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INTRODUCTION

Kentucky’s mental health and social services agencies serve many of the same families and share similar philosophies, including the importance of involving families in the design and direction of the services they receive.

As a result, the agencies have been working together for more than a decade to coordinate and improve their community based services in Kentucky’s 120 counties. A committee developed guidelines for collaboration in 1990; those guidelines were expanded and revised in 1997. 

This 2004 update is based on the changing needs of the agencies and the populations they serve. Its purpose is to educate staff from both agencies about

· their respective roles when they share clients; 

· the services provided by each agency, and what staff must take into account when providing those services;

· practical ways to assist each other so that Kentucky families are served in the most effective and efficient ways.

Both agencies are part of the Kentucky Cabinet for Health and Family Services. Their work breaks down this way:

· The Department for Community based Services is responsible for everything from child abuse to home care for aging Kentuckians and operates local offices in every county in the state.

· The Department for Mental Health and Mental Retardation Services is responsible for mental health, substance abuse, and support for the mentally disabled. 

Both agencies organize their community based work into districts which oversee services in all 120 counties. The Department for Community based Services has 16 service regions, administers its own regional and local offices and hires its own employees. The Department for Mental Health and Mental Retardation contracts with 14 private, non-profit boards to oversee its local services. These Regional Mental Health and Mental Retardation Boards are commonly known as community mental health centers.

Organization of this report:

   Part 1 describes the structure of the two departments and the regional boards. 

   Part two sets out guidelines for their collaboration. 

   Part 3 provides information on evaluations and assessments for children and adults.

   Appendices include a model case agreement, form templates, and other resources.

PART ONE

The Partners

Department for Mental Health and Mental Retardation Services

This department is responsible for assuring that all Kentuckians have access to adequate mental health, mental retardation and substance abuse services. 

To provide many of those services, the department contracts with 14 Regional Mental Health and Mental Retardation Boards, commonly known as community mental health centers, which serve all Kentucky counties. The department routes state and federal funding to the centers; it also monitors their work and offers technical assistance.

In the area of mental health, the department funds the centers to serve people in priority populations who do not qualify for Medicaid or other financial supports. Those populations include adults with severe mental illness, children with severe emotional disabilities, victims and perpetrators of physical and sexual abuse, individuals in the custody of the state and families who receive protective services from the Department for Community based Services.

In the area of substance abuse, the department also funds center services for priority populations. The populations include pregnant women, intravenous drug users, persons infected with HIV or hepatitis and people referred from the Department for Community based Services.

The department also funds center services in the area of mental retardation; however, there are no designated priority populations.

In addition to serving clients of the community mental health centers, the department administers or oversees state mental retardation facilities, state adult mental hospitals, the state’s correctional psychiatric facility and one substance abuse residential treatment program. 

Regional Mental Health/Mental Retardation Boards

State law sets up the network of private, non-profit Regional Mental Health and Mental Retardation Boards that operate community mental health centers throughout Kentucky. The boards’ 14 geographic regions mainly match the Department for Community based Services’ 16 service regions except for Jefferson County and Fayette County, which are considered their own service regions by the Department for Community based Services.

The centers provide services in mental health, mental retardation and substance abuse, largely through contracts with the state Department for Mental Health and Mental Retardation. Each center serves several Kentucky counties.

In the area of mental health, the centers are required by Kentucky law to provide outpatient, emergency, consultation, education and partial hospitalization services. In regard to substance abuse, Kentucky law authorizes the Cabinet for Health and Family Services to assure that  prevention, intervention,  detoxification, rehabilitation on an inpatient or outpatient basis, therapeutic programs for family members, training programs for personnel working in the field and programs for those guilty of DUI (driving under the influence ) are provided The Department for Mental Health/Mental Retardation Services contracts with the community mental health centers to provide most of these services.

Each board has an executive director who supervises the staff of the board’s community mental health center, which may operate in several locations throughout a region. In addition to state and federal funding received through the Departments of Mental Health and Mental Retardation and Community based Services, the boards also get funds from Medicaid, insurance companies and clients (based on their ability to pay). In addition, the Department for Community based Services contracts with the centers for some services.

Department for Community based Services

The Department for Community based Services has field offices in each of Kentucky’s 120 counties, which are organized into 16 service regions. The department provides services in many areas, including:

· Adoption

· Child protection

· Home care and other services authorized by the Older Americans Act

· Foster care

·  Emergency shelter

· Family Preservation and Reunification

· Adult protection, including spouse abuse

· Child day care

· Homemaker services

· Case management

In addition to providing family support and protection, the department’s local offices must arrange for other kinds of services including alternate care, crisis intervention, individual and family counseling, parent education and preparation of adolescents for independent living. The department also ensures that there are appropriate treatment programs for children who are committed to the care of the state.

As a result, the department collaborates with the community mental health centers in several areas. Community based Services contracts with the centers for certain services and may also refer families to other programs offered by the centers.

The department and the centers also are required by law to work together to serve children with severe emotional disturbances in the Kentucky IMPACT program.

PART TWO

The Collaboration

Collaboration is the key when the community mental health centers and Department for Community based Services share clients. It is also required by law in some areas, such as investigations of child abuse and treatment of children with emotional disabilities.

Written collaboration agreements help staff members understand the roles, resources and expectations of each agency. Such agreements are most effective when the agencies, at all levels, have formally committed to providing the resources necessary for a positive relationship. In addition, it is critical that:

· Agency staff members understand and value the roles and abilities of staff from the partnering agency.

· Each agency designates a staff member to act as liaison with the partnering agency.

· The expertise, knowledge and skill level of staff from both agencies are maximized by sharing resources, including training opportunities.

· Agency staff members at both the regional and case level meet regularly, both formally and informally. They should also communicate routinely in person, by phone and email.

· The collaboration agreements outline referral procedures and agency roles.

· There is an expressed commitment at all levels of each agency to consistently follow procedures as outlined in the written agreements.

   Tools provided in this booklet to assist in collaboration are:

· expectations for staff and supervisors who are collaborating;

· a model agreement for general collaboration (Appendix page 51);

· tip sheet for use when agencies are exchanging information about a case (Appendix page 58).

Expectations

Staff Expectations

1. Staff of both agencies will prioritize referrals from each other and schedule initial appointments based on client needs.

2. For clients in priority populations, staff of both agencies will negotiate about services to be provided and collaborate on providing them. Agency staff will also complete a written agreement between the agencies to exchange information. 

3. Staff of both agencies will communicate monthly or more often to establish and maintain effective working relationships. This communication may take place at family team or treatment planning meetings, by phone or in other ways. The agencies will also collaborate closely during client crises. 

4. Staff of both agencies will share or request information in a timely way, particularly regarding significant events or requirements (such as client moves, court dates, due dates for reports).

5. Staff of both agencies will inform each other about the pending closure of a case and negotiate if they do not agree on closing it.

6. Staff of both agencies will routinely review their working relationship, identify any problems and collaborate to resolve them. If staff members are unsuccessful at resolving the problems, they will ask for assistance from their immediate supervisors.

Supervisor Expectations

1. Supervisors will routinely communicate with their counterparts in the other agency to establish and maintain effective working relationships. 

2. Supervisors of both agencies will routinely review their working relationships, identify any problems and collaborate to resolve them. If they are unsuccessful at resolving the problems, they will ask for assistance from their immediate supervisors.

3. Supervisors will promptly communicate with their supervisors about any issue which appears to have implications for the functioning of the larger service system or for collaboration practices.

4. Supervisors will make sure that all referred cases are followed up on in a timely manner.

5. Supervisors will make sure that all staff members read and understand this manual and the significance of collaboration agreements.

6. Supervisors will convene staffs semi-annually, at a minimum, to facilitate communication. This is a shared responsibility.

Procedures 

1. When requesting services from a community mental health center, the Department for Community based Services (DCBS) will provide:

a. Full identifying information of the client

b. Specific regarding reason for DCBS involvement

c. The reason for the request, including the specific service(s) requested (emergency requests should include the reason for the emergency)

d. The desired outcome of the service(s) provided by the center

e. Court information, investigations, current charges and/or previous convictions

f. Information regarding substance abuse

g. Previous psychiatric, psychological or biopsychosocial or medical assessments, if available

h. Appropriate and signed release-of-information forms

i. Any other pertinent information 

2. Staff from the department may participate in the client’s first session at the center. That decision will be negotiated by staff from both agencies. 
3. Both agencies will complete exchange-of-information agreements.

4. Both agencies will provide the other with timely information about changes in status, to include client moves; changes in a client’s psychiatric condition; amendments to the agency’s service plan; court and hearing dates.

5. Every three months, the community mental health center will provide DCBS a written update of the client’s treatment plan and progress.

6. DCBS will provide the community mental health center with a copy of all client service plans as they are completed.

7. Both agencies will attend, if possible, all meetings, hearings and conferences regarding their client. 

8. Both agencies will provide documents and reports requested by the other agency on a timely basis.

Possible Content in Local Interagency Agreement

· Protocol for referrals to/from each agency.

· Specifics of written reports requested by each agency, including time frames.

· Description of services and locations of each agency.

· Clear expectations of communication when sharing children and families.

· Responsibility of payment for services to individuals without available funding source.

· List of service fees.

· Agreed upon service definitions.

· Delineation of responsibility when there is active court involvement.

· Designation of primary tasks (to either DCBS or CMHC primary staff) when collaborating. Such as coordinating meetings, writing up reports, response to crisis situations, etc.

· Approved forms to be used by each agency.

PART THREE

Evaluations 

The Department for Community based Services and community mental health centers each serve adults, adolescents and children who may have multiple challenges, including:

· A history of severe childhood abuse (physical, sexual and/or emotional)

· Substance abuse

· Mood disorders such as depression and anxiety

· Poor cognitive processes

· Profoundly disturbed personal relationships

· Restricted range of emotion

· Disturbed behavior

· Other major mental health problems, including severe thought disorders

Collaboration often begins when a DCBS staff member refers a client to a center for an evaluation related to one or more of these challenges. From this point on, the roles of the two agencies are distinct but also interdependent. In regard to child protection, for instance, DCBS staff is responsible for determining if abuse or neglect has occurred and to initiate appropriate protective steps, including the termination of parental rights. The center’s clinician has specific insights to contribute to this process. However, the clinician may not be able to provide all of the answers DCBS is seeking. This may be frustrating for DCBS staff members who must make important decisions about a child’s best interests.

At the same time, the clinician is responsible for acting in the best interest of his client in the therapeutic relationship. There may be inherent conflicts, then, in what is best for a parent in treatment and what is best for a child whose interests are being protected by the department. 

These issues require clear communication and an understanding of the respective roles of both agencies.  

Guidelines 

Collaboration during a referral will be easier if staff from both agencies understand: 

· The context of the referral.

When requesting an evaluation, DCBS staff members should clearly state the reason for it. (An evaluation to determine the appropriate treatment for mental illness, for instance, will be done differently from one to determine whether parental rights should be terminated.)

· The importance of accurate data.

A thorough biopsychosocial history is essential in forming clinical impressions. Often this history will be the most informative and useful part of the evaluation. Gathering accurate, detailed information may require the participation of the DCBS staff member as well as the parent and child.

· The need for specificity.

Recommendations to DCBS staff members should be specific, measurable and jargon-free (general recommendations, such as “could benefit from counseling,” can be confusing.)

· How to handle inferences.

Inferences about a client’s thinking, feeling or behavior are often made in evaluations. These inferences may be accompanied by qualifiers such as “might” and “probably.” To give the DCBS staff member a clear idea of how to apply these inferences to decision making, it is most helpful if the clinician cites details that support the inferences or explains the relevance of the inferences for DCBS purposes. Here are some examples:

· The client appears to be uncomfortable when separated from mother.

More helpful description

It would appear that the client is uncomfortable in being separated from mother as evidenced by inconsolable crying when she leaves the room, clinging to her if she moves toward the door and continually checking outside the door to make sure that she is still present in the building.

