HEALTH CARE SERVICES

Children in foster care represent a special population, with more medical conditions, developmental disorders, and mental health problems than children who are never removed from their homes. As a state supervised, county administered system, the state recognizes a need to improve coordination of programs that impact the quality of health care and delivery of services for children in foster care. Foster care settings include: relative and non-relative family foster care homes, group homes, and residential treatment. In 2007, there were 14,800 children placed in these foster care settings by county/tribal social service agencies.

A.
New Legislation

As required by PL 11-351, the Fostering Connections to Success and Increasing Adoptions Act of 2008, Minnesota has enacted legislation effective July 1, 2009, which amended 2008 Minnesota Statutes, section 260C.212, subd. 1, regarding the out-of-home placement plan for all children in foster care. The amendment requires county/tribal social services agencies to document in plans efforts made by agencies to ensure oversight and continuity of health care services for children in foster care, including:

1. The plan to schedule a child's initial health screens

2. How a child's known medical problems and identified needs from the screens, including any known communicable diseases, will be monitored and treated while they are in foster care

3. How a child's medical information will be updated and shared, including their immunizations
4. Who is responsible to coordinate and respond to a child's health care needs, including the role of the parent, agency and foster parent

5. Who is responsible for oversight of a child's prescription medications

6. How physicians or other appropriate medical and non-medical professionals will be consulted and involved in assessing the health and well-being of a child, and determine the appropriate medical treatment for them
7. Responsibility to ensure that a child has access to medical care through either medical insurance or Medical Assistance

8. The health records of a child, including information regarding the names and addresses of their health care and dental care providers

9. Record of a child's immunizations

10. A child's known medical problems, including any known communicable diseases; a child's medications; any other relevant health care information such as their eligibility for medical insurance or Medical Assistance.

B.
Child and Teen Check-ups
All Minnesota children who enter foster care are eligible for Medical Assistance (Medicaid). The federal Early and Periodic Screening and Treatment (EPSDT) program, known in Minnesota as Child and Teen Check-ups (C & TC) is a required Medicaid service. C & TC provides comprehensive heath care for children and teens, birth - age 20, who are enrolled in Medical Assistance. The goal of the C & TC program is to improve the health of eligible children and teens, and reduce the negative impact of health problems. For children in foster care, it is the responsibility of the county social service agency to ensure that foster children are provided with preventative health care, early diagnosis, and treatment of conditions that threaten their health. The county social service agency engages birth parents of foster children, when possible, in the routine care and treatment decisions for their child. Foster parents are active participants in decisions and activities regarding a child’s health care needs.

Minnesota’s Title IV-B health care oversight plan for children in foster care is based on the existing framework of identification and outreach to eligible children in foster care, and provision of health care services that are currently provided through the C & TC program. This program ensures a coordinated strategy in each county and tribe by a local C & TC coordinator who identifies and responds to the health care needs of children in foster care, including their mental health and dental health needs. The role of the county or tribal C & TC coordinator is extensive. In most cases the coordinators are public health nurses who ensure that C & TC objectives are being met. These objectives include identification, outreach and assistance to access health care services, maintain provider lists, provide follow-up on referrals for further assessment, diagnose and/or treatment, and determine if a child has received services. 

C.
Title IV-B Health Care Plan Requirements
Minnesota statutes, rules and the C & TC program include the following components:
1.
A child’s health care needs while in foster care are identified through screenings, and are monitored by the child’s caseworker, birth parents and foster parents. The county/tribal C & TC coordinator will help access providers based on the C & TC screening. A periodicity schedule for initial and follow-up health screenings is based on a public health model which promotes wellness for Medicaid eligible children who are at higher risk than the general pediatric population. C & TC coordinators provide follow-up on referrals for further assessment, diagnosis and/or treatment to determine if a child has received services. Minnesota Statutes also require that all children who enter foster care are required to have a mental health screening. 
2.
The state’s C & TC program emphasizes the need to avoid fragmented care and the importance of continuity of care. C & TC coordinators identify and monitor children’s health needs and overall participation in the program. C & TC coordinators and providers work together to avoid duplication of services by coordinating ongoing well-child care with complete C & TC screening and treatment services, including: initial prenatal visits, newborn/well baby checkups; Head Start, school, camp or athletic physicals; routine well-child care; family planning visits; immunizations and early childhood screening. Whenever possible, a child in foster care has their health needs met with the birth family’s medical provider to allow continuity of care. When those providers are not available, C & TC primary care providers are encouraged to become the “medical home” while a child is in foster care. 
3.
The state’s required out-of-home placement plan for children in foster care is developed by the agency caseworker with the birth parents, child, foster parents and others. The plan is electronically entered in the state’s Social Service Information System (SSIS). A child’s medical information is required to be entered into the out-of-home placement plan within 30 days of placement and updated every six months. The out-of-home placement plan includes the health records of a child, names and addresses of a child’s health care providers, a record of their immunizations, and known medical problems, including any communicable diseases, medications, and any other relevant health information. Copies of a child’s plan are given to all who participated in development of the plan, and to the judge who reviews a child’s placement in foster care. 
4.
When a child with special needs or disabilities cannot receive care or treatment in their own home and needs foster care to receive treatment, the state has developed a specific policy for voluntary foster care for treatment. Minnesota Statutes, Chapter 260D, establishes that a child’s safety, health and best interest are the primary considerations for voluntary foster care. A primary feature of the statute is to ensure that a child’s birth parents maintain legal responsibility to plan with the agency caseworker and the foster parents for a child’s treatment needs. This clarification supports the birth parents’ active participation in the care of their child, and their responsibility to make decisions about the medical treatment their child receives, including the oversight and use of psychotropic medications. 

