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Assumptions, Disclaimers and Authority 
 
This document is an Implementation Plan intended to satisfy the requirements of the Consent Decree. 
Per the requirements of the Consent Decree, “the State will timely revise its proposed Implementation 
Plan to address comments from third-party stakeholders, the United States and the Monitor; the Parties 
and the Monitor will meet and consult as necessary. Before finalizing the proposed Implementation 
Plan, the State will facilitate any additional stakeholder consultations on revisions to the proposed 
Implementation Plan, as needed. The final version of the Implementation Plan as agreed to by the 
Parties and Monitor will be filed with the Court within 14 days after the Implementation Plan is finalized.”  
 
The Rhode Island System of Care is the designated framework developed collaboratively by the 
Department of Children, Youth and Families (DCYF), Department of Behavioral Healthcare, 
Developmental Disabilities and Hospitals (BHDDH), and the Executive Office of Health and Human 
Services (EOHHS) to serve children and youth with complex or high acuity behavioral health needs. 
While the long-term goal is to extend this structure and services to all children served by Rhode Island, 
this plan specifically outlines the action items necessary to achieve compliance for the “Focus 
Population” as defined in the Consent Decree. 
 
EOHHS serves as the principal agency of the executive branch of state government (RI General Law 
§42-7.2-2) responsible for overseeing the organization, finance and delivery of publicly funded health 
and human services. In this capacity, EOHHS convenes state agencies to establish priorities and ensure 
progress toward state-wide health and human services goals. The agency’s mission is to foster and 
strengthen a community-driven, equitable, comprehensive, responsive, and high-quality health and 
human services system in Rhode Island. EOHHS directly administers the State Medicaid program and 
provides strategic support and direction to Rhode Island’s other health and human services agencies, 
including DCYF, BHDDH, Rhode Island Department of Health (RIDOH), Department of Human Services 
(DHS), Office of Health Aging (OHA), and the Office of Veterans Services (VETS). EOHHS also 
coordinates convening with the Office of the Health Insurance Commissioner (OHIC) and HealthSource 
RI (HSRI) on a regular basis to ensure comprehensive alignment and coordination. EOHHS focuses on 
improving agency performance, achieving greater efficiency across agencies, and breaking down silos 
between them.  
 
As it relates to children’s behavioral health authorities, according to RI General Law §40.1-1-13, BHDDH 
maintains the statutory authority and oversight of all substance use treatment — including adolescents 
— and prevention. Further, DCYF maintains the statutory authority §42-72-2(vi) and oversight to 
promote and develop specialized comprehensive mental health services for the care and treatment of 
children, youth and adolescents. DCYF has a primary responsibility in coordination, referral, and child 
welfare decision-making while BHDDH has the primary responsibility for clinical oversight, licensing and 
auditing of substance use disorder treatment, and provider network adequacy (specific to substance 
use disorder services). EOHHS — via the Medicaid Program — maintains the statutory authority for 
Medical Assistance as the public payer. While not statutory, EOHHS maintains the coordination role for 
overdose response and RIDOH maintains the coordination role for the substance-exposed newborn 
programming. OHIC has authority for rates of commercial payers. Further, Rhode Island Department of 
Education (RIDE) maintains a supporting role along with the Rhode Island Office of Post Secondary 
Commissioner, Department of Public Safety, DHS and the Courts on youth behavioral health.  
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From the State of Rhode Island 
 
TO:  The U.S. District Court, the U.S. Department of Health and Human Services, the Court Monitor, our 

partners, and the children, youth, and families of Rhode Island 
 
FROM: Richard Charest, Secretary, Rhode Island Executive Office of Health and Human Services  
 Ashley Deckert, MSW, Director, Rhode Island Department of Children, Youth and Families 

Richard Leclerc, Director, Rhode Island Department of Behavioral Healthcare, Developmental
 Disabilities and Hospitals 
 
It is our honor to submit Rhode Island’s Children’s Behavioral Health Consent Decree Implementation 
Plan. This Implementation Plan represents more than a roadmap for compliance: It represents a 
commitment to children and families and to building, enhancing, and sustaining a behavioral health 
system that responds with urgency, coordination, compassion, effectiveness, and quality. The Consent 
Decree addresses serious concerns about how our system has served children with significant 
behavioral health needs. It reflects moments when families experienced fragmentation instead of 
coordination, delay instead of timely intervention, and institutionalization when home- and community-
based supports should have been provided. Those realities require honesty and action. 
 
Consent decrees are often viewed by states as complex and burdensome undertakings: difficult to 
operationalize, challenging to monitor, and demanding sustained attention to achieve meaningful 
outcomes. While this is true, the State of Rhode Island has always seen this Consent Decree as an 
opportunity to confront systemic gaps with clarity, establish accountability, and accelerate reforms that 
might otherwise take years to realize. Rhode Island accepts the responsibility to do better.  
 
The children, youth and families at the center of this work are real people who have experienced 
trauma, instability, and behavioral health crises. They deserve a system that is predictable, accountable, 
and designed around their needs rather than around fractured systems and silos. They deserve a 
system where someone is clearly responsible for coordinating their care, transitions are managed 
thoughtfully, and families and youth are true partners in decision making.  
 
This plan reflects our commitment to that shift.  
 
A comprehensive, system-spanning strategy to unify the interagency approach for improving youth 
mental health and substance use disorder prevention, treatment, and recovery must incorporate cross-
sector models, a place-based approach, state guidance to complement federal guidance, and robust 
investment in evidence-based practices. It requires building new infrastructure, strengthening provider 
capacity, improving data systems, clarifying roles across agencies, and embedding family and youth 
voice into every level of practice, policy, and oversight.   
 
We recognize that transformation will not occur through structure alone. It will require a cultural shift 
and a consistent commitment to collaboration, accountability, and early intervention. It will require 
moving from crisis response to prevention, fragmented efforts to coordinated care, and ambiguity to 
clearly defined responsibility.  
 
This Implementation Plan outlines the specific steps the State will take to meet the requirements of the 
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Consent Decree. But, more importantly, it outlines how Rhode Island will build a stronger Children’s 
System of Care: one that prioritizes home- and community-based services, coordinated care planning, 
and active partnerships with youth and families.  
 
We are committed to moving forward deliberately. We will be transparent about our progress, 
responsive to feedback, and accountable for results.  
 
The ultimate measure of this work will not be compliance milestones alone. It will be whether fewer 
children experience unnecessary hospitalization or out-of-state residential interventions; whether 
families feel supported rather than overwhelmed; and whether young people with behavioral health 
needs can remain safely connected to their communities.  
 
That is the standard we intend to meet.  

Richard Charest, Secretary, EOHHS 
 
 

 
Ashley Deckert, Director, DCYF 
 
 

 
Richard Leclerc, Director, BHDDH 
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Executive Summary 
Rhode Island’s Consent Decree1 establishes specific requirements for how the State must identify, 
serve, and coordinate care for children in the Consent Decree Focus Population, defined as children 
with an open DCYF case in either the DCYF Family Navigation Unit or Family Service Unit and are 
hospitalized or at serious risk of psychiatric hospitalization due to significant behavioral health needs. 
This Implementation Plan describes the structures, processes, and accountability mechanisms the State 
will establish to meet those requirements. It reflects the State’s commitment to ensuring that children in 
the Focus Population have timely access to services, continuity of care, and individualized, family-
centered planning delivered in home and community settings whenever clinically appropriate.  

Children in the Focus Population have historically experienced fragmented entry pathways, delayed 
access to services, inconsistent care coordination, and over-reliance on residential and hospital-based 
interventions. The Consent Decree requires the State to address these gaps through improved 
identification, expanded access to intensive home- and community-based services, stronger 
coordination, and system-level accountability. This Implementation Plan operationalizes those 
requirements through phased implementation of new infrastructure, service models, workforce 
development, data systems and cross-agency coordination structures specifically designed to meet the 
needs of the Focus Population.  
  
The State’s implementation approach is guided by several core system expectations for serving the 
Focus Population: 

• Home- and community-based care first — Residential and inpatient interventions are used 
only when clinically necessary and for the shortest duration possible.  

• Family-driven and youth-guided practice — Youth and families are active partners in service 
planning and system design. 

• Coordinated system response — Child and family well-being, children’s behavioral health 
(including intellectual/developmental disability and co-occurring behavioral health needs), 
Medicaid, juvenile justice, and community providers will operate within aligned structures to 
ensure continuity of care for the Focus Population.   

• Accountability through data — Performance measurement, reporting, and continuous quality 
improvement guide system oversight and management of services delivered to the Focus 
Population.  

 
The State is on track to achieve compliance with the Consent Decree by 2030 through the strategic 
implementation of obligations outlined in the Consent Decree in partnership with families, youth, 
advocates, providers, and stakeholders.  
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Introduction 
Background and Scope of the Consent Decree  
On January 7, 2025, the State of Rhode Island entered into a Consent Decree with the U.S. Department 
of Justice (DOJ) in Civil Action No. 24-cv-0053i. This agreement was reached after a federal 
investigation found violations of federal civil rights laws concerning psychiatric hospitalizations of youth 
from 2017 to 2022. The purpose of the Consent Decree is to achieve the shared goal of fostering and 
strengthening home- and community-based services for those children with behavioral health needs in 
the care and custody of the Department of Children, Youth and Families (DCYF) so that they are treated 
in the most integrated setting appropriate to their needs to support child safety, psychosocial 
development, permanency and well-being, and overall family functioning; remedy the State’s alleged 
noncompliance with the Americans with Disabilities Act and Section 504; and transition children who 
have been hospitalized at Bradley Hospital to family settings with needed home- and community-based 
services and prevent children with behavioral health needs from experiencing avoidable or 
unnecessarily prolonged psychiatric hospitalization (¶2-4). 

The signatories on the Consent Decree for the State of Rhode Island are the Executive Office of Health 
and Human Services (EOHHS), DCYF, and the Department of Behavioral Healthcare, Developmental 
Disabilities and Hospitals (BHDDH), based on their shared responsibility for the provision of behavioral 
health services for the Focus Population; these entities are referred to as the State throughout this 
document. The State and the U.S. agreed to file the agreement with the United States District Court for 
the District of Rhode Island, and the Court entered the Consent Decree as an order of the Court on 
January 7, 2025. The U.S. District Court retains jurisdiction over this matter for the purposes of 
enforcing this Consent Decree as an order of the Court and there is an appointed Court Monitor that 
oversees and reports on compliance.  

The Consent Decree defines the focus population of the Consent Decree as any child who has an open 
case to DCYF and meets one of the following criteria: 

• The child is currently admitted to Bradley Hospital for acute inpatient treatment. 
• The child was admitted to Bradley Hospital for acute inpatient treatment within one year before 

January 7, 2025 (the Consent Decree’s effective date). 
• The child is admitted to Bradley Hospital for acute inpatient treatment at any point during this 

Consent Decree. 
• The child is deemed at serious risk of admission to Bradley Hospital for acute inpatient treatment 

because the child has had three or more emergency room visits within a 12-month period since 
January 7, 2025, as a result of a current or subsequent diagnosed behavioral health disability.   

 
“Open case” refers to a child or youth for whom DCYF currently maintains active case management or 
service coordination. A case is considered open when DCYF has determined that ongoing services, 
supervision, or placement oversight are required and a primary service worker or Children’s Behavioral 
Health Family Navigator has been assigned.  
 
For the purposes of the Consent Decree, an open case includes children and youth who are: 

 
i Throughout this Implementation Plan, all references to the Consent Decree refer to United States v. State of Rhode Island, 
Civil Action No. 24-CV-00531, which is available on the Rhode Island Children’s Behavioral Health Consent Decree web page: 
https://dcyf.ri.gov/programsinitiatives/consent-decree. Section (§) and Paragraph (¶) refer to the specific parts of the Consent 
Decree.  
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• In out-of-home placement under the care and custody of DCYF (including foster care, kinship 
care, or residential interventions);  

• Living in their home or community while receiving ongoing DCYF services or supervision; or 
• Otherwise under court-ordered or administrative DCYF case management requiring ongoing 

oversight.  
 
Additional terms are defined in the Consent Decree, including in §II, ¶6-17. 

Purpose and Structure of the Implementation Plan 
This Implementation Plan is Rhode Island’s roadmap for meeting the requirements of the Consent 
Decree and making sure children in the Focus Population receive services in integrated, home- and 
community-based settings that match their needs. Section IV of the Consent Decree outlines the 
requirements for the Implementation Plan, which is informed by years of work on improving care for 
children in Rhode Island, the initial year of the Consent Decree’s implementation, stakeholder input, and 
the Rhode Island Children’s Behavioral Health Consent Decree System Review2(¶21) completed by the 
third-party consultant, Innovations Institute at the University of Connecticut School of Social Work. 

The Implementation Plan takes the Consent Decree’s requirements and turns them into clear strategies, 
defined responsibilities, measurable milestones, and funding approaches needed to build the service 
capacity, coordination, and accountability structures required to serve this population.  

The Consent Decree requires that the Implementation Plan include timelines for implementation 
of specific obligations within the Implementation Plan, including interim deadlines, assignment of 
entities responsible for specific obligations, action steps to accomplish the obligations, and 
identification of funding mechanisms for specific obligations (¶25).  

This Implementation Plan is designed to support the State to: 

• Establish a coordinated, statewide approach to identifying children in the Focus Population and 
connecting them to intensive home- and community-based behavioral health services.   

• Ensure timely access to services by establishing a Single Point of Access to standardize 
pathways to screening, assessment, service planning, and Intensive Care Coordination. 

• Expand and strengthen the home- and community-based service array needed to prevent 
avoidable or prolonged psychiatric hospitalization and to support safe, timely transitions from 
Bradley Hospital and other levels of care. 

• Strengthen oversight, accountability and quality assurance mechanisms related to services 
provided to children in the Focus Population.   

• Build the infrastructure, workforce capacity, and data systems necessary to achieve and sustain 
compliance with the Consent Decree. 

 
This Implementation Plan is wide-ranging in scope and includes the development and implementation of 
system structures, service delivery models, interagency coordination processes, workforce 
development strategies, data and quality reporting systems, residential and hospital transition planning 
and oversight, and family and youth partnership strategies as they relate specifically to the needs of 
children in the Focus Population. It addresses both the infrastructure required to support these changes 
and the phased steps needed to move from system design to full operational implementation.  

This document guides implementation across DCYF, EOHHS, Medicaid, BHDDH, contracted providers, 
and community partners serving children in the Focus Population and their families. It also serves as the 
framework for tracking progress, reporting performance to the Court Monitor and the Federal Court, 

Case 1:24-cv-00531-JJM-LDA     Document 16     Filed 06/01/26     Page 9 of 98 PageID #:
203



9 
 

and supporting ongoing quality improvement. 

A detailed table with the obligations of the Consent Decree, timelines for implementation of these 
obligations (¶25a) and action steps to accomplish these specific obligations (¶25c) can be found 
in the Appendix. The assignment of the entity responsible for specific obligations (¶25b) and the 
identification of funding mechanisms (¶25d) are discussed below in this section with additional 
information throughout the document.ii 

Vision and Priorities 
The State envisions a Rhode Island with a Children’s System of Care in which all children receive 
timely, culturally responsive, youth- and family-driven, individualized, and effective services and 
supports in the most integrated home- and community-based settings appropriate to their needs. 
Residential interventions and psychiatric hospitalizations will be used only when clinically necessary and 
for the shortest duration possible, with active child and family teaming and transition planning to prevent 
unnecessary admissions and support safe, timely discharge.  

This vision builds on the foundational goals identified in the Rhode Island Behavioral Health System of 
Care Plan for Children and Youth (2022)3. This Implementation Plan carries forward key elements that 
remain relevant and translates them into the specific structures, responsibilities, and timelines required 
under the Consent Decree.  
  
This work continues and operationalizes the 2022 plan’s focus on:  

• Broadening access to behavioral health services across settings 
• Reducing fragmentation through clearer, better coordinated service pathways 
• Strengthening family and youth voice in care planning and decision making 
• Improving cross-agency planning and shared accountability 
• Expanding in-home supports so residential interventions are only used when necessary 

 
This Implementation Plan sets forward a pathway to achieve this vision for children in the Focus 
Population. While it is a goal to achieve this vision for all of Rhode Island’s children and families, the 
State is prioritizing the Focus Population in order to achieve compliance with the Consent Decree and 
ensure foundational systems, structures, and services are in place to support children with the most 
complex behavioral health needs to reduce the number and length of hospitalizations, improve 
outcomes, and reduce the use of the emergency department to address behavioral health needs.  

Achieving this vision requires attention to adolescent substance use. BHDDH and DCYF share 
responsibility for building a youth substance use system that is integrated, developmentally appropriate, 
and aligned with the entire System of Care. This includes ensuring that the full continuum of substance 
use prevention, assessment, treatment, and recovery support is accessible to youth and their families. 

BHDDH and DCYF are currently reviewing assessment and placement protocols and transition planning 
practices to connect residential substance use treatment to ongoing community-based requests for 
residential placement. These efforts reflect a shared commitment to eliminating the fragmentation 
between mental health and substance use service systems for youth with co-occurring behavioral 
health needs that have historically contributed to prolonged hospitalizations. 

 
ii Areas in this Implementation Plan are out of order from the Consent Decree to assist with clarity of vision and goals for 
implementation. However, all obligations from the Consent Decree are included in this plan, either in the main body of the 
document or in the appendices. 
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The following table outlines key priorities and explains how they will be implemented for the Focus 
Population under the Consent Decree. 

 
Implementation of Priorities to Support Focus Population 

  
Priority 

 
Focus for the Consent Decree Population 

 
Comprehensive Continuum of Care 

 
Using Innovations Institute’s 2026 Rhode Island Children’s 
Behavioral Health Consent Decree: System Review Report and 
forthcoming Comprehensive Needs Assessment, expand the 
intensity, specialization, and availability of home- and community-
based behavioral health services so that children in the Focus 
Population can be safely served outside of hospitals and 
residential settings whenever clinically appropriate.  

  
Single Point of Access (SPoA) 

  
Establish a coordinated, statewide access structure to support 
timely identification of needs and connection to appropriate 
behavioral health services for children and families. The Single 
Point of Access (SPoA) will function as a centralized coordination 
and information hub that supports screening, assessment, crisis 
response, care coordination, and service linkage. The design of 
the SPoA will support a “no wrong door” approach, ensuring that 
children and families may access services through a variety of 
entry points, including schools, pediatric providers, crisis 
response systems, hospitals, community behavioral health 
providers, and direct family referrals. 

 
Intensive Care Coordination  

  
Scale Intensive Care Coordination using high-fidelity 
Wraparound, consistent with the National Wraparound 
Implementation Center4, ensuring individualized, family-centered 
planning, coordinated service delivery, crisis planning, and 
transition management for children who meet criteria for 
complex care coordination. Rhode Island will determine the most 
effective delivery structure through ongoing feasibility and 
procurement processes. 

 
 
Residential and Hospital-Based 
Interventions 

  
Strengthen oversight and appropriate use of residential and 
hospital-based settings for clinical care while expanding in-state 
capacity where clinically necessary — including development of 
a Psychiatric Residential Treatment Facility by 2028 and 
operationalizing the Exeter Girls Residential Treatment Center in 
2026 — for use only when less-restrictive options are insufficient 
and inappropriate to meet the clinical and supervisory needs of 
the youth. These efforts will occur alongside ongoing 
assessment and development of services to address the needs 
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of other high-acuity populations, including male youth and youth 
with specialized behavioral health needs.  

 
Family and  
Youth Voice 

  
Establish structures and implement policies and quality 
assurance processes to ensure families and youth are active 
partners in care planning, transition planning, system 
governance, and evaluation, with engagement expectations 
embedded in Intensive Care Coordination, Child and Family 
Team processes, and system oversight. 

 
Data, Quality, and Accountability 

  
Use performance monitoring, data systems, and quality oversight 
to track access, service utilization, transition patterns, outcomes, 
and compliance for the Focus Population. 

Cross-System Partnership 

  
Strengthen operational coordination across DCYF, BHDDH, 
EOHHS, Medicaid, education, behavioral health providers, 
juvenile justice, and community partners to support shared 
responsibility for service planning, transitions and continuity of 
care.  

 
Workforce and Sustainability 

  
Build and maintain workforce capacity, training, and operational 
supports needed to deliver Intensive Care Coordination, crisis 
response, home- and community-based services and system 
oversight functions at scale and sustain compliance over time. 

 

Timelines for Implementation (Full Implementation by 2030) 
The Consent Decree will terminate in five years from the effective date if the State has attained 
substantial compliance with all provisions and maintained that compliance for a period of one year. The 
State may seek earlier termination of any full substantive section of the Consent Decree by filing with 
the Court a motion to terminate that section. 

The burden will be on the State to demonstrate that it has attained substantial compliance with the 
requirements of that section or sections and maintained its compliance with the requirements of that 
section or sections, as set forth in the Consent Decree and Implementation Plan, for at least two 
consecutive monitoring periods. For purposes of the Consent Decree, substantial compliance is 
achieved if any violations of the Consent Decree and Implementation Plan are minor and occasional and 
not systemic. Non-compliance with mere technicalities, or isolated or temporary failure to comply during 
a period of otherwise sustained compliance, will not constitute failure to maintain substantial 
compliance.  

The State’s Baseline Data Report5 (issued in July 2025) provided the foundation and benchmark for 
ongoing Quarterly Data Reports by the State. In addition to providing other data, the Quarterly Reports 
will measure the degree to which children are being diverted from and transitioned from Bradley 
Hospital.  

This Implementation Plan will identify areas where there is a need for additional data collection, linking, 
analysis, and/or reporting to achieve full compliance with the Consent Decree and support sustainability 
of its strategies and initiatives.     
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Rhode Island will implement the Consent Decree through a phased, multi-year timeline designed to 
build the infrastructure, workforce capacity, service array and accountability structures required to 
achieve and sustain compliance. This timeline reflects the State’s commitment to deliberate sequencing, 
cross-agency coordination, and implementation science-informed practice. 

 

The implementation period extends through 2030, consistent with the Consent Decree’s expectation 
that the State achieve and maintain substantial compliance across all provisions.  

Rhode Island will organize implementation across three implementation science stages: 

• Pre-Implementation: Planning, workforce preparation, and infrastructure development 
• Implementation: Launch, scaling, and refinement of new system components 
• Sustainment: Full embedding of structures, continuous quality improvement, and long-term 

stability 

Progress will be tracked annually and reported to the Monitor and Court through established reporting 
processes. 

The proposed timelines for implementation of specific obligations, as required in the Consent 
Decree, can be found in the Appendix in the detailed Implementation Plan Timeline and Action 
Steps Table. 

Structuring Implementation: Responsibility  
Rhode Island is structuring its Implementation Plan to align with the Court Monitor’s compliance areas, 
promoting greater transparency and consistency. The Consent Decree requires that the State identify 
the “agency, department, unit, or other entity responsible for the specific obligations within the 
Implementation Plan.”  

