the
prescribing physician and contact the agency staff coordinating the child’s health care.
Recommended steps to take before starting a foster child on psychiatric medication include:

® American Psychiatric Association, Arlington, VA, 2000.
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B If the child is already taking psychiatric medication upon entry into foster care, contact the
prescriber to verify the medication and obtain history.

B Obtain comprehensive physical and mental health assessments, including necessary lab work
(see Chapter One, section 3, Comprehensive Health Evaluation, for contents of assessments).
Diagnostic tests and symptom inventories and scales are recommended to provide a baseline of
the child’s health, mood, and functional status.

B The psychiatrist or physician formulates a diagnosis and/or identifies symptoms that would
benefit from treatment with psychiatric medications. In some agencies, policy specifies that only
a qualified psychiatrist can prescribe psychiatric medication.

B Child’s treatment team meets to discuss the assessment findings and clinician’s recommendations
regarding psychiatric medications. Address the benefits and risks of medication, alternatives, and
how medication is incorporated into the overall treatment plan.

B Provide parent/guardian with information on the proposed medication regimen and rationale;
obtain informed consent (see Chapter Six, Medical Consents).

B Provide information to the child in a developmentally appropriate manner on the proposed
medication regimen and how the child will be affected; obtain child’s assent.

B Discuss with caregivers the reasons for prescribing medication; type, dosage, and date of
medication prescribed; expected results and potential side effects of the medication; and
instructions on administering the medication.

Medication Monitoring

All children on psychiatric medication require careful and conscientious monitoring by the
prescribing clinician. The monitoring schedule will vary, depending on factors such as the
manufacturer’s recommendations, how long the child has been on the medication, whether the dosage
has stabilized, side effects, and the interplay between the effects of the medication and the rest of the
mental health treatment plan. If your agency has specific requirements for the frequency of
psychiatric medication monitoring, these must be communicated to the prescriber, the caregivers, the
treatment team, and the child to support compliance.

Regular visits to the prescribing physician or psychiatrist include the following activities:

B Laboratory monitoring to assess the physical effects of the medication on the body. Testing may
be quite frequent while dosages are being adjusted. Typical tests include:
— Checking the level of drug in the system
— White and red blood cell counts
— Biochemical monitoring (e.qg., liver function, cholesterol, and triglyceride levels)
— EKG to assess cardiac conduction
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B Clinical monitoring to assess side effects or excess drug effects, which may include:

— Weight gain or loss

— Nausea

— Hyperactivity

— Confusion

— Inability to focus attention

— Drowsiness

— Dizziness upon standing

— Sleep problems

— Blurred vision

— Abnormal lactation

— Abnormal movements (e.g., peculiar walk). The clinician may use an AIMS (Abnormal
Involuntary Movement Scale) instrument to measure involuntary movements in the face,
extremities, and trunk that are unique side effects of these medications (see section 10,
Resources, for a sample AIMS form).

W Effectiveness of medication therapy. Agency protocols should address information sharing
between the child’s psychiatrist and the therapist, teachers, caregivers, parent/guardian, and staff.
An information gathering process is especially critical in congregate settings.

— Repeat diagnostic tests and symptom inventories and scales to measure the impact of
medication on the targeted symptoms.

— Reports from the child’s therapist.

— Information from the child’s caregiver, teacher, caseworker, and other people who are
familiar with the child’s functioning.

— Caregivers may participate in part of the child’s appointment to provide information.

B Periodic re-evaluations of the child’s mental health treatment plan, including the use of
psychiatric medication, at the child’s periodic health visits and in Service Plan Reviews, with the
prescribing physician present, if possible.

Note: More frequent contact will be required if the child is experiencing acute symptoms, receives
high dosages of psychiatric medication, is on multiple medications, or requires emergency
medication. It is recommended that children receiving long-term medication for a psychiatric reason
have a comprehensive mental health reassessment at least once a year.

The Informational Letter, 08-OCFS-INF-02 The Use of Psychiatric Medications for Children and
Youth in Placement; Authority to Consent to Medical Care (see Appendix B), provides extensive,
additional guidance on the safe use of psychiatric medications for children in foster care. Review this
Letter for further information on the appropriate use of these medications and monitoring and
oversight activities. This INF is available at http://www.ocfs.state.ny.us/main/policies/external/.
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Consent for Psychiatric Medication

The prescription of each psychiatric medication requires informed consent (see Chapter 6, Medical
Consents). Informed consent means that the person giving consent has been informed of:

Diagnosis and symptoms being treated.

Nature of the medication: benefits, risks, and side effects.
Projected course and duration of therapy.

Alternative approaches to treatment.

Assurance of monitoring.

How to contact the prescribing psychiatrist/physician.
How the medication fits with the treatment plan.

Prior written consent should be requested from a parent/guardian. The assent of the youth should also
be sought as best practice, in accordance with his or her developmental level. See Chapter 6, Medical
Consents, for detailed information on routine and informed consent for children under 18 in foster
care.

Because of the impact of psychiatric medication, the important role of the parent or guardian must be
recognized. Best practice is that staff make reasonable efforts to reach birth parents or guardians to
obtain their consent, including telephoning, making a home visit, and sending a mailgram. Make sure
that the parent/guardian understands the diagnosis and treatment, as well as the benefits and possible
risks of the proposed medication. If parent/guardian refuses to give consent, give them the
opportunity to meet the prescribing psychiatrist and get a second opinion, if they wish. Pursue any
reasonable treatment options that the parent or guardian suggests.

A child 16 years of age or older residing in a hospital may consent to medically necessary psychiatric
medication if the child has capacity to consent and the parent/guardian refuses to consent, or requiring
their consent could have a detrimental effect on the child.*

To coordinate information on psychiatric medications, make sure that the consent form is completed,
signed, and sent to the mental health provider (e.g., prescribing psychiatrist), with a copy included in
the child’s medical record (see Appendix A for sample Informed Consent forms).

4 MHL Title E, Article 33, 33.21.
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Documentation

The medical record must contain the following:

The maintenance dose of prescribed medication.

The child’s reaction to the medication.

Information on medications that were discontinued and the reasons for discontinuance.
Routine medication monitoring appointments with the prescribing psychiatrist.
Ongoing appropriate lab work specific for the prescribed medication.

A signed consent form.
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9 Controlled Substances and Congregate Care

Controlled substances are medications that have a high potential for abuse and addiction and are
therefore subject to special laws and regulations governing prescription, storage, disposal, and record
keeping. Some controlled substances are used as psychiatric medications (e.g., Ritalin), but many are
used for other purposes (e.g., acetaminophen and codeine are used together to alleviate pain).

Controlled substances are classified into five groups or "schedules” (ranging from Schedule 1 with
the highest potential for abuse to Schedule 5 with the lowest potential for abuse) based on:

B Their relative potential for abuse.
B Whether they have an accepted medical use.
B The degree of dependence that may be caused by abuse of the drug.

Substances within each schedule are also divided into narcotic and non-narcotic categories. The
number and identity of substances that are controlled change periodically (see section 10, Resources).
Article 33 of New York State Public Health law provides for standards related to the prescribing,
dispensing, administration, storage, and inventory of controlled substances. Congregate care facilities
must be licensed (class 3a) as “institutional dispensers, limited” by the New York State Department
of Health to administer controlled substances to patients in accordance with a written prescription
issued by an authorized physician or other authorized practitioner and filled by a registered pharmacy.
To obtain an application for a license, contact the regional office of the NYS DOH’s Bureau of
Controlled Substances for your facility’s region.

A prescription for a controlled substance is limited to a 30-day supply and may only be refilled with a
new prescription. A practitioner may, however, issue a prescription for up to a three-month supply of
a controlled substance if the prescription has been issued for the treatment of certain conditions (e.g.,
attention deficit disorder).®

Note: Controlled substances cannot be mailed. When foster parents go on vacation with a child
taking a controlled substance, they should know that a pharmacy cannot mail the medication if
needed. Foster parents will need to renew the prescription every 30 days.

Every facility must keep a continuous record (“perpetual inventory”) for each controlled substance
kept on the premises. All controlled substances must be stored in a double-locked cabinet, and the
amount of each drug documented at the beginning and end of each shift. Staff certified to administer
medications must perform and document the count of the remaining drugs at each shift change. To
facilitate the count and reduce handling of prescriptions for controlled substances, ask your
pharmacist to dispense unit dose blister packs (a package holding pills in a clear plastic case sealed to
a sheet of cardboard, which allows for the dispensing of one pill at a time). In addition, the
administration of the medication must be documented in the child-specific Medication Administration
Record.

510 NYCRR 80.67 (d)(1)(2)(3).
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10 Resources

Medication Information

Medline Plus is a service of the U.S. National Library of Medicine and the National Institutes of
Health: http://medlineplus.gov/. Information is provided for drugs, herbs, and supplements listed by
brand and generic names.

The National Alliance on Mental Iliness (NAMI) provides information on psychiatric medications on
their website:

http://www.nami.org/Template.cfm?Section=About_Medications& Template=/TaggedPage/TaggedPa
geDisplay.cim&TPLID=51&ContentlD=34819

Treatment of Children with Mental Disorders is a June, 2008 publication of the Office of Mental
Health. This is an excellent resource for birth parents and foster parents.
http://www.omh.state.ny.us/omhweb/booklets/ChildrensBook.htm

Controlled Substances

DEA Controlled Substances — Schedules and Drug Codes
http://bfa.sdsu.edu/ehs/deasched.htm

For information on the classification of specific drugs, go to:
http://www.deadiversion.usdoj.gov/schedules/schedules.htm

Poison Control Centers

Central New York Poison Center
750 East Adams Street

Syracuse, NY 13210

Emergency Phone: 800-222-1222

Finger Lakes Regional Poison & Drug Information Center
University of Rochester Medical Center

601 EImwood Avenue, Box 321

Rochester, NY 14642

Emergency Phone: 800-222-1222

TDD/TTY: 585-273-3854 (TTY)
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Long Island Regional Poison and Drug Information Center
Winthrop University Hospital

259 First Street

Mineola, NY 11501

Emergency Phone: 800-222-1222

TDD/TTY: 516-924-8811 (Suffolk); 516-747-3323 (Nassau)

New York City Poison Control Center

NYC Bureau of Labs, 455 First Avenue, Room 123, Box 81
New York, NY 10016

Emergency Phone: 800-222-1222

TDD/TTY: 212-689-9014 (TDD)

Western New York Poison Center
Children's Hospital of Buffalo

219 Bryant Street

Buffalo, NY 14222

Emergency Phone: 800-222-1222

Abnormal Involuntary Movement Scale (AIMS)

The AIMS (Abnormal Involuntary Movement Scale) measures involuntary movements in the face,
extremities, and trunk that are unique side effects of psychiatric medications. This instrument is used
by clinicians for children who are taking these medicines.
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ABNORMAL INVOLUNTARY MOVEMENT SCALE (AIMS)

Public Health Service NAME:
Alcohol, Drug Abuse, and Mental Health Administration DATE:
National Institute of Mental Health Prescribing Practitioner:

CODE: 0= None
1 = Minimal, may be extreme normal

INSTRUCTIONS: 2=Mild

Complete Examination Procedure (attachment d.) 3 = Moderate

before making ratings 4 - Severe
MOVEMENT RATINGS: Rate highest severity observed. Rate RATER RATER RATER RATER
movements that occur upon activation one less than those observed
spontancously. Circle movement as well as code number that Date Date Date Date
applies.
Facial and 1. Muscles of Facial Expression 01234 (01234 (0123401234
Oral e.g. movements of forehead, eyebrows
Movements periorbital area, cheeks, including frowning

blinking, smiling, grimacing
2. Lips and Perioral Area 01234 |01234 (012340123 4

e.g., puckering, pouting, smacking
3. Jaw e.g. biting, clenching, chewing, mouth 01234 (0123401234 (01234
opening, lateral movement
4. Tongue Rate only increases in movement
both in and out of mouth. NOT inability to 01234 (012340123 4(01234
sustain movement. Darting in and out of
mouth.
5. Upper (arms, wrists,, hands, fingers)
Include choreic movements (i.¢., rapid,
Extremity objectively purposeless, irregular,
Movements spontancous) athetoid movements (i.e.,slow, |0 1234 101234 (01234 (01234
irregular, complex, serpentine). DO NOT
INCLUDE TREMOR (i.e., repetitive,
regular, rhythmic)
6. Lower (legs, knees, ankles, toes)
e.g., lateral knee movement, foot tapping,
heel dropping, foot squirming, inversionand |0 1234 01234 (0123 4|01234
eversion of foot.
Trunk 7. Neck, shoulders, hips e.g., rocking, 01234 (01234 (0123401234
Movements twisting, squirming, pelvic gyrations
Severity of abnormal movements overall
Global 9. Incapacitation due to abnormal
Judgments movements
10. Patient’s awareness of abnormal
movements. Rate only patient’s report
No awareness 0 0 0 0 0
Aware, no distress 1
Aware, mild distress 2 2 2 2 2
Aware, moderate distress 3
Aware, severe distress 4 4 4 4 4
11. Current problems with teeth and/or
Dental Status dentures No Yes | No Yes | No Yes | No Yes

i

olo
=
e
W
FNFSN
(SIS
L
FNFS

12. Are dentures usually worn?

13. Edentia?

14. Do movements disappear in sleep?

Final: 9/2000
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Chapter Six
Medical Consents

Consent is generally required to release medical and mental health records, provide treatment, and for
a number of other situations such as prescribing psychiatric medication and testing for HIV. Giving
medical consent is agreeing to and understanding the risks and benefits of the services to be provided.
Because of their circumstances — being placed outside the home, possibly moving from one
placement to another, having agency staff as well as health care providers involved with their care —
children in foster care need special oversight and consideration regarding medical consent. As a
result, the law generally requires that consent from the parent or guardian be obtained and
documented for key medical activities and conditions.

This chapter covers the issues of consent as related to medical and mental health records, information,
and treatment for children in foster care.

I..I Sections in this
A chapter include:
1. Consent to obtain health records
2. Consent/authorization for routine evaluation
and treatment

3. Informed consent for
non-routine health care

4. Consent and Early Intervention Program

5. Minors’ capacity to consent for specific
health services

6. Consent and HIV/AIDS

7. Resources
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Medical Consent
The term “medical consent” in this chapter refers to several kinds of consent:

1. Consent for release of prior health records.
2. Consent/authorization for routine evaluation and treatment.
3. Informed consent for non-routine health care.

:) Health Care Coordination Activities

Make reasonable efforts to obtain consent from the birth parent or guardian to
involve them in the health care needs of their child. Even if the birth parent or
guardian signs medical consent forms, it is important to continue engaging them in
their child’s ongoing medical/mental health treatment.

All signed consent forms must be placed in the child’s health file with other items
on the child’s health history.
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1 Consent to Obtain Health Records

Consent is required to obtain a foster child’s health records.® The earlier the attempt is made to
obtain the child’s medical history, the better. Preferably, before placement or within 24 hours of
placement, try to obtain the parent’s or guardian’s signature on the agency’s consent for release of
information form as part of the overall early engagement of the family.

3 Health Care Coordination Activities
Health care coordination activities to obtain the child’s health records include:

B Diligent efforts to obtain records of any previous medical, mental health, or
dental treatment.

B No later than 10 days after placement (emergency or Article 10 court-ordered), or
before accepting a child into care (voluntary placement), asking the birth parent
or guardian for written consent to release the child’s past health records. ?

B When consent cannot be obtained from the birth parent/guardian, obtaining the
local social services commissioner’s consent to release the records or a court
order if appropriate.’

B Sending written requests with the appropriate consent to known medical
providers who have treated the child for the child’s treatment history and records.

B For any preschool child, making diligent efforts to obtain the child’s birth record
from the hospital where the child was born or from another hospital in possession
of the record.

Consent for Family Health History

In addition to the child’s health history, efforts should be made to learn the health status of birth
family members, as this information will be helpful for the child. It is preferable to obtain
documentation from the family member’s medical provider to verify any condition reported. The
person to whom the record pertains must give written consent for the medical provider to release
records to you.

There is no prescribed time frame for requesting consent to obtain the family’s health records, nor are
family members compelled to consent to release of their records, though the assistance of the court

118 NYCRR 441.22(e); 90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
218 NYCRR 441.22(e).
? Ibid.
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may be requested in serious circumstances. If you have received health information that you believe
is credible and important for the child’s medical provider to know, this information may be provided
with the caveat that you are not able to verify it (see Appendix A for a sample Health History
Interview with Family form to assist in collecting this information).
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2 Consent/Authorization for Routine
Evaluation and Treatment

Consent is required for routine evaluation and treatment of a child in foster care.* This includes
consent for initial assessment, follow up and treatment, and ongoing periodic re-evaluation, as well as
emergency medical or surgical care in the event that the parent or guardian cannot be located at the
time such care becomes necessary. Authorization from the child’s birth parent/guardian must be
included in the child’s health record. If authorization was not obtained from the birth
parent/guardian, then consent from the local social services commissioner, authorized agency, or the
court must be contained in the record.

