ATTACHMENT A

SPECIFICATIONS OF WORK TO BE PERFORMED

A. PROGRAM BACKGROUND

The Child Development Division (CDD) Children’s Integrated Services (CIS) provides health promotion, prevention, and early intervention services to pregnant and postpartum women, infants and children birth to age six (6) their families and child development providers. CIS services include:

1. Maternal-Child Health Nursing; 

2. Family Support Services; 

3. Part C Early Intervention; 

4. Early Childhood and Family Mental Health; and

5. Specialized Child Care Supports (*through age 13).

CIS services are part of a coordinated continuum of care across multiple types of providers and settings, through connections with high quality health care and community support services. The goal is to improve the health and well-being of pregnant/postpartum women, infants and children, so that progress on maternal and child safety, family stability, and optimal healthy development is achieved.

B. Service Description
1. Provide services to:

a. Pregnant/Postpartum women who desire support to stay healthy, and/or have questions about a condition or risk situation that affects their well-being.

b. Children whose parent or caregiver has questions or concerns about a suspected developmental delay or condition.

c. Families who have questions or concerns about their children’s behavior, health, mental health, wellbeing, or providing a stable, healthy environment for their family.

d. Early Childhood/Child Care providers who enroll children with specialized health or developmental needs.

2. Provide services to pregnant/postpartum women, children, and their families, to support families through a systematic referral and intake process that leads to a multidisciplinary and consultative team review, linking with other community resources as needed, comprehensive screening and assessment, identification of a primary service coordinator working with a family to develop functional outcomes, regular reviews to assess progress and achievement of their goals to promote better outcomes for Vermonters. 

3. Provide support to families when transitioning from CIS services (such as when all goals are successfully met, to on-going services for women beyond two months postpartum, at age 3 for Part C Early Intervention, and beyond age six for other services).

4. Provide support to child care providers working with children with specialized needs.

5. Services are provided by community-based organizations with qualified and supervised professionals in accordance with Appendix 1.

6. Home visiting services provided using an evidence-based/informed model shall be delivered in accordance with standards adopted by the Home Visiting Alliance in response to Act 66: An Act Relating to Home Visiting Standards.  Families have access to evidence-based, evidence-informed, and skilled home visiting support and services through CIS.

7. Service delivery and access to CIS services and supports are available year-round.

8. Service delivery occurs in the natural environments of the families or children to the maximum extent possible – the home or a community-based program or setting identified by the family – to support family or children’s inclusion with typically developing peers.

9. Consultation and education services are available to families and child- and/or and family-serving individuals/programs/organizations, to build skills or capacity for providing high quality care to children.

C. Service Goals & Outcomes
The purpose of Children’s Integrated Services is to:

1. increase child and family access to high quality child development services;

2. promote the health, social and economic well-being of the recipients of these services;

3. provide performance-based contracts for the provision of services to pregnant/postpartum women, children from birth to age six and their families;

4. increase access to health insurance and a medical and dental home;

5. strengthen implementation of CIS with a particular emphasis on: infrastructure; outreach; referral and intake; universal screening at regular intervals; multidisciplinary evaluation and assessment; integrated services planning; coordinated service delivery and transition; 

6. support a more comprehensive approach to service delivery including: coordinated delivery of direct services, consultation, group education, team and supervision time, and

7. recognize families are the expert on their and their child’s strengths, areas of need, and goals. Service provider’s partner with families from initial contact through transition from services.  This is evidenced by the family’s voice included in all case documentation.

D. SPECIFICATIONS

CIS funding requires providers to continually improve collaboration around the early detection of health or developmental needs or delays and to expand young children’s access to Medicaid services to address these needs. This may include finding opportunities for community resource development through program planning, policy development and interagency coordination. Staff funded through CIS will support families’ access to Medicaid insurance and Medicaid-covered services.

E. INFRASTRUCTURE
1. Contractor is responsible for managing services within the regional allocation. Contractor must ensure adequate staffing to meet the minimum qualifications outlined in Appendix 1, to:

b. Carry out CIS outreach on an on-going basis;

c. Provide centralized intake and referral;

d. Participate in the development, implementation, governance, and evaluation of the CIS teams to ensure families get needed services in a coordinated and integrated manner;

e. Ensure and support timely, accurate and complete data collection and reporting and maintenance;  

f. Ensure that all client records at a minimum utilize the State approved CIS documentation (or elements of that documentation if an electronic data system is used); 

g. Participate in the CIS Coordinator quarterly meetings, and other meetings required of the CIS Coordinator; 

h. Regional participation in each scheduled Community of Practice call;

i. Participate in the quarterly Integrated Regional teleconference hosted by the CIS State team.

2.
All CIS professionals must demonstrate competence and adhere to current best practices by participating in ongoing, annual professional development and regular supervision. CIS supervisors will maintain a record of staff professional development for State review upon request. Staff can also elect to document their professional development through the Bright Futures Information System (BFIS). All professional development activities referenced in this contract count toward demonstration of competence.

3.
All Staff and subcontractors funded through CIS must: 

a. for current information, forms, and guidance, regularly access the CDD CIS Website (http://dcf.vermont.gov/cdd/cis), CIS Blog (http://cisvt.wordpress.com/author/childrensintegratedservices/), and CIS Guidance Manual (http://dcf.vermont.gov/cdd/cis/providers/guidance);

b. provide timely responses to information and data requests from the State related to the contract; ensure staff are knowledgeable about and are in compliance with all requirements outlined in Attachment F and 

c. ensure all client-specific information is stored and shared in a secure, HIPAA and FERPA compliant manner as applicable (see Attachment F and http://www2.ed.gov/policy/gen/reg/ferpa/index.html ). 