The following table identifies the relevant Consent Decree area and category of activity (as outlined in 
the Monitoring Plan) and designates a Lead Unit within the State responsible for coordinating the 
specific obligations of the Implementation Plan. These Lead Units will ensure accountability for the 
implementation activities and support the State in tracking progress toward full compliance. 

While multiple agencies and partners across Rhode Island will contribute to the design and 
implementation of these activities, DCYF retains primary responsibility for coordinating implementation 
and achieving outcomes for the Focus Population identified in the Consent Decree. Interagency 
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governance structures, including the Steering Committee and implementation workgroups, are intended 
to support cross-agency collaboration and address barriers that may arise during implementation.  

 

Implementation Plan Activities and Lead Unit 

Area Category (as Organized in the Monitoring 
Plan) 

Lead Unit 

Oversight of the 
Consent Decree and 
Responsibility for the 
Focus Population and 
Achieving Compliance 

Overarching responsibility, including 
coordinating with all parties within the State 
(including EOHHS, Medicaid, BHDDH, and the 
Governor’s Office) with shared responsibility for 
design and implementation. 

DCYF Director’s 
Office 

Infrastructure, 
Governance, and 
Systems Management 

• Clinical Assessment Tool Implementation 
(Cross-Over with Focus Population) 

• Implementation Plan 
• Tracking Focus Population Entry (Cross-

Over with Focus Population) 
• Child and Family Team 
• Single Point of Access 
• Intensive Care Coordination 
• Mobile Response and Stabilization 

Services 
• Peer Support 

DCYF Division of 
Community 
Services and 
Behavioral 
Health 

Data, Outcomes, and 
Continuous Quality 
Improvement 

• Baseline Data Report 
• Quality Assurance and Performance 

Improvement 
• Quality Service Review Process 
• Identification and Assessment (Cross-

Over with Focus Population) 

DCYF Division of 
Performance 
Improvement 

Service Array and 
Workforce 
Development 

• Community Provider Development 
• Discharge and Transition from Hospital 

to Community 
• Intensive In-Home Services 
• Therapeutic Foster Care 
• Residential Interventions 

DCYF Division of 
Community 
Services and 
Behavioral 
Health 

Stakeholder 
Engagement 

• Advisory Committee 
• Stakeholder Outreach 

DCYF Director’s 
Office 

 

Funding Mechanisms for Consent Decree Obligations  
DCYF is working closely with the Governor’s Office, EOHHS, BHDDH, and Medicaid to ensure that 
sufficient funding is identified and available to implement this plan. The State will work in partnership 
with the legislature and stakeholders, including the Advisory Committee, to ensure that requests for 
funding are made in a timely and transparent manner.  

The State also will work with federal partners, including the Centers for Medicare & Medicaid Services 
(CMS), to secure approval for specific funding authorities where necessary and will assess the feasibility 
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of leveraging additional federal funding sources, including Medicaid and Title IV-E, where appropriate. 
State Fiscal Year 2027 will represent the first full year of implementation of the Consent Decree, and 
funding requests will be submitted to the legislature for costs currently identified as necessary to 
achieve the goals outlined in this Plan. As implementation progresses, the State anticipates that 
additional funding needs will be identified. The State will communicate these needs and pursue 
available funding opportunities as efficiently as possible. The State will seek to maximize federal dollars 
and will continue to streamline and braid funding streams across agencies and programs to support a 
sustainable children’s behavioral health system that improves outcomes for children and families in 
Rhode Island.  

Current State of Rhode Island’s Children’s Behavioral Health 
System 

As the Innovations Institute’s January 2026 System Review report points out, the state of 
children’s behavioral health within Rhode Island is “mixed.” Children within Rhode Island had 
the 19th lowest probability of having an unmet mental health treatment need and were near the 
national average for difficulty in accessing mental health care.6 At the same time, while the Child 
and Adolescent Health Measurement Initiative identified (via national survey) that Rhode Island 
had the 16th lowest level of difficulty with obtaining needed mental health treatment for 
children ages 3-17 years old, 51.6% of survey respondents still reported challenges with getting 
necessary treatment or counseling, with 25% of respondents reporting it was “very 
difficult.” Other national surveys and assessments have produced similar findings.7 Overall, 
these results are concerning, since children’s mental health is a foundational driver for success 
across all life domains and has a profound impact on physical health, cognitive development, 
school performance, relationships, behavior in community settings, and outcomes as an adult8.  
  
Moreover, Rhode Island is not alone; the national outlook for children’s behavioral health has 
shown worrisome signs for an extended period. The COVID pandemic caused a widespread 
crisis in children’s behavioral health throughout the United States — the scope of which is still 
being uncovered. Rates of child depression, anxiety, and suicidal thoughts and behaviors all 
increased significantly during and following the pandemic, exacerbating already existing mental 
health disparities, inclusive of all children but especially among Black, Asian, and Hispanic 
children.9 Even before the pandemic, children and families encountered significant difficulties 
accessing appropriate intensive and coordinated behavioral health services nationally. One 
study cited by Innovations Institute found that half of all children with a behavioral health 
condition did not receive necessary treatment prior to 2019.10 Other studies 
have demonstrated that the incidence of childhood mental health disorders has been increasing 
steadily over recent decades11.    
  
Within this context of significant national and state institutional challenges, the State of Rhode 
Island has undertaken several initiatives that involve assessing the children’s behavioral health 
system and developing recommendations for improvement. These initiatives include the 2015 
Rhode Island Behavioral Health Project Final Report completed by Truven Health Analytics and 
the 2021 Rhode Island Behavioral Health System Review Technical Assistance (Final 
Report) completed by Faulkner Consulting Group and Health Management Associates. Building 
on these reports, the state completed the 2022 Rhode Island Behavioral Health System of Care 
Plan for Children and Youth, which exclusively focused on children’s behavioral health and 
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developmental disability services. In 2024, the State completed the Rhode Island Health Care 
System Planning Foundational Report, which included children’s behavioral health as one of its 
major areas of focus.   

System of Care Planning  

The Rhode Island Behavioral Health System of Care Plan for Children and Youth and the Rhode 
Island Health Care Systems Planning Foundational Report identified specific areas of need 
through reviews of national best practice research and broad stakeholder consultation.  
 
Community partner feedback as part of the System of Care planning effort strongly articulated 
that system challenges were focused around three areas:  
  
  

Lack of Clarity for Parents  

Navigating the children’s behavioral healthcare 
system in Rhode Island can be daunting, 
particularly when a child experiences a 
behavioral health crisis. Parents may not know 
what to do, or who is available to help meet their 
child’s needs in a culturally and linguistically 
competent manner. 

Lack of Alignment within the 
System  

The children’s behavioral health system is siloed. 
Responsibility for children’s behavioral health 
services is fragmented and not always well 
coordinated, leading to different and inefficient 
service and care pathways. This makes it difficult 
for the system to deliver effective behavioral 
healthcare to all our children and families in 
Rhode Island.  

Need for a More Organized 
System  

Rhode Island needs an integrated, culturally and 
linguistically competent, and 
coordinated continuum of behavioral health care 
for all children in the state that will provide an 
organized pathway to services and supports.  

  
 
Of note, each of these findings were also echoed in the Innovations Institute System 
Review report, which expanded on each point with additional detail.  
  
Taking these findings and digging deeper, the State developed specific areas to focus on 
through its System of Care implementation efforts. While the reports referenced above identified 
the following priority areas, this Implementation Plan also emphasizes the importance of 
incorporating youth and family voice in the design, service delivery, and evaluation:  
  

1. Customized crisis continuum development and access, screening, and assessment  
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2. Care authorization, care coordination, and care monitoring  
3. Service array  
4. Ensuring equity: race equity, family members with intellectual/developmental disabilities, 

and LGBTQ+ families  
5. Workforce transformation  
6. Data systems for outcome measurement and evaluation  
7. Community outreach and education  

  
For each of these areas of focus, the state convened workgroups comprised of state staff, provider 
partners, involved parents and caregivers, and other individuals to develop needs assessments and 
implementation plans to address the workforce crisis affecting capacity, ensure behavioral health 
access and equity, expand preventive services and improve outreach and education.   
  
In October 2022, EOHHS, in partnership with DCYF, received a four-year Substance Abuse and Mental 
Health Services Administration (SAMHSA) System of Care grant. Following the development of the 
System of Care Plan, the following components were prioritized in the grant efforts:  
  

• Mobile Response and Stabilization Services (MRSS): For the first two years of the grant, 
MRSS was funded via the System of Care grant until MRSS was incorporated into the Certified 
Community Behavioral Health Clinics (CCBHCs). MRSS sustainability and expansion 
planning has been led by an interagency team in alignment with broader Crisis System Planning 
efforts, including linkages with Kids Link, 988, and other community providers. Best Practice 
Expectations for Mobile Response and Stabilization were published to guide provision of 
services to fidelity via CCBHCs and will continue to guide provision of services to 
fidelity when MRSS is available as a statewide, standalone service delivered via Medicaid State 
Plan Amendment Authority beginning October 1, 2026.   

• Community-Based Intensive Care: An intensive home-based service, Community-Based 
Intensive Care (CBIC), was piloted under the grant to serve as clinical support for stepdown 
from hospitalization and residential levels of care and to prevent out-of-home placement. 

• Workforce: The Rhode Island Association for Infant Mental Health trained cross-sector 
providers in infant/early childhood mental health principles and practices to promote mental 
health and well-being of infants, young children, and families. More than 500 providers were 
trained. Implementing these trainings was a critical next step and recommendation identified by 
the Infant/Early Childhood Mental Health Taskforce, convened by the Executive Office of Health 
and Human Services per statutory requirement in 2023.  

• Data collection and analysis: In partnership with the Parent Support Network (PSN), a local 
family engagement organization, and the Family-Run Executive Leadership Association 
(FREDLA), the lead evaluators of the System of Care grant facilitated systems-level qualitative 
evaluation trainings with a group of parents and caregivers. Engaging parents and caregivers in 
evaluation activities and other aspects of the System of Care implementation has been an 
important component of Rhode Island’s commitment to ensuring that lived experience informs 
system design and improvement.  

• Interagency and cross-sector collaboration: EOHHS, Medicaid, DCYF, and BHDDH hold bi-
weekly meetings with agency leadership for internal strategic planning and vision setting. 
Public/private collaboration is facilitated under the Health Care System Planning Cabinet to 
ensure alignment between internal state agency vision and community vision.   

• Social marketing: With support from all state agencies within EOHHS and the Rhode Island 
Department of Education (RIDE), community providers, and parents and caregivers, a new page 

Case 1:24-cv-00531-JJM-LDA     Document 16     Filed 06/01/26     Page 17 of 98 PageID #:
211

https://psnri.org/
https://www.fredla.org/
https://www.fredla.org/


17 
 

was added to an existing website — Kids.RI.gov — to offer parents and caregivers educational 
information, resources, and tips for communicating with providers. Additionally, the Rhode Island 
Department of Health (RIDOH), in partnership with the Executive Office of Health and Human 
Services and DCYF, is building out a resource directory that will live on the website.  

Home- and Community-Based Services 
Both the past System of Care planning efforts and the Innovations Institute System Review report 
highlight that Rhode Island has an array of outpatient, in-home, and residential services, which is a 
significant strength for the state. At the same time, important gaps in capacity remain, and the pathways 
to care are often disjointed while funding streams for services remain siloed. These factors, among 
others, can make it difficult for families and providers to identify and access the most appropriate level 
of care in a timely way and may contribute to unnecessary reliance on higher levels of care such as 
emergency departments, psychiatric hospitalization, or residential intervention treatment. The State will 
monitor service capacity, workforce availability, and provider readiness throughout implementation and 
will adjust implementation strategies as needed to support the sustainable expansion of home- and 
community-based behavioral health services.  
  
Rhode Island’s children’s behavioral health continuum includes multiple service arrays that serve 
complementary functions, including DCYF-funded intensive home- and community-based 
services and outpatient, crisis, and clinic-based services delivered through CCBHCs. 
Implementation will focus on strengthening coordination across these service arrays to ensure 
that children and families can access the most appropriate level of care based on clinical need 
while maintaining a diverse and sustainable provider network. 

Medicaid Managed Care Services  

EOHHS, pursuant to Titles XIX and XXI of the Social Security Act and Chapter 42-7.2 of the 
Rhode Island General Laws, is the single State agency responsible for administering Rhode 
Island Medicaid, a program of medical care and assistance that includes, but is not limited 
to, oversight and payment for certain health care services to eligible residents of the State.  
 
EOHHS is the single State agency duly authorized by the Centers for Medicare and Medicaid 
Services (CMS) to administer the Rhode Island Medicaid program under the Medicaid State Plan. In 
practical terms, the “single state agency” requirement under federal law (42 CFR § 431.10) means one 
accountable governmental entity in each state has final authority over Medicaid administration, eligibility 
policy, oversight, and compliance with federal Medicaid law, even if operational tasks are shared with 
other agencies. 

Given that most children’s Medicaid behavioral health services are delivered through Medicaid 
managed care organizations (MCOs), Medicaid has authority under federal regulations (42 C.F.R. Part 
438) to: 

• Procure and contract with MCOs 
• Require network adequacy 
• Set behavioral health performance standards 
• Enforce access requirements 
• Monitor utilization and outcomes 
• Require care coordination for children with serious emotional disturbance 
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Medicaid funds many cross-system services and, as such, Medicaid serves as the financing and 
compliance hub among these systems. Federal rules allow delegation of certain operational functions, 
but the Medicaid agency retains ultimate accountability for Medicaid-funded services. 

In 2020, 112,113 of Rhode Island’s 209,785 children (53.4%) were covered by Medicaid 
according to EOHHS and the 2020 U.S. Census, making Medicaid the largest insurer in the state 
for children. The RIte Care Medicaid program covers a range of behavioral health services for 
children up to age 19. Key behavioral health treatments and services include:  
  

• Diagnostic and outpatient therapy services: Coverage for diagnostic evaluations and 
individual, group, and family therapy   

• Enhanced outpatient services: Home- and office-based mental health treatment to support 
behavioral health regulation and family stability; typically, six to 12 weeks in duration and up to 
20 hours a week   

• Home-based therapeutic services and personal assistance services and supports: 
Intensive, individualized services — including Applied Behavior Analysis and other specialized 
therapeutic components — for children with moderate to severe developmental or behavioral 
disabilities; services are provided in the home and community to build skills, address challenging 
behaviors, and support families  

• Early intervention: Services for infants and toddlers with developmental disabilities or delays 
• Specialized programs: The Cedar Family Program, which offers care coordination for children 

with complex behavioral health or developmental disability needs  
• Parent/family support: Peer support, education, and respite care for families   
• Substance use disorder treatment: Outpatient and partial day substance use treatment  
• Partial hospital and intensive outpatient: Structured, non-residential, and medically 

supervised day-treatment services designed to treat acute psychiatric or behavioral conditions   
• Psychiatric hospital and acute residential treatment service care management: For special 

populations, including children and youth with disabilities or who are in DCYF care  

To access services, especially for children and youth with acute needs who are at risk for 
hospitalization, RIte Care Managed Care Organizations provide website and call 
center support for identifying providers. This is supplemented by coordination that may be 
offered by organizations delivering some of the services above.    

Certified Community Behavioral Health Clinics (CCBHCs)  

Within Rhode Island, CCBHCs offer comprehensive behavioral health services to all individuals 
regardless of age or insurance status. The CCBHCs began full operation on October 1, 2024, 
and eight regionally based CCBHCs are currently offering services in the state. Each CCBHC 
offers person- and family-centered outpatient mental health and substance use treatment, in-
home high acuity services, psychiatric medication management, peer support, and case 
management, among other services. 
 
Mobile Response and Stabilization Services (MRSS) for children are currently accessed through 
the CCBHCs; however, MRSS will be implemented as a standalone statewide service beginning 
October 1, 2026, consistent with the State’s broader crisis continuum development efforts and 
the children’s behavioral health service array described in this plan. In the first year of CCBHC 
operation, from October 1, 2024, to September 30, 2025, nearly 3,000 children (non-
duplicated), received services through a CCBHC. Of those children receiving services, 26% 
were provided “high acuity” services.12 As the Innovations Institute System Review noted, the 
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CCBHCs provide many services that “align” with the services that the Consent Decree requires, 
but the services provided by the CCBHCs may not be tailored to the specific needs of 
the Focus Population.13    

DCYF-Funded Intensive Home-Based Services  

DCYF funds and manages a broad continuum of home-based services that provide treatment 
and support to varying target populations. This array includes services that can address 
complex and persistent mental health conditions; disruptive behaviors; family instability; kinship, 
foster, and adoptive home support needs; family relationships and visitation; parent skills 
building; youth development; developmental disability needs; and aftercare. In total, DCYF 
contracts for 65 home-based services, which includes both nationally recognized evidence-
based practices and evidence-informed, Rhode Island-developed services. The services are 
delivered in family homes and community settings to stabilize children and youth, prevent the 
need for out-of-home care or hospitalization, or facilitate reunifications to family if a child or 
youth is receiving out-of-home care.  
 
Rhode Island’s children’s behavioral health system relies on a diverse network of home- and 
community-based providers with expertise serving children with varying levels of behavioral 
health need, including youth with complex and high-acuity conditions. Implementation efforts will 
focus on strengthening coordination across providers and service types to ensure that children 
and families can access the most appropriate services based on clinical need. This includes 
continued collaboration with providers delivering intensive home- and community-based 
services as well as outpatient, crisis, and clinic-based care.   
 

In 2024, DCYF reprocured its home-based service array as part of an effort to ensure that 
evidence-based or evidence-informed treatment and supports are available for anyone who 
needs them. As a result of the re-procurement and related implementation activities, DCYF has 
been able to increase daily utilization of its home-based services by 73% since August 2024.   
 

DCYF Home-Based Service Array Utilization, August 2024 to December 202514 
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In keeping with DCYF’s strategic focus on providing intensive services as early as possible to prevent 
the need for involvement with DCYF in the first place and to obviate the need for deeper, more 
intensive behavioral health services, DCYF has been working to expand the access pathways to its 
services. Currently, referrals are processed through the Department’s Central Referral Unit, which 
reviews home-based requests and child and family needs, matches referrals to the services that are 
best able to meet the child and family’s needs, authorizes the relevant service, and sends the referral to 
the identified provider.  
 
A family does not need to be open to DCYF for a referral to be submitted and processed. The 
Family Care Community Partnerships (FCCPs), CCBHCs, MRSS providers, Rhode Island 
Family Court, and some school districts may submit referrals (the school pathway is currently 
being expanded) without DCYF involvement or the need for a family to open in any way to 
the Department.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Moving forward, DCYF is seeking to improve the referral and matching process and open wider and 
easier access to DCYF-funded home-based services.  

Family Care Community Partnerships (FCCPs) 

The FCCPs represent DCYF’s primary prevention resource for the state. Five regionally based 
FCCPs partner with families and communities to strengthen families and prevent involvement 
with the child and family well-being or juvenile justice systems. The FCCP service is grounded in 
wraparound principles and includes screenings and referrals, assessments, crisis stabilization 
and wraparound supports based on child and family voice and choice, family strengths, and 
available family and community resources. An FCCP can help with the following areas:  
  

• Child and youth behaviors, mental health and development needs  
• Educational concerns  
• Housing insecurity  
• Parental and/or child substance use  
• Domestic and community violence  
• Diversion from the youth legal system   
• Immigration resources  
• Other factors causing parental and family stress or creating barriers to meeting basic needs 

such as food, clothing, transportation  

DCYF Staff 

Family Court 

FCCPs 

CCBHCs 

MRSS Providers 
  

Schools 

DCYF Home-
Based Referral 
with Child and 
Family Needs 

DCYF 
Central 
Referral Unit 
matches 
needs 
services and 
authorizes 

 

DCYF-
Funded 
Home-
Based Array 

Referral 
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The FCCPs serve roughly 350 families on any given day. Just under half of the referrals come 
from families who have DCYF Child Protective Services involvement but are not going to open 
to ongoing DCYF casework staff, while more than half of the referral volume comes from family 
self-referrals or referrals from schools, community organizations or other sources. As part of 
their work with families, the FCCPs often send referrals for services to the DCYF-funded service 
array, the CCBHCs, and other behavioral health service providers based on the family 
wraparound planning process, and, in doing so, the FCCPs function as a critical gateway to 
services for families not open to DCYF.  

Substance Use Treatment Services  

Rhode Island currently maintains a continuum of substance use prevention, treatment, and recovery 
services for adolescents, including those involved with DCYF. 

Prevention and Early Intervention 
BHDDH funds and oversees statewide prevention that includes school-based prevention education, 
community outreach, early identification, and intervention services. Student Assistance Counselors 
conduct Screening, Brief Intervention, and Referral to Treatment (SBIRT) within school settings to 
identify youth at risk for substance use and connect them to appropriate services. For the 2025-2026 
school year, Rhode Island Student Assistance Services are available in 70 middle and high schools and 
offer a universal prevention education curriculum to all students in grades 7 and 9, screening for both 
substance use and mental health issues using the CRAFFT and Columbia Suicide Severity Scale 
screeners, brief intervention using Seven Challenges’ Brief Challenges four-session intervention, 
referrals to youth-focused behavioral health community providers and DCYF programming when 
appropriate.   

Rhode Island Student Assistance Services also runs youth-led initiatives such as Life of an Athlete peer 
mentoring and Students Against Destructive Decisions (SADD) clubs based on the interest and need of 
each school. Furthermore, BHDDH has approached Rhode Island Student Assistance Services about 
creating parallel programming adapted to meet the needs of elementary schools, moving upstream 
toward preventing early onset of substance use.   

BHDDH completed a memorandum of understanding to provide funding for The Incredible Years© 
program to the Department of Human Services (DHS). The Incredible Years©, an evidence-based early 
intervention program working with children ages 0-12 to build skills for social-emotional learning and 
positive behavioral health outcomes, specifically focuses on children experiencing adverse childhood 
experiences.   

BHDDH funds the Rhode Island Teen Institute, a week-long leadership program for youth interested in 
becoming peer leaders in their community. This program was evaluated by the Rhode Island Evidence-
Based Practices Workgroup, and approved as a Level III Evidence-Based Practice, and will graduate 
approximately 50 peer leaders in 2026 in two separate offerings, one during April 2026 and one in 
Summer 2026. The goal is to have past graduates of the Teen Institute form a youth-led behavioral 
health coalition with the guidance of the vendor, Tides Family Services.   

BHDDH funds seven regional prevention coalitions that provide community-based prevention services 
that aim to reduce risk factors and increase protective factors for substance use for all ages, with a 
particular focus on delaying the onset of substance use and preventing substance misuse in youth and 
young adults. Each coalition completes a needs assessment and strategic plan that focuses on 
municipal- and regional-focused activities that change their communities. They implement such 
initiatives as local policy development and implementation; high-visibility enforcement of laws 
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preventing underage access to substances; environmental-focused prevention campaigns to educate 
the public; advocacy for substance use prevention in municipalities, regions, and across the state; and 
partnering with Rhode Island Student Assistance Services and schools to offer in-school and after-
school programming to provide alternate events, increase the perception of risk and harm, increase 
peer and parent disapproval of substance use, and decrease retail and social access to substances.   