· The client seems to be feeling low and probably has little hope for her future right now. The client seems mostly sad and might have trouble with motivation.

More helpful description
Themes of hopelessness occurred throughout the client’s assessment. Test scores, low energy and sadness indicate the client is seriously depressed. The client is likely to have difficulty following through with service goals for the family due to the client’s current depression.

· Placement considerations. 

When asked for an evaluation to help guide the placement of a client in a foster home, residential facility or the care of a relative, 
the clinician should describe the characteristics of an appropriate facility rather 
than name a particular one. (However it is helpful to informally share information about specific options that may work for the client if the clinician is aware of such.) 

Factors that DCBS will consider, and which the clinician 
should keep in mind, include:

· the level of structure or restrictiveness that the client requires

· the importance of proximity to family, if family is expected to visit frequently or to be involved with the plan of care

· specific client characteristics that should be addressed or observed by the home or facility that will receive the client

· evidence of treatment approaches that seem to have worked or failed in the past and suggestions for a current approach.

· How behavioral consultations will be used. 
DCBS staff members may ask for a consultation from the center about how to handle a client’s behavior. The consultant’s report should include specific interventions or techniques that might prove useful with the client. For example, the report could document when and how to use time-outs for a client or map out a hierarchy of positive reinforcements for productive behavior. In some cases a DCBS staff member may choose to request training in how to implement recommendations correctly or the clinician may identify training opportunities for the staff member.

· The importance of sharing preliminary impressions. 

A review of preliminary findings by staff members of both agencies (by phone or in person) could help to clarify incorrect information or the need for further specificity in the center’s recommendation. 

Protocol for Referrals

1. Referrals from the Department for Community based Services to a community mental health center must be in writing and accompanied by a signed Release of Confidential Information form (if DCBS will need follow-up information).

2. In emergencies, a telephone referral may be made by DCBS with the understanding that a written referral will be made the next day.  Emergencies involve immediate and substantial risk to the health or safety of individuals.

3. In cases where a child is in the care of the state, referrals should be accompanied by documentation describing the type of custody (such as a court order).

4. The written referral should include all of the following items:

a) Full identifying information for the client including full name, address, telephone number, alternate contact person and contact telephone number if available.

b) The name, office address and telephone number of the department staff member making the referral and staff member who will be responsible for the case (if different from the person making the referral).

c) The circumstances of the referral:

· Presenting problem (behaviors or problems which suggest the need for mental health/substance abuse evaluation or services).

· Status of the department case (such as abuse investigation under way, placement needed, court hearing pending, etc.).

· Relevant court information. If the client is under a court order, the nature and jurisdiction of the order should be included.

d) The specific reason for the referral.  Was it made to assist in preparing court action – thus the department is seeking expert opinions or witnesses – or to determine treatment recommendations?

e) The specific question(s) the department would like to have addressed by the center staff member who is conducting the evaluation/assessment. This should be included in the summary. 

f) The approximate or known date for action regarding the case (such as court dates).

5.   The department staff member should also be available to help complete the biopsychosocial history and/or answer other questions posed by the center staff.

6.   Staff from both agencies should discuss whether the client should see the same clinician for both evaluation and treatment, if treatment is recommended. In some cases, the client may choose to continue to work with the evaluator in counseling. However, if the evaluation produces information that the client views as negative (such as in a case involving parental rights), one of the agencies may prefer that treatment be done by a different clinician or service site, to assist the client in establishing a therapeutic relationship and/or to reduce any possible prejudice in the treatment process. Such arrangements should be in the client’s case plan and explained to the client.

Protocol for Reports

1. The clinician should make sure that the client referred by the Department for Community based Services has signed a Consent for Treatment and Authorization for Release of Confidential Information form before proceeding with the evaluation/assessment.

2. Except in an emergency situation, the clinician should not proceed with a department referral unless the referral is in writing.  In all cases where a child is placed in the custody of the state, the department should supply appropriate documentation specifying the type of custody (such as a court order).

3. In emergency cases, the clinician should provide necessary services with an understanding that the DCBS staff will follow up with a written referral the next working day.  Emergencies should be interpreted to mean situations of immediate and substantial risk to the client or others. Emergencies do not include a court request for quick information when there is no crisis, or late planning by the referring parties.

4. The clinician should identify the client accurately and completely in the written assessment/evaluation.

5. The report should identify the reason for the evaluation/assessment and the nature of it (such as biopsychosocial, psychological, psychiatric, substance abuse, parenting, etc.). It should also list the number of sessions, the identity of informants and sources of information used.

6. Prior to finalizing the assessment/evaluation summary it may be helpful for the clinician and department staff to review the preliminary findings as a means of clarifying any new or incorrect information or the need for further details in the recommendation.

7. The report should summarize findings and recommendations, including:

a. Specific diagnostic information (all five axes with DSM-IV codes and descriptors).

b. DSM-IV codes and descriptor for any substance abuse assessment/evaluation. 

c. Specific and measurable recommendations whenever possible.  If treatment is recommended, indicate the type of care that is needed, the issues to be addressed, possible barriers to service and the intensity and anticipated length of treatment.  If a specific type of therapy is indicated, this should be specified.

8. The report should include a cover letter indicating the evaluator’s availability for follow-up questions.

TYPES OF EVALUATIONS

Community mental health centers commonly provide three major types of mental health evaluation: biopsychosocial, psychological and psychiatric. All three share certain characteristics (such as a mental status exam that is aimed at assessing thinking, feeling and behavior) but differ in important ways. DCBS staff must clearly understand the evaluations to best serve their clients. Here are brief descriptions of each:

Biopsychosocial Evaluation 

This is generally an unstructured history and assessment from a person from a mental health perspective and may be performed by individuals holding certification or licensure in state-recognized mental health fields including psychology, social work, marriage and family therapy, professional counseling and art therapy, or by individuals meeting Medicaid requirements to be “professionally equivalent” to perform psychotherapy functions.
In most cases, the biopsychosocial evaluation consists of a narrative of the individual’s presenting concerns, living situation, socioeconomic circumstances, educational level and/or adjustment to school, vocational adjustment, family history, marital and other relationship history, history of use and/or abuse of substances, history of victimization or perpetration of abusive behavior, health issues, key strengths and needs. It will also include preliminary diagnostic information, a list of major problems, a mental status exam and recommendations regarding interventions or behavioral goals.

One benefit of this evaluation is its versatility -- it is as likely to be as useful with a child as with an elderly person. Another is its applicability. It is the least structured of all mental health evaluations and thus can be customized easily. However, its usefulness depends on the questions asked of the evaluator in the referral. An open-ended request for a mental health assessment, for instance, will produce a more general report than a request for an assessment of a person’s skills in a particular area.

Special note for substance abuse cases: In cases of a positive finding from the substance abuse screening conducted by DCBS, or when the presenting concern clearly indicates major involvement of substance abuse, a substance abuse and supplementary biopsychosocial assessment will be conducted by a certified alcohol and drug counselor or other qualified professional.

As a general rule, the biopsychosocial evaluation should serve as the first step in an evaluation/assessment process. The evaluator should be able to discern the need for further evaluations such as a psychiatric or psychological assessment. 

The biopsychosocial evaluation should state an opinion about the client’s functioning as an individual, interpersonally, educationally and vocationally. To a lesser degree than a psychiatric evaluation, it will describe mental and emotional qualities. In most instances, it provides a useful profile of a person from the mental health perspective as well as realistic recommendations about how to deal with a client’s behavior.

Psychological Evaluation

This evaluation includes both structured and unstructured components. Typically it will include a narrative of the client’s history (unstructured) as well as a report on findings from a variety of standardized, research-based tests used to diagnose and characterize an individual’s thinking, functioning, feeling and behavior (structured). 

These evaluations must be performed by individuals authorized by the Kentucky Board of Psychology to perform such evaluations.

Psychological evaluations make use of a variety of tests, inventories and other assessments. The questions asked in the DCBS referral will affect the selection of tools and therefore the answers that will be available. A general request for a “psychological evaluation” typically inspires a middle-of-the-road report based on the person’s history and two or three assessments, and may result in a very general opinion. The value of the psychological evaluation is greatly enhanced if DCBS can formulate the request in terms of one or more of the following questions:

· What is the person’s primary diagnosis or mental disorder? 
Typically a biopsychosocial evaluation will offer a diagnosis; however, in complicated or multi-problem cases, a psychological evaluation can help differentiate between diagnoses. Thus, the request or referral should describe the range of behavior(s) involved so that the examiner is looking to distinguish between, for example, social avoidance and schizoid withdrawal. The psychologist may also be able to judge whether the person is “faking” a disorder or is truly disturbed. The more information relayed by the department to the examiner, the more useful the evaluation is likely to be.

· What is the person’s intellectual functioning? 

A psychological assessment plays an important role in determining intellectual functioning. The evaluation may include an IQ estimate. At the same time, IQ scores may be profoundly affected by other psychological characteristics. Thus, intellect will be assessed in the context of the individual’s personality and functioning. It is important to note that a diagnosis of mental retardation is never based on an IQ estimate alone, but is only made within the context of a larger functional assessment.

· Does the person have specific learning disabilities? 

A psychological assessment may determine the presence of a learning disability in specific areas of performance. It can detect specific features of a learning disability and distinguish between impairments in visual and auditory learning disabilities. Not all psychologists are trained to do such assessments; referring DCBS staff members may wish to ask about the examiner’s expertise or seek advice about where to request the evaluation. For children, the school system can generally perform these types of evaluations.

· Does the person have organic impairments as the result of trauma or drug usage? 

Neuropsychological assessments can evaluate specific areas of brain functioning as a way of deducing the presence of an injury to the brain tissue (an organic factor) that may affect the client’s functioning. Few psychologists are trained in this subspecialty and few mental health professionals are trained adequately to know when to ask for this kind of assessment. Neuropsychological assessment can, however, be extremely useful when DCBS has questions about the effects of head injury, stroke or damaging substance abuse with a particular client.

It is critical that the results of psychological assessments be interpreted by someone qualified to do such an assessment. It is also important not to rely on the results of a single test, but to rely on the results of a battery of tests. No single psychological assessment is designed to render a complete portrait of a person’s mental or emotional functioning. Even highly reliable tests such as the MMPI, used in isolation, may greatly distort the real picture. (The MMPI is the Minnesota Multiphasic Personality Inventory and is often used to detect personality problems and symptoms.) 

Psychiatric Evaluation

The psychiatric evaluation is performed by a medical doctor with psychiatric residency training. In most cases, it should be reserved for those cases where it is critical to have a medical opinion. Referring agencies would be advised to request a biopsychosocial evaluation first; the biopsychosocial evaluation will, in most cases, indicate whether a psychiatric evaluation is needed.*

The psychiatric evaluation is most useful when the psychiatrist is informed about what it will be used for and has expertise with the problems presented by the case (a geriatric psychiatrist, for instance, may not deliver a very useful evaluation of a child). 

The evaluation is based on an interview, portions of which are semi-structured. The report usually consists of a narrative of the presenting problem, a history of the person’s development in social, educational and vocational areas, a history of psychological adjustment at critical stages, a review of physical health, and a description and analysis of the mental status of the individual.

A child psychiatric evaluation will include much more information on psychological, physical, learning and coordination development than an evaluation of an adult. Child psychiatry specialists will rely heavily on observations of the child while performing standardized tasks. Furthermore, the evaluation will include information on the mother’s pregnancy, alcohol or drug abuse in utero, the parents’ behavior toward the child, the parents’ understanding of parenting and any pathologies or deficits that may be present in the parents.

In regard to DCBS clients, limitations of the psychiatric evaluation are that family dynamics may not receive a strong emphasis because of the psychiatrist’s orientation toward biological aspects of a disorder. In addition, the psychiatrist’s recommendations may focus more the medical and psychiatric needs of the client, or on the client’s fundamental competency, than on specific methods of handling the person’s behavior non-medically.

