attempts. when necessary. to resolve private insurance problems; identifies the appropriate
primary care provider (PCP): and, importantly, provides immediate temporary coverage for 45
days. When children have complex medical cases (that is, multiple medical needs), TennCare
Select assigns a nurse and a case worker. With respect 1o TennCare eligibility, DCS child benetit
workers also use DHS s computer to determine eligibility and DCS sends a daily list to TennCare
of each child who has entered custody or returned to the family and community.

At the end of the eligibility process, the principal group that does not have TennCare are
the children of illegal aliens. As to these children, DCS forwards them to an immigration
attorney to assist in obtaining citizenship. At the end of the 45-day temporary coverage period,
approximately 100 to 150 children end up not having TennCare coverage. DCS pays for the care
and treatment of these children trom another budget source.

3. EPSDT Screening and Related Processes

Children who enter DCS custody receive EPSDT screens from the local office of the
health department (DOH). Although EPSDT screens must be completed within 30 days of'a
child entering custody.'"” within 72 hours of a child entering custody, DCS obtains from the
parent or custodian a two-page health questionnaire to assist the Department of Health when it
screens the child. Although the DOH’s EPSDT screens are described as “devclopmental,” when
a child is sent to be screened, generally DCS provides the evaluator with a copy of the court

order, a copy of the health questionnaire, an immunization record, and a TennCare identification

" The 30-day requirement is not a product of the Consent Decree in this case.
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card.’® Thus. at the time of the screen, DOH usually does not have medical records of the
primary care physician (PCP); school records (including individualized educational plans (IEPs))
from the local educational agencics (LEAs); records of prior mental health or drug treatment; or
juvenile or DCS records.

The developmental inlormation in the above-described records ailects the completeness
and accuracy of a developmental screen because such information enables more accurate
judgments, more focused inquiries and more fully informed determinations of the need for
follow-up evaluations for children who frequently, if not invariably, have had problems
elsewhere. On the other hand, given the short time lines governing the screening process (and
related procedures in the juvenile court), DCS undoubtedly encounters difficulties and delays in
obtaining documents before the screens occur.

Given the importance of developmental information to the screening process, TennCare
Select has begun sharing with DCS its computerized data on paid health claims for the children,
although it is unclear how comprehensive this information is. In addition, to the extent that
persons with a basic understanding of information in these documents atlend the Child and
Family Team Meeting (CFI'M), DCS’s lack of important developmental documents 1s mitigated.

Although these basic records usually are not available at the time a child is sereened, DCS seeks

0" Despite what the monitors understand about the documents available to the DOH at
the time a child is screened, DCS’s written policy appears to ditfer. Standards of Practice Std. 7-
113C directs case workers to “ensurc that health care providers promptly receive all available
information needed to complete an [EPSDT] screening.” This standard seems to recognize the
importance of the historical information discussed in the text, but to conflict with actual practice,
unless “available information™ harmonizes the two.

The lack of congruence of EPSDT related policies, on the one hand, and actual practices,
on the other, was a subject that exceeded the monitors’ resources.
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to obtain them in connection with the CFTM and the CFTM’s preparation of a permanency plan.
With respect to EPSDT issues, particularly diagnosis and treatment, it is unclear how records
received from the PCP, LEA. or other services providers after the screens have been completed
are taken into account with respect to identifving the need for follow-up evaluations or treatment
or how such information is incorporated when identifying a child’s needs, how and when it 1s
record in TnKids, how it is tracked, and how those needs will be met in the permanency plan.
When DOH completes a child's screen, it sends a letter to the PCP stating that the seven
EPSDT components have been completed, except where noled, and it sends a copy to the nurse
in DCS’s regional health unit."?" The health unit nurse reviews the letter and informs the case
worker of the screening and of any identified follow-up or needs. The same information is given
to the caregiver. It is not clear how the pertinent medical records and developmental history of
the PCP are harmonized with or supplemented by the DOH screen by DCS and/or the PCP.
Closely related to this screening process, as well as the follow-up diagnosis and treatment
required by EPSDT, is DCS’s Service and Appeals Tracking (SAT) web-based computer
program for recording information about screening appointments, deadlines and follow-up
evaluations. The SAT system also includces case narratives. When a child enters DCS custody,
the SAT coordinator in cach DCS regional health office enters information regarding screening
appointments, screening completion. whether each of the seven screening components was

completed. and the dates of and need for follow-up diagnosis or treatment in 'TNkids and then