4.
All staff new to CIS shall successfully complete (with an 80% or better quiz score) on-line CIS training modules within 30 days of hire. These training modules are available on:  http://cispartners.vermont.gov. These include, but are not limited to:

a. CIS Orientation (3 modules)

b. One Plan Orientation (5 modules)

c. Other modules as they become available

d. On-line Mandated Reporter Training
e. Early Intervention Orientation (8 modules) – Required for EI providers only; recommended for all other CIS service providers. Basic Specialized Care Training (6 hours) - Required for Child Care Coordinators only; recommended for all other CIS service providers  

5.
In addition to professional development required by the service provider’s specialty, license or certification; those outlined in the job descriptions in Appendix 1; and trainings required to meet Federal and State requirements, all CIS staff shall attend/complete at least 10 additional clock hours of professional development activities annually from the following:

a. the annual CIS Conference/Institute (attendance may be limited by the State); 

b. scheduled CIS Community of Practice Calls, which will be identified in advance as professional development by the state, and for which participants must complete an electronic evaluation at the conclusion of each call; 

c. relevant on-line CIS training modules;

d. other professional development required by CIS State Staff based on contract monitoring activities;

e. other State-sponsored trainings, both core and discipline-specific including, but not limited to:

i. Parents as Teachers (PAT)

ii. Maternal Early Childhood Sustained Home visiting (MECSH)

iii. Early Intervention Certificate
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CIS Coordinator and CIS Child Care Coordinator staff are required to meet the minimum qualifications outlined in Appendix 1.

7.
CIS Coordinator will be employed at least .5 FTE performing the following functions:

a. Responsible for the orientation of new team members to the CIS integrated system, including:

i. The function of the three CIS teams described in section 10 below;

ii. Team members’ roles and responsibilities;

iii. Expectations for information and data sharing (including performance measure data and billing)

b. Coordinating outreach, centralized intake and referral;

c. Facilitating the development, implementation and evaluation of the Regional CIS teams to ensure families get needed services in a coordinated and integrated manner;

d. Collecting data and ensuring timely submission of required CIS performance measure data and narrative reports to the State;

e. Monitoring of CIS clients served within the region, identifying both Medicaid and non-Medicaid clients, and status of billing toward the regional allocation and communicating those data to Regional Administrative Team and the State Technical Assistance Liaison monthly;

f. Serving as liaison between the State CIS team, Regional CIS teams and other community partners;

g. Ensuring they are aware of the Childbirth Education and other parent education resources in the community and sharing this information with CIS service providers.

h. Attending required CIS meetings and trainings indicated in section I(4) above, as well as quarterly CIS Coordinator meetings. If the Coordinator is unable to attend, a designee must attend in the Coordinator’s stead. 

i. Ensuring representation by the region on every scheduled CIS Community of Practice call (COP).

8.
CIS Child Care Coordinator will be employed at least 1 FTE performing the following functions:

a. Bring every specialized child care referral (child, family, and child care provider-specific) to the weekly Referral and Intake team meeting to be shared in order to facilitate coordination across services; 

b. hold primary responsibility, coordination, oversight and content expertise regarding the provision of specialized child care services and supports in accordance with section VI (5) of this contract;
c. Increase the quantity and quality of Specialized Child Care Providers in collaboration with the local Resource and Referral agency; 
d. Lead specialized child care discussions, including Child Care Family Support Financial Assistance determinations, within regular CIS team meetings;

e. Provide in-person orientation and support to the regional DCF Family Services Division staff; 

f. Coordinate and support the enrollment of children with protective services needs through ongoing communication with child care provider, Family Services Division and caregivers;

g. Provide technical support to specialized child care providers;

h. Attend required CIS meetings indicated in section I(4) above, as well as CIS Child Care Coordinator meetings and related required training. If the Child Care Coordinator is unable to attend, a designee must attend in the Coordinator’s place; and

i. Conduct “Welcome to Specialized Child Care” on-site visit to review and assess program to ensure it meets the standards for Specialized Child Care.

9.
Contractor must ensure capacity for the year-round delivery of CIS services.

10.
Contractor must ensure three functioning teams in each CIS region. The teams are convened for the purpose of assuring the integration and coordinated delivery of high quality health promotion, prevention and early intervention services for pregnant/postpartum women and children from birth to age 6 and their families. Contractor must participate in the operation of regional CIS teams.  The Regional CIS teams consist of, at a minimum, representation from: 

a. Maternal-Child Health

b. Family Support Services; 

c. Part C Early Intervention; 

d. Early Childhood and Family Mental Health; and

e. Specialized Child Care Supports.

Team Descriptions:

a. The CIS Systems Team – regularly scheduled meetings to discuss local systemic issues, and monitor and govern regional CIS activities. This includes:

i. A Governance Document developed and reviewed and updated at least annually and submitted annually to the State;

ii. Participating in monitoring of data on numbers of CIS clients served within the region, both Medicaid and non-Medicaid, and status of billing toward the regional allocation; Participate in the development, implementation, governance, and evaluation of the regional CIS system to ensure families get needed services in an coordinated and integrated manner; CIS participation when appropriate in community initiatives addressing issues for children and families prenatally through age six (ex. Building Bright Futures, Early Learning Challenge Grant Promise Communities, ACE Team, Community Health Team, Strengthening Families, Safe Babies Court Team, etc.);

b. The CIS Referral and Intake Team – at a minimum, weekly scheduled meetings to review referrals and intakes, identify initial primary service coordinators, participate in determinations for Child Care Family Support Financial Assistance 

c. The CIS Consultation Team – meetings may be regularly scheduled or held as needed upon request of the family or family’s CIS team. This is a multi-disciplinary team that utilizes resources in the community to provide consultation services to CIS providers, with ad hoc membership as needed. In order to discuss specifics about a family, without the family present, family consent must be obtained.

F. Outreach
1. Regional CIS Outreach must target the following specific populations: 

a. Families who do not have homes;

b. Families living in rural areas;

c. Children whose families are considered “low income”, i.e., are unemployed, or below poverty guidelines;

d. Families/children who have witnessed crime, including domestic violence;

e. Wards of the State;

f. Families with a history of child abuse and neglect;

g. Native American families; 

h. At- risk prenatal, maternal, newborn or child health conditions, e.g., maternal depression and substance abuse; preterm birth, low birth weight infant, infant mortality due to neglect, infants/children who have been exposed to toxic substances during pregnancy;

i. First-time pregnant women less than 28 weeks’ gestation eligible for the Nurse- Family Partnership where available;

j. Children, and their families, experiencing health needs and/or delayed development.