BHDDH funds the University of Rhode Island to administer the Rhode Island Student Survey since 2016. 
The survey collects data on the prevalence of substance use and the associated risk and protective 
factors for youth in Rhode Island middle and high schools that the regional coalitions use in their needs 
assessments and resulting strategic plans. It also invests in a training and technical assistance provider 
to support the achievement and maintenance of Rhode Island Certification Board-certified professions 
such as the Certified Prevention Specialist and the Student Assistance Counselor to ensure the quality 
of the workforce providing these services.   

Additional prevention and harm reduction initiatives include the Safe Storage Saves Lives messaging 
campaign, which includes distributing locked medication storage bags to high-risk households to 
prevent accidental ingestion, diversion, and overdose, particularly for youth, and statewide naloxone 
distribution and overdose prevention training. BHDDH has provided naloxone training and substance 
use education directly to DCYF staff to strengthen overdose prevention and improve staff awareness of 
available treatment resources. 

Outpatient and Intensive Outpatient Treatment 
Adolescents have access to outpatient and intensive outpatient services through licensed behavioral 
health organizations and CCBHCs throughout the state. These providers offer comprehensive co-
occurring treatment, including individual, group, and family counseling, psychiatric services, and care 
coordination. Evidence-based treatment models, including the Seven Challenges Program and Brief 
Challenge Interventions, are widely available and specifically designed for adolescents with substance 
use and co-occurring disorders. These programs provide structured, developmentally appropriate 
interventions that address substance use, mental health needs, and family engagement. 

All licensed providers are required to utilize standardized biopsychosocial assessment tools 
incorporating American Society of Addiction Medicine criteria to ensure youth are placed in the 
clinically appropriate level of care. 

Residential Interventions and Hospitalization for Children 
Residential Interventions for Youth Involved with DCYF 

Residential interventions for youth with complex behavioral health, intellectual/developmental 
and substance use needs are provided through DCYF for all Rhode Island children with 
identified clinical needs.  Admissions for residential treatment for youth with legal involvement 
typically involve the DCYF Family Services Unit or the Division of Youth Development 
(which comprises juvenile probation and the Rhode Island Training School). Families with no 
legal DCYF involvement can access residential treatment through the Children’s Behavioral 
Health (CBH) Family Navigation unit, which assesses youth, determines eligibility for residential 
treatment, and facilitates admissions without Family Court involvement. The 
CBH Family Navigation Unit operates independently from the other DCYF divisions and 
participation in the process is completely voluntary for as long as the child or youth needs 
residential treatment.    
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DCYF and provider agencies work to provide residential interventions in state in the least 
restrictive setting possible. Within the state, the following residential program types are 
available:  
  
 Emergency assessment and stabilizations centers (ages 13-18)  
 Community-based group homes (ages 10-14 and ages 13-18)  
 Community-based semi-independent living programs for older youth (ages 16-20)  
 Community-based group homes for youth with developmental disabilities (ages 12-20)  
 Community-based group homes for youth with problem sexual behaviors (ages 13-20)  
 Residential treatment campuses with onsite schools (ages 8-18)  

  
Additionally, children and youth may go out of state for residential treatment if in-state facilities 
are not able to meet a child’s or youth’s specialized behavioral health, developmental disability 
or medical needs or if in-state capacity is full.   
  
The following chart shows the in-state and out-of-state residential treatment census over time. 
Of note, the number of children receiving in-state residential treatment has declined through 
concerted efforts focused on providing support to children and youth in family settings, while 
out-of-state numbers have been difficult to reduce over the long-term due to a lack 
of appropriate intensive in-state residential capacity. The closing of St. Mary’s Home for 
Children’s psychiatric residential treatment facility in July 2024 exacerbated that shortage for 
younger children and adolescent females in need of campus-based residential care with 
integrated residential and educational treatment milieus.  
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The Baseline Data Report contained detailed information on psychiatric hospitalizations for children and 
youth in the Consent Decree Focus Population at Bradley Hospital — Rhode Island’s only dedicated 
child psychiatric hospital — as well as data on children and youth who experienced multiple emergency 
department visits due to behavioral health conditions and so were identified as “at risk” for psychiatric 
hospitalization.15  

Among other key findings, the Baseline Data Report showed that 149 children who were open to the 
DCYF Family Services Unit (FSU) or CBH Family Navigation Unit had a psychiatric hospitalization from 
January 7, 2024, to June 3, 2025. Of those children, 72% had a single stay at Bradley Hospital, but 
more than one in four children had more than one Bradley admission, while 9% had three or more 
Bradley admissions. Similarly concerning, 16% of the children with admissions were between the ages 
of 6 to 10, which is evidence of an increase in psychiatric hospitalization for younger children. For 
children who were discharged from hospitalization, the average length of stay was 38 days and the 
median length of stay was 22 days. For the 45 children and youth in the “at risk” population (i.e., three 
or more emergency department visits due to a behavioral health condition), 29 youth had four or more 
emergency department visits.   
  
DCYF has been working to reduce the number of children involved with the Department who are 
hospitalized and has seen significant progress. 
 

Number of Children and Youth in Psychiatric Hospitals per Month 
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Innovations Institute also assessed barriers affecting hospital and residential intervention 
admissions and discharges in their System Review report. While many of the challenges 
identified relate directly to hospital and residential utilization, several reflect broader system-
level issues that influence how children and youth move through the behavioral health 
continuum and ultimately impact the Focus Population. The barriers identified in the report 
include the following:   
 

• Access to children’s behavioral health care can be confusing and stigmatizing.  
• There are fragmentation and a lack of coordination at the individual and system levels.  
• There is lack of trust across many public and private agencies, providers, and organizations. 
• There appears to be an aversion to perceived risk across systems and organizations, which 

exacerbates other challenges.  
• There are a lack of meaningful family and youth engagement and voice at the service delivery 

and care planning level.  
• The relationship between the Family Court and other partners was identified by multiple 

stakeholders across public and private agencies as an ongoing challenge.  
• There are overarching challenges with the service array.  
• There are challenges with the placement referral process.  
• Language used across systems is not always consistent with best practices and systems of care 

values. 
These findings were consistent with the challenges that were identified in past children’s 
behavioral health system reviews and are similar to DCYF’s internal assessments of barriers. 
In addition to the findings from Innovations Institute, DCYF has identified several additional 
factors that contribute to hospitalizations and residential interventions: 
 

• In-state capacity has been largely full. Since the COVID pandemic, in-state residential 
capacity has largely been full across the levels of care. This has limited availability and 
caused delays in accessing care for children and youth who truly need residential care 
for treatment purposes. DCYF feels strongly, however, that this does not mean that 
expanded in-state residential capacity is necessary. Too many youth have been staying 
in residential care past the period needed for treatment. The Department will continue to 
work with families, providers, and staff to ensure that youth access residential care only 
when needed for treatment purposes and leave residential care when no longer 
necessary. Related, the Department will work with system partners to further develop in-
state residential care that is flexible, highly skilled, and able to be individualized to the 
needs of each youth. 

 
• Comprehensive assessments and treatment recommendations are necessary. 

Youth for whom residential treatment is being sought do not always have comprehensive 
clinical information available, including thorough assessments of strengths and needs 
with recommendations for necessary treatment and support. Furthermore, when 
information is available, it is not uniform or consistent. When clinical recommendations 
are not clear, thorough, and developed with full youth and family participation, the 
referral process and planning for admissions is not effective and timely. 
 

• Available and accessible home- and community-based services may not be 
intensive enough for some populations. Although the array of services available 
through DCYF, the CCBHCs, and RIte Care is strong, some capacity shortages exist due 
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to workforce challenges. Also, important gaps in services exist, especially for children 
and youth who have complex or intensive behavioral health needs and are in need of 
intensive developmental disability services for extended hours, youth at risk for sexual 
exploitation, and other high-risk populations.  

Substance Use Treatment Residential Treatment Capacity 

The Bradley Center is a 16-bed adolescent residential treatment facility licensed by DCYF and BHDDH, 
which provides short-term stabilization and treatment for adolescents with serious emotional and 
behavioral disorders and co-occurring substance use disorders. To expand in-state treatment capacity, 
BHDDH has contracted with Tides Family Services and Family Service of Rhode Island to develop two 
new gender-specific adolescent residential treatment programs, projected to open in Fiscal Year 2026. 
These programs will provide trauma-informed, family-centered, co-occurring treatment services and will 
add a total of 16 residential beds to the system. These programs are funded through opioid settlement 
resources and will include clinical, family engagement, and educational components. Upon 
implementation, these programs will be integrated into the State’s behavioral health open bed tracking 
system to ensure transparency and timely identification of available residential treatment capacity. 

BHDDH and DCYF are strengthening an interagency approach to adolescent substance use residential 
treatment for youth involved with the child and family well-being system who present with co-occurring 
behavioral health needs. The partnership is based on a shared commitment to trauma-informed, family-
centered care that addresses substance use, mental health, and family needs. BHDDH and DCYF are 
reviewing protocols and how to access these services through a Single Point of Access. This work will 
assist in providing families and providers with clear pathways for referrals for this level of care.  

Vision and Guiding Framework: From Recommendations to 
Actions 
This Implementation Plan is grounded in structures and requirements that define how Rhode 
Island must operate its children’s behavioral health system going forward. It reflects three 
primary drivers: 

1. The System of Care framework, which establishes the values and structural approach 
for delivering home- and community-based services, care coordination matched to 
intensity of need, family- and youth-driven planning, and shared accountability across 
systems.   

 
2. The System Review report findings and recommendations, which identify where 

existing processes, coordination, and service capacity are not functioning as intended.  
 

3. The Consent Decree and Court Monitor expectations, which require the State to 
establish accountable infrastructure, measurable progress, and sustained system 
performance.  

 
The System Review report highlights that many of the challenges facing youth in the Focus 
Population are the result of system conditions rather than isolated practice issues. These include 
inconsistent identification of youth who require Intensive Care Coordination, delayed or reactive 
transition planning, fragmented coordination across providers and agencies, gaps in service 
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array for youth with high acuity or complex needs, risk-averse decision making that defaults to 
restrictive settings, and referral practices that are driven more by available placements than by 
individualized treatment needs.   

This Implementation Plan is designed to address these system conditions directly. It focuses on 
changing how the system is structured and how decisions are made, including how youth are 
identified, how families and providers access care, how care is coordinated, how transitions are 
managed, and how quality and accountability are achieved and maintained, rather than simply 
adding programs or services.  

Operationalizing the Vision 
To meet the requirements of the Consent Decree, Rhode Island will operate its children’s behavioral 
health system according to the following core system expectations. These describe how the system 
must function in practice for children in the Focus Population.  

• Youth in the Focus Population are identified early and consistently. Identification of 
hospitalized and high-risk youth will not rely on informal communication alone. The State will 
implement standardized screening, tracking, and data processes to support timely system 
response and care coordination.  

 
• Discharge and transition planning begin at admission. Hospitalization will no longer be a 

period of waiting for clinical readiness alone. Service planning, barrier identification, and 
coordination with community supports will begin at admission and be actively managed through 
transition coordination processes.  

 
• Home- and community-based services are viable, not theoretical, alternatives. The State 

will expand the capacity, intensity, specialization, and cultural responsiveness of home- and 
community-based services so that youth with complex needs — including those with co-
occurring mental health and substance use disorders, aggressive behaviors, developmental 
disabilities and other clinically intensive needs — can be safely supported in family and 
community settings when clinically appropriate.  

 
• Care coordination has a clearly defined lead entity. Intensive Care Coordination (ICC) will 

serve as the organizing process for children with complex behavioral health needs, establishing 
clear responsibility for planning, crisis response coordination, and transitions across levels of 
care.  

 
• Mobile Response and Stabilization Services (MRSS) are integrated into care planning. 

MRSS will be used as a part of coordinated care planning, not only as an episodic crisis 
response, to reduce repeated emergency department utilization and prevent avoidable 
hospitalization. MRSS will serve as an access point for youth who are experiencing a crisis as 
defined by the parent, caregiver and/youth. MRSS provides short-term care coordination 
activities and coordinates with ICC for youth with more complex needs. MRSS shifts the care 
pathway away from emergency departments to prevent avoidable hospitalizations.  

 
• Youth and family voice shapes decisions, not just documentation. Service plans, referrals, 

and discharge decisions will consistently reflect youth and family goals, strengths, preferences, 
and cultural context. 
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The following principles describe the operating expectations that guide how Rhode Island will design, 
deliver, and improve services for children in the Focus Population under this Implementation Plan. They 
draw from the Rhode Island Behavioral Health System of Care Plan for Children and Youth, findings of 
the System Review report, and the accountability expectations of the Consent Decree and Court 
Monitor. They inform practice, decision making, system operations, and accountability structures.  

Family-driven, youth-guided: Children, youth, and families are active partners in planning and 
decision making. In practice, this means: 

• Family and youth participate meaningfully in service planning, crisis planning, discharge 
planning, and ongoing care decisions.  

• Assessments, referrals, and service plans reflect youth and family strengths, preferences, 
culture, and goals.  

• Care coordination structures, including Intensive Care Coordination and transition coordination, 
are responsible for supporting families to understand options, contribute meaningfully, and 
navigate services.   

 
This expectation shifts planning and decision making to occur with families and youth, not solely among 
providers.  

Equity-centered and culturally responsive: Equity is treated as a system performance 
responsibility. In practice, this means:  

• Data are disaggregated to identify disparities in access, utilization, and outcomes (e.g., 
hospitalization, length of stay).  

• Services are tailored to be culturally, linguistically, and developmentally accessible.  
• Implementation decisions incorporate strategies to reduce disparities and proactively address 

structural barriers. 
• Workforce development and service design prioritize the needs of historically underserved 

populations.   
 
Equity considerations are embedded in planning, monitoring, and improvement processes.  

Home- and community-based, least-restrictive: Children are served in home and community 
settings whenever safe and clinically appropriate. In practice, this means:  
 

• Referral and transition planning prioritize community settings and address barriers that lead to 
unnecessary or prolonged hospitalization.  

• Risk is managed through coordinated community supports and supervision rather than default 
reliance on restrictive settings. 

• Expansion of intensive, home- and community-based services is treated as an implementation 
requirement.   

 
Coordinated, strengths-based, and trauma-informed: Services are delivered through 
coordinated, individualized approaches that recognize the role of trauma and strengths of children and 
families. In practice this means: 
 

• Services are individualized and strengths based.  
• Trauma-informed practices are integrated into service delivery and coordination.  
• Interagency collaboration supports shared responsibility across child-serving systems. 
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Data-driven accountability and continuous quality improvement: Data are used to manage 
performance, not only for reporting. In practice, this means: 
 

• Operational data systems track identification of the Focus Population, service access, care 
coordination activities, transitions, lengths of stay, crisis utilization, and outcomes.  

• Data-informed decision making at child, provider, and system levels support quality review 
structures and Court Monitor reporting.  

• Quality assurance mechanisms identify patterns and barriers and are linked to improvement 
action, not just compliance reporting.  

 
These principles reflect the values of Rhode Island’s System of Care framework. This Implementation 
Plan translates those values into operational expectations, structures, and accountability mechanisms 
for children in the Focus Population. 

Rhode Island believes that, when these practice and system performance shifts occur, the following 
outcomes will be achieved for children in the Focus Population:  

• Earlier identification and intervention for youth trending toward hospitalization 
• Fewer hospital days that are driven by system barriers rather than clinical need 
• Fewer repeat emergency department visits among youth with DCYF involvement 
• Increased successful transitions from inpatient care to family and community settings 
• Increased use of home- and community-based services for youth with complex needs 
• Improved alignment between clinical recommendations and actual service access 
• Greater consistency in referral quality and service matching  
• Measurable reduction in system-driven delays in access, coordination, and transitions 

Transformation Priorities  
The following priorities describe the structural and operational changes the State will implement to meet 
the requirements of the Consent Decree.  

Build and Maintain Infrastructure and Accountability to Support Individual and Systems-
Level Practice and Policy 

The System Review found that families and youth experience inconsistent entry points into behavioral 
health services, with navigation dependent on system knowledge, and, at times, requiring involvement 
with the child protection system to access services. This is exacerbated by the fact that responsibility 
for children’s behavioral health is distributed across multiple agencies and divisions, creating 
challenges related to role clarity, coordination, and shared accountability. Additionally, care coordination 
responsibility is fragmented across systems, with no single entity accountable for ensuring cross-
system planning, service alignment, and continuity of care for the Focus Population. 
 
When care coordination is provided, the care planning approaches vary with inconsistent approaches 
across care coordinators and service providers. Mobile Response and Stabilization Services (MRSS) 
are treated as separate, standalone services, rather than integrated with care planning as a proactive 
approach to supporting a child and family’s plan of care.  
 
Finally, system performance data are not used consistently to inform planning, recommendations for 
treatment and services, referrals for care coordination or other supports, or to identify youth who are at 
risk of becoming part of the Focus Population. Youth at risk of hospitalization are identified late and 
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repeated emergency department use does not consistently result in coordinated care. Caregiver 
capacity is not consistently supported, and transition planning is inconsistent and often initiated too late. 
The system also lacks the infrastructure necessary to analyze performance and outcomes data on a 
large scale in a consistent manner to inform continuous quality improvement activities.  
 
Therefore, Rhode Island intends to: 
 
Create consistent pathways to accessing behavioral health care. Rhode Island will establish a 
Single Point of Access for behavioral health intake, triage, and navigation, independent of child 
protection entry points into the behavioral health system. The Single Point of Access will serve a 
centralized coordination function. It will enable Rhode Island to continue to use a “no wrong door” 
approach, while streamlining processes and reducing the need for families to tell their story multiple 
times. This Single Point of Access will support standardized referral processes to improve consistency 
and transparency; coordinate with Mobile Response and Stabilization Services (MRSS), managed care 
and insurance providers, hospitals, and public child- and family-serving systems; assist with the 
identification of youth in the Focus Population; connect youth to care coordination and other services; 
and assist with referrals to and authorizations for services.  

Establish an accountable structure to deliver Intensive Care Coordination. Rhode Island will 
establish an accountable and independent structure to deliver Intensive Care Coordination using 
Wraparound for the Focus Population. This entity will enable youth in the Focus Population to receive 
high-quality care coordination while being connected to the most appropriate, least restrictive services 
and supports in the community. This structure will ensure that children in the Focus Population receive 
Intensive Care Coordination as outlined in the Consent Decree, including having a Child and Family 
Team that develops, manages, and oversees a single plan of care for the child and family. This structure 
will be further refined in the coming months but will include necessary workforce infrastructure 
including initial and ongoing training, coaching, and fidelity monitoring. Additionally, it will be designed 
to leverage Medicaid and other funding streams to support sustainable financing. Implementation will 
begin with the Focus Population and expand in phases as infrastructure and capacity develop and may 
extend to other types of tiered care coordination.  
 
Build and strengthen data, continuous quality improvement, and accountability systems and 
processes. Rhode Island will implement emergency department visit tracking triggers, establish cross-
agency data-sharing agreements, and develop quarterly reporting structures to improve closer to real-
time oversight and practices. Quality Service Review findings will inform continuous quality 
improvement and practices will be implemented to support the shift from retrospective data review to 
real-time data use that informs care decisions, including within individual Child and Family Teams.  

Strengthen and Sustain Accessible, Effective, and Responsive Home- and Community-
Based Services 

The System Review found that home- and community-based services are insufficient to support the 
needs of many youth with complex behavioral health needs due to multiple factors, including limited 
availability and accessibility, services missing for specific populations of children and families, and a 
lack of information about the quality and effectiveness of some services. Additionally, there is a lack of 
trust among some providers about the ability of home- and community-based providers to effectively 
support families to maintain children in the Focus Population within the community. At the same time, 
there is a significant concern about the overreliance on residential interventions and hospitalizations to 
ensure the physical safety of the child, at the risk of negatively impacting the child’s developmental 
trajectory and well-being. A lack of high-quality therapeutic foster care contributes to overreliance on 
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residential interventions for those children who are unable to live safely in their own homes; this stems 
from challenges related to clear identification of needs of youth and families, reimbursement issues, 
recruitment and retention barriers, and more.   

  
Therefore, Rhode Island intends to: 
 
Expand intensive home- and community-based services. The State will leverage the findings from 
the System Review and ongoing comprehensive needs assessment to identify services to be developed 
or expanded. The State will improve service quality, availability, accessibility, and intensity through a 
variety of strategies, including considering rate adjustment, eligibility and provider capacity to expand 
intensive in-home and community-based behavioral health services. This work will align with efforts to 
strengthen continuous quality improvement activities to better understand which services are most 
effective with which populations of youth and families.  

  
Expand family-based alternatives to residential care for children. Rhode Island, in collaboration with 
the therapeutic foster care providers, will recruit and train therapeutic foster homes and align 
placement stabilization with the needs of the Focus Population. Therapeutic foster parents will be part 
of Child and Family Teams and be supported as a critical part of the professional service array to 
stabilize needs, improve access to services, and enable children to live in family-based settings. 
 
Strengthen family supports. Rhode Island will seek to expand family and youth peer support provided 
by individuals with lived experience, along with other caregiver skills-building services.   
 
Strengthen interagency coordination on adolescent substance use disorder. BHDDH and DCYF 
will work to integrate adolescent substance use disorder services into the overall System of Care. This 
collaboration addresses the gap that has historically separated mental health and substance use 
systems at both clinical and administrative levels. 
 
Current interagency work includes the review of potential standardized assessment and placement 
protocols and regular joint clinical consultation between BHDDH substance use clinical staff and DCYF 
caseworkers. 
 
BHDDH and DCYF are also developing data-sharing mechanisms to enable coordinated monitoring of 
youth who are involved with DCYF and need additional substance use treatment levels of care, 
supporting early identification of service gaps and preventing avoidable placement disruptions or 
rehospitalizations. Rhode Island will build on these existing coordination structures to ensure that 
adolescent substance use treatment is fully integrated into the System of Care governance, the Single 
Point of Access design, and the Intensive Care Coordination model as implementation of those 
components proceeds. 

Infrastructure, Governance, and Systems Management 
This section describes the infrastructure, governance, and systems management and structures that 
exist or will be established to oversee, guide, and support implementation of the Consent Decree and its 
specific obligations. In addition to the structures directly responsible for implementation, this section 
also describes related statewide coordination and system management functions that support Rhode 
Island’s broader children’s behavioral health system and provide context for the implementation 
environment in which the Consent Decree reforms will occur.  
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To complement and inform the implementation activities listed in other sections, the focus here is on the 
structures and processes that govern implementation, support interagency alignment, elevate risks and 
barriers, ensure responsiveness to Court Monitor oversight, and provide strategic direction to the 
implementation work. As discussed above, the DCYF Director’s Office will maintain overarching 
responsibility for implementation of the Consent Decree, including coordinating with all parties within 
the State (including EOHHS, Medicaid, BHDDH, and the Governor’s Office) with shared responsibility for 
design and implementation. 

