Dinwiddie County
Community Policy and Management Team
Wednesday, May 26, 2021 at 9:00 AM
Agenda
1. ROLL CALL
2. REVIEW AND APPROVAL OF APRIL 2021 MINUTES-APPROVED
5/26/2021
Documents:
cpmt minutes 4.28.21.pdf
3. FY 2021-CSA POOL REIMBURSEMENT REPORT &
TRANSACTION HISTORY REPORT FILED ON MAY 7, 2021
Documents:
Pool Report-Number 9.pdf
4. OCS ADMINISTRATIVE MEMO #21-04-LEDRS FILE LAYOUTUPDATED (03/26/2021; 04:25 PM)
Documents:
Admin_Memo__21-04.pdf
5. OCS ADMINISTRATIVE MEMO #21-06-RESTRICTION ON USE
OF CSA FUNDS-UNLICENSED PRIVATE EDUCATIONAL
PROGRAMS (04/30/2021;10:06AM)
Documents:
Admin_Memo__21-06.pdf
6. OCS ADMINISTRATIVE MEMO #21-07-CHANGES TO MEDICAID
FORMS FOR PSYCHIATRIC RESIDENTIAL TREATMENT
FACILITY AND THERAPEUTIC GROUP HOME PLACEMENTS
(04/30/2021;11:59AM)
Documents:
DMAS Form 600.pdf
DMAS Form 600-T Transfer of CSA Jurisdiction for Medicaid
Funded Residential Placements.pdf
Admin_Memo_21-07.pdf
7. OCS ADMINISTRATIVE MEMO #21-08-SAMPLE STANDARD
CONTRACTS/CONTRACT TEMPLATE FOR EVIDENCE-BASED
SERVICES AND THE ACCOMPANYING DOCUMENT, CONTRACT
TEMPLATE FOR FAMILY FIRST PREVENTION SERVICES
AND/OR CSA EVIDENCE-BASED SERVICES (05/03/2021;
10:09AM)

7. OCS ADMINISTRATIVE MEMO #21-08-SAMPLE STANDARD
CONTRACTS/CONTRACT TEMPLATE FOR EVIDENCE-BASED
SERVICES AND THE ACCOMPANYING DOCUMENT, CONTRACT
TEMPLATE FOR FAMILY FIRST PREVENTION SERVICES
AND/OR CSA EVIDENCE-BASED SERVICES (05/03/2021;
10:09AM)
Documents:
Administrative Memo 21-08.pdf
LDSS-CSA Contract template for MST, FFT and PCIT Final.pdf
LDSSCSA_Contract_Template_for_MST_FFT_PCIT_AdminMemo21-08 revision 1.pdf
8. OCS ADMINISTRATIVE MEMO #21-09-SPECIAL EDUCATIONTRANSITIONAL SERVICES IN THE PUBLIC SCHOOL SETTING
(05/17/2021 AT 09:12AM)
Documents:
Admin_Memo__21-09.pdf
9. OCS ADMINISTRATIVE MEMO #21-10; CSA GUIDANCE RE:
CONGREGATE CARE PLACEMENTS-EFFECTIVE JULY 1, 2021
AND THE ACCOMPANYING DOCUMENT, CSA QRTP GUIDANCE
Documents:
Admin_Memo_21-10.pdf
CSA QRTP Guidance Final 7.1.2021.pdf
10. UPDATED VJCCCA EVALUATION PLAN-DJJ FINAL REVIEW
Documents:
Annual VJCCCA Overall Evaluation Report Template FY2020
3.8.21 updated 5.7.21-received 5-25-21.pdf
11. FY 2022-FAPT PRIVATE PROVIDER SELECTION AND
APPOINTMENT
12. FINALIZING CSA CONTRACTS AND RENEWALS FOR THE JUNE
BOARD OF SUPERVISORS APPROVAL
13. FOLLOW UP DISCUSSION ON "IN PERSON AND VIRTUAL"
CPMT AND FAPT MEETINGS WITH STAFF, FAMILIES, AND
STAKEHOLDERS-POTENTIAL IMPLEMENTATION
14. JOINT CPMT & FAPT- ICC AND FSP TRAINING ON APRIL 28,
2021 (18-MEMBERS PARTICIPATED) AND SOC UPDATE
(ADAPTIVE LEADERSHIP TRAINING FOR SOC CSA
COORDINATORS)
15. DEPARTMENT REPORTS
16. REMINDER OF CPMT'S NEXT MEETING ON JUNE 23, 2021 AT
9:00 AM
17. CLOSED SESSION

15. DEPARTMENT REPORTS
16. REMINDER OF CPMT'S NEXT MEETING ON JUNE 23, 2021 AT
9:00 AM
17. CLOSED SESSION
18. ADJOURNMENT
This meeting is being held in conformity with and in compliance with the Pandemic
Disaster Continuity of Operations Ordinance approved by the Dinwiddie County Board
of Supervisors on April 14, 2020, through electronic means only.
All members are expected to participate remotely.
The Webex conference call number for the public is: 1-510-338-9438; access code
182 308 0249#. The password is 666 76 447#.
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Dinwiddie County
Community Policy and Management Team
Minutes
Wednesday, April 28, 2021
Dinwiddie Government Center
14010 Boydton Plank Road, Dinwiddie, VA
The meeting was held in conformity with and in compliance with the Pandemic Disaster
Continuity of Operations Ordinance approved by the Dinwiddie County Board of
Supervisors on April 14, 2020. Angel Young-Gill was responsible for receiving public
comment and identified in the notice. The notice that was provided allowed for the
opportunities for the public to access and participate in such electronic meeting to be
identified on the Dinwiddie County website.

Roll Call:
Diana Barnes, District 19 CSB, Specialist Children’s Services Manager – absent
Alicia Lee, DCPS, Special Education, Co-Chair – absent
Anne Howerton, Deputy County Administrator, Finance & General Services – joined
electronically
from McKenney, VA
Sheila Green, Salisbury-Rivermont School/Principal, Private Provider – absent
Erica Stewart, Salisbury-Rivermont School/Guidance Counselor – joined electronically
from
Dinwiddie, VA
Natachia Randles, Dinwiddie DSS, Director, Vice-Chair – absent
Tracy King, 11th District CSU, Director – absent
Terry Arthur, Crater Health District, Nurse – joined electronically from Dinwiddie, VA
Shanon Fletcher, Crater Health District, Nurse - absent
Pam Joyner, DCPS, Director of Special Education, Chair – joined electronically from
Dinwiddie, VA
Eileen Drake, Parent Representative – joined electronically from Dinwiddie, VA
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Sheryl Jackson-Wade, 11th District CSU, Supervisor – absent
Amanda Skalsky, CSA Management Specialist - joined electronically from Prince
George, VA
Angel Young-Gill, Children’s Services/CSA, Director - joined electronically from
Dinwiddie, VA

The meeting was called to order at 9:01 AM by the Chair, Pam Joyner.
The March minutes were approved. A motion was made by Eileen and seconded by
Erica. All were in favor.
New Business:
The FY 2021 Pool Reimbursement and Transaction History Report filed on April 7, 2021
was distributed. It showed the total year to date expenditure amount of $1,351,752.57
($908,989.99 – State & $442,762.58 – Local).
Angel reported on the OCS Administrative Memo #21-05, Updated CSA Reference
Documents that was sent on April 21, 2021. It related to the upcoming changes to the
CSA LEDRS file layout, mandated types definitions, CSA Service Names, Pool Fund
Expenditures, Categories and Definitions as well as CSA Service Placement Types.
This will be effective for our FY 2022 (July 1, 2021). State Item 292#1s eliminates the
2% Rate Increase Cap for Private Day Special Education Services effective July 1,
2021. It was implemented as a ‘temporary means to curtail CSA spending on private
day school education rates while the JLARC CSA study reviewed CSA spending on
private day school special education series.’ The study found that these rates were
reasonable and consistent with the services being provided by private providers.’
JLARC indicated that the increased costs were due to an increased use of the services
and awareness of the youth’s needs being served. They did not relate the increase cost
to the decline in using private day school services. The IACCT process was surveyed for
input from CSA teams. It varied throughout the regions in the State. Overall, the largest
delay in access to treatment is the time to search, referral and acceptance by facilities
and not IACCT in the NOVA area. That area stated that challenges appear when youth
are on the verge of a residential placement but end up in and out of detention. This
diverts the Medicaid process and IACCT. Reportedly, the majority of Central CSA
stated that it has been a while since FAPT has been able to participate in the IACCT
process to provide recommendations and engagement. Some youth who would be
transitioning from and diagnostic placement to a residential has a longer and multiple
extension before the IACCT is completed due their delays. The Eastern area stated that
the process repeatedly varies. The assessors vary in their process. Their CPMT Chair
& FAPT intervene to ensure the admission is not effected. In the Western region, the
issue is that children are not being accepted which results in an out of state placement.
This is due to their heighten aggression and complex medical needs. The concerns are
that parents are not engaging or are going directly to IACCT with the push for an out of
home placement without FAPT involvement. It is unclear of how this process will look
once Magellan and IACCT transition out of this role. Members were reminded to review
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that Medicaid Bulletin for the ‘New Services under Behavioral Health Enhancement.’ An
update was given on the DSS Regional Vendor Fair Committee’s April 22, 2021
meeting. Gayle Brown/DSS Permanency Practice Consultant & Deanna will invite VDSS
to give an overview of the FFPSA. She has complied the vendor list based on localities
contributing their vendor listing. They are looking to get a
facilitator (LDSS & CSA) to aid in our vendor meeting. A questionnaire will be sent to
vendors prior to the meeting for them to submit questions related to the discussions (i.e.
- evidence based services, trainings needs from us, GAPS, Kinship, etc.). Members
were updated on the LEDRS service coding related to case support that OCS pulled. It
determined that many localities are inappropriately using the service. OCS observed
this as part of the audit process. The Foster Care and Adoption Maintenance rates have
increased and go into effect on July 2, 2021. CPMT and FAPT were reminded of the
SOC High Fidelity Wraparound training for Dinwiddie today. This ICC and FSP training
will be facilitated by Brandi Tinsley/UMFS/SOC grant and Anna Antell/OCS Program
Specialist. The ICC & FSP training has been set for April 28, 2021 from 11:00 AM to
12:30 PM (virtually).
CPMT spoke briefly on the potential of having ‘in person and virtual’ FAPT and CPMT
meeting. Angel will check on the training room and other areas as well as capacity
concerns with Crystal. It was agreed that an email would be sent to members to allow
for input from the agencies and department’s policy related to this. Anne reported that
the Board of Supervisors would be voting on the budget this Tuesday. She is wrapping
up the budget and is getting ready for the auditors. They are looking at new options for
funding related to our capital improvement projects. Erica stated that they are preparing
for graduation at Rivermont Schools. There are three seniors and graduation is on June
11. Terry reported that they are trying to encourage people to be vaccinated. They have
reached out to Hopewell, Prince George and Sussex jails to ramp up the number of
people vaccinated. There appears to be some concerns since the Johnson & Johnson
concerns occurred. We need to reach heard immunity to thrive and get rid of our mask.
People can call our Dinwiddie Health Department at 469-1050 to get an appointment.
Pam stated that Dinwiddie’s graduation is on June 9, 2021 at Virginia State University.
DCPS will be having three summer school sessions for our students in grades K to 12.
It will be a 6-week program. The session will occur as such:
Session one: June 21 to July 1; Session 2: July 6 to July 15 & Session 3: July 19 to
July 29. They can attend one or all sessions for remediation only. The parents will need
to contact the school. Eileen reported that she is back to teaching her classes at
McKenney on Tuesday and Thursday at 4:30 PM. She had nine participants in the first
week and six last night.
The next CPMT meeting is on May 26, 2021 at 9 AM and will be held electronically
based on the current BOS Ordinance.
CLOSED SESSION
At 9:35 AM, upon the motion of Anne Howerton and seconded by Eileen Drake and all
were in favor,
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The Community Policy and Management Team (CPMT) convened into a closed meeting
under:
§2.2-3711 (A)(4). The protection of the privacy of individuals in personal matters not
related to public business.


Discussion of Children’s Services Cases

§2.2-3711 (A) (16). Discussion or consideration of medical and mental health records
subject to the exclusion in subdivision 1 of Section 2.2-3705.5.