2. Outreach activities will include, at a minimum, on-going efforts to strengthen and improve coordination of services through:

a. Education of primary referral sources, such as families, public schools, hospitals, physicians, health care providers, medical homes, home health agencies, public health services, Family Services Division, and child care providers about the resources available through CIS and how to access them on an ongoing basis.

b. Efforts to use the Child Find and referral system to identify children birth to age three with a developmental delay or a heath condition that could result in a developmental delay.

c. Community resource development to improve access to services for pregnant/postpartum women and parents with young children.

Any materials used for outreach activities must be either produced by or submitted to the CIS State Team for review and approval prior to use.

G. Referral and Intake
 Referral process must include, at a minimum:

1. Ensuring verbal consent is received and documented on the referral form for all referrals.  

a. Any referral where “verbal consent” is not checked on the referral form, the individual receiving the referral form must contact the referral source to ensure verbal consent was received prior to bringing the referral to the Referral and Intake team. 

2. Ensuring coordination and minimi1, duplication across CIS services by:

a. Conduct weekly meetings of the Referral and Intake Team;

b. bringing to and sharing at the next Referral and Intake Team meeting every new referral received by any agency/CIS Staff:

i. reviewing, and 

ii. assigning the primary CIS service to follow up on the referral/intake.

3. Managing incoming referrals, including:

a. With the team, discussing and identifying the appropriate CIS staff person who is initially assigned as the primary service coordinator, to conduct the initial intake and screening. 

b. Triaging urgent care, defined as a mental health, NICU or other medical, child protection, or other high-risk situation that requires an immediate response; 

c. Referring children birth to age three with developmental concerns who may be potentially eligible for a Part C Early Intervention evaluation within 2 business days;

d. Making referrals for pregnant women eligible for the Nurse-Family Partnership (where available) to the home health agency by the end of the next business day or sooner).
4. Initial Contact (defined as two individuals talking with each other): 

a. contacting all referred pre-natal women, families or child care programs must occur within five business days from date of referral;

b. exceptions: referrals for children birth to age 3 with a developmental concern are required to be reviewed by Part C Early Intervention and families contacted within 5 calendar days, the timeframe mandated under Federal law. 

c. Informing individuals about CIS Services and the regional CIS processes and what to expect;

d. All attempts at contacting individuals referred shall be documented;

e. If unable to make contact according to this definition after 3 attempts CIS providers must follow the CIS Guidance regarding “Lost to Contact” http://cispartners.vermont.gov/manual.

5. Intake must include, at a minimum:

a. Obtaining appropriate written authorization using the CIS-03 Authorization form which can be found at http://cispartners.vermont.gov/sites/cis/files/Forms/CIS_Authorization_Form.doc;

b. Obtaining information listed on the CIS-02 Intake Form which can be found at 

http://cispartners.vermont.gov/sites/cis/files/Forms/CIS_Intake_Form.doc;

c. Verifying the client’s contact information;

d. Obtaining insurance information by completing the CIS-02 Supplemental Form and social security numbers for any CIS client;

e. Obtaining consent for evaluation, if applicable;

f. Obtaining Family Support Child Care Financial Assistance Supplemental Form information, if applicable; and

Consent for Services form must be signed before any CIS direct service is provided (nursing supports, specialized instruction, developmental education, parent education, ECFMH therapy or intervention, family support social work, consultation to families or child care providers, provider education) 

H. comprehensive Screening, EVALUATION AND Assessment
Contractor will:

1. promote the importance of universal developmental screening with families and providers.   

2. ensure comprehensive initial evaluation to determine client eligibility, as applicable, and to identify service needs and goals; and

3. ensure ongoing client assessment to determine progress and any changes needed within the plan. 

Activities include, at a minimum:

1. Refer to the following list to identify State approved comprehensive screening, evaluation and assessment tools that address physical, psycho-social, developmental and environmental health, including both protective and risk factors.:   http://cispartners.vermont.gov/sites/cis/files/Tools/CIS_approved_developmental_screening_tools.pdf
2. Obtain consent from the family/client prior to conducting any screening, evaluation and assessment.

3. For Early Intervention, follow State Rules 2360.5.3 to conduct initial screening at intake for all children who were referred potentially eligible for Part C services.  Use approved early intervention documentation. 

4. Ensure all evaluation and assessment activities include a review and incorporation of relevant information such as observations, interviews, and information received from sources such as the family, health care provider, child care provider, other state agencies or programs, or others involved with the child and family.

5. Communicating all screening, evaluation, and assessment results to the family, the rest of the team and the referral source when appropriate.

6. Identifying the need for any additional specialized assessment and ensuring documentation of this on the client’s plan.

7. Scheduling a multidisciplinary review by the team.

8. Accessing additional expertise when necessary.

I. Integrated Services 

Contractor will use the One Plan as the single service plan for all CIS services and ensure that all client records at a minimum utilize the State approved CIS documentation (or elements of that documentation if an electronic data system is used). For services delivered in three (3) or fewer visits, the Consent for Initiation/Change/Continuation of Services, Services Grid and Outcomes Page (or equivalent electronic data sets) must be completed at a minimum.

Service providers should identify and work with the strengths and capabilities of child care programs, pregnant women, or families and their children. Appropriate use of the One Plan requires partnering with families or child care programs, and service providers in plan development and creating plan goals that are specific, measureable, achievable, relevant and time-bound, which are meaningful to the pregnant woman, family or child care program. Activities and strategies to achieve the goals and outcomes define the work that takes place between the service provider(s) and the pregnant woman, family or child care program. 

The identified Primary Service Coordinator is responsible for, at a minimum:

1. Serving as a single point of contact in supporting pregnant women/families/child care programs to obtain the resources and services they need;

2. Facilitating team meetings that include all service providers working with the pregnant woman/family/child care program to develop, review and evaluate the One Plan which includes; Coordinating and facilitating the initial meeting, annual review, 6-month reviews and transition meetings. 

3. With the consent of the client and at their request, the primary service coordinator shall ensure to invite other relevant individuals who support the client to meetings.  These may include the child care program a child may be enrolled in, school personnel, health care providers, other community agency program staff, other AHS program staff, etc.(this is not intended to be an exclusive list).