The State’s existing leadership, staffing, and coordination mechanisms that currently support Consent 
Decree implementation include: 
 

• DCYF leadership and statutory authority for children’s behavioral health services, including 
responsibility for policy, contracting, and system oversight for the Focus Population. 

 
• A designated DCYF Consent Decree Project Manager, supported by additional DCYF staff, 

responsible for coordinating implementation activities, tracking progress, and supporting internal 
and interagency communication. 
 

• Interagency relationships and standing coordination processes among DCYF, EOHHS, BHDDH, 
RIDOH, RIDE, DHS, and Department of Labor and Training that support cross-system planning 
and operational alignment. 
 

• A DCYF Data Evaluation Team responsible for the performance monitoring, reporting, and data 
analysis to support compliance with Consent Decree requirements and ongoing oversight by the 
Court Monitor. 
 

• Existing System of Care planning efforts and principles that inform values such as family- and 
youth-driven practice, cross-system collaboration, and home- and community-based care. 
 

• The Rhode Island Children’s Cabinet, an existing cross-agency leadership body that supports 
coordination and alignment across child-serving systems.  

Anticipated Enhancements and New Processes 

To fully meet the advisory, system management, and accountability requirements of the Consent 
Decree, the State will establish and formalize additional structures and processes, including a statewide 
structure, an Interagency Steering Committee, and workgroups and implementation teams. Workgroups 
will be designed to be time-limited to support design and initial implementation activities, coordination, 
and decisions, while implementation teams will be ongoing structures to support sustainable 
implementation using data to support continuous quality improvement, problem-solving, and decision 
making. Family and youth participants will provide meaningful input across structures and inform 
decision making. DCYF will also collaborate with partner agencies to develop and implement a Court 
and Court Monitor Communications Protocol and Implementation Management and Project Controls. 

Related System Leadership Developments 

Separate from the governance structure established specifically to support implementation of the 
Consent Decree, the State is advancing broader leadership capacity for Rhode Island’s children’s 
behavioral health system. As part of ongoing statewide efforts to strengthen coordination across child-
serving systems, the State anticipates establishing a dedicated Executive Director for the Rhode Island 
Children’s Behavioral Health System of Care. 
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This role would operate in coordination with the Executive Office of Health and Human Services’ 
statutory responsibility for overseeing coordination among the State’s health and human services 
agencies. The Executive Director would focus on advancing the State’s broader System of Care vision 
by strengthening cross-agency alignment, supporting system performance monitoring, and promoting 
sustainable infrastructure for home- and community-based behavioral health services for children and 
families. 

Responsibilities associated with this position may include coordinating interagency planning across 
DCYF, EOHHS, Medicaid, BHDDH, RIDOH, RIDE, and other partners; supporting development of 
statewide service access and coordination infrastructure; strengthening performance monitoring and 
data transparency; and promoting family- and youth-driven system design. The role would also engage 
statewide governance bodies such as the Rhode Island Children’s Cabinet and other cross-agency 
initiatives addressing children’s health and well-being. The position would be expected to be filled by an 
individual with significant experience in children’s behavioral health policy, clinical practice and service 
delivery, systems development, and cross-agency coordination. 

While this leadership position is not required for implementation of the Consent Decree, the State 
anticipates that strengthening statewide coordination and strategic leadership for children’s behavioral 
health may further support the long-term sustainability of reforms under way across Rhode Island’s 
behavioral health system. 

Rhode Island Consent Decree Implementation Infrastructure 
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Implementation Plan 
As discussed above, the Consent Decree requires the State to partner with a consultant to implement a 
review of Rhode Island’s children’s behavioral health service system. This was completed and is referred 
to as Innovations Institute’s System Review throughout this Plan. This System Review, along with other 
planning materials, reports, and stakeholder input, informed the development of this Implement Plan. A 
final version of this Implementation Plan will be filed with the Court 14 days after it is finalized. The Plan 
will be updated periodically throughout the duration of the Consent Decree. 

Tracking Focus Population Entry and Single Point of Access 
The Consent Decree requires the State to develop and implement policies and procedures related to 
identifying and tracking the Focus Population and to provide linkages to home- and community-based 
services for youth in the Focus Population who do not require the services in the Consent Decree. 
Rhode Island has identified a need to implement a Single Point of Access to establish Rhode Island’s 
coordinated, accountable access and triage structure for children’s behavioral health. This Single Point 
of Access operationalizes the System of Care commitment to a “no wrong door,” family-driven, and 
needs-based system by ensuring youth and families experience a predictable and supported pathway 
into services regardless of entry point.  

A central goal of Single Point of Access is to ensure families seeking behavioral health services for their 
children can access the right supports without needing to contact the child protection hotline or 
entering the child and family well-being system when there are no safety or maltreatment concerns. A 
Single Point of Access creates a pathway that supports the full population of children and families 
seeking behavioral health services, recognizing that the broader population and the Consent Decree 
Focus Population are interconnected, and that early access and prevention are critical to reducing 
unnecessary system involvement.  

A Single Point of Access is not a standalone service or replacement for existing crisis or outpatient 
providers. It is the system’s organizing access and accountability layer, responsible for ensuring:  

• Access pathways are consistent across the State. 
• Routing decisions are driven by youth and family need rather than service availability. 
• Responsibility for linkage, follow-up, and continuity of care is clearly defined. 
• Families are not left to navigate fragmented systems on their own. 
• Children can access behavioral health services through community-based pathways without 

unnecessary child and family well-being system involvement. 

Single Point of Access advances Consent Decree requirements by creating clear entry pathways, 
standardized triage, and continuity of care across crisis, stabilization, and ongoing services for youth in 
the Focus Population, while also strengthening access for the broader population of Rhode Island 
children and families. 

The Single Point of Access builds upon and integrates existing behavioral health entry points and crisis 
infrastructure rather than replacing them. Current system components include:  

• 988 Lifeline: crisis support and triage 
• Kids’ Link: pediatric behavioral health triage and referral 
• Mobile Response and Stabilization Services (MRSS) 
• Hospital emergency departments and inpatient psychiatric units 
• Home- and community-based behavioral health providers and care coordination entities 
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• DCYF referral pathways for youth involved with the child and family well-being system 
• Schools, courts, Family Care Community Partnerships, and community providers 

These entities currently function as entry points, but the processes for triage, routing, and follow-up 
vary. A Single Point of Access will function as the coordination hub that aligns these entry pathways and 
strengthens community-based access so that families can obtain behavioral health services without 
needing to contact the child protection hotline or seek DCYF involvement when safety concerns are not 
present.  

The Single Point of Access model below reflects best practice standards for behavioral health crisis and 
care coordination systems as articulated in the 2025 SAMHSA National Guidelines for Behavioral Health 
Coordinated System of Crisis Care16 and the Centers for Medicare & Medicaid Services No Wrong 
Door systems framework17, which emphasize centralized triage, standardized clinical pathways, and 
continuity of care beyond immediate crisis episodes.  

The Single Point of Access will serve as an entry point. 

The core Single Point of Access components include: 

• Standardized screening and assessment process (aligned with the Clinical Assessment Tool and 
requirements of the Consent Decree) 

• Warm handoffs connecting to services and supports, including MRSS and Intensive Care 
Coordination using Wraparound 

• Family and youth engagement, elevating the family and youth’s concerns, requests, and goals 
• Coordination with hospitals, 988, MRSS, Managed Care Organizations, primary care providers, 

families, schools, and others 
• 24/7 availability through phone- and web-based interfaces 

Implementation of the Single Point of Access will include decision making related to designating the 
entity, supporting role clarification, mapping clear care pathways and referral mechanisms, aligning 
other activities of the Consent Decree (including the identification of the Focus Population and the 
implementation of the clinical assessment tool), social marketing and communications, developing 
policies and procedures, workforce development and training, data collection and reporting, and 
ensuring sustainable financing.  

The State of Rhode Island suggests phasing implementation of the Single Point of Access to ensure 
system stability, with a goal of full implementation no later than January 2030.  

Clinical Assessment Tool (Cross-Over with Focus Population) 
The Consent Decree calls for the adoption of a clinical assessment tool that will be used to “gather 
comprehensive and individualized information … and identify the goals, strengths, needs, preferences, 
and cultural factors of the child and family.” Per the Consent Decree, this tool will also be used to 
identify behavioral health disabilities that will qualify children and youth as members of the Focus 
Population following a psychiatric hospitalization or visit to the emergency department. Adding to that, 
the Innovations Institute System Review report notes the state does not have a standardized framework 
that is widely used for assessing child and youth behavioral health needs and strengths within a family 
and community context. The absence of a standardized, widely adopted assessment framework 
impedes effective service planning, referrals, and overall system coordination. 
 
Additionally, the System Review noted that assessments, clinical records, treatment and discharge 
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plans, and placement referral forms do not consistently elevate the youth and family’s goals for 
themselves, their interests, or their strengths. Additionally, referrals and reports often describe the living 
arrangement where a youth is recommended to go instead of describing a youth’s treatment needs and 
the types of interventions and services they would benefit from. The System Review recommended that 
transition planning for youth in the Focus Population should be guided by a standardized framework that 
incorporates the child’s strengths, needs, preferences, and family circumstances, and that anticipates 
service, placement, and court-related barriers early in the hospitalization. 
 
The State is reviewing the functional assessment tools that are in use among children’s behavioral 
health providers and State agencies and identifying opportunities to leverage those tools to achieve 
compliance with the Consent Decree. For example, the Child and Adolescent Needs and Strengths 
(CANS) assessment is used for many DCYF-funded services, with a plan to expand its usage to the 
Certified Community Behavioral Health Clinics (CCBHCs) beginning in October 2026. DCYF staff 
complete the CANS and a subset of the CANS known as the Level of Need tool for children in out-of-
home care. DCYF is working with the Praed Foundation18 to update the version of the CANS 
assessment that is used in Rhode Island and, with that, the Level of Need tool and algorithms used to 
identify the level of support needed for children and youth.  
 
DCYF is working to incorporate the Level of Need and the full CANS assessment tools into its 
implementation of a new Comprehensive Child Welfare Information System (CCWIS), named MARVIN, 
which will replace the current RICHIST system in late 2027. Currently, the Level of Need is completed in 
DCYF’s RICHIST system and is widely available and used by DCYF staff. However, CANS scores are 
entered into a separate statewide online portal operated by Gainwell. DCYF’s Division of Performance 
Improvement (DPI) performs data analyses using the CANS assessment scores entered by provider 
agencies, but providers themselves cannot easily access aggregate data from the portal. They, instead, 
rely on their own electronic health records for any data aggregation. Also, the Gainwell portal for the 
CANS assessment is scheduled to be decommissioned in June 2026.  
 
To support tracking and usage of the CANS and Level of Need, DCYF will be incorporating both tools 
into the new MARVIN system with full functionality for the Level of Need. Discussions are underway on 
how to make the CANS assessment as accessible and usable as possible for providers. Given the 
CANS development work that is under way, there is an immediate need to assess how the use of a 
clinical assessment tool for Consent Decree purposes may impact the post-launch, ongoing 
development of MARVIN. (See further discussion under the Data, Outcomes, and Continuous Quality 
Improvement section.) 
 
In addition to the CANS, various DCYF-funded services and other services across the state use the 
Ohio Scales for Youth assessment to support comprehensive assessment and planning, and other tools 
are in use, as well. DCYF intends to assess multiple tools for potential joint usage to achieve compliance 
with the comprehensive assessment obligation in the agreement. The frequency of tool usage may 
depend on the chosen tool or tools and who is completing the tools, but it is anticipated that they will be 
completed at regular intervals and when significant events occur. DCYF will work with its staff and with 
appropriate providers — such the CCBHCs, DCYF-funded providers, and relevant Medicaid or private 
insurance-funded services — to support the adoption and usage of the identified standardized 
assessment tools. 
  
Once operational, the Single Point of Access will facilitate access to assessments that are 
comprehensive and incorporate the state-designated assessment tools and components. These 
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assessments will be completed by independent practitioners who do not complete assessments on 
behalf of specific providers or services so that the assessments can support a conflict-free planning 
process (such as that available through Intensive Care Coordination). To achieve independent, Single 
Point of Access-facilitated assessments, DCYF plans to work with EOHHS Medicaid, the Medicaid 
Managed Care Organizations, and other health insurance plans to establish a roster of clinicians who 
can conduct assessments independently. This will involve establishing billing codes and sufficient 
payment rates and focus on ensuring that a sufficient number of appropriately qualified clinicians are 
available and able to perform the assessments in a timely manner with minimal wait time, which will be 
challenging given workforce shortages. A State management structure for these assessments will be 
needed with a streamlined process for assessments to be provided to family teams involved in planning 
and for more specialized evaluations and services to be secured when recommended through the 
assessment process.  
 
As was referenced by the System Review report, the components and information included in clinical 
assessments for children in the Focus Population can vary, and so, depending on who is completing the 
clinical assessment, there may be differing levels of readiness to use the clinical assessment tools and 
assessment format adopted. To successfully institutionalize the selected clinical assessment tool or 
tools and ensure that usage of the clinical assessment tool supports child and family decision making, 
proper identification of need, collaborative planning, and effective service delivery in the least restrictive 
setting possible, the following are necessary: 
 

• Coordination with ICC and Single Point of Access implementation — ICC planning and 
service coordination and referrals will be grounded in the clinical assessment that is completed 
by an independent clinician who is accessed through the Single Point of Access. Consequently, 
implementation and operations for the clinical assessment, ICC, and Single Point of Access are 
interdependent and implementation activities must be planned and conducted accordingly. 

 
• Buy-in from providers for the selected tool(s) — Although the CANS has been widely 

adopted for DCYF-funded services, some clinicians are critical of the assessment and believe 
the state should be using different tools. Additional tools will be reviewed to identify the tool(s) 
that best meet the needs of Rhode Island according to the psychometric properties of the tool 
(e.g., validity, reliability), the appropriateness of the tool(s) for the Focus Population (including 
specific demographic characteristics and settings), the requirements for the workforce 
completing the tool(s), time to complete the tool, and other related factors. DCYF will consult 
directly with practitioners as part of the process to select the clinical assessment tool and 
address any concerns or criticisms to the extent possible. Related, this collaborative process 
must be targeted at ensuring the selected tool supports the actual planning and treatment with 
children and families and is viewed as useful by all involved (and not just viewed as a utilization 
management or financial authorization tool or an unwarranted time burden). DCYF will work with 
practitioners and providers to help them understand why the selected tool was chosen.   

 
• A high degree of inter-rater reliability — Training and quality assurance activities must 

support fidelity to and consistency of results for the clinical assessment across individuals 
completing the tool. DCYF anticipates this will require initial and ongoing training and coaching 
on the meaningful use of the tools and any associated reporting requirements.  
 

• Designation of DCYF staff with clear responsibility for the selected clinical tool — This 
includes staff positions responsible for supporting training, data tracking, quality assurance, and 
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ongoing evolution of the clinical assessment process. 
 

• Technological support — IT systems must facilitate the completion of the adopted clinical 
assessment tool, sharing of results, and quality assurance and not create extra work for 
individuals completing the tool. 
 

• Ongoing funding for necessary training, IT, troubleshooting, and quality assurance. 
 

• A clear process to address needs identified by the assessment tool —  The clinical 
assessment must be available to providers, family teams, and others involved in supporting the 
involved children and families to address needs and build on strengths identified in the 
assessment, and an ability to ensure follow-up, specialized evaluations (e.g., substance use 
disorder assessments, psychological evaluations), when needed, must be established. 
 

• Quality assurance — As discussed below, quality assurance activities will be critical to ensuring 
that the tools are being implemented correctly and that data are being collected and used in a 
meaningful way to support youth, families, and care planning and implementation.  

 

Child and Family Teams and Care Coordination 
The Consent Decree requires the State to implement Child and Family Teams and specific types of 
care planning to support youth in the Focus Population. The State has determined that the most 
appropriate and effective mechanism for sustainably meeting the requirements of the Consent 
Decree is by implementing Intensive Care Coordination (ICC) using Wraparound. This model 
emphasizes the use of Child and Family Teams, consistent with the Consent Decree definitions and 
obligations. This section describes the State’s strategy for implementing ICC to meet Consent Decree 
requirements related to care coordination, planning, continuity of care, and home- and community-
based service delivery for children in the Focus Population. 
 
As outlined in the System Review, Rhode Island has been exploring models to provide care 
coordination and recognizes that ICC with Wraparound is the only evidence-based model for care 
coordination for children and youth with complex behavioral health needs.  
 
The Consent Decree requires the State to ensure that children with significant behavioral health needs 
receive coordinated, individualized, home- and community-based services and that transitions across 
levels of care are actively managed. ICC will serve as the State’s primary coordination mechanism 
for achieving these requirements by establishing a single accountable lead for care coordination 
and Child and Family Team facilitation. 
 
Consistent with Consent Decree expectations and national best practice, Rhode Island’s long-term 
implementation of ICC will require a Care Management Entity that is structurally independent from 
direct service delivery. A phased strategy is designed to deliberately build the infrastructure, workforce, 
and accountability framework necessary to support successful implementation of this model, which has 
been identified.  
 
Care coordination and service navigation functions currently exist across multiple parts of Rhode 
Island’s system, including: 
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• DCYF caseworkers 
• Hospital providers and discharge planning teams  
• Medicaid Managed Care Organization care coordination 
• Transition Coordinators  
• Home- and community-based Behavioral Health Providers (including but not limited to FCCPs, 

CCBHCs, Cedar, and MRSS) 
 
These activities provide an important foundation for cross-system collaboration and service linkage. 
However, coordination responsibilities are currently distributed across multiple entities without a single 
accountable structure responsible for family-driven, cross-system care planning and continuity.  
Child and Family Team practices are not consistently implemented, and coordination efforts often occur 
in parallel rather than through a unified, team-based approach. The Intensive Care Coordination model 
will complement, not duplicate, existing forms of care coordination.  

Rhode Island will implement ICC through a phased approach that prioritizes development of core 
functions and accountability for the Focus Population before finalizing the long-term delivery structure.  

Initial implementation will focus on: 

• Outlining ICC practice standards and fidelity expectations, consistent with high fidelity 
Wraparound defined by the National Wraparound Implementation Center, which includes Child 
and Family Teams and individualized care plans. 

• Identifying and contracting for the initial and ongoing training and coaching of the care 
coordinators and supervisors. 

• Establishing and aligning cross-system workflows for State agency staff, contracted 
organizations, and partners. 

• Establishing performance monitoring and quality review processes, consistent with requirements 
for high fidelity Wraparound and any requirements of the financing authority. 

• Developing and implementing sustainable financing strategies, including Medicaid authorities. 
 
During the design phase, the State will actively engage the Consent Decree Advisory Committee in 
structured co-design, including review of ICC and its proposed structural implementation, identification 
of implementation risks and strengths, and feedback on accountability structures and family-driven 
practice expectations.  

Lessons learned from early implementation will inform the development of the long-term Care 
Management Entity structure.  

Service Array and Workforce Development 
Rhode Island is committed to ensuring that children and youth with behavioral health needs are able to 
access the services they need at the right intensity when and where they need them. This is critical to 
ensuring that children and youth in Rhode Island are not psychiatrically hospitalized unless absolutely 
necessary and children are discharged from psychiatric hospitalization or residential treatment in a 
timely manner.  
 
To successfully deliver the in-home and outpatient services and supports outlined in the Consent 
Decree, various State departments must work together in an agile and cooperative manner to realize an 
integrated Children’s Behavioral Health System of Care. This effort will need to be grounded in data, 
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inspired by family voice and choice, and capable of making real-time corrections so that services are 
delivered with intensity, flexibility, and thoughtful planning. 
 
Likewise, beyond the implementation steps outlined throughout and in the Implementation Plan 
Timeline and Action Steps Table in the Appendix, the following will be needed to exit from the Consent 
Decree:  
  

• Providers and individuals involved in caring for children and youth in the Focus Population will 
need to experience reliable service delivery to generate systemwide trust that children can go to 
family settings safely with the necessary supports. Greater trust, backed by results, will help 
“reset” relationships that have been strained among multiple stakeholders. Such a reset is 
desperately needed. 

 
• The focus of service development cannot be targeted only at discharge from the hospital. Doing 

so could negatively compromise necessary improvements to the system overall and, overtime, 
lead to increases in hospitalization rates because services that can intervene early, well before 
the need for hospitalization, will not be available with sufficient quality and capacity to decrease 
hospitalizations overall. 

 
• Strong collaboration with the Court Monitor will ensure the services that are implemented are in 

line with what the Court Monitor would like to see to approve Rhode Island’s exit from the 
Consent Decree. Rhode Island will not engage in service development in a vacuum, but, instead, 
will leverage the expertise of the Court Monitor and Innovations Institute. 
 

• Ongoing funding and dedicated staffing are needed for training, information technology, 
troubleshooting, and quality assurance, in addition to funding necessary for service delivery 
itself. 

Intensive In-Home Services and Community Provider Development 
Rhode Island will need a continuum of flexible and effective home- and community-based services that 
are available without waitlists or other delays to access. The Consent Decree lays out a range of 
community-based services that must be provided to youth in the Focus Population, including the 
following:  
  

• Intensive in-home services, including in-home mental health services, family stabilization and 
prevention, parent skills-building, youth support, developmental disability services, and foster 
and kinship home support 

• Co-occurring substance use and mental health treatment 
• Crisis response and stabilization 
• Respite 
• Family peer support  
• Psychiatric services and medication management 

  
The State is collaborating with Innovations Institute, the Medicaid Managed Care Organizations, 
providers, individuals with lived experience, and other stakeholders to comprehensively assess the 
current system, identify what services and supports are currently provided and what needs to be added 
or bolstered, build necessary capacity, and make access easier. Initial findings of a comprehensive 
needs assessment of the children’s behavioral health service array are anticipated by the end of State 
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Fiscal Year 2026. This will support the State to develop, expand, or otherwise adjust services in a 
manner that builds on existing Children’s Behavioral Health System of Care work. 
  
To establish a children’s behavioral health system truly capable of preventing hospitalizations and 
unnecessary, deeper system involvement, Rhode Island must address fragmentation and integrate the 
service array across funders, link the service array with the Single Point of Access, use a standardized 
clinical assessment to identify needs and acuity levels, map services to acuity levels, empower Child 
and Family Teams to guide individual planning and choice on services that would be most appropriate, 
and implement care coordination for children and families struggling with complex behavioral health 
needs. The State will not be able to exit the Consent Decree without integrating an appropriate and 
accessible service array into a coherent framework for assessing and planning that is family-driven and 
responsive to the individualized needs of children and families.  
 
The System Review made many observations and recommendations regarding the home- and 
community-based service array. In particular, they recommended conducting a care pathway analysis 
that maps the process by which children are assessed and access services and supports; defining and 
maintaining a unified description of the children’s behavioral health service array; and prioritizing 
“sustainable development and implementation of key home- and community-based services and, to a 
lesser extent, residential interventions, to provide specialized and intensive care and treatment for youth 
with co-occurring substance use disorder treatment needs, co-occurring mental health and intellectual 
and developmental disability treatment needs, current or past aggressive behaviors, and concerning 
sexual behaviors, as well as for youth who have experienced trafficking.” 
 