! In response to the initial draft of this report, the monitors learned that there continues
to be some disagreement with respect to whether DCS properly reports screens, a dispute that
apparently continues in some form in a related action. See Doc. No. 227 (Order at 13-14); and
Grier v. Goest, No. 3:79-3107. Doc. No. 1402 {7/18/06 Trans. at 54, 73). This report does not
address this 1ssue.
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SAT is populated with this information. This information is available to DCS personnel to
monitor the screening, diagnosis and treatment of each child. The SAT coordinator also works
with the child’s case worker to ensure that appointments are kept and services provided. The
SAT data base obviously also contains aggregate data that DCS can use in planning, evaluating
individuat children and the system, and reporting. The SAT information is available to the
TennCare Advocacy group (now, [lealth Assist Tennessee), the entity responsible for monitoring
the provision of EPSD'T services to children in DCS custody and filing appeals when such
services are not provided.

The EPSDT screen is not an end in itself. Rather, it 1s the first step in identifying
physical or behavioral health needs of children in DCS custody, accurately diagnosing their
problems, and providing appropriate treatment. So, when a child enters DCS custody, the
requirements of EPSDT become part of the larger goals of child safety, permanency and well
being. As implemented post-Brian A., these goals are effectuated through the Child and Family
Team Meeting (CFTM), which leads to the development of a permanency plan that identifies not
only the nceds of the child, but of the child’s family. By means of the CF'TM and the resulting
permanency plan. in theory, DCS not only addresses the EPSDT mandate of coordination and
maximization of resources, but complies with other laws governing the appropriate treatment of
children in custody. Indeed, the timing and procedures in the juvenile court governing the
permanency plan, itself, and custodial decisions are governed by a different statutory scheme.

The CFTM and the preparation of the permanency plan presently occur against the
backdrop of the DCS’s steady implementation of its Practice Model/Standards of Practice and

the Path To Excellence pursuant to the Brian A. settlement. In one sense, EPSDT is a small part

54

Case 3:98-cv-00168 Document 796  Filed 01/29/2007 Page 4 of 45



of this reordering of DCS to the end of better ensuring the well-being of the children in its
custody. In another, appropriate EPSDT-mandated screening, diagnosis and treatment are
inextricably bound up in identitying and meeting the child’s nceds; ensuring or promoting a
child's well being, stability and permanency - core concerns in Brian A.; and meaningtully and
thoughtfully coordinating the welter of programs and resources so as to achieve the department’s
ends with respect to each and cvery child in its custody.

To ensure that the department is meeting its mandates as to each child in custody, DCS
monitors a child’s progress. While limited data are recorded and monitored in the SAT system.
the principal place where information in a child’s permanency plan is recorded is in TnKids, a

122

statewide automated child welfare information system (SACWIS).'™ The permanency plan
information entered in YnKids is significantly broader and more comprehensive than the limited
EPSDT data entered in the SA'T data base. DCS’s 37-page permanency plan, for example, only
expressly addresses the EPSDT screening requirement.’” Yet, to the extent that the permanency
plan also provides information about medical and educational history, identifies a child’s needs,
describes actions to achieve those needs, and sets out measures of success in meeting those needs
and goals, the permanency plan collects a wealth of information not only about EPSDT-related
actions but, by virtue of this, other measures touching on the adequacy of treatment, the
sufficiency of resources and the like. Thus. TnKids is a rich source of individual and aggregate
data that is useful not only in monitoring the progress of individual children but also in

evaluating DCS compliance with the Consent Decrce and EPSDT.