5.
Information about a child’s physical and mental health, dental care, and treatment monitoring information are electronically entered into their case record on the state’s SSIS system in specific screens relating to their health. Minnesota Rules require that a child’s foster care provider must also keep a health record for each child. The record must include a child’s medical information, and documentation of the history of their illnesses and medical care provided. 

6.
The oversight of prescription medicines, including psychotropic medications, is monitored by routine medical appointments, with daily oversight responsibility most often given to a child’s foster parents. A child’s birth parents and caseworker authorize medical treatment decisions, depending on the legal status of a child and the ability of the birth parents to participate in those decisions. At times, a court order is sought to authorize specific medical treatment for a child in foster care. Identification of a child’s medications is entered into the SSIS system, and into their out-of-home placement plan. The out-of-home placement plan contains a section to identify and plan for a child’s health needs. Identification of the person responsible for oversight of prescription medicines must be documented in the out-of-home placement plan, and shared with the foster care provider. 

7.
The department has an interagency agreement with the Minnesota Department of Health (MDH) to provide C & TC training to Minnesota health care program providers. Both departments work with national health professional organizations and educational programs/institutions to build relationships and increase collaboration through increased communication. At the county level, C & TC coordinators provide program and training information to providers and clinic staff, as appropriate. 
8.
Minnesota Statutes require that, at a minimum, when a county/tribal social service agency accepts a child for foster care placement, the agency must determine whether a child has had a physical examination by or under the direction of a licensed physician within the 12 months immediately prior to the date a child came into the agency's care. If there is documentation that a child has had an examination within the last 12 months, the agency is responsible for seeing that they have another physical examination within one year of the documented examination, and annually in subsequent years. If the agency determines that a child has not had a physical examination within the 12 months immediately preceding placement, the agency must ensure that a child has an examination within 30 days of coming into the agency's care, and once a year in subsequent years. As previously mentioned, the C & TC program provides health care services to children in foster care on a much more frequent periodicity schedule consistent with a child’s needs and age.

D.
Proposed Measurements
The department monitors the C & TC participation rates for children in foster care for a federal fiscal year by county and tribe. The federal participation rate standard for all Medicaid eligible children is 80 percent. In 2008, the participation rate for Minnesota children in foster care was 80.3 percent. The state proposes to improve the rate of participation for children in foster care utilizing the C & TC program by 5 percent to 85.3 percent during the years 2010 – 2014.

The department also conducts qualitative case reviews of the health needs of children in foster care using the Minnesota Child and Family Services Review (MnCFSR) model. One of the performance items rated for children in foster care focuses on a child’s physical and dental health needs. Another performance item focuses on a child’s mental health needs. Both items have compliance components that address whether or not children in foster care received required physical examinations and mental health screenings within the required time frames. Between 2003 and 2007, Quality Assurance staff reviewed 790 child welfare cases; 448, or 56.7 percent, were cases of children in foster care. Although not all 790 cases were rated on these two performance items, there were significant findings. The county agency performance over the five-year period for meeting the physical and dental health needs of 551 children reviewed was rated a strength in 84 percent of the cases reviewed. The county agency performance during the same period for meeting the mental health needs of 635 children was rated a strength in 70.7 percent of the cases. The department proposes to improve the strength rating for each of these two performance items by 5 percent during the years 2010 – 2014. The measurement reported for the CFSP annually will include only children in foster care rated for physical and mental health care needs.
E.
New Strategies to Improve Performance
The five-year plan to improve the state’s health care oversight of children in foster care will use new strategies. Strategies can be found in Attachment A - 2010 – 2014  CFSP Goals and Objectives

F.
Conclusion
The state, while having an infrastructure in place for meeting the health care needs of children in foster care, has room for improvement. PL 11-351, the Fostering Connections to Success and Increasing Adoptions Act of 2008 has provided a new framework for child welfare policymakers and practitioners to engage with medical policymakers and providers to identify and treat these health care needs. Improved training, data collection, oversight, and coordination of policies and resources will result in improved child health care outcomes, not only for children in foster care, but for all children in Minnesota’s child welfare system.