The parent/guardian is not authorized to consent to medical care in the following two circumstances:

B When the LDSS has custody and guardianship through a surrender or termination of parental
rights (child is freed for adoption), only the local commissioner may provide medical consent. If
the child was surrendered directly to a voluntary authorized agency, only that agency may
provide medical consent. Consents signed by the parent/guardian are no longer valid.

B A person who is 18 years of age or older, is married, or is the parent of a child may give consent
to any medical care.” No one else is authorized to consent for care in this case unless the court
has determined that the individual is incapacitated and appointed a guardian or has otherwise
intervened to authorize medical care.

9 Health Care Coordination Activities

Health care coordination activities regarding consent for routine evaluation and
treatment include:

B Within 10 days of placement, requesting authorization from the birth parent or
guardian for all assessments and treatments that are part of the initial
comprehensive evaluation. This includes all routine medical and/or mental
health assessments, immunizations, and ongoing routine health care.

B Within 10 days of placement, requesting authorization from the birth parent or
guardian for emergency medical or surgical care. Your agency may have a
specific form for this type of consent, or it may be included in the consent for
routine evaluation and treatment form.

*18 NYCRR 441.22(d).
> PHL 2504.1.
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B When authorization cannot be obtained from the parent or guardian, obtaining
authorization from the local social services commissioner or designee for a child
placed pursuant to an emergency protective removal or Article 10 court order.

=>» Remember to give a copy of the signed consent form for routine evaluation and treatment
to the child’s primary care provider and any other providers treating the child. Itis

recommended that staff document any specific discussions about medical consent in the
child’s health record.

Consent and Voluntary Placement

When a child is voluntarily placed in care, the caseworker may obtain the birth parent’s consent for
medical/mental health care at the time the Voluntary Placement Agreement is signed.

When Consent Is Not Available
Medical Emergency

=> In a medical emergency, children in foster care should receive treatment even if a signed consent
form is not available.®

Absence of written consent should not delay emergency or urgent health care.
Legal Authority

When consent is not available, the worker’s actions depend on the legal authority under which the
child is placed in foster care.

B When the child is placed as a result of an Article 10 court order or emergency protective removal,
and there is no signed consent in the child’s health record, seek consent from the local
commissioner or designee.’

B When the child is placed voluntarily or as a result of an Article 7 (PINS) court order, only the
birth parent or guardian can give consent to obtain health records and for routine evaluation and
treatment. Neither the local commissioner nor the voluntary agency has authority to consent to
medical care, so a court order must be sought.

® PHL 2504.4.
" SSL Atrticle 6, Title 1, 383-h.
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B Children may be placed under Article 3 (JD) with a LDSS or with OCFS:

— When a child is placed with a LDSS commissioner and the parent/guardian does not consent
to routine care, a court order must be sought.

— When a child is placed with OCFS, OCFS has the authority to consent to routine medical
care. Thus, if the child is adjudicated as a juvenile delinquent and placed with OCFS and
OCEFS then places the child with a voluntary authorized agency, OCFS has the authority to
consent to routine medical care in the absence of the parent or guardian.

When a parent/guardian refuses to provide needed consent for treatment of a child, this may lead to
an evaluation of whether the case should be referred to Child Protective Services (CPS) as a possible
medical neglect case. This may be considered even when the situation is not life threatening but there
is risk of serious harm if the child is not treated. Consult with an appropriate medical practitioner
about the implications of the child not receiving medical care.

Note: Commissioners may delegate specific staff on an administrative level within the agency or in a
contract agency to provide written consent on behalf of the commissioner in appropriate cases. Make
sure that you know who has this authority. Be familiar with the policies of your agency/local district
regarding medical consent for each child under your care.

Consent and Foster Parents

=>» Foster parents, including kinship foster parents, are not authorized to give consent. Instruct
foster parents to contact the agency for consent if the consent form is not available (e.g., if a
prescription for psychiatric medication changes or surgery is being planned). Agencies should
establish protocols for giving health care providers a copy of the original signed consent form for
their files. The only exception is when foster parents serve as surrogate parents for children in the
Early Intervention Program, described in section 4 of this chapter. Then the foster parent can consent
to Early Intervention services.

Communicate to foster parents the following information:

1. As a foster parent, you cannot provide consent for medical or mental health treatment. Keep a
copy of the signed consent forms with you.

2. If asigned consent form is not in the health care provider’s file, and the child needs routine
treatment, the provider should contact the agency for consent.

3. Inan emergency, the health care provider or emergency room may treat the child even if consent
is missing, but they should seek consent from the agency as soon as possible. Have the agency
phone number with you at all times.
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Consent and Relatives

There are different circumstances under which children involved with family court may come to
reside with relatives. In these cases, it is recommended that agency staff explain consent and
guardianship to the child’s health care provider(s).

B The relative may be certified as a kinship foster home for a specific child. The child is in foster
care. The relative is not authorized to consent to medical care (see above)

B The relative or another person who is not the parent of the child has a lawful order of custody of
the child. The child is not in foster care. The relative cannot consent to medical care unless
authorized by court order or designated in writing as a person in parental relationship to the child.
The relative does have the right to enroll the child in school and enroll the child in their
employer-based health insurance plan.®

B The relative or another person who is not the parent of the child has been granted legal
guardianship or “permanent guardianship.” The child is not in foster care. The relative may give
medical consent for the child.’

& Family Court Act §657. Effective 11/3/08.
% Family Court Act §661(b). Effective 11/3/08.
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3 Informed Consent for Non-Routine Health Care

Even if consent for routine evaluation and treatment has been obtained, medical providers will
generally look for a higher level of consent — known as “informed consent” — for non-routine or
elective medical or mental health care not generally provided as part of primary health care. Local
districts that have obtained consents from a parent or guardian should evaluate the scope of such
consent to determine whether it addresses both routine and non-routine medical care and treatment.
For procedures or interventions that are not emergency in nature but call for informed consent, the
health care provider should always contact the caseworker or the health care coordination staff at the
agency. It is then the agency’s responsibility to facilitate the consent process.

Informed consent is required for:
®  Any hospitalization.

B Dispensing of any psychiatric medication (see Chapter 5, Medication Administration and
Management).

B Any procedure that requires anesthesia.
H  Any surgery.
B Any invasive diagnostic procedure or treatment.

“Informed consent” implies that the person giving consent has had the opportunity to ask questions,
understands the risks, benefits, and alternatives of the treatment, and has been informed of the
following types of information:

Diagnosis and symptoms being treated.

How the procedure/therapy fits with the treatment plan.
Nature of the procedure/treatment.

Benefits, risks, and side effects.

Projected course and duration of therapy.

Alternative approaches to treatment.

Assurance of monitoring for complications and side effects.
How to contact the clinical provider of the proposed procedure/treatment.
Location where the procedure/treatment will be performed.
Necessity, type, and risks of anesthesia, if any.

Proposed length of hospitalization, if any.

It is best to give this type of information to the person who will provide consent orally (in their native
language) and to be available to answer questions. If requested, follow up the discussion with
information in writing. If the informed consent is for psychiatric medication, written information on
the medication should always be provided.
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Authority to Provide Informed Consent

As with consent for routine care, the authority to provide informed consent is dependent upon the
legal authority under which the child was placed in foster care. The parent/guardian should be asked
to provide informed consent unless parental rights have been surrendered or terminated, or the child is
18 or older, married, or the parent of a child.

If the birth parent or guardian objects to signing the consent, take the following steps:

Work with them to understand the basis of the objection.

Pursue any reasonable treatment options that the parent may suggest.

Provide the parent or guardian an opportunity to meet with the practitioner and treatment team.
Assist the parent or guardian in obtaining a second opinion, if requested.

If Parent/Guardian Does Not Give Consent
for Psychiatric Medication'®

If the parent or guardian and the treatment team cannot agree on the use of psychiatric medication, the
local district or authorized agency may wish to seek legal counsel to determine if court intervention is
advisable.

If the parent or guardian is unavailable or the parent or guardian does not respond to repeated
requests to provide informed consent, consent may be provided in accordance with the legal
placement authority.

B |f the child is placed pursuant to an order or adjudication under Article 10 (child protective) of the
Family Court Act (FCA), the social services commissioner or his or her designee can provide
consent.

B If the child is placed voluntarily or pursuant to FCA Article 7 (PINS), a court order must be
sought to authorize the medication.

B If ayouth is placed pursuant to FCA Article 3 (juvenile delinquent) in the custody of a local
social services district, a court order must be sought to authorize the medication.

B |f the youth is placed pursuant to FCA Atrticle 3 in the custody of OCFS and psychiatric
medications were part of an existing health care plan at the time the youth was admitted to OCFS
custody, the placement order authorizes OCFS to continue the existing course of treatment
without additional consent. The introduction of new psychiatric medications would require a
court order.

19 For more information, see: 08-OCFS-INF-02 The Use of Psychiatric Medications for Children and Youth in
Placement; Authority to Consent to Medical Care. http://ocfs.state.nyenet/policies/external/ocfs_2008/infs/08
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B [fachildis placed pursuant to a surrender or termination of parental rights, the social services
commissioner or authorized agency with guardianship of the child provides consent. Parental
consent is not sought.

The commissioner or designee and the court if applicable must also receive information on the
medication in order to provide an informed consent (see Appendix A for sample forms).
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4 Consent and Early Intervention Program

The Early Intervention (EI) Program requires the appointment of a “surrogate parent” to assume the
responsibilities of a birth parent/guardian when a child in foster care is eligible for Early Intervention
Services and is either a ward of the state — i.e., in the custody and guardianship of the local
commissioner of social services — or is not a ward of the state but whose birth parent/guardian is
unavailable. The Early Intervention Official/Designee (EIO/D) should designate the foster parent or
an appropriate and available relative as the surrogate parent for the EI Program (see Appendix D for
the Protocol: Children in Foster Care Who Participate in the Early Intervention Program, pages 10-
12, for information on appointing a surrogate parent).

The role of the surrogate parent is to make decisions regarding the child within the Early Intervention
system. The surrogate parent is afforded the same rights and responsibilities as afforded to the parent
and represents the child in all matters related to: screening, evaluation, Individualized Family Service
Plan (IFSP) development and implementation, provision of early intervention services, periodic
review of IFSP services, and due process procedures. A surrogate parent has access to all Early
Intervention Program records concerning the child and due process rights related to those records.

When a child is in foster care and a referral has been made to the EI Program, the EIO/D should
consult with the social services district to determine whether parental rights have been terminated or
voluntarily surrendered, and whether the parent is available. This also provides an opportunity to
share information; identify any potential barrier to parental consent and participation; and determine
the need for and identify, as appropriate, a suitable surrogate parent.

A surrogate parent and a birth parent/guardian are not mutually exclusive, and a child can have both.
Unless parental rights have been terminated, the EI Program and foster care systems should take steps
to encourage the birth parent/guardian to be involved in the IFSP process and in Early Intervention
services even when a surrogate parent has been appointed.

Under the Individuals with Disabilities Education Act (IDEA), the surrogate parent may not be an
employee of any state agency (LDSS commissioner, caseworker, case manager, case planner) or a
person or employee of a person providing Early Intervention services (EIO/D, El Service
Coordinator) to the child. The IDEA specifically excludes state officials from acting as a surrogate
parent in the El Program.
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5 Minors' Capacity to Consent for
Specific Health Services

Minors (persons under the age of 18) may give consent to obtain past health records and to receive
specific health services if it has been determined that they have the “capacity to consent.” Capacity to
consent means “an individual’s ability, determined without regard to the individual’s age, to
understand and appreciate the nature and consequences of a proposed health care service, treatment,
or procedure; or of a proposed disclosure of confidential HIV-related information, as the case may be,
and to make an informed decision about the service, treatment, procedure, or disclosure.”** Capacity
to consent is defined by the health care practitioner who is providing the treatment.

This means that a minor with capacity to consent can make choices regarding testing and treatment
for the health services listed below without consulting a parent or other responsible adult. Although a
minor with capacity to consent may consent for the specific health services listed below, health care
providers and agency staff may wish to encourage the youth to talk over the situation with a parent or
supportive adult. Even a minor who understands the risks and benefits and can make the decision
alone may benefit from support and discussion with a trusted adult.

Reproductive Health Services/Family Planning Services

Minors may give consent to receive reproductive health services and family planning services.*
This includes gynecological exams, pap tests, contraceptives (including emergency contraceptives),
pregnancy testing, pregnancy options counseling, counseling on sexual decision-making, and
treatment for vaginal infections. Pregnant teens may give consent to medical, dental, health, and
hospital services related to prenatal care.

Minors may consent to their own testing and treatment for sexually transmitted diseases (STDs)."™

Minors may consent to their own pregnancy termination.™* The youth has no obligation to report the
pregnancy or the termination to the agency, birth parent/guardian, or foster parent.

1 PHL Article 27-F; 18 NYCRR 441.22(b)(1).

12431 U.S. 678: 1977 U.S. Supreme Court decision in Carey vs. Population Services International.
3 PHL Article 23, 2305(2).

Y PHL Article 25, 2504.
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Consent and Teen Parents

M Any person who is the parent of a child may give effective consent for medical, dental, health,
and hospital services for herself or himself, and the consent of no other person is necessary."

M If ateen parent is in foster care and has custody of her child who is not in foster care, the teen
may give consent for health care for herself and her child.'®

m [f the teen parent and her child are both in foster care together, the teen may give consent for
health care for herself and her child.

m |f the teen parent and her child are both in foster care, but the child lives elsewhere because of an
Article 10 removal, the local social services commissioner can give consent if the teen parent
refuses.

It is recommended that staff explain these situations and related consent issues with health care
providers.

Outpatient Mental Health Services

Mental health services are considered part of routine health care, and consent is provided pursuant to
the parent/guardian’s authorization obtained when the child enters care. Parental consent is required,
except as noted below.’

Minors may consent to outpatient mental health services if the youth knowingly and voluntarily seeks
the services, the services are deemed necessary to the youth’s well-being, and (1) the parent/guardian
has refused consent; (2) the parent/guardian is not reasonably available to consent; or (3) requiring
consent of the parent could have a detrimental effect on the treatment. *®

Inpatient Psychiatric Services

Youth 16 or older residing in a hospital may consent to medically necessary psychiatric medications
if (1) the parent/guardian is not reasonably available to consent; (2) the parent/guardian refuses
consent (and a second medical opinion confirms the capacity of the youth to consent and necessity of
medication); or (3) requiring consent of the parent could have a detrimental effect on the minor (and a
second medical opinion confirms possible detrimental effect, capacity of the youth to consent, and
necessity of medications).™®

15 PHL 2504.1.
18 pHL 2504.
' MHL 33.21.
18 | bid.

19 1hid.
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A patient who is a minor may be provided treatment over his or her objection if the patient’s parent,
legal guardian, or other legally authorized representative has consented to the treatment, and the
treatment is not one for which the consent of a minor would be legally sufficient. An independent
review process is required if the minor is a patient in a State-operated psychiatric center and objects to
psychiatric medication.”

In regard to the right to object, a patient under the age of 18 in a hospital or secure treatment facility
operated by the Office of Mental Health is considered an adult rather than a minor if that person is
married, the parent of a child, or has made a voluntary application for admission.?

Chemical Dependency Services

Chemical dependency services are considered part of routine health care, and consent is provided
pursuant to the parent/guardian’s authorization obtained when the child enters care. Parental consent
is required, except as noted below.?

Minors may consent to alcohol abuse and substance abuse services if treatment is deemed necessary
for the child’s best interests, and (1) the parent/guardian has refused consent; (2) the parent/guardian
is not reasonably available; or (3) requiring consent of the parent could have a detrimental effect on

the course of treatment.”® This includes alcohol abuse and substance abuse services provided on an

inpatient, residential, or outpatient treatment basis.

Admission to chemical dependence residential rehabilitation services for youth is voluntary. A
patient is free to discharge himself or herself from the service provider at any time.*
Blood Donations

Any person age 17 or over can consent to donate blood in any voluntary and noncompensatory blood
25
program.

2014 NYCRR 527.8(c)(2).
1 14 NYCRR 527.8(a)(5).
2 MHL 22.11.

2 MHL 22.11.

%414 NYCRR 817.3(k).

2 PHL Article 31, 3123.
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6 Consent and HIV/AIDS”

Considering the extent of the HIV/AIDS epidemic and the lack of vaccine or cure for the disease,
agencies must take preventive measures including risk assessment, counseling, and testing, and
arrange for medical care when needed. As noted in Chapter 1, Initial Evaluation of Child’s Health,
all children entering foster care must be assessed for risk of HIV. Who can give consent for HIV risk
assessment and testing and how consent is obtained are important issues. The agency must have
protocols as to who is the local commissioner’s designee in this matter and a consent document that
addresses HIV to present to the health care provider. General consent forms do not address consent
for an HIV test. (See Chapter 7, Confidentiality of Health Information, for information on HIV
testing and confidentiality).