In addition, different psychiatrists may identify different disorders in the same individual. The Diagnostic and Statistical Manual of Mental Disorders helps eliminate subjectivity, but disorders sometimes have overlapping characteristics. It is also possible for a client to have more than one disorder or diagnosis.

*In addition, a biopsychosocial evaluation which recommends a psychiatric evaluation makes it more likely that Medicaid will cover the cost of the psychiatric evaluation.

Special note about mental status exams:  A mental status examination may be part of the biopsychosocial, psychological or psychiatric evaluations. This examination explores evidence of a person’s ability to do abstract thinking, recall facts and events, exercise sound judgment, and produce thinking that is meaningful, relevant and responsive to the interviewer. It also can yield information about a person’s feelings and the degree to which his or her emotions are consistent with thinking and behavior. In some instances, the examination will include a brief neurological examination that consists of a series of questions and tasks put to the individual to gain information regarding the possibility of neurological deficits. If such an examination suggests problems, it is usually followed up with technological evaluations such as an EEG, CAT scan or MRI.

Mental Retardation Evaluations

Psychological evaluations address the intellectual functioning and adaptive behavior of a person who is or may be mentally retarded. They may be used to determine whether mental retardation exists; how it affects a person’s ability to function intellectually, physically and socially; and what supports the person needs from family, school and the community. The evaluations are typically conducted every three years or more often for mentally retarded people who have not reached adulthood. 

Typical symptoms of mental retardation include failure to meet intellectual developmental markers; persistence of infantile behavior; lack of curiosity; decreased learning ability; and inability to meet the educational demands of school. Evaluations of mental retardation are typically prompted when:

· Parents first become aware of a child’s problem. 

· A child first enters school, which may also be the first time that mild impairments are noted.

· Decisions are being made later in childhood about school and community supports.

· There is a behavior or academic crisis at home or in school.

· Residential treatment is sought. The most frequent reason for residential placement is problem behavior, particularly physical aggression and self-injury. Another common reason is when parents die or become unable to care for their child with mental retardation.

· Parents need to be made aware of their rights (under federal education laws, for example).

Parents are the primary audience of any such evaluation, even if it is requested by a government agency; thus the report should be in language that is easy for the family to understand.

Mental Retardation Definition

In general, mental retardation is defined as below-average general intellectual function with associated deficits in adaptive behavior that occurs before age 18 (exact definitions are included in the appendix). Relevant skills include communication, self-care, home living, social skills, community use, self-direction, health and safety, functional academics, leisure and work. 

There are four general categories of mental retardation – mild, moderate, severe and profound. Generally these categories are associated with scores on intelligence tests – 50-55 to 70, mild; 30-35 to 55, moderate; 20-25 to 35-40, severe; below 20-25, profound. IQ scores are not the sole determinant but are required for the diagnosis; evaluators give the greatest weight to deficits in intellectual function and adaptive behavior.

In addition, about 30 percent of people with mental retardation also have other mental disorders. If so, the psychological evaluation may produce a dual diagnosis. These additional disorders can be masked by the individual’s intellectual, behavioral and communication limitations. They may include developmental disorders, dementia (as the result of brain damage after age 18), adjustment disorders after a major stressor and psychotic disorders.

Finally, when diagnosing infants and preschoolers, the evaluator will take care to distinguish between mental retardation and developmental delay. Only when both cognitive ability and adaptive behavior are significantly below average is a diagnosis of mental retardation appropriate. Typically, children under the age of two are not given a diagnosis of mental retardation unless the child’s deficits are severe and/or the child has a condition that is highly correlated with mental retardation (such as Down syndrome).

Elements of the Evaluation

Psychological evaluations generally include informal assessment which includes interviewing and norm-referenced tests. 

A. Interviews. Assessments frequently rely on information from adults who have a history of significant interaction with the person being assessed – usually parents and teachers. Serious doubts about the credibility of an informant may invalidate this part of the assessment.

B. Norm-referenced tests. These assessments may vary in usefulness based upon the level of mental retardation. They fall into four categories:

1. Developmental assessment tools: 

a. Wechsler Intelligence Scale for Children-III (WISC-III), Wechsler Preschool and Primary Scale of Intelligence – Revised (WPPSI-R) and the Wechsler Adult Intelligence Sale – Revised (WAIS-R). These are widely used and reliable measurements of milder forms of intellectual retardation; they are not appropriate for more serious mental retardation. The WISC-III is commonly used by school psychologists.

b. Stanford-Binet Intelligence Scale Fourth Edition. This is also a widely used and reliable measurement of milder forms of intellectual retardation which can detect more significant limitations than the Weschler Scales. It is often used by school psychologists. However, it may not be appropriate for individuals with communication and/or physical disabilities.

c. Bayley Scales of Infant Development. Often this is used to determine whether a child is developing normally and provides for early diagnosis and intervention in cases of developmental delay. These scales can also be used to qualify a child for special services and/or demonstrate the effectiveness of those services.

d. Differential Ability Scales. This is designed to measure specific, definable cognitive abilities and to provide profiles of strengths and concerns. Many of the subtests are not appropriate for students with severe sensory or motor disabilities.

e. McCarthy Scale of Children’s Abilities. This measures general intelligence and some adaptive skills in young children.

2 Adaptive behavior assessments:
a. American Association of Mental Retardation Adaptive Behavior Scale. There are two versions of this scale, one for school use. Both versions assess the manner in which individuals cope with the natural and social demands of their environment. It is one of the few tests available as a measure for persons with disabilities in the area of adaptive behaviors and factors.

b. Vineland Adaptive Behavior Scales (VABS). This can be used for children and adults and measures social competence in several areas.

c. Adaptive Behavior Inventory for Children (ABIC) and Adaptive Behavior Scales – Public School Version (ABS-PS).  These measure a child’s performance in social roles; the public school version produces a profile which may be helpful in developing an educational program for a child. 
d. Scales of Independent Behavior Revised (SIBR) provides a comprehensive assessment of both adaptive behavior and problem behavior.

e. Inventory for Client and Agency Planning (ICAP). This can be a valuable tool for determining eligibility, planning services, evaluating, reporting progress, or for use in funding reports.

3. Achievement tests:

a. Woodcock-Johnson Psycho-Educational Battery-Revised. This is a battery of standardized tests measuring cognitive abilities, scholastic aptitudes and achievement.

b. The Wide Range Achievement Test – Revised (WRAT-R). This measures the codes needed to learn the basic skills of reading, spelling and arithmetic.

c. Kaufman Tests of Educational Achievement (K-TEA). This measures the school achievement of children and adolescents.

d. Wechsler Independent Achievement Test II (WIAT-II). This is considered an important measurement tool in achievement skills assessment, learning disability diagnosis, special education placement, curriculum planning and clinical appraisal for preschool children through adults.

4. Other

a. Peabody Picture Vocabulary Test-Revised (PPVT-R). This measure of verbal ability is particularly useful for children with language-based disabilities.

b. Columbia Mental Maturity Scale. This is a measurement of the functional capacities that are basic to learning, problem solving and responding to new situations. It can be useful for educators, employers, counselors and psychologists

c. Leiter International Performance Scale. This is a nonverbal intelligence test which was originally designed for deaf children but is often used with a child who cannot, or will not, communicate in a verbal way.

Additional Definitions

There are various definitions of retardation under state law and within the community of providers. They include:

· State of Kentucky (KRS 210.005). Mentally retarded person means a person with significantly sub-average general intellectual functioning existing concurrently with deficits in adaptive behavior and manifested during the developmental period.

· American Association on Mental Retardation (AAMR). Mental retardation is a disability characterized by significant limitations both in intellectual functioning and in adaptive behavior as expressed in conceptual, social and practical adaptive skills.  The disability originates before age 18. The following assumptions are essential to applying this definition:

· Limitations in present functioning must be considered within the context of community environments typical of the individual’s age peers and culture.

· Valid assessment considers cultural and linguistic diversity as well as differences in communication, sensory, motor and behavioral factors.

· Within an individual, limitations often coexist with strengths.

· An important purpose of describing limitations is to develop a profile of needed supports.

· With appropriate personalized supports over a sustained period, the 
life functioning of the person with mental retardation generally will improve.

· Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV). There are three criteria for a diagnosis of mental retardation:

· Significantly sub-average general intellectual functioning: an IQ of 70 (or up to 75) and below on an individually administered IQ test. For infants, this involves a clinical judgment since available IQ tests do not yield numerical IQs.

· Significant impairments in adaptive functioning such as the person’s effectiveness in meeting the standards expected for his or her age by his or her cultural group in areas such as communications, social skills, use of community resources, self-direction, functional academic skills, work, leisure, health and safety.

· Onset before the age of 18.

There are also several degrees of severity outlined in the DSM-IV. They are used with caution and never in the absence of a functional assessment. The degrees of severity are defined as:

· Mild: IQ 50-55 to approximately 70

· Moderate: IQ 35-40 to 50-55

· Severe: IQ 20-25 to 35-40

· Profound: IQ below 20 or 25.

· Unspecified mental retardation: Used when there is a strong presumption of mental retardation but the person is untestable by standard IQ tests. This may be the case when children, adolescents or adults are too impaired or uncooperative to be tested. It may also be the case in infants when there is clinical judgment of significantly sub-average intellectual functioning but the available tests do not yield a score. In general, the younger the age, the more difficult it is to make a diagnosis of mental retardation.

Substance Abuse 

Resources

Prevention

Providing up-to-date information on alcohol and other drugs is an important aspect of the caseworker’s role. Since many, if not most, clients in your caseload are at-risk to either develop substance abuse problems or to be affected by someone else’s use, it is important that they receive accurate information about this issue. Good sources of information are the Regional Prevention Centers located across the state. The centers can provide you with information on virtually every aspect of alcohol and other drug abuse, from the effects of drugs on the brain to healthy alternatives to using. To find a Regional Prevention Center near you, call 800-432-9337 or go to: http://mhmr.chs.ky.gov/preventatodky/regional.asp
Intervention

Early Intervention Programs are educational programs for youth who are at-risk to develop substance abuse problems. Adolescents who answer positively to questions on the CRAFFT but do not require an assessment or adolescents who did not have a positive response but are using substances may be appropriate for this program. For more information about the Early Intervention Program, call 859-622-1227 or go to: http://mhmr.chs.ky.gov/sa/eip.asp
Screening vs. Assessment

If screening is a brief evaluation to determine the possibility of substance abuse, an assessment is a more thorough gathering of historic and current information to determine the nature and extent of the problem. The goals of an assessment are to make a diagnosis, identify strengths, supports and other problem areas, and make recommendations for treatment when necessary. Assessments should be performed by trained and experienced professionals. Not every client who receives an assessment requires treatment. And not every client who requires treatment needs the same type of treatment. Treatment options available in Kentucky include outpatient, intensive outpatient, inpatient, residential and transitional. For more information about treatment resources in Kentucky, go to:

http://mhmr.chs.ky.gov/sa/resdir.asp
Recovery

Recovery from chemical dependency is a lifelong process. Relapses are common for individuals recovering from this illness. Caseworkers can play an important role in preventing relapse. Encouraging positive communication within the family, suggesting healthy alternatives to using drugs and helping clients find support systems within their community, e.g. friends, self help groups and other local resources, are examples of relapse prevention activities. Clients who relapse may need to re-enter treatment. It is not unusual for individuals to attempt multiple treatment episodes before achieving long term sobriety. For more information: http://www.treatment.org/Taps/Tap11/tap11chap9.html
ADULT Substance Abuse Screening Tool

(for use by DCBS workers)

These screening questions are to be completed on CPS investigations/FINSAs and on all open CPS cases.

The UNCOPE is an evidenced based screening tool which provides a simple and quick means of identifying risk for abuse and dependence for alcohol and other drugs. (Source: Evince Clinical Associates, 800-755-6299, www.evinceassessment.com)

Name of client:__________________________________________________________

Have you spent more time drinking or using than you intended to? 