4. Promoting and facilitating ongoing communication between all team members including the family/child care program.

5. Planning for transition is important for all clients. At a minimum, transition planning includes:

a.  for women beyond two months postpartum, supporting transition in accordance with CIS guidance or applicable evidence-based home visiting model requirements, 

b. for children eligible for Part C Early Intervention in accordance with federal regulations, and 

c. for children beyond age six for other services supporting transition in accordance with CIS guidance or applicable evidence-based home visiting model requirements; or

d.  for child care programs who may need on-going support to provide quality child care facilitating transition to other community-based supports.

6. Coordinating services: 

a. Coordinating and/or performing screenings, initial evaluations or ongoing assessments as needed for determination of eligibility, progress and/or program planning

b. Consulting with and providing interpretation of information to parents/caregivers;

c. Ensuring the provision of year round services for child care programs/pregnant/postpartum women and children from birth to age 6 (through 13 for Specialized Child Care) and their families through appropriate activities as indicated in the One Plan; and

d. Monitoring to ensure all planned services are delivered in accordance with the One Plan; and 

e. Utilizing the CIS Consultation Team as needs are identified to help inform the One Plan as needed by service providers; 

f. Identifying how services are delivered and/or supported within the child care setting when child care is part of a child/family’s plan; and 

g. Providing written notification to family’s/child care programs of their exit from CIS services because of inability to contact in accordance with CIS guidance at http://cispartners.vermont.gov.

J. Service Delivery
All CIS Service delivery must include a focus on outreach to eligible individuals, informing them about Medicaid benefits, performing assessments, assisting individuals to develop a One Plan with clear, measureable goals, monitoring and follow-up activities, and facilitation of family connections with other community supports to promote wellness. 

Maternal-Child Health Nursing (pregnant and postpartum women, infants and children birth to age six)

CIS nurses provide comprehensive, community-based health education, advocacy, risk reduction, and case management activities. Expectant parents receive individualized assistance during pregnancy, preparing for childbirth and becoming a parent. New parents/guardians are supported in understanding the complex social, emotional, physical and economic challenges and changes that occur during these role transitions to becoming a parent, and learn about available community resources and supports. Infant and child health is monitored and supported through a prevention, anticipatory guidance and health promotion lens. 

A.
Maternal-Child Health Nursing Services include: 

1. Nursing practice is an art and a science, based on knowledge and skills identified in nationals MCH perinatal nursing standards and competencies; the American Academy of Pediatrics Bright Futures Guidelines for Health Supervision (3rd edition); the Nurse- Family Partnership (NFP) curriculum as appropriate, and Vermont specific standards and guidance including:

a. The VT Assembly of Home Health and Hospice Agencies (VAHHA) MCH goals and outcomes

b. Path to Parenthood (http://dcf.vermont.gov/sites/dcf/files/pdf/cdd/dev/Path-to-Parenthood_web_pdf) 

c. Growing Up Healthy (http://dcf.vermont.gov/sites/dcf/files/pdf/cdd/dev/GUH.pdf)

2.
Regions implementing Maternal Early Childhood Sustained Home-visiting (MECSH) evidence-based home visiting model will participate fully in all required trainings, meetings, community of practice and implementation activities, curriculum, tools and data collection as directed by the State. MECSH is an approved evidence-based home visiting model by the U.S. Department of Health and Human Services Maternal and Child Health Bureau and will:

a.
adhere to the MECSH “5 Core Elements” which are as follows:

i. Support mother and child health and wellbeing;

ii. Supporting mothers to be future oriented and aspirational;

iii. Supporting Family and Social relationships;

iv. Additional support in response to need; and

v. Child development parent education.

b
Collects and records data in order to meet model fidelity and CIS requirements; and

c.
Administers the required MECSH parent surveys. 

3.
Nursing care for pregnant/postpartum parents, infants and children which:    

a. Elicits health concerns and questions from the family;

b. Gathers on-going screening/assessment information about personal and medical history related to pregnancy and family health; access to prenatal and dental care; food security; nutrition and infant feeding; weight management and physical activity; substance use; depression; fetal and infant growth; development and attachment; safe sleep; family planning; safe housing; employment, etc.

c. Manages complex clinical, psychosocial, behavioral and environmental situations; advocates for the family and assists with links to community resources; and

d. Co-develops and monitors individual/family goals and outcomes for optimal health and quality of life; provides education and anticipatory guidance focused on fostering wellness and well-being.

4.
Nursing support to ensure the child and/or parent has access to health insurance, utilizes their medical and dental home appropriately, and receives recommended and timely care.

5.
Maintaining linkages with health and other community provider systems to ensure coordinated planning and service delivery for the maternal child health population, including addressing:

a. Barriers to health care access or other community services; and

b. Emerging population risks and/or trends

6.
Childbirth Education (CBE) 

Ensure pregnant women are aware of the childbirth education opportunities within the community, including making referrals with the woman’s consent.

Childbirth education (CBE) classes help expectant parents learn about physical, social, emotional, and relationship changes, and assist with developing a plan for managing the birth and postpartum process. CBE services provide appropriate information about child birth, development, and parenting, as well as referrals to community-based supports when needed. These supports may occur in many community settings, e.g., within a hospital, community agency, or private practice. It is recommended that there is on-going communication between the educators and CIS system’s team member.

B. Family Support 

Family Support services focus on increasing parenting knowledge and skills, social supports, and child and family access to high quality child development services, medical and dental care, and safe environments. Using culturally competent, family centered supports, staff provide role modeling, parent education and mentoring aimed at successful development functional skills of parents and their child(ren) . Families are encouraged to plan for and achieve their health, education, economic, inter-personal, social, and parenting goals as well as receive assistance to learn about and connect with community resources as needed.