Discussion of Children’s Services Cases

AYES:

Eileen Drake, Anne Howerton, Terry Arthur, Pam Joyner, Erica Stewart

NAYS:

None

ABSENT:

Alicia Lee, Shanon Fletcher, Sheryl Jackson-Wade, Sheila Green,
Natachia Randles, Diana Barnes, Tracy King

At 9:48 AM, upon motion of Anne Howerton, seconded by Erica Stewart, the CPMT
reconvened into open session. All were in favor.
AYES:

Eileen Drake, Anne Howerton, Terry Arthur, Pam Joyner, Erica Stewart

NAYS:

None

ABSENT:

Alicia Lee, Shanon Fletcher, Sheryl Jackson-Wade, Sheila Green,
Natachia Randles, Diana Barnes, Tracy King

CERTIFICATION AND MOTION TO ADOPT CERTIFICATION RESOLUTION
Whereas , the Community Policy and Management Team convened in a closed meeting
under section
§2.2-3711 (A)(4). The protection of the privacy of individuals in personal matters not
related to public business


Discussion of Children’s Services Cases

§2.2-3711 (A) (16). Discussion or consideration of medical and mental health records
subject to the exclusion in subdivision 1 of Section 2.2-3705.5.


Discussion of Children’s Services Cases

5

And whereas , no member has made a statement that there was a departure from the
lawful purpose of such closed meeting or of the matters identified in the motion
discussed.
Now may it be certified , that only those matters as were identified in the motion were
heard, discussed or considered in the meeting.
Upon motion of Anne Howerton, seconded by Terry Arthur, the Certification Resolution
was adopted.
AYES:

Eileen Drake, Anne Howerton, Terry Arthur, Pam Joyner, Erica Stewart

NAYS:

None

ABSENT:

Alicia Lee, Shanon Fletcher, Sheryl Jackson-Wade, Sheila Green,
Natachia Randles, Diana Barnes, Tracy King

Upon motion of Anne Howerton, seconded by Terry Arthur, the April budget was
approved as presented.
AYES:

Eileen Drake, Anne Howerton, Terry Arthur, Pam Joyner, Erica Stewart

NAYS:

None

ABSENT:

Alicia Lee, Shanon Fletcher, Sheryl Jackson-Wade, Sheila Green,
Natachia Randles, Diana Barnes, Tracy King

ADJOURNMENT
The meeting was adjourned at 9:51 AM.

OFFICE OF CHILDREN’S SERVICES

Scott Reiner, M.S.
Executive Director

Administering the Children’s Services Act

ADMINISTRATIVE MEMORANDUM #21-04
To:

CPMT Chairs
CSA Coordinators
CSA Fiscal Agents
CSA Report Preparers
DSS T4E LEDRS File Uploaders

CC:

Tiffany Gardner, VDSS

From:

Preetha Agrawal, Information Technology Director

Date:

March 5, 2021

Subject: LEDRS File Layout changes
Beginning Fiscal Year 2022 the LEDRS file layout is changing. Following is a list of changes:
1.
2.
3.
4.
5.

6.
7.
8.

Additional data element (Title IV–E Eligibility Flag) added to the LEDRS file layout for
both Title IV-E and CSA files
Addition of new Mandate Type (MT) for capturing Kinship Guardianship Assistance
Addition of two new Expenditure Category for capturing State & Federal Kinship
Guardianship
Addition of new Service Name for Special Education/Public School Transition
Accepting foster care maintenance payments until September 30, 2021 for children
less than 22 years, due to the federal extension of foster care benefits related to the
pandemic
Additional LASER expenditure codes for T4E LEDRS collection per VDSS
requirements
Addition of IVE Adjustments mandatory data element column and changes to IVE
Expenses mandatory data elements in Title IV-E LEDRS per VDSS requirements
Mandatory submission of LEDRS Title IV-E file every quarter per VDSS requirements

OCS will be making the required changes for the CBDRS application and the local software
providers (e.g., Thomas Brothers, Harmony, locally developed systems) have been made
aware of these new requirements.
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OCS Administrative Memo #21-04
March 5, 2021
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Draft copies of relevant revised documents are hyperlinked below:







LEDRS File Layout Modification Presentation
LEDRS File Layout
Mandate Type Definitions
CSA Service Names
Pool Fund Expenditure Categories and Definitions
CSA Service Placement Types

Please feel free to contact us with questions. Thank you for your cooperation.

OFFICE OF CHILDREN’S SERVICES

Scott Reiner, M.S.
Executive Director

Administering the Children’s Services Act

ADMINISTRATIVE MEMORANDUM #21-06
To:

CPMT Chairs
CSA Coordinators
CSA Fiscal Agents

From:

Scott Reiner, Executive Director

Date:

April 30, 2021

Subject:

Restriction on Use of CSA Funds – Unlicensed Private Educational Programs

Subsequent to changes in Section 2.2-5211 of the Code of Virginia made by the General
Assembly in the 2021 Session (HB2117 and SB1313), CSA state pool fund reimbursements
will no longer be available for private educational programs that do not hold a valid license
issued by the Virginia Board of Education or an equivalent out-of-state licensing agency. This
restriction will take effect with services provided on or after July 1, 2021.
The following is the specific language from the Code (italics reflect changes effective 7/1/21):
§ 2.2-5211. State pool of funds for community policy and management teams.
A. There is established a state pool of funds to be allocated to community policy
and management teams in accordance with the appropriation act and appropriate
state regulations. These funds, as made available by the General Assembly, shall
be expended for public or private nonresidential or residential services for troubled
youths and families. However, funds for private special education services shall
only be expended on private educational programs that are licensed by the Board
of Education or an equivalent out-of-state licensing agency.
This change in the Code does not provide for any exceptions.
Thank you for your attention to this change in state law. Please reach out to my office should
you have any questions.
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Children’s Services Act (CSA) Referral for Residential Treatment Services
The top portion of the form is to be completed by the Authorized CSA; once completed, please forward to the
Residential Treatment Provider to complete the bottom portion of the form.

Name of Youth:
Medicaid Number:
Residential Treatment Provider:
Name of Locality:

FIPS/CSA Locality Code:

I certify that this youth has been referred by the local CSA for:
Therapeutic Group Home Services (this includes Early and Periodic Screening, Diagnostic and

Treatment (EPSDT) TGHs)

Psychiatric Residential Treatment Facility Services (this includes EPSDT PRTFs)
Effective Date of Residential Admission:
This youth is in the custody of the local department of social services and has been determined
eligible for title IV-E
Yes
No
For Medicaid members, CSA may not pay for any service that can be funded through Medicaid.
Authorized CSA Signature:
Print Name:
Title:
Date: ____________________________________
For Provider Use Only

Once this portion is complete, please forward to the Service Authorization Contractor

NPI:
Provider Address:

Street
City

State

ZIP
DMAS-600
7/1/2021

Transfer of Children’s Services Act (CSA) Jurisdiction for
Medicaid Funded Residential Placement
This form is to be completed by the Authorized CSA; once completed, please forward to Service Authorization
Contractor.

Name of Youth:
Medicaid Number: ____________________________________________________________
Residential Treatment Provider: _________________________________________________
Provider Address: ______________________________________________________________
Street
City

State

ZIP

NPI: _______________________
Name of Locality:

FIPS/CSA Locality Code:

I certify the following:
This youth is no longer affiliated with _______________________ as of
Name and FIPS/CSA Code

___________________ and is now affiliated with _________________________.
Date

Name and FIPS/CSA Code

Authorized CSA Signature: _______________________
Print Name: ___________________________________
Title: ________________________________________
Date: _________________________________________

DMAS – 600-T
7/1/2021

OFFICE OF CHILDREN’S SERVICES

Scott Reiner, M.S.
Executive Director

Administering the Children’s Services Act

ADMINISTRATIVE MEMORANDUM #21-07

To:

CPMT Chairs
CSA Coordinators

From:

Scott Reiner, Executive Director

CC:

Shamika Ward, Department of Medical Assistance Services

Date:

April 30, 2021

Subject:

Changes to Medicaid Forms for Psychiatric Residential
Treatment Facility and Therapeutic Group Home Placements

The Office of Children’s Services has been working with the Department of Medical Assistance
Services to review and update the forms submitted upon a youth’s placement into a psychiatric
residential treatment facility (PRTF) or therapeutic group home (TGH) through a local Children’s
Services Act program. These forms have historically been known as the “Rate Certification.”
Through the review it has been determined that the sole purpose of the form should be to identify
the placing CSA locality so that the required local Medicaid match can be correctly assigned to the
correct locality and reduce the need for subsequent adjustments.
Consequently, revised forms have been developed for use with new placements that will occur on
or after July 1, 2021. These revised forms are the only forms that will be needed by DMAS’s
behavioral health services organization (services authorization contractor), currently Magellan of
Virginia. Local CSA program are not required to sign any forms related to certifying rates as the
rates are determined by DMAS’ process with the providers.
The revised DMAS-600 form (“CSA Referral for Residential Treatment Services”) should be
completed upon the CSA program’s authorization of a placement in a PRTF or TGH and then
forwarded to the PRTF or TGH, which will complete additional information and submit the form to
Magellan or the DMAS specified services authorization contractor.
A new form, DMAS-600-T (“Transfer of CSA Jurisdiction for Medicaid Funded Residential
Placement”) is to be completed only when a youth placed by CSA in a PRTF or TGH moves to
another jurisdiction and the originating CSA locality is no longer responsible for the placement. This
form should be submitted directly to Magellan (or the DMAS specified services authorization
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contractor) by the locality from which the youth has moved. Magellan’s email address is
VACMCClinicalManagers@magellanhealth.com. The submission of this form should aid in correct
assignment of the local Medicaid match in these instances. The Provider Address and NPI can be
obtained from Business Office of the PRTF or TGH, if necessary.

OFFICE OF CHILDREN’S SERVICES

Scott Reiner, M.S.
Executive Director

Administering the Children’s Services Act

ADMINISTRATIVE MEMORANDUM #21-08
To:

CPMT Chairs
CSA Coordinators

From:

Scott Reiner, Executive Director

CC:

Elizabeth Lee, Department of Social Services

Date:

May 3, 2021

Subject:

Sample Standard Contracts/Contract Template for Evidence-Based Services

The Office of Children’s Services has been working with the Virginia Department of Social Services to
implement the Family First Prevention Services Act (Family First) on July 1, 2021. Part of this collaboration
has been to develop a standard sample contract for use by local CSA programs and local departments of
social services for the three evidence-based services (Multisystemic Therapy (MST), Functional Family
Therapy (FFT), and Parent-Child Interaction Therapy (PCIT)) that can be funded with Family First title IV-E
prevention services funding. These services have already been available through CSA funding and with the
implementation of Family First, will also be available through title IV-E prevention services funding (50%
federal and 50% state) for eligible youth and their families.
These sample Family First and CSA contracts delineate service-specific elements for each of the three
evidence-based services and include additional DSS/title IV-E requirements to be eligible for that funding.
The use of the contracts is not mandatory. However, they do contain required service components outlined
in Specific Terms and Conditions and related elements for both CSA and FFPSA/title IV-E funding (e.g.,
minimum qualifications for providers). Local agencies contracting for these services are encouraged to utilize
any or all of the elements of these sample contracts as they see fit.
As the contracts will be between local agencies and service providers, the contracts need to be reviewed,
modified, approved, and executed by the designated local authorities. Localities may use a single combined
contract for both CSA and LDSS purchasing or may opt to enter into separate contracts with providers.
Thank you for your attention to this exciting new funding opportunity for evidenced-based services. Please
reach out to my office (for CSA related questions) or to familyfirst@dss.virginia.gov for VDSS related
questions.
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Contract Template for Family First Prevention Services and/or CSA Evidence-Based Services

I.

PARTIES: This Contract is entered into by the [Insert Name of the Service Provider],
hereinafter called the “Provider” and the [Insert Name of the Local Department of Social
Services and/or Locality (CSA Program)] called the “Purchasing Agency.”

II.

PURPOSE: The purpose of this Contract is the Provider to deliver specified evidence-based
services to children, youth and families referred by the Purchasing Agency

III.

PERIOD OF CONTRACT: This Contact shall become effective on July 1, 2021 and continue
until June 30, 2022.
If this agreement is terminated, the Purchasing Agency shall be liable only for payment for
services rendered before the effective date of termination.

The Contract documents shall consist of:
1) This signed form
2) The attached description which consists of:
a. The scope of services
b. Deliverables, Pricing and Payment Terms, and
c. The Terms and Conditions.
IN WITNESS WHEREOF, the parties have caused this Contract to be duly executed intending to be
bound thereby.