Yes   No

Have you ever neglected some of your usual responsibilities because of 

using alcohol or drugs?







Yes
No

Have you felt you wanted or needed to cut down on your drinking or

drug use in the last year?







Yes
No

Has anyone objected to your drinking or drug use?



Yes
No

Have you found yourself thinking a lot about drinking or using?

Yes
No

(Preoccupied)

Have you ever used alcohol or drugs to relieve emotional discomfort 
such as sadness, anger or boredom?





Yes
No

Scoring: A client who answers yes to two or more questions requires a referral for a substance abuse assessment.

Referral for Assessment

Referred to (Agency): ____________________________________________________

Address: ________________________________________ Phone:________________

Contact Person:_________________________________________________________

Date of Appointment: ______________________________ Time: _________________

Name of Screener:_______________________________________________________

Team Name: _____________________________________ Phone:________________

Reminder: Attach a copy of this form along with a release of information to your referral form when you make a referral for an assessment.

ADOLESCENT Substance Abuse Screening Tool

(for use by DCBS workers)

These screening questions are to be completed on CPS investigations/FINSAs and on all open CPS cases. The CRAFFT is a validated adolescent specific substance abuse screening tool, designed to be age appropriate and user friendly. 

© Children’s Hospital Boston, 2001  Reproduced with permission from the Center for Adolescent Substance Abuse Research, CeASAR, Children’s Hospital Boston. For more information, contact info@CRAFFT.org, or visit www.crafft.org 

Name of client:__________________________________________________________

Have you ever ridden in a car driven by someone (including yourself)

who was “high” or had been using alcohol or drugs?



Yes
No

Do you ever use alcohol or drugs to relax, feel better about yourself?

or fit in?









Yes
No

Do you ever use alcohol/drugs while you are by yourself, alone?

Yes
No

Do you ever forget things you did while you were using alcohol? 



or drugs?









Yes
No

Do your family or friends ever tell you that you should cut down?

on your drinking or drug use?






Yes
No

Have you ever gotten into trouble while you were using alcohol or drugs?
Yes
No

Scoring: An adolescent who answers yes to two or more questions requires a referral for a substance abuse assessment.

Referred to (Agency): ____________________________________________________

Address: ________________________________________ Phone:________________

Contact Person:_________________________________________________________

Date of Appointment: ______________________________ Time: _________________

Name of Screener:_______________________________________________________

Team Name: _____________________________________ Phone:________________

Reminder: Attach a copy of this form along with a release of information to your referral form when you make a referral for an assessment.

Parenting Ability Evaluation

Overview

The assessment of a parent’s ability to care for a child – one of the most common referrals from the Department for Community based Services to a community mental health center -- requires the careful integration of many sources of information. A comprehensive approach is necessary because there is not a strong research base for assessing parenting skills. Yet, the stakes are high. Overzealous pursuit of parental shortcomings can result in the unwarranted removal of a child from a parent, while failure to clarify risks may place a child or several children in serious danger.

The data sought in this assessment includes the impact of neglect or abuse; needs of the child or children in question; history and level of functioning of the parents; risks to the child; and potential advantages and disadvantages of care outside the family. The evaluator must weigh this information against the conditions that are necessary for healthy growth and development.

Evaluators sometimes choose to consult with colleagues or others with special knowledge of cultural norms in order to avoid errors based on cultural misunderstandings. In addition, evaluators are advised to consult with certified alcohol and drug counselors if substance abuse is a significant factor in considering parental adequacy.

Scope 

A.  The assessment covers both strengths and concerns in the following areas:

1. Parent’s functioning in daily living skills (preparing food, shopping, cleaning, budgeting money, etc.)

Strength: Prepares simple, nutritious meals.

Concerns: Buys on impulse with funds needed for food, rent, utilities.

2. Readiness to protect and monitor children and the home environment for safety, including recognizing dangerous situations and taking effective action.

Strength: Scrupulous about responsible supervision of children when they are left for short periods.

Concerns: Poisons left within easy access of toddler; parent oblivious to the problem when pointed out.

3. Ability to discipline a child in a way that teaches appropriate behavior but does not harm the child. This includes the parent’s capacity to manage his or her own anger.

Strength: Encourages child to role-play proper behavior in order to leave “time out” early.

Concerns: Berates child constantly but never imposes sanctions.

4. Ability to nurture the child emotionally and socially. This includes assessing the parent’s own emotional stability.

Strength: Usually acknowledges positive behavior on the part of the child.

Concerns: Assumes all responsible behavior is basic duty and not worthy of mention.

5. Ability to understand and provide appropriate developmental experiences and to advocate for the child.

Strength: Carefully explains what is real and what is not when child fails to tell truth.

Concerns: Parent punishes three-year-old for “telling lies.”

6. Parent’s attachment to the child and feelings about the child.

Strength: Parent shows clear affection for the child.

Concerns: Parent acts as though the child were part of the furniture.

7. Social and material supports available to, or needed by, the family.

Strength: Nurturing maternal neighbor almost always available to family.

Concerns: Extended family constantly critical of parenting efforts.

8. History and context of any child abuse and neglect.

Strength: Quickly removed children from abusive situation and gave them comfort.

Concerns: Blames children constantly when stressed from home or work.

B. The report also addresses the following practical questions:
1. Is the parent currently capable of caring for his or her child (ren)? 

2. If not, would some change in the parent’s functioning (such as a positive response to substance abuse treatment) or life situation (such as leaving an abusive partner) or supports (such as day care for the child) make the parent capable?

3. What specific services would make it likely that a desired change would occur? (It is counterproductive to make generic recommendations for psychotherapy and parent training; recommendations should be detailed, realistic and problem-focused.)

4. Based on all the available evidence, is it likely that a current, inadequate situation will become adequate?

5. If the department returns the child to the home, what services or monitoring should be in place to protect the child’s well being (such as drug testing to verify that the parent is drug free)?

Basis for Findings

An assessment will usually be based on four sources of information – client history (including collateral information such as documents and interviews with people outside the family); a clinical interview with the parent; observation of the parent with the child; and psychological testing.

A. Client history and collateral information. This is usually obtained from the department staff member who makes the referral, but it may also be supplied by the parent, other adults in the home, other service providers, etc. It should cover:

1. Abuse and neglect issues, including a clear description of charges, allegations and suspected maltreatment. This may be contained in a medical report or other non-subjective evidence. There are several questions to be answered, such as whether the abuse or neglect appears to be isolated, intermittent or ongoing; whether it followed a major life stressor or developed amid long-standing problems; how severe it was; and whether the parent and child have had contact since the abuse or neglect.

2. Parental reactions to allegations. A parent may report his or her own abusive behavior or deny it and become defensive. Likewise, a parent may express concern for the child and provide plausible explanations for the allegations, or s/he may attempt to threaten or intimidate agency staff. These reactions are typically noted.

3. Stability of parents’ living situation. Does the parent have a place to live? Who lives with the parent? How permanent is the arrangement? What sources of income do the parents have? What is their employment history? Does the parent have a stable, helpful romantic partner? Is there any evidence of domestic violence, substance abuse or criminal activity in the home? What sources of personal and material support does the parent have (friends, relatives, church, etc.)?

4. Substance abuse history. A predominant feature of substance abuse is denial; thus, it is important to gather information about a parent’s current or past substance abuse and treatment from collateral sources.

5. Social/mental health services. What services have the family been provided to resolve current or past crises? How has the family responded to services? Does the parent have any advocates within the service system? If the evaluation is part of a court process to terminate parental rights, this may be the most crucial section of the assessment. In most cases, the courts seek evidence that maximum reasonable efforts have been made to enable the family to be reunited. If services have been minimal, is this because the parent was uncooperative in spite of repeated outreach efforts? If there has been considerable service with little progress, was the service appropriate and could it have been reasonably expected to be helpful? Is the lack of progress more related to the challenges posed by the client than to the quality of services offered?

6. Special needs. What special needs does the child or parent have that may alter the ordinary demands of parenting? Is the child unusually demanding or provocative? Is a sibling or other household member disabled or suffering from a chronic health problem? Is the parent ill or disabled?

B. Clinical interview with parent. During such an interview, the clinician explores:

1. The parent’s appearance. This includes dress, hygiene, evidence of being battered, apparent health, presence of intravenous drug tracks, alcohol on breath, etc.)

2. The parent’s account of the situation. What actions have been taken by the court or state agency? Sometimes the parent’s understanding of those actions is different from the understanding of the agency staff. 

3. The parent’s version of the abuse and/or neglect, especially noting how the parent’s report compares to documented findings of the seriousness and duration of the abuse. Other questions include how the parent feels about the incidents that prompted the investigation or court action – angry, defensive, placating?

4. The parent’s ability to describe the child. This includes asking the parent about the child’s likes and dislikes, temperament and daily routines. The clinician is also likely to explore the parent’s ability to distinguish between the child’s needs and feelings and his or her own, and the parent’s awareness of the child’s developmental accomplishments and/or schoolwork and behavior.
5. The parent’s description of his or her discipline style. This includes inquiring about steps the parent takes in response to child behavior or misbehavior; how the parent adjusts discipline to a child’s age and/or personality; and the parents’ own upbringing, culture and values as they relate to discipline.
6. Evidence of emotional abuse, including the present and probable effects of such abuse.
7. The parent’s own mental health and/or substance abuse issues. How does the parent deal with anger? What happens when the parent becomes sad? What supports does the parent have? Are the parent’s cognitive functions intact? All parents are also screened for substance abuse; a sample tool is included in the appendix. If the screening is positive, a substance abuse assessment is indicated.
The clinician will also verify basic identifying information about the parent and attempt to clear up any discrepancies between the parent’s statements and the previously obtained client history. 

C. Observation. Actual observation of the parent and the child in the home and with other family members may be particularly revealing. At the same time, the value of bringing a parent and child together for such an observation must be balanced against potential negative emotional consequences for the child. In addition, there may be legal considerations about such contact compromising the child’s role as a witness in a court case. 

When such an observation takes place, the clinician considers:

a. The condition of the home, evidence of routines, and living conditions that reflect on how the child is treated in the household (does the child live in a partially heated storage area while siblings live in furnished bedrooms?).

b. What working relationships seem to exist between family members, particularly parents, parents and partners, adults and children. Are children in parental or protective roles with respect to their parents (counting pills to prevent a parental overdose, for instance, or covering for a parent’s substance abuse)? Are obvious safety hazards present in the home? Is the home so neat and regimented as to be unlivable?

c. How a parent and child interact when the parent is asked to assist the child in the completion of a task or puzzle. Is the parent demanding, patient, uncomfortable?

d. Comparisons of statements made by the parent and others during interviews and the conditions of the home, or elaboration of answers to previous questions.

e. Physical and behavioral signs of substance abuse such as the smell of alcohol, tremulous speech, uncoordinated movements, dilated or constricted pupils, etc.

D. Psychological testing. The scope of such testing will be determined by the questions that are posed in the referral and that seem relevant to the clinician and the client; however, it may be limited by factors such as the parent’s reading ability or defensiveness. Such testing addresses:

1. Cognitive functioning. While a formal intellectual assessment may not be necessary for a well-educated and articulate client, others may receive a brief screening to determine if a more comprehensive test such as a WAIS-R is required. A WAIS-R addresses such issues as whether the parent can manage money, is aware of social norms and is capable of understanding safety and protection issues in relation to his or her children. 

2. Personality. Data from broad assessments (such as an MMPI-A or MMPI-2) may help to put a parent’s behavior into an understandable context. For example, two mothers might each live with abusive, unstable men who injure their children. One might be primarily motivated by dependency while the other may have antisocial traits that leave her callous to the needs of her children. Such distinctions can be critical when making decisions about treatment and placement. In addition, findings from the broad assessment may be supplemented by more specific testing instruments (such as the Beck Depression Inventory).

