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I. Biennial Regional Services Strategic Plan 2017-2018 Overview  

The Indiana Department of Child Services (DCS) was created as a standalone agency in 2005, 
charged with administering Indiana’s child protection services, foster care, adoption and the Title 
IV-D child support systems throughout the state of Indiana. After the Department was formed, 
DCS engaged national and local organizations for guidance and support to improve the system 
that cares for its abused and neglected children. This collaboration marked the beginning of 
Indiana’s practice reform efforts.   Over the course of the last 10 years, DCS has launched a 
number of initiatives to improve the manner in which child welfare is administered in Indiana, 
including the DCS practice model (Teaming, Engaging, Assessing, Planning and Intervening; 
TEAPI) and the Safely Home Families First Initiative.   

In 2008 State legislation was passed that added the requirement for a Biennial Regional Services 
Strategic Plan that would be tailored toward the provision of services for children in need of 
services or delinquent children. The "Biennial Plan" incorporates the "Early Intervention Plan" 
and the "Child Protection Plan" as well as new requirements under the Biennial Plan. The Early 
Intervention Plan was a focus on programs and service to prevent child abuse and neglect or to 
intervene early to prevent families from entering the child welfare or delinquency system. The 
Child Protection Plan describes the implementation of the plan for the protective services of 
children. It included the following information: Organization; Staffing; Mode of operations; 
Financing of the child protection services; and the provisions made for the purchase of services 
and interagency relations.  

The Regional Services Council is the structure responsible for this Biennial plan. The purpose of 
the Regional Services Council is to: Evaluate and address regional service needs, regional 
expenditures, and to Serve as a liaison to the community leaders, providers and residents of the 
region.  

The Biennial Plan includes an evaluation of local child welfare service needs and a determination 
of appropriate delivery mechanisms. Local service providers and community members were 
represented in the evaluation of local child welfare service needs. A survey was sent to local 
providers as well as interested community partners. In addition, the regional services council 
conducted a meeting to take public testimony regarding local service needs and system changes.  

The Department of Child Services began the process of analyzing service availability, delivery 
and perceived effectiveness in the summer of 2015. The planning process to develop the Plan 
involved a series of activities led by a guided workgroup composed of representatives from the 
Regional Service Council and others in the community.  The activities included a needs 
assessment survey, public testimony, and review of relevant data.  While DCS has several other 
means with which to determine effectiveness of DCS provided services, such as Federal Child 
and Family Services Review measures, practice indicator reports, Quality Service Reviews 
(QSRs) and Quality Assurance Reviews (QARs), this process took that information and looked 
at it through a contracted service lens.  The workgroup considered this information in 
conjunction with the needs assessment, previous service utilization and public testimony to 



determine the appropriate utilization of available services and to identify gaps in service.  As a 
result, the workgroup developed a regional action plan to address service needs and gaps that are 
specific to the region.  In addition, to address known statewide system issues, the Regional 
Action Plan includes specific action steps to address the following areas: 

1. Prevention Services 

2. Maltreatment After Involvement 

3. Permanency for children in care 24+ months 

4. Substance Use Disorder Treatment 

Biennial Regional Services Strategic Plans were approved by the Regional Service Council and 
subsequently submitted to the Director of the Department of Child Services on February 2, 2016 
for final approval.   



IV. Service Array 

 

The Indiana Department of Child Services provides a full continuum of services statewide. 

Those services can be categorized in the following manner: 

 

Prevention Services 

Kids First Trust Fund   

A member of the National Alliance of Children’s Trusts, Indiana raises funds through license 



plate sales, filing fee surcharges, and contributions. This fund was created by Indiana statute, is 

overseen by a Board, and staffed by DCS. Kids First funds primary prevention efforts through 

the Prevent Child Abuse Indiana (PCAI), Healthy Families Indiana and the Community Partners 

for Child Safety program. 

 

Youth Service Bureau   

Youth Service Bureaus are created by Indiana statute for the purpose of funding delinquency 

prevention programs through a state-wide network. This fund supports 31 Youth Service 

Bureaus to provide a range of programs including:  Teen Court, Mentoring, Recreation 

Activities, Skills Training, Counselling, Shelter, School Intervention, and Parent Education. 

Project Safe Place 

This fund, created by Indiana statute, provides a state-wide network of safe places for children to 

go to report abuse, neglect, and runaway status. These safe places are public places like 

convenience stores, police departments, fire departments and other places where children gather. 

Some emergency shelter is also funded through licensed emergency shelter agencies.   

Community-Based Child Abuse Prevention 

Federal funds available through the Child Abuse Prevention and Treatment Act (CAPTA) 

support building a community-based child abuse prevention network through which prevention 

services can be delivered.  

Healthy Families Indiana (HFI) 

A combination of federal, state, and local funding provides prevention home visiting services 

through contract to parents of children zero to three years old. The purpose is to teach parents to 

bond with and nurture their children. The program also advocates for positive, nurturing, non-

violent discipline of children.  