It is recommended that designated staff who are informed about HIV, foster care, and developmental
stages make the determination as to whether a child has the capacity to consent. Designated staff may
include health staff, social work staff, and medical providers.

Children in foster care may consent for HIV testing and family planning procedures if it has been
determined that they have the capacity to consent. =» No one other than the child can consent to
an HIV test if the child has the capacity to consent.

Initial HIV Risk Assessment

Regarding the initial HIV risk assessment, first determine which alternative applies: (1) there is no
possibility that the child has the capacity to consent; or (2) there may be a possibility that the child
has the capacity to consent.

The following categories provide best practice guidelines for making the determination:

B Infants and preschool children clearly have no capacity to consent. Obtain consent from the
parent or legal guardian, the designated representative on an administrative level, or by court
order, and complete the initial risk assessment within five days of placement.

B Elementary school children generally will have no possibility of capacity to consent, particularly
in the lower grades. Since there may be a possibility of such capacity in exceptional cases,
complete the risk assessment and determine capacity to consent for HIV testing within 30 days of
placement.

2618 NYCRR 441.22(b); 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and
HIV Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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B Middle school children are more likely to have the possibility of capacity to consent, but the
broad range in individual development requires a case-by-case determination. It is recommended
that a supervisor review the determination. Since there may be a possibility of such capacity,
complete the risk assessment and determine capacity to consent for HIV testing within 30 days of
placement.

B High school and post-high school youth will generally have the capacity to consent, although
there may be exceptions in cases of developmental delay or disability and/or mental or emotional
instability. In most cases, adolescents and young adults will be able to understand and appreciate
the nature and consequences of the disease and make an informed decision regarding the
recommended testing when risk is identified. Complete the risk assessment and determine
capacity to consent for HIV testing within 30 days of placement.

HIV Testing

When HIV risk has been identified, designated staff will need to obtain legal written consent before
the child can be tested. The current DOH consent form should be used (see section 7, Resources).
Caseworkers may never provide legal consent for HIV testing of a foster child. Inform foster parents
and prospective adoptive parents that they may never provide legal consent for HIV testing of a foster
child.

If a child or youth has been determined to have the capacity to consent, and agrees to be tested (after
being identified as having one or more risk factors and counseled regarding testing and
confidentiality), obtain his or her signature on a brief statement of consent.”” A child with capacity to
consent is the only person who can make the decision about testing and consent to the test. The child
will also have to sign a consent form at the test site.

If it has been determined that a child does not have the capacity to consent, staff follow a different
process depending on how the child was placed in foster care:

B For a child placed by emergency protective removal or by an Article 10 court order, ask the
parent/guardian for permission to test the child for HIV and request a written response within 10
days. If the parent agrees to give consent for the test in writing and is able to be present at the test
site with the child, schedule the appointment and make arrangements for the test, including
transportation, if necessary. If the parent refuses or is unable to provide written permission for
testing a child identified as being at risk, and you have made reasonable efforts to contact him or
her and discuss the importance of the test, you will need to obtain the legal consent for testing
from the local commissioner or designee.

2" This consent form is for the LDSS. At the testing site, the youth will be asked to sign the Department of
Health’s official informed consent form.
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B For a child placed voluntarily by the parent/guardian, or placed as a PINS or JD, written
consent from the birth parent or guardian is required in order to test the child for HIV. If the
parent/guardian refuses to provide consent, discuss the importance of early detection. If the
parent continues to refuse, determine whether to ask for a court order based on urgent medical

necessity.

B For children under 12 months of age at entry into care, request results of the Newborn Screening
within 10 days of entry into care. Under New York State law, a sample of blood is taken from
every newborn to test for several serious disorders. Since 1997, the Newborn Screening Program
has included an HIV test. If the test is positive, that means the child has been exposed to the HIV
virus. Seek medical care immediately. (See Chapter 3, Special Health Care Services, section 2,
HIV-Related Services, Newborn Screening Program.)

3 Health Care Coordination Activities

Whenever the local social services commissioner or designee is responsible for providing
consent for HIV testing, health care coordination activities include obtaining the signed
consent and making arrangements for the test.
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7 Resources

New York Civil Liberties Union

Go to http://www.nyclu.org/, select Resources — Know Your Rights. Information on reproductive
rights is available.

HIV Consent

See Appendix A for the “Informed Consent to Perform an HIV Test” form (DOH-2556). For a copy
of the form in English and other languages, go to the NYS Department of Health website,
http://www.health.state.ny.us/, and click on HIV/AIDS.

See Appendix B for 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent
and HIV Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and
Disclosure. This ADM includes model forms for HIV consent.

Brochures on Consent

B Medical Consent for Foster Children

B Consent for Psychotropic Medication
Both brochures are available from the Office of Medical Services Planning, New York City
Administration for Children’s Services (ACS), 150 William St., 14" Floor, New York, NY
10038.

W Pediatric AIDS Unit (for consent related to HIV/AIDS)

This brochure is available from the Pediatric AIDS Unit, New York City Administration for
Children’s Services (ACS), 150 William St., 14-P1, New York, NY 10038.
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Chapter Seven
Confidentiality of Health Information

All medical and mental health information about a child in foster care must be kept confidential in
accordance with section 372 of the Social Services Law. They may be shared only with health
practitioners, health staff, caseworkers, direct care workers, and foster parents (with some exceptions)
when they need it to provide adequate care and supervision. Confidentiality applies to names,
addresses, and telephone numbers of children, foster families, and relatives as well as the child’s
health information.

Specifically, “Information to be safeguarded includes names and address of applicants (for services),
recipients, and their relatives, including lists thereof: information contained in applications and
correspondence; reports of investigations; reports of medical examination, diagnostic tests and
treatment, including reports on whether an applicant or recipient has had an HIV-related test or has
been diagnosed as having AIDS, HIV infection or an HIV-related illness; resource information;
financial statements; and record of agency evaluation of such information. This applies to all
information secured by the agency whether or not it is contained in the written record.” *

This chapter covers issues related to sharing health information and confidentiality of medical records
and other health information.

Sections in this

I..l chapter include:
[ XY\

Sharing health information

Flow of confidential health information

Confidentiality and disclosure of HIV-related information
HIV testing and confidentiality

Agency protocols for protecting confidentiality
Resources

ocouaprLNOE

118 NYCRR 357.1.
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1 Sharing Health Information

Caseworkers and health staff should share health information on children in foster care with others
who need it to provide assessment, treatment, services, and care and supervision. This includes
health care providers, health professionals, caregivers, and birth parents/guardians in most cases.

At the time of placement, the agency must provide the comprehensive health history of the child and
his/her birth parents and the health care needs of the child to the foster parents.” Since foster parents
play an important role in the ongoing health care and well-being of children in their care, they should
be familiar with the child’s medical history and records.

Most birth parents may have access to health information for their child in foster care. However, if the
child is freed for adoption, do not share health information with the birth parent since parental rights have
been surrendered or terminated. To the extent it is available, the agency must provide the comprehensive
health history of the child and birth parents to prospective adoptive parents, and, upon request, to adoptive
parents. Information identifying the birth parents must be removed when the records are provided.®

Exceptions to agency sharing of information include:

B Information related to reproductive health services, family planning, and STD testing and
treatment; prenatal care and labor and delivery services (see Chapter 6, Medical Consents).

A foster child or youth with capacity to consent has the right to confidentiality regarding issues of
family planning and reproduction, and sexually transmitted diseases.* This information may not
be shared with caseworkers, health staff, the child’s foster parent, or birth parent or guardian
without the express consent of the child with capacity to consent. It is recommended that staff
encourage the child with capacity to consent to share information with an adult who is
responsible for his or her care.

B Information related to HIV/AIDS testing and treatment when the child has the capacity to consent
(see section 4, HIV Testing and Confidentiality).

B Information related to chemical dependency (substance abuse) services. Service providers will
require written consent from the youth before releasing information to the agency. Once
received, the information cannot be redisclosed without consent of the youth.5

Other professionals such as CASA® workers may only have access to confidential health information
for a child in foster care through court order. They may not have access to HIV-related information
unless specifically authorized in the court order.

218 NYCRR 357.3(b)(2) and 441.22(j)(1).
® 18 NYCRR 357.3(b)(3).

*PHL 17.

°42 CFR 2.14.

® Court-Appointed Special Advocates.
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Regarding internal sharing of information, locally established written procedures should facilitate
sharing of medical or health-related information in the case record between LDSS foster care staff
and the Medical Assistance and C/THP units of the agency. Such cooperative communication
procedures are necessary to support the child’s receipt of all required health services.

CONNECTIONS

The CONNECTIONS Health Services Module has been designed to provide a systematic and
organized presentation of the general health history and other critical health information pertinent to a
child being served through the child welfare system. The primary purpose is to allow the child’s case
manager, case planner, assigned caseworker, agency nurse, or health care coordinator easy access to
the most critical health information for the child. Maintaining the health module for each child in
foster care is an efficient method for sharing this information.

If health information was obtained by the agency pursuant to authorized consent, no additional consent
is required to enter this information into CONNECTIONS, except as noted in the next paragraph.

Confidential HIV-related information on anyone other than a foster child must not be entered into
CONNECTIONS. The CONNECTIONS system does not have a built-in system capability to limit
access to confidential HIV-related information to only those persons authorized by statute to have
access. Therefore, the social services district or voluntary authorized agency must administer the
system in a compliant manner. If a parent has HIVV/AIDS, reference may be made in the case record
to the parent’s serious chronic illness without naming the diagnosis.

The health module has an enhanced level of security to protect the child’s confidentiality. Details
regarding the health module, including confidentiality examples, can be found in 08-OCFS-ADM-0L1.

Transfer or Discharge

When a child moves from one placement to another, the child’s comprehensive health history must
be transferred to the new placing agency, if different, and a copy given to the new caregiver.” In
congregate care, the entire, original health record must be immediately transferred with the youth to
the next placement. The correct agency must be assigned health care responsibility in
CONNECTIONS.

Upon discharge from foster care, a copy of the child’s health records must be given to the discharge
resource (birth parent, guardian, adoptive parent, or at no cost to the youth if discharged to
independent living). Confidential HIV-related information must not be disclosed to the discharge
resource without a written release from the child if the child has the capacity to consent.”®

718 NYCRR 357.3(b)(1) and 441.22(m).
818 NYCRR 357.3(b)(5).
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= Encourage those receiving the records to share the child’s health history with medical and mental
health care providers if different from those treating the child while in care. For continuity of care, it
is recommended that the child or youth continue to see the same health care providers as seen during
placement, if possible.

Youth’'s Access to Own Health Records

When a youth makes a written request for the opportunity to inspect information related to his or her
treatment in the possession of a health care provider, the provider must provide access to the
information within 10 days. If parental consent was required for the services, the parent should make
the request to view health records.®

Sharing Health Information in Congregate Care

In congregate care facilities, the health services staff are responsible for maintaining the
confidentiality of health records. Access to health records is limited to health professional staff
providing care to the youth or, in the absence of health staff, the agency director or designee, as well
as the case manager, case planner, and caseworker assigned to that child. Certain other staff may be
informed of a youth’s health problems if that information is necessary for the staff to adequately
perform their responsibility to provide for the health and safety of that youth. Health records should
be secured in a locked cabinet, drawer, or room. Access to health information in CONNECTIONS
should be granted based on the individual’s need to know.

Regarding the release of records:

= Copies of relevant portions of the health record may be released to specialty health care providers
(e.g., cardiologist) as needed in order to evaluate and treat the youth.

m  Confidential information related to HIV infection may only be released following procedures
defined in New York State Public Health Law Article 27-F and requires the written consent of
the youth in most circumstances (see Chapter 6, Medical Consents).

Note: Your agency should have clear statements of policy and practice on gathering and sharing
health information about children in placement and their families. It is recommended that agencies
obtain legal guidance regarding their rights, responsibilities, and risks regarding sharing of health
information.

° PHL Article 1, Title 2, 18(2)(c).
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2 Flow of Confidential Health Information

When a child is placed in foster care, confidential health information should flow as follows:

B Birth parent/guardian provides past medical/mental health information and/or signs written
release forms for prior health care providers to pass on this information.

B Agency staff sends request for release of prior health records form to prior health care providers.
B Prior health care providers send information to agency.

B Agency staff works with current health care providers and caregivers to obtain documentation of
every health service provided while in foster care.

B Agency staff enters necessary information into CONNECTIONS.
B Agency staff shares information with caregivers and foster parent, as needed.
B Agency staff sends necessary information to specialty health care providers.

B Health information in CONNECTIONS populates sections of the Permanency Hearing Report.
Review thoroughly before submitting to the court.

B Agency staff sends necessary information to discharge resource (birth parent, guardian, adoptive
parent, child as appropriate) and same (or new) medical home.
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3 Confidentiality and Disclosure
of HIV-Related Information

Because of the sensitive nature of HIV/AIDS, the law™ has strict provisions about confidentiality and
disclosure of HIV-related information. All person-specific HIV-related information, even the fact
that someone has been HIV tested, must be maintained in a confidential manner.™* HIV information
on anyone other than a foster child should not be entered into the CONNECTIONS system.

“Confidential HIV-related information means any information in the possession of a
person who provides one or more health or social services or who obtains the
information pursuant to a release of confidential HIV-related information concerning
whether an individual has been the subject of an HIV-related test, or has HIV
infection, HIV-related illness or AIDS, or information which identifies or reasonably
could identify an individual as having one or more such conditions, including
information pertaining to such individual’s contacts.”"?

In all cases when HIV-related information is made available, a warning statement against further
disclosure or redisclosure must be given to those receiving the information, except for those listed
below in (d) (see Section 6, Resources, for redisclosure statement).

The HIV Risk Assessment protocol was established to benefit children in foster care through
effective early identification, treatment, education, and risk reduction. The confidentiality
requirements surrounding HIV should not interfere with the agency’s responsibilities to appropriately
plan and provide services to the child. As the child’s assigned case manager, case planner, and
caseworker are integral to these activities, these individuals have a need to know the HIV status of
children on their workload. HIV information concerning a child in foster care may be shared within
an authorized agency with staff who have a need to know without provision of a warning statement
against redisclosure.

Requirements for confidentiality and disclosure of HIV-related information on children in foster care:
a. Direct access to HIV-related information concerning a foster child is limited to:
« The authorized agency responsible for the child.

«  Staff within the authorized agency who need to know the information to supervise,
administer, monitor, or provide services to the specific child and family.

o The child’s medical care provider/facility.

O PHL Article 27-F.

1118 NYCRR 431.7; 97 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and HIV
Risk; Counseling of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.

2 pPHL Article 27-F, 2780(7).
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e The child with capacity to consent.
o The person authorized to give consent, if the child lacks capacity to consent.

b. The agency must disclose HIV-related information concerning a foster child, whether or not the
child has capacity to consent, to the following:

The child’s foster parents or relative foster parents.

The child’s adoptive or prospective adoptive parents.

Another authorized agency if the child is transferred.

The child’s law guardian.

The child, if discharged into his/her own care.

A former foster child who has since been adopted, upon request.

c. The agency must disclose HIV-related information concerning a foster child to the following only
under certain circumstances:

The parent/guardian if the child lacks capacity to consent.

o The parent/guardian of a child with capacity to consent only if the child provides written
consent to disclosure to the parent/guardian.

« Inacourt hearing only when ordered by the judge after a hearing on the issue of disclosure.

« Community service providers only when necessary to obtain essential health or social
services for the foster child, and only when the local social services commissioner or
designee has signed specific authorization for the disclosure. Examples of providers:
psychologist, home aide, day care or school staff only when medication or other medical
necessity directly related to HIV infection or AIDS is involved.

d. The right of a person in (b) or (c) to redisclose confidential HIV-related information concerning a
foster child is limited to the following:

« The child’s adoptive parent or prospective adoptive parent of a foster child freed for adoption.

« The child’s foster parents or relative foster parents only when necessary for the care,
treatment, or supervision of the child.

o The child’s law guardian when necessary to represent the child without capacity to consent in
court proceedings.

o The child’s law guardian when necessary to represent the child with capacity to consent in
court proceedings only if the child has provided written consent for such disclosure.

(See Appendix A for the NYS DOH Authorization for Release of Confidential HIV-Related
Information form.)
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4 HIV Testing and Confidentiality

When a foster child has the capacity to consent, and HIV risk has been identified, the child or youth
has the right to make all decisions about an HIV test, the type of test, and a limited right to make
certain decisions about disclosure of information related to an HIV test. Part of the counseling of
children with capacity to consent is informing them about these rights. The capacity to consent to the
release of HIV-related information is determined without regard to the youth’s age. Disclosure of
HIV-related information requires written authorization, except as noted on the previous page.*?

After being counseled about testing, the child or youth has the right to decide whether to have
agency-supervised confidential HIV-related testing or the alternative of anonymous testing. Staff
activities differ according to the decision:

B [f the child or youth chooses confidential testing, obtain the child’s written consent on DOH-2557
for redisclosure of test results to the agency, and arrange for testing within 30 days of the consent.
Test results will be reported by the test site to the agency and recorded in the youth’s health
record, including the CONNECTIONS system.