The System Review noted that stakeholders feel there is a “strong core service array” that is supported 
through DCYF, and providers have critical expertise and have “worked hard to meets the needs” of 
children and youth involved with DCYF. At a high level, the family-focused home-based services that 
are funded and supported through DCYF can address many presenting needs of the youth in the Focus 
Population. However, the System Review indicated overarching challenges exist:  
  

• It can be confusing for families, providers, and even DCYF staff members to navigate service 
access and to know how best to identify the right entry points when services are needed. This is 
exacerbated by the parallel service delivery pathways among the DCYF-funded array, Medicaid 
Managed Care Organization services, and the Certified Community Behavioral Health Clinics. 
These pathways are often experienced as disconnected from one another, which can lead to 
disjointed and uncoordinated service delivery and problems accessing services.   

 
• Despite the array of services available, there are critical gaps in home-based services for 

specific populations, including youth with aggressive behaviors and/or co-occurring 
developmental disabilities, youth who are victims of or are at risk for sexual exploitation, youth 
who have chronic elopement, and youth in need of intensive substance use treatment. 
Furthermore, shortages and waitlists exist, often due to workforce challenges, for certain key 
services. 
 

• An aversion may be present to having youth go to family settings when significant risk is 
perceived, because youth are viewed as safer in hospital or residential settings. Related, 
confidence does not always exist that home-based services will be able to manage risk and 
prevent rehospitalization, even though children and youth often have much better outcomes 
when they can be supported in family settings, instead of institutional care. 
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While the CCBHCs provide services that are mandated through the Consent Decree, they must serve a 
broad population and may not always have the expertise or be the most appropriate provider to address 
the individualized needs of the children and youth in the Focus Population. Additional work is needed to 
integrate the CCBHC services into the larger System of Care in a manner that allows services to 
complement each other across the DCYF-funded, Medicaid Managed Care Organizations and Certified 
Community Behavioral Health Clinic continuum.  

Medicaid Rate Changes 

DCYF has been partnering closely with EOHHS/Medicaid to establish uniform rate setting and direct 
billing into the State’s Medicaid Management Information System (MMIS) for DCYF residential and 
home-based services. The rate-setting initiative is seeking to create standardized rates for similar 
services based on a uniform rate setting methodology. Using the formally determined rates, providers 
will bill services directly into the State’s Gainwell-operated MMIS portal. This comprehensive rate-
setting initiative is necessary to comply with federal Medicaid rules and to maintain long-term 
sustainability for payments. At the same time, the initiative presents risks that the State is working to 
mitigate, including the following: 
  

• Providers are at different levels of readiness for direct billing. Many providers already direct 
bill into the Gainwell system for services outside of the DCYF-supported array and are well 
positioned to direct bill the services included in the rate-setting initiative. Other providers, 
however, have not direct billed previously and do not have the electronic health records, staff 
expertise, or existing procedures to support direct billing. 

 
• Rate decreases could lead to the loss of services. As part of the rate-setting process, a 

uniform methodology is being used across all services. It is likely many services will receive rate 
increases, but some services may receive lower rates. Because rates overall have not increased 
since 2024, rate decreases may force some services to cease operation or could further 
exacerbate existing workforce shortages and lead to reduced availability for some services.  

 
• The administrative burden for billing will increase. Currently DCYF-supported services are 

billed to DCYF. Through the rate-setting initiative, Medicaid and non-Medicaid portions of rates 
will be billed separately to Gainwell and DCYF, respectively, with DCYF continuing to reimburse 
for the full cost of services to non-Medicaid eligible individuals. This process, though necessary, 
will add to the complexity and staff time required to complete billing. 

  
The Medicaid rate-setting initiative is essential to the federal claiming needed to fund services at the 
center of the Consent Decree. Consequently, the State is actively working with providers to address 
concerns and risks raised by the project. 

Substance Use Disorder Services Integration 

BHDDH, in its role as the State’s Co-Single State Authority for substance use prevention, treatment, and 
recovery, is responsible for coordinating statewide policy, planning, funding, and oversight of substance 
use disorder services across the lifespan. Pursuant to Rhode Island General Laws and federal 
Substance Use Prevention, Treatment, and Recovery Services Block Grant requirements, BHDDH 
ensures comprehensive, evidence-based prevention, treatment, and recovery services are accessible, 
clinically appropriate, data-informed, and integrated across State systems. BHDDH is responsible for 
coordinating the substance use prevention, treatment, and recovery components of the State’s 
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implementation plan. BHDDH’s role includes expanding treatment capacity, strengthening community-
based services, ensuring timely access to assessment and treatment, supporting interagency 
coordination, and maintaining oversight of licensed and contracted behavioral health providers serving 
adolescents. 

BHDDH has implemented multiple strategies to support the State’s compliance with the Consent 
Decree and to strengthen coordination between State agencies and providers. 

• BHDDH maintains ongoing coordination with DCYF, EOHHS, and the Office of the Child 
Advocate through regular interagency planning and implementation meetings. These meetings 
support system alignment, identify service gaps, and ensure coordinated implementation of 
system improvements. 

 
• BHDDH has established clinical consultation support for DCYF staff, including weekly clinical 

office hours staffed by adolescent substance use clinical leadership. These consultations 
provide technical assistance on complex cases, assist with appropriate service placement, and 
support care coordination for youth transitioning from higher levels of care, including out-of-
state placements. 
 

• BHDDH has facilitated improved access to timely substance use assessments by connecting 
DCYF staff with licensed providers capable of conducting assessments within 24 hours. It 
continues to work with DCYF leadership to ensure staff are aware of available services and 
referral pathways. 
 

• BHDDH and DCYF are jointly developing enhanced assessment and placement protocols using 
standardized American Society of Addiction Medicine criteria to ensure youth are placed in the 
least restrictive, clinically appropriate level of care. It will continue to collaborate on system 
planning, including a statewide adolescent service needs assessment to identify future capacity 
needs. 
 

• BHDDH will also ensure public visibility of available treatment resources, including integration of 
new residential programs into the State’s behavioral health resource tracking system. 

Discharge and Transition from Hospital to Community 
When a child or youth in the Focus Population is admitted to Bradley Hospital or any other inpatient 
psychiatric setting, successful transitions require coordinated planning with DCYF, youth, families, 
hospital treatment teams, home- and community-based service providers, and residential intervention 
settings.  

Effective discharge and transition planning is crucial to prevent unnecessary extended hospitalization 
and to reduce reliance on institutional care. As noted in the System Review, discharge planning for 
children and youth with prolonged psychiatric hospital stays was described as resource-intensive and 
reliant on factors beyond the control of hospital staff or DCYF staff with primary responsibility for 
planning with children and families. Furthermore, there are noted gaps in service availability and out-of-
home placement options, as well as with DCYF referral practices, which are limited by the availability of 
real-time placement options that match the needs of individual youth and by a lack of a family team 
model. 

To address these systemic barriers and ensure accountability across agencies, the Consent Decree 
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mandates that DCYF facilitate timely discharge to the least restrictive, most integrated setting 
appropriate to each child’s needs, with the necessary in-home and community-based services and 
supports in place. 

DCYF is committed to ensuring that children and youth experience safe, timely, and family-centered 
transitions from inpatient psychiatric settings to appropriate community-based care. Consistent with 
both this commitment and the requirements of the Consent Decree, DCYF has established the 
Transition Coordinator role to strengthen discharge planning and cross-system collaboration. 

The Transition Coordinator is responsible for initiating early discharge planning upon admission, 
identifying and addressing barriers to discharge, and coordinating care across hospital, community-
based, and residential service systems throughout the hospitalization. This role ensures structured, 
proactive transition planning that centers the voice of children, youth, and families while promoting 
timely movement to the least restrictive, most integrated setting. Discharge planning begins at the onset 
of hospital admission, with the goal of developing a comprehensive plan that supports timely transition, 
while ensuring the safety and well-being of the child. The Transition Coordinator begins to develop a 
written transition plan upon assignment.  

The transition plan is developed with the child, family, primary service team, hospital team, and involved 
service providers. This plan is finalized upon the child’s discharge from the hospital. 

DCYF initiated development of the Transition Coordinator Unit (TCU) before completion of this 
Implementation Plan to demonstrate both its commitment to children, youth and families and its 
adherence to the requirements of the Consent Decree. The Transition Coordinator Unit comprises five 
Transition Coordinators and one Transition Coordinator Supervisor. 
 
The TCU leadership and staff are trained in the FOCUS Model, which is an evidence-informed care 
coordination and planning practice. FOCUS is a time-limited care coordination model designed to 
support reduced system involvement while working to build connections and supports for families 
through community-based resources. It is intended for youth with less complex needs who are system-
involved and at risk of deeper or multi-system involvement and whose challenges exceed the resources 
of a single organization. Although the Transition Coordinators are not implementing FOCUS in full, 
DCYF leadership identified the importance of providing the TCU with specific training and supports 
informed by best practices. The leadership of the TCU completed the full FOCUS Intermediate Care 
Coordination Training series. 

The Transition Coordinator Unit leads family and youth-focused collaborative efforts with children, 
families, and providers to ensure that children who are admitted to psychiatric hospital settings 
transition safely and timely to appropriate community-based placement. The TCU focuses specifically 
on the hospital-to-community transition, partnering with families, hospital treatment teams, and 
community providers to actively plan individualized, least restrictive interventions.  

Transition Coordinators elevate the voices of youth and families throughout the discharge and transition 
process. Their roles are clearly defined and differentiated from those of DCYF Primary Service Workers 
and other members of the Child and Family Team. As the Children’s Behavioral Health System of Care 
evolves under the Consent Decree, the Transition Coordinator Unit’s role and functions will adapt to 
align with system changes and emerging best practices.  

DCYF will standardize early and proactive transition planning for children admitted to psychiatric 
hospitals. Effective hospital discharge and transition planning will require updates to DCYF’s residential 
intervention referral policy and practice. The DCYF Department Operating Procedure (DOP) for the 
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Transition Coordinator Unit was developed before completion of this Implementation Plan. It will be 
refined throughout the duration of the Consent Decree to reflect evolving practices and system 
changes. Transition Coordinators will receive supervisory support, training, and coaching to ensure 
fidelity to the model and continuous quality improvement.  

Therapeutic Foster Care 
Rhode Island’s therapeutic foster care system is a critical component of the continuum of care. A strong 
therapeutic foster care system: 

• Prevents youth from remaining in restrictive settings longer than clinically necessary. 
• Supports continuity across placements and settings. 
• Reduces disruptions and re-entries into higher levels of care. 
• Expands equitable access to family-based care. 

 
DCYF holds six private agency therapeutic foster care contracts spanning over eight agencies. As 
described above, despite partnering with eight agencies, Rhode Island continues to experience 
challenges with sufficient therapeutic foster care capacity for youth. These challenges include 
recruitment and capacity gaps (e.g., misalignment between the needs of the youth and the available 
homes that can support their needs) that lead to additional challenges in other parts of the system.  

Additionally, there are ongoing challenges related to resource homes declining to accept youth, 
sometimes due to insufficient information at referral, a mismatch between the needs of the youth and 
the skills of the resource family, concerns about household dynamics and existing youth in the home, 
and 30-day placement change requests. Moreover, youth discharging from hospitals or residential 
interventions may have complex clinical and support needs that appear in family settings after 
discharge, absent the same level structure and supervision within the residential or hospital settings.  

Quick transitions, limited preparation, and communication gaps increase stress on resource families 
and increase risk of placement disruption. Finally, placement success depends on alignment among the 
youth’s clinical, behavioral, developmental, and educational needs; the resource family’s experience, 
training, natural supports, and strengths; and the composition of the household, including other youth in 
the home and resources to meet the youth’s needs.  

DCYF is working, in partnership with the private therapeutic foster care agencies, to implement 
strategic changes to address these needs, including: 

• Strengthening statewide recruitment collaboration, training, and licensing  
• Improving matching and referral processes 
• Providing targeted training and support 
• Support transitions for youth from hospitals and residential interventions 
• Developing specific capacity to support youth with intellectual and/or developmental disability 

treatment and support needs  

Mobile Response and Stabilization Services 
Mobile Response and Stabilization Services (MRSS) — a required service through the Consent Decree 
— is a crisis intervention model tailored to children and youth and their families, designed to deliver 
immediate, in-person support to children and youth experiencing a behavioral or emotional crisis. 
MRSS adopts a family-systems approach to address distress in children and youth and their families or 
caregivers, recognizing the developmental needs of children and youth, including those with 
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developmental disabilities; the critical role of families or caregivers; and the importance of preventing 
out-of-home placements or the removal of children and youth from their school and community. MRSS 
collaborates with child- and family-serving systems, including schools, courts, the child and family well-
being system, juvenile justice, and community supports, that share responsibility for supporting children 
and youth. 
 
As part of a high-quality children’s crisis continuum that is culturally and linguistically competent, MRSS 
works to maintain the safety of children and youth in their homes, communities, and schools whenever 
possible. 
 
MRSS teams consist of mental health professionals and paraprofessionals trained to support children 
and youth and their families during crises. This service delivery model aims to prevent (1) unnecessary 
reliance on emergency departments or acute care services, (2) out-of-home placements or placement 
disruptions, and (3) involvement in the juvenile justice system. According to MRSS best practice, youth 
and families define the crisis — not professionals or third parties — and MRSS follows a “just go” 
approach. In doing so, MRSS seeks to de-escalate and resolve crises before more restrictive and costly 
interventions are needed, while ensuring connections to essential services and supports. 
 
MRSS is currently delivered via CCBHCs across the state, except for the East Bay region, where MRSS 
is delivered via limited grant funding. As shown in the diagram below, changes are being implemented 
to support the establishment of MRSS as a fully standalone service as of October 1, 2026, and to 
ensure statewide access for all children and youth. Per statutory requirement, MRSS will be delivered 
via Medicaid State Plan Amendment authority and via DCYF licensure and oversight. MRSS will 
continue to be a required service of CCBHCs.  

 

 
 
 
An Interagency Crisis System Planning team made up of representatives from DCYF, EOHHS/Medicaid, 
and BHDDH meets weekly to discuss policy and program decisions in alignment with the broader care 
continuum and other crisis response systems. This planning includes alignment with 988 infrastructure 
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development with mobile crisis capacities (call routing, warm handoffs, and data sharing). 988 will serve 
as a critical access point for MRSS while the Single Point of Access is developed.   
 
As Rhode Island seeks to strengthen access to high quality MRSS consistent with national best practice 
standards and in compliance with the Consent Decree, there are a number of activities under way:  
 

• Establishment of clinical and operational oversight of MRSS within DCYF as the licensing and 
children’s behavioral health authority, with collaboration from EOHHS/Medicaid and BHDDH 

 
• Data collection and reporting efforts, including:  

o Alignment with the EOHHS Data Ecosystem data collection, analysis, and reporting 
processes 

o Development of qualitative evaluation processes including families and youth 
o Collection of longitudinal data and tracking to measure systemwide impacts of MRSS 

delivery (i.e. reduction in emergency department visits for behavioral health needs, 
reduction in utilization of out-of-home placements, increased referrals from community-
based organizations and schools, etc.) 

 
• Development by DCYF with Innovations Institute of guidance and requirements of appropriate 

and adequate training for the MRSS model 
 

• For non-MRSS providers and community members, development of guidance and support in 
understanding the model, how to refer to the service, and what to expect 

 
• For 988, further strengthening of training on the MRSS model, call routing and warm hand-off 

protocols so that 988 can appropriately handle youth or family calls they receive (988 is already 
facilitating warm handoffs but the state will continue to work with 988 to improve the process); 
practice development with 988 will follow MRSS national standards and be grounded in youth 
and caregiver defined crises and a “just go” approach 

 
• Integration of the Single Point of Access, once established, with MRSS as the promoted access 

point for MRSS 
 

• Planned expansion of warm handoff MRSS capacity to include other telephonic hotlines that 
youth or families in crisis might contract (e.g., Kids’ Link, the state child abuse hotline) 

 
• Structured opportunities for community member participation and partnership with RIDE, local 

school districts, community providers, hospitals, and other involved partners at all stages of 
MRSS implementation (regulations, State Plan Amendment, rate setting) 

Residential Interventions 
Through the Consent Decree, the State is required to provide an array of community-based services 
with the capacity and sufficiency necessary to support children and youth in the least restrictive setting 
possible. Residential interventions are not specifically named in the Consent Decree, but, as a crucial 
part of the community-based service array, they provide care and treatment when a youth’s needs 
exceed what can be supported in a family setting due to the intensity or frequency of the behavioral 
health treatment and supervisory needs of the youth. 
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Rhode Island seeks to ensure there is a sufficient continuum of in-state residential care; adequate, 
sustained funding mechanisms; and an effective referral process based on youth and family voice and 
choice and proper matching of services to needs. This in-state capacity is relevant to multiple 
provisions in the Consent Decree, including the requirement that “Any child that is discharged from 
Bradley Hospital to a setting that is not in a family home or community setting will continue to receive 
care coordination and transition coordination services to transition the child to a family home or 
community setting with Community-Based Services.” (¶44). 

Currently, Rhode Island has an array of in-state residential intervention programs that include 
assessment and stabilization centers; group homes; semi-independent living programs for older youth; 
residential, campus-based programs with onsite schooling; and programs for specialized populations, 
such as youth with developmental disabilities or other needs.  

At the same time, openings for in-state residential programs can vary, but many programs have 
operated at close to full operational capacity since the COVID pandemic. DCYF has identified that a 
number of youth no longer require placement in residential settings for treatment purposes and cross-
divisional workgroups have focused on transitioning youth to family settings. These efforts to discharge 
youth from residential care to family settings are critical, because, as Innovations Institute noted, youth 
with longer lengths of stay in residential programs often have worse outcomes, and prolonged stays 
take up capacity that would otherwise be used by youth who do need residential treatment. 

Residential referral staff often struggle to match youth to the most appropriate residential program for 
several reasons, including the lack of open and available beds or timely interviews or referral reviews. 
This has spillover effects that lead stakeholders to complain that referrals are sent too widely or to 
programs that may not be able to provide the intensive level of care, treatment and support that a youth 
may need, while residential referral staff are under concerted pressure to get youth out of hospitals as 
quickly as possible — leading some staff to feel that they are in a “no-win situation.” The System Review 
recommended that DCYF update its residential placement referral policy, forms, documentation, and 
tracking processes and use a transitional planning tool to help with consistent assessment of a youth’s 
readiness to transition from hospitals and residential interventions, even when all treatment goals may 
not have been completed. With this, DCYF plans to work with residential providers to improve the 
referral process and clarify expectations for both involved DCYF staff and providers. 
 
When appropriate in-state residential options are not available, a youth may be admitted to an out-of-
state residential program. These admissions can often take many months to arrange, causing youth to 
remain in the hospital for extended periods. Most of the programs to which DCYF refers to are in 
Massachusetts, and, as of the beginning of February 2026, only one youth involved with DCYF was in a 
residential treatment program outside of New England. Nonetheless, even when a program is in New 
England, lengthy travel distances can make family visiting, family-focused treatment, and discharge 
planning difficult. Also, youth can have significant setbacks when they transition from highly structured, 
institutional settings into community or family-based settings without a high degree of preparation, 
continuity, and support. 

Ongoing stakeholder discussions, internal DCYF improvement efforts, and the Innovations Institute 
System Review identified additional challenges: 
 

• There are concerns about youth who frequently run away from programs, but the response to 
these youth is often to move youths farther away to more restrictive programs. In-state 
residential programs that provide “elopement”-specific support to help youth make treatment 
progress and learn how to reduce problematic behaviors in the communities where they will live 
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long-term are needed. More restrictive settings often do not help youth reduce behaviors when 
they leave programs. 

• More creative and flexible treatment is necessary, instead of employing increased physical 
restrictions that often exacerbate trauma responses and are contrary to adolescent 
development. 

• More restrictive and “safer” residential interventions are often emphasized for youths leaving the 
hospital, instead of working to develop comprehensive plans to support youth at home, even 
though youths often have much more positive, long-term outcomes in family settings. 

• Youth and family choice and their goals for themselves may be missing from treatment planning. 
Assessments, treatment and discharge plans, progress notes, and placement referral forms do 
not consistently incorporate youth and family goals and preferences, interests, or strengths. 

• Related, the residential referral process is not connected with formal Child and Family Teams 
and may not reflect any input from children/youth. As DCYF implements Child and Family 
Teaming, the decisions made as part of that teaming process will need to drive the residential 
referral process. 

• Residential referral information may be incomplete or inconsistent, which can prevent programs 
from accepting a youth when they are not provided with a complete picture, including the 
youth’s strengths and the progress that has been made. Primary casework staff often cannot 
obtain required information. However, as Innovations Institute pointed out, supervisors may not 
be reviewing referral information before it is submitted. 

• Waitlists exist for key in-state residential capacity, including programs for youth with 
developmental disabilities, residential campus-based programs with onsite education, and 
programs for older youth with complex, persistent mental health conditions, involvement with 
sex trafficking, and/or potentially aggressive behaviors. Programs for youth with co-occurring 
substance use treatment needs and other conditions are also needed and are covered in the 
Implementation Plan. 

• The RICHIST system, Rhode Island’s current Statewide Automated Child Welfare Information 
System, does not support tracking for referrals, time to a disposition, or reasons for acceptance 
or denial, which hinders information sharing for referrals and follow up with providers on the 
referral process and creates substantial extra work that could be avoided with technology 
solutions. The next generation Comprehensive Child Welfare Information System (CCWIS), 
which will be named MARVIN, is expected to help considerably once fully operational. 

• The language used to describe youth is not consistent with best practices and core system 
values. Innovations Institute, for example, has recommended moving away from the use of the 
term “AWOL,” which originated within a military context and does not reflect dynamics involving 
children who may suffer from trauma and other concerning mental health conditions. 
Furthermore, referrals and assessments often describe the general level of care that is being 
recommended for a youth, instead of the specific treatment and supports that a youth needs. 

• The Children’s Behavioral Health Family Navigation process must be strengthened. The Family 
Navigation Unit provides residential treatment to children and families who do not wish to share 
decision making with the Family Court and for whom no abuse and neglect has occurred. The 
Family Navigation Unit operates completely independently from DCYF’s child welfare and 
juvenile justice operations and involvement with the Family Navigation Unit is voluntary. The 
initial eligibility determination and referral process, however, can take time to secure residential 
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admissions for youths, which can result in extended hospital stays, and lines of responsibility 
among DCYF’s Family Navigation and child and family well-being units is not always clearly 
delineated. 

Significantly, while many other states housed youth in state offices or hotels during the extended period 
following the COVID pandemic, DCYF and the provider community in Rhode Island worked assiduously 
to prevent any youth from having to be cared for overnight by State staff in either a State office or a 
hotel. The collaboration, problem-solving, and dedication that was necessary to prevent youth from 
staying in State offices represents a substantial strength for the Rhode Island child and family well-being 
and children’s behavioral healthcare system. 