3. Substance abuse. The MMPI can also indicate whether substance abuse is a problem; substance abuse screening tools are included in the appendix.

4. Parenting. Few of the instruments and techniques that have been developed to assess parenting are well-normed or researched. However, they can supplement other kinds of assessments. Some parenting assessments include:

Adult-Adolescent Parenting Inventory (AAPI) can confirm that a parent has a basic understanding of some core parenting principles; however, a good score does not rule out problems, partly because the test is easy to fake. Likewise, a poor score on one of the scales can indicate a lack of understanding of a core parenting principle, but does not confirm poor practice.

Parenting Stress Index (PSI) may be used for both parents but is primarily used for mothers; it is available in both short and long versions. The test measures three areas – the child’s characteristics and the perceptions of the parent; the parent’s functioning; and stressful situations in the family.

Child Abuse Potential Inventory (CAP) focuses on physical maltreatment; it includes 160 items associated with increasing the probability of maltreatment. 

Ackerman-Schoendorf Scales for Parent Evaluation of Custody (ASPECT) was designed for use in custody evaluations after a divorce.

Parent Awareness Skills Survey (PASS) was also designed for use in custody evaluations after a divorce. It addresses a parent’s sensitivity to a child’s feelings, development and situation.

Child at Risk Field System (CARF) is an assessment protocol for social workers in the field and suggests a number of areas for observation.

Parenting Skills Inventory (PSI) is a standardized inventory for obtaining information on 17 areas of parenting related to a specific child.

Parent-Child Relationship Inventory (PCRI) is based on norms for both fathers and mothers and assesses seven areas such as parental support and satisfaction with parenting.

Emotional Injury Evaluation

Definition

Nationally, approximately 10 percent of reports to child protective services are for emotional abuse.  The National Center for Child Abuse and Neglect indicates that emotional abuse, in stand-alone occurrences, is the third most common form of maltreatment reported in the United States. Emotional abuse can occur alone, but it is also considered to be a core component in all forms of child abuse and neglect.

Emotional abuse can be a repeated pattern of caregiver behavior or an extreme incident that conveys to a child that he or she is worthless, flawed, unloved, unwanted, endangered or only of value in meeting another’s needs. (American Professional Society on the Abuse of Children, 1995).  The emotionally abusive act(s) can be grouped into the categories of spurning, terrorizing, exploiting/corrupting, isolating and denying emotional responsiveness.

Kentucky defines an emotionally abused or emotionally neglected child as one whose health or welfare is harmed or threatened with harm, when his parent, guardian or other person exercising custodial control or supervision inflicts or allows to be inflicted an emotional injury or creates or allows to be created a risk of emotional injury upon the child (KRS 600.020 (1)(a)(b)).

The statutory definition of emotional injury was modified by the 1998 General Assembly.  Kentucky now defines an emotional injury as “an injury to the mental or psychological capacity or emotional stability of a child as evidenced by a substantial impairment in the child’s ability to function within a normal range of performance and behavior with due regard to his age, development, culture and environment as testified to by a qualified mental health professional” (KRS 600.020 (24)). In Kentucky, a child must have an emotional injury or be at risk of emotional injury to be determined to be emotionally abused or emotionally neglected.

In order for a report of emotional abuse to be substantiated in Kentucky, the Department for Community Based Services and Regional Mental Health/Mental Retardation Boards must work collaboratively to determine that an emotional injury has occurred. It is the role of DCBS to investigate the report of emotional abuse and the role of the qualified mental health professional to determine whether or not the child has an emotional injury.  Outlined in the following pages is a procedure for both agencies to use in addressing emotional abuse and emotional injury assessments. A referral form and emotional injury checklist are located in the appendix of this report.

Protocol

When an individual has reasonable cause to suspect that a child is or has been emotionally abused and/or injured as the result of the action or inaction of a caretaker, the individual shall cause a report to be filed with the Department for Community Based Services, Division of Protection and Permanency.  The following procedures will be followed after such a report has been made.

1.  The social service worker will, in conjunction with his or her family services office supervisor or designee, use the Level of Risk Matrix to determine if the report will be taken as a Family In Need of Services Assessment (FINSA) or an investigation.

2. The social service worker will collect information surrounding the allegation by interviewing all household members, all possible perpetrators and others who may have information regarding this family such as extended family, schools, family physicians, etc.; assess family functioning; and gather history of agency involvement.

3. The social service worker will make a determination, in consultation with his or her supervisor, as to whether or not it seems likely that emotionally abusive behaviors have occurred (as defined in the subsequent document, “Emotional Abuse Criteria” that outlines specific behaviors that are likely to result in emotional injury.)

· If the social service worker determines, after consultation with his or her supervisor, found that abusive behaviors did not likely occur, then services may be offered to the family if any other concerns exist or an aftercare plan may be negotiated as deemed appropriate by the investigating social service worker.  No Emotional Injury (EI) Assessment is needed by a qualified mental health professional at this time.

· If the social service worker determines that emotionally abusive behaviors did likely occur, the referral will be staffed with a regional DCBS EI gatekeeper. Proceed to Step #4. 

4. The DCBS gatekeeper will contact the community mental health center gatekeeper and will share information gathered during the investigation/FINSA. 

5. If both gatekeepers determine an assessment is warranted, the DCBS gatekeeper will send the Emotional Injury Assessment Referral Form, along with a copy of the Confidential Suspected Abuse/Neglect, Dependency or Exploitation Form (115) to the center gatekeeper.

6. The center gatekeeper will assign the assessment to a qualified mental health professional with experience in conducting such assessments for a determination of whether or not the individual has suffered an emotional injury as a result of the abusive behaviors. 

7. The mental health professional will perform an assessment that includes, but is not be limited to:

· Full identifying information of the individual;

· A statement of the chief complaint/allegation;

· Gathering background information /review of available records/phone consultation with the investigation social service worker for information found during collateral contacts;

· A clinical interview with alleged victim (including a mental status exam);

· An interview with alleged victims, family/caregiver(s) when possible;

· The use of objective measures (or tests) as are deemed appropriate by the mental health professional and are consistent with his or her scope of practice;

· Gathering information regarding a perpetrator, if known, while conducting the assessment;

· Review of emotional abuse acceptance criteria; and 

· Consideration of recommendations for treatment.

8. The mental health professional will make one of the following findings:

· No emotional injury exists.

· No emotional injury exists but the victim is at risk of an emotional injury  

if the abuse continues.

· Emotional injury exists, but unable to determine the act(s) that resulted            

in the identified injury.

· Emotional injury exists as a result of the reported/alleged abusive    

behaviors.

9. The mental health professional will submit the emotional injury assessment report in writing to the social worker within 30 days of receiving the referral along with recommendations for services, if needed, for the child and family.

10. The social service worker will make a determination of findings. 

· If no emotional injury is found by the mental health professional, the social service worker can offer services to the family if other concerns remain.  If there are no other risk issues that would lead to a case being opened, the social service worker and the family will develop an aftercare plan as needed.

· If no emotional injury is found, but the assessment finds the victim is at risk of emotional injury if the abuse continues, the social service worker can substantiate risk of harm or find the family in need of services.  If the family is resistant to services, a petition will be filed with the courts to ensure that the recommendations made by the mental health professional and DCBS are followed by the family.

· If injury is present or the child is found to be at risk of harm, the social service worker, in consultation with his or her supervisor, will make a determination as to whom the perpetrator is, the determination will be based on the information collected during their investigation including, but not limited to, the information obtained in the emotional injury assessment report. 
11. The social service worker will send a notification letter to the perpetrator and the custodial

parent/guardian of the victim indicating a substantiated finding of emotional abuse or risk of abuse.  This letter will contain information supporting the determination of perpetration gathered by the social service worker as well as results from the EI Assessment Report conducted by the mental health professional.  If the social service worker concludes no emotional injury or risk of emotional injury can be substantiated, a letter will be sent to the custodial parent stating whether or not the family is in need of services from DCBS.  
In the event that a mental health professional makes a report of suspected emotional injury, an investigation/FINSA must be completed by DCBS.  If the reporting mental health professional has already completed an Emotional Injury Assessment, no additional assessment is required, but an Emotional Injury Assessment Report must be sent to the social service worker within 30 days of the report being made to DCBS.



Criteria

The DCBS social service worker shall consider the following criteria that constitute emotionally abusive behaviors that will, or are likely to, cause emotional injury to a child or that may put the child at risk of an emotional injury. Issues such as the degree to which the child is exposed and the severity of the action or inaction will be considered when determining if there was abuse. Factors such as frequency, vulnerability of the victim and risk of harm will be considered by DCBS in making a finding of abuse. 
Additionally, both gatekeepers will consider the following abusive behaviors when considering the appropriateness of a referral to a qualified mental health professional for an assessment.

1. Spurning. Any act that leads to the depreciation, belittling or other humiliation of the child including verbal and non-verbal caregiver acts that reject and degrade a child. These behavior may include, but are not limited to:

· Repetitive verbal harassment

· Scapegoating

· Speaking to/about child in a depreciating, resentful or angry way;

· Inappropriate withholding of affection from one child while giving affection to another

· Name calling

· Use of profanity toward the child

· Public humiliation

· Insulting or disparaging remarks

2. Terrorizing. Any act that exposes a child to intense fear or anxiety of physical or sexual assault or harm to themselves or his/her loved ones. These behaviors include, but are not limited to:

· Prolonged exposure to domestic violence

· Child has been placed in a chaotic, unpredictable, dangerous environment likely to create extreme stress

· Verbal threatening in a manner creating fear of bodily harm or death to self or others.  Consider:

· Whether the person making the threats has a history of violence

· Use of weapons or instruments in the act of making the threat and the presence of weapons in the home

· Indications of occurrence of cult or ritualistic practices

3. Exploitation/Corruption. Any act that uses a child to meet the emotional, psychological or other needs of another person.  This includes any caregiver acts that encourage the child to develop inappropriate behaviors (self-destructive, antisocial, criminal, deviant or other maladaptive behaviors).  These acts include, but are not limited to:

· Repeated negative communication to a child about one or both parents/guardians or other caregiver

· Use of a child to communicate negative, inappropriate, or adult information between two adults or one adult and another person

· Use of a child for the personal financial gain of a parent/guardian or other adult

· Use of drugs or alcohol with a child, providing same to a child, or allowing a child to access and/or consume drugs or alcohol

· Encouraging or allowing a child to steal, be truant from school, break curfew, misrepresent a medical condition for personal gain, or any other illegal act

· Encouraging, allowing, or failing to prohibit a child under the age of 16 to be involved in a sexual relationship

4. Isolating. Any act that results in the prolonged confinement of a child or the restriction of contact with others, including appropriate peer relations. These acts include, but are not limited to:

· Prolonged periods of confinement

· Restricting reasonable peer contact to allow normal development of peer relationships

· Confinement of the child to a limited group with bizarre or highly controversial beliefs/values and not allowing exposure to other ideas and views

· Confining the child or placing unreasonable limitations on the child’s freedom of movement within his or her environment

5. Denying emotional responsiveness. Any act that causes a child’s need for emotional support/nurturing not to be met. These acts include, but are not limited to:

· Refusal or unreasonable limitations on physical contact with a child by a caregiver

· Withholding nurturing to a child

· Punishing a child for requesting nurturing

· Failure to express reasonable affection for a child

· Making physical contact, nurturing, and/or the provision of affection toward a child contingent upon unreasonable standards

Emotional Abuse Checklist

DCBS Emotional Injury (EI) Gatekeeper is to complete one Emotional Abuse Checklist for each client as part of the referral process for an Emotional Injury Assessment.  DCBS EI Gatekeeper shall fax the completed checklist to the CMHC EI Gatekeeper along with the Confidential Suspected Abuse/Neglect, Dependency or Exploitation Form (DCBS #115) when making a referral.