B [f the child chooses anonymous testing, offer to help the child obtain access to an anonymous
testing site. The choice of anonymous testing is available in foster care only to a child or youth
with capacity to consent. When anonymous testing is chosen, only the child or youth will receive
the test result, and no information linking the youth’s identity to the test request or result will be
gathered or kept.

1397 ADM-15 Foster Care: Assessment of Foster Children for Capacity to Consent and HIV Risk; Counseling
of Adolescents; Legal Consent for HIV Testing; Documentation and Disclosure.
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5 Agency Protocols for Protecting Confidentiality

Staff should have access to individual identifiable information only if their specific job
responsibilities cannot be accomplished without access.™ Steps that agencies can take to protect
confidentiality of health information include:

B Maintain a separate health record.

B Provide in-house training to agency staff on confidentiality regulations. See
http://www.health.state.ny.us/diseases/aids/training/index.htm.

m Develop and distribute procedures for how these regulations are followed at your site.

B Do not discuss health information about a child on your caseload with colleagues unless they
have a “need to know.”

B Do not leave health records on your desk when you’re not using them.

m  Communicate carefully with the recipient when mailing/faxing health information so they will be
looking for the documents.

B Work with your CONNECTIONS Security Officer to monitor access to health information.

B Make sure caregivers of children with HIV infection are familiar with the redisclosure statement
and the laws about redisclosure.

B Suggest that all agency staff (from directors to clerical) sign a “confidentiality contract.”

18 NYCRR 357.5(g).
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6 Resources

HIV and Confidentiality

See Appendix A for the Authorization for Release of Confidential HIV Related Information form
(DOH-2557-HIPPA, Rev. 4/03). (For a copy of the form in English and other languages, go to the
NYS Department of Health website, http://www.health.state.ny.us/, and click on HIV/AIDS).

For the Statewide Calendar of HIV/AIDS Trainings, including training on New York State's HIV
Confidentiality Law (Public Health Law Article 27-F), go to
http://www.health.state.ny.us/diseases/aids/training/index.htm.

The Warning Notice Against Redisclosure of Confidential HIV-Related Information (English and
Spanish) can be found in 97-ADM-15 http://ocfs.state.nyenet/policies/external/1997/. This ADM is

also in Appendix B.
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Chapter Eight
Maintaining Health Records

Maintaining the health records of children in foster care is critical to providing and monitoring health
care on an ongoing basis. When health records are maintained properly, they yield significant
information on key health factors such as medical, mental health, and developmental conditions,
signs of abuse or neglect, medications, immunizations, and overall health status. With current, up-to-
date health records, the agency can evaluate and monitor the quality of care provided to the child,;
address health problems as they become known; enable caseworkers to make placement decisions
that are in the best interests of the child; and develop a service plan that supports optimum health.

When children are placed in care, the first tasks necessary to create a health record are to (1) obtain
consent to release past health records; (2) obtain the records; and (3) establish a health file for current
and future health activities. This chapter discusses the policies and activities related to past and
current records, setting up the health file, keeping the records up to date, using the information in the
records effectively, and monitoring health information.

I..l Sections in this

A— chapter include:

Obtaining the child’s health history
The health file

The medical home health file

Health information in CONNECTIONS
NYC ACS health passport

Documenting and monitoring health information
Resources

Nook~wdE

Note: The term “health record” is used in this manual to indicate all of the information related to the
child’s health, including the five assessments (medical, dental, mental health, developmental, and
substance abuse). In practice, the term “medical record” is often used in the same way.
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1 Obtaining the Child’s Health History

At the time of placement (within 24 hours), or before placement if possible, the caseworker must seek
consent from the child’s birth parent/guardian to release the child’s health history.! If the birth parent
or guardian is unwilling to give consent or is unavailable, the local social services commissioner may
authorize release of the child’s prior health records.?

3 Health Care Coordination Activities
Upon receiving consent to release health records, health care coordination activities include:®

B Diligent efforts to obtain records of any previous medical, mental health, or
dental treatment. This may include records maintained by the child’s school
(e.g., immunization records). Be aware that the Medicaid Unit at the local
district can access records of claims paid on individual children through the
Electronic Medicaid System of New York State (eMedNY). This will help
identify past providers.

B Sending written requests with the attached consent for the child’s treatment
history and records to known health care providers (including hospitals) who
have treated the child.

B For any preschool child, making diligent efforts to obtain the child’s birth record
from the hospital where the child was born or from another hospital in possession
of the record.

Family Health History

If possible, interview the parents or guardians regarding the child’s heath history. They could
have a wealth of observations and knowledge that may not appear in the child’s past medical
records. The birth parents’ health history should also be obtained, to the extent available.
Many health conditions have a hereditary or genetic component. Disorders ranging from
diabetes and high blood pressure to alcohol dependence and depression may run in families.
It is important to obtain this information and provide it to the child’s medical providers. This
becomes particularly crucial if the child is later adopted, as the birth parents’ health history
must be provided upon request to the adopted former foster child and the adoptive parents.*
(See Chapter 6, Medical Consents; also Appendix A for a sample Health History Interview
with Family form to assist in collecting this information.)

118 NYCRR 441.22(e); 90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
218 NYCRR 441.22(e).

® Ibid.

*18 NYCRR 357.3.
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Z The Health File

Agency Records

For each child in foster care the authorized agency caring for the child must maintain a continuing
individual medical history in the case record.” If the authorized agency is the LDSS (i.e., the child is
in direct foster care), then the LDSS maintains the health record. If the child is in the care of a
voluntary agency, that agency maintains the record. The contents of the health record are listed
below. All relevant health information, past and ongoing, should be placed in the health file, which
becomes the centralized health information resource for the agency.

If foster care services are provided by a voluntary agency, health information in the local social
services district need not be so extensive. However, since the local district has ultimate responsibility
for the child’s welfare, they must maintain a health file adequate enough to properly monitor the
child’s care. In addition, the voluntary agency staff must send copies of additions to the health file to
the local district whenever a significant change occurs in a child’s health status or treatment but at
least no later than the next six-month Service Plan Review.® Such changes might include
hospitalization, emergency treatment, diagnostic testing, or necessity for extended follow-up care.

3 Health Care Coordination Activities

Facilitate communication between the voluntary agency and the LDSS so that the
district has the right amount of information to understand the child’s health concerns
and properly oversee safety and well-being. Monitor the entry of data into the
CONNECTIONS Health Services Module.

The level of information in the health file will vary according to the model of health care provision
(i.e., how and where the child obtains health care). If the child is in the care of an agency that
provides health care and serves as the child’s medical home, the records will be extensive and
detailed. In this situation, the health file may serve the dual role of agency health file and provider
health file so long as the information is accessible to casework staff (see section 3, The Medical
Home Health File). If the agency does not provide health care, the agency health file will be separate
from the file maintained by the child’s primary health care provider, described below in “Provider
Records.”

®> 18 NYCRR 441.22(k); 18 NYCRR 428.3(4)(ii).
90 ADM-21 Foster Care: Medical Services for Children in Foster Care.
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Each agency will be responsible for deciding the format and details of the content of the health file.
The health file should at least contain:’

B Names and addresses of the child’s primary and specialist provider(s).

B Original consent forms authorizing medical treatment for the child and the release of medical
records to the agency.

B Family health history, including chemical dependency, mental illness, and hereditary conditions
or diseases.

B Alcohol, drugs, or medications taken by the child’s mother during pregnancy.
B Immunizations received by the child while in care and prior to placement in care (type and dates).

B Medications prescribed for the child while in care and prior to placement in care, and Medication
Administration Records.

B Child’s allergies (environmental, food, medicine).

B Significant acute, chronic, or recurring medical problems; illnesses; injuries; and surgical
operations. Date and place of hospitalization, including psychiatric.

B HIV risk assessment documentation and any HIV-related information.
m Results of laboratory tests, including tests for HIV.

®m  Durable medical equipment/adaptive devices currently used or required by the child (e.g.,
wheelchair, feeding pump, mechanical breathing supports, eyeglasses, hearing aids).

B Copies of exam reports from primary providers and specialists while child is in care, including
results of diagnostic tests and evaluations in the five assessment domains.

B Updated plan of care that addresses all five assessment domains, including follow-up or
continuing treatment provided to, or still needed by, the child.

B Summaries of health care planning meetings.

In addition, required forms are listed in section 7, Resources.

790 ADM-21 Foster Care: Medical Services for Children in Foster Care; 18 NYCRR 357.3.
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Provider Records

The primary health care provider serving as the child’s medical home will keep detailed records in
accordance with accepted professional standards and practices. The records should contain pertinent
information about the child in care, such as: name, health history, diagnosis, procedures, observation
and progress notes, report of treatment and clinical findings, dates of service, and reports on referrals
to other providers. The records should be available to the child caring agency or its authorized
representatives for inspection, audit, reproduction, excerpts, and/or transcriptions, consistent with
consent standards. Specialists will also keep records documenting their assessments, diagnoses, and
recommendations for treatment.

Although community providers keep their own health records on the child, they should also record
the results of any assessment in a brief and understandable format for use by the agency. This
includes the date of the visit, name of the provider, problems identified, plan for further evaluation or
treatment, and date of follow-up appointments. Copies of the results should go to the caseworker to
be placed in the health file and to the caregiver and birth parent or guardian, if appropriate. Findings
and recommendations for follow-up services that result from the visit should be incorporated into the
child’s case plan and reviewed at each Service Plan Review.

3 Health Care Coordination Activities

Consider developing a “Health Care Provider Summary” sheet for the person
accompanying the child to a medical appointment (see Appendix A for sample
summary sheets). On the summary sheet, the health care provider lists his/her
identifying information, the reason for the visit, the findings, and recommended
treatment and follow-up, including return date. After the visit, the foster parent or
child care staff accompanying the child should give the sheet to the caseworker or
agency health staff. If this information is provided immediately in a concise manner,
it will not be necessary to send the provider a request for the record of the visit.
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3 The Medical Home Health File

In some situations, the child may receive his or her medical care directly from the voluntary agency.
If this is the case, the agency is in fact the child’s medical home. The health file will be more
comprehensive, similar to the provider record described above. The health file should be maintained
by qualified health staff and organized in such a way that the information is easily accessible and
useable. It is important that documentation be timely, comprehensive, and accurate. Since the health
file is the legal record for all health services provided to children in foster care, it must be legible and
available for continuity of care, monitoring, and oversight. Encourage staff who enter information to
use ink, write legibly, document at the time of service, and date all entries.

Note: The information contained in a foster child’s health file is confidential (see Chapter 7,
Confidentiality of Health Information).

Although there is no prescribed method of organization, the medical home health file may be stored
in a loose-leaf three-ring binder with tabbed dividers including sections such as:

Face Sheet*

Consents

Medical documentation from hospital/clinic visits
HIV Risk Assessment

Medications

Medical Assessment/Immunizations

Dental Assessment

Mental Health Assessment/Psychiatric Medications
Developmental Assessment

Substance Abuse Assessment

Laboratory Reports

Past Health Records

Health Education

Health Care Coordination Activities (includes required notices and other communications)

*The Face Sheet, containing critical information at a glance, can be very useful to staff reviewing a
child’s health file. Include the child’s name, current placement, name of primary provider, any active
problems, allergies and other chronic health problems, blood type, durable medical equipment, recent
hospitalizations (with dates), insurance information, and emergency contact number.

Congregate care: The health file should include:

Face sheet

Nurse triage form

Nursing progress notes

Medication Administration Form

Medical documentation from hospital/clinic visits
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B Physician referral, if necessary
B Child’s available record (immunizations, screening results)
B Consultation forms

To organize the health file, consider the functions it serves of collecting, recording, and conveying
information. Be sure to file records in chronological order within each section.
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4 Health Information in CONNECTIONS

The Health Services Module in CONNECTIONS allows the child’s case manager, case planner,
agency nurse, or health care coordinator easy access to the most critical health information for the
child. It is not intended to be a comprehensive health record or a substitute for the medical records
maintained by the social services district, authorized agency, or the child’s medical provider, as
described in the previous two sections. Because it is not necessary to enter all of the child’s medical
appointments or services into the system, the external health file will be the more complete record.
The child’s medical providers will have the most comprehensive record of all.

Entering and updating the following health-related information in the Health Services Module is
required for all children in foster care and all children in OCFS custody placed in an authorized
agency. Required fields should be completed as soon as the documentation is received from the
provider.

Required Fields®

1. Designate health responsibility
2. Child Health Info tab

To support the accuracy of critical health information, records from health providers must be in
the agency’s possession when entering information on an overnight hospitalization. Written
documentation in the child’s medical record, or verification from the prescriber or the
prescription itself must be obtained before entering medications into the system. This is
particularly critical as many medications have similar spellings. Allergies and durable medical
equipment reported by the parent/guardian must be entered into the system pending verification
by a health provider. If dates for the onset of allergies, the use of durable medical equipment, and
the first prescription of a medication for a chronic condition are unknown, they may be estimated
using the protocols described in the CONNECTIONS Job Aid
http://www.ocfs.state.nyenet/connect/jobaides/jobaides.asp. This information must be updated
whenever it changes.

Required fields on this tab are:

o Current allergies, medications, and durable medical equipment with start and end dates, as
applicable.

o All overnight hospitalizations while the child is in foster care.

8 08-OCFS-ADM-01.
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e To the extent known, overnight hospitalizations prior to foster care which are related to
chronic health conditions or conditions that led to the child’s removal.

e After Hours Agency Health Contact, as applicable.
e Primary Care/Medical Home provider.

3. Clinical Appointments tab
To support the accuracy of critical health information, records from health care providers must be
in the agency’s possession when entering data on clinical appointments. If an appointment must
be entered, any diagnoses identified by the medical practitioner during that appointment must
also be entered.

The following information must be entered into this tab:

o Initial assessments in five domains (physical/medical, dental, developmental, mental health,
and substance abuse for children 10 years of age and older) for any child who entered foster
care within the 90 days prior to the date the district implements the Health Services Module,
and every child who enters foster care thereafter.

e Periodic well-child care (physical/medical domain).

e Periodic preventive care (dental).

e “Immunizations up to date” indicator for initial and well-child physical/ medical
appointments.

o Discharge exam (use the “Well child” appointment type).

e The initial diagnosis of a chronic health condition. If diagnosed prior to entry into care, use
the “Diagnosis at Intake” appointment type.

e All “Emergency Care” and “Crisis Intervention” appointments.
e Provider name and address for all appointments entered.

4. Early Intervention tab
The Early Intervention (EI) tab must be completed for any child under the age of three in an open
Family Services Stage who was involved in an indicated CPS report. Unlike other parts of the
Health Services Module, the EI tab is not subject to enhanced security. If the child receives an El

evaluation, record it as a developmental assessment in the Clinical Appointments tab in addition
to completing applicable fields in the El tab.
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The following information must be entered into this tab:

e Early Intervention referral date for all children under 3 in an indicated CPS case.
o All other fields as applicable for referred children.
e Information on this tab must be entered prior to the child’s 4th birthday.

5. Bio Family Health tab
Health information on a parent or biological relative should be obtained from the health care
provider pursuant to a release signed by the parent or person whose records are requested prior to
entering this information into CONNECTIONS. If records cannot be obtained but the
information is credible, enter it into the Bio Family Health tab. Put a brief note in the additional
information box stating that documentation verifying the diagnosis could not be obtained and
why the diagnosis is believed to be credible. Information on the HIV status of a family member
should not be entered into CONNECTIONS.
The following information must be entered into this tab:
e Hereditary conditions and allergies of the child’s biological family.

e Information on the biological family’s health history that could impact the child’s current or
future health.

¢ Information on the biological mother’s pregnancy for this child.

e Parent’s cause of death, if applicable. If the parent died as a result of HIVV/AIDS, record the
exact illness (e.g., Pneumonia) if known, or a general term such as Infectious Disease, if
unknown.

6. HIV Risk Assessment

All children in foster care must be assessed for HIV risk, and the results of that assessment must
be recorded on the HIV Risk Assessment tab. This tab is used for children in foster care only.

The following information must be entered into this tab:

e All risk assessments completed for children in foster care in accordance with OCFS
regulation.

o All fields as prompted by system logic.

e Test date and results for Newborn Screening and confidential HIV tests.
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7. Health Narrative

The Health Narrative may be used to record health information that is not appropriate to record in
Progress Notes. This includes:

e Any information related to HIV/AIDS services.

e Quotes from the substance abuse provider’s reports or notes.

e Quotes from mental health provider’s reports or notes.

e Confidential reproductive health services, including STDs.
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5 Health Passport

Foster parents must receive a summary of health information, such as a health passport or its
equivalent, for each child.® A health passport is an abbreviated health record that accompanies the
child from placement to discharge (see section 7, Resources). Foster parents should take the passport
to all health appointments and ask the provider to fill in the information. They should also take it to
any Emergency Room visits. When the child is discharged from foster care, remember to give the
health passport to the discharge resource (birth parent, guardian, adoptive parent, or child if
appropriate).