Family Support Services include: 

1. When implementing Parents as Teachers (PAT) evidence-based home visiting model, regions will participate fully in all required trainings, meetings, community of practice and implementation activities, curriculum, tools and data collection as directed by the State. PAT is an approved evidence-based home visiting model by the U.S. Department of Health and Human Services Maternal and Child Health Bureau. The Parents as Teachers model delivered by Family Support workers:

a. Deliver services within a strengthening families framework;

b. Participate in reflective supervision in a goals oriented practice;

c. Comply with the Local Affiliate Agreement;

d. Use the PAT curriculum and Resource Network to inform personal visits, screenings, group connections; and 

e. Use data for continuous quality improvement (CQI)

2. On-going screening and assessment to determine individual and family growth and development status.

3. Assessment and identification of basic needs and mitigation of family risk factors.

4. Facilitation of family connections with center-based or other community resources that promote learning and literacy, development of life skills, parenting skills, health and mental health, safety, and healthy environments.
5. Ongoing support to ensure the child and/or parent/guardian has access to health insurance and utilizes their medical and dental home appropriately.

6.
Maintaining linkages with health and other community provider systems to ensure coordinated planning and service delivery for the maternal child health population, including addressing:

a. Barriers to health care access or other community services; and

b. Emerging population risks and/or trends.

7.
Providing health-focused prevention, promotion, and anticipatory guidance based on

a. Growing Up Healthy (http://dcf.vermont.gov/sites/dcf/files/pdf/cdd/dev/GUH.pdf); and

b. American Academy of Pediatrics Bright Futures Guidelines for Health Supervision (3rd edition).

Family Support within a Residential Program

Family Support services may be delivered in a residential program setting (such as the Lund Family Center) for women at risk and their children. These services focus on increasing social supports, parenting knowledge and skills, and child and family access to high quality child development services, medical and dental care, and safe environments. Using culturally competent, family centered supports, staff provide role modeling, counseling and mentoring aimed at successful development of parent and child life skills. Young adults are encouraged to plan for and achieve their health, education, economic, inter-personal, social, and parenting goals as well as receive assistance to learn about and connect with community resources as needed.

In addition to those services listed in section above, Family Support Services delivered in a residential program include:

1. Providing services to residents within the program regardless of the geographic region from which they originated.

2. Facilitation of family connections with center-based or other community resources from the geographic region that the woman identifies as being where she will be living after leaving the residential program. If the woman is unable to make this identification, the program will work with the woman’s region of origin until such time as the woman is able to articulate her preference. This work includes:

a. Identification of and providing access to resources that can support the woman upon her completion of her residential program; 

b. Maintaining linkages with health and other community provider systems to ensure coordinated planning and seamless service delivery as the woman transitions back to the community;

c. Regular contact and ongoing team meetings that include, at a minimum, an identified primary point of contact for the woman from the geographic region that is identified as either her originating region, or where she will live after she completes the residential program;

d. Transition planning from the beginning of the woman’s participation in the residential program for her return to the geographic region that is identified as either her originating region, or where she will live after she completes the residential program; and

e. Concurrent planning as needed for her child(ren)’s transition back to the community.

3. Ongoing support to ensure the child(ren)’s needs are supported throughout the woman’s participation within the residential program.

C. Part C Early Intervention (children birth to age 3)
Part C Early Intervention must be provided in accordance with Part C of the 2004 IDEA and in accordance with the reauthorized Part C regulations in effect September, 2011 (https://www.federalregister.gov/articles/2011/09/28/2011-22783/early-intervention-program-for-infants-and-toddlers-with-disabilities), and the State of Vermont Special Education Rules adopted June 1, 2013 and effective July 1, 2013. (http://education.vermont.gov/new/html/pgm_sped.html)

Early Intervention services are provided to children experiencing cognitive, physical, communication, social/emotional or adaptive delay or who have a diagnosed medical condition that has a high probability of resulting in developmental delay. Contractors are required to have available and reference at the Early Intervention site the current federal and state laws, regulations, rules and state policies and procedures, and guidance related to Part C Early Intervention and Part B Special Education for Preschool Children.  

Ensure all client-specific information is stored and shared in a secure, HIPAA and FERPA compliant manner as applicable (see Attachment F and http://www2.ed.gov/policy/gen/reg/ferpa/index.html)

Submit resumes of staff to the State to assure the Office of special Education that all Early Intervention staffs meet the Vermont Part C requirement of holding a bachelor’s degree in early childhood or a related field. 

Part C Early Intervention services include:

1. Documentation and compliance with CIS program requirements and Federal Part C regulations for service delivery including: 

a. Ensuring that all eligible children will have on file a written plan that meets Part C regulations, specifically 34 CFR §303.342 through §303.345;

b. Ensuring families are informed of their procedural safeguards and receive a copy of their rights;

c. Ensuring compliance with 303.409(c) that after each One Plan/IFSP meeting that all families are provided a copy of each: evaluation, child assessment, family assessment, and the initial or revised One Plan as soon as possible at no cost to families and within 10 calendar days;

d. Ensuring compliance with §§303.113, 303.321(a)(1)(i), in §303.321(a)(1)(ii) that all multidisciplinary evaluations and assessments will be conducted by two or more qualified staff with separate disciplines or an individual who is qualified in more than one profession;

e. Ensuring that the One Plan (formerly IFSP) team includes the parent, and two or more individuals from separate disciplines and one of these must be the service coordinator; Consistent with §303.340 and §303.343(a)(1)(iv)); and

f. Complying with transition regulations as outlined in the inter-agency agreement found on the CIS web page http://dcf.vermont.gov/cdd/cis/IDEA_Part_C_early_intervention;

i. Regulations require, with parental consent, scheduling and convening a transition conference for children who were determined potentially eligible for Part B preschool services at least 90 days prior to the child’s third birthday.  including providing a copy of all relevant documentation from the child’s file to the school. Documentation of the date the conference was convened must be maintained in the child’s file.  For children not determined potentially eligible for Part B services, the contractor shall follow CIS Guidance;

g. Informing families of Vermont Part C System of Payments (SOP) and provide families with the SOP brochure and use the approved System of Payment authorization form consistent with §303.520;

i. Provide ongoing support to ensure the child and/or parent/guardian has access to health insurance and utilizes their medical and dental home appropriately; 

ii. Referring a family to the State office immediately if a complaint is not resolved by the Early Intervention supervisor/director to the family’s satisfaction.  Assuring and documenting that families are regularly informed of their rights under IDEA, Part C dispute resolution;

h. Participating in any required trainings such as the EI orientation and/or any training identified based on monitoring or the determination process;

i. Using the Agency of Education/Agency of Human Services draft template to develop and implement the Regional Child Find Agreement. The Agreement addresses the regional responsibilities outlined in the Interagency Agreement between the Agency of Human Services/DCF/CDD and Vermont Agency of Education (revised version 2014). All agreements must be submitted to the CIS Part C Program Administrator at the Child Development Division.