22 Qee 45 C.F.R. §§ 1355.50 to 1355.57.
2 See Permanency Plan CS-0377 at 7 (rev. 12/04).
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Although DCS reports that TnKids is its system for tracking EPSDT screens, it is unclear.
however, whether, and if so how, TnKids information is being used with respect to monitoring
other EPSDT issues including the proper diagnosis of children, the provision of appropriate
treatment. the adequacy of services and the like. And, if TnKids information is being so used,
what do the individual and aggregate data show regarding the EPSDT issues? Further, DCS
presently plans a substantial revision to TnKids to more accurately reflect the practice model,
including, one would hope, specific EPSDT-related performance measures.

In sum, DCS has policies, practices, procedures and measures relating to the EPSDT
screening requirement. DCS collects data that address the efficacy of these practices and
procedures as to each child in its custody and it aggregates that data. DCS reports summaries of
this data to this Court in the required Semiannual Report.”** Despite these detailed screening
procedures and measures, DCS has no similar policies, practices, procedures, measures and
monitoring dirccted to the other EPSDT requirements.

4. Diagnosis and Treatment

DCS’s recent structural changes, its adoption and implementation of the Practice
Model/Standards of Practice, 1ts adoption and pursuit of the Path To Excellence, its creation of
meaningful measures and ongoing data collection, and DCS’s and the TAC’s monitoring of
individual and system outcomes resulting {rom these changes, are each vital, basic improvements
to DCS’s ability to meet its EPSDT diagnosis and treatment obligations as described in the
Consent Decree. So, for example, DCS’s creation of a Director of Medical and Behavioral

Health in the Division of Family & Child Well Being, its creation of a five-person health unit in

4 See, e.g.. July Semi-Annual Progress Report (Doc. Ne. 675) at 48-49; 96.

56

Case 3:98-cv-00168 Document 796  Filed 01/29/2007 Page 6 of 45



each of the 12 regions, its adoption and implementation of the CFTM model, and its extensive
training and upgrading of the qualifications of case workers in the regions are specific steps,
among marny others, that undoubtedly will improve DCS’s diagnosis and treatment of children.
These fundamental, ongoing changes will not be further described here. Rather, other related
aspects of what DCS is doing to meet the Consent Decree obligations of diagnosis and treatment
arc discussed.

Before doing so, the following descriptions must be qualified. As the discussion above
attempts to make clear, as a result of the Brian A. settiement, notwithstanding the extraordinary
complexity of DCS’s statutory charges and the multi-faceted service delivery environment in
which it attempts to execute those charges, DCS is presently in the process of constructing a
highly reticulated system aimed at ensuring the well being of the State’s most troubled children.
In this context, it is more than passingly curious that, with the exception of the screening
requirement, Brian A. goals, policics, procedures, time lines and measures expressly say nothing
about EPSDT diagnosis, treatment and coordination requirements. Neither the PPR nor the
Consent Decree Grid on which it is founded supplement this Brian A. deficiency.

When a core piece of DCS’s mission is the well-being of its children, when ensuring
children’s needs requires that those nceds be identified and addressed, when there are
overlapping programs touching on many types of commonly occurring needs, and when many
children in the subclass often have co-morbid physical or behavioral problems that necessarily
require more than one service remedy, why is there such a gap — namely, the failure expressly to
address, other than the screening requirement, EPSDT-related goals, procedures and measures —

in what is otherwise a carefully conceived network? And, why, given the size of the at-risk
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portion of the subelass and the acknowledged difficulties that all too often result in such children
being placed in custody in order (o obtain services or because there are no appropriate services,
would the GOCCC’s PPR and its Consent Decree Grid fail to address these EPSDT problems
with respect to the at-risk children or with respect to coordinating services over which DCS has
littie or no control?