Information to be collected for the health passport should include:
B Child’s health status before placement.
B Documentation of medical, dental, and mental health services provided while in care.

B Names and addresses of past and current medical, dental, and mental health care providers, such
as physicians, pharmacies, or opticians.

B Parents’ names and their medical histories.

B Child’s current medications and serious medical conditions such as allergies.

B Durable medical equipment/devices required, such as glasses, hearing aid, braces, wheelchair.

® Child’s health history, including date of birth, hospital of birth, birth weight and condition,
childhood diseases, chronic health problems, hospitalizations, immunizations, educational
history, developmental history, functional history, and immediate family health history.

Information should be entered onto the health passport as soon as it is available. Review the health

passport at least once every six months to assure that appropriate entries have been made. To be

useful, the health passport must be kept up to date.

Caseworkers, caregivers, and health providers should be trained in and familiar with the use of the
health passport, emphasizing its importance to the well-being of the child.

918 NYCRR 443.2(e).
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6 Documenting and Monitoring
Health Information

To monitor health services and staff activities regarding health of children in foster care, agencies
should have procedures specifically related to health records and information. Procedures should
reflect the following goals:

B Document all health services provided.

B Maintain health records in a fashion that encourages their use.

B Protect the confidentiality of health records.

B Track caseworkers’ activities in meeting the health needs of children on their caseload.

B Review health records and health care plans regularly and incorporate them into the Family
Assessment and Service Plan (FASP) for the ongoing service needs of the child.

B Collaborate between and among service providers to integrate their contributions with the child’s
health plan.

B Support health care coordination activities to abstract, summarize, and review health care plans;
recommend health-related policies and procedures; consult with caseworkers on an individual
case; and monitor the health status and quality of health care being provided to children in care.

B Facilitate data collection and record-keeping procedures so that health histories are accessible and
available, current health status and health plans can be easily reviewed, and overall system-wide
health data can be examined.
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7 Resources

Health Passport

The New York City Administration for Children’s Services (ACS) provides its foster parents with a
medical passport for each child in care. The passport documents the child’s name, date of birth,
Social Security number, name and address of parent/guardian, doctors’ hames, addresses, and
telephone numbers, type of insurance, CIN number, name of agency, date of placement, foster
parent’s name, etc. Medical information includes prenatal history, family history, immunizations,
and screening tests.

On the inside front cover of the passport is a message from ACS to foster parents:

The goal of the medical passport is to capture pertinent health information about your
child that would assist health care providers to understand the health history and
status of your child for appropriate intervention. It is meant to enhance
communication among those responsible for his/her care (including caregivers,
medical providers, and agencies) and promote continuity and coordination of health
care. This is a lifetime health record that belongs to your foster child summarizing
critical health information.

B Please bring this passport with you every time your foster child visits a doctor or
any medical provider, including mental health providers. Ask them to record the
visit and their findings here.

B Your child will need this record for the future.

B Make sure it accompanies the child if he/she moves to a new foster boarding
home (FBH).

B As a foster parent, you do not have the right to consent for treatment. Consent
should be sought from the agency.

B Information on this passport is confidential and should not be shared with anyone
other than providers responsible for the health care of your children, the foster
care agency staff, and ACS staff.

B Keep this passport in a safe place.
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Agency Forms and Notices

The health record should also include the following required information and notices:

Form DSS-711, Child’s Medical Record, or copies of a comparable medical record form. This
form is no longer in wide use, and many physicians have designed forms for their own use. Any such
forms are acceptable as long as they record the results of the initial and periodic medical assessments
given the child.

Medical Report on Mother and Infant. A request for all prenatal and birth information available
for each preschool child placed in foster care must be submitted to the appropriate hospital or
physician. A consent release must be attached. Diligent effort must be made to obtain such
information, which should be retained in the case file.

Progress Notes. Progress notes related to health may be entered into CONNECTIONS. Use the
Health Narrative for confidential information, as described in section 4 above. Notes may also be
maintained in the health file. Activities to be noted include the dates of medical and dental
appointments, examinations and services, a record of referrals, follow-up activities, and
transportation provided by the authorized agency. It is not necessary to summarize the child’s
medical record or results of examinations since the examination record forms must be retained in the
same file.

Consent forms. Signed consent forms for release of prior health history, for routine medical or
psychological assessment and treatment, and for emergency medical or surgical care (when the parent
or guardian cannot be located at the time the care is necessary) must be kept in the child’s health file
(see Chapter 6, Medical Consents).

Family planning notices to foster parents. A copy must be kept in the child’s health file to indicate
that the required notice of family planning services has been sent within 30 days of placement to all
foster parents caring for children 12 years of age or older. This notice, which must also be sent
annually to such foster parents, informs them of the availability of social, educational, and medical
family planning services for the adolescent.*

Notice of family planning services directly to adolescents (optional). If the local social services
commissioner has approved a district-wide plan to make an offer directly to all adolescents in foster
care within his or her jurisdiction of family planning services, a copy of the information provided to
the youth must be kept in the health file (see Appendix A for a sample notice.) The availability of
these services may be discussed orally with the youth but must also be offered in writing. 1f your
district has this policy, it must be implemented across the entire county.

Notice of C/THP services. Within 60 days of entry into foster care, if the child is Medicaid eligible,
the local district must notify in writing the foster parents, or the institution, group residence, group
home, or agency boarding home of the availability of Child/Teen Health Plan (C/THP) services. A

1918 NYCRR 463.2.
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copy of the notice must be kept in the child’s health history file. This written notice must also be
provided to the caregivers of the child at least annually.™

CONNECTIONS Enter required data on each child in foster care into the Health Services Module,
as outlined in section 4 above."

1118 NYCRR 507.1.
1218 NYCRR 466.3
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Chapter Nine
Working With Community

Health Care Providers

Children in foster care need a primary health care provider, as well as specialists, including dentists,
mental health professionals, optometrists, orthopedists, and others accessible within the surrounding
community served by the foster care agency. In addition to identifying a range of health care
providers, agencies often need to establish relationships with certain specialists according to the
population served by the agency (e.g., an obstetrician-gynecologist for teens). This chapter explores
the issues related to working with community health care providers.

As noted throughout this manual, children are best served when one primary care provider handles
their health care throughout (and preferably after) placement — known as a “medical home.” The
medical home is enhanced when the provider also makes referrals to specialist(s) who come to know
the child and his/her health care needs over time.

An important choice confronting agencies is whether to mandate the use of certain health care
providers who have been identified in the community or to encourage foster parents to use providers
they already know and trust. A third option may be to combine both approaches: Identify and
establish or continue relationships with providers, including those already used successfully by foster
parents.

I..l Sections in this
A— = chapter include:
1. Identifying and engaging health care
providers in the community
2. Establishing and maintaining relationships
with health care providers

Service agreements
4. Billing policies and practices

w
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1 Identifying and Engaging Health Care
Providers in the Community

It is important to encourage the use of community health care providers that foster parents are
comfortable using. Ideally, for continuity of services, the child will go to the same provider,
throughout his or her placement.

Before identifying appropriate health care providers, the first step for the agency is to understand its
own needs and be able to communicate them to prospective providers. It is also critical that
representatives of the agency be able to explain the health program for children in foster care and how
it differs from community health care.

3 Health Care Coordination Activities

Meet with providers on a one-to-one basis to (1) explain your agency’s needs and population;
(2) discuss the unique situation presented by children in foster care; and (3) learn about the
provider and his/her ability and willingness to treat children in care, as specified in the
criteria listed below.

Although it takes time to meet with providers, in the long run the benefits to you, the agency, the
children in care, and their caregivers will be apparent in terms of both continuity of care and ease of

communication. Some foster parents will already have established relationships with certain
providers. Meeting with these providers would be good practice as well.

Laying the Groundwork

Establishing a relationship with providers is a process that occurs over a period of time. Make the
effort to understand each other’s perspectives, needs, and operational considerations. Here are some
ways to lay the groundwork for a mutually positive and beneficial working relationship:

B Meet with all providers face to face, both initially and periodically.

B Describe your agency and its mission, functions, and organizational structure.

B Give providers a copy of Chapters 1, 2, and 3 from this manual or equivalent information (e.g.,
Fostering Health) that outlines the expectations for health care for these children.

B Review your agency’s needs and the needs of the provider.

®  Follow up on all outstanding issues raised during the initial and any follow-up meetings.
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B Develop written service agreements as needed (see section 3, Service Agreements).

B Stress the importance of communication to reduce problems that may arise when caring for
children in foster care (e.g., consent, reimbursement, missed appointments).

B Assure providers that you will be accessible, as needed.

Criteria for Selecting a Community Health Care Provider

To determine whether health care providers are willing and qualified to treat children in foster care,
consider the following criteria:

B Demonstrated competence in general medicine or in specialized pediatric or adolescent care.

B Demonstrated competence in the management of behavioral and developmental problems in
children and adolescents.

B Willingness to see children for initial health assessments, court-ordered exams, AWOL exams,
and discharge exams.

B Medical specialty board eligible or certified with admitting privileges at local hospital (for
physicians) for complex cases and special health needs.

®  Willingness to provide appropriate documentation for the court, and to testify, if needed.

B Willingness to invest the time necessary to involve birth parents, caregivers, caseworkers, school
personnel, medical consultants, and others concerned with the health and well-being of the child.

B Willingness to report missed appointments or lack of treatment follow-through to agency staff.
B Availability for telephone advice during evenings and weekends.
B Sensitivity to cultural and ethnic differences.

m  Stated willingness to participate in interdisciplinary meetings involving social workers, attorneys,
psychologists, school personnel, and others concerned with the well-being of the child.

B Sensitivity to the special emotional needs of children in placement (e.g., feelings of loss and
abandonment).

m  Willingness to make referrals for specialty cases (e.g., sexual abuse assessments).

B Willingness to coordinate care among specialty providers (e.g. cardiology, ophthalmology).
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B Willingness to develop a written health plan for each child.

B Willingness to provide timely and clearly written health information to the agency.

Engaging Health Care Providers

To attract and engage health care providers the agency has selected to work with, inform them that
you will:

B Negotiate fees that are competitive with local standards (through the Medicaid per diem).

B Guarantee a certain number of children or visits by working with caregivers to keep
appointments.

B Be a contact person who is responsive to their needs.

The third point — being a resource for the provider — includes providing medical information and
records, solving problems, and supporting the foster parent. Health care providers will want to know
that they have a contact within the agency if the foster parent does not have the relevant information,
is missing appointments, or is not following through with medications or other prescribed treatment.

In addition, let providers know that you will inform them of significant changes and events such as:

Changes in the child’s placement.

Changes in the child’s permanency status or goal.

Emerging health and mental health issues not previously identified.
Emergency room visits.

Addressing Concerns About Foster Care

To attract some health care providers, it will be necessary to address their concerns about treating
children in foster care. Health care providers may not wish to care for children in foster care for a
number of reasons:

Frequent missed appointments.

Incomplete health history.

No consent for care or for release of medical records.

Inadequate reimbursement for the amount of work or time required to provide care.
Misperceptions about children in the child welfare system.

Some providers may have experienced these situations in the past, while others may have heard about
them from colleagues. By reducing or eliminating some of these concerns, you can help providers
with their decision to treat children in foster care. For example, you can tell providers that you will
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stress to foster parents the importance of keeping all health-related appointments (accompanying
them on the first visit if possible), obtain complete past health records, and obtain consents. You can
also inform providers that they will be reimbursed at competitive rates. By educating providers about
foster care and its purpose, you will allay their concerns.

Developing a List of Health Care Providers

The local department of social services is responsible for maintaining a current listing of the names
and locations of medical providers who will treat children eligible for the Child/Teen Health Plan
(Medicaid). This list must be available to foster parents and authorized agencies.® Voluntary
agencies should also consider developing a list of providers with whom they have an ongoing
working relationship. Practitioners should be located within a reasonable distance of most foster
homes and other foster care facilities in your community. Although some specialists may be located
farther away, it is critical to include specialist providers.

Whether or not they accept Medicaid, the providers should include those you have visited and with
whom you have developed service agreements. Update the list regularly and give it to caregivers and
agency staff. The list will help caseworkers learn how health services in the community are
organized. Finally, tell providers you have a list. Share it with them so they can see that their
colleagues are also working with children in foster care.

118 NYCRR 441.22(h)(2).
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2 Establishing and Maintaining
Relationships with Health Care Providers

An effective medical home facilitates a comprehensive, coordinated treatment approach by all
professionals involved in the child’s care. Establishing and maintaining ongoing relationships with
community health care providers will facilitate the medical home process.

Providing Information for Initial Health Evaluation

It is recommended that a caseworker or health staff accompany children on their initial health
assessments. Agency staff will give the health care provider the consent form, release of medical
records form, and medical records; if unaccompanied by the agency, the foster parent should have
these materials and give them to the practitioner. Also consider giving the foster parent a cover letter
that introduces them and the child to the provider on the first visit.

For each new admission, the health care provider should be given the following:
B Signed consent form.
B Signed release of health records forms.

B As much previous health history as possible (e.g., prior health records, immunization records,
birth records for an infant, records from inpatient hospital stays) (see Chapter 7, Confidentiality
of Health Information).

B Names and telephone numbers of previous health care providers.
m  Anoverview of billing practices (see section 4, Billing Policies and Practices).

B Contact information for the caseworker or agency.

3 Health Care Coordination Activities

Consider developing a “Health Care Provider Visit Record” form for the person
accompanying the child to a medical appointment (see Appendix A for sample visit
record forms). On the visit record form, the health care provider lists his/her
identifying information, the reason for the visit, the findings, and recommended
treatment and follow-up, including return date. After the visit, the foster parent, if
accompanying the child, should give the form to the caseworker or agency health
staff. Having this information provided immediately in a concise manner will be
helpful in coordinating health services for the child.
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Establishing Relationships with Emergency Rooms

There are several important issues to address when establishing a relationship with emergency rooms.
Explain consent protocols and establish agreement on the type of documentation the emergency room
will need to treat children in the care of your agency. Then be sure that as soon as they arrive, foster
parents or childcare staff inform the emergency room that the child is in foster care, and have the
appropriate information with them. Establish agreement with the emergency room regarding
notification to the LDSS or voluntary agency and how this will be accomplished. Be clear that even
if there are delays in establishing consent, they should proceed with necessary emergency care.

Explain that the billing protocol for emergency room services is to bill Medicaid (eMedNY). Itis
recommended that voluntary agencies with a Medicaid per diem provide the MA number to the
emergency room when the agency is notified, rather than giving the number to foster parents.

In addition to consent and billing needs, communication is an important issue. Be sure to inform
foster parents that they should always contact the agency in emergencies so that agency staff are
aware of the health issues of the children in their care and why emergency room care was needed.
This routine communication may also alert agencies to inappropriate use of the emergency room. In
addition, try to establish agreement with the emergency room to routinely send ER records or
summaries of treatment and follow-up to the agency medical director or the established health care
provider (medical home) for the child.

Follow-Up Activities

To coordinate follow-up care after the initial health assessments, review the health file to determine
whether further diagnostic testing, referrals, or treatment have been recommended.

3 Health Care Coordination Activities
In relation to the health care provider, health care coordination activities include: 2

B Contacting the provider, if necessary, to obtain information on follow-up care and
treatment.

B Offering to assist the foster parent with follow-up care and transportation.

B Encouraging the provider to contact the agency about follow-up, referrals, missed
appointments, or other important information.

To maintain a good working relationship, re-assess your agency’s needs and the needs of the health
care provider regularly. Meet with practitioners on a regular basis (e.g., once a year) to confirm that

290 ADM-21 Foster Care: Medical Services for Children in Foster Care.
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visits, billing procedures, and referrals are going smoothly and to provide updated information about
the agency health program in general.

When meeting with foster parents or childcare staff, ask them about the quality of care being
provided and their satisfaction with the provider and the service. For instance, does the provider
listen to the child’s as well as their concerns? Are appointment times honored? Is the location
convenient? If there are problems, you may need to talk with the health care provider to identify
reasons and solutions. Some agencies find that administering questionnaires to caregivers and
providers is a useful way to gauge satisfaction with current provider arrangements. Your agency may
wish to consider doing this. It is important to keep communication open to facilitate good working
relationships with providers. Communication also gives you an opportunity to address concerns
before they become insurmountable.
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3 Service Agreements

In some circumstances it would be in the best interest of the agency as well as the health care
provider to develop service agreements (see Appendix A for a sample service agreement). Service
agreements can help define the nature of the business relationship.

1. A service agreement can help negotiate a special financial relationship. For instance, voluntary
foster care agencies operating with a Medicaid per diem may be able to negotiate less expensive
rates for a large quantity of service needs (e.g., laboratory work).

2. If the agency has an arrangement with a community health care provider to serve children in
foster care at a particular time and location, a service agreement may be of some value when
unexpected circumstances arise. For instance, when the practitioner goes on vacation, a service
agreement could ensure back-up coverage.