Moving forward, achieving improvements to the residential intervention continuum in state to ensure 
that children and youth leave the hospital in a timely manner and do not need to go out-of-state for 
necessary treatment is going to require prolonged coordination among State departments, providers, 
Family Court and families. In addition, the following supports and resources will be critical:  
 

• When a child requires residential intervention, there is a need for collective buy-in to 
serve youth in community-based residential programs instead of large residential 
facilities, including out-of-state. When youth present with challenging and concerning 
behaviors and mental health needs, out-of-state residential care can be viewed as safer and 
better able to meet youth treatment needs. Successful family treatment, skills building and family 
visiting are often not possible with out-of-state providers, and many in-state providers are able to 
meet the complex needs of youth, especially with program enhancements and individualized 
approaches to care. DCYF and the state must work with all stakeholders collaboratively to 
generate buy-in for caring for youth in state. 
 

• Ongoing sufficient funding for intensive in-state care. The State has made important, sizable 
investments in residential care at the new Exeter residential treatment facility and through 
purchasing the Fruit Hill Ave. campus to develop a psychiatric residential treatment facility. The 
State believes these investments will yield significant improved outcomes for youth, but 
sustained, adequate funding for the whole residential network is necessary. 
 

• Implementation of continuous quality improvement activities. The State and providers need 
to jointly identify and implement improved residential best practices that can be delivered 
flexibly according to youth needs and strengths, and DCYF is in the process of fully 
implementing residential monitoring. DCYF will need to partner on the collection and use of data 
to support care planning and ongoing transitions. The type and frequency of specific clinical and 
behavioral supports that are provided will need to be reported and tracked to better understand 
the needs of youth and impact of services on outcomes, as well as to justify sustained funding 
for high quality care.  

Data, Outcomes, and Continuous Quality Improvement 
Throughout this Implementation Plan, the State has articulated areas where it seeks to strengthen its 
data collection on process and outcomes to support continuous quality improvement. This section 
details some of the specific components of this approach, in addition to what has been outlined above 
and in the appendices.  
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Baseline Data Report 
Pursuant the Consent Decree, the State developed and published a Baseline Data Report on the Focus 
Population in July 2025. The director of the Executive Office of Health and Human Services Ecosystem, 
the Ecosystem data analysts, and the data stewards from each of the Executive Office of Health and 
Human Services agencies established a workgroup to leverage the Ecosystem data and merge data 
specific for the analysis conducted to meet the Consent Decree. The workgroup met two to four times 
per month to develop the Baseline Data Report that met Consent Decree requirements. The Baseline 
Data Report was completed on July 7, 2025, posted on the DCYF website July 20, 2026, and presented 
to the Consent Decree Advisory Committee. 

The report has been used to inform ongoing planning as well as the System Review and the Monitor’s 
initial reporting. It serves as a strong template for ongoing data reporting and provides a foundational 
understanding of the Focus Population to support identification, tracking, and support for this 
population.  

Quality Assurance and Performance Improvement 
The purpose of this section of the Implementation Plan is to outline the State’s plan to further expand 
the current research, evaluation, and continuous quality improvement system to monitor the State’s 
augmentation of the children’s behavioral health system for the Focus Population. In step with the 
enhanced children’s behavioral system, an investment in the expansion of enterprise-wide data, 
personnel, evaluation, and continuous quality improvement resources that inform practice, policies, 
programs and procedures will need to occur. Such a system will allow for ongoing monitoring and 
evaluation to ensure the behavioral health system is optimizing overall well-being and quality of life 
equitably for all Rhode Island families.  

Beyond data collection and reporting of key performance metrics, the team will conduct analyses to 
inform and optimize system design efforts. Among the many research questions and outcomes the 
Department will address are: 
 

• What factors predict psychiatric hospitalizations? 
• What factors predict length of time in psychiatric hospitalizations? 
• What factors predict stepdown from psychiatric hospitalizations? 
• What factors predict psychiatric hospitalization readmissions? 
• What factors are associated with timely services and supports in place? 
• What factors are associated with well-being outcomes as measured by Department 

assessments? 
 
DCYF performed the analysis for these research questions and informed practice, however the analysis 
was limited to DCYF data. The implementation of a State behavioral health data system can account for 
a greater amount of the explained variance as to the underlying factors contributing to psychiatric 
hospitalizations. Greater understanding of these contributing factors will install tailored and acutely 
sensitive interventions effective in producing optimal well-being outcomes equitably across populations. 
 
The Consent Decree identifies a Focus Population for the purposes of the decree. The efforts made to 
provide a behavioral health system for the Focus Population will fundamentally establish an enhanced 
integrated data and continuous quality improvement foundation for future populations beyond the 
scope of the Consent Decree. 
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The State of Rhode Island’s core infrastructure supporting implementation of evaluation, monitoring, 
and continuous quality improvement activities is Executive Office of Health and Human Services 
(EOHHS). Central to this infrastructure is the EOHHS enterprise-wide data system, which includes the 
Ecosystem. The Ecosystem integrates selected data from EOHHS agencies (not all data are included) 
and operates under a formal data governance structure. Each State agency designates a data steward 
who serves as a member of the governance body and participates in standing governance meetings. 

The EOHHS data system is an integrated data system used to combine data from agencies’ respective 
data systems. For the Consent Decree Baseline Data Report and ongoing monitoring, data analysis, and 
reporting, the EOHHS data system, which includes the Ecosystem, provides the foundation for 
monitoring the Focus Population and the ongoing behavioral health system implementation. The data 
system enables secure data merging and storage and allows for incorporation of more complete 
demographic variables, including race, ethnicity and age, than individual EOHHS agency data systems.  

During implementation of the Consent Decree and beyond, additional data from the EOHHS agencies, 
as well as behavioral health service providers, will be included in an enterprise-wide behavioral health 
data and monitoring system to support overall continuous quality improvement and assessment of 
equitable family and system outcomes. Under the Ecosystem, data sharing agreements exist that will 
allow for comprehensive data analysis from the EOHHS agencies’ data systems, including contracted 
data systems by the EOHHS agency for the agency’s respective data collection process. This data will 
be analyzed on a regular basis and reported via various channels including the QA Advisory Committee, 
reports published on the DCYF and/or EOHHS website, and existing partner feedback loops, among 
others. As part of the continued development of the behavioral health system, procedures and 
processes as any new data currently not in or used in the EOHHS data pertinent to the State’s children 
behavioral system will be incorporated as appropriate to ensure effective and efficient data flow and 
management, promoting timely and ongoing system feedback. 

The DCYF Division of Performance Improvement consists of two units:  

• Data Analytics, Research and Evaluation unit: Epidemiologists, assistant chief of planning and 
executive assistant  

• Case Review unit: Assistant chief of planning, program service officers, social service analysts, 
and word processing typist 

Given the essential evaluation and continuous quality improvement needs for the expanded behavioral 
health system, anticipated resources involve additional staff to allow for timely data analysis and 
reporting to leadership on child, family and system outcomes. The Division of Performance 
Improvement has a robust research, evaluation, and continuous quality improvement system and 
feedback loop, including: 

• Quarterly active contract management meetings among DCYF’s Division of Performance 
Improvement, Contracts, division\program leadership, and contracted providers, which include: 

o Family Care Community Partnerships: DCYF prevention focused home-based 
providers 

o Home-based services providers: Providers for families open and active maintained 
within their homes with DCYF caseworker case management 

o Therapeutic foster home providers 
o Residential intervention providers 
o Partner feedback systems, including but not limited to DCYF Child Welfare Advisory 

Committee (includes youth, parents with lived experience, foster families, providers, state 
agencies etc.) 

Case 1:24-cv-00531-JJM-LDA     Document 16     Filed 06/01/26     Page 53 of 98 PageID #:
247



53 
 

• Quarterly active division management meetings with each DCYF division leadership and staff 
• Department-wide monthly data and evaluation meetings 
• Data presentations and support for DCYF’s Child Welfare Advisory Committee. 

This infrastructure will be leveraged to incorporate a feedback loop for the behavioral health data 
analysis and monitoring of the Focus Population as well as future expansion to child populations beyond 
the Focus Population.   

 
The Division of Performance Improvement uses a public health model to children’s well-being that 
applies two core public health frameworks 1) Primary, Secondary, and Tertiary Prevention Framework 
and 2) Social-Ecological Model. These two public health frameworks form the paradigm in which child 
well-being is approached, allowing for a focus on prevention and the impact of societal systemic factors 
and social determinants of health on children, family, and communities.  

The Continuous Quality Improvement Framework is employed across the child and family well-being 
system at the society, system, interorganizational, organizational, family and individual level. The 
strength of this approach is consistent with the existing best practice approach to monitoring trends and 
conducting deep-dive research to understand the underlying factors to the problem and observed 
outcomes. 

Research and Evaluation and Continuous Quality Improvement Framework 

 
 
 

BHDDH collects data in its Behavioral Health On-Line Database (BHOLD) for the Department’s licensed 
agencies. BHOLD is a program enrollment-based system. Agencies must report data for all individuals 
served, regardless of insurance or any other factor. This data (e.g., basic demographics, social 
determinants of health, diagnoses, comorbid conditions, etc.) are used to satisfy several Substance 
Abuse and Mental Health Services Administration reporting requirements, including Treatment Episode 
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Data Set for substance use disorder programs, the Basic Client Info for Mental Health, and several 
block grant reports. 

Quality Assurance Committee 

Per the Consent Decree, a Quality Assurance Committee was established in October 2025. The mission 
of the Quality Assurance Committee is to review data on a quarterly basis to inform and provide 
feedback on implementation of the children’s behavioral system reforms required under the Consent 
Decree. The committee identifies the intended positive impacts, where midcourse corrections are 
needed, and additional data necessary to support optimal child, family, and system outcomes. The 
committee is composed of a diverse group of members representing EOHHS and its agencies, 
including researchers and data analysts, DCYF program staff, providers, and partners with lived 
experience including youth and foster parents.  

Quarterly Data Reports 

Quarterly reports will include ongoing updates to the Baseline Data Report, as well as additional data 
referenced in the Consent Decree and Court Monitor’s monitoring report. The quarterly data reports will 
consist of both quantitative and qualitative measures. The quantitative measures will consist of data from 
the Ecosystem and EOHHS agencies, along with other entities as needed. Summary qualitative 
measures will derive primarily from Quality Service Reviews. Since 2018, DCYF has had a child welfare 
case review system that reviews a random sample of cases using a uniform assessment tool to collect 
qualitative and quantitative data across safety, permanency, and well-being domains.   

Quality Service Review 
Per the Consent Decree, the Court Monitor will establish a Quality Service Review system and conduct 
case reviews on the Focus Population with the goal of training and transitioning this function to DCYF. 
The DCYF case review team will collaborate with the Court Monitor regarding the review instrument and 
the case review process. The Quality Assurance Committee is prepared to support this process prior to 
and after the State assumes responsibility for this function.  

The State’s EOHHS data system requires further development and expansion to comply with the 
Consent Decree requirements and a level of scalability that can comprehensively and effectively 
monitor the State’s behavioral health system beyond the Focus Population to all Rhode Island families. 

The data system’s augmentation will require enhanced integration of EOHHS data and external entity 
data, such as clinical data and service provider data, frequent and ongoing data merging, data quality 
checks, analysis and, at minimum, quarterly data reporting.   

An essential ingredient to achieve the expansion, ongoing performance, monitoring and feedback loops 
is a robust workforce staff, including data analytic staff within DCYF.  

Strategies to address and mitigate these challenges include a phased-in approach of data collection, 
integration and analysis and ongoing monitoring and reporting to inform the behavioral health system 
for the Focus Population, as well as scalability to all Rhode Island children. The data, processes, and 
mechanisms generating the Baseline Data Report will serve to produce quarterly reports that inform the 
behavioral health system implementation. Interim processes will continue to be executed to incorporate 
iterative data elements as a streamlined electronic mechanism is fully implemented. Among interim 
processes are: 

• Excel workbooks to track the hospital transition coordinator clinical and process data 
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• Excel workbooks submitted by DCYF-contracted providers on program censuses (capacity and 
utilization) 

• Excel workbooks submitted by crises mobilization providers to the Ecosystem 
• DCYF static dashboards 

Identification and Assessment (Cross-Over with Focus Population) 
As noted in the sections above, DCYF and partners will be identifying the youth in the Focus Population 
and supporting them to receive timely and comprehensive assessments, consistent with the Consent 
Decree. The strategies outlined throughout this Plan will strengthen DCYF’s ability to support the Focus 
Population without delay and support them to receive comprehensive care that best aligns with their 
needs, strengths, and goals.  

Rhode Island is elevating a Monitoring and Provider Accountability Framework to ensure that services 
delivered to children, youth, and families under the Consent Decree are safe, effective, timely, and 
aligned with System of Care principles and best practices. This framework will establish clear 
expectations, transparent performance standards, and defined corrective action pathways to ensure 
providers meet contractual, clinical, and quality benchmarks as part of an overall approach to quality 
improvement.  

The State notes that monitoring is not solely a compliance function. It is a mechanism to: 

• Promote service quality and fidelity to evidence-based models 
• Ensure appropriate use of residential and higher-acuity interventions 
• Reduce unnecessary hospitalization and institutional placement 
• Strengthen cross-system accountability  
• Protect child safety and well-being 

 
The State will balance accountability with partnership, recognizing that sustained system transformation 
requires both oversight and provider capacity-building.  
 
Rhode Island currently utilizes multiple monitoring and oversight mechanisms, including: 
 

• Contract management and fiscal oversight processes 
• Licensing and regulatory review functions 
• Critical incident reporting and review 
• Utilization review for residential and hospital interventions 
• Data reporting requirements embedded in provider contracts 
• Review structures for youth with complex needs 

 
These mechanisms provide foundational oversight; however, they operate across multiple divisions and 
are not yet fully integrated into a unified performance accountability structure aligned with the Consent 
Decree outcomes. 
 
Rhode Island anticipates making several enhancements to meet Consent Decree requirements and 
support long-term system transformation. The State will strengthen monitoring through a unified, 
outcomes-driven accountability framework aligned with national best practices. These enhancements 
include standardized performance metrics aligned with national benchmarks and best practices. These 
will include performance metrics tied to: 
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• Reduction in avoidable psychiatric hospitalization 
• Reduction in in-and-out of state residential intervention utilization 
• Timely linkage to home- and community-based services 
• Length of stay benchmarks in residential settings 
• Timeliness of discharge and stepdown transitions 
• Readmission and placement disruption rates 

Rhode Island will also implement Structured Provider Performance Dashboards with real-time 
information that integrates metrics associated with the Single Point of Access and Intensive Care 
Coordination, residential utilization and length-of-stay trends, hospital admission and discharge data, 
and service gaps. Dashboards will allow cross-agency visibility and enable support across the service 
array.  

Rhode Island will strengthen oversight of in-state and out-of-state residential interventions consistent 
with least-restrictive setting requirements, active discharge planning upon admission into the 
intervention, Child and Family Team participation in transitions, and independent review of medical 
necessity and continued stay criteria. Monitoring will include length of stay thresholds with triggers to 
escalate deeper involvement when length of stay appears to exceed best practice, review of discharge 
delays and systemic barriers, analysis of transition resources, and evaluation of fidelity to models.  

Rhode Island will enhance corrective action protocols that trigger structured review when performance 
thresholds are not met, require corrective action plans with defined timelines, provide technical 
assistance prior to punitive measures, and allow for contract modifications or terminations when 
necessary. This approach balances accountability with provider stabilization. 

Quality review findings will directly inform contract renewal decisions and service model adjustments. 
Rhode Island seeks to implement additional strategies to ensure that data are utilized in a meaningful 
way, including supporting implementation teams, advisory bodies, and stakeholder groups; individual 
service planning and decision making; and system-level efforts to address needs across services and 
supports.  

Rhode Island’s monitoring framework will be designed not only to detect compliance failures but to 
prevent the system for over-relying on unnecessary residential interventions. Oversight mechanisms will 
prioritize early identification of risk factors contributing to prolonged residential stays, psychiatric 
hospitalizations, and placement instability. 

BHDDH maintains comprehensive oversight of licensed and contracted behavioral health providers 
through licensing, contract monitoring, and quality assurance processes. This includes overseeing 
compliance with licensing regulations for individualized treatment planning, discharge planning, and to 
ensure continuity of care and appropriate transitions between levels of care. BHDDH also operates a 
24-hour hotline within the Quality Assurance Unit to receive and respond to safety concerns, 
grievances, and reports related to licensed providers. BHDDH also provides statewide training and 
technical assistance to ensure providers maintain compliance with clinical and regulatory standards. 

Stakeholder Engagement 
Family and youth partnership is a structural requirement of the Rhode Island’s System of Care and a 
core practice component of the Intensive Care Coordination model. It functions as both a service 
planning requirement and a system accountability mechanism. This approach responds to the System 
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Review’s finding regarding inconsistent integration of family voice and supports the Consent Decree’s 
requirements for individualized, community-based planning. 

Engaging families and youth stakeholders early and consistently across programs and initiatives 
strengthens the child and family well-being system by centering lived experience. Families and youth 
offer invaluable insight that helps identify system strengths and areas for improvement, including 
inconsistent processes, communication gaps, and service availability. This structure ensures that youth 
and family voice shapes decisions before crisis escalates. Their meaningful participation brings: 

• The voice of lived experience within the child and family well-being system 
• Unique perspectives that inform policy and program development 
• Innovative ideas that improve outcomes for families, children, and youth 
• Firsthand input that shapes child and family well-being priorities and system improvements 
• Community-based context and feedback that reflect real service needs 
• Greater accountability and transparency leading to more responsive and effective service   

Specifically, DCYF's Child Well Being Advisory Committee, comprising youth, parents, resource families 
and providers, has been a key stakeholder in shaping the Department's priorities, consistently providing 
valuable lived experience perspectives. 

Additionally, these groups have played a crucial role in guiding the Department’s vision through 
meaningful engagement and collaboration, particularly in alignment with the Consent Decree and the 
broader System of Care framework: Resource Family Advisory Committee, Youth Voice Committee 
(SPEAK) and community providers and partners, who have been asked to review DCYF policies and 
procedures to ensure diverse voices are included in decision making. These groups offer critical 
feedback on workforce development and case management practices, identifying gaps and 
recommending more effective ways to deliver services to children, youth and families involved with 
DCYF. Their insights help shape initiatives such as Caring Connection calls, resource family recruitment 
and retention events, the Parent Support Partners program, contract management initiatives, 
community trainings and Reunification Day, an annual event designed to celebrate families overcoming 
challenges and reuniting after periods of separation. These collaborative efforts emphasize the 
department’s commitment to a family-centered approach, ensuring that services are responsive, 
inclusive, and grounded in the lived experiences of those they serve. 

Advisory Committee 
The State has established the cross-sectional Advisory Committee required under the Consent Decree. 
This group has met seven times (as of April 2026). Members represent  the focus population, individuals 
and resource parents with lived experience, and members of the following organizations: The Office of 
the Child Advocate, RI Department of Health, community-based providers, leadership from limited-
English population, the Rhode Island Coalition for Children and Families, Brown University Health, The 
University of Connecticut-Innovations Institute, Bradley Hospital, Certified Community Behavioral Health 
Clinics, mental health advocates, and DCYF staff. 

The agendas and shared presentations from the meetings are available on the Consent Decree website.  

Stakeholder Outreach 
Consistent with the Consent Decree, the State has engaged with stakeholders in several ways. As noted 
above, the State implemented the Advisory Committee and will be implementing a series of workgroups 
and implementation teams. The State has engaged specific providers and organizations through various 
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mechanisms, including meetings with the Family Court, U.S. District Court, Court Monitor, provider 
coalitions, families and individuals with lived experience, advocates, legislators, and other stakeholders 
named in the Consent Decree.  

DCYF established a web page that includes information on the Consent Decree, reports, a Frequently 
Asked Questions document, and information on the Advisory Committee. This website will continue to 
be expanded with content added to support transparency.  

The State will be using several different strategies to support engagement and communication. As part 
of the implementation of the Transition Coordinator Unit, the State partnered with Innovations Institute to 
develop an animated short video introducing the role of the Transition Coordinator. The Advisory 
Committee was asked for feedback on the approach to the video and numerous staff provided feedback 
on the initial script and final version of the video. This is just one example of how the State plans to 
engage and communicate with stakeholders.  

Conclusion 
This Implementation Plan represents Rhode Island’s commitment to transforming how children with 
significant behavioral health needs are identified, served, and supported across systems. The actions 
outlined in this document translate the requirements of the Consent Decree into a structured, 
accountable, and phased strategy for building a coordinated, community-based continuum of care for 
the Focus Population.  

The work described in this plan is both complex and necessary. It requires sustained cross-agency 
coordination, expanded service capacity, strengthened workforce infrastructure, enhanced data 
systems, and meaningful partnership with youth and families.  

Rhode Island recognizes that achieving compliance is not the end goal. The purpose of this work is to 
ensure that children are served in the most integrated, family-centered, and clinically appropriate 
settings, and that system barriers no longer drive decisions about hospitalization, placement or access 
to care. Success will be reflected in earlier identification of need, stronger coordination across systems, 
more timely transitions from hospitals and residential settings, and expanded access to intensive home- 
and community-based services.  

This Implementation Plan establishes the governance structures, operational expectations, timelines, 
and accountability mechanisms necessary to achieve those outcomes. It also reflects the State’s 
commitment to continuous improvement, transparency, and collaboration with the Court Monitor and 
the United States Department of Justice and United States Department of Health and Human Services 
throughout the life of the Consent Decree.  

Central to this vision is the ongoing collaboration between BHDDH and DCYF to strengthen the systems 
response for youth with co-occurring behavioral health needs. Youth involved with DCYF frequently 
present with substance use disorders alongside mental health conditions, trauma histories, and family 
instability. Effective system response requires both agencies to operate with coordination and 
integration opposed to system fragmentation. The joint work includes shared clinical consultation, 
development of residential planning standards, and cross-agency planning for data sharing. This 
reflects a commitment to treating adolescent substance use not as a separate system concern, but as a 
core component of the children’s behavioral health continuum. 

Implementation will occur in phases, with clear decision points, monitoring, and ongoing engagement 
with children, youth and families as well as other stakeholders. As required, the State will review and 
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update this plan annually to reflect progress, lessons learned, evolving system conditions, and feedback 
from the Monitor and the Court.  

The ultimate measure of success will be whether children and families experience a system that is 
coordinated, responsive and capable of meeting their needs in their homes and communities whenever 
clinically appropriate. This Implementation Plan establishes the path toward that future.  
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Appendix 1: Implementation Plan Timeline and Action Steps Table 
 

Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Data, 
Outcomes and 
Continuous 
Quality 
Improvement  

Baseline Data 
Report  

Produce Baseline Data Report that 
meets all requirements outlined 
(P. 16, Para.18-20). 

• Define required baseline data elements in 
coordination with the Court Monitor. 

• Identify existing data sources (DCYF 
systems, Medicaid claims, provider rosters). 