As stated in the introduction, just as a pile ol bricks is not a house, so too, the many truly
commendable programs and actions catalogued in the State’s Scmiannual Reports (SARs),
cannot be evaluated meaningfully with respect to whether they constitute a considered response
t0 the EPSDT problems of the DCS and at-risk subclass in the absencc of some kind of blueprint.
Put differently, to the extent that the actions and programs described in the SARs fail to describe
how they relate to EPSDT problems of the subclass, what aspects of the problems they are aimed
at remedying. and how effectively the steps are working, the SARs™ descriptions of these
programs are not only unclear, but confusing. This lack of clarity and confusion not only infects
this case, but, much more importantly, the administrators, case workers, service providers and
agencies that are charged with meeting the needs of the children in the subclass.

At least in part as a consequence of the absence of an articulated EPSDT plan for the
DCS and at-risk subclass, the description below of various aspects of what DCS is doing with
respect to diagnosis, treatment and coordination of resources is wanting. Despite this, in light of
the nature of the parties” agreements in the Consent Decree, the following elements of the State’s
response in Brian A. appear to be important building blocks in addressing EPSDT-related
problems. That other Brian 4. building blocks or other efforts catalogued in the SAR’s are not

described is not intended to suggest that they are unimportant. Rather, these other efforts are not

58

Case 3:98-cv-00168 Document 796  Filed 01/29/2007 Page 8 of 45



discussed here either because they did not appear to be key elements of the State’s efforts or
because it simply was not clear how they fit into an unspecificd EPSDT plan.

Improved Assessment Tools. Proper treatment requires, among other things, the reliable
assessment of children. Reliable assessment enables DCS to accurately identify a child’s needs,
identify resources capablc of meeting those needs, identify needed treatment resources, and study
aggregate population needs and service demands. To that end, DCS plans to implement or is in
the process of implementing new and/or supplemental assessment mechanisms and processes.

The first assessment and process is the Child and Adolescent Needs Strengths (CANS),
an assessment tool that is especially aimed at children with mental health needs, developmental
disabilities and issues of sexual development. This 65-item questionnaire helps assess treatment
needs and identify strengths. A CANS pilot project began in May 2006 in Middle Tennessee.
Presently, some form of CANS is being use in five DCS regions; a number of DCS staff have
been trained to use the tool, and the system is expected to be fully implemented beginning
sometime in July 2007. CANS provides a “snapshot” of a child’s needs and, consequently, it can
provide a measure of sorts of a child’s progress in the system. DCS plans to administer it
periodically (upon a child’s entry and at three- to six-month intervals). Case workers will
administer the CANS, the clinical staff of the COFEs will act as third-party reviewers to validate
the case worker's use of the CANS, and CANS assessments will be used in connection with the
CFTM to identify needs and assist in placements. Not only is CANS aimed at identifying the
mental health needs of individual children, but its data will enable DCS more effectively to
monitor how identified needs arc being treated and, using aggregate data, to identify gaps in, and

the need for, services. The recent and ongoing implementation of CANS, which tocuses on
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mental health issues, appears to be a significant step in ensuring the adequate diagnosis and
proper treatment of the serious mental health needs of many of the children committed to DCS’s
custody.

The second assessment and process is the Functional Family Assessment (FFA). This
assessment is more in depth than CANS and is akin to a motion picture as compared to CANS
snapshot. [nformation from the FFA is recorded in DCS’s web-bascd system and apparently will
also be incorporated into TnKids when it is moditied in the relatively near future. Unlike CANS,
the FFA has recently become operational statewide, although it has not yet been administered to
all children in DCS custody. Like CANS, FFA data will not only help monitor the needs and
cfficacy of ongoing treatment of individual children, but could be used to monitor service
providers and identify problems and gaps in services.