3. Service agreements with large medical organizations, including emergency rooms, may help
clarify issues related to consent, billing, and sharing of records.

Services that may be specified in a provider agreement include:

B Basic service and benefits to be provided.

B Provisions for emergency care.

B Periodicity schedules for routine well child care.

B Protocols for the content of initial and follow-up assessments.

B Specifications for information to be included in medical records or reports to be submitted to the
agency health record.

B On-call services, including evening and weekend coverage.

B Provision of specialty exams, such as those following AWOL or before discharge.
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4 Billing Policies and Practices

Tips for Foster Parents

Make sure that foster parents know that they should not:

B Put their own name on medical bills (always name the agency as the responsible party).
B Sign anything related to medical consent, treatment, or billing.

Billing Arrangements

Financing of health care services for children in foster care is complex. Billing arrangements vary
depending on whether the child is in the care of a local department of social services or a voluntary
agency. Within the LDSS or voluntary agency, arrangements also vary depending on choices made
by the district or agency, as described below.

Effective January 1, 2005, all children who are in the care and custody of the local district
commissioner, and who are citizens or have satisfactory immigration status, are eligible for Medicaid
(MA). In addition, children adjudicated as juvenile delinquents pursuant to Article 3 of the Family
Court Act (FCA) and placed in the custody of OCFS, pursuant to Section 353.3 of the FCA, and who
are citizens or have satisfactory immigration status, are eligible for Medicaid.®

Establishing eligibility for Medicaid is crucial for children in foster care to have access to health care
and related case management services. In all cases, the local district is responsible for establishing
the child’s eligibility for Medicaid. If the child is deemed eligible, the district assigns a Medicaid
number to the child.

All agencies need to have policies in place for this process. Local districts must have policies to
facilitate timely MA eligibility determinations for children in foster care as well as redetermination
policies to provide continuous coverage. Voluntary agencies need policies to establish that Medicaid
is active when children come into foster care and to know who to contact for any issue related to the
child’s Medicaid eligibility.

The local district is also responsible for the appropriate system entries into the Welfare Management
System (WMS) to process payment to voluntary agencies with a Medicaid per diem rate (see below
Children in Indirect Care)

3 GIS 05 MA/041.
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Children in Direct Care

Approximately one quarter of children in foster care in New York State are in the direct care of the
local social services commissioner. In most counties, health care for children in direct care is
reimbursed by Medicaid on a fee-for-service basis, and each child is issued a Medicaid card.* Access
to health care services is limited to those practitioners enrolled in eMedNY. eMedNY is the name of
the New York State Medicaid program claims processing system. The system allows New York
Medicaid providers to submit claims and receive payments for Medicaid-covered services provided to
eligible clients.

In 1997, New York State offered some counties the opportunity to enroll some or all children in
direct foster care in Medicaid Managed Care. Several counties with smaller foster care populations
chose this option in an effort to manage costs, improve access, and improve tracking. Counties must
apply for and be approved by the Department of Health’s Office of Managed Care before enrolling
children in foster care in a managed care plan.

Therefore, the local social services commissioner has two options:

1. Medicaid Fee-For-Service system (MA card). Under the fee-for-service system, children are
obligated to use Medicaid-enrolled providers, and the providers bill eMedNY directly. Children
are issued a Medicaid card. It is important that local district staff communicate with one another
so that the Medicaid eligibility determination is done and appropriate WMS systems entries are
made, including the address where the card should be sent (the caseworker or the foster parent).

2. Medicaid Managed Care. For the local district to enroll a child, it first needs to obtain approval
from the New York State Department of Health. The district will need to submit a “Foster Care
Enrollment Plan,” which describes the policies and processes that will be used to enroll direct
care children in Medicaid managed care. The district may choose to enroll children on a case-by-
case basis. For information, contact the Office of Managed Care at 518-473-0122. Once
approved, district staff must communicate with one another so that the Medicaid eligibility
determination is done and appropriate WMS systems entries are made, including proper
enrollment and disenrollment entries.

Children in Indirect Care
(placed with voluntary child caring agencies)

The remaining children in foster care in New York State are in the care of voluntary agencies that
operate their foster care programs under contract with individual local departments of social services
(known as indirect care).

Children in foster care placed with a voluntary child care agency are statutorily excluded from
Medicaid managed care. Therefore, agencies have two options:

* Common Benefit Identification Card (CBIC).
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1. Medicaid Per Diem Rate. The agency pays for health care services out of the agency’s
Medicaid per diem rate. The child is not issued an MA card but has an MA number.

2. Fee for Service. The agency uses health care providers who accept Medicaid and bill directly to
eMedNY. The child is issued an MA card.

In most cases, voluntary agencies are paid a Medicaid per diem rate to provide comprehensive health
services to each child in their care. Out of the Medicaid per diem rate (established by the NYS
Department of Health), the agency is expected to pay for most of the child’s health care services.
Certain services, including emergency room and hospitalization, are always billed directly to
eMedNY. Refer to the Child (Foster) Care Agency Provider Manual at
http://www.emedny.org/ProviderManuals/ChildCare/index.html for more information. Children are
not issued a Medicaid card but have a Medicaid number. Since a per diem rate offers an agency the
greatest flexibility and management over service utilization, agencies should be encouraged to obtain
a per diem.

If your agency uses a Medicaid per diem, be aware that certain medications for foster children can be
billed directly to eMedNY by the pharmacy. A list of these “carveout” prescriptions may be found on
the Department of Health website:

http://www.health.state.ny.us/health _care/medicaid/program/carveout.htm. Check this website
regularly for updates to the list.

Voluntary agencies without a Medicaid per diem must use health care providers who accept Medicaid
and bill directly to eMedNY.

Tip: It is good practice to obtain information about the visit from the health care provider before
authorizing payment for a bill. If the provider does not include a summary with the bill, the agency
may send the bill back with a note that the record must be enclosed. Consider having your agency
implement this procedure, which would require a prior arrangement with the health care provider.

How To Obtain a Medicaid Per Diem

As New York’s Single State Medicaid agency, the Department of Health (DOH) determines
Medicaid per diem rates for authorized foster care agencies. The health needs of children in foster
care vary in severity across different agency programs; some programs within the agency spend more
per child on health services than other programs. To support agencies in providing optimal care, a
Medicaid per diem rate setting methodology has been established that includes a detailed application
package and careful review by a panel of health professionals across relevant state agencies. The
panel can request additional information, and OCFS provides a recommendation to DOH on the rate
request.

The objectives of the Medicaid per diem methodology are to:

m Reflect costs that adequately reimburse agencies for medical services necessary to meet the needs
of the children in care.
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B Provide equitable distribution of available resources among all childcare agencies that are
providing services in an efficient fashion.

B Be sensitive to the unique or unusual medical needs of certain groups of children with special
medical conditions.

B Reflect reasonable costs of programs that are efficiently operated and should be relatively easy to
administer.

To achieve these objectives, the foster care population is divided into two major groups for purposes
of determining medical costs:

1. The General Care Population, representing children in foster care residing in institutions, group
residences, group homes, agency-operated boarding homes, and foster boarding homes, whose
medical and clinical needs are largely routine.

2. Special Populations, representing seven discrete groups of children with special medical needs.
AIDS children

Boarder babies

Diagnostic

Hard-to-place

Maternity

Therapeutic boarding home

Special other

Agencies identifying such special populations for the first time are required to submit an
Application for Discrete Medicaid Rate, providing programmatic and budget narrative justifying
the need for a Special Population rate (see Appendix A for the Application). The Application is
submitted to your OCFS Regional Office, along with a completed DOH-4224 NYS DOH
Medical Services Expenditure Distribution Sheet — General Care (previously DSS 2660) or
DOH-4225 NY'S Department of Health Medical Services Expenditure Distribution Sheet —
Special Care (previously DSS 2660-01).

The Application for Discrete Medicaid Rate describes the clinical characteristics of the children
and their medical needs, and a budget justification. The Medical Services Expenditure
Distribution Sheets, which are completed annually by the child care agency and submitted to
OCFS, are used for determining Medicaid per diem rates.
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Chapter Ten
Supporting Caregivers

Foster parents and childcare staff have a crucial role to play in maintaining the health of children in
their care. ldeally, the caregiver and agency work together with health care providers and other
professionals for the benefit of the child. In working together, caregivers have responsibilities to
carry out as well as rights to certain actions by the agency, both of which are outlined in this chapter.

The function of health care coordination goes a long way in providing that the caregiver supports the
health plan for the child and that information is shared appropriately among caregivers, agency staff,
parents or guardians, and providers involved in the child’s care.

This chapter describes formal and informal ways of supporting caregivers in maintaining and
monitoring children’s health, relating to health care providers, and keeping informed about health
issues. To implement these methods of supporting caregivers, some districts and agencies will want
to re-examine their current practices, meet with cooperating agencies to discuss joint efforts, and/or
put in place policies that incorporate new approaches.

I..l Sections in this

A chapter include:

Being part of a team
Transportation

Information

Health/mental health training

Foster parent associations and support groups
Resources

o E
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1 Being Part of a Team

Foster parents are part of a “team” working together for the child’s well-being and permanency. The
team should also include the caseworker, agency health care coordination staff, health care providers,
other service providers, the birth parents or guardians, and the child when appropriate. The message
to foster parents should be: You are not alone in caring for a child. You have support. It also means
that you need to keep the agency up to date on the child’s health.

As part of their overall responsibilities as caregivers, foster parents are expected to cooperate with the
caseworker in carrying out the health plan, communicate with the caseworker when health issues
arise, and attend any meetings called to discuss the child’s health needs. It is important for foster
parents to attend Service Plan Reviews since the child’s medical, mental health, developmental status,
and other health-related factors are discussed, and input from foster parents is valuable.

In their health-related role as members of the team, foster parents are responsible for:

B Working with agency staff in arranging for the child’s ongoing and/or special health care.

B Transporting and accompanying the child to appointments whenever possible.

B Carrying out prescribed treatment and/or referrals.

B Welcoming in-home services, such as those provided through EIP and B2H.

In working with foster parents on health issues, agency staff are responsible for providing practical
and emotional support, including:

Offering to assist with scheduling appointments and transportation.*

Providing information on required health activities and time frames.

Providing or locating specialized health information and training when needed.

Helping foster parents identify and negotiate with health care providers.

Informing foster parents about medical consent and emergency care.

Informing foster parents about billing and payment.

Answering questions and providing resources (e.g., stickers for poison control).

Requesting and respecting foster parents’ opinions and observations about the child’s well-being.
Listening and being available especially during difficult periods of illness or disability.

Other types of support include visits to the foster home by a nurse care manager, referral to support
groups, accompanying foster parents to specialty clinic visits to assist in interpreting and
understanding prescribed treatment recommendations, and providing a 24-hour telephone number for
foster parents and families to address crisis situations.

Tip: Be aware of the cultural, ethnic, and religious needs of caregivers and how those factors may
impact the caregiver’s perceptions of the child’s medical needs. Be sure to address home remedies or
traditional treatments that the caregiver may wish to use.

118 NYCRR 441.22(j)(2); 507.1(c)(5).
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2 Transportation

Foster parents are expected to transport and accompany children in their care to their routine medical
or other appointments whenever possible. Teens, however, may go to family planning appointments
alone. Reinforce to foster parents that they know the child’s needs and that they can be a comforting
and familiar presence for the child especially during stressful appointments. Encourage them to tell
the caseworker if the appointment does not go well or they are uncomfortable with the provider.

For children eligible for Medicaid, agencies must provide transportation and other related travel
expenses, if necessary.? Travel expenses include the cost of transportation by ambulance, invalid
coach, taxi, common carrier, or other apropriate means; the cost of outside meals and lodging (en
route to, while receiving, and returning from medical care); and the cost of an attendant to accompany
the child, if medically or otherwise necessary.?

Be sure to explain that prior approval from the caseworker is needed for nonemergencies and that
decisions about reimbursement are made in partnership with the agency.

218 NYCRR 507.1(c)(5).
% 18 NYCRR 505.10.
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3 Information

When caregivers are informed about health care and confident of their ability to perform medical
activities (e.g., dispense medication), they will be more effective in their role. Helping them be
informed benefits everyone — the child, caregivers, agency staff, and health care providers.

Information is an important source of support for caregivers throughout placement. Even before
certification, prospective foster parents need to be informed about the range of possible health
conditions of children who might be placed in their homes. Foster parent recruiters should describe
clearly the realities of caring for children with special needs as well as the support available from the
agency and other sources, including special and exceptional board rates.

When asked to care for a specific child, foster parents must receive health (and other) information
about the child that is as complete as possible.* As described in Chapter 1, Initial Evaluation of
Child’s Health, obtaining the child’s health records and history is a priority before or at the time of
placement. When the health history is available, the homefinder or other caseworker should inform
the foster parent about any relevant support services.

Note: In an emergency placement, the caseworker may need to explain that because of circumstances
the child’s health history is not available but will be obtained as soon as possible. If there is
information in the CONNECTIONS health module, a Health History Report can be generated to give
the foster parents.

The agency is responsible for providing caregivers information about:*

B Periodicity schedule for health visits, including immunizations.

B Agency’s procedures for obtaining medical care in cases of suspected illness.

B Agency’s procedures for securing emergency medical treatment.

B Information related to whether the child has had an HIV-related test or has been diagnosed as
having AIDS, an HIV-related illness, or an HIV infection.

Agencies are also responsible for notifying caregivers about certain services:

B For foster parents caring for children 12 years of age or older, the availability of social,
educational, and medical family planning services for the adolescent.®

B [f the child is eligible for Medicaid, the availability of Child/Teen Health Plan (C/THP) services,
and, upon request, the names and locations of providers offering these services.’

*18 NYCRR 443.2(e).
®> 18 NYCRR 441.22(j)(1).
18 NYCRR 463.2(b).
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Some agencies develop handouts with helpful information on obtaining health care and time frames
that foster parents need to know. Examples include the immunization schedule; time frames for
evaluations; information on making medical appointments, consent issues, and health records;
medication guide; side effects of psychiatric drugs; and tips on cleanliness and hygiene.

Emergencies: Tips for Foster Parents

Agencies must inform foster parents of procedures for obtaining care for suspected illness or medical
emergencies.® In foster parent training, handbooks, and case contacts, cover what constitutes an
emergency, and inform foster parents of procedures for calling “on-call” staff or going to the
emergency room (see section 6, Resources, for a sample Emergency Fact Sheet for foster parents).

Tips for foster parents include:

m Call the on-call worker to:
— obtain consent if necessary.
— obtain appropriate billing information (e.g., Medicaid number).
— let the agency know that follow-up may be needed.

B Bring the child’s medications, including allergy medications.

Explain that visits to the emergency room should be reserved for true emergencies. Disadvantages of
using an emergency room include lack of continuity in medical care; lack of medical monitoring; and
high cost. Emergency rooms are not meant for delivery of routine preventive health care or treatment
of minor health problems. Caregivers should be instructed to contact the child’s primary care
provider/medical home for guidance when in doubt as to whether a health condition warrants use of
the emergency room. In many cases, the primary care provider can give health instruction over the
telephone, or direct the caregiver to bring the child in for an office evaluation instead of an
emergency room Visit.

718 NYCRR 507.1(c)(4).
8 18 NYCRR 441.22(j)(i)(ii) and (iii).
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4 Health/Mental Health Training

It is critical that caregivers receive ongoing training on health and mental health issues of children in
foster care. To be effective in managing these issues, caregivers should have basic information on
health care (including preventive health) and detailed information on the particular condition or
illness of children in their care. Training on attitudes and skills related to health and mental health
issues is very important.

Training Topics

Health education and training for caregivers should cover the following topics:

B Overview of health care for children in foster care, medical home, preventive health services,
treatment plans, and childhood health requirements and time frames (e.g., immunization
schedule).

B Wellness awareness, nutrition, and physical fitness.

B Common health problems and dealing with emergencies.

B Proper administration and documentation of medication and taking of a child’s temperature
(written and/or skill exam is recommended).

m  Family planning, sexuality education, and reproductive health services.

B Detailed information on conditions that may be seen in children in care (e.g., head lice, mental
health disorders).

B HIV/AIDS education.
B Infection control and universal precautions (written and/or skill exam is recommended).

When a child or adolescent in foster care has a serious medical condition, the child, the foster parents,
and the birth parents should receive additional education, training, and support resources as
appropriate. For example, foster parents caring for children who need to take medication in school
should know how to coordinate with the school.

3 Health Care Coordination Activities

Caregivers should also be familiar with the school’s exclusion policies on communicable
diseases. A checklist for conditions that are contagious and require staying away from school
would be helpful for foster parents. Check with the schools in the community to see if they
provide a list of such conditions and illnesses to parents, what the rules are for returning the
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child to school, and opportunities for the child to continue studies with work sent home (see
Chapter 2, Preventive and Ongoing Health Care, section 8, Acute IlIness and
Injury/Emergency Care).