• Prepare and integrate data sets for analysis. 
• Validate data for accuracy and 

completeness. 
• Produce and submit Baseline Data Report. 

4/1/2025 7/6/2025 
 

  Post Baseline Data Report to 
Consent Decree website within 14 
days of production (P. 16, Para. 
20).  

Post Baseline Data Report on website within 
14 days of production. 

N/A 7/20/2025 

Data, 
Outcomes and 
Continuous 
Quality 
Improvement 

Quality 
Assurance and 
Performance 
Improvement 

Iterative inclusion of additional 
focus population related data in 
Quarterly Data Reports (P. 17, 
Para. 20) including: 

 
Aggregated data on the provision 
of community-based services. 

 
Gaps in community-based 
services (P. 17, Para. 86-91). 

Implement emergency department visit 
tracking triggers.  
• Iterative inclusion of additional Focus 

Population related data in Quarterly Data 
Reports. 

• Aggregate and analyze data across systems. 
• Submit reports to Court Monitor and United 

States. 
• Post reports publicly. 

4/1/2026 Ongoing 
 

 

Establishment and minimum 
quarterly convening of quality 
assurance committee to review 
data and identify strategies to 
improve outcomes for the focus 
population (P. 16, Para. 89). 

• Convene Quality Assurance Committee 
quarterly. 

• Review data trends and service gaps. 
• Support Quality Service Reviews. 
 
Establish performance metrics tied to 
reduction in avoidable psychiatric 
hospitalization. 

• Reduction in in-and-out of state 

4/1/2026 Ongoing 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

residential intervention utilization. 
• Timely linkage to home- and community-

based services. 
• Length of stay benchmarks in residential 

settings. 
• Timeliness of discharge and step-down 

transitions. 
• Re-admission and placement 

disruption rates. 
 
Development of real-time dashboards 
integrating:  

• Single Point of Access metrics. 
• Intensive Care Coordination 

engagement and service linkage data. 
• Residential utilization and length-of-

stay trends. 
• Hospital admission and discharge 

data. 
• Step-down service gaps. 

 
Publication of quarterly data 
reports within 14 days of 
production (P. 17, Para. 20). 

 4/1/2026 Ongoing 

Data, 
Outcomes, and 
Continuous 
Quality 
Improvement 

Quality Service 
Review Process 

Once QSR responsibility 
transitions to the state, submit 
draft of QSR(s) for Monitor’s 
review. (P. 17, Para. 92). 

Use QSR findings to inform continuous quality 
improvement. 

Quality review findings will directly inform: 
• Contract renewal decisions. 
• Service model adjustments. 

 

N/A TBD  

Data, 
Outcomes, and 
Continuous 
Quality 
Improvement 
 

Identification & 
Assessment 

Data Sharing Agreement 
established between DCYF, 
BHDDH, RIDOH, and EOHHS (P. 
17, Para 31-36). 

• Establish cross-agency data sharing 
agreement. 

 
• Coordinate State agency attorneys, 

contracts, and leadership via meetings, 
electronic correspondence 

4/1/2026 3/31/2028 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Focus 
Population 

 
• Develop Quarterly reporting structures 

Produce policies and procedures 
for identifying children within the 
focus population (P. 17, Para. 31). 

• Establish standardized criteria for 
identifying Focus Population. 

• Evaluate current procedures to track 
Bradley Hospital admissions and emergency 
department visits and identify areas for 
enhancement. 

 
 

4/1/2026 3/31/2028 

Implement policies and 
procedures for identifying children 
within the focus population (P. 17, 
Para. 31). 

• Implement revised data tracking processes. 4/1/2026 3/31/2028 

Policies and procedures to ensure 
timely, person-centered 
behavioral health assessment 
using a recognized clinical 
assessment tool (P. 17, Para. 32). 

Consult with providers, experts, and 
researchers to: 
• Identify potential tools. 
• Assess continued usability of CANS 

Assessment and compatibility with other 
tools. 

• Upon the development by DCYF’s 
Community Services and Behavioral Health 
clinical team, Department of Performance 
will support the tracking of the clinical 
assessment. 

4/1/2026 
 
 

3/31/2028 
 
 

Transition and Discharge Data 
• Support and provide technical assistance 

for interim tracking of Transition Coordinator 
activities.  

• Track development and implementation of 
transition plans. 

• Document barriers to discharge and actions 
taken. 

• Track court-ordered discharge delays. 

4/1/2026 TBD 

Service Planning and Care Coordination Data 
 

TBD TBD 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Leverage Coordination of the service 
planning and care coordination conducted 
by the Intensive Care Coordinator. 

Home- and Community-Based Services 
Capacity 
• Track home- and community-based services 

capacity and utilization by the Focus 
Population to inform service gaps. 

 

6/1/2026 Ongoing 

Infrastructure, 
Governance, 
and Systems 
Management 
 
Focus 
Population  

Clinical 
Assessment 
Tool 
Implementation 

Establish policies and procedures 
to ensure behavioral health 
assessment using a recognized 
Clinical Assessment Tool (P. 17, 
Para. 32). 

Implement interagency steering committee as 
the primary statewide governance body 
supporting consent decree implementation  
 
• Track home- and community-based services 

capacity and utilization by the Focus 
Population to inform service gaps. 

6/1/2026 3/31/2028 

Implement timely assessment of 
focus population members with 
clinical assessment tool, as 
clinically indicated (P. 18, Para. 
32). 
 
Establish policies to ensure 
prompt delivery of services 
responsive to needs identified in 
the assessment process (P. 18, 
Para. 34). 

• If the Child and Adolescent Needs and 
Strengths assessment will be part of the 
clinical assessment tool, work with Praed 
Foundation to include individuals and 
providers who may be involved with the 
clinical assessment into the planned 
consultation workgroups helping to update 
the Child and Adolescent Needs and 
Strengths assessment. 

 
• Produce an updated Child and Adolescent 

Needs and Strengths assessment that meets 
the needs of the clinical assessment 
requirements, as appropriate. 

 
• Revise the tier scoring algorithm based on 

the updated Child and Adolescent Needs 
and Strengths assessment and ensure the 
tiers identified are consistent with the 
Consent Decree clinical assessment 
requirements. 

4/1/2026 3/31/2028 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

 
• If the Child and Adolescent Needs and 

Strengths assessment will not be part of the 
clinical assessment tool, ensure integration 
and inter-operability between it and the 
chosen clinical assessment tool(s). 

Establish clinical assessment tool payment 
mechanism, where possible. 
• Based on the scope of the required clinical 

tools and the identified parties who will be 
performing the assessments, work with 
EOHH Services/Medicaid and the Medicaid 
Managed Care Organizations to ensure that 
time spent completing the tools may be 
billed, if appropriate according to the staff 
credential and service. 

• Assess whether private insurance will 
reimburse for use of the clinical tools. 

11/1/2026 1/1/2028 

Develop process and procedures for 
completing clinical assessment tool(s). 
 
• Determine when the clinical assessment 

tool(s) will be used and results 
communicated. 

 
• Ensure that Bradley adopts the tool(s); 

involve RI Department of Health, as 
necessary. 

 
• Develop definition for “behavioral health 

disability” based on clinical assessment tool 
and incorporate disability determination into 
procedures. 

7/1/2027 12/31/2028 

Consult with the Court Monitor while 
determining clinical assessment tool(s) and 
related procedures and practices to be used; 

4/1/2026 1/1/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

ensure Court Monitor approval for adopted 
approaches. 
 
• Consult with the Court Monitor while 

determining the scope of the clinical 
assessment, specific assessment tool(s), 
and procedures to be used.  

 
• Ensure the Court Monitor agrees with the 

clinical assessment tool(s) selected. 
Implement ongoing training plan for clinical 
assessment tool(s) and Level of Need tool. 
 
Develop plan for ongoing training staff using 
the selected clinical assessment tool(s). 
• Build training plan on existing Child and 

Adolescent Needs and Strengths 
assessment trainings, if it is to be used as 
part of the clinical assessment tool(s). 

• Identify and secure necessary resources 
and supports to deliver trainings. 

1/1/2027 12/31/2027 

Implement electronic health record changes 
required for documenting clinical 
assessments and reporting results. 
 
• Incorporate clinical assessment tool(s) 

into necessary electronic health records. 
 
• Assess the need for and feasibility of 

sharing the clinical assessment results 
externally for statewide monitoring and 
planning. 

 
• Implement data reporting capabilities for 

statewide monitoring of clinical 
assessments. 

1/1/2027 6/30/2028 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Establish statewide data tracking and quality 
assurance for clinical assessments. 
 
• Identify data elements that should be 

reported to the state for clinical 
assessment quality assurance activities. 

 
• Assess the ability of state data ecosystem 

and DCYF systems to track and report on 
information reported by providers.  

 
• Establish a state quality assurance 

process for clinical assessments and 
integrate that process with related 
Consent Decree tracking and quality 
assurance. 

 
• Establish a process for regular qualitative 

reviews of a sample of clinical 
assessments to provide feedback and 
inform quality improvement 
recommendations. 

 
• Monitor ongoing inter-rater reliability for 

the clinical assessment tool(s). 

1/1/2027 12/31/2028 

Align internal DCYF policies and procedures 
(e.g., assessment timelines, documentation 
expectations) with the chosen clinical 
assessment tool and related Level of Need 
updates. 

4/1/2026 3/31/2028 

  . Ensure MARVIN has functionality to support 
clinical assessments. 

 
• Build on anticipated capacity of MARVIN to 

serve as a statewide portal for tracking Child 
and Adolescent Needs and Strengths 

4/1/2026 6/30/2028 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

assessment results, if selected as a clinical 
assessment tool. 

 
• Implement capacity for Child and 

Adolescent Needs and Strengths 
assessment to be uploaded into MARVIN 
electronically. 

 
• Build Child and Adolescent Needs and 

Strengths assessment reporting capacity in 
MARVIN. 

Infrastructure, 
Governance, 
and Systems 
Management 

Single Point of 
Access  

 Design and Protocol Development. 
 
• Develop governance and decision 

authority. 
• Develop standardized triage protocols. 
• Develop referral pathways and eligibility. 
• Establish data-sharing agreements. 
• Develop staffing models and training. 
• Develop performance metrics. 

6/1/2026 12/31/2026 

Pilot Testing Phase. 
 
• Launch a pilot with key entry points. 
• Refine handoffs and escalation. 
• Receive feedback from users of Single 

Point of Access. 

1/31/2027 4/30/2027 

Statewide Expansion.  
 
• Expand across all entry points. 
• Standardize statewide triage. 
• Initiate dashboard tracking and reporting. 
• Initiate statewide partner training. 

1/1/2028 Ongoing  

Intensive Care Coordination Integration and 
Performance Monitoring.  
 
• Align with state selected Intensive Care 

1/1/2028 Ongoing  
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Coordination model. 
• Monitor hospitalization and linkage 

metrics. 
• Continuous quality improvement. 

Infrastructure, 
Governance, 
and Systems 
Management  

Implementation 
Plan  

Partner with consultant to 
implement review of RI’s 
children’s behavioral health 
service system (P. 18. Para. 21-
22). 

• Conduct extensive multi-agency document 
review. 

 
• Conduct key informant interviews with 

agency representatives, community 
providers, individuals with lived experience, 
and advisory committee members. 

4/1/2025 1/6/2026 

Submission of proposed 
Implementation Plan (P. 18, Para. 
24) 

 1/9/2026 4/9/2026 

Consultation with relevant 
stakeholders about 
Implementation plan (P. 18, Para. 
24) 

 1/1/2026 5/15/2026 

Final version of Implementation 
Plan filed with Court 14 days after 
plan is finalized (P. 19, Para. 26). 

 N/D 6/1/2026 

Infrastructure, 
Governance, 
and Systems 
Management 

Tracking focus 
population 
entry 

Develop and implement policies 
and procedures governing tracking 
children’s admission to Bradley 
Hospital or children who have 
been evaluated for potential in-
patient hospitalization by an ED 
resulting from a psychiatric crisis, 
and assessment/evaluation 
related information requests (P. 
19, Para. 33). 

 4/1/2026 3/31/2028 

As needed, provide behavioral 
health, social, and/or community 
services linkages for focus 
population members assessed 
and found not to need the services 

 4/1/2026 Ongoing 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

in the consent decree (P. 19, Para. 
35). 

Infrastructure, 
Governance, 
and Systems 
Management  

Child and 
Family Team  

Develop policies and procedures 
to convene a Child and Family 
Team for each focus population (P. 
19, Para. 46-56.) 

To ensure equitable engagement, the State 
will provide:  
• Interpretation and translation services. 
• Flexible scheduling and virtual options. 
• Support for youth participation 

(developmentally appropriate). 
• Culturally responsive engagement 

practices. 
• Appropriate compensation for lived 

experience leaders. 
 

4/1/2026 3/31/2028 

Each member of the focus 
population will have a primary 
service worker (P. 19, Para. 47). 

 7/1/2025 Ongoing  

Each Child and Family Team will 
develop an ISP or update the 
child’s OFFA and consider a 
child’s IEP as necessary (P. 20, 
Para. 48-50). 

• Individualized Service Plans will document 
youth and family goals and preferences. 

• Discharge plans will include documented 
family input. 
 

The State will implement:  
• Biannual surveys, focus groups, and 

advisory structures. 
• Quality Service Review and 

monitoring processes incorporating 
family perspectives. 

• Develop and implement positive 
feedback loops for families and 
youths engaged in the process. 

 

4/1/2026 Ongoing  

Ensure prompt initiation of 
services upon completion of ISP 
or OFFA (P. 20, Para. 51). 

 4/1/2026 Ongoing  

• Establish accountable, cross-system ICC 
planning and delivery structure. 

4/1/2026 Ongoing  
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Ensure access to Intensive Care 
Coordination for focus population 
members (P. 20, Para. 52). 

• Define Intensive Care Coordination model 
and fidelity expectations. 

• Develop workforce Infrastructure. 
• Implement a sustainable financing 

strategy leveraging Medicaid and braided 
funding streams. 

• Begin ICC implementation with the Focus 
Population and subsequently expand in 
phases to expand to all youth. 

• Establish Intensive Care 
Coordination/Care Management Care 
Coordination Subcommittee to monitor 
ICC/CME implementation and fidelity; 
review referral pathways, eligibility criteria 
and access issues; identify system 
barriers impacting care coordination; 
review performance and outcome data, 
elevate recommendations to the 
Interagency Steering Committee and 
DCYF leadership. 

 
Define Intensive Care Coordination Model and 
Core Functions. 
 
• Define Intensive Care Coordination 

practice standards (Child & Family Team 
facilitation, crisis planning, transition 
management). 

 
• Establish fidelity expectations and 

caseload standards. 
 

• Clarify conflict-free coordination 
requirements. 

 

4/1/2026 8/31/2026 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Align with Consent Decree and System 
Review Recommendations. 

Consent Decree Advisory Committee 
Engagement and Co-Design. 
 
• Conduct structured design sessions with 

Advisory Committee. 
• Review Intensive Care Coordination model 

components and accountability structure. 
• Incorporate stakeholder feedback into 

final design. 
• Document decision-making framework. 

4/1/2026 11/30/2026 

Develop Accountability and Performance 
Framework. 
 
• Define performance metrics and outcome 

indicators. 
• Establish data reporting and quality review 

processes. 
• Clarify cross-system workflows (Single 

Point of Access, Mobile Response and 
Stabilization Services, Medicaid Managed 
Care Organizations, DCYF). 

• Develop corrective action protocols. 

7/1/2026 11/30/2026 

Workforce Development and Training 
Infrastructure. 
 
• Identify workforce capacity needs. 
• Develop Intensive Care Coordination 

training curriculum. 
• Establish supervision and coaching 

structure. 
• Define certification requirements for 

Intensive Care Coordination staff. 

7/1/2026 10/31/2026 

Pilot Intensive Care Coordination 
Implementation for Focus Population. 

TBD 1/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

 
• Deploy initial Intensive Care Coordination 

teams serving subset of Focus Population. 
• Test operational workflows and data 

systems. 
• Conduct ongoing quality monitoring. 
• Collect cost and sustainability data. 
Finalize Conflict-Free Care Management 
Entity Structure. 
 
• Assess pilot performance and feasibility 

findings. 
• Determine long-term delivery structure.  
• Establish sustainable financing 

mechanisms. 
• Formalize governance and oversight 

framework. 

1/1/2027 1/31/2028 

Regular convening of the Child 
and Family Team to review and 
update the ISP and OFFA (P. 20, 
Para. 53). 

Intensive Care Coordination, Transition 
Coordinators, and Service Providers will 
operate under unified planning framework, 
structured protocols, role, clarity, and shared 
planning expectations. 

7/1/2026 Ongoing  

Annual budget request for a 
statewide flexible fund to address 
barriers to integrate returning 
focus population members in 
integrated settings appropriate to 
their needs (P. 20, Para. 54). 

 10/1/2025 Ongoing   

Maintain documentation of 
reasons that families decline care 
coordination, after reasonable 
efforts to engage the child and 
family (P. 20, Para. 55). 

 7/1/2026 Ongoing 

Produce workforce development 
plan to enhance provider capacity 

• Consider rate adjustment, eligibility and 
provider capacity to expand intensive 

4/1/2026  6/30/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Service Array 
and Workforce 
Development 

Community 
Provider 
Development 
 

throughout the state (P. 21, Para. 
81). 
 

home- and community-based behavioral 
health service. 

• Care Management Entity will support 
referrals and alignment with acuity needs. 

Implement work force 
development plan (P. 21, Para. 
81). 

• Implement training, coaching, and fidelity 
monitoring to support Intensive Care 
Coordination, Transition Coordinators, 
crisis staff, and providers. 

4/1/2026 Ongoing  

Develop and implement training 
materials relating to the consent 
decree and Implementation Plan 
in alignment with para 83. (P. 21, 
Para. 83). 

Implement provider capacity-building. 
 
• Technical assistance. 
• Fidelity coaching (Intensive Care 

Coordination /Wraparound). 
• Residential best practice learning 

collaboratives. 
• Cross-provider performance convenings. 

 

4/1/2026 9/30/2027 

Submit training materials to the 
Monitor for comment (P. 21, Para. 
85). 

 6/1/2026 9/30/2026 

Establishing policies and/or 
procedures to ensure the youth in 
the Focus Population are 
discharged from Bradley Hospital 
to the most integrated setting 
appropriate to their needs, with 
needed community-based 
services. (P. 22, Para. 36-45). 

Develop a comprehensive resource guide for 
services. 
 
• Take inventory of existing children’s 

behavioral health and developmental 
disability-oriented services, building on 
existing service guides that have been 
developed. 

• Create a comprehensive service guide that 
is publicly available, easily navigable, and 
includes the following (per the System 
Review): service purpose, eligibility criteria, 
level of intensity, referral pathways, 
geographic availability, and hours of 
operation.  

9/1/2026 3/30/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Establish a process to update the resource 
guide on an ongoing basis. 

Ensure Transition Coordinator is 
assigned to every child in the 
Focus population within 5 days of 
admission to Bradley Hospital (P. 
22, Para. 37). 

Complete a comprehensive statewide 
assessment. 
 
• Work with the Innovations Institute to 

complete the contracted comprehensive 
System Review of behavioral health needs 
and recommended services. The children’s 
behavioral health system needs assessment 
will incorporate provider and involved 
individual consultation, data reviews, and 
best- practice research to generate 
recommendations for specific services and 
volume the State needs.  

• As part of the system needs review, assess 
whether existing intensive in-home services 
are available at sufficient scale, intensity, 
and timeliness to meet the needs of children 
in the Focus Population, including during 
evenings and weekends, and what services 
need to be added or expanded. 

• Assessment will address services available 
through the DCYF-funded array, the 
Certified Community Behavioral Health 
Clinics, Medicaid Managed Care 
Organizations, and private insurance. 

4/1/2026 12/31/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Service Array 
and Workforce 
Development  

Discharge and 
Transition from 
Hospital to 
Community  

Role of Transition Coordinators is 
clearly defined within the 
Implementation Plan in alignment 
with paragraphs 37-40 (P. 22, 
Para. 37-40). 

Develop the Transition Coordinator Unit. 
• Identify the Transition Coordinator 

Leadership Team. 
• Hire the Transition Coordinators. 
 
Expand home- and community-based service 
capacity. 
• Analyze monthly service gap data. 
• Identify high-demand services (e.g., 

Therapeutic Foster Care, Intensive 
Behavioral Health supports). 

• Issues RFPs of amend contracts. 
• Explore Medicaid Rate Adjustment. 
• Collaborate with Family Court leadership. 

4/1/2026 Ongoing  

Select an evidence-informed training model 
for the Transition Coordination Unit workforce 
and training. 
 
• Transition Coordination Unit. 
• Leadership trained in the FOCUS Model. 
• Transition Coordinators trained in the 

FOCUS model. 
• Define Transition Coordinator role and 

expectations. 

1/9/2026 5/10/2026 

Implement process for 
collaborating with Bradley 
Hospital to develop transition plan 
for each child in focus population 
in its care in alignment with the 
requirements of paragraph 38 (P. 
22, Para. 38). 

Ensure there is a discharge planning process 
for the focus population that includes 
collaboration with Bradley Hospital. 
• Develop policy guidance for the Transition 

Coordinator Unit.  
• Develop policy guidance that also includes 

post-discharge support for the focus 
population. 

 

7/1/2025 12/31/2025 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

Develop Transition Planning process and 
related resources (Transition Planning Tool, 
which includes discharge and safety 
planning). 
• Develop a standardized readiness 

assessment tool. 
• Pilot tool with Transition Coordination Unit, 

Train Transition Coordinators and Primary 
Service Workers on tool. 

• Evaluate effectiveness. 
• Collaborate with the Child and Family 

Team and the hospital. 
• Incorporate into ISP or Ongoing Family 

Functioning. 
Establish a funding mechanism for goods and 
services for the focus population. 
• Identify and allocate DCFY flex funds.  
• Identify potential funding mechanisms to 

provide home- and community-based 
service providers with reimbursement for 
participating in service planning activities 
for children in the Focus Population. 

Development of procedure for 
transition coordinator to elevate 
any unresolvable barriers to DCYF 
focal point identified in 
Implementation Plan (P. 23, Para. 
40). 

Monitor hospitalization and progress of the 
focus population.  
• Ensure the Transition Coordination Unit 

policy guidelines have a component where 
the Transition Coordinator will maintain 
consistent communication as outlined in 
the Consent Decree, including the 
following: participation in all treatment 
team meetings; daily updates from the 
hospital; document use of restraints, 
seclusion, and emergency medications; 
review and update the transition plan 
regularly. 

4/1/2026 3/31/2028  
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and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Ensure collaboration and input from the 
youth and families.  

 
Create data collection and related quality-
monitoring processes to identify, document, 
and escalate discharge barriers and service 
gaps for the focus population. 
• In collaboration with the DCFY data team 

and Innovations Institute, develop a data 
collection tool to document barriers to 
discharge and service gaps.  

• Develop a protocol to guide data 
collection and escalation.  