_____________________________________________

______________________________


___________________

               
(Client name)


        



(SS#)


    


 (DOB)

Please check all that apply.  Include any evidence in the right hand column found as a part of the investigation to describe the abusive act(s) as it relates to the Emotionally Abusive Behaviors experienced by the client listed above.

Spurning – Any act(s) that leads to the depreciation, belittling, or other humiliation of the child including verbal and non-verbal caregiver acts that reject and degrade a child. 

□
Repetitive verbal harassment


□
Scapegoating


□
Speaking to/about child in a depreciating, resentful or angry way


□
Inappropriate withholding of affection from one child while giving affection to another


□
Name calling


□
Use of profanity toward the child


□
Public humiliation


□
Insulting or disparaging remarks


Terrorizing – Any act(s) that exposes a child to intense fear or anxiety of physical or sexual assault or harm to themselves or his/her loved ones. 

□
Prolonged exposure to domestic violence


□
Child has been placed in a chaotic, unpredictable, dangerous environment likely to create extreme stress


□
Verbally threatening in a manner creating fear of bodily harm or death to self or others


□
Whether the person making the threats has a history of violence


□
Use of weapons or instruments in the act of making the threat, presence of weapons in the home


□
Indications of occurrence of cult or ritualistic practice


Exploitation/Corruption– Any act(s) that uses a child to meet the emotional, psychological, or other needs of another person.  Any caregiver acts that encourage the child to develop inappropriate behaviors (self-destructive, antisocial, criminal, deviant or other maladaptive behaviors).

□
Repeated negative communication to a child about one or both parents/guardians or other caregiver


□
Use of a child to communicate negative, inappropriate, or adult information between two adults or one adult and another person


□
Use of a child for the personal financial gain of a parent/guardian or other adult


□
Use of drugs or alcohol with a child, providing same to a child, or allowing a child to access and/or consume drugs or alcohol


□
Encouraging or allowing a child to steal, be truant from school, break curfew, misrepresent medical condition for personal gain, or any other illegal act


□
Encouraging, allowing, or failing to prohibit a child under the age of 16 to be involved in a sexual relationship


Isolating – Any act(s) that results in the prolonged confinement of a child or the restriction of contact with others including appropriate peer relations.

□
Prolonged periods of confinement


□
Restricting reasonable peer contact to allow normal development of peer relationships


□
Confinement of the child to a limited group with bizarre or highly controversial beliefs/values and not allowing exposure to other ideas and views


□
Confining the child or placing unreasonable limitations on the child’s freedom of movement within his or her environment


Denying Emotional Responsiveness – Any act(s) that causes a child’s need for emotional support/nurturing not to be met.

□
Refusal or unreasonable limitations on physical contact with a child by a caregiver;


□
Withholding nurturing to a child;


□
Punishing a child for requesting nurturing; 


□
Failure to express reasonable affection for a child; and/or


□
Making physical contact, nurturing, and/or the provision of affection toward a child contingent upon unreasonable standards.


EMOTIONAL ABUSE ASSESSMENT REFERRAL FORM

I. SSW to complete the following demographic information regarding this referral and submit to DCBS EI Gatekeeper for approval.  DCBS EI Gatekeeper then forwards the completed referral form to CMHC EI Gatekeeper.

Client name(s), DOB & social security numbers:


____________________________________
_______________________

____________

               * (Client name)


        
(SS#)


     (DOB)

*if multiple clients list surname and then list all individual information on back or separate page

Client guardian (if applicable): ______________________________________________________________________
Address:
______________________________________________________________________________________

Phone: (home) _________________           (work) _____________________                   (cell) ___________________

Date of emotional abuse report to DCBS: ______________________________________

DCBS, social service worker (SSW): ____________________________________________________  

County ______________________________
Phone: _________________________________

Assessment question (what specifically do you need to know from the assessment requested?) 

□  Is the above named client at risk of or experiencing an emotional injury as a result of being emotionally abused?

□  Other:______________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

___________________________________________________________

______________

Requesting SSW signature






Date

Once approval is received:  
□ CMHC EI Gatekeeper will contact DCBS EI Gatekeeper to schedule assessment. 




□ DCBS EI Gatekeeper will contact CMCH EI Gatekeeper to schedule assessment.

Approved:









DCBS EI Gatekeeper

Fax completed form to CMHC EI Gatekeeper.

************************************************************************************************

II.  CMHC EI Gatekeeper to complete the box below once the completed referral form is submitted by the DCBS EI Gatekeeper.

Assessment follow up information: 

























































Assessment assigned to: 




           on (date), 



Target date for completion; 






Assessment completed on: 







Report completed on:






Report sent to:





        on (date), _____________

Additional Definitions

Aftercare Plan – A plan of negotiated tasks with a family that is completed when DCBS closes a case/referral to assist the family in meeting other needs they might have.  This is optional and based on the needs of the family.

Emotional Abuse – The presence of specific actions or inactions by the caregiver that cause, or that are likely to cause, an emotional injury to the child. 

Emotional Injury – An observable impairment in a child’s ability to function within the normal range of performance and behaviors with regard to age, development, culture, and environment, as evidenced in part by the presence of a mood, behavior, or other disorder as recognized in the DSM-IV.

Emotional Injury (EI) Assessment – An activity performed by a Qualified Mental Health Professional that includes collecting information through interviews, objective measures, and a review of previous records for the purpose of determining the risk or presence of an emotionally injury.  

Emotional Injury Report – A formal report submitted to a social service worker by a mental health professional within 30 days of a referral that summarizes activities with findings in each section of the EI Assessment as well as recommendations for treatment for the victim and family.

Emotional Injury (EI) Gatekeeper – Individuals designated in each region by the Community Mental Health Center and DCBS respectively to review a social service worker’s request for an EI Assessment and to determine if in fact an assessment is warranted.  

Investigation/Family-in-Need-of-Services Assessment (FINSA) – Functions of DCBS that includes the act of collecting information regarding an emotional abuse report for the purpose of determining if, in fact, behaviors occurred that caused or are likely to cause emotional injury.  The investigation/FINSA may include the requesting of records and/or information from third parties.

Level of Risk Matrix – Tool used by a social service worker to determine initial risk to a child(ren) when a report is first received by DCBS.

Notification Letter – Correspondence sent to the alleged perpetrator and the victim’s custodial parent to notify them of the findings of an investigation or FINSA.

Qualified Mental Health Professional (QMHP) – Any individual meeting the criteria outlined in KRS 202A.

Referral Process – Process outlined for the DCBS EI gatekeeper to refer a suspected victim of emotional abuse to a qualified mental health professional for assessment (see attached referral for form example).

APPENDICES

INTERAGENCY AGREEMENT

Between

DEPARTMENT FOR MENTAL HEALTH and MENTAL RETARDATION SERVICES

And

DEPARTMENT FOR COMMUNITY BASED SERVICES

THIS AGREEMENT is entered into by and between the Department for Mental Health and Mental Retardation Services (DMHMRS) and the Department for Community Based Services (DCBS) in order to ensure the state has in place an array of services to assess and address the strengths and needs of children and families and improve the mental health of children in the custody of DCBS.

WHEREAS, DMHMRS and DCBS are organizations within the Cabinet for Health and Family Services and share a common mission and organizational supports;

WHEREAS, DMHMRS is the state mental health authority for Kentucky with a mission to provide leadership in partnership with others in preventing disability, building resilience in individuals and their communities, and facilitating recovery for people whose lives have been affected by mental illness, mental retardation or other developmental disability, substance abuse or acquired brain injury;

WHEREAS, DCBS is the state protective service agency for Kentucky with a mission to provide leadership in protecting and promoting the safety, well-being, self-sufficiency, and independence of Kentuckians through partnerships with others in the delivery of comprehensive family services;

WHEREAS, DMHMRS provides mental health, mental retardation, and substance abuse services to children primarily through a network of non-profit Regional MH/MR Boards established pursuant to Kentucky Revised Statutes Chapter 210, with which it contracts for those services;

WHEREAS, among the duties of Regional MH/MR Boards are promoting, arranging, and implementing working agreements with other social service agencies, as well as acting as the administrative authority of the community mental health and mental retardation program;

WHEREAS, DCBS administers protective services to children and their families through a network of service regions;

WHEREAS, DCBS and DMHMRS are both members of the State Interagency Council for Services to Children with Emotional Disability, which was established by the Kentucky General Assembly in accordance with KRS 200.505, to coordinate publicly funded mental health, educational and other social services to children with an emotional disability;
WHEREAS, DCBS has entered into a Performance Improvement Plan with the Administration for Children and Families to improve the access of families and children served by DCBS to appropriate mental health services;

WHEREAS, it is in the interests of the Commonwealth that the mental health services of the state should be readily accessible to children in need of the state’s protection and their families;

THEREFORE, DMHMRS and DCBS agree as follows:

1.
DMHMRS agrees to require the Regional MH/MR Boards, through their contracts, to negotiate Regional Interagency Agreements with corresponding Service Region Administrators of DCBS.  DCBS agrees to require the Service Region Administrators to negotiate Regional Interagency Agreements with the corresponding Regional MH/MR Board.  A Regional Interagency Agreement shall address, at a minimum, the following areas of concern:


a.
Appropriate and timely methods for referrals and delivery of services between the agencies;


b.
Exchange of client information;


c.
Procedures for joint case planning; 

d. How the costs of uncompensated evaluations and treatment will be covered for clients in the custody of DCBS and clients not in the custody of DCBS but referred by DCBS; and

e. Protocols for negotiating service array issues for families and children.

2.
DCBS and DMHMRS agree to jointly develop a template for a Regional Interagency Agreement and to provide training to their regional agencies and staff to assist in the development of the Regional Interagency Agreement.  DMHMRS agrees to cover the costs of training materials, specifically, a revision of the handbook, “Partnerships for Service.”

3.
DCBS and DMHMRS agree to share data to measure access of DCBS child clients to DMHMRS mental health services.  DMHMRS agrees to provide available resources for comparison of the two agency’s data.  Appropriate agreements will be executed to protect confidentiality.  

4.
DCBS and DMHMRS agree to continue to participate, provide recommendations of care and assist, as needed, in obtaining the recommended services in collaborative meetings regarding:


a.
Challenging cases; and


b.
Transition service for youth to adulthood.

5.
DCBS and DMHMRS agree to continue collaborative discussions to improve the mental health of children in the custody of DCBS.  DCBS and DMHMRS agree to continue discussions related to:


a.
Measuring outcomes of mental health services;


b.
Assessing service needs including level of care; and

c. Establishing standards for best practices.

6. DCBS and DMHMRS agree to meet periodically and in collaboration with the other member agencies of the State Interagency Council for Services to Children with Emotional Disability to evaluate the availability, accessibility, and appropriateness of the array of mental health services for children.
7. DCBS and DMHMRS agree to meet periodically to review the state interagency agreement to ensure the agreement continues to meet the service delivery needs of clients.  

SIGNED:

Signature on original

_________________________________



5/11/04

Mike Robinson






Date

Commissioner

Department for Community Based Services

Signature on original

__________________________________



5/14/04

Pat Wear II







Date

Commissioner

Department for Mental Health and Mental Retardation Services

Template for Local Interagency Agreement

Interagency Collaboration Agreement Between

Department for Community Based Services 

And Community Mental Health Center

_________________________________ and ______________________________

           (DCBS Regional Office)                                      (Local CMHC)      

support family-centered services based on the strengths of the family and its members. Both agencies are committed to providing services in the least restrictive setting while promoting the safety, protection and well-being of children and their families. When it is necessary to assist in alternative placement, we commit to providing services that will enhance the permanency for those children. 

                                           
This agreement serves as our promise to work together in advocating and planning pro-actively to address the needs of at-risk children, youth and families in our area. This collaboration is developed with the expressed purpose of enhancing the quality of services through purposeful and increased communication between agencies; coordinated interventions by both agencies; and ongoing problem resolution between DCBS and CMHC staff and management.