Regarding behavioral and mental health issues, caregivers should learn how to recognize indicators of
mental health problems. A majority of children in foster care have experienced trauma as a result of
abuse, pervasive neglect, or witnessing violence. Caregivers need to understand what has happened
to the children in their care, and provide a safe and supportive place for the child to heal and grow.
Topics for training and education include:

Child and adolescent development and behavior.
Emotional effects of child abuse and neglect.

Impact of domestic violence.

Loss and separation.

Providing trauma-informed care.

Common mental health illnesses (e.g., depression, anxiety).
Behavior management.

Effects of alcohol and substance abuse.

Medications and their side effects

In addition, training should give caregivers skills in crisis counseling that are appropriate to their role.
In contacts with caregivers, emphasize the need to be sensitive to signs of emotional distress in
children in care. Having such knowledge should help caregivers feel more confident in their role.

Training Materials

To reinforce the skills and knowledge acquired in training and provide a ready reference, give foster
parents written materials containing much of the information covered in training. Some agencies
include tips on what to do in an emergency, how to handle common childhood illnesses, when to seek
medical care, medication guides, and developmental charts. Any materials should be specific to
infants, toddlers, young children and adolescents, and the health care setting in which the child will
receive care. To track the child’s growth and development, give foster parents developmental
schedules and ask them to keep records of growth. Share materials with the child’s birth parent or
guardian as appropriate.

To follow up, as part of each home visit caseworkers should review key training concepts with foster
parents and provide handouts and other materials received at any staff training sessions.

Tracking attendance and completion of training is necessary to determine whether foster parents have
met the training requirements. Tracking is also a useful tool to assess progress in acquiring skills and
knowledge of health topics. Consider asking foster parents to sign a form indicating their acceptance
and understanding after they have received training on health issues. Copies of any tracking forms
should be placed in the foster parent’s recertification record.
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Sources of Training

Training for caregivers on health and mental health issues can come from a variety of sources. For
example, in-service training sessions for foster parents, arranged or conducted by staff, may spotlight
guest speakers from community hospitals, schools, and local police and fire departments.

Existing programs can be identified through the following:

MAPP/GPS

Early Intervention Program

Public (County) Health Department
Planned Parenthood

Local hospitals

Universities

School district

State-sponsored training

MAPP/GPS. The Model Approach to Partnerships in Parenting/Group Preparation and Selection
(MAPP/GPS) Pre-Certification Training Program consists of three-hour sessions each week for 10
weeks. MAPP/GPS provides a model for working toward partnerships in parenting among agencies,
foster parents, adoptive parents, and birth families. This approach to foster parenting encourages
open communication and trust among foster families, adoptive families, birth families, and casework
staff. A primary goal of the training sessions is to articulate ways to ensure that children’s needs for
safety and nurturing are met. Depending on the needs of the children who come into care, MAPP
training also covers parenting issues for children with specific disabilities and conditions.

In addition to the MAPP/GPS training provided to new and prospective foster parents, a Mini-MAPP
training program (15 hours) is available (and required by some agencies) for current foster parents.

Compass Training. This training, offered by the Center for Development of Human Services
(CDHYS), is offered at three levels for newly certified foster parents and covers topics of health and
safety. Check with your agency staff development coordinator for arrangements to send foster
parents to this training.

Early Intervention Program. When communication disorders or other developmental problems
have been identified through the New York State Department of Health’s Early Intervention Program,
part of treatment includes parent training programs in which the parent (caregiver) receives
instruction in the treatment approach and specific goals of the intervention, demonstrations of
intervention techniques, feedback on their use of such techniques, and ways to adapt intervention
methods to their foster child’s needs. This training is strongly encouraged when the foster parent is
the primary caregiver for a child with communication disorders. Include the birth parents or guardian
whenever possible.

Public Health Department. It is recommended that agencies bring in trainers or speakers from the
local health department on a regular basis. After foster parents have completed MAPP training,
survey them to find out what health and mental health topics they need or would like to be covered.
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The public health department is also the source of information and training on the Early Intervention
Program.

Planned Parenthood. Training is available on issues of sexuality and family planning (e.g.,
contraception, emergency contraception, pregnancy prevention).

Local Hospitals and Universities. Many hospitals offer patient education programs, some of which
may be relevant for foster parents caring for children with chronic illness or conditions (e.g., cardiac
care). Medical universities often provide classes for the public on special topics.

School District. For training and information on preschool special education services, contact the
local school district. Caregivers and birth parents, if possible, should attend these sessions.

State-sponsored Training. The New York State Office of Children and Family Services provides
training for staff and foster parents through contracts with various trainers. Check with the staff
development coordinator in your local district.
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5 Foster Parent Associations and Support Groups

An additional source of support for foster parents is other foster parents. Some agencies help create
foster parent support groups that engage in discussions of common concerns and strengths as well as
family activities. In some districts, experienced foster parents serve as mentors with new foster
parents. Through groups or one-on-one, foster parents should feel free to call another foster parent
and talk over a situation.

3 Health Care Coordination Activities
Make foster parent meetings as convenient as possible for caregivers. Suggestions include:

Schedule meetings in the evenings.

Provide child care.

Ask for input from foster parents on topics.

Invite speakers from the community with expertise in topics requested.
Consider having an experienced foster parent facilitate meetings.

Provide handouts on resources (e.g., list of community health care providers, pharmacies,
services for special needs).

Some districts have foster parent associations or local chapters of the New York State Foster and
Adoptive Parent Association (NYSFAPA). Foster parent associations provide valuable support and
resources for foster parents.
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6 Resources

Statewide Organizations for Foster and Adoptive Parents

New York State Citizens’ Coalition for Children, Inc.
410 East Upland Rd.

Ithaca, NY 14850

607-272-0034

607-272-0035 fax

office@nysccc.org

http://www.nysccc.org

New York State Foster and Adoptive Parents Association, Inc.
92-31 Union Hall St.

P.O. Box 120151

St. Albans, NY 11412

718-725-3657 or 718-725-2103

Fax: 718-725-2104

Treatment of Children with Mental Disorders
http://www.omh.state.ny.us/omhweb/booklets/pdf/children.pdf

This June 2008 publication of the Office of Mental Health is appropriate for foster parents. The
booklet offers answers to frequently asked questions regarding the treatment of children with mental
disorders, descriptions of classes of medication, a chart of medications most commonly prescribed for
children, and contact information for OMH regional offices.

Emergency Fact Sheet

See the next page for a sample Emergency Fact Sheet for foster parents.
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Emergency Fact Sheet
Source: Association to Benefit Children, Variety Cody Gifford House

What Is Considered an Emergency?
1. A child who is having difficulty breathing (like asthma or choking).
2. Child's color doesn't look right (blue tinged or very pale).

3. Any head injury. Observe the child for the first 12 hours after a bump on the head.
During this time, if the child is dizzy, or fainted, or is too sleepy, or is difficult to wake up,
or acts drunken or drowsy, or has a bad headache, or is vomiting — bring to the ER.

4. A deep cut that may need stitches after-hours when clinics and doctors' offices are
closed. [In the meantime, gently clean the wound with large amounts of lukewarm
running water (use Betadine if you have it), and wrap or cover with a clean bandage or
cloth. If bleeding is very heavy apply pressure — but not too hard!]

5. Seizures (also called convulsions or fits). A prolonged seizure can be life threatening. (In
the meantime, remove all obstacles in the area around the child and provide cushioning
under the head if he/she is banging it on a hard floor. DO NOT try to stop movements,
BUT turn to side if vomiting or drooling heavily).

6. Any heavy bleeding that cannot be stopped within five minutes.

7. An accident or injury where you think a serious injury may have occurred (e.g.,
depending on the force, direction, or location of the injury).

8. A high fever and it is after-hours when your doctor's office or clinic is closed (or when
your doctor/ clinic instructed you to go to the ER).

9. Excessive diarrhea or vomiting. Infants and very young children dehydrate quickly, so
this may be a serious emergency. The child may require intravenous fluids.

10. Any eye injury. Do not apply pressure or put anything into the eye.

Note: If your child's eye is swollen and/or crusty from allergies or “pink eye” (conjunctivitis),
the child should be seen at an office or clinic as soon as possible. It is not considered an
emergency. Inthe meantime, it may be contagious from one eye to the other — or to
someone else. So be careful not to share towels or clean both eyes with the same cloth.

Note: If the child eats or drinks something that maybe poisonous (e.g., medicine, cleaning
products, or plants), call Poison Control (1-800-222-1222) and get advice on what to do.

Remember: Foster parents cannot consent to treatment. Call your caseworker as soon as
you get to the emergency room.

Give all of the paper work and instructions that you received from the ER to your caseworker
or health care coordinator.
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Forms

The following sample forms are presented in the order in which they are referenced in the manual.
B Chapter 1, Initial Evaluation of Child’s Health

o Admission Screening Interview: This screening interview tool was designed for youth at
the time of initial placement into OCFS Division of Juvenile Justice and Opportunities for
Youth facilities. It may be adapted for use with children being placed in foster care.............. 5

o Health History Interview With Family: This form may be used at any opportunity of
contact with the child’s family to record and update the child’s health history. The Birth
Family’s Health History list corresponds with the Conditions list in the CONNECTIONS Bio
Family Health tab. The form assists in collecting critical information for health services
providers and for the child's medical reCOId. ...........ocviiriiiiiieee e 7

e Medical Review of Systems: The Medical Review of Systems form can guide staff in
obtaining a more thorough health history on the child from a family member or caregiver. It
includes observations of the child’s condition and behavior that may not be typically gathered
by the health care practitioner but could prove very helpful. ... 13

B Chapter 3, Special Health Care Services

e Family Planning Notice: This sample letter is used to inform youth age 12 and older of the
availability of social, educational, and medical family planning services. ..........ccccccoevevennene. 17

B Chapter 4, Health Care Coordination

e Health Care Coordination and Treatment Plan: This form is used to record findings from
the initial screening as well as the five assessments comprising the comprehensive health
evaluation, during the first 30 to 45 days of the child’s placement. .............ccocviieiiiiiiiinns 19

e Health Discharge Summary: This sample health discharge summary form may be used to
record health activities when a child is discharged from foster care. .........ccccoceeiviviiiiicinenns 21

B Chapter 5, Medication Administration and Management

e Medication Log for Caregivers: This form may be used to assist the caregiver in
documenting the administration of medication. Both a blank form for replication and a
sample form with entries displayed are included. ..........c.cccooiiiiiiiiieee 23

e Informed Consent for Psychiatric Medication — Children in Foster Care: This form
provides information that supports the informed consent process and includes the medication
monitoring plan and contact numbers. Use a separate form for each medication, and attach
the drug INfOrmMation SNEEL. .........eccii i s 27
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e Guidelines for Voluntary Agencies Regarding Informed Medical Consent for
Behavioral/Psychotropic Medication and Informed Medical Consent for Behavioral/
Psychotropic Medication: These Guidelines and accompanying Consent Form
were developed by a group of local commissioners and voluntary agency directors to
standardize and facilitate the communication process between them in regard to consent for
psychiatric medications. The form is used when the agency has been unable to obtain an
informed consent from the parent/guardian and is requesting consent from the LDSS
(010) 0T 01T o] T S SSUSSSRRO 29

B Chapter 6, Medical Consents

o Informed Consent to Perform HIV Testing (DOH-2556 and 2556i): For a copy of the
form, go to the NYS Department of Health website, www.health.state.ny.us, and click on
HIV/AIDS. . This form is available in several languages.
http://www.health.state.ny.us/diseases/aids/forms/informedconsent ...........cccevvreriereseenne 33

B Chapter 7, Confidentiality of Health Information

e Authorization for Release of Confidential HIV Related Information (DOH-2557, Rev.
8/05): For a copy of the form, go to the NY'S Department of Health website. This form is
also available in Spanish.
http://www.health.state.ny.us/diseases/aids/forms/informedconsent ..........ccccoecvvererencenne 37

B Chapter 8, Maintaining Health Records
o Health History Interview With Family (see description under Chapter 1, p. Appendix A-2)
B Chapter 9, Working With Community Health Care Providers
e Health Care Provider Visit Record: This summary visit record form provides an efficient
way for medical providers to document the findings of the health service visit. The person
accompanying the child to the visit requests that the form is completed before leaving the

provider’s office, and it is then placed in the child’s agency health file. .............ccccooviinn. 41

e Mental Health Care Provider Visit Record: This summary visit record form may be used
for visits to mental health PrOVIErS. ..o 43

e Service Agreement: This is a suggested model for a service agreement, which agencies may
L0 F= 01 B 0 1 T | TS USSR 45

o Application for Discrete Medicaid Rate: This five-page form guides voluntary agencies in

the development of an application for a Medicaid per diem rate for a special population. The
accompanying two-page document describes the approval process..........ccccocevevivevieevieennennn, 47
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SAMPLE ADMISSION SCREENING INTERVIEW
Source: NYS Office of Children and Family Services, Form DFY-1448

The purpose of this interview is to determine if a youth at admission has any health problems that require immediate medical
attention. A “Yes” answer to any of the following questions must result in consultation with a physician, registered nurse,
physician’s assistant or, in the absence of medical staff, the facility director. These professionals shall determine if the youth
must be personally seen by a medical professional before being placed in the general facility population.

Youth Name

Case Number

Date of Birth

A. MEDICAL HISTORY

within the past 24 hours?

Frequency Used:
Date/Time of Last Use:
Any Problems Indicated:

1. Does the youth complain of O No O Yes | Explain:
pain or believe he/she is sick iy R
or in need of mental health or es
dental services?
2. Is the youth being treated for U No U Yes | Explain:
a medical, dental, or mental IfYes —
health problem?
3. Does the youth believe U No U Yes | Explain:
he/she has a sexually IfYes —
transmitted disease? Any
communicable disease?
4. Does the youth report any O No O Yes | Explain:
past hospitalizations for IfYes —
medical or mental health
problems?
5. Does the youth report any d No O Yes | Explain:
past history of suicidal IfYes —
thoughts or gestures?
6. Ifthe youth is a girl, doesshe | d No O Yes | How long does she believe she has been pregnant?
believe she is pregnant? If Yes — # of Months
Is she under medical care for the pregnancy? No Yes
7. Does the youth take O No O Yes | Name of Medication:
prescription or non- If Yes — Dosage:
prescription medication(s)? Attach sheet if | Frequency of Administration:
more than one. | Date and Time of Last Dose:
8. Does the youth have head d No O Yes | What treatment was done?
lice? If Yes —
9. Does the youth have food or U No O Yes | Explain:
medication allergies? IfYes —
10. Does the youth have any d No O Yes | Explain:
dietary requirements? IfYes —
11. Has the youth taken any U No O Yes | Name of Drug:
street drugs or used alcohol IfYes — Amount Used: Mode of Use:
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Sample Admission Screening Interview, continued

B. OBSERVATIONS

1. Youth Behavior: Explain:
Is the youth calm, frightened,
intimidated, sweating, shaking, etc.?

2. General Appearance: Explain:
Is the youth clean, appropriately
dressed, polite, cared for, etc.?

3. Mental Status: Explain:
Is the youth aware of his/her
surroundings, under the influence of
drugs or alcohol, exhibiting bizarre
thoughts or speech, expressing
suicidal or homicidal thoughts, able to
communicate needs, etc.?

4. Physical Condition: Explain:
Does the youth exhibit any trauma
markings, bruises, cuts, needle
marks, abnormal gait, or other signs
of recent injury?

NOTE: If trauma markings are evident, take or cause to be taken, color photographs of visible or reported
trauma. All reports of alleged abuse or maltreatment must be reported to the State Central Register of Child
Abuse and Maltreatment.

C. MEDICAL DISPOSITION

Upon completion of your screening, a decision must be
made as to where the youth will be placed: Specify

QO General Population with Restrictions

O General Population with Referral for Health
Services

U Immediate Referral for Emergency Treatment

D. INTERVIEWER INFORMATION

Name

Title

Signature

Date

Time
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SAMPLE HEALTH HISTORY INTERVIEW WITH FAMILY

Name of Child: Date of Birth:
M D Y
Birth Mother’s Name: Date of Birth:
M D Y
Is mother deceased? O Yes O No If yes, cause of death: Date of Death:
M D Y
Birth Father’'s Name: Date of Birth:
M D Y
Is father deceased? O Yes O No If yes, cause of death: Date of Death:
M D Y

BIRTH FAMILY'S HEALTH HISTORY

Does the parent, a hiological relative of the parent, or a biological sibling of the child in foster care,
have a history of the following? If yes, check in the box, and insert family member’s relationship to

the child.