2. Conducting outreach including:

a. Assuring the DCF Family Services Division (FSD) district office in the region is aware of and referring to Part C Early Intervention Services as required under the Child Abuse Prevention and Treatment Act (CAPTA). DCF FSD must be informed that these services are provided to eligible children under the age of three who have had a substantiated case of abuse and or neglect. Referrals from FSD will be received in the same manner as all CIS referrals and a developmental screening will be done unless they are referred with a developmental concern or their family is requesting a full evaluation;

b. Additionally, children who are identified as being at “high risk” or “very high risk” with an open case with FSD and are referred to Early Intervention from FSD will receive a developmental screening unless they are referred with a developmental concern or their family is requesting a full evaluation; and

c. Locating and identifying eligible children who are homeless and native American children for Part C services.

3. Timely, accurate and complete monthly data submission ensures federal reporting timelines are met. The contractor must also respond to any special data requests by the State for monitoring and federal and state reporting.  Timely and accurate submission enables data to be transferred to the Department of Vermont Health Access to ensure provider payments are processed in a timely manner.  Data submission must include:

a. Monthly child count data reports to the CIS/EI Part C administrator, postmarked or sent by secure email/fax by the 8th of each month. These data are used for federal reporting and monitoring purposes for actives, exits and referrals including children under CAPTA;

b. Written notification of children identified as potentially eligible for Part B (§303.209) are sent to schools between 6 months and 90 days prior to a child’s third birthday.  Copies of these notifications are to be submitted to the State with the monthly child count data reports by the 8th of each month. Information sent to schools and to the State office must include: child’s name, date of birth, parents contact information including names, address(es) and phone number(s) (§303.401); 

c. Copies of the Child Outcome Summary Forms must be completed in accordance with the State timelines and submitted to the State with the monthly child count data reports by secure email/fax by the 8th of each month.

d. Updated accurate service grids for prior authorization shall be submitted in a timely manner to assure timely payments through Payor of Last resort.  “Accurate” includes;
i. actual start dates of service,
ii. identifying a single primary location of service for each direct service listed on the grid, and
iii. when a service is added, changed, or deleted, an updated service grid must list all current services being delivered, changed, and/or ended.
e. Annual child count data to the CIS/EI Part C administrator, due at a date to be determined annually by the State and occurring in November to meet federal reporting requirements and timeline.

4. Monitoring service delivery data including:

a. having available and referencing at the Early Intervention site copies of: The Vermont Part C/Early Intervention State Performance Plan, Annual Performance Report including the State Systemic Improvement Plan, any Monitoring Reports, Corrective Action Plans related to findings of non-compliance, Determinations and Quality Improvement Plans,. 

i. Findings of non-compliance must be corrected within one year of identification;

ii. All Quality Improvement Plans are submitted for approval in accordance with the timelines issued by the State Part C Administrator. 

iii. making available and discussing these data and plans with the CIS administrative team and key partners who collaborate in carrying out the Part C/ Early Intervention services to:

iv. review and develop regional goals, support program compliance and performance, and correct non-compliance and improve performance;

5. Adhering to Fiscal Certification 34 CFR §303.202 requirements including:

a. Ensuring Part C funds are not used to satisfy a financial commitment for services that would otherwise have been paid for from another private or public source consistent with 34 CFR §303.510; 

b. Obtaining updated signed parental consent any time a new service is added, or a current service is changed, and

c. Obtaining and submitting to the State written parental consent to bill private insurance or Medicaid and keeping a copy in the child’s file. 

D. Early Childhood and Family Mental Health (children through age 6 and their families)  

CIS early childhood and family mental health services are intended to assist children, families, child care providers, and individuals, programs, and/or organizations serving the needs of young children and their families. Services are intended to address parent/child relational concerns, support access to and effective utilization of community services and activities, and develop parents’, caregivers’ and practitioners’ skills in order to promote and support children’s healthy social, emotional, and behavioral development. 

Early Childhood and Family Mental Health services include:

1. Intervention (treatment) services:

a. Are intended for early detection of social, emotional, and/or behavioral mental health developmental problems, to provide preventative and early intervention supportive services in order to mitigate these problems, and to expand young children’s access to mental health Medicaid services; 

b. Are provided in settings identified by the child’s family as their natural environments;

c. Use evidence-based practices or curricula;

d. Adhere to eligible service activities for children’s clinical and support services for the CUPS Cost Center procedures, and documentation requirements outlined in Section Two of the Medicaid Fee-for-Service Manual produced by the Department of Mental Health (available at http://mentalhealth.vermont.gov/sites/dmh/files/publications/DMH-Medicaid_Fee-for-Service_Manual.pdf); and   

e. Are intended for the early intervention of social, emotional, and behavioral developmental delays. This funding is not intended for intensive or long-term mental health treatment services, or treatment services delivered in non-natural settings.

2. Consultation services:

a. Provided beyond three (3) sessions must be outcomes-based using a pre- and post-assessment tool, and utilize the One Plan;

b. Are intended to improve the overall capacity of caregivers and child care providers to support the healthy social, emotional and behavioral development of young children;

c. May be provided as requested by a family, child development professional, child care program, or other child-/family-serving community group and may be either in-person (face-to-face) or by phone (but not by email). The minimum time that may be counted for this training per family, child development professional, child care program, or other child-/family-serving community group per day is 15 minutes; the maximum time that may be counted for consultation per family or community group per day is 8 hours; and

d. Consultation may include:  

i. Outreach, information and referral for families who are not already receiving community mental health center treatment services. In this case, consultation may result in referrals to Dr. Dynasaur/Medicaid treatment covered services;

ii. Addressing program-related issues or supporting the development of foundational skills to promote early identification, intervention, screening and referral for mental health Medicaid services for young children and their families;

iii. Program mentoring or reflective supervision for child care staff and other direct service providers to enhance their understanding of and skill in addressing factors within their programs to support children’s healthy social, emotional and behavioral health and development;  

iv. Identifying opportunities to improve collaboration around the early detection of mental health problems and expanding young children’s access to mental health Medicaid services; and  

v. Responding to identified opportunities for community resource development through program planning, policy development and interagency coordination. 