PROVIDER:

PURCHASING AGENCY:

BY:

BY:

PRINTED NAME:

PRINTED NAME:

TITLE:

TITLE:

DATE:

DATE:

I. SCOPE OF SERVICES (Purchasing Agencies should select the Scope of Services for one or more of the
three evidence-based services to include in the Contract with this provider)
A. Functional Family Therapy (FFT)
Description: Functional Family Therapy (FFT) is a short-term, family-based intervention program for
youth and their families. FFT aims to address risk and protective factors that impact the adaptive
development of 11 to 18 year old youths referred for behavioral or emotional problems. Family discord is
also a target.
Under the Family First Prevention Services Act and title IV-E funding, FFT utilizes the identified referral
reason: Mental Health Prevention and/or Treatment Services.
The program is organized in five phases that consist of: 1) Developing a positive relationship between
therapist/program and family, 2) Increasing hope for change and decreasing blame/conflict, 3) Identifying
specific needs and characteristics of the family, 4) Supporting individual skill-building of youth and
family, and 5) Generalizing changes to a broader context.
Target Population: The approved population for FFT is 11 – 18 year old youth (and their families) who
have been referred for behavioral or emotional problems.
Dosage: FFT therapists typically spend 90 minutes face-to-face and 30 minutes over the phone with each
family each week. On average, families complete the FFT program in 12 to 14 sessions over the span of
three to five months.
Location/Delivery Setting: Typically, FFT is conducted in clinic and home settings. It can also be
delivered in schools, child welfare settings, and probation and parole offices.
Education, Certifications and Training: FFT Teams may be composed of a combination of Qualified
Mental Health Professional (QMHP) and Licensed Mental Health Professional/ Licensed Mental Health
Professional-Resident (LMHP/LMHP-R) staff. QMHPs are limited to 1/3 of the FFT Team. FFT Teams
must have a clinical supervisor who is an LMHP (The clinical supervisor should be the person of record
(signatory) on clinical notes of QMHPs).
FFT providers work as a supervised FFT “team” and receive ongoing support from their local team and
FFT LLC. FFT teams receive three phases of training: clinical, supervision, and maintenance. In the
clinical training phase, local clinicians are trained on the FFT model through weekly consultations and
activities (typically over the span of 12 to 18 months). In the supervision phase, a licensed team member
is trained to serve as an FFT supervisor through a one-day onsite training, two two-day trainings, and
monthly consultations. In the maintenance phase, FFT LLC staff continue to review the delivery trends
and client outcomes of the team and provide annual one-day onsite training. FFT providers under this
Contract will be actively engaged in the three phase training program defined herein.
Service Rate: Functional Family Therapy - $57 per day
Payments shall be made in increments of days, with all days from initiation of services to discharge from
services being continuously billable, even if there were not actual services delivered on a specific day.
The suggested service rate is a standardized rate for title IV-E and CSA purchasers of FFT. Local
department of social services purchasers will not be reimbursed above this rate. Local CSA purchasers are
highly encouraged to utilize this rate, but may choose to Contract at a different daily rate.

B. Multisystemic Therapy (MST®)
Description: Multisystemic Therapy (MST) is an intensive treatment delivered in multiple
settings. MST aims to promote pro-social behavior and reduce criminal activity, mental health
symptomology, out-of-home placements, and illicit substance use in 12 – 17 year-old youth. MST
addresses core causes of delinquent and antisocial conduct by identifying key drivers of the
behaviors through an ecological assessment of the youth, his or her family, school, peers and
community. Intervention strategies are personalized to address the identified drivers of behavior.
MST is delivered for an average of three to five months, and services are available 24/7, enabling
timely crisis management via an on-call system staffed by MST tram members, and allows
families to choose which times work best for them. MST providers have small caseloads (average
4-6 per MST therapist) so they can be available to meet their clients’ needs.
Under the Family First Prevention Services Act and title IV-E funding, MST utilizes the
Identified Referral Reason: Mental Health Prevention and/or Treatment Services and Substance
Use Disorder Prevention and Treatment Services
Target Population: The approved population for MST is 12 – 17 years old (and their families)
who are at risk for or are engaging in delinquent activity or substance misuse, experience mental
health issues, and/or out-of-home placement.
Exclusion criteria include:
 Youth that meet criteria for out-of-home placement due to suicidal, homicidal, or psychotic
behavior or those youths whose psychiatric problems are the primary reason leading to
referral, or who have severe and serious psychiatric problems.
 Youth living independently, or youth for whom a primary caregiver cannot be identified
despite extensive efforts to locate all extended family, adult friends and other potential
surrogate caregivers.
 Youth in which the referral problem is limited to serious sexual misbehavior.
 Youth with an autism spectrum diagnosis.
Dosage: MST typically involves multiple weekly visits between the therapist and family, over an
average time span of 3 to 5 months. The intensity of services will vary based on clinical needs.
The therapist and family work together to determine how often and when services should be
provided throughout the course of treatment.
Location/Delivery Setting: MST is delivered in multiple settings, including home, school, and
community. Therapists may also work directly with these other individuals and professional in
these settings as part of the treatment plan.
Education, Certifications and Training: Education, Certifications and Training: MST is provided
by organizations licensed by MST Services. MST Teams are composed of 2-4 full-time MST
Therapists and an MST Supervisor. The MST Therapists may include a combination of Qualified
Mental Health Professional (QMHP) and Licensed Mental Health Professional/Licensed Mental
Health Professional-Resident (LMHP/LMHP-R) staff. QMHPs are limited to 1/3 of the MST
Team unless otherwise approved by MST Services. MST Teams must have a clinical supervisor
who is an LMHP (The clinical supervisor should be the person of record (signatory) on clinical
notes of QMHPs). The MST Supervisor should be of at least 50% FTE assigned to one MST
team, or one full-time clinical supervisor to two MST teams. MST Supervisors carrying a partial

MST caseload should be assigned to the program on a full-time basis.
MST therapists and supervisors complete an extensive training sequence provided by MST
Services. This includes an initial five-day training, supervisor training, quarterly clinicallyfocused booster sessions that aim to improve MST skills, and weekly consultations provided by
MST experts. MST teams use a structured fidelity assessment approach to ensure clinical service
delivery is consistent with the MST model. MST teams must be licensed by the national MST
Services organization.
Service Rate: Multisystemic Therapy - $90 per day
Payments shall be made in increments of days, with all days from initiation of services to
discharge from services being continuously billable, even if there were not actual services
delivered on a specific day.
The suggested service rate is a standardized rate for title IV-E and CSA purchasers of MST.
Local department of social services purchasers will not be reimbursed above this rate. Local CSA
purchasers are highly encouraged to utilize this rate, but may choose to Contract at a different
daily rate.

C. Parent Child Interaction Therapy
Description: Parent-Child Interaction Therapy (PCIT) provides coaching to parents by a therapist
trained in behavior-management and relationship skills. PCIT is a program for two to seven-year
old children and their parents or caregiver aimed to decrease externalizing child behavior
problems, increase positive parenting behaviors, and improve the quality of the parent-child
relationship. During weekly sessions, therapists coach caregivers in skills such as child-centered
play, communication, increasing child compliance, and problem-solving. Therapists use “bug-inthe-ear” technology to provide live coaching to parents or caregivers from behind a one-way
mirror (there are some modifications in which live same-room coaching is also used). Parents or
caregivers progress through treatment as they master specific competencies, thus there is no fixed
length of treatment. Most families are able to achieve mastery of the program content in 12 to 20
one-hour sessions.
Under the Family First Prevention Services Act and title IV-E funding, PCIT utilizes the
Identified Referral Reason: Mental Health Prevention and/or Treatment Services.
Target Population: PCIT is typically appropriate for families with children who are between two
and seven years old and experience emotional and behavioral problems that are frequent and
intense.
Dosage: PCIT is typically delivered over 12-20 weekly hour-long sessions, but the exact
treatment length varies based on the needs of the child and family. Treatment is considered
complete when a positive parent-child relationship is established, the parent can effectively
manage the child’s behavior, and the child’s behavior is within normal limits on a behavior rating
scale.
Location/Delivery Setting: PCIT is usually delivered in playroom settings where therapists can
observe behaviors through a one-way mirror. By using the one-way mirror therapists can provide
verbal direction and support to the parent using a wireless earphone. Video technology can also
be used to deliver the program in other environments, such as the home.
\Education, Certifications and Training: To become a certified PCIT therapist, individuals must
be a licensed mental health provider with a master’s degree (or higher) in a mental health field or
a third year psychology doctoral student who works under the supervision of a licensed mental
health service provider. Providers must also complete 40-hours of training with approved PCIT
trainers and materials. Although online-based trainings are offered, at least 30 of the 40 required
hours must be in face-to-face training.
Service Rate:

Parent Child Interaction Therapy - $124 per hour
Parent Child Interaction Therapy (by a provider with verified National
Certification as a PCIT Trainer) - $149 per hour

The suggested service rate is a standardized rate for title IV-E and CSA purchasers of MST.
Local department of social services purchasers will not be reimbursed above this rate. Local CSA
purchasers are highly encouraged to utilize this rate, but may choose to Contract at a different
rate.

II. SPECIFIC TERMS AND CONDITIONS1
This is a Contract is an agreement for requirements and does not involve a definite financial
obligation on the part of the Purchasing Agency, although the Purchasing Agency shall use this
Contract for the limitation of procurement of services as seen fit and or specified.
The Service Provider will:
1. Maintain its required licensed status with the appropriate governmental authorities and will
notify LDSS or the CSA program within five business days of the issuance of any provisional
license. This Contract may be terminated in the event such licensing is suspended, withdrawn or
revoked. Misrepresentation of possession of such license shall constitute a breach of Contract
and terminate this Agreement without written notice and without financial obligation on the part
of the VDSS or VCSA program to pay any open invoices.**
2. Maintain and submit, upon request, documentation that they represent and warrant that it has
received certification and/or applicable training with the relevant national evidence based
services accrediting bodies and training agents.**
3. Maintain its required licensed and certification with the relevant national evidence based
services accrediting bodies. DSS or the CSA program may terminate this Contract in the event
such licensing is suspended, withdrawn or revoked. Misrepresentation of possession of such
license shall constitute a breach of Contract and terminate this Agreement without written notice
and without financial obligation on the part of the LDSS or CSA program to pay any open
invoices.**
4. Ensure they maintain a continuous quality improvement (CQI) process, including continuous
monitoring of fidelity to the evidence-based model.*
5. Create a referral process for LDSS and/or CSA programs and respond to any request for service
within three business days.***
6. Communicate with LDSS and/or CSA programs on a monthly basis regarding capacity to
receive additional referrals.***
7. Identify the client (or child of the family if providing services to a parent or caregiver) as a
candidate for foster care in their treatment/service plan. The LDSS has the sole responsibility for
making the determination that a child is identified as a candidate for foster care.*
8. Partner with the referring agency to monitor the progress of the client in the service as well as to
periodically assess the risk of out of home placement for the child. Provider shall, at minimum,
collaborate with through the following, as appropriate:**
a. Participate in family partnership meetings (FPM), child and family team (CFT)
meetings, and/or family assessment and planning team (FAPT) meetings.
i.

1

Upon two weeks’ notice of a meeting of the FAPT for a child, the Provider shall ensure
that a representative with personal knowledge of the progress of the child attends and

*This requirement is specific to contracts issued on behalf of the LDSS for title IV-E reimbursement.
** This requirement is applicable to both LDSS contracts and those for CSA-funded services.
*** This requirement is strongly suggested to include in contracts

participates in such meeting.**
b. Participate in court hearings as requested/necessary***
9.

Conduct formal evaluations of referred youth and families and develop a treatment/service
plan based on these evaluations to include measurable goals and objectives according to the
fidelity requirements of the practice model. A written treatment/service plan shall be
provided within thirty (30) calendar days of the initiation of services.***

10.