Community Partners for Child Safety (CPCS) 



The purpose of this service is to develop a child abuse prevention service array that can be 

delivered in every region of the state. This service builds community resources that promote 

support to families identified through self-referral or other community agency referral to a 

service that will connect families to the resources needed to strengthen the family and prevent 

child abuse and neglect. It is intended, through the delivery of these prevention services, that the 

need for referral to Child Protective Services will not be necessary. Community resources 

include, but are not limited to:  schools, social services agencies, local DCS offices, Healthy 

Families Indiana, Prevent Child Abuse Indiana Chapters, Youth Services Bureaus, Child 

Advocacy Centers, the faith-based community, local school systems and Twelve Step Programs.   

 

Maternal Infant Early Childhood Home Visiting (MIECHV) 

Maternal Infant Early Childhood Home Visiting (MIECHV) grants are designed to: (1) 

strengthen and improve the programs and activities carried out under Title V of the Social 

Security Act; (2) improve coordination of services for at-risk communities; and (3) identify and 

provide comprehensive services to improve outcomes for families who reside in at-risk 

communities. The Indiana State Department of Health (ISDH) and the Department of Child 

Services (DCS) are co-leads of this federal grant, collaborate with Indiana University, Goodwill 

Industries of Central Indiana, Riley Child Development Center, Women, Infants, and Children 

(WIC), and the Sunny Start Healthy Bodies, Healthy Minds Initiative at the state agency level to 

achieve MIECHV goals. 

The Indiana  MIECHV funding supports direct client service through the expansion of two 

evidenced-based home visiting programs,  Healthy Families Indiana (HFI) and Nurse Family 

Partnerships (NFP), to pair families—particularly low-income, single-parent families—with 

trained professionals who can provide parenting information, resources and support during a 

woman’s pregnancy and throughout a child’s first few years of life. These models have been 

shown to make a real difference in a child’s health, development, and ability to learn and include 

supports such as health care, developmental services for children, early education, parenting 

skills, child abuse prevention, and nutrition education or assistance. 



Children’s Mental Health Initiative 

The Children’s Mental Health Initiative (CMHI) provides service access for children with 

significant mental health issues who have historically been unable to access high level services. 

The Children’s Mental Health Initiative specifically focuses on those children and youth who do 

not qualify for Medicaid services and whose families are struggling to access services due to 

their inability to pay for the services. The CMHI helps to ensure that children are served in the 

most appropriate system and that they do not enter the child welfare system or probation system 

for the sole purpose of accessing mental health services.  

The Children’s Mental Health Initiative is collaboration between DCS and the local Access Sites, 

Community Mental Health Centers and the Division of Mental Health and Addiction. Available 

services include: 

• Rehabilitation Option Services,  

• Clinic Based Therapeutic and Diagnostic Services,  

• Children’s Mental Health Wraparound Services,  

• Wraparound Facilitation,  

• Habilitation,  

• Family Support and Training,  

• Respite (overnight respite must be provided by a DCS licensed provider), and  

• Placement Services.  

Eligibility for the CMHI mirrors that of Medicaid paid services under the Children’s Mental 

Health Wraparound and includes:  

• DSM-IV-TR Diagnosis- Youth meets criteria for two (2) or more diagnoses.  
• CANS 4, 5, or 6 and DMHA/DCS Project Algorithm must be a 1 
• Child or adolescent age 6 through the age of 17 



• Youth who are experiencing significant emotional and/or functional impairments that 
impact their level of functioning at home or in the community (e.g., Seriously 
Emotionally Disturbed classification) 

• Not Medicaid Eligible/Lack funding for service array  
• Other children who have been approved by DCS to receive services under the Children’s 

Mental Health Initiative because they are a danger to themselves or others   

 

Note:  The Children’s Mental Health Initiative is a voluntary service.  The caregiver must be 
engaged in order to access services.  

The CMHI started as a pilot project in 2012 and has spread throughout Indiana in 2013 and early 

2014. The CMHI and the Family Evaluation process were implemented jointly to improve 

service access to families without requiring entry into the probation system or the child welfare 

system in order to access services. As the CMHI service availability expands, the need for 

Family Evaluations for this target population diminishes. 

Preservation and Reunification Services 

Indiana DCS will continue to provide a full service array throughout the state.  Services provided 

to families will include a variety of services outlined below.  