3. Education (training) services:

a. provided beyond three (3) sessions must be outcomes-based using a pre- and post-assessment tool, and utilize the One Plan;

b. are intended to build the skills or capacity of individuals to improve their ability to meet the social, emotional, and behavioral development of the young children in their care;

c. must be provided for at least 15 minutes, but not more than 8 hours, per day per family, child development professional, child care program, or other child-/family-serving community group in order to be counted as a CIS Education Service; and

d. Education may include: 

i. Training for the community mental health center staff or other CIS and community early childhood professionals about the benefits of participating in medical/Medicaid related services, how to assist families to access such services, and how to more effectively refer children and their families to such services;

ii. Training of foundational skills for families, community-based groups and early childhood professionals to support children’s social, emotional and behavioral health and development; and

iii. Learning about the paperwork necessary for documenting consultation. However, education services do not include the day–to-day supervision of community mental health center staff (or contractors) or internship students.

4. Therapeutic Child Care services are intended to provide outcome-based, planned combinations of consultation, education, and intervention services within high quality child care settings to improve child care staff’s and parent’s skills and abilities to support optimal social, emotional, and behavioral development of the young children in their care. 

Therapeutic Child Care services:

a. Must be delivered in accordance with guidance provided by the Child Development Division which can be found at (http://dcf.vermont.gov/cdd/cis)  

b. Therapeutic child care funded through CIS must report the following performance measure data to the State (see Section K) below):

i. Children increase their social and emotional skills;

ii. Parents increase their knowledge and skills around how to support their children’s social and emotional needs; and

iii. Child care staffs improve their ability to support children’s healthy social and emotional development.

E. Specialized Child Care (children age 6 weeks to 13 years)

CIS Specialized Child Care Services are a continuum of available supports for particular populations of children (age 6 weeks to 13 years) and their families. CIS Specialized Child Care Services are intended to increase access to and enhance success in high quality child development programs for children. CIS Child Care Coordinators hold primary responsibility, coordination, oversight and content expertise regarding the provision of specialized child care services and supports.

The particular populations identified for these services, irrespective of their participation in the State’s Child Care Financial Assistance Program, include:  

a. Children with open cases with the Family Services Division (FSD) of the Department for Children and Families (DCF);

b. Children with special physical, behavioral, or developmental needs;

c. Families experiencing significant, short term stress.

Specialized Child Care services include:

1. Ensuring access to quality child development programs including: 

a. Supporting the regional availability of specialized child care providers as needed as they seek to provide high quality care for enrolled children with identified specialized needs; 

b. Providing expertise on the CIS teams and to child- and family-serving providers/organizations regarding regulated child care; 

c. Serving as the primary service coordinator for CIS families whose primary service need is child care; 

d. Assisting families in navigating the Child Care Financial Assistance Program and identifying specialized child care providers and community resources to support the families’ identified needs; 

e. Administering Financial Assistance Program benefits for the following service needs: Child Care Family Support, Child with Special Health Needs, and Protective Services, including using all CIS forms and developing One Plans with families as required; 

f. Assisting and orientating Family Services Division (FSD) social workers in understanding the expectations for approving eligibility and identifying appropriate specialized child care providers, support ongoing coordination between FSD staff and CDD when a child care provider is seeking to become a resource family for FSD, and supporting child care programs to obtain Specialized Child Care Provider Status; and

g. Processing enrollment in the Bright Futures Information System (BFIS) for children/families receiving a Financial Assistance Program benefit for a specialized service need in accordance with all Child Care Financial Assistance Program regulations, policies, documentation, and timelines.

2. Ensuring access to transportation services as defined in regulation including:

a. Administering transportation determinations 

b. Assisting eligible families to access transportation to enable children to access quality child care;

c. Coordinating and processing transportation enrollment in BFIS; and

d. Monitoring regional transportation providers to ensure they meet transportation agreement requirements and report back to the designated State CIS team member.
3. Supporting Specialized Child Care providers including:

a. Assisting high quality child care providers in becoming Specialized Child Care Providers by conducting Welcome to Specialized Child Care visits, completing the requisite documentation and submitting it to the State.  Supporting providers to maintain their Specialized Child Care Provider Agreement; 

b. Providing resources and supports to child care providers in order to support the successful enrollment and healthy development of enrolled children. On- site services must be documented using the One Plan documentation as required of CIS integrated services. 

c. Support services may include: 

i. Assisting child care providers in accessing local resources and statewide systems for professional development and continuous quality improvement, which includes participating in, maintaining, and increasing Step Ahead Recognition System (STARS) levels.  Accessing resources includes: Child Care Wellness Consultants; Child Care Resource Development Specialist; Vermont Birth-to-Five; Multi-tiered System of Supports; Mentoring, Assisting, Teaching, Coaching, and Helping (MATCH); etc.

ii. accessing community resources to support the needs of enrolled children and their families including other CIS services.  Supporting child care providers, in collaboration with a child’s family and CIS team, to develop and submit Special Accommodation Grant applications to the State. 
K. Performance Measures
All contractors must report on the following performance measures met during the reporting period (see the CIS Website: http://dcf.vermont.gov/sites/dcf/files/pdf/cdd/cis/Guidance_Manual/Ch_16_Semiannual_Data_Report_Guidance_CIS_Manual.pdf  for most recent reporting guidance) by providing required data and narrative reports to the CIS Coordinator for submission with the regional report to the State CIS team using the reporting template provided by the State. In addition to performance measures, a revised reporting template which includes the data field to report numbers of referrals received within the region for the given reporting period will be transmitted annually by the state for processing.  For each performance measure, we will be evaluating data trends over time and using this information to include more specificity in the performance measures for future contracts.
1. Increase in the percentage of those served by CIS who achieve one or more plan goals by the annual review or exit from all CIS services (whichever is earliest);

Rationale – The State expects that the achievement of plan goals is a valid measure of client progress.