Provide written monthly progress reports to include, at minimum*
a. Client’s full name
b. Date of birth
c. Client ID (as provided by LDSS)
d. Child’s Case ID (as provided by LDSS) the provider shall always provide the Child’s Case
ID, even if services are provided to the parent or caregiver.
e. Locality that referred the client
f. Identified Referral Reason (as approved per Title IV-E Prevention Services Clearinghouse)
g. Service start date
h. Progress towards the identified measurable objectives and revisions to objectives listed in
the treatment/service plan
i. Specific activities and strategies worked on during the month
j. Assessment of level of family engagement, including specific strategies and activities

11. Provide a discharge summary within 15 business days of termination of services to the referring
agency. The discharge summary should include, at minimum***

a. Status of discharge (successful or unsuccessful)
b. Overall progress made toward the identified measurable objectives
c. Recommendation for continued service(s) or other Community resource
If the Service Provider fails to provide any written treatment plan, progress report, or discharge
summary in a timely manner, the Buyer may withhold payment of the Provider’s invoices until
such plan or report is received.
12. Work with representatives from VDSS, the Office of Children’s Services (OCS) and the Virginia
Center for Evidence-Based Practice in the identification of outcome measures and design of data
collection tools, collect data on youth participating in the project to evaluate the effectiveness of
the project design, and cooperate fully with providing data and information for any evaluations.
Participate in regular and, as necessary, ad hoc meetings with VDSS/the Center to exchange
program and evaluation information.**

III. GENERAL TERMS AND CONDITIONS
A. AUDIT: The Provider shall retain all books, records, and other documents relative to this
Contract for three years after final payment, or until audited by the Commonwealth of Virginia,
whichever is sooner. The agency, its authorized agents, federal and/or state auditors shall have
full access to and the right to examine any of said materials during said period.
B. APPLICABLE LAWS AND COURTS: This Contract shall be governed in all respects by the
laws of the Commonwealth of Virginia and any litigation with respect thereto shall be brought in
the courts of the Commonwealth. The Contractor shall comply with all applicable federal, state
and local laws, rules and regulations.
C. AUTHORITIES: Nothing in this Agreement shall be construed as authority for either party to
make commitments that will bind the other party beyond the scope of services contained herein.
Furthermore, the Contractor shall not assign, sublet, or sub-contract any work related to this
agreement or any interest it may have herein without the prior written consent of VDSS.
D. AVAILABILITY OF FUNDS: It is understood and agreed between the parties herein that the
LDSS and/or local CVSA programs shall be bound hereunder only to the extent of the funds
available or which may hereafter become available for the purpose of this agreement.
E. CONFIDENTIALITY OF PERSONALLY IDENTIFIABLE INFORMATION: The
Provider assures that information and data obtained as to personal facts and circumstances related
to patients or clients will be collected and held confidential, during and following the term of this
Contract, and unless disclosure is required pursuant to court order, subpoena or other regulatory
authority, will not be divulged without the individual’s and the agency’s written consent and only
in accordance with federal law or the Code of Virginia. Providers who utilize, access, or store
personally identifiable information as part of the performance of a Contract are required to
safeguard this information and immediately notify the Purchasing Agency of any breach or
suspected breach in the security of such information. Providers shall allow the Purchasing Agency
to both participate in the investigation of incidents and exercise control over decisions regarding
external reporting. Providers and their employees working under this Contract may be required
to sign a confidentiality statement.
F. CHANGES TO THE CONTRACT: The parties may agree in writing to modify the scope of
the Contract. Any changes, including any increase and/or decrease to price shall be based upon
mutual agreement of both parties and shall be in the form of a written modification prior to the
implementation of said change.
G. CONTRACT ADMINISTRATION: Upon execution, the Purchasing Agency will designate an
individual(s) as an authorized representative, the Purchasing Agency Contract Administrator, to
administer all services performed in conjunction with this Contract. As the Purchasing Agency
Contract Administrator is, in the first instance, the interpreter of the conditions of the Contract.
and the judge of its performance, the Contract Administrator will use all powers under the
Contract to enforce its faithful performance. The Purchasing Agency Contract Administrator or
designated official will determine the amount, quality, acceptability, and fitness of all aspects of

the services and will decide all other questions in connection with the services. The Contract
Administrator, inspector, or designated official, will have no authority to approve changes in the
services which alter the CONTRACT terms or price. Any Contract modifications made must first
be authorized by the VDSS Procurement office and issued as a written modification to the
Contract..
H. CONTRACTOR RIGHTS TO USE MATERIALS: The Contractor is hereby granted a
royalty-free, non-exclusive and irrevocable license in perpetuity to reproduce, publish or
otherwise use the Intellectual Property for noncommercial purposes. Such rights shall include, but
are not limited to the right to claim credit as the original author of the Intellectual Property, the
right to use and authorize others to use the Intellectual Property in research and for preparation of
teaching materials for noncommercial use, and the right to transfer to publishers the copyrights in
scholarly publications and textbooks that include an insubstantial portion of the Intellectual
Property.
I. DRUG-FREE WORKPLACE: During the performance of this Contract, the Provider agrees to
(i) provide a drug-free workplace for the contractor's employees; (ii) post in conspicuous places,
available to employees and applicants for employment, a statement notifying employees that the
unlawful manufacture, sale, distribution, dispensation, possession, or use of a controlled
substance or marijuana is prohibited in the contractor's workplace and specifying the actions that
will be taken against employees for violations of such prohibition; (iii) state in all solicitations or
advertisements for employees placed by or on behalf of the Provider that the Provider maintains a
drug-free workplace.
For the purposes of this section, “drug-free workplace” means a site for the performance of work
done in connection with a specific Contract awarded to a Provider, the employees of whom are
prohibited from engaging in the unlawful manufacture, sale, distribution, dispensation, possession
or use of any controlled substance or marijuana during the performance of the Contract.
J. IMMIGRATION REFORM AND CONTROL ACT OF 1986: By entering into a written
Contract with the (_______ LDSS and/or local CSA program), the Contractor certifies that the
Contractor does not, and shall not during the performance of the Contract for goods and/or
services in the Commonwealth, knowingly employ an unauthorized alien as defined in the federal
Immigration Reform and Control Act of 1986.
K. NONDISCRIMINATION OF CONTRACTORS: A Provider shall not be discriminated
against in the award of this Contract because of race, religion, color, sex, sexual orientation,
gender identity, national origin, age, disability, faith-based organizational status, any other basis
prohibited by state law relating to discrimination in employment. If the award of this Contract is
made to a faith-based organization and an individual, who applies for or receives goods, services,
or disbursements provided pursuant to this Contract objects to the religious character of the faithbased organization from which the individual receives or would receive the goods, services, or
disbursements, the public body shall offer the individual, within a reasonable period of time after
the date of his objection, access to equivalent goods, services, or disbursements from an
alternative provider.

L. SUBCONTRACTS: No portion of the work shall be sub-contracted without prior written
consent of the Purchasing Agency.
M. TERMINATION OF AGREEMENT: This agreement may be terminated in whole or in part as
follows (See §2 CFR 200.339):
1. Either party may terminate this Contract at any time upon 30 days written notice to the other
party. The written notification must set forth the reasons for such termination, the effective
date, and, in the case of partial termination, the portion to be terminated. Partial termination
of the Scope of Services can only be undertaken with the prior approval of the Purchasing
Agency.
2. The Purchasing Agency may terminate this Agreement, in whole or in part at any time, if the
Provider fails to comply with federal statutes, regulations, or terms and conditions of the
Contract. Upon receipt of a notice of termination, the Provider shall stop all work and the
Purchasing Agency will cease all payments. The termination decision may be considered by
the Purchasing Agency in evaluating future applications submitted by the Provider.
P. RENEWAL OF CONTRACT: This Contract shall be renewable for two (2) additional one-year
periods at the mutual desire of the parties.
R. SERIOUS INCIDENT REPORTING: The following procedures shall be adhered to in
reporting a serious incident, actual or alleged, which is related to youth referred by the
Purchasing Agency. A serious incident includes, among others, abuse or neglect; criminal
behavior; death; emergency treatment; facility related issues, such as fires, flood, destruction of
property; food borne diseases; physical assault/other serious acts of aggression; sexual
misconduct/assault; substance abuse; serious illnesses, (such as tuberculosis or meningitis),
serious injury (accidental or otherwise); suicide attempt; unexplained absences; or other
incidents which jeopardize the health, safety, or wellbeing of the youth.
1. Within 24 hours of a serious incident, or by the next business day, the Provider shall report
the incident by speaking to or leaving a message for the designated case manager of the
referring agency of each youth involved. Within 48 hours of the serious incident, the
Provider shall complete and submit to the case manager of the referring agency for each
youth involved a written report.
2. The written report of the serious incident shall provide a factual, concise account of the
incident and include:
a. Name of provider; name of person completing form; date and time of serious incident;
date of the report; child/youth’s name, age, gender, ethnicity; placing agency name;
placing agency case manager’s name; where the incident occurred, description of
incident (including what happened immediately before, during and after the incident);
names of witnesses; action taken in response to incident; names/agencies notified
(family, legal guardian, child protective services, medical facility, police);
recommendation for follow-up and/or resolution of incident; signature of person
completing report; and facility/provider director’s (or designee) signature and date.

b. Separate reports should be completed and submitted for each child/youth involved and
referred by the Purchasing Agency. The Provider is responsible for ensuring the
confidentially of the parties involved in the incident.
c. In the event the case manager of the referring agency determines that a serious incident
has occurred, the case manager will notify the Provider of the allegation. The Provider
shall within 48 hours of the case manager’s notification complete and submit a written
report.
S. INSURANCE: The Provider shall at its sole expense obtain and maintain during the term of
this Contract the insurance policies listed and required herein, naming the Purchasing Agency
as an additional insured, and shall furnish the Purchasing Agency with a certificate of
insurance prior to commencing work upon any Purchase Order signed pursuant to this
Contract. Any required insurance policies must be effective prior to the provision of any
services or performance by the Provider under this contract and such policies cannot be
cancelled without ninety days written notice to the Buyer. The following insurance is
required:

1. Commercial general liability insurance, written on an occurrence basis which shall insure
against all claims, loss, cost damage, expense or liability from loss of life or damage or
injury to person or property arising out of the Provider’s performance under this Contract.
The minimum limits of liability for this coverage shall be $1,000,000.00 combined single
limit for any one occurrence.
2. Contractual liability broad form insurance shall include the indemnification obligation set
forth in this contract.
3. Workers' compensation insurance covering Provider’s statutory obligations under the
laws of the Commonwealth of Virginia and employers liability insurance shall be
maintained for all its employees engaged in work under this contract. Minimum limits of
Liability for employers liability insurance will be $100,000 for bodily injury by accident
each occurrence, $100,000 bodily injury by disease (policy limit) and $100,000 Bodily
injury by disease (each employee). With respect to Workers’ compensation coverage, the
Provider’s insurance company shall waive rights of subrogation against the Buyer, its
officer, employees, agents, volunteers and representatives.
4. Automobile liability insurance shall be at least $1,000,000.00 combined single limit
applicable to owned or non-owned vehicles used in the performance of any work under
this contract.
5. Professional liability insurance with a minimum of liability foo $2,000,000.
The insurance coverage in amounts set forth in this Section may be met by an umbrella
liability policy following the form of the underlying primary coverage and the minimum
amounts as listed above. Should an umbrella liability coverage policy be used to satisfy
the requirements of this section, such coverage shall be accompanied by a certificate of
endorsement stating that the policy applies to all of the above types of insurance.

T. INDEMNITY: Contractor agrees to indemnify the Commonwealth of Virginia, its officers, agents,
and employees for any loss, liability, cost, or reasonable settlement cost incurred as a result of any claims,
damages and actions of any kind or nature, whether at law or in equity, arising from or caused by the use
of any materials, goods, or equipment of any kind or nature furnished by the contractor/any services of
any kind or nature furnished by the contractor, provided that such liability is not attributable to the sole
negligence of the using agency or to failure of the using agency to use the materials, goods, or equipment
in the manner already and permanently described by the contractor on the materials, goods or equipment
delivered

Contract Template for Family First Prevention Services and/or CSA Evidence-Based Services
I.

PARTIES: This Contract is entered into by the [Insert Name of the Service Provider],
hereinafter called the “Provider” and the [Insert Name of the Local Department of Social
Services and/or Locality (CSA Program)] called the “Purchasing Agency.”

II.

PURPOSE: The purpose of this Contract is the Provider to deliver specified evidence-based
services to children, youth and families referred by the Purchasing Agency

III.

PERIOD OF CONTRACT: This Contact shall become effective on July 1, 2021 and continue
until June 30, 2022.
If this agreement is terminated, the Purchasing Agency shall be liable only for payment for
services rendered before the effective date of termination.

The Contract documents shall consist of:
1) This signed form
2) The attached description which consists of:
a. The scope of services
b. Deliverables, Pricing and Payment Terms, and
c. The Terms and Conditions.
IN WITNESS WHEREOF, the parties have caused this Contract to be duly executed intending to be bound
thereby.