 



 



These services are provided according to service standards found at:  

http://www.in.gov/dcs/3159.htm 

Services currently available under the home based service array include: 

Home Based Services 

Service Standard  Duration  Intensity  Conditions/Service Summary 

Homebuilders ®  (Must call 
provider referral line first to 
determine appropriateness of 
services)  

(Master’s Level or Bachelors 
with 2 yr experience) 

4 – 6 
Weeks 

Minimum of 
40 hours of 
face to face 
and 
additional 
collateral 
contacts 

Placement Prevention: Provision of intensive services to prevent 
the child’s removal from the home, other less intensive services 
have been utilized or are not appropriate or Reunification: it is 
an unusually complex situation and less intensive services are 
not sufficient for reunification to occur.  
Services are available 24/7  

Maximum case load of 2-3 

Home-Based Therapy  

(HBT) (Master’s Level) 

Up to 6 
months 

1-8 direct 
face-to face 
service 
hrs/week  

(intensity of 
service should 
decrease over 
the duration of 
the referral) 

Structured, goal-oriented, time-limited therapy in the 
natural environment to assist in recovering from physical, 
sexual, emotional abuse, and neglect, mental illness, 
personality/behavior disorder, developmental disability, 
dysfunctional family of origin, and current family 
dysfunction. 

Service is available 24/7.  Beginning 7/1/11, some 
providers will have a 1 hour response time for families in 
crisis. 

Maximum case load of 12. 

Home-Based Casework 

(HBC) (Bachelor’s Level) 

Up to 6 
months 

direct face-
to-face 
service 
hours/week 
(intensity of 
service should 
decrease over 
the duration of 
the referral)  

Home-Based Casework services typically focus on assisting 
the family with complex needs, such as behavior 
modification techniques, managing crisis, navigating 
services systems and assistance with developing short and 
long term goals.  

Service is available 24/7.  Beginning 7/1/11, some 
providers will have a 1 hour response time for families in 
crisis. 

http://www.in.gov/dcs/3159.htm


Home Based Services 

Service Standard  Duration  Intensity  Conditions/Service Summary 

Maximum case load of 12.  

Homemaker/ Parent Aid  

(HM/PA) (Para-professional) 

Up to 6 
months 

1-8 direct 
face-to-face 
service 
hours/week 

Assistance and support to parents who are unable to 
appropriately fulfill parenting and/or homemaking 
functions, by assisting the family through advocating, 
teaching, demonstrating, monitoring, and/or role 
modeling new, appropriate skills for coping. Some 
providers have a 1 hour response time for families in crisis. 

Maximum case load of 12. 

Comprehensive Home Based 
Services 

Up to 6 
months 

5-8 direct 
hours with or 
on behalf of 
the family  

Utilizing an evidence based model to assist families with 
high need for multiple home based intensive services.  
Additionally, will provide: supervised visits, transportation, 
parent education, homemaker/parent aid, and case 
management. Some evidence based models require a 
therapist to provide home based clinical services and 
treatment. These services are provided by one agency.  

This is referable through service mapping or the Regional 
Services Coordinator 

Maximum case load of 5-8. 

 

Comprehensive Home-Based Services 

The most recent addition to the home-based service array includes Comprehensive Home-Based 

Services.  Comprehensive Services include an array of home based services provided by a single 

provider agency. All providers offering services through this standard are required to utilize an 

Evidence Based Practice (EBP) model in service implementation, which include but is not 

limited to, Motivational interviewing, Trauma Focused Cognitive Behavioural Therapy and 

Child Parent Psychotherapy.   

In addition, Family Centered Treatment is being supported by DCS as a model of 



Comprehensive Home-Based Services. This service provides intensive therapeutic services to 

families with children at risk of placement or to support the family in transitioning the child from 

residential placement back to the family. This model also is effective in working with families 

who have very complex needs. The service works to implement sustainable value change that 

will improve life functioning and prevent future system involvement. 

 

 

Services Available Through Comprehensive Home Based Services 

Service 
Standard  

Target Population Service Summary 

FCT – Family 
Centered 
Therapy  

●  Families that are resistant to 
services 

 ●  Families that have had  
multiple, unsuccessful attempts 
at home based services 

●   Traditional services that are 
unable to successfully meet the 
underlying need 

●   Families that have experienced 
family violence 

●   Families that have previous DCS 
involvement 

●   High risk juveniles who are not 
responding to typical 
community based services 

●  Juveniles who have been 
found to need residential 
placement or are returning 
from incarceration or 
residential placement 

This program offers an average of 6 months of 
evidenced based practice that quickly engages the 
entire family (family as defined by the family 
members) through a four phase process. The 
therapist works intensively with the family to help 
them understand what their values are and helps 
motivate them to a sustainable value change that will 
improve the lives of the whole family. 



Services Available Through Comprehensive Home Based Services 

Service 
Standard  

Target Population Service Summary 

MI – 
Motivational 
Interviewing 

● effective in facilitating many 
types of behavior change 

● addictions 

● non-compliance and running 
away of teens  

● discipline practices of 
parents. 

This program offers direct, client-centered 
counseling approaches for therapists to help 
clients/families clarify and resolve their ambivalence 
about change.  Motivational Interviewing identifies 
strategies for practitioners including related tasks for 
the clients within each stage of change to minimize 
and overcome resistance. This model has been 
shown to be effective in facilitating many types of 
behavior change including addictions, non-
compliance, running away behaviors in teens, and 
inappropriate discipline practices of parents. 