The third innovation is called “unified placement process” (UPP). UPP is aimed at: (1)
increasing the use of community-based front-end resources to prevent a child’s removal from the
home; (2) improving the system capacity to target placement resources to the child’s and family’s
needs and strengths; and (3) enhancing specialized permanency support to expedite permanent
placements. UPP is designed to help the department ensure that children are placed in their own
communities. DCS initiated a UPP pilot project in Rutherford County and it 1s now in the
process of implementing it across the state.

The fourth mechanism involves adoption of performance basced contracting. The
objective is to provide financial incentives to contract service providers for producing results,
that is, providing services that expedite children reaching the goal of permanency.

Provider Service Appropriateness and Adequacy. DCS provides treatment to children in
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its custody directly, and through its MCO and BHO, contractors, and primary care providers
(PCPs). Further, to the extent that DCS has or assumes responsibility for at-risk children,
obviously other MCCs and related service providers are involved. Effective service delivery has
a number of components, some of which include clearly defined expectations, knowledgeable
and competent providers, good communication and working relationships, coordination of
available providers, and an adequate array of services.

To the end of providing appropriate services, with respect to its contractual providers,
DCS sets out its expectations and requirements in contracts, and provides handbooks, policies,
policy updates and other pertinent materials. In addition, DCS now holds monthly meetings with
providers at regional offices. Also, in an effort to improve the quality of care children receive,
DCS now holds meetings with primary care providers (PCPs). DCS assesses and/or maintains
provider accountability in a number of ways including: (1) licensing requirements (which are
sometimes coordinated with the TDMHDD, TDOH and MRY; (2) Program Accountability
Reviews, which assess the quality of services in a number of dimensions; (3) contract
compliance; (4) interdisciplinary and interdepartmental provider review; (5) quality assurance for
providers; (6) Quality Service Reviews (described below); (7) random DCS protection from
harm inspections; and (8) maintaining good, direct working relationships. As discussed above,
when CANS and l'unctional Family Assessments are fully implemented, they will generate
aggregate data that could be used to enhance the assessments identified above.

According to the 2004 CPORT, approximately 50 % of children entering DCS custody

have a formal mental health diagnosis and 68 % of that group have two or more co-morbid

61

Case 3:98-cv-00168 Document 796  Filed 01/29/2007 Page 11 of 45



mental health problems.'”* According to the July 28, 2006, Semiannual Report (SAR), the
emotional and behavioral well-being of 33 % of the children in DCS’s custody was questionable.
For these reasons, in addition to those set out in the Consent Decree and reflected in past studies
and/or findings with respect to the DCS and at-risk subclass, the proper diagnosis and
appropriate treatment of the behavioral health problems of these children by DCS and other

126

service providers is particularly important.

5 2004 CPORT at 85-86. The 2004 CPORT also notes that in 93 % of DCS cases the
child or one of her parents has cither a mental health diagnosis and/or a substance abuse issue. /d.
at 7. Despite the extraordinarily high need for mental health services for DCS children and their
families, the 2004 CPORT concluded that: (1) the assessments of children’s needs “was often
inadequate;” (2) many permanency plans were also inadequate in that they did not address
“current issues/services needs for children;” and (3)’[s]ervice coordination and communication
between various system components were often inadequate.  The monitors were not provided
data or specific information demonstrating the steps taken to remedy these problems or the
efficacy of such steps. With respect to the extraordinary mental health problems of the subclass,
sce also the 2004 U.T. Study, supra, at 1, indicating that approximately 80,000 children are
referred to the juvenile and family courts annually, and that approximately 65,000 of these
children, or 81%. are at risk of entering DCS custody. Of this group, approximately 65% of the
children have behavioral and mental health problems that are severe enough to require clinical
mental health services. Id. at 7, 60.