PROVIDER:

PURCHASING AGENCY:

BY:

BY:

PRINTED NAME:

PRINTED NAME:

TITLE:

TITLE:

DATE:

DATE:

I. SCOPE OF SERVICES (Purchasing Agencies should select the Scope of Services for one or more of the
three evidence-based services to include in the Contract with this provider)
A. Functional Family Therapy (FFT)
Description: Functional Family Therapy (FFT) is a short-term, family-based intervention program for youth
and their families. FFT aims to address risk and protective factors that impact the adaptive development of
11 to 18 year old youths referred for behavioral or emotional problems. Family discord is also a target.
Under the Family First Prevention Services Act and title IV-E funding, FFT utilizes the identified referral
reason: Mental Health Prevention and/or Treatment Services.
The program is organized in five phases that consist of: 1) Developing a positive relationship between
therapist/program and family, 2) Increasing hope for change and decreasing blame/conflict, 3) Identifying
specific needs and characteristics of the family, 4) Supporting individual skill-building of youth and family,
and 5) Generalizing changes to a broader context.
Target Population: The approved population for FFT is 11 – 18 year old youth (and their families) who
have been referred for behavioral or emotional problems.
Dosage: FFT therapists typically spend 90 minutes face-to-face and 30 minutes over the phone with each
family each week. On average, families complete the FFT program in 12 to 14 sessions over the span of
three to five months.
Location/Delivery Setting: Typically, FFT is conducted in clinic and home settings. It can also be delivered
in schools, child welfare settings, and probation and parole offices.
Education, Certifications and Training: FFT Teams may be composed of a combination of Qualified Mental
Health Professional (QMHP) and Licensed Mental Health Professional/ Licensed Mental Health
Professional-Resident (LMHP/LMHP-R) staff. QMHPs are limited to 1/3 of the FFT Team. FFT Teams
must have a clinical supervisor who is an LMHP (The clinical supervisor should be the person of record
(signatory) on clinical notes of QMHPs).
FFT providers work as a supervised FFT “team” and receive ongoing support from their local team and
FFT LLC. FFT teams receive three phases of training: clinical, supervision, and maintenance. In the clinical
training phase, local clinicians are trained on the FFT model through weekly consultations and activities
(typically over the span of 12 to 18 months). In the supervision phase, a licensed team member is trained
to serve as an FFT supervisor through a one-day onsite training, two two-day trainings, and monthly
consultations. In the maintenance phase, FFT LLC staff continue to review the delivery trends and client
outcomes of the team and provide annual one-day onsite training. FFT providers under this Contract will
be actively engaged in the three phase training program defined herein.
Service Rate: Functional Family Therapy - $57 per day
Payments shall be made in increments of days, with all days from initiation of services to discharge from
services being continuously billable, even if there were not actual services delivered on a specific day.
The suggested service rate is a standardized rate for title IV-E and CSA purchasers of FFT. Local
department of social services purchasers will not be reimbursed above this rate. Local CSA purchasers are
highly encouraged to utilize this rate, but may choose to Contract at a different daily rate.

B. Multisystemic Therapy (MST®)
Description: Multisystemic Therapy (MST) is an intensive treatment delivered in multiple
settings. MST aims to promote pro-social behavior and reduce criminal activity, mental health
symptomology, out-of-home placements, and illicit substance use in 12 – 17 year-old youth. MST
addresses core causes of delinquent and antisocial conduct by identifying key drivers of the
behaviors through an ecological assessment of the youth, his or her family, school, peers and
community. Intervention strategies are personalized to address the identified drivers of behavior.
MST is delivered for an average of three to five months, and services are available 24/7, enabling
timely crisis management via an on-call system staffed by MST tram members, and allows
families to choose which times work best for them. MST providers have small caseloads (average
4-6 per MST therapist) so they can be available to meet their clients’ needs.
Under the Family First Prevention Services Act and title IV-E funding, MST utilizes the
Identified Referral Reason: Mental Health Prevention and/or Treatment Services and Substance
Use Disorder Prevention and Treatment Services
Target Population: The approved population for MST is 12 – 17 years old (and their families)
who are at risk for or are engaging in delinquent activity or substance misuse, experience mental
health issues, and/or out-of-home placement.
Exclusion criteria include:
 Youth that meet criteria for out-of-home placement due to suicidal, homicidal, or psychotic
behavior or those youths whose psychiatric problems are the primary reason leading to
referral, or who have severe and serious psychiatric problems.
 Youth living independently, or youth for whom a primary caregiver cannot be identified
despite extensive efforts to locate all extended family, adult friends and other potential
surrogate caregivers.
 Youth in which the referral problem is limited to serious sexual misbehavior.
 Youth with an autism spectrum diagnosis.
Dosage: MST typically involves multiple weekly visits between the therapist and family, over an
average time span of 3 to 5 months. The intensity of services will vary based on clinical needs.
The therapist and family work together to determine how often and when services should be
provided throughout the course of treatment.
Location/Delivery Setting: MST is delivered in multiple settings, including home, school, and
community. Therapists may also work directly with these other individuals and professional in
these settings as part of the treatment plan.
Education, Certifications and Training: Education, Certifications and Training: MST is provided
by organizations licensed by MST Services. MST Teams are composed of 2-4 full-time MST
Therapists and an MST Supervisor. The MST Therapists may include a combination of Qualified
Mental Health Professional (QMHP) and Licensed Mental Health Professional/Licensed Mental
Health Professional-Resident (LMHP/LMHP-R) staff. QMHPs are limited to 1/3 of the MST
Team. MST Teams must have a clinical supervisor who is an LMHP (The clinical supervisor
should be the person of record (signatory) on clinical notes of QMHPs). The MST Supervisor
should be of at least 50% FTE assigned to one MST team, or one full-time clinical supervisor to
two MST teams. MST Supervisors carrying a partial

MST caseload should be assigned to the program on a full-time basis.
MST therapists and supervisors complete an extensive training sequence provided by MST
Services. This includes an initial five-day training, supervisor training, quarterly clinicallyfocused booster sessions that aim to improve MST skills, and weekly consultations provided by
MST experts. MST teams use a structured fidelity assessment approach to ensure clinical service
delivery is consistent with the MST model. MST teams must be licensed by the national MST
Services organization.
Service Rate: Multisystemic Therapy - $90 per day
Payments shall be made in increments of days, with all days from initiation of services to
discharge from services being continuously billable, even if there were not actual services
delivered on a specific day.
The suggested service rate is a standardized rate for title IV-E and CSA purchasers of MST.
Local department of social services purchasers will not be reimbursed above this rate. Local CSA
purchasers are highly encouraged to utilize this rate, but may choose to Contract at a different
daily rate.

C. Parent Child Interaction Therapy
Description: Parent-Child Interaction Therapy (PCIT) provides coaching to parents by a therapist
trained in behavior-management and relationship skills. PCIT is a program for two to seven-year
old children and their parents or caregiver aimed to decrease externalizing child behavior problems,
increase positive parenting behaviors, and improve the quality of the parent-child relationship.
During weekly sessions, therapists coach caregivers in skills such as child-centered play,
communication, increasing child compliance, and problem-solving. Therapists use “bug-in-theear” technology to provide live coaching to parents or caregivers from behind a one-way mirror
(there are some modifications in which live same-room coaching is also used). Parents or caregivers
progress through treatment as they master specific competencies, thus there is no fixed length of
treatment. Most families are able to achieve mastery of the program content in 12 to 20 one-hour
sessions.
Under the Family First Prevention Services Act and title IV-E funding, PCIT utilizes the
Identified Referral Reason: Mental Health Prevention and/or Treatment Services.
Target Population: PCIT is typically appropriate for families with children who are between two
and seven years old and experience emotional and behavioral problems that are frequent and
intense.
Dosage: PCIT is typically delivered over 12-20 weekly hour-long sessions, but the exact
treatment length varies based on the needs of the child and family. Treatment is considered
complete when a positive parent-child relationship is established, the parent can effectively
manage the child’s behavior, and the child’s behavior is within normal limits on a behavior rating
scale.
Location/Delivery Setting: PCIT is usually delivered in playroom settings where therapists can
observe behaviors through a one-way mirror. By using the one-way mirror therapists can provide
verbal direction and support to the parent using a wireless earphone. Video technology can also
be used to deliver the program in other environments, such as the home.
\Education, Certifications and Training: To become a certified PCIT therapist, individuals must
be a licensed mental health provider with a master’s degree (or higher) in a mental health field or
a third year psychology doctoral student who works under the supervision of a licensed mental
health service provider. Providers must also complete 40-hours of training with approved PCIT
trainers and materials. Although online-based trainings are offered, at least 30 of the 40 required
hours must be in face-to-face training.
Service Rate:

Parent Child Interaction Therapy - $124 per hour
Parent Child Interaction Therapy (by a provider with verified National
Certification as a PCIT Trainer) - $149 per hour

The suggested service rate is a standardized rate for title IV-E and CSA purchasers of MST.
Local department of social services purchasers will not be reimbursed above this rate. Local CSA
purchasers are highly encouraged to utilize this rate, but may choose to Contract at a different
rate.

II. SPECIFIC TERMS AND CONDITIONS1
This is a Contract is an agreement for requirements and does not involve a definite financial obligation
on the part of the Purchasing Agency, although the Purchasing Agency shall use this Contract for the
limitation of procurement of services as seen fit and or specified.
The Service Provider will:
1. Maintain its required licensed status with the appropriate governmental authorities and will notify
LDSS or the CSA program within five business days of the issuance of any provisional license.
This Contract may be terminated in the event such licensing is suspended, withdrawn or revoked.
Misrepresentation of possession of such license shall constitute a breach of Contract and terminate
this Agreement without written notice and without financial obligation on the part of the VDSS
or VCSA program to pay any open invoices.**
2. Maintain and submit, upon request, documentation that they represent and warrant that it has
received certification and/or applicable training with the relevant national evidence based services
accrediting bodies and training agents.**
3. Maintain its required licensed and certification with the relevant national evidence based services
accrediting bodies. DSS or the CSA program may terminate this Contract in the event such
licensing is suspended, withdrawn or revoked. Misrepresentation of possession of such license
shall constitute a breach of Contract and terminate this Agreement without written notice and
without financial obligation on the part of the LDSS or CSA program to pay any open invoices.**
4. Ensure they maintain a continuous quality improvement (CQI) process, including continuous
monitoring of fidelity to the evidence-based model.*
5. Create a referral process for LDSS and/or CSA programs and respond to any request for service
within three business days.***
6. Communicate with LDSS and/or CSA programs on a monthly basis regarding capacity to receive
additional referrals.***
7. Identify the client (or child of the family if providing services to a parent or caregiver) as a
candidate for foster care in their treatment/service plan. The LDSS has the sole responsibility for
making the determination that a child is identified as a candidate for foster care.*
8. Partner with the referring agency to monitor the progress of the client in the service as well as to
periodically assess the risk of out of home placement for the child. Provider shall, at minimum,
collaborate with through the following, as appropriate:**
a. Participate in family partnership meetings (FPM), child and family team (CFT) meetings,
and/or family assessment and planning team (FAPT) meetings.
i.

1

Upon two weeks’ notice of a meeting of the FAPT for a child, the Provider shall ensure
that a representative with personal knowledge of the progress of the child attends and
participates in such meeting.**

*This requirement is specific to contracts issued on behalf of the LDSS for title IV-E reimbursement.
** This requirement is applicable to both LDSS contracts and those for CSA-funded services.
*** This requirement is strongly suggested to include in contracts

b. Participate in court hearings as requested/necessary***
9.

Conduct formal evaluations of referred youth and families and develop a treatment/service
plan based on these evaluations to include measurable goals and objectives according to the
fidelity requirements of the practice model. A written treatment/service plan shall be provided
within thirty (30) calendar days of the initiation of services.***

10.

Provide written monthly progress reports to include, at minimum*
a. Client’s full name
b. Date of birth
c. Client ID (as provided by LDSS)
d. Child’s Case ID (as provided by LDSS) the provider shall always provide the Child’s Case
ID, even if services are provided to the parent or caregiver.
e. Locality that referred the client
f. Identified Referral Reason (as approved per Title IV-E Prevention Services Clearinghouse)
g. Service start date
h. Progress towards the identified measurable objectives and revisions to objectives listed in
the treatment/service plan
i. Specific activities and strategies worked on during the month
j. Assessment of level of family engagement, including specific strategies and activities

11. Provide a discharge summary within 15 business days of termination of services to the referring
agency. The discharge summary should include, at minimum***

a. Status of discharge (successful or unsuccessful)
b. Overall progress made toward the identified measurable objectives
c. Recommendation for continued service(s) or other Community resource
If the Service Provider fails to provide any written treatment plan, progress report, or discharge
summary in a timely manner, the Buyer may withhold payment of the Provider’s invoices until
such plan or report is received.
12. Work with representatives from VDSS, the Office of Children’s Services (OCS) and the Virginia
Center for Evidence-Based Practice in the identification of outcome measures and design of data
collection tools, collect data on youth participating in the project to evaluate the effectiveness of
the project design, and cooperate fully with providing data and information for any evaluations.
Participate in regular and, as necessary, ad hoc meetings with VDSS/the Center to exchange
program and evaluation information.**