Health History of Parent, Biological Relative, Biological Sibling

Family Member’s
Relationship to Child

O Alcohol Abuse/Dependence

O Allergies (specify)

O Aneurysm

O Asperger’s Disorder

O Asthma

O Autism

O Blind/Visually Impaired

O Cancer (specify)

O Celiac Disease

O Cerebral Palsy

O Cleft Lip or Palate

O Cystic Fibrosis

O Deaf/Hearing Impaired

O Diabetes Type |

O Diabetes Type Il

O Down Syndrome

O Dwarfism

O Eczema

O Emphysema

O Epilepsy/Seizure Disorder

O Fragile X Syndrome

O Gingivitis (periodontal disease)

O Heart Disease

O Hemophilia

O High Cholesterol

O Hypertension (high blood pressure)

O Kidney Disease
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Sample Health History Interview with Family, continued

Health History of Parent, Biological Relative, Biological Sibling

Family Member Name/
Relationship to Child

O Learning Disabled (specify)

O Liver Disease

O Lupus

O Mental lliness (specify)

O Mental Retardation

O Migraines

O Motor Delay/Impairment

O Multiple Sclerosis

O Muscular Dystrophy

O Narcolepsy

O Neurofibromatosis

O Neurological Impairment

O Obesity

O Osteoporosis

O Pervasive Developmental Disorder

O Prader-Willi Syndrome

O Scleroderma

O Scoliosis

O Seizure Disorder/Epilepsy

O Sensory Impairment

O Sickle Cell Disease/Trait

O Social/Emotional Delay/Impairment

O Speech/Language Delay/Impairment

O Spina Bifida

O Stroke

O Substance Abuse/Dependence

O Tay-Sachs Disease

O Tourette’s Disorder/Syndrome

O Tuberculosis

O Ulcer

O Other (specify)
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Sample Health History Interview with Family, continued

Notes on family’s medical history:

Birth mother's HIV and STD risk assessment and testing history:

Birth father's HIV and STD risk assessment and testing history:

BIRTH MOTHER'S SUBSTANCE USE HISTORY

Drug Type Use Amount Frequency During Pregnancy?
Tobacco dvYes UNo d Yes a No
Alcohol UvYes UNo 4 Yes 4 No
Cocaine/Crack UYes UNo U Yes 4 No
Heroin dvYes UNo d Yes a No
Speed (amphetamines) 0 Yes O No 4 Yes O No
Other: UYes UNo U Yes 4 No
Other: dvYes UNo d Yes a No
Other: UvYes UNo 4 Yes 4 No

Prenatal Care Medications
Prenatal care received: QOYes 0 No Medications prescribed: 0O Yes U No
Duration: Name(s) Dosage

Where:

DELIVERY HISTORY OF THIS FOSTER CHILD

Number of mother's previous live births: Delivered where (name and address):
Child delivered: O Vaginal U C-section
Birth weight:
Toxicology Screen: 0 Positive 1 Negative
If positive, name of drug(s) Complications?

U Premature

4 Forceps used
U4 Asphyxia (not enough oxygen)
Q Other, explain:
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Sample Health History Interview with Family, continued

CHILD'S HEALTH HISTORY
Allergies [include symptom(s) and severity]:

Food

Environmental

Medication

Durable Medical Equipment (eyeglasses, hearing aids, etc.)::

Immunization History (If documentation is presented):

Type Date Date Date Date Date
Hepatitis A X X X
Hepatitis B X X
DTaP (diphtheria, tetanus, pertussis)
Hib (haemophilus influenza type b) X
MMR (measles, mumps, rubella) X X X
Varicella (chicken pox) X X X
IPV (polio) X
PCV7 (pneumococcal disease) X
Rotavirus (gastroenteritis) X X
Tdap (tetanus, diphtheria, pertussis) X X X X
MCV4 (meningococcal disease) X X X X
HPV (human papilloma virus) X X
Influenza
Other, specify
Medications
Date Dosage and Condition Prescribing
Name of Medication Prescribed Frequency Treated Provider
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Sample Health History Interview with Family, continued

Health Providers and Medical Record Contacts (list Primary Care Provider first)

Professional (MD, PA, etc.) Address Phone
Sleep habits: Diet:
a normal O regular O special (If special, explain
U up & down all night
U early awakening (e.g., 4 am) | Likes:
4 trouble falling asleep
O night terrors Dislikes:
U bed-wetting or soiling

Medical History (include chronic medical conditions, serious injuries, surgeries, hospitalizations,
and dates):

Current and recent health concerns:

Behavioral concerns (include sexual behavior and substance use):
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SAMPLE MEDICAL REVIEW OF SYSTEMS

Source: Jewish Child Care Association

SKIN

O No difficulty O Eczema O Acne O Scars

O Tattoos O Birthmarks O Burns O Warts/lesions
O Excessive bruising O Hair/nail problems

Comments:

NEUROLOGICAL (nerves and brain)

O No difficulty O History of head injury O Concussion

[ Dizziness O Loss of consciousness O Seizures

O Weakness O Abnormal movements [ Tics or vocalizations
O Fainting O Frequent/recurrent headaches

Comments:

VISUAL (eyes and vision)

O No difficulty O Eyeglasses

[ Crossed eyes or “lazy eye” O Problems (pain, redness, itchiness, blurred)
O Corrective surgery O Injuries

Comments:

AUDITORY (ears and hearing)

O No difficulty O Chronic infections O Surgery (tubes)
O Hearing devices O Other (ringing in ears/hearing loss)
Comments:

NOSE AND SINUSES

O No difficulty 0 Nosebleeds O Cold/heat induced problems
O Nasal discharge O Chronic nasal stuffiness O Frequent sinus infections

O Nose injuries (fractures)

Comments:
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Medical Review of Systems, continued

MOUTH AND THROAT

O No difficulty O Recurrent tonsillitis O Hoarseness
[ Tonsils and/or adenoids removed

Comments:

DENTAL

O No difficulty O Missing teeth O Chipped teeth
O Orthodontia O Toothache O Cavities

O Painful swollen gums

Comments:

RESPIRATORY (breathing and lungs)

O No difficulty [ History of tuberculosis or positive TB test
O Smoking O Frequent colds
O Chronic cough O Recurrent pneumonia
O Asthma: If child has asthma, ask the following questions:
Age of onset Triggers: 0O Physical/cold O Dust
Last episode O Pets O Feathers
Medication O Exercise induced O Emotionally induced
Comments: O lliness induced

CARDIOVASCULAR (heart, arteries and veins)

O No difficulty O Heart murmur
O Heart surgery O Palpitations
O Shortness of breath O High blood pressure

O Family history of heart attack or stroke before age 40
Comments:

NUTRITIONAL (food and diet)

O Vegetarian O Eating Disorder O Food allergies
O Overweight O Underweight

O Daily milk/formula intake 0z. O Supplements
Comments:
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Medical Review of Systems, continued

GASTROINTESTINAL (stomach and digestion)

O No difficulty O Constipation [ Diarrhea O Vomiting

[ Indigestion O Lactose intolerance [ Food intolerance [0 Rectal bleeding

O Ulcer O Anal itching 0 Encopresis/soiling [0 Recent weight loss/gain
[0 Describe appetite

Comments:

URINARY (kidneys and urine)

O No difficulty O Bed-wetting O Day-wetting
O Difficulty voiding O Bladder/kidney infections O Frequent urination
Comments:

ENDOCRINE (glands and hormones)

O No difficulty O Does not tolerate heat well O Does not tolerate cold well
O Jittery O Poor growth O Thirsty all the time
Comments:

MUSCULOSKELETAL (muscles and bones)

O No difficulty O Scoliosis

O Joint/muscle pain/swelling O Congenital deformities (toes, fingers, etc.)
O Back pain O Sports injuries (fractures)

O Gait abnormalities O Frequent broken bones ( more than 3 times)
Comments:

SLEEP

O No difficulty O Sleep pattern difficulties O Night walking
O Nightmares O Difficulty falling asleep O Solutions

Comments:
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Medical Review of Systems, continued

FEMALE GENITAL SEXUAL HISTORY

[ Date menarchebegan M__ D Y
0 Average length of period Days
O Breast lumps [ Nipple discharge
O Last GYN/Breastexam M__ D Y
O Number of pregnancies

OO Number of miscarriages

O Previous HIVtesting M__D_ Y
Comments:

O Last menstrual period M__ D Y
O Menstrual cramps
O Vaginal discharge
O STDs (type

O Number of abortions
O Number of live births
O Contraception

MALE GENITAL SEXUAL HISTORY

O Last testicularexam M__ D Y
O Hernia

O Penile discharge

0 STDs (type

[ Contraception

Comments:

[ Pain in penis/testicles

O Penile sores/lesions

O Lumps on or near testicles

O Previous HIVtesting M__ D Y

HEMATOLOGY (blood)
O No difficulty O Anemia

O Bleeding problems

O Abnormal lumps or bumps (enlarged lymph nodes)

Comments:

SEXUAL ABUSE SCREEN

Has the child ever had an unwanted sexual experience? O Yes
O Single partner
O Opposite sex

O Inactive
O Same sex

Sexual Activity:

Comments:

O No
O Multiple partners

SUBSTANCE ABUSE SCREEN
History of use: [ Cigarettes
Comments:

0 Marijuana

O Alcohol O Other drugs
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SAMPLE FAMILY PLANNING NOTICE
Source: Association to Benefit Children, Variety Cody Gifford House

Date:

Dear:

I am writing you this letter to encourage you to set up an appointment with me in order to
discuss Family Planning Services and Human Sexuality. | realize that not all adolescents
are sexually active. However, even if you are not sexually active, you are entitled to have
this information and to have someone that you can talk to about these issues, privately.

If, for some reason, you are unwilling to do so, | am including a packet of information on
places for you to go in order to receive these services. This packet also includes reading
material related to human sexuality and safety. If you decide to use any of the services
offered, please let me know if it was helpful so that | can recommend it to other youth — or
not.

Don’t be surprised if you receive this same request and the same packet every six months.
We would rather be persistent than forgetful when it comes to your health and safety.

Sincerely,

Your foster care nurse
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SAMPLE HEALTH CARE COORDINATION & TREATMENT PLAN (30-45 Days)

Source: Kinship Family and Youth Services

Name of Child: Date of Birth: Date Placed:
M__ D Y M__ D Y
INITIAL SCREENING (24 HOURS)
Appt. Date: M___ DY Where/With Whom
Date Completed: M____ D Y_
Followup: [ 1Yes [ ]No Instructions

If yes, date: M D

COMPREHENSIVE HEALTH EVALUATION

Medical Assessment (includes physical exam, vision, hearing, other screening tests)

Appt. Date: M D Y Where/With Whom
Date Completed: M D Y
Followup: [ 1Yes [ ]No Instructions

If yes, date: M D Y
Dental Assessment

Appt. Date: M___ D Y Where/With Whom
Date Completed: M____ D Y

Followup: [ 1Yes [ ]No Instructions
Ifyes,date: M____ D Y

Mental Health Assessment

Appt. Date: M___ DY Where/With Whom
Date Completed: M___ DY

Followup: [ ]Yes [ ]No Instructions

If yes, date: M D Y
Developmental Assessment

Appt. Date: M D Y Where/With Whom
Date Completed: M D Y
Followup: [ 1Yes [ ]No Instructions

If yes, date: M D Y

Substance Abuse Assessment

Appt. Date: M D Y Where/With Whom
Date Completed: M D Y
Followup: [ 1Yes [ ]No Instructions
If yes, date: M D Y
HEALTH CONCERNS
Physical
Date Identified: Summary of Issue Intervention Plan Dates Reviewed:
M D Y M D Y
[ ]Active M__ D Y
[ ] Stable m_g_i_
Date Resolved: Ve
M D v M__D_ Y
_— M__ D_ Y
Dental
Date Identified: Summary of Issue Intervention Plan Dates Reviewed:
M___ D Y M D Y
[ TActive M__ DY
[ ] Stable m_g_i_
Date Resolved: N
M D v M__D_ Y
_— M__D_ Y
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Sample Health Care Coordination & Treatment Plan (30-45 Days), continued

Developmental

Date Identified:

M__ D Y
[ ]Active

[ ] Stable

Date Resolved:
M__ D Y

Summary of Issue

Intervention Plan

Dates Reviewed:

M D Y
M___ DY
M___ DY
M__ D Y
M___ DY
M D Y

Substance Abuse

Date Identified:

Summary of Issue

Intervention Plan

Dates Reviewed:

M__ DY M D v
[ 1Active M D Y
[ ] Stable m B $
Date Resolved: Y Y
M__ D Y M__ D Y
M__ DY
Medications
Date Identified: Summary of Issue Intervention Plan Dates Reviewed:
M__ DY M D Y
[ ]Active M D Y
[ ] Stable m_g_i_
Date Resolved: v v
M D Y M__ D Y
- — M D Y
Nutrition
Date Identified: Summary of Issue Intervention Plan Dates Reviewed:
M D Y M D Y
[ ]Active M D Y
[ ] Stable m B $
Date Resolved: Y Y
M__ D Y M__ D Y
N M D Y

Sexuality Education

Date Identified:

Summary of Issue

Intervention Plan

M__ DY M D Y

[ ]Active M D Y

[ ] Stable m B $

Date Resolved: S N f—

M DY M__ D Y
M__ DY

Other

Date Identified: Summary of Issue Intervention Plan Dates Reviewed:

M__ D Y M__ DY

[ ]Active M D Y

[ ] Stable m B z

Date Resolved: Y Y

M__ D Y M__ D Y
M D Y
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SAMPLE HEALTH DISCHARGE SUMMARY

Name of Child: Date of Birth: M D Y
Date Placed with Agency: M D Y Date of Discharge: M D Y
PRIMARY CARE PHYSICIAN
Name:
Address:
Phone:
Last Seen: M D Y Reason:
Findings:
SPECIALISTS
Dentist: Mental Health Provider:
Address/Phone: Address/Phone:
Last Seen: M D Y Last Seen: M D Y
Reason: Reason:
Findings: Findings:
Next Appointment: M D Y Next Appointment: M D Y
Other Specialist: Other Specialist:
Address/Phone: Address/Phone:
Last Seen: M D Y Last Seen: M D Y
Reason: Reason:
Findings: Findings:
Next Appointment: M D Y Next Appointment: M D Y
Other Specialist: Other Specialist:
Address/Phone: Address/Phone:
Last Seen: M D Y Last Seen: M D Y
Reason: Reason:
Findings: Findings:
Next Appointment: M D Y Next Appointment: M D Y
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Sample Health Discharge Summary, continued

OUTSTANDING MEDICAL ISSUES

Explain:

MEDICATIONS AT DISCHARGE

Name Dosage Purpose

Prescribed By

INSURANCE

Insurance coverage after discharge:

SIGNATURES

Testament | O have received a copy of the Health Discharge Summary.

Name of
Parent/Guardian

Signature of
Parent/Guardian

Date
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SAMPLE INFORMED CONSENT FOR PSYCHIATRIC
MEDICATION—CHILDREN IN FOSTER CARE

Child’s Name: DOB: Age:

Responsible Agency

Name: Address:

Prescribing Medical Practitioner

Name: Title: Address:

Medication (use a separate consent form for each psychiatric medication)

Brand Name: GenericName: _____ Dosage Range:

Diagnosis/Symptoms to be treated

Anticipated outcome and timeframes

Possible side effects

Alternative treatments provided or considered

Medication Monitoring Plan (check as applicable):

_X_ Clinical appointments required (specify frequency)

___Laboratory tests (specify type and frequency)

| hereby consent to the administration of the above-named medication. | have reviewed the
information above and attached, been provided an opportunity to ask questions, and have considered
both the benefits and risks of this course of treatment. | understand that | will be informed if significant
side effects develop, and if this medication is discontinued.

Signature Print name Date Relationship to child

Signature Print name Date Relationship to child
If | have any questions, | may contact the following people:

Name Title Phone #

Name Title Phone #

Attachment: Drug Fact Detail Sheet (http://www.nami.org/)
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GUIDELINES FOR VOLUNTARY AGENCIES
REGARDING INFORMED MEDICAL CONSENT
FOR BEHAVIORAL/PSYCHOTROPIC MEDICATION

Purpose: The purpose of these guidelines is to describe when and how to obtain informed medical
consent for behavioral/psychotropic medication recommended for children in foster care following
admission to a voluntary agency.

For detailed information about medications and the informed medical consent process, see the NYS
Office of Children and Family Services manual “Working Together: Health Services for Children in
Foster Care,” Chapters Five and Six. The manual is available on the OCFS website at
http://www.ocfs.state.ny.us/main/sppd/health_services/manual.asp. Refer also to the Informational
Letter 08-OCFS-INF-02 “The Use of Psychiatric Medications for Children and Youth in Placement;
Authority to Consent to Medical Care” at http://www.ocfs.state.ny.us/main/policies/external/.

Obtaining Informed Medical Consent For Behavioral/Psychotropic Medication From the
Parent/Legal Guardian:

» Voluntary agency staff are expected to enable parents/legal guardians who maintain legal
guardianship to have the opportunity to provide informed medical consent; for example,
encouraging their participation in medication review meetings and accompanying their
children to medical appointments.

» If the parent/legal guardian who maintains legal guardianship is not present when a
recommendation is made to begin or to change a prescribed psychotropi