¢ July Semi-Annual Progress Report (Doc. No. 675) at 96. The SAR notes that this is a
low score, but observes that this measure encompasses more than behavioral supports and
services so that this number “may not reflect a lack of appropriate efforts to help improve a
child’s emotional well-being.” (Emphasis added). While the state’s hypothesis proposes a
possible reason for carefully evaluating the data. given the agreements about the characteristics
of the subclass, the findings in the DeMuro Report, the [indings of this Court in 2001 and 2004,
and other indicators about existing. serious ongoeing problems with the subclass, the supposition
is not particularly helpful and is suspeet for the reasons stated. Indeed, on a closely related but
distinguishable issue, the 1/19/06 Moniroring Report of the Technical Assistance Commitfee in
the Case of Brian A. v. Bredesen observed that, while DCS has initiated positive changes that
have been laying the foundation for good practice and better outcomes, the building blocks of the
system are not yet in place or have not been in place long. “If is therefore not unexpected that the
data discussed in this report. both the aggregate data . . . and the Case File Review resulls . . .
dof ] not yet reflect significant changes in ouicome und system performance measures.”
{cmphasis added).
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Magellan, DCS’s BHO, has primary responsibility for providing treatment for the mental
health needs of children in DCS. DCS also provides some residential mental health treatment for
children in its custody pursuant to a 1998 carve out. This same agreement provides that DCS is
to provide targeted case management (treatment) for children, which DCS bills to TennCare at
agreed rates.

With respect to these mental health providers, in addition to the DCS provider monitoring
described above. the Tennessee Department of Mental Health/Developmental Disabilities
(TDMHDD) monitors DCS’s mental health providers. The relationship between the TDMHDD
monitoring and the DCS monitoring is unclear, as is how DCS utilizes this monitoring with
respect to evaluating the adequacy of its providers or gaps in services. Equally unclear is
whether this systemic issue is monitored as it relates to the State’s EPSDT obligations; how
children who are developmentally disabled, including but not limited to those who are mentally
retarded, fit into the puzzle; what, if any, standards are used for monitoring; what measures are

employed; and who is responsible for oversecing this process.'”’

"*7 The monitors have been provided with TDMHDD periodic evaluations of the BHO’s,
and actions plans, and responsible parties and the current status of duties which reflect that tor a
number of specifically identified counties in Tennessee (sometimes over 10%) with respect to
specific mental health services (such as, child and adolescent inpatient psychiatric services) there
are no facilities to provide necded services and identifying steps to be taken to transport the
children to areas that provide such services and the like. Recent reports reflect that the Statc or
its BHOs may have run into a stone wall: “We have reached a point where we can say that we are
not aware of any cxisting [acilities that are willing to contract to provide services that would
resolve these deficiencies.”

What else the State is doing, what, it anything, the GOCCC plans to do. what other
departments will be involved. how many children are affected, suffering from what kinds of
problems are unknown. Thus, the scope of the probtem, other possible solutions, and the like are
unknown. In this circumstance, it is not possible to say whether the State is in compliance with
the Consent Decree or not. Given the nature of the agreements in the Consent Decree, evidence
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In addition to the provider monitoring, education, and communication described above,
DCS continues to use geoaccess to determine the general adequacy of its provider network.
How, in addition to geoacesss. DCS cvaluates the number, range, quality and location of service
providers is unclear. And. while DCS is attempting to develop new providers, a commendable
step to an important goal, it is not clear what the scope of this effort is or how the success of the
effort is being evaluated with respect to apparent problems of the adequacy and scope of provider
services. ' Tt is also unclear whether, and if so, how, the State is assisting DCS with this.”™

Quality Services Review. [Uis perhaps inappropriate to emphasize one element of a
service delivery system when it is the system with all of its parts working relatively harmoniously
that is the object of inquiry. Nonetheless, DCS’s adoption and implementation of the Quality
Service Review (QSR) process in response to Brian 4. represents a vitally important teol for
improved diagnosis and treatment of children in the subclass. QSR is an elaborate, detailed
review of a statistically appropriate number of individual case files by a team of qualified
evaluators. QSR includes not only file reviews, but interviews of various persons assoclated with

the case and the completion of an extensive questionnaire.

that the Statc or its BHOs have simply thrown up their hands does not appear consistent with the
conclusion that the State 1s in compliance.