III. GENERAL TERMS AND CONDITIONS
A. AUDIT: The Provider shall retain all books, records, and other documents relative to this Contract
for three years after final payment, or until audited by the Commonwealth of Virginia, whichever
is sooner. The agency, its authorized agents, federal and/or state auditors shall have full access to
and the right to examine any of said materials during said period.
B. APPLICABLE LAWS AND COURTS: This Contract shall be governed in all respects by the
laws of the Commonwealth of Virginia and any litigation with respect thereto shall be brought in
the courts of the Commonwealth. The Contractor shall comply with all applicable federal, state and
local laws, rules and regulations.
C. AUTHORITIES: Nothing in this Agreement shall be construed as authority for either party to
make commitments that will bind the other party beyond the scope of services contained herein.
Furthermore, the Contractor shall not assign, sublet, or sub-contract any work related to this
agreement or any interest it may have herein without the prior written consent of VDSS.
D. AVAILABILITY OF FUNDS: It is understood and agreed between the parties herein that the
LDSS and/or local CVSA programs shall be bound hereunder only to the extent of the funds
available or which may hereafter become available for the purpose of this agreement.
E. CONFIDENTIALITY OF PERSONALLY IDENTIFIABLE INFORMATION: The
Provider assures that information and data obtained as to personal facts and circumstances related
to patients or clients will be collected and held confidential, during and following the term of this
Contract, and unless disclosure is required pursuant to court order, subpoena or other regulatory
authority, will not be divulged without the individual’s and the agency’s written consent and only
in accordance with federal law or the Code of Virginia. Providers who utilize, access, or store
personally identifiable information as part of the performance of a Contract are required to
safeguard this information and immediately notify the Purchasing Agency of any breach or
suspected breach in the security of such information. Providers shall allow the Purchasing Agency
to both participate in the investigation of incidents and exercise control over decisions regarding
external reporting. Providers and their employees working under this Contract may be required
to sign a confidentiality statement.
F. CHANGES TO THE CONTRACT: The parties may agree in writing to modify the scope of
the Contract. Any changes, including any increase and/or decrease to price shall be based upon
mutual agreement of both parties and shall be in the form of a written modification prior to the
implementation of said change.
G. CONTRACT ADMINISTRATION: Upon execution, the Purchasing Agency will designate an
individual(s) as an authorized representative, the Purchasing Agency Contract Administrator, to
administer all services performed in conjunction with this Contract. As the Purchasing Agency
Contract Administrator is, in the first instance, the interpreter of the conditions of the Contract.
and the judge of its performance, the Contract Administrator will use all powers under the
Contract to enforce its faithful performance. The Purchasing Agency Contract Administrator or
designated official will determine the amount, quality, acceptability, and fitness of all aspects of

the services and will decide all other questions in connection with the services. The Contract
Administrator, inspector, or designated official, will have no authority to approve changes in the
services which alter the CONTRACT terms or price. Any Contract modifications made must first
be authorized by the VDSS Procurement office and issued as a written modification to the
Contract..
H. CONTRACTOR RIGHTS TO USE MATERIALS: The Contractor is hereby granted a
royalty-free, non-exclusive and irrevocable license in perpetuity to reproduce, publish or
otherwise use the Intellectual Property for noncommercial purposes. Such rights shall include, but
are not limited to the right to claim credit as the original author of the Intellectual Property, the
right to use and authorize others to use the Intellectual Property in research and for preparation of
teaching materials for noncommercial use, and the right to transfer to publishers the copyrights in
scholarly publications and textbooks that include an insubstantial portion of the Intellectual
Property.
I. DRUG-FREE WORKPLACE: During the performance of this Contract, the Provider agrees to
(i) provide a drug-free workplace for the contractor's employees; (ii) post in conspicuous places,
available to employees and applicants for employment, a statement notifying employees that the
unlawful manufacture, sale, distribution, dispensation, possession, or use of a controlled
substance or marijuana is prohibited in the contractor's workplace and specifying the actions that
will be taken against employees for violations of such prohibition; (iii) state in all solicitations or
advertisements for employees placed by or on behalf of the Provider that the Provider maintains a
drug-free workplace.
For the purposes of this section, “drug-free workplace” means a site for the performance of work
done in connection with a specific Contract awarded to a Provider, the employees of whom are
prohibited from engaging in the unlawful manufacture, sale, distribution, dispensation, possession
or use of any controlled substance or marijuana during the performance of the Contract.
J. IMMIGRATION REFORM AND CONTROL ACT OF 1986: By entering into a written
Contract with the (_______ LDSS and/or local CSA program), the Contractor certifies that the
Contractor does not, and shall not during the performance of the Contract for goods and/or
services in the Commonwealth, knowingly employ an unauthorized alien as defined in the federal
Immigration Reform and Control Act of 1986.
K. NONDISCRIMINATION OF CONTRACTORS: A Provider shall not be discriminated
against in the award of this Contract because of race, religion, color, sex, sexual orientation,
gender identity, national origin, age, disability, faith-based organizational status, any other basis
prohibited by state law relating to discrimination in employment. If the award of this Contract is
made to a faith-based organization and an individual, who applies for or receives goods, services,
or disbursements provided pursuant to this Contract objects to the religious character of the faithbased organization from which the individual receives or would receive the goods, services, or
disbursements, the public body shall offer the individual, within a reasonable period of time after
the date of his objection, access to equivalent goods, services, or disbursements from an
alternative provider.

L. SUBCONTRACTS: No portion of the work shall be sub-contracted without prior written
consent of the Purchasing Agency.
M. TERMINATION OF AGREEMENT: This agreement may be terminated in whole or in part as
follows (See §2 CFR 200.339):
1. Either party may terminate this Contract at any time upon 30 days written notice to the other
party. The written notification must set forth the reasons for such termination, the effective
date, and, in the case of partial termination, the portion to be terminated. Partial termination
of the Scope of Services can only be undertaken with the prior approval of the Purchasing
Agency.
2. The Purchasing Agency may terminate this Agreement, in whole or in part at any time, if the
Provider fails to comply with federal statutes, regulations, or terms and conditions of the
Contract. Upon receipt of a notice of termination, the Provider shall stop all work and the
Purchasing Agency will cease all payments. The termination decision may be considered by
the Purchasing Agency in evaluating future applications submitted by the Provider.
P. RENEWAL OF CONTRACT: This Contract shall be renewable for two (2) additional one-year
periods at the mutual desire of the parties.
R. SERIOUS INCIDENT REPORTING: The following procedures shall be adhered to in
reporting a serious incident, actual or alleged, which is related to youth referred by the Purchasing
Agency. A serious incident includes, among others, abuse or neglect; criminal behavior; death;
emergency treatment; facility related issues, such as fires, flood, destruction of property; food
borne diseases; physical assault/other serious acts of aggression; sexual misconduct/assault;
substance abuse; serious illnesses, (such as tuberculosis or meningitis), serious injury (accidental
or otherwise); suicide attempt; unexplained absences; or other incidents which jeopardize the
health, safety, or wellbeing of the youth.
1. Within 24 hours of a serious incident, or by the next business day, the Provider shall report
the incident by speaking to or leaving a message for the designated case manager of the
referring agency of each youth involved. Within 48 hours of the serious incident, the Provider
shall complete and submit to the case manager of the referring agency for each youth involved
a written report.
2. The written report of the serious incident shall provide a factual, concise account of the
incident and include:
a. Name of provider; name of person completing form; date and time of serious incident;
date of the report; child/youth’s name, age, gender, ethnicity; placing agency name;
placing agency case manager’s name; where the incident occurred, description of incident
(including what happened immediately before, during and after the incident); names of
witnesses; action taken in response to incident; names/agencies notified (family, legal
guardian, child protective services, medical facility, police); recommendation for followup and/or resolution of incident; signature of person completing report; and
facility/provider director’s (or designee) signature and date.

b. Separate reports should be completed and submitted for each child/youth involved and
referred by the Purchasing Agency. The Provider is responsible for ensuring the
confidentially of the parties involved in the incident.
c. In the event the case manager of the referring agency determines that a serious incident
has occurred, the case manager will notify the Provider of the allegation. The Provider
shall within 48 hours of the case manager’s notification complete and submit a written
report.
S. INSURANCE: The Provider shall at its sole expense obtain and maintain during the term of
this Contract the insurance policies listed and required herein, naming the Purchasing Agency
as an additional insured, and shall furnish the Purchasing Agency with a certificate of
insurance prior to commencing work upon any Purchase Order signed pursuant to this
Contract. Any required insurance policies must be effective prior to the provision of any
services or performance by the Provider under this contract and such policies cannot be
cancelled without ninety days written notice to the Buyer. The following insurance is
required:

1. Commercial general liability insurance, written on an occurrence basis which shall insure
against all claims, loss, cost damage, expense or liability from loss of life or damage or
injury to person or property arising out of the Provider’s performance under this Contract.
The minimum limits of liability for this coverage shall be $1,000,000.00 combined single
limit for any one occurrence.
2. Contractual liability broad form insurance shall include the indemnification obligation set
forth in this contract.
3. Workers' compensation insurance covering Provider’s statutory obligations under the
laws of the Commonwealth of Virginia and employers liability insurance shall be
maintained for all its employees engaged in work under this contract. Minimum limits of
Liability for employers liability insurance will be $100,000 for bodily injury by accident
each occurrence, $100,000 bodily injury by disease (policy limit) and $100,000 Bodily
injury by disease (each employee). With respect to Workers’ compensation coverage, the
Provider’s insurance company shall waive rights of subrogation against the Buyer, its
officer, employees, agents, volunteers and representatives.
4. Automobile liability insurance shall be at least $1,000,000.00 combined single limit
applicable to owned or non-owned vehicles used in the performance of any work under
this contract.
5. Professional liability insurance with a minimum of liability foo $2,000,000.
The insurance coverage in amounts set forth in this Section may be met by an umbrella
liability policy following the form of the underlying primary coverage and the minimum
amounts as listed above. Should an umbrella liability coverage policy be used to satisfy
the requirements of this section, such coverage shall be accompanied by a certificate of
endorsement stating that the policy applies to all of the above types of insurance.

T. INDEMNITY: Contractor agrees to indemnify the Commonwealth of Virginia, its officers, agents,
and employees for any loss, liability, cost, or reasonable settlement cost incurred as a result of any claims,
damages and actions of any kind or nature, whether at law or in equity, arising from or caused by the use
of any materials, goods, or equipment of any kind or nature furnished by the contractor/any services of
any kind or nature furnished by the contractor, provided that such liability is not attributable to the sole
negligence of the using agency or to failure of the using agency to use the materials, goods, or equipment
in the manner already and permanently described by the contractor on the materials, goods or equipment
delivered
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I.

Applicability

This document contains information specific to the activities of the Children’s Services Act (CSA) with
regard to the placement of children in foster care into congregate care settings (psychiatric residential
treatment facilities (PRTF) and group homes).
The information reflects changes in payment responsibilities for PRTFs resulting from policy
determinations made by the Department of Medical Assistance Services, (DMAS or Medicaid) and
addressed in Office of Children’s Services’ Administrative Memo #20-11, issued on November 20, 2020.
This document also addresses changes to policies and practices in the state and local departments of
social services resulting from the implementation of the Family First Prevention Services Act (FFPSA),
and specifically, the Qualified Residential Treatment Program (QRTP). Information on specific FFPSA
requirements for local departments of social services for congregate care placements that do not
directly impact CSA should be found in the appropriate VDSS guidance documents (i.e., Section 6B. of
the VDSS Foster Care Guidance) and will not generally, be repeated here.

II.

Background1

The Family First Prevention Services Act, or FFPSA, is a significant change in federal child welfare law
impacting the placement of children in foster care in congregate care placements, including psychiatric
residential treatment facilities (PRTF), therapeutic group homes (TGH), and children's residential
facilities (CRF). 2
Concerning congregate care placements, the FFPSA intends to:
1) disincentivize the use of such placements by instituting restrictions on the use of federal child
welfare funds (i.e., title IV-E) to support such placements; and
2) improve outcomes for children in foster care placed in these settings by instituting a series of
requirements to raise the quality of care.
The CSA system of care approach and its practitioners promote and advocate for community-based
services. There are instances where a higher level of support is required to meet the needs of a child.
In such circumstances, a non-family-like (congregate care) setting may be most appropriate. The
system of care and the FFPSA encourage non-family-based placements to be short-term, focusing on
individual children's needs, and preparing them for return to family and community life.

FFPSA also affects the provision of and funding for services to prevent placement in foster care. That “side” of FFPSA
isdiscussed in other guidance documents.
2
PRTF and TGH placements are licensed/regulated by the Department of Behavioral Health and Development Services. CRF
placements are licensed/regulated by the Department of Social Services.
1
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A. Requirements to be designated as a QRTP
The FFPSA establishes a series of requirements for a congregate care facility to be designated as a
Qualified Residential Treatment Program (QRTP) and eligible to receive federal (and matching state)
title IV-E funding. The requirements to become a QRTP include a trauma-informed treatment model,
accreditation approved by the Children’s Bureau (the federal title IV-E oversight agency), on-site or
accessible medical and clinical staff available 24 hours a day seven days a week, outreach to families,
and family-based aftercare support. These requirements are detailed in the Virginia Department of
Social Services' Family First webpage and are found here:
https://familyfirstvirginia.com/foster_care/qrtp.html.
• Also at that site is a Frequently Asked Questions (FAQ) document regarding QRTPs:
(https://familyfirstvirginia.com/foster_care/qrtp_faq.html) and
• A list of those programs designated or being considered for designation as a QRTP:
(https://familyfirstvirginia.com/foster_care/qrtp_applicants.html).
B.