TFCBT – 
Trauma 
Focused 
Cognitive 
Behavioral 
Therapy 

● Children ages 3-18 who have 
experienced trauma 

● Children who may be 
experiencing significant emotional 
problems 

● Children with PTSD 

This program offers treatment of youth ages 3-18 
who have experienced trauma. The treatment 
includes child-parent sessions, uses psycho 
education, parenting skills, stress management, 
cognitive coping, etc. to enhance future safety. 
Treatment assists the family in working through 
trauma in order to prevent future behaviors related 
to trauma, and a non-offending adult caregiver must 
be available to participate in services. 

AFCBT – 
Alternative 
Family 
Cognitive 
Behavioral 
Therapy 

● Children diagnosed with 
behavior problems  

● Children with Conduct 
Disorder  

● Children with Oppositional 
Defiant Disorder 

● Families with a history of 
physical force and conflict 

This program offers treatment to improve 
relationships between children and 
parents/caregivers by strengthening healthy 
parenting practices. In addition, services enhance 
child coping and social skills, maintains family safety, 
reduces coercive practices by caregivers and other 
family members, reduces the use of physical force by 
caregivers and the child and/ or improves child 
safety/welfare and family functioning.  



Services Available Through Comprehensive Home Based Services 

Service 
Standard  

Target Population Service Summary 

ABA – 
Applied 
Behavioral 
Analysis 

● Children with a diagnosis on 
the Autism Spectrum 

This program offers treatment for youth with autism 
diagnosis to improve functional capacity in speech 
and language, activities of daily living, repetitive 
behaviors and intensive intervention for 
development of social and academic skills. 

CPP – Child 
Parent 
Psychotherap
y 

● Children ages 0-5 who have 
experienced trauma 

● Children who have been 
victims of maltreatment 

● Children who have witnessed 
DV 

● Children with attachment 
disorders 

● Toddlers of depressed 
mothers  

This program offers techniques to support and 
strengthen the caregiver and child relationship as an 
avenue for restoring and protecting the child’s 
mental health, improve child and parent domains, 
and increase the caregiver's ability to interact in 
positive ways with the child(ren).  This model is 
based on attachment theory but integrates other 
behavioral therapies. 

IN-AJSOP Children with sexually 
maladaptive behaviors and 
their families 

 

This program offers treatment to youth who have 
exhibited inappropriate sexually aggressive behavior. 
The youth may be reintegrating into the community 
following out-of-home placement for treatment of 
sexually maladaptive behaviors. Youth may have 
sexually maladaptive behaviors and co-occurring 
mental health, intellectual disabilities or autism 
spectrum diagnoses. CBT-IN-AJSOP focuses on skill 
development for youth, family members and 
members of the community to manage and reduce 
risk. Youth and families learn specific skills including 
the identification of distorted thinking, the 
modification of beliefs, the practice of pro social 



Services Available Through Comprehensive Home Based Services 

Service 
Standard  

Target Population Service Summary 

skills, and the changing of specific behaviors 

Intercept Children of any age with 
serious emotional and 
behavioral problems 

Treatment is family-centered and includes strength-
based interventions, including family therapy using 
multiple evidence based models (EBM), mental 
health treatment for caregivers, parenting skills 
education, educational interventions, and 
development of positive peer groups. 

Sobriety Treatment and Recovery Teams 

Indiana is currently piloting a promising practice program that has shown very positive outcomes 

with families in Kentucky. The program combines a specially trained Family Case Manager, 

Family Mentor, and Treatment Coordinator to serve families where there are children under the 

age of 5 and the parent struggles with a substance use disorder. The Family Mentor is someone 

who has had history with the child welfare system and is currently in recovery. The program is 

being piloted in Monroe County. Currently there are three active Family Case Managers, one 

Family Mentor and one Treatment Coordinator with the ability to add 2 additional mentors.    It 

is estimated that the full team will be serving approximately 30 families at any given time. 

Currently DCS is expanding this program into Vigo county. 

Adolescent Community Reinforcement Approach (ACRA) 

The Department of Mental Health Addictions (DMHA) has trained therapists at two agencies in 

Indianapolis. This model will be expanded through this inter-department collaboration and 

ensures that the service is available to adolescents in need. This EBP uses community reinforcers 

in the form of social capital to support recovery of youth in an outpatient setting. A-CRA is a 

behavioral intervention that seeks to replace environmental contingencies that have supported 

alcohol or drug use with pro-social activities and behaviors that support recovery.  



This outpatient program targets youth 12 to 18 years old with DSM-IV cannabis, alcohol, and/or 

other substance use disorders. Therapists choose from among 17 A-CRA procedures that 

address, for example, problem-solving skills to cope with day-to-day stressors, communication 

skills, and active participation in pro-social activities with the goal of improving life satisfaction 

and eliminating alcohol and substance use problems. Role-playing/behavioural rehearsal is a 

critical component of the skills training used in A-CRA, particularly for the acquisition of better 

communication and relapse prevention skills. Homework between sessions consists of practicing 

skills learned during sessions and participating in pro-social leisure activities. The A-CRA is 

delivered in one-hour sessions with certified therapists. 