8 With respect to TennCare’s BHOs, Premier and Magellan, it appears that they are not
doing particularly well with respect to certain Consent Decree system issues. See August 2006
EQRO Final Report on EPSDT, supra note 97, at 9. 22 (Premier and TBH received a
performance activity rating of 67% and 64.7% respectively, which evidence minimal or partial
compliance with the Consent Decree). The problems appear to relate principally to the array of
available mental health services, information ¢xchange, coordination of care, and
monitoring/recording EPSDT obligations relating to these functions. /d. at 186, 192, 232 and
233.

29 See note 117, above.
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While a similar, independent review by the Tennessee Commission of Children and
Youth (TCCY) produced the annual CPORT report, the last published in 2004, since that time
DCS has developed its own QSR protocol, which it has modified at least twice. DCS employees,
with the assistance of CPORT personnel, began administering its QSR in various DCS regions in
October 2005. The QSR will produce quantitative and qualitative data on individual cases and
will also give rise to aggregate data that could be used to evaluate a number of service delivery
issucs both at the state and regional level. Significantly, DCS’s own administration of the QSR
enables the test administration and evaluation process to operate as a teaching tool to educate the
persons responsible for DCS’s system. It also provides child-specific feedback to case workers,
team leaders and regional offices on the status of the child and family, and on compliance with
DCS practice performance standards.

Although the DCS regional QSRs have not yet been based on a sufficient number of case
reviews to produce results at the 95 % confidence rate (as CPORT tests did), both DCS and the
Brian A. TAC are presently using the results to evaluate the efficacy of the recent changes in the
system and, presumably. to make appropriate adjustments. At present, it is not clear whether,
given DCS’s implementation of the QSR process, the independent TCCY CPORT reports will
resume, but this seems likely given Commissioner Miller and DCS’s present recognition of the
importance of outside monitoring with respect to the children in the department’s custody.'*’

5. Individual Case and Service/Agency Coordination

5% Third-party monitoring seems particularly important with respect to the rights of
children, who themselves do not have access to the public and who often have no real advocate at
home, if they have a home at all. Based on the monitors’ experience, third-parties with expertise
who were not “associated” with either party to this action were indispensable to gaining a basic
understanding of what has been and is going on.
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The coordination of services for individual children is accomplished through case
managers, targeted case management and Child and Family Team Meetings (CFTM), which have
been described above. The effectiveness of such ¢ase management is monitored in a number of
ways, also described above, including the recently adopted QSR. While DCS has undertaken to
facilitate and coordinate the care of at-risk children, including facilitating access to community
resources, it is not clear what mechanisms arc in place at the local level, what steps DCS believes
it needs to take to better serve this large and important population. or what measures are in place
to assist DCS in further identilying and addressing problems relating to improving access to
and/or coordinating community scrvices for these children.

With respect to DCS’s coordination of service providers and other agencies to the end of
ensuring the adequacy and/or appropriatencss of EPSDT screening, diagnosis and appropriate
treatment, the mechanisms also have been described above including, but not limited to,
contracts with the Department of Health to conduct EPSDT screens for children entering
custody; with TennCare to provide certain services; with its MCO and BCO, which include
contractually defined standards and working relationships; with DHS to determine TennCare
eligibility; with TDMHDD to provide certain services; and with numerous contract services
providers. The manner in which DCS evaluates the adequacy and sufficiency of services and/or
service providers has also been described, and includes the recently implemented QSR and,
perhaps, in future, the Functional Family Assessment and CANS. With respect to the State’s
compliance with the Consent Decree, it is unclear what data these evaluations generate; what
conclusions they support; what, if any, plans DCS has made in response to these cvaluations,

including but not limited to changes in provider contracts; and whether, and if so, how, DCS uses
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