Requirements of the Placing Agency (VDSS and LDSS) 3

In addition to using QRTP-designated facilities, there are several necessary practice changes at the local
department of social services to meet the FFPSA requirements for congregate care placements. These
are:
• Within 30 days of a child's placement in a QRTP, an assessment must be performed by a
"qualified individual" to determine if the placement is appropriate.
• Within 60 days of a placement in a QRTP, a court review must take place to approve or
disapprove the placement, based on a judgement of whether the child's needs can be met
through placement in a foster family home and whether or not the QRTP provides the most
effective and appropriate level of care.
o If the court does not approve the placement, the LDSS has 30 days from the date of the
court hearing to move the child. Title IV-E or CSA funds (depending on the child’s tile IV-E
eligibility) may be used during these 30 days.
o If the court does not hold a hearing with 60 days of the placement, title IV-E funding can be
used only for the first 60 days. 4
•

A QRTP placement must be reviewed by the VDSS Commissioner with a specified period (12
months if a youth in foster care 13 years of age or older and six months if the youth in foster
care is 12 years of age or younger).

Specific details of these DSS requirements can be found in VDSS Foster Care Guidance, Section 6B.
Title IV-E funding cannot be utilized in a Psychiatric Residential Treatment Facility (PRTF), regardless of the facility’s status
as a QRTP. Title IV-E funds may be used in group home settings only.
3
4
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Responsibilities in the event of a failure to meet these VDSS/LDSS requirements are discussed in
Section V of this document.
Note: Certain specialized, non-QRTP congregate settings may utilize title IV-E funds. 5 These include:
•
•
•

Placements for pregnant and/or parenting youth
Specialized placements for youth at risk and victims of sex trafficking
Family-based residential treatment facilities for substance use disorder

Note: The FFPSA allows the use of title IV-E funds for congregate care placements for up to 14 days,
independent of whether the placement is designated as a QRTP or one of the other specified settings.
After the first 14 days of placement, an alternative funding source (e.g., Medicaid, CSA state pool)
would need to be utilized if the placement does not meet a placement setting outlined in the FFPSA
and VDSS Title IV-E Guidance (Section 1.8). QRTP placements must additionally adhere to the specific
QRTP requirements.

III.

Status of FFPSA Implementation – July 1, 2021
A. Date of Applicability:

FFPSA becomes effective in Virginia on July 1, 2021. Generally speaking, all of the requirements apply
only to youth in foster care placed in congregate care settings on or after that date. Youth already in a
congregate care placement on July 1, 2021, are exempt and may continue, if eligible, to receive title IVE support for the placement.6 If a youth in placement on July 1, 2021 subsequently transfers to another
congregate placement, the FFPSA requirements become applicable for that new placement.
B. For which children do the FFPSA Requirements apply?
During the initial implementation of FFPSA, children in foster care may continue to be placed in nonQRTP facilities. This allowance is because there are not sufficient designated QRTPs to ensure
necessary placements. Local DSS and CSA programs are encouraged to prioritize the use of QRTPdesignated facilities or one of the other specified settings. 7 Children in foster care placed in a nonQRTP setting are eligible for appropriate funding from CSA and Medicaid.8 Title IV-E funds may not be
used to support placements in non-QRTP designated facilities.

As of July 1, 2021, there are limited facilities designated as one of the approved, non-QRTP congregate settings in Virginia.
These programs will be authorized by VDSS.
6
Effective July 1, 2021, title IV-E will not be a payment source for psychiatric residential treatment facilities (PRTF)
regardless of their QRTP status. See Section III A of this document.
7
For all QRTP designated placements, the FFPSA requirements (e.g., assessment by a qualified individual within 30 days of
placement and judicial review and approval within 60 days of placement apply).
8
For placements in a PRTF or TGH, the existing Medicaid IACCT process continues to be required to obtain Medicaid
authorization and funding. The CSA FAPT and CPMT processes remain unchanged.
5
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VDSS and the Office of Children's Services (OCS) have agreed that VDSS will implement a policy that
children in foster care may not be placed in a non-QRTP congregate care setting, although they may be
placed in one of the three other specified settings. A set time for this policy issuance has not yet been
established and there may be exceptions to this policy.
C. What is the process for the "assessment by a qualified individual" necessary for an approved
QRTP placement under FFPSA?
(Information available as of the issuance of this Guidance)
Local departments of social services will meet this requirement through a collaborative approach
utilizing current practices of the Medicaid Independent Assessment, Certification, and Coordination
Team (IACCT), Family Partnership Meetings (as defined in VDSS Guidance and Policy), and the Family
Assessment and Planning Team (FAPT). This process will ensure alignment of the placement
recommendation from the three sources and provide the final QRTP Assessment recommendation.
Local DSS agencies will utilize the current IACCT process (for all Medicaid eligible youth) to evaluate if a
residential placement (PRTF or TGH) is needed. The FAPT will review the IACCT recommendation and if
a congregate care placement is determined necessary and appropriate, establish long and short-term
goals for the child/youth (through the IFSP). A Family Partnership Meeting will be held by the LDSS to
engage the family and incorporate the family's voice and decision making regarding the long and shortterm goals for the child, as well as any recommendations of the IACCT and the FAPT.
These three elements ensure compliance with the requirements of the FFPSA and this collaborative
process will be utilized by the VDSS-designated qualified assessor to determine that a child's needs
cannot be met in a family-based setting and that a QRTP is the best placement for the child consistent
with their short and long-term goals.
The following graphic illustrates this process and it is the expectation that each of the components is
completed within 21 days of the child’s placement, in order to allow sufficient time to meet the 30-day
requirement.

IV.

Setting Specific Placement and Funding Considerations:
6

CSA Guidance on the Use of Congregate Care Placements for Children in Foster Care
Effective July 1, 2021

A. Psychiatric Residential Treatment Facilities (PRTF)
Independent of the FFPSA requirements, the Department of Medical Assistance Services (DMAS), with
the concurrence of VDSS and OCS, has determined that when a Medicaid member is in a PRTF, all costs
(other than education) must be paid by Medicaid and cannot be "shared" with title IV-E. As described in
CSA Administrative Memorandum #20-11, Upcoming Changes to Congregate Care Funding for Children
in Foster Care, effective with services provided on or after July 1, 2021, title IV-E must not support
placements in PRTF settings. This change is summarized in Table A. Costs for PRTF placements are split
between Medicaid (PRTF per diem components and additional Medicaid covered services) and CSA
(education in the residential setting). 9,10
Table A
Service Category
PRTF per diem components - Room and Board,
Daily Supervision, some Therapeutic Services
Educational Services
Medicaid covered services in addition to the
PRTF per diem, including EPSDT funded services

Youth is a Medicaid
Member and meets
Medical Necessity Criteria
for PRTF 11
YES
NO
YES
NO
YES
NO

Funding Source
Medicaid
CSA
CSA
CSA
Medicaid
CSA

This distribution of funding applies whether or not the PRTF is designated as a QRTP. However, the
guidance about the preference for placing a child in a QRTP designated facility remains relevant.
The following graphic summarizes PRTF funding.

The local Medicaid match collected on behalf of DMAS by OCS will increase with the elimination of title IV-E funding, as it
is replaced by Medicaid.
10
For purposes of coding in the Local Expenditure, Data and Reimbursement System (LEDRS), costs for title IV-E eligible
children placed in a PRTF currently coded as Expenditure Code 1a, should continue to be coded as such to allow tracking of
the impact of the shift from title IV-E to Medicaid funding.
9
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If Medicaid determines that the child does not meet medical necessity criteria for the placement, the
local DSS and CSA program should carefully consider whether a PRTF is the appropriate placement.
This circumstance should rarely occur, and alternative placements should be sought whenever
possible. Consultation with VDSS and DMAS is appropriate in such cases. However, if the qualified
assessor and the FAPT decides the placement is appropriate, the placement is “acceptable” and CSA
will be the payer.
1.

What about children in foster care who do not have Medicaid?

Although this should be a rare occurrence (as children not eligible for Medicaid are not typically eligible
for title IV-E), title IV-E can be used if the PRTF facility is a QRTP.
2.

What about children placed in an out-of-state PRTF?

Prior to placement, the LDSS and the local CSA program should consult with VDSS Regional
Permanency, title IV-E, and Interstate Compact for the Placement of Children (ICPC) consultants about
whether the proposed placement is eligible for title IV-E funding through the LDSS.
B. Therapeutic Group Homes (TGH)
Under FFPSA requirements, effective with placements occurring on or after July 1, 2021, TGH facilities
not designated as a QRTP are not eligible for title IV-E funding. Previously title IV-E funded group home
services (room and board and daily supervision) will now become the CSA program's responsibility as
these elements are not eligible for Medicaid reimbursement. Funding for TGH placements is seen in
Table B.
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TABLE B

Service Category

Medicaid TGH per diem components
(i.e., Therapeutic Services)
Room and Board, Daily Supervision
(youth title IV-E eligible and QRTP designated facility)
Room and Board, Daily Supervision
(youth not title IV-E eligible or not a QRTP designated facility)

Youth is a
Medicaid
Member and
meets Medical
Necessity Criteria
for a TGH
YES
NO
YES
NO
YES
NO

The following graphics illustrate title IV-E funding for a TGH (and CRF).

9

Funding Source

Medicaid
CSA
Title IV-E
CSA
CSA
CSA
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In addition to Medicaid (IACCT) authorization, the guidance about the preference for placing a child in
a QRTP designated facility remains relevant, and the use of QRTP designated TGH programs reduces
local CSA costs for title IV-E eligible children.
If Medicaid determines that the child does not meet medical necessity criteria for the placement, the
local DSS and CSA program should carefully consider whether a TGH is the appropriate placement. This
circumstance should rarely occur, and alternative placements should be sought whenever possible.
Consultation with VDSS and DMAS is appropriate in such cases. However, if the qualified assessor and
the FAPT decides the placement is appropriate, the placement is “acceptable” and title IV-E (if the
youth is eligible and the TGH is a QRTP) and/or CSA will be the payer.
C. Children's Residential Facilities (CRF) (licensed by VDSS)
Under FFPSA requirements, effective with placements occurring on or after July 1, 2021, CRF facilities
not designated as a QRTP are not eligible for title IV-E funding. Previously, title IV-E funded room and
board and daily supervision in a children's residential facility. For non-QRTP facilities, the total cost of
the placement is the CSA program's responsibility. Funding for CRF placements is seen in Table C.
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CSA Guidance on the Use of Congregate Care Placements for Children in Foster Care
Effective July 1, 2021

TABLE C
Service Category
Room and Board, Daily Supervision
(youth title IV-E eligible and QRTP designated facility)
Room and Board, Daily Supervision
(youth not title IV-E eligible and/or not a QRTP designated facility)

Funding Source

All other non-title IV-E covered services

CSA

Title IV-E
CSA

The following graphic illustrates title IV-E funding for a CRF.

V.

Meeting the FFPSA Congregate Care Procedural Requirements for all children in
foster care placed in a QRTP

For all children in foster care placed in a QRTP setting on or after July 1, 2021, the LDSS is responsible
for meeting the three procedural requirements (see Section I.B.) for children placed in a QRTP,
regardless of their title IV-E status. Failure to complete these requirements resulting in a denial of title
IV-E funding (if applicable) will not generally be payable by the CSA.12
12

This only applies to group homes (TGH and CRF) as title IV-E will no longer be a payment source for PRTFs

11

CSA Guidance on the Use of Congregate Care Placements for Children in Foster Care
Effective July 1, 2021

An exception may be requested (per established VDSS procedure) if the reason for the failure is due to
the timely completion of the required 60-day court hearing. In such instances, title IV-E can pay up to
the 60th day and then no longer for the remainder of the placement.
If the reason for not meeting this requirement can be demonstrated to be beyond the control of the
LDSS (i.e., due to delays imposed by the court), upon VDSS approval conveyed to OCS, CSA may pay for
the denied title IV-E component of the placement. LDSS are encouraged to work with their courts and
the Court Improvement Program in the Office of the Executive Secretary of the Supreme Court of
Virginia to minimize instances resulting in a title IV-E denial under the FFPSA provisions.

VI.