Trauma Assessments, TF-CBT, CPP 

DCS recently expanded the service array to include Trauma Assessments and Bonding and 

Attachment Assessments. Trauma Assessments will be provided to appropriate children, using at 

least one standardized clinical measure to identify types and severity of trauma symptoms. 

Bonding and Attachment Assessments will use the Boris direct observation protocol. These new 

assessments will provide recommendations for appropriate treatment.  

Child Parent Psychotherapy (CPP) and Trauma Focused Cognitive Behavioral Therapy (TF-

CBT) are two of the possible models that could be utilized. DCS has trained a cohort of 28 

therapists to provide Child Parent Psychotherapy. This first cohort of trained therapists includes 

9 teams of 3 therapists from within the CMHC network and one additional DCS clinician. These 

therapists completed their training in May 2014, but will receive another year of consultation 

through the Child Trauma Training Institute as they begin to fully implement the model. DCS 

began offering training to a second cohort of  clinicians to ensure service availability for children 

in need. DCS has trained approximately 300 clinicians throughout the state to provide TF-CBT.  

These agencies are both CMHC’s and community-based providers and will ensure that TF-CBT 

is available for children and families in need. 

Parent Child Interaction Therapy 

DMHA has started training therapists at Community Mental Health Centers in Parent Child 

Interaction Therapy (PCIT), which DCS children and families will access through our 

collaboration and master contracts with the CMHC’s. Additionally, with the DCS 



Comprehensive Service supporting the usage of evidenced-based models, PCIT will increase in 

its availability throughout the state.   

PCIT is an evidence-based treatment for young children with emotional and behavioral disorders 

that places emphasis on improving the quality of the parent-child relationship and changing 

parent-child interaction patterns. Disruptive behavior is the most common reason for referral of 

young children for mental health services and can vary from relatively minor infractions such as 

talking back to significant acts of aggression. The most commonly treated Disruptive Behaviour 

Disorders may be classified as Oppositional Defiant Disorder (ODD) or Conduct Disorder (CD), 

depending on the severity of the behaviour and the nature of the presenting problems. The 

disorders often co-occur with Attention-Deficit Hyperactivity Disorder (ADHD). PCIT uses a 

unique combination of behavioral therapy, play therapy, and parent training to teach more 

effective discipline techniques and improve the parent–child relationship. PCIT draws on both 

attachment and social learning theories to achieve authoritative parenting. The authoritative 

parenting style has been associated with fewer child behavior problems than alternative parenting 

styles. 

Successful Adulthood: Older Youth Services 

Indiana’s Older Youth Services  delivery method utilizes the broker of resources model, which is 

designed to: 1) ensure youth have or establish ongoing connections with caring adults; and 2) 

promote youth to develop as productive individuals within their community, by the acquisition 

and maintenance of gainful employment, the achievement of educational/vocational goals, and 

the receipt of financial skills training. This model shall also aid in future program development 

and design for other resources to facilitate the successful transition to adulthood for foster youth. 

This model places the provider in the role of connecting youth with services provided in the 

youth’s community or through a natural, unpaid connection to the youth rather than by the 

contracted provider. Over time, the youth should be able to depend on their social network and 

individual knowledge in order to accomplish tasks related to living independently. 



Region 1 has an abundance of contracted services and availability, except for Diagnosis and 
Evaluation- Medication Evaluation, and On-going Medication monitoring due to the shortage of 
psychiatrists.  The waiting list for those services is between 6-8 weeks.  The region continues to 
struggle to contract services for the Autistic and Developmental Disable populations.  The region 
has opened Requests for Proposals for the Autistic population in the past but those who have 
submitted proposals do not qualified.  The region has utilized non-contracted providers in the 
area but the providers either have long waiting lists, the services are not intensive to address the 
children’s needs or services are not home-based, which cause barriers due to most families 
involved with probation or the Department of Child Services do not have reliable transportation. 

Appendix A shows all contracted services in the region as well as the most frequently used 
services, expenditures by service, and the projected budget for SFY 2017 and 2018.   

VI. Needs Assessment Survey

Each region in the state conducted a needs assessment survey of individuals who have 
knowledge and experience with child welfare and juvenile probation services. During spring and 
summer of 2015, the surveys were administered to Family Case Managers (FCMs), service 
providers, and other community members to measure their perceptions of 26 services in their 
communities in terms of need, availability, utilization and effectiveness.  The intent of the survey 
was to evaluate local service needs. Results of the survey were used to assist in determining the 
regional child welfare and juvenile probation service needs, utilization and the appropriate 
service delivery mechanisms. Results of the surveys are located in Appendix B. 