2. Increase in the percentage of those served by CIS within timelines documented in the CIS Guidance Manual;

Rationale – Timely provision of services is the State’s expectation and linked to better outcomes for clients.

3. Increase in the percentage of those served by CIS who have no further need for immediate related supports upon exiting CIS services
;

Rationale – The State expects that investment in health promotion, prevention and early intervention is linked to better outcomes for clients.

4. Decrease or no increase in the average number of service professionals interacting directly with clients. 

Rationale – The State expects the use of the CIS model, including the consultation team, will maximize multidisciplinary views and decrease the number of providers serving an individual client.

5. Demonstrate improvement on performance measures. The performance measure data will be collected, analyzed, and disseminated by CDD. 

Rationale – The State expects improved performance (as measured by meeting performance expectations) from the fully integrated model. 

Additional data will be reported as follows:

a. Report data for referrals received in the month of October on all reasons for referral, in accordance with the guidance provided by the State. This data will be submitted by November 16, utilizing the reporting form provided by the State. 

b. When families exit, report data on the reason for exit as described in the reporting template. (moved, lost to follow up, no longer age/post-natally eligible for CIS services, all goals met, withdrawn by family/client, other: reason)

c. Report data on total number of visits with the pregnant/post-partum woman/family/child present (defined as face-to-face direct services or service coordination occurring in the home or a community-based program or setting) per month by CIS service providers (nurses, family support workers, ECFMH, EI, CIS Child Care Coordinator) in accordance with the guidance provided in the reporting template. (consultation and education needs to be included in the ‘visit’ count) 

L. PROGRAM ADMINISTRATION, EVALUATION:

The Contractor’s performance will be evaluated based on achieving the performance measures specified in this contract. For this contract year, data collected on the performance measures will be used for continuing to establish baseline levels. Funding levels for subsequent contracts may be based on achieving these performance measures.

Reporting Requirements:

Data collection will be coordinated by the CIS Coordinator to meet State reporting deadlines. All contractors and sub-contractors are responsible for timely reporting of all referral and performance measure data to the CIS Coordinator for administrative purposes.

Data and narrative reports will be due to the CIS State Team Member listed in Appendix 2:

1. On January 31, 2017 for the July 1, 2016 through December 31, 2016 reporting period. 

2. On July 31, 2017 for the January 1, 2017 through June 30, 2017 reporting period.

Data collection and reporting:


1. Quality assurance processes must be in place to ensure the provision of accurate, unduplicated and complete data. 

2. Client documentation must be maintained in accordance with Medicaid/HIPAA confidentiality requirements and records retention policies. Any edits or deletions to documentation must be made without obliterating text.  All changes must be initialed and dated.  All documentation must be legible, dated, and signed with the practitioner’s credentials.  Documentation shall include the following information at a minimum:

a. Participant Name

b. Medicaid ID

c. Service Provider signed full name, credentials, and date

d. Diagnosis when applicable

e. Date of Service

f. Service Description

g. Record of the client/family’s perspective on needs, goals, interventions and topics relevant to outcomes.

h. Progress Notes need to be in compliance with AHS requirements and should identify: 

i. Summary of major content or intervention themes consistent with treatment goals;

ii. Objective staff observations made of the individual or client responses to interventions;

iii. Assessment of progress toward treatment goals;

iv. Ongoing needs for continued intervention and plans for next steps.

v. Performance goals/outcomes for individual clients served.  

3. Data must be managed manually or through the use of the organization’s data system until such time as the State can provide an operational data system. 

4. Performance data will be submitted to CIS using the template and guidance posted at http://dcf.vermont.gov/cdd/cis/providers/guidance. 

5. Part C Early Intervention services must submit additional data as indicated in Section VI.C.3 above to comply with required federal and state reporting.

6. Resumes identifying the qualifications for the CIS Coordinator(s), CIS Child Care Coordinator(s), and direct service providers will be submitted to CIS within 30 days of the execution of this contract, and/or 30 days of all new hires. Contractors seeking a waiver to the minimum qualifications must submit documentation and a request for a waiver to the Region’s CIS State Team Technical Assistance Liaison in accordance with the waiver process available within the CIS Guidance Manual located at http://cispartners.vermont.gov/manual.
7. For fully integrated contractors, the Fiscal Agents will provide the name and contact information of each sub-contractor. The Fiscal Agent will ensure sub-contractors are available for contract monitoring by the State. The State will notify the Fiscal Agent of any monitoring activities, including monitoring of sub-contractors. Copies of documents produced as a result of any State monitoring of sub-contractors will be shared with the Fiscal Agent.

Narrative reporting:
1. What has worked well in CIS?  Why did it work well?  Please provide a family story that illustrates why it worked well.

2. What hasn’t worked well in CIS? What were the barriers?  Why didn’t it work well?  Please provide a family story that illustrates the issues. Please provide recommendations that could address the issue.
3. Report any novel, innovative and successful initiatives taken in any arena (such as: quality, teaming, services, system, fiscal, or data sharing) in your region?
This contract may be renewed for up to two one-year additional periods so long as services provided are satisfactory.
�  An immediate related support refers to continued need for supportive services which support goals begun in a CIS One Plan. These might be: 


Direct nursing supports (continued supports to ensure a child’s health needs are met such as consultation regarding Type 1 diabetes, or support in obtaining a medical or dental home);


Family supportive services (such as Intensive Family Based Services or supports around parenting or family stability);


Developmental supports (such as Part B services or a Coordinated Services Plan


School-age or intensive (out of the bundle) mental health services; or


Specialized child care supports (non-CIS funded) that follow a child beyond the age of six. 


Any new supports a child/family might be referred to upon transition/exit from CIS services such as WIC, Reach Up, play or parenting groups, substance abuse treatment, etc, which are not continued from goals begun in a CIS One Plan would not be considered a related support. Any of the above mentioned related services also would not be counted if a family sought them at a later date, after having fully exited CIS services, with no service needs immediately identified, recommended and provided.
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