The attached document(s) outline the specific expectations and procedures supporting this agreement.

________________________________

_______________________________

________________________________

_______________________________

(Name, Title, DCBS Regional Office) 

(Name, Title, CMHC)
Date____________________________

Date___________________________


AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Purchase

Four Rivers
Renee Buckingham

270-247-5126

F 270-247-0127 


Four Rivers Behavioral Health

1526 Lone Oak Rd
Paducah Ky  

42003-7901
Allison Ogden
Karen Granger

2850 Adams Street

Paducah, Ky

42001

270-442-9767

F 270-442-7923

kgranger@wkrmhmr.com
Karen Granger

2850 Adams Street

Paducah, Ky

42001

270-442-9767

F 270-442-7923

kgranger@wkrmhmr.com

Pennyrile

Pennyroyal
Sandra Lane

270-889-6547

F 270-889-6593
Pennyroyal Mh/Mr Board Inc
1507 S Main St
Po Box 614
Hopkinsville Ky 42241-0614 
David Ptaszek
Steve Glasscock

675 North Drive

Hopkinsville, Ky  

42240 

270-886-5163 

F 270-886-5178
Rebecca Woodrow

676 North Drive

Hopkinsville, Ky

42240

270-886-9371

F 270-886-5178



Green River

River Valley
James Toler

270-687-7047

F 270-687-7027 


River Valley Behavioral Health 

Po Box 1637
Owensboro Ky  

42302-1637 

Gayle Dicesare
Mary Kay Lamb 

1100 Walnut Street

Owensboro, Ky  

42303

270-689-6500 

F 270-689-6664

marykaylamb@rvbh.com
Laura Thomas

Box 1637

Owensboro, Ky 

42302-1637

270-689-6500

F 270-689-6788

Lajat@Bellsouth.Net


AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Barren River

Life Skills
Elaine Donnelly

270-651-2250

F 270-651-5049 
Lifeskills, Inc.

Po Box 6499
Bowling Green Ky  42102-6499

Dale Bond,  Ph D
John Sivley 

P.O. Box 6499 

922 State Street

Bowling Green, KY  

42102-6499

270-901-5000 Ext. 1179

F 270-842-5268

jsivley@lifeskills.com

Lisa Hays

640 Wright Avenue

Bowling Green, Ky 

42013

270-782-3810

F 270-782-5927



Lincoln Trail

Communicare
Libby Trager

270-766-5213

F 270-766-5163 


Communicare, Inc. 

1503 N Dixie Ave
Elizabethtown Ky  42701

Cindy Barker

Bruce Hey 

100 Gray Street

Elizabethtown, Ky  42701

270-360-0419 

F 270-763-1609

bhey@communicare.org

Lisa Sampson

1311 North Dixie Highway

Elizabethtown, Ky 

42701

270-769-5301 Ext. 1125

F 270-763-0512

Rvsp@Communicare.Org


Jefferson County

Seven Counties
Sandra Wilson

502-595-4732

F 502-595-4789 


Seven Counties Services
101 W Muhammad Ali Blvd
Louisville Ky  

40202

Howard Bracco Ph D
Emily Hutchinson 

914 East Broadway 2ndfloor

Louisville, Ky

40204

502-587-8833

F 502-589-8758

ehutchin@sevencounties.org 


Tish Tinsley Geftos

130 Vine St
Shepherdsville, Ky.

40165
502-543-7033
F 502-955-9605

ttinsley@sevencounties.org


AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Salt River

Seven Counties
Renee Sartin 

502-647-9245

F 502-647-9256 


Seven Counties Services 

101 W Muhammad Ali Blvd
Louisville Ky 

40202

Howard Bracco Ph D

Tish Tinsley Geftos

130 Vine St
Shepherdsville, Ky.

40165
502-543-7033
F 502-955-9605

ttinsley@sevencounties.org

Tish Tinsley Geftos

130 Vine St
Shepherdsville, Ky.

40165
502-543-7033
F 502-955-9605

ttinsley@sevencounties.org


Northern Ky

North Key
Joel Griffith

859-525-6783

F 859-525-6796 


North Key Ccc 

503 Farrell Dr
Po Box 2680
Covington Ky  

41012
Ed Muntel, Ph D

Michael Downer 

7459 Burlington Pike

Florence, Ky  

41042

859-282-6585 

F 859-282-0532

mdowner@northkey.org

Anne Eason

430 Garrard Street

Covington, Ky 

41011

606-491-1348

F 606-491-7174

eason@dot-net.net


Buffalo Trace

Comprehend
Ann Johnson

606-784-6687

F 606-784-7490 


Comprehend Inc 

611 Forest Ave
Maysville Ky  

41056 

Donna Penrose

Goldie Williams 

611 Forest Avenue

Maysville, Ky 

41056

606-564-4016

F 606-564-8288

gwilliams @comprehendinc.com

Donna Penrose

611 Forest Avenue

Maysville, Ky 

41056

606-564-4016

F 606-564-8288

dpenrose@comprehendinc.com


AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Gateway

Pathways
Ann Johnson

606-784-6687

F 606-784-7490 


Pathways Inc 

Po Box 790
Ashland Ky  

41101

Richard Stai

John Fisher

P.O. Box 790

Ashland, Ky  

41104

606-324-3005 
F 606-325-0924

jfisher@pathways-ky.org
Valerie Ryan

314 East Madison Avenue

Po Pox 485

Louisa, Ky 

41230



Fivco

Pathways
Vincent Geremia 

606-920-2007

F 606-920-2045 


Pathways Inc 

Po Box 790
Ashland Ky  

41101

Richard Stai

John Fisher.

P.O. Box 790

Ashland, Ky  

41104

606-324-3005 
F 606-325-0924

jfisher@pathways-ky.org
Carmen Rogers

300 Foxglove Drive

Mt Sterling, Ky 

40353

606-498-2135

F 606-498-7547



Big Sandy

Mountain
Susan Howard

606-789-6251

F 606-789-4570 


Mountain Comp Care Center 

150 S Front Ave
Prestonsburg Ky  41653-5340

Mona May
Margaret Banks 

104 South Front Avenue

Prestonsburg, Ky  

41653

606-886-4319 

F 606-886-4433

mbanks@mtcomp.org
Miriam Silman

150 South Front Street

Prestonsburg, Ky 

41653

606-886-8572

F 606-886-8577 Or 9316

msilman@mtcomp.org

AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Kentucky River

Kentucky River
Will Smith

606-633-1259

F 606-633-0145 


Kentucky River Ccc 

Po Box 794
Jackson Ky  

41339

Louise Howell  Ph D

Kari Collins 

P.O. Box 794

Jackson, Ky  

41339

606-666-9006 

F 606-666-9006

kecinky@hotmail.com 

Kari’s Assistant:  matsudaira2@hotmail.com
Patricia Crone

115 Rockwood Lane

Hazard, Ky 

41701

606-436-5761 Ext 240



Cumberland Valley

Cumberland River
Nancy Bean

606-878-6228

F606-878-9979 


Cumberland River 

Ccc 

American Greeting Card Rd
Po Box 568
Corbin Ky  

40702

 Danny Jones


Jill West 

American Greeting Card Road 

Po Box 568 

Corbin, Ky  

40701

606-528-7010 

F 606-528-5401

jill_west@hotmail.com

Pat Collier

Po Box 360

Pittsburg, Ky 

40755

606-864-2104

F 606-878-7794



Lake Cumberland

Adanta
Sandra Rollins

606-677-4178

F 606-677-4206 
The Adanta Group 

259 Parkers Mill Rd
Somerset Ky  

42501
Cathy Epperson

Sandy Renfro

113 Hardin Lane

Somerset, Ky  

42501

606-678-2768 

F 606-679-4156

sandyrenfro@adanta.org
Carol Pimlott

259 Parkers Mill Road

Somerset, Ky

42501

606-679-4782

F 606-678-5296



AREA
DCBS

SRA
CMHC

CEO
CHILD PROGRAM
SEXUAL ABUSE COORDINATORS

Bluegrass Fayette 

Bluegrass
Toya Nicholson

859-246-2298

F 859-246-2515 


Bluegrass Reg Mh/Mr Board 

Po Box 11428
Lexington Ky  

40575
Joe Toy
Stephen Applegate 

P.O. Box 11428

Lexington, Ky 

40575

859-253-1686 Ext. 538

F 859-255-4866

smapplegat@bluegrass.org


Bluegrass Rural

Bluegrass
Brenda Williams

502-839-6923

F502-839-5712 
Bluegrass Reg Mh/Mr Board 

Po Box 11428
Lexington Ky  

40575
Joe Toy
Stephen Applegate 

P.O. Box 11428

Lexington, Ky 

40575

859-253-1686 Ext. 538

F 859-255-4866

smapplegat@bluegrass.org
Melinda Ashworth

67 Public Square

Lancaster, Ky 

40444

606-792-2181

F 606-792-6517



HIPAA Tip Sheet on Information Sharing

FROM:
Jan Howell, Assistant Counsel, HIPAA Privacy Officer,



Office of the General Counsel

TO:

Mike A. Fields, Acting Commissioner, 



Department for Community based Services

DATE:

December 17, 2003

RE:

HIPAA Tip Sheet and Presentation on Information Sharing

** ** ** ** ** ** ** **

Under the HIPAA privacy rule, an organization is only required to comply if it falls within the definition of a “covered entity”. 45 CFR 160.102.  In the Cabinet for Families and Children, Protection and Permanency (“P&P”) staff, both within the Division of Protection and Permanency and P&P field staff in the regions, are the only “covered entity”, a “health care provider” because they provide health care on behalf of Medicaid. 

Other parts of the Cabinet, especially Family Support, are affected because the work they perform interfaces somehow with P&P. For example, Family Support performs the eligibility determinations for P&P. These affected parts of the Cabinet are considered “business associates” because they perform a duty on behalf of P&P, a “covered entity”, linked to P&P’s role as a health care provider.  

A “covered entity”, P&P, is allowed to share “protected health information”, or PHI, with other entities in limited circumstances. PHI encompasses any health information about a client that would identify that client, regardless of whether it is transmitted electronically or not. Sometimes it is difficult to discern whether information is PHI because CFC’s role is to provide what we consider “social” services. The best way to determine whether information is PHI or not is the common sense test. If it seems like health information, pertaining to the “physical or mental condition, or functional status, of an individual”, then it is probably PHI. 

WHEN CAN PHI BE SHARED?

1. PHI can be shared with a “business associate” when a HIPAA business associate agreement is in place. 

Earlier this year, each region was asked to identify its business associates and get these agreements in place when necessary. (See Attachment 1, a sample business associate agreement.) The Cabinet has several Memorandums of Understanding in place to allow it to disclose PHI and other information to other governmental agencies. Although the Cabinet has other MOUs in place, the MOUs listed below are the only MOUs presently in the Cabinet’s possession that include HIPAA-compliant business associate agreement language. They are also attached.

· MOU between DCBS DPP and the Education Professional Standards Board.  

· Overarching MOU between CFC and the Cabinet for Health Services.

· MOU between CHS Department for Public Health and CFC DCBS

2. PHI can be shared when an authorization is signed by the client.

If the client signs a HIPAA-compliant authorization, 45 CFR 164.508, then CFC can share the client’s information with those persons identified by the client as persons who can receive his information.

The Cabinet is in the process of making the CFS 1 and CFS 1A forms HIPAA-compliant, so that business can continue as usual with the forms CFC was using prior to HIPAA.

3. PHI can be shared for the purposes of Treatment, Payment, and Healthcare Operations.

Nearly all of the Cabinet’s functions fall within the realm of Treatment, Payment, and Healthcare Operations. Relevant portions of the definitions verbatim from the HIPAA privacy rule are included below. The Cabinet may share a client’s PHI as necessary either internally or externally for either treatment or payment. For example, the Cabinet may contact Dr. Adams in Smithville and share with Dr. Adams an exam performed on a committed child by Dr. Bryant. In addition, Dr. Adams can share information with the Cabinet about a child that’s been committed to the Cabinet. Finally, Dr. Bryant and Dr. Adams can share information about a patient that they share. Finally, a health care provider can provide health care operations information for purposes of fraud and abuse detection. 