Based on the survey results, the top 5 Highest Availability/Utilized services were: 

Home-based Family Centered Case Work Services 
Substance Abuse Treatment 
Health Care Services 
Mental Health Care Services 
Father Engagement Services 

Based on the survey results, services rating the Lowest in availability in the region were: 

Health Care Services 
Home-Based Case Management 
Employment 
Education 
Basic Needs 

V.    Available Services: 



The Public Testimony meetings were advertised on the DCS web page titled “Biennial Plan 
Public Notices.” The web page included the purpose, dates, times and locations for each of the 
meetings throughout all 18 DCS Regions. Additionally, the Public Testimony meetings were 
advertised in each of the local offices and included the purpose, dates, times and locations for 
each of the meetings throughout all 18 DCS Regions. Email notifications of the public meetings 
were sent to all contracted providers and other community groups. 

The Public Testimony meeting for the Child Protection Plan/Biennial Regional Services 
Strategic Plan was held on October 26, 2015 at Ivy Tech 1440 East 35th Ave, Gary, IN at 3:30 
PM. A summary of the testimony is provided in Appendix C.   

Aside from DCS staff, there was no attendance from the community. 

VIII. Summary of the Workgroup Activities 

The topics of discussion included: 

1. Prevention Services

Prevention Workgroup 

December 1, 2015 

Attendees: Theresa Jacobs (Campagna), Elena Dwyer (Campagna), Sherrie Shivok (IFCS), 
Darnitha Woods (Geminus), Alyssa Muniz (intern), Brittney Rangel (intern), Vanessa Arroyo 
(intern), Allison Mender (intern), Crystal Wittig (intern), Twan Stokes (DCS), Hong Nguyen 
(DCS) 

Stress Factors within the Region 

Lack of Parental Skills 57% 
Drug Dependency 46% 
Domestic Violence 30% 
Mental Health Problems 30% 

Barriers to Prevention 

Stigma surrounding treatment 
Accessibility of Services 
Lack of Information and Resources 

VII. Public Testimony Meeting



Effectiveness of Training/Educational Programs 
Lack of Outcomes Driven Data 
Limited identified supports 
Lack of a sense of belonging and empowerment  

2. Maltreatment After Involvement

Repeat Maltreatment Workgroup 

December 9, 2015 

Attendees: Augusta Royster, Twan Stokes, Eric Zegaczewski, Rachael Whitworth, Cassandra 
Ramsey-Cannon, Lashaunta Pierce, Alfred Fisher, Elizabeth Woods, Melanie Cox, Hong-Phuc 
Nguyen. 

Barriers to Preventing Repeat Maltreatment 

No inpatient treatment substance facilities 
Lack of transportation 
Lack of access to community services 
Clients are unaware of how to access resources 
Three month THV isn’t comparable to substance abuse treatment model 
No follow up treatment after DCS case closure 
Lapse in drug screens due to Redwood contract 
Certain drugs of choice (cocaine/heroin) may present as false results due to delayed 
testing 
Providers aren’t held accountable 
Data driven outcome is lacking 
Inappropriate foster homes continue to be used by FCMs for placement 
More training and supportive services for Foster Parents is needed 
Lack of relapse prevention plan in plan of care for the child 
Lack of hands on parenting education 
Minimal cases taken to permanency committees 

3. Permanency for children in care 24+ months

Permanency for Children in care 24+ Month Work Groups: 

December 11, 2015 and January 6, 2016 

Attendees: DCS staff- Twan Stokes, Hong-Phuc Nguyen, Annette Smith, Rebecka Starkey, 
August Royster, Jacquelyn R. Sims, Ellis Dumas, and Julie Villarreal (Villages) 

Barriers to Permnanency: 

FCMs lack of understanding regarding adoption and negotiation process. 



Foster parents and FCMs lack of knowledge regarding post-adoption services. 
Cases are not reviewed timely and not staff prior to 15/22 month. 
Foster parents fear due to children’s diagnosis due to lack of understanding of them. 
Children with APPLA permanency are not prepared with IL Services. 
FCMs lack of understanding when to refer older youth to IL services. 
Lack of communication between DCS and providers regarding older youth needs. 
Reunification is delayed due to court 
Cases are not reviewed timely for progress of services and needs 
Recruitment of pre-adoptive homes and engaging relatives. 

4. Substance Use Disorder Treatment

Substance Abuse Workgroup 

November 18, 2015         

Attendees: Ann-Marie Sands (Crown Counseling), Dr. Benjamin Leon(SIBIS), Michael 
Williams (NHI), Tinene Scott (NuSource), Shari Baldwin (Shari Baldwin, LLC), Nick Neal 
(Geminus Corp.), Angela Comsa (Regional Mental Health), Jeff Jamur (CFF/DCS), Ronald 
Williams (Edgewater), Natalie Beck (Crown Counseling), Tim Thomas (Edgewater), Verbie 
Jones-Smith (Apostolic), Nicole Williams (HDI), Hong-Phuc Nguyen (DCS), Twan Stokes 
(DCS) 