Resources
Family First Website (VDSS): https://familyfirstvirginia.com/foster_care/qrtp.html.
Family First Frequently Asked Questions about QRTPs (VDSS) document regarding QRTPs:
(https://familyfirstvirginia.com/foster_care/qrtp_faq.html)
Listing of programs designated or being considered for designation as a QRTP:
(https://familyfirstvirginia.com/foster_care/qrtp_applicants.html)
CSA Administrative Memorandum #20-11, Upcoming Changes to Congregate Care Funding for
Children in Foster Care
VDSS Foster Care Guidance (pending update)
VDSS Title IV-Guidance (pending update)

12

VJCCCA Annual Overall Evaluation Report , FY2020
City/County of
Dinwiddie
Report due to V ADJJ Central Office by: March 15, 202 1
Report should be shared with and include input from the local planning team. Acknowledgement on page 7.
(Required Planning Team Members: CSU Director, Judge, CPMT Chair)

Person Completing Report:
Other Report Contributors:

Angel Young-Gill
Judge Southall/ Court, 11 th District CSU, VJCCCA Community Counselor,
CPMT & FAPT

1) Service Units/Cost Per Service Unit FY 2020
(Data available from CPR Canned Reports)

Projected
Actual

Total
Placements
20
5

Service
Units
480
135

FY20
Expenditures
$14,948.00
$14,948.00

Average Cost/
Service Unit
$31.14
$110.73

Difference (%)

n/a

-71.86%

n/a

+2.56

Projected
Actual

Total
Placements
20
0

Service
Units
480
0

FY20
Expenditures
$14,947.00
$14,947.00

Average Cost/
Service Unit
$31.14
$0

Difference (%)

n/a

-100%

n/a

-100%

Program:
Name:
Diversion
Prog ID: 053-210315-01

Program:
Name:
First Time Offender
Prog ID: 053-210315-00

Service Units and Costs - Explanation and strategies for improvement : What plan changes
(if any) are needed in the area of Service Units?
The Diversion program received 5 youth prior to COVID-19 impacting services in the community. We
were able to use our evidence based “Let’s Talk: Runaway Prevention curriculum ” that was implemented
through our partnership with DJJ, our CSU and our court. There is no fee for this format. It has 14 areas
that can address our youth and families areas of need such as drugs & alcohol, anger management,
internet safety and family/peer interaction. The First Time Offender program was not used but was added
as an option for further court determinations. Diversion is a 90-day program and First Time Offender can
be more child specific based on the youth, CSU and court ’s timeline. The longest timeframe is 6 months.
Dinwiddie ’s Community Policy & Management Team (CPMT), Dinwiddie ’s Court Services Staff,
Dinwiddie Public Schools and Dinwiddie Social Services explored youth and families community needs
that have intensified with the pandemic. CPMT & FAPT members met to explore ways to engage families
to participate in services within the school, home and community through local outreach, distribution of
supplies and materials while using COVID-19 precautions. Our County staff came up with creative ways
to educate families through the use of v irtual learning platforms and a ddressing misinformation related to
the pandemic.

2) Completion Rates FY 2020 :
(Data available from CPR Canned Reports)

Program Name:
Diversion

Program ID:
053-210315-01

Completed Program,
Satisfactory Completion
Terminated Program,
participation is of no use
Terminated Program for Noncompliance
(dishonorable discharge)

Total Releases
Number (#)
Percent (%)
5
further

Total

Program Name:
First Time Offender
Completed Program,
Satisfactory Completion

Program ID:
053-210315-00

100.0%

0

0

0

0

5

100.0%

Total Releases
Number (#)
Percent (%)
0

0

Terminated Program,
participation is of no use
Terminated Program for Noncompliance
(dishonorable discharge)

further

Total

0

0

0

0

0

0%

Program Completion - Explanation and strategies for improvement:
any) are needed in the area of Completion Rates?

What plan changes (if

The Diversion program had successful completions from the youth referred. The First Time Offender
program did not receive any juveniles. We have been informing our community partners of these
services and exploring opportunities to engage with partners to increase the usage of both programs.
Judge Southall and the CSU Director met with us to develop other avenues of increasing the usage of
them in Dinwiddie. Judge Southall & the CSU Director both attempted to engage the incoming Judge in
preparation for his retirement. The CSU Director provided information on the current
population of youth
associated with juvenile justice that has reportedly limited the referrals based on their
high-risk score or
mental health needs.

3) Target Population :
(Data available from VADJJ Data Resource Guide)

Most Common Offense Categories Among Juvenile Complaints , FY 2020
o Assault – 6.3%

o Larceny – 17.2%

o Burglary -7.8%

2 Criminogenic Need Areas In Which Juveniles Have the Highest Risk
o Skills (Dynamic Risk-DR) H & M total: 68.4%

o Robbery – 6.3%

, FY 2020

o Aggression (Dynamic Risk – DR) H & M total:
63.2%

Does the current plan specifically target the above behavior s / type of offending? What plan
changes (if any) are needed to target and impact the population? Does current plan specifically
target the above identified criminogenic need areas? What plan changes (if any) are needed to
target and impact these criminogenic need areas?
The YASI and VDJJ Offense s category report showed areas of concern that related to larceny and
burglary that was followed by assault and robbery. The criminogenic for our yo uth that rank moderate
and high are related to skills and aggression. Juvenile s will definitely benefit from an increase in youth
educational group sessions to help them develop appropriate coping skills to target their aggressive
behavior. The runaway curriculum will provide various evidence based modules to address their
aggression and enhance their skills that will aid in implementing coping techniques . We would facilitate
sessions that relate to: Anger Management, Stress Reduction, Community Response and Responsibility
sections with our juveniles.

4) FY2019 12 Month Recidivism (Re -arrest) Rates for Pro bation Releases :
(CSU recidivism data provided; Program specific recidivism data available in CPR module canned reports)

Program Name

Program ID#

Diversion

053-210315-01

12 Month
Recidivism
CSU

Recidivism for
Program/Service
(in Your Locality)

Recidivism for
Program/Service
(Statewide)

50%

0%

22.2%

CSU recidivism d ata provided; Program specific data available in CPR module canned reports.

Program Name

Program ID#

First Time Offender

053-210315-00

12 Month
Recidivism
CSU

Recidivism for
Program/Service
(in Your Locality)

Recidivism for
Program/Service
(Statewide)

50%

0%

22.2%

What plan changes (if any) are indicated that could be more impact ful on recidivism ?
Our CSU ’s recidivism rate is 50% whereas the statewide rate is at 22.2% . Dinwiddie ’s Children ’s
Services ’ has a zero recidivism rate. This is based on the successful completion of Di version services by
our youth. We believe that with additional juveniles referred to our programs; this will assist our CSU and
State in lowering recidivism with our youth. We have had the FTO program for several years but have
revamped the plans and curriculum to engage youth in the lessons. It was determined that the First Time
Offender program would remain as it allows the Judge a means to refer a juvenile for services with
oversight from the court.

5) Other Key Measures :
CSU Commitments
FY 2018

FY 2019

FY 2020

3

1

2

Data available from VADJJ Data Res ource Guide.

What plan changes (if any) are indicated that could be impactful on commitment rate?
The commitments for FY 2019 and FY 2020 are lower than FY 2018 . This shows the decrease in
commitments. As a part of Dinwiddie ’s Community Policy and Management Team (CPMT) and the
Family Assessment and Planning Team (FAPT), we work directly with families and the community to put
services in place to help to maintain the child in their home, community and school. We
collaborate to
provide prevention, stabilization and support to core agencies and families. When necessary, we use
intensive care coordination (ICC) and family support partner services (FSP) to help to transition a youth
from an out of home placement to their home setting or a step-down envi ronment if deemed appropriate.
We use this for juveniles as a prevention to an out of home setting as well. This office is on the fifth and
final year of our system of care capacity building grant with UMFS and DBHDS/SAMHSA.
They have
aided in helping us to provide trainin g for areas such as ICC & FSP. Team members for this grant are
UMFS, SAMHSA, DBDHS, and District 19 Community Services Board, local CPMT & CSA (Children ’s
Services Act) from Dinwiddie, Prince George, Surry, Petersburg and Hopewell. Dinwiddie County
continues to provide community assistance to help children and families that have challenges due to the
impact of COVID -19. Our VJCCCA Community Counselor/Joy Marshall was able to work remotel y with
families by dropping off & mailing modules from the Runaway Prevention Curriculum. She would contact
them via phone to facilitate the lessons with our youth. When the child completed all instructional
components with her being socially dista nt, they would successfully complete the progra m. The CSU
received the documentation of this completion. Four of the five juveniles referred to Diversion were
successful.

Local Detention Home # Detainments
(All)

Local Detention Home Detainments
% DAI Score 14 or Fewer

FY 2020

FY 2020

12

30%

Detention Home d ata available from Data Res ource Guide . Locality data can be provided by DJJ Regional VJCCCA Coordinator .

DAI Most Common Aggravating Override Factors
(e.g. Parent Unwilling, Det A lternative Not Available, Violate Conditions, SA/ MH Problems)
FY 2019

FY 2020

1st 6 months of FY 202 1

Other (100.0%)

Other (100.0%)

DA Unavailable (100.0%)

Data contained in VADJJ B ADGE Community Insights and can be provided by DJJ Regional VJCCCA Coordinator (also avail. t hrough CSU)

What plan changes (if any) are indicated that could be impact ful on detainments ?
There was a decline in the FY 2019 local detention home usage as compared to FY 2020. Our CSU
reported that FY 2020 DAI aggravating override factors met ‘Other’ at 100%. These three juveniles did
not have contact with their probation off icer, had severe offenses & ran away from an accident and had
inadequate parental supervision occurring with this child. The 1 st six months of FY 2021 resulted in the
DAI aggravating override factor for one youth who had multiple violations and serious incidents that
resulted in the youth being detained in Crater Detention.

Diversions
FY 2019

FY 2019

FY 2020

FY 2020

CSUs % Total
Complaints
Diversion Eligible

% Diversion Eligible
that were Diverted,
Resolved, Unfounded

CSUs % Total
Complaints
Diversion Eligible

% Diversion Eligible
that were Diverted,
Resolved, Unfounded

50.1%

25.8%

58.3%

33.1%

Data available from VADJJ Data Res ource Guide.

What plan changes (if any) are indicated that could be impactful to the diversion rate?
Upon discussions with our CPMT, FAPT, CSU, the Judge and a smaller subgroup, there appears to be
an increase in social, emotional and mental health needs related to COVID-19 and its effect on youth,
families and overall services. The virtual world is challenging for youth and families as well as in person
services due to misunderstanding information and phobia related to the pandemic. This has caused us
to explore options to engage our community, families and service providers. This department is open to
aid our families and stakeholders /community partners in ways that will benefit our youth. We have
creative ways to engage diversion and f irst time offender curriculums o n an individ ual or virtual/socially
distant (when appropriate) environment. We have shared our “Runaway Prevention Curriculum ” with
other VJCCCA offices and used the Attorney General ’s Virginia Rules to target areas of need such as
aggression, larceny and skills. There is an ‘Effective Parenting ’ component to our programs too. This
provides additional support and guidance to parents to help them develop strategies to successfully
complete these programs.

6) Other Locally Defined Outcome for FY 2020
Objective (s)

At least 85% of participants will improve their test scores on educational areas
designated during the Diversion & First Time Offender programs and successfully
complete these programs.

Explanation and strategies for improvement:
It was determined that regular follow up meetings with our CSU, Court, stakeholders and this office
would occur to review potential youth for both programs. As needed, our DJJ Community Program
Specialist has acknowledged her availability when requested by all members involved . We frequently
communicate with our Community Policy and Management Team and Family Assessment and Planning
Team on youth and service planning that relate to our youth, county, community partners.
Objective (s)

Explanation and strategies for improvement:

7) Evidence Based Principles / Evidence Based Programming:

Does the current plan adhere to the principles of effective intervention (RNR - risk, need,
responsivity)? Does the current plan use evidence- based programs and services? What plan
changes (if any) are needed to incorporate the use of evidence-based programs /practices ?
The ‘Let’s Talk: Runaway Prevention Curriculum has multiple topics that are evidence based to address
the crim inogenic needs of our youth. The Attorney General ’s Virginia Rules can be used as an additional
source based on the child ’s behaviors and offenses.

VJCCCA Annual Overall Evaluation Report , FY2020
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8) Maximizing All Funding Streams - Services for Probation and Parole Cases Available Through
the Regional Service Coordina tion (RSC) Model:
Are there programs and services on the VJCCCA plan that can also be funded by statewide DJJ
funds that are accessed through DJJ ’s Regional Service Coordinat ion Model? If yes, which
programs and service ? Has consideration been given to removing those programs from the
VJCCCA FY2021 - FY2022 Plan (which could free up resources to be used towards diversion
programming or detention alternatives )?
These plans are reviewed on a regular basis with our staff, our CSU, the Court and community partners.
Information is gathered and assessed to allow for additional revisions to the Diversion and First Time
Offender Progra m. It was determined that the First Time Offender program would allow the court to have
more flexibility with services that may need court oversight. Whereas, the Diversion program can be
tailored to meet the areas of need for referred juveniles. The timeframe for both are flexible and can be
child specific based on input from the court and CSU.

Person Completing Report:

Angel Young-Gill

Other Report Contributors:

Same as previously mentioned

Certification :

x

As report author I certify that the results of this report have been shared with and
include input from each member of the local planning team .
(Required Planning Team Members: CSU Director, Judge, CPMT Chair)