• Identify service gaps and placement 
barriers. 

• Elevate unresolved barriers to Community 
Services & Behavioral Health 
administration. 

 
Produce policies or procedures to 
ensure services and clinical 
supports for Therapeutic Foster 
Care families (P. 24, Para. 64-67). 

 1/1/2026 6/30/2026 
 

Implement policies or procedures 
to ensure services and clinical 
supports for Therapeutic Foster 
Care families (P. 24, Para. 64-67). 

• Year over year statewide recruitment plan to 
license 85 new non-relative families; 55 out 
of the 85 will be private agency Therapeutic 
Foster Care slots. 

 
• Align recruitment messaging with supports, 

training, and role clarity via “Be an Anchor” 
campaign and website. 

 
• Prioritize recruitment of resource families 

with interest or experience in Therapeutic 
Foster care. 

 

4/1/2026 Ongoing 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Active contract management.    
 
 
 

Service Array 
and Workforce 
Development  

Therapeutic 
Foster Care 

Implement reimbursement for 
Therapeutic Foster Care families 
for their participation for service 
planning activities for children in 
the focus population (P. 24, Para. 
64-67). 

• Establish clear step-down readiness criteria 
that include family preparedness. 

 
• Ensure transitional supports are in place 

post-placement. 
 
• Build feedback loops with foster families 

during early placement periods.  
 

4/1/2026 Ongoing  

Implement recruitment for 
Therapeutic Foster Care Homes 
(P. 24, Para. 64-67.) 

• Segment foster families based on skills, 
experience, and household composition. 

 
• Provide targeted training aligned to specific 

youth needs (e.g., trauma, behavioral 
health, developmental disabilities). 

 
• Match families intentionally based on 

training completion and demonstrated 
competencies. 

 

7/1/2026 Ongoing  

All youth in Focus Population have 
access to Therapeutic Foster Care 
as indicated in the clinical 
assessment process (P. 24, Para. 
64-67). 

• Track referrals, placement requests, and 
outcomes. 

• Identify trends in placement needs and 
gaps. 

• Support data-informed matching decisions. 
• Enable rapid response to questions from 

families and referral partners. 
• Standardize referral information to support 

informed family decision making. 
• Identify current and projected needs for 

youth with intellectual and developmental 
disabilities across the continuum. 

7/1/2026 Ongoing  
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Assess gaps created by a limited 
number of qualified providers and 
resource families. 

• Align supports and partnerships to 
sustain intellectual and 
developmental disability-specific 
placements. 

 
Maintain provision of crisis 
hotline.  

 
Develop policies and procedures 
to ensure 

1) 24/7 live answering 
2) When dispatched teams 

respond in person within 
60 minutes in alignment 
with para 71 

3) MRSS teams in 
alignments with 
credential requirements 
in para 69 (P. 24, Para. 68-
77). 

• Deliver MRSS as a statewide standalone 
service that is licensed and overseen by 
DCYF. 

• Maintain CCBHC provision via non-financial 
designated Collaborating Organization 
agreements with MRSS providers licensed 
by DCYF. 

• Establish formal Medicaid rates for MRSS 
through Medicaid State Plan Amendment. 

• Convene biweekly Interagency Crisis 
System Planning team made up of 
representatives from DCYF, EOHHS, and 
BHDDH to discuss policy and program 
decisions.  

4/1/2026 10/1/2026  

Implementation of required 
Mobile Response and Stabilization 
Services for all youth in Rhode 
Island (P. 25, Para. 70) 

• MRSS services will achieve statewide 
coverage and be integrated into care 
planning structures. 

• Link crisis episodes directly to ICC follow-up 
to reduce reliance on ED and Hospital Care.  

• Alignment with Executive Office of Health 
and Human Services Data Ecosystem data 
collection, analysis, and reporting 
processes. 

• Development of qualitative evaluation 
processes including families and youth. 

• Collection of longitudinal data and tracking 
to measure systemwide impacts of MRSS 
delivery (i.e. reduction in emergency 

4/1/2026 Ongoing  
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

department visits for behavioral health 
needs, reduction in utilization of out-of-
home placements, increased referrals from 
community-based organizations and 
schools, etc.). 

 
Service Array 
and Workforce 
Development  

Mobile 
Response 
Stabilization 
Services 

Develop policies or procedures 
that effectively identify and 
provide access to intensive in-
home services including individual 
home therapy, in-home family 
therapy, behavioral services, 
therapeutic mentoring (P. 23, 
Para. 62-63). 
 
Youth within the Focus Population 
have access to timely quality 
residential care as identified in the 
clinical assessment process. (P. 
25). 
 
In Implementation Plan, identify 
potential funding mechanisms to 
reimburse community-based 
service providers for participating 
in transition planning out of 
Bradley Hospital (P. 22, Para. 41). 
 
Establish contracting or 
certification conditions that 
community-based service 
providers ensure targeted training 
of assigned personnel to address 
focus population needs and 
effectively provide the services 
required in the consent decree (P. 
21, Para. 84). 

Training Implementation  
• For MRSS providers, development of 

guidance and/or requirements of 
appropriate and adequate training of the 
MRSS model. 

• For non-MRSS providers and community 
members, development of guidance and 
support in understanding the model, how 
to refer to the service, what to expect 

• For 988, implemented training on the 
MRSS model, call routing and warm hand-
off protocols. 
 

4/1/2026 6/30/2027 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

 
Trained and certified peer support 
specialists are available to all 
families of the focus population. 
(P. 23, Para. 47, 69). 
 
 
 
Develop process to add capacity 
for key services, as identified as 
necessary. 

Public Comment/Engagement 

• As required by statute, structuring 
opportunities for community member 
participation at all stages of MRSS 
implementation (regulations, State Plan 
Amendment, rate setting).  

2/18/2026 10/1/2026 

Open Exeter female residential treatment 
facility (a 16-bed, intensive program with a full 
on-site school). 
 
• Fully execute the contract with the selected 

provider to operate the Exeter facility and 
associated onsite school. 

• Work closely with the selected provider to 
hire residential and educational staff and 
ensure full operational readiness. 

• Review referrals and agree on admissions 
schedule based on full facility readiness. 

• Commence admissions according to the 
agreed upon schedule. 

7/1/2025 9/30/2026 
 
 
 
 
 
 

Operationalize a Psychiatric Residential 
Treatment Facility (PRTF) on the Fruit Hill Ave. 
campus. 
 
• Procure vendor(s) to complete facility and 

grounds improvements for the Fruit Hill Ave. 

1/1/2026 6/30/2028 
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Area Category Consent Decree Requirement 
and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

site, which was purchased by the State in 
December. 

• Complete all necessary facility and grounds 
improvements, utilizing selected vendors. 

• Confirm the population ages for female 
children and youths to be served on the Fruit 
Hill campus (could span 8-18 or 13-21 years 
of age). 

• Complete and promulgate DCYF and RI 
Department of Health PRTF licensing 
regulations and establish a joint licensing 
process. 

• Write Request for Proposal and procure 
vendor to operate a PRTF and associated 
educational program on the Fruit Hill 
campus. 

• Establish payment rates based on Centers 
for Medicare & Medicaid Services-approved 
PRTF rate-setting methodology. 

• Ensure full licensure, Medicaid certification, 
and approval by the Centers for Medicare & 
Medicaid Services to operate the Fruit Hill 
PRTF. 

• Work with selected vendor to achieve 
operational readiness and begin admissions. 

Service Array 
and Workforce 
Development 

Residential 
Interventions 

Convening Cross-Sectional 
Advisory Group (P. 25, Para. 78-
80). 

Work collaboratively with existing in-state 
residential providers to enhance supports and 
treatment models. 
 
• Identify target populations (in addition to 

the populations to be served by Exeter and 
Fruit Hill) for which more intensive and 
flexible care and treatment models are 
needed; potential target populations 
include youth who frequently elope or have 
aggressive or self-injurious behaviors. 

6/1/2026 6/30/2029 
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and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

• Discuss with current providers methods and 
approaches to delivering care and treatment 
in a more intensive, flexible and 
individualized manner for target populations 
in need. Identify steps and resources 
necessary to enhance services and support 
at these provider programs; may include the 
need for additional funding and contract 
amendments. 

• Work with all providers through active 
contract management and residential 
monitoring to promote care and treatment 
that trauma-informed, driven by youth and 
family voice and choice, built on individual 
youth and family strengths and needs, and 
that helps youth and families build the skills 
necessary to allow youth to live in with their 
families. 

• Develop and implement strategies to expand 
in-state residential capacity for children and 
youth with intellectual and developmental 
disabilities and ensure that existing 
programs serving youth with intellectual and 
developmental disabilities have care and 
treatment modalities that follow best 
practices for children and youth with co-
occurring intellectual and developmental 
and mental health conditions and that staff 
are appropriated trained and credentialed 
for this population.  

• Review policies and procedures to ensure 
that transportation is available for parents to 
visit children at residential interventions 
when parents do not have their own 
transportation (such transportation is 
specifically required in the Consent Decree). 

• Coordinate residential continuum 
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and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

improvement efforts with the Workforce 
Development Plan. 

• Explore providing incentives, financial and 
otherwise, to establish a sufficient in-state 
residential network (as required in the 
Consent Decree). 

 
Continue to transition youth out of residential 
interventions who do not need a residential 
level of care. 
• Continue regular inter-divisional, internal 

DCYF workgroups focused on transitioning 
children and youth from residential 
interventions. Current efforts have been 
focused on both improving outcomes for 
youth and freeing up available residential 
capacity. 

• Continue regular meetings with Therapeutic 
Foster Care home providers to transition 
children and youth from residential 
interventions to foster homes. 

4/1/2026 Ongoing 

Improve the residential referral process 
 
• Conduct a review of current residential 

referral procedures with DCYF staff across 
divisions, residential provider partners, the 
Innovations Institute, involved families and 
youth, Family Court, the Office of the Child 
Advocate, and Court-Appointed Special 
Advocate to identify potential 
improvements. 

• Formally incorporate youth voice and choice 
into the residential referral process and 
connect the referral process to a Child and 
Family Team model. Ensure documentation 
to support referrals conveys youth 
preferences, strengths, interests, and other 

6/1/2026 9/30/2028 
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and Page/Paragraph 

Action Steps Date Work 
Begins 

Completion 
Date 

related information. 
• Make information on residential 

interventions available to families to help 
with familiarity with programs and decision 
making. 

• Establish mechanisms contractually and 
through working with Medicaid Managed 
Care Organizations to ensure critical 
information is available for inclusion in 
referral packets; bolster internal DCYF 
procedures to collect provider reports 
regularly before referrals are needed. 

• Ensure supervisors approve residential 
referral packets before referrals are sent. 

• Incorporate design elements into new 
Comprehensive Child Welfare Information 
System, MARVIN, to support residential 
referrals, including the ability to 
electronically provide youth and family 
information to providers and track referrals, 
dispositions and timeliness. 

• Update language used with relation to 
residential interventions; for example, avoid 
the term AWOL and make sure youth are not 
primarily defined by diagnoses or single, 
problematic event. 

• Build continuous quality improvement for 
residential referrals into all procedures. 

Complete Medicaid rate setting and ensure 
necessary Medicaid authorities are in place to 
support intensive residential services. 

 
• Continue work with EOHHS/Medicaid, 

providers, and involved consulting firms to 
establish a Medicaid rate setting and 
payment process that will support a full array 
of necessary intensive, in-state residential 

4/1/2026 6/30/2027 
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Action Steps Date Work 
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Completion 
Date 

services on an ongoing basis. 
• Identify existing Medicaid authorities and 

obtain new authorities, where needed, to 
provide adequate funding for intensive 
residential services. 

• Provide technical assistance and support to 
assure provider readiness for new billing and 
payment processes. 

  
Expedite Children’s Behavioral Health Family 
Navigation eligibility determinations and 
coordination with other DCYF divisions. 
 
• Work with the Innovations Institute to 

identify Children’s Behavioral Health Family 
Navigation practice changes that can 
support eligibility determinations, family 
engagement, and effective collaboration 
with other DCYF divisions. 

• Formally revise the Children’s Behavioral 
Health Family Navigation procedure upon 
consultation with families and involved 
parties. 

6/1/2026 3/31/2027 

Case 1:24-cv-00531-JJM-LDA     Document 16     Filed 06/01/26     Page 87 of 98 PageID #:
281



 

 
 

Area Category Consent Decree Requirement 
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Action Steps Date Work 
Begins 

Completion 
Date 

Ensure coordinated care for children and 
youth in the Focus Population who do not go 
to family settings. 
 
• Commence continued care coordination for 

children who don’t go to a family setting, as 
detailed in the Hospital Transitions section 
of the Implementation Plan. 

• Establish a procedure to notify the Court 
Monitor when a youth in the Focus 
Population transitions to a residential 
intervention from the hospital. 

 

6/1/2026 3/31/2027 

Track availability, timeliness, and utilization 
for DCYF-funded home-based services. 
• Build on current reporting for DCYF-funded 

home-based services that identifies 
utilization, number of pending referrals, 
operational capacity, and contractual 
capacity. 

• Add reporting on time-to-service 
commencement and other key measures.  

• Make reporting on these areas more widely 
available. 

• Incorporate tracking into ongoing planning 
for service development. 

6/1/2026 6/30/2027 

 
Track availability and utilization for Medicaid 
Managed Care Organizations-funded services 
mentioned in the Consent Decree. 
 

 
6/1/2026 

 
TBD 
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Action Steps Date Work 
Begins 

Completion 
Date 

• DCYF coordinate with EOHHS/Medicaid to 
develop tracking and reporting on the real-
time utilization, pending lists, time-to-
service, and operational capacity for Home-
Based Therapeutic Services, Personal 
Assistance Services and Supports, 
Enhanced Outpatient Services, Cedar, 
Intensive Outpatient and Partial 
Hospitalization, Substance Use Disorder 
Treatment, and Medication Management 
provided through the Medicaid Managed 
Care Organizations and ensure this 
information is widely available 

Perform a care pathways analysis for current 
services and supports. 
 
• Utilize a care pathway analysis to identify 

the services and supports that children in 
the Focus Population have been accessing 
in the 12 months prior to an emergency 
department visit or hospitalization and the 
service they access following an emergency 
department visit or hospitalization.  

• In conjunction with the care pathways 
analysis, review service utilization data to 
better understand who is using which 
services and with what frequency and 
identify any outcomes associated with 
service provision.  
 

• Align the utilization and outcomes analysis 
with the care pathways analysis to inform 
service array and System of Care planning 
and development and related work targeted 
at making it is as easy as possible for 
children and families to access the services 
they need. 

6/1/2026 3/31/2027 
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Action Steps Date Work 
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Completion 
Date 

Develop framework for providing services by 
acuity level within an integrated System of 
Care. 
• Integrate system-level service array planning 

with the implementation of standardized 
clinical assessments. 

• Map current in-home and outpatient 
services to appropriate level of support/need 
tiers that are determined through the clinical 
assessment tool(s). 

• Develop a system framework that links 
acuity tiers and related services to the Single 
Point of Access and Intensive Care 
Coordination provided by a Care 
Management Entity. 

• Engage in cross-departmental planning 
(with broad participation by other involved 
parties) to integrate services across current 
functional and funding silos (e.g., Medicaid 
Managed Care Organization services, 
Certified Community Behavioral Health 
Clinics, and the DCYF-funded service array) 
within a single System of Care framework. 

10/1/2026 12/31/2027 

Develop process to add capacity for key 
services, as identified as necessary. 
 
• Establish a process to add specific capacity 

through contract expansion and re-
procurement for DCYF-funded services 
based on the comprehensive needs 
assessment produced by the Innovations 
Institute; ongoing monitoring of capacity, 
utilization, and demand; and regular 
stakeholder consultation. 

• DCYF will coordinate with EOHHS/Medicaid 
on how to add capacity for Medicaid 
Managed Care Organization services based 

6/1/2026 12/31/2028 
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on capacity, utilization and demand 
monitoring and the comprehensive needs 
assessment. Additionally, expanded in-
home developmental disability services, 
psychiatric services and medication 
management, family peer support, and 
respite are specifically mentioned in the 
systems review. 

• Establish a cross-departmental process, 
inclusive of DCYF; Department of Behavioral 
Healthcare, Developmental Disabilities & 
Hospitals; and EOHHS/Medicaid, to discuss 
and problem-solve shortages of services 
identified as necessary, including intensive 
in-home services specifically named in the 
Consent Decree, such as in-home individual 
therapy, in-home family therapy, behavioral 
services, and therapeutic mentoring.  

• As recommended by the Innovations 
Institute System Review, expand in-home 
service models with demonstrated capacity 
to manage risk, provide 24/7 crisis response, 
and support families during high-acuity 
periods and afterhours and on weekends 
and make peer-based family support 
available. 

• Add capacity to serve youth with 
developmental disabilities and challenging 
behaviors, especially after-hours and on 
weekends, and youth who are at risk for 
sexual exploitation. 

• Ensure in-home and outpatient service 
shortages identified by the Transition 
Coordinators are addressed.  

• Review and update DCYF policies and 
procedures to ensure all children and youth 
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who can be supported at home receive 
necessary in-home services. 

• Per the specific language in the Consent 
Decree, pursue providing financial and non-
monetary incentives to home- and 
community-based providers to expand their 
capacity. 

• Implement strategies to recruit out-of-state 
providers for services that are not in 
sufficient supply in state. 

 
Develop Certified Community Behavioral 
Health Clinic services 
 
• Continue to monitor Certified Community 

Behavioral Health Clinic service delivery to 
children and youth, including the volume 
and types of services delivered. 

• Identify and address barriers to easy access 
to Certified Community Behavioral Health 
Clinic services for children and families. 

• Promote increased utilization for children’s 
Certified Community Behavioral Health 
Clinic services. 

4/1/2026 Ongoing 

Submit proposed policy, 
regulatory and procedure changes 
to the Advisory Group, and where 
appropriate, implement 
responsive changes (P. 25, Para. 
79). 

Implement referral process improvements. 
 

• Evaluate improvements that should be made 
to the DCYF Central Referral Unit referral 
process to promote timely accessibility, child 
and family voice and choice, and data 
tracking for the referral process that can drive 
process improvements. Improvements 
should be integrated with Child and Family 
Teaming, the Single Point of Access, and 
intensive 
• Incorporate a full set of elements into 

Marvin to facilitate the DCYF home-based 

10/1/2026 6/30/2028 
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referral process and lessen the workload on 
DCYF and provider staffs to the greatest 
extent possible. 

Monitor service provision intensity, timeliness, 
and availability for children in the Focus 
Population. 
 
• Implement mechanisms to track services 

identified in service plans and transition 
plans from the hospital for the Focus 
Population, with a particular emphasis on 
service availability, time-to-services, 
whether required intensity and after-hour 
and weekend services are delivered, among 
other measures to be identified with the 
Court Monitor. 

 
• Use data for reporting and proactive 
identification of service gaps, regional 
disparities, and systemic barriers requiring 
corrective action. 

6/1/2027 6/30/2028 

Fully implement Medicaid rate setting in a 
manner that promotes service availability, 
quality, and sustainability. 
• Continue ongoing collaborative rate setting 

implementation to achieve rates that 
support full-service delivery in a timely 
manner and without gaps in services or 
intensity levels. 

• Establish claims submission and payment 
processes that are as streamlined as 
possible and that promote timely payment 
with minimal burden on providers while also 
minimizing the risk of inappropriate claims 
submissions. 

• Deliver robust technical assistance to 
providers to help with preparation for direct 

12/1/2026 12/31/2026 
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billing across the full continuum of affected 
providers and services. 

Leverage available Medicaid funding 
strategies. 
• As new services are identified for 

implementation, evaluate available 
Medicaid service authorities in conjunction 
with EOHHS/Medicaid to sustain any 
proposed services. 

• Submit State plan amendments or requests 
to modify the 1115 waiver provisions for 
proposed services without viable existing 
authorities. 

• Work with service providers to comply with 
requirements or Medicaid authorities 
designated to fund a service. 

1/1/2027 Ongoing 

Stakeholder 
Engagement 

Advisory Group Conduct outreach to stakeholders 
in alignment with para 80 to seek 
feedback regarding community-
based services provided under the 
consent decree and 
Implementation Plan (P. 26, Para. 
80). 

 7/1/2025 Ongoing 

Post consent decree related 
reports and plans on the DCYF 
website (P. 26, Para. 20, 90, 97, 
118). 

 4/1/2025 Ongoing  

Stakeholder 
Outreach 

 Elevate family and youth voice and 
engagement efforts. 
 
• Strengthen communication and 

relationship-building by hosting community 
engagement events focused on 
collaboration and trust-building. 

 
• Distribute monthly bilingual newsletters 

featuring program updates, resources, and 

7/1/2026 
 
 
 
 
 

Ongoing 
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youth spotlights. 
 
• Designate a Family Liaison and a Youth 

Liaison to respond to inquiries and collect 
ongoing feedback (perhaps Parent Support 
Network). 

 
• Hold quarterly community meetings that 

include interactive activities to encourage 
meaningful participation. 

• Convene the Youth Advisory Group monthly 
to review program activities and 
recommend system and program 
improvements. 

• Facilitate youth-led workshops on priority 
topics such as mental health, leadership 
skills, and digital safety.  

• Ensure at least 50 percent of program 
initiatives incorporate youth input during the 
planning phase. 

• Offer family skill-building opportunities, 
including parenting teens, navigating 
systems, and Family Empowerment 
Leadership Training. 

• Host an annual Family Celebration Day to 
recognize family contributions and 
achievements, in addition to the existing 
Reunification Day. 

• Conduct an end-of-year review meeting with 
families, youth, and staff to co-author the 
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following year’s Implementation Plan. 
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Appendix 2: Home- and Community-Based Services Table 

Service Type Description 
Lead Agency / 
Funding Source 

Population 
Served 

Typical Service 
Setting 

Mobile Response 
& Stabilization 
Services (MRSS) 

Crisis response 
and short-term 
stabilization 

Medicaid/CCBHCs 

Children and 
youth 
experiencing 
behavioral health 
crisis 

Home/Community 

Intensive Home-
Based Services 

Therapeutic 
services 
delivered in 
family home 

DCYF 

Youth with 
complex 
behavioral health 
needs 

Home/Community 

Community-
Based Intensive 
Care (CBIC) 

Step-down or 
diversion from 
hospitalization 

DCYF/System of 
Care Grant 

Youth at risk of 
hospitalization 

Home/Community 

Outpatient 
Therapy 

Individual, group, 
family therapy 

Medicaid/CCBHCs 
Broad child 
population 

Clinic/Telehealth 

Partial 
Hospital/Intensive 
Outpatient 

Structured day 
treatment 
services 

Medicaid 
Youth with acute 
psychiatric needs 

Clinic 

Therapeutic 
Foster Care 

Family-based 
therapeutic 
placements 

DCYF 
Youth needing 
structured care 

Foster Home 

Residential 
Treatment 

Short-term 
residential 
behavioral health 
care 

DCYF/Medicaid 
Youth with 
intensive needs 

Residential Facility 
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