Barriers to Timely Services 

Clients willingness to come to the assessment 
Inability to transport more than one client at a time 
Minimal number of client referrals to constitute group sessions 
FCM may not understand the importance of initial contact between SA provider and 
client 
Child care needed 
Inaccurate phone numbers, addresses, etc. 
Increase in multiple service request for clients at the same time; may be beneficial to 
utilize clinical consultant 
Substance Abuse therapist has limited or no access to other assessments completed for 
client(s) 
Buy-in from clients is difficult when services are referred prior to SA clinical assessment 
Transportation 

Referral Concerns 

Wrong contact information 
Copy and Paste on Referral forms 
Clinical assessment best to recommend therapeutic models 
Better to create referrals through the same agency 



CFTM is needed to discuss the roles when referrals are split between different agencies 
Increase collaboration amongst all parties 
Billing for collateral contacts 

Programming Concerns 

FCMs are requesting IOT be reduced due to client complaints 
Lack of skill of providers conducting services 
Capacity of agency to provide all services well 

The data considered are included in Appendix A: Service Array and Appendix D: Additional 
Regional Data. 



Regional Action Plan 

REGION # 1 

Overview 

The Regional Action Plan presented in this section is based on all data collected that addressed regional service needs.  These data 
sources assessed the following areas: 

• Service availability (through the needs assessment survey)
• Service effectiveness (through the needs assessment survey)
• Public perception of regional child welfare services (through public hearings)
• Quality Service Review Indicators and Stress factors (4 rounds)
• Community Partners for Child Safety prevention services
• Regional services financing
• Regional workgroup determination of service available/accessibility
• Additional input provided by the workgroup

These data sources were considered by regional workgroups to determine service needs that were to be prioritized by a region for the 
relevant biennium. To address these service needs, regional workgroups formulated action steps which included distinct, measurable 
outcomes.  Action steps also identified the relevant parties to carry out identified tasks, time frames for completion of tasks, and 
regular monitoring of the progress towards task completion. 

Measurable Outcome for Prevention Services: 

Action Step Identified Tasks Responsible Party Time Frame Date of Completion 
Promote prevention services 
awareness within 
community 

Engage and provide 
prevention services 
information to law 
enforcement, schools, 
religious leaders, physician, 
NAMI, United Way, leaders 
in the community to part.

RM, Deputy Director 2/1/2016 12/31/2017 

Enhance delivery of 
resources to communicate 
information 

Develop resources methods- 
via video and websites (age 
specific), review and update 

Community Providers, 
RM, Deputy Director, 
DMs 

2/1/2016 12/31/2017 



Northwest Indiana 
Community-211 guidebook, 
and provide presentation at 
school assemblies. 

Enhance prevention services 
by developing intensive 
short-term wrap-around 
services to include 
education, case 
management, and early 
intervention services 

Explore and collaborate with 
community providers to 
implement social programs 
to empower youth such as 
Girls on The Run, PEARLS, 
Young Achievers, African 
American Achievers, Civil 
Air Patrol .

Community partners, 
DCS 

2/1/2016 12/31/2017 

Identify preventive 
intervention in Domestic 
Violence to educate and 
empower teenagers 

1.Partner with schools to
offer presentations which 
includes guest speakers to 
promote empowerment, 
healthy relationships, and 
appropriate boundaries. 
2. Explore and collaborate
with community stakeholders 
(Churches, Lake Sherriff 
Dept, hospitals, DV shelters, 
and ICADV) to educate and 
provide resources to the 
public on DV. 
3. Develop social media
resources to educate high-
school/post high school 
population on DV. 
4. Provide mandated
reporters with DV training or 
education. 

DCS, DV service 
providers, Community 
Partners 

Measurable Outcome for Maltreatment after 
Involvement:  
Action Step Identified Tasks Responsible Party Time Frame Date of Completion 
Improve function and 1.Review Quality Service Supervisors, DMs, 2/1/2016 2/31/2017 



formation in team meetings 
to build informal supports 
and post case/assessment 
services 

Review Data to inform 
system and worker skill 
improvement. 
2. Develop practice
interventions with peer 
coaches/consultatant and 
supervisors to improve. 
3. Review teaming quantity
quarterly with management. 

Deputy Director, RM 

Enhance Service Planning 
for longer Trial Home Visits 

1. Review and assess
services compliance with all 
parties involved, service 
providers, DCS, to determine 
readiness for THV. 
2. Staff with Clinical
Specialist, Supervisor/DM, 
and Services Coordinator, if 
necessary to determine 
appropriate intensive home-
based services. 
3. Develop attainable case
plan with family and Service 
Providers. 
4. Quarterly review of case
plan with Supervisors and 
Service Providers. 
5. Develop step down and
after-care services as needed. 

FCMs, Supervisors, 
Service Providers, DMs, 
RM, Service 
Coordinator, Clinical 
Specialists. 

2/1/2016 2/31/2017 

Enhance Education and 
Training to foster parents 
and improve the 
understanding of traumas 
and specific diagnosis 

1. Partner with Service
Providers to provide on 
going training to foster 
parents to include traumas 
and specific diagnosis. 
2. Provide in services for
foster parents to educate 
them on available contracted 
DCS services. 