“Treatment means the provision, coordination, or management of health care and related services by one or more health care providers, including the coordination or management of health care by a health care provider with a third party; consultation between health care providers relating to a patient; or the referral of a patient for health care from one health care provider to another.” 45 CFR 164.501.

“Payment means: 

(1) The activities undertaken by:

(ii) A health care provider or health plan to obtain or provide reimbursement for the provision of health care; and

(2) The activities in paragraph (1) of this definition relate to the individual to whom health care is provided, and include, but are not limited to:

(i) Determinations of eligibility…

(ii) Billing, claims management, collection activities,…

….

“Health care operations means any of the following activities of the covered entity to the extent that the activities are related to covered functions:

(1) Conducting quality assessment and improvement activities,…population-based activities relating to improving health…case management and care coordination, contacting of health care providers and patients with information about treatment alternatives…

….

(4) Conducting or arranging for medical review, legal services, and auditing functions, including fraud and abuse detection and compliance programs.

….

4. PHI can be shared if a special exception in the HIPAA privacy rule applies.

A. As required by law. 45 CFR 164.512(a)(1). (e.g., Protection and Advocacy)

Where another state or federal law requires that information be disclosed, P&P and CFC can disclose that information within the limitations of that law. For example, CFC is required to disclose information to Protection and Advocacy because federal law authorizes Protection and Advocacy to investigate abuse and neglect. 42 USCA 15043(a)(2)(J)(i); 42 USC 10805 et seq. 

B. Child abuse investigations. 

There is an exception for treatment providers to disclose PHI to social service agencies and law enforcement. 45 CFR 164.512(b)(1)(ii). See Attachment 2, Memo on CFC’s authority to receive PHI in APS and CPS investigations.

C. Adult abuse investigations.


There is an exception for treatment providers to disclose PHI and report adult abuse to social service agencies. See Attachment 2, Memo on CFC’s authority to receive PHI in APS and CPS investigations.

D. Health oversight activities. (e.g., Office of Attorney General, Medicaid Fraud and Abuse Control Unit; Cabinet for Health Services Office of Inspector General, Office of Long-Term Care)

CFC can disclose PHI for health oversight purposes to the appropriate authorities. For example, CFC can disclose PHI to the Medicaid Fraud and Abuse Control Unit in the Attorney General’s office and to the Office of the Inspector General or Office of Long-Term Care. 

E. Judicial and Administrative Proceedings.

DEFENSIVE POSTURE

The HIPAA privacy rule indicates that covered entities can provide information in a court only where the court has authorized disclosure for a limited health care purpose and where the disclosure is limited to the order of the court. 

OFFENSIVE – P&P’S CURRENT DUTIES

Although the HIPAA privacy rule is very limited in its exception allowing  “covered entities” to disclose PHI in a judicial proceeding, the rule was contemplating only a situation where a health care provider is hauled into court against its will in a defensive fashion. The rule did not contemplate situations such as those involved in a social service situation, where P&P would desire to share information to the court in the course of a CPS investigation in order to obtain a court order. This was brought to light in a recent teleconference between a collaboration of states who are working on HIPAA compliance together and a representative from the Office of Civil Rights, which is the Office who has the enforcement power for the privacy rule. Consequently, at this time the Cabinet must continue to perform its duties as mandated by state law, which may require the Cabinet to share information to the court as it did prior to HIPAA.

F. Law enforcement.

The HIPAA privacy rule allows P&P to share information with law enforcement 

· as required by law (KRS 620.030, 620.040, and KRS 209.030(4)(a) require P&P to share information with law enforcement.),

· to identify and locate a suspect, 

· in response to a request for information about a victim of a crime if the victim agrees, 

· about decedents where the death may have resulted from a crime, 

· about crime on the premises, and

· to report crime in emergency situations. 

G. Decedents. 

P&P may disclose information to coroners, medical examiners, and funeral directors.

H. Research purposes. (as approved by the Institutional Review Board.)

I. Serious threats to health or safety. 

J. Specialized military functions.

K. Workers’ compensation.

For these last categories, please contact Jan Howell at (502)564-7900 if you need more information about an urgent situation.


[image: image2.emf]                                                         INFORMED CONSENT AND RELEASE OF INFORMATION AND RECORDS       Name  _________________________________________________________          SSN  ______________________________       I understand that taking part in Co mprehensive Family Services (CFS) may include other agencies and persons to help me and my  family get the services we need.  The Cabinet for Families and Children (CFC) and these agencies and persons may need to share  information and records in order to pr ovide these services.  By signing this form, I give CFC staff or staff of another agency,  authorized to act on behalf of CFC, permission to get any information needed to see if I am eligible for any assistance program.  I  also give permission for CFC and t he following agencies or persons listed below to share information and records with one another  about services, benefits or treatment provided to me and my family:     Name of Agency or Individual  Name of Agency or Individual  Name of Agency or Individual                 My consent includes the following information and records (please put your initials beside each item that you consent to):   ____  Medical and Physical Health Records (not HIV or AIDS)     ____  Behavioral Health and Psychiatric Records (not Drug or Alc ohol Abuse Patient Records or Psychotherapy Notes)     ____  Psychosocial History           ____  Housing Records   ____  Psychological Test Results         ____  Child Support/ Spousal Support Records   ____  Student School Records         ____  Food Stamp Records   ____  Long - term Faci lity and Alternate Care Records      ____  K - TAP Records   ____  Statement of Legal Status and Custody                    ____  Medicaid Records   ____  Home Care and Home Health Records       ____  Child Protective Services Records   ____  Spouse Abuse and Rape Crisis Center Re cords     ____  Adult Protective Services Records   ____  Senior Program Provider Records       ____  Financial Records   ____  Homeless Shelter Records         ____  Employment Records   ____  Court Records           ____  Other____________________________     This consent applies to the  following members of my family for whom I have the legal authority to consent:     Member Name  SSN  Relationship  Member Name  SSN  Relationship    -         -    -         -     -         -    -         -     -         -    -         -     -         -    -         -      I understand tha t:       This authorization will be in effect for a period of __________________________ from the signature date.        I may revoke this consent at any time in writing unless action has already been taken based on my consent.      CFC will not condition treatment, paym ent, enrollment or eligibility for benefits on receipt of this form. Signing this form is  voluntary, but failing to sign it, or revoking it before the necessary information is obtained, could prevent an accurate or timely  response and could result in denia l or loss of benefits.      Information disclosed to CFC may no longer be protected by the health information privacy provisions of 45 CFR Parts 160  and 164 pursuant to the Health Insurance Portability and Accountability Act (HIPAA).      Information may be redisclo sed by CFC without my consent if authorized by State Law or Federal Laws such as the Privacy  Act or 42 CFR Part 2 or to comply with laws regarding mandatory reporting of suspected abuse, neglect or exploitation, or  assessment that there is a danger of seri ous harm to self or others.      I have the right to receive a copy of this form. I may also request a copy of the information retained with it.     Signature  _________________________________________________________________      Date _____________   [  ] Client    [   ] Parent    [  ] Legal Guardian    [  ] Other (specify) _____________________________________________________     Signature  ________________________________________________________________        Date _____________   [  ] Client    [  ] Parent    [  ] Spouse    [   ] Legal Guardian    [  ] Other (specify) ___________________________________________     Witness Signature  _________________________________________________________       Date _____________   [  ] CFC worker (specify program area)________________________  [  ] Ot her agency staff (specify)________________________    
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CMHC function highlighted





Report alleging emotional abuse/injury is made to DCBS





SSW refers to Level of Risk Matrix





Referral is denied





SSW collects information from interviews and collaterals





Abusive behaviors found





DCBS EI Gatekeeper contacts CMHC EI Gatekeeper





EI Assessment referral made to CMHC EI Gatekeeper





EI Assessment is completed by QMHP





EI Assessment Report sent to DCBS within 30 days of referral





EI present





DCBS substantiates EI





Notification Letter sent





No EI found, but child at risk of EI





DCBS substantiates a finding


 of risk of harm





DCBS finds FINSA





Letter sent stating if family is in need of services





No EI found





DCBS explores other risks and offers services





No assessment deemed appropriate





No abusive behaviors found





DCBS may offer services to the family





Referral taken as an investigation





Referral taken as a FINSA





Emotional Injury Assessment Protocol
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INFORMED CONSENT AND RELEASE OF INFORMATION AND RECORDS


Name _________________________________________________________         SSN ______________________________


I understand that taking part in Comprehensive Family Services (CFS) may include other agencies and persons to help me and my family get the services we need.  The Cabinet for Families and Children (CFC) and these agencies and persons may need to share information and records in order to provide these services.  By signing this form, I give CFC staff or staff of another agency, authorized to act on behalf of CFC, permission to get any information needed to see if I am eligible for any assistance program.  I also give permission for CFC and the following agencies or persons listed below to share information and records with one another about services, benefits or treatment provided to me and my family:


		Name of Agency or Individual

		Name of Agency or Individual

		Name of Agency or Individual



		

		

		



		

		

		



		

		

		





My consent includes the following information and records (please put your initials beside each item that you consent to):


____ Medical and Physical Health Records (not HIV or AIDS)



____ Behavioral Health and Psychiatric Records (not Drug or Alcohol Abuse Patient Records or Psychotherapy Notes)



____ Psychosocial History




____ Housing Records


____ Psychological Test Results



____ Child Support/ Spousal Support Records


____ Student School Records



____ Food Stamp Records


____ Long-term Facility and Alternate Care Records 

____ K-TAP Records


____ Statement of Legal Status and Custody

              ____ Medicaid Records


____ Home Care and Home Health Records


____ Child Protective Services Records


____ Spouse Abuse and Rape Crisis Center Records

____ Adult Protective Services Records


____ Senior Program Provider Records


____ Financial Records


____ Homeless Shelter Records



____ Employment Records


____ Court Records




____ Other____________________________


This consent applies to the following members of my family for whom I have the legal authority to consent:


		Member Name

		SSN

		Relationship

		Member Name

		SSN

		Relationship



		

		-       -

		

		

		-       -

		



		

		-       -

		

		

		-       -

		



		

		-       -

		

		

		-       -

		



		

		-       -

		

		

		-       -

		





I understand that: 


· This authorization will be in effect for a period of __________________________ from the signature date.  


· I may revoke this consent at any time in writing unless action has already been taken based on my consent.


· CFC will not condition treatment, payment, enrollment or eligibility for benefits on receipt of this form. Signing this form is voluntary, but failing to sign it, or revoking it before the necessary information is obtained, could prevent an accurate or timely response and could result in denial or loss of benefits.


· Information disclosed to CFC may no longer be protected by the health information privacy provisions of 45 CFR Parts 160 and 164 pursuant to the Health Insurance Portability and Accountability Act (HIPAA).


· Information may be redisclosed by CFC without my consent if authorized by State Law or Federal Laws such as the Privacy Act or 42 CFR Part 2 or to comply with laws regarding mandatory reporting of suspected abuse, neglect or exploitation, or assessment that there is a danger of serious harm to self or others.


· I have the right to receive a copy of this form. I may also request a copy of the information retained with it.


Signature _________________________________________________________________

 Date _____________


[  ] Client    [  ] Parent    [  ] Legal Guardian    [  ] Other (specify) _____________________________________________________


Signature ________________________________________________________________  

 Date _____________


[  ] Client    [  ] Parent    [  ] Spouse    [  ] Legal Guardian    [  ] Other (specify) ___________________________________________


Witness Signature _________________________________________________________ 

 Date _____________


[  ] CFC worker (specify program area)________________________  [  ] Other agency staff (specify)________________________