RAPT Trainers, 
Licensing Unit, Service 
Providers, Service 
Coordinator 

2/1/2016 12/31/2017 



Explore short term After 
Care and Follow Up 
programs 

1. Create committee to assess
needed After Care services. 
2. Develop service standard
for After Care services. 
3. Discuss with Central
Office regarding payments. 
4. Create services resource
guidebook for families. 

Supervisors, DMs, RM, 
Service Coordinator 

2/1/2016 12/31/2017 

Improve the understanding 
and utilization of safety and 
risk tools 

1. Training for all FCMs and
supervisors on the use of 
safety and risk assessments. 
2. Develop substance use
training and develop tool to 
help FCMs in assessing drug 
use and neglect.  

DM, RM, Deputy 
Director 

2/1/2016 12/31/2017 

Measurable Outcome for Permanency for children in 
care 24+ months:  
Action Step Identified Tasks Responsible Party Time Frame Date of Completion 
Improve FCMs’/Foster 
parents/ CASA 
understanding of the 
adoption process 

1.Provide training to help
FCMs to have a better 
understanding of the 
adoption process. 
2. Utilize SNAP specialist to
explain post adoption 
services in CFTMs. 
3. Provide quarterly in-
service training to guide 
permanency to 
CASA/DCS/Service 
Providers. 

DMs, Supervisors, SNAP 
specialist 

2/1/2016 12/31/2017 

Develop early timeline to 
address permanency  

1. Review and develop
Guide to Adoption to list 
action steps to take place 

DMs, Supervisors 2/1/2016 12/31/2017 



within 15 months of DCS 
involvement. 
2. Utilize DCS tools
(approaching 15 month and 
15/22 month) lists to address 
permanency issues. 
3. Staff cases with Clinical
Specialists, Permanency 
team, or PRT. 

Enhance FCMs,foster 
parents/identified adoptive 
families understanding of 
age appropriate 
developmental stages  

1. Provide education to
FCMs/foster 
parents/identified adoptive 
families regarding different 
cognitive/sexual 
development stages. 
2. Provide education
regarding children mental 
health diagnosis and 
behaviors related to dx.  

Clinical Specialists, 
DMs, Service providers 

2/1/2016 12/31/2017 

Review cases with APPLA 
permanency plan and create 
a plan to move them toward 
permanency 

1. Review and ensure IL
services are completed. 
2. Engage Collaborate Care
in local Permanency Team to 
assist with understanding of 
what Older Youth needs. 
3. Review APPLA report
monthly. 
4. Invite Christine Singleton
to train management 
team/service providers on IL 
Services. 
5. Track our data by
providing the baseline 
information toward the 
progress of permanency. 

Review current cases with 1.Supervisors and FCMs 



Reunification permanency 
plan for 24+ months and  
re-evaluate current status to 
move case toward 
permanency 

To data mine cases and 
review with DMs monthly. 
2. Target recruitment of
specific pre-adoptive homes 
for children with no 
identified homes by create 
collaborative workgroups 
with LCPAs to recruit pre-
adoptive homes. 

Measurable Outcome for Substance Use Disorder 
Treatment:  
Action Step Identified Tasks Responsible Party Time Frame Date of Completion 
Improve clients’ 
engagement and attendance 
to substance use treatment 
program 

1.Reduce the triangulation by
having case conference or 
CFTM within 14 days to 
include client, service 
providers and FCM. 

Supervisors, FCMs, 
Service Providers 

2/1/2016 12/31/2017 

Improve FCMs’s 
understanding of the 
different substance use 
treatment programs and 
modality 

1. Substance Use providers
to develop a training 
curriculum to educate FCMs 
on substance use treatment. 

Angela Comsa and Shari 
Balwin 

2/1/2016 12/31/2017 

Develop community based 
support for after care groups 

1. Identify and partner with
faith groups, community 
support groups, to provides 

Dr. Benjamin Leon 2/1/2016 12/31/2017 



X. Unmet Needs 

The Needs Assessment Survey identified several needs, which the workgroup decided not to 
address in the Biennial Plan. The services the Biennial will not address include Housing, 
Unemployment, Child Care, Transportation and long and short term inpatient and detoxification 
facilities.  These services are not under DCS control.   

There are many contracted providers in region 1 provide Substance Use Treatment Outpatient 
programs.  However, most of those programs are not intensive to address the clients needs.  With 
the exception of the Community Mental Health Centers in Lake County, Edgewater for Balance 
Living and Regional Mental Health Centers, the region does not have any contracted providers 
who can provide intensive outpatient programs.  The region does not have contracted providers 
to provide short or long term inpatient or detoxification for substance use.  Most often, parents 
are sent out of the region for services, which cause not only a disruption within the families but 
also the inability for parents and children to receive therapeutic services or visitations. 

XI. Child Protection Plan
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