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EXECUTIVE SUMMARY
Florida Department of Children and Families Secretary, George H. Sheldon, appointed
the Gabriel Myers Work Group in April 2009 to analyze and make recommendations
regarding Gabriel Myers, a 7-year-old in foster care who apparently hanged himself on
April 16, 2009 at the home of his foster parents in Margate, Florida.
The Department of Children and Families (DCF) posted all information and reports
regarding the Gabriel Myers case, including what was presented to the Work Group, on
the DCF Web site (http://www.dcf.state.fl.us/admin/GMWorkgroup/index.shtml) in
order to be open and accountable to the public and to fulfill the commitment of the
Department of Children and Families to transparency. The Work Group identified 147
findings in ten areas related to the case of Gabriel Myers and the use of psychotropic
medication for children in out-of- home care. These finding have been used by the Work
Group to identify 90 recommendations for action.
The Work Group has determined that a detailed framework of safeguards for Florida’s
foster children exists and is articulated in statute, administrative rule, and operating
procedures. The core failures in the system, however, stem from lack of compliance with
this framework and with failures in communication, advocacy, supervision, monitoring,
and oversight.
As the Report notes, it is essential that all participants in Florida’s child welfare system
understand that each child in the care of the State should be cared for and treated as a
prudent parent would. We must recognize that they are victims who have been abused,
neglected, or abandoned, and whose lives require the attention and appropriate
intervention of the State.
In dealing with the administration of psychotropic medications, the primary issue to be
addressed by the child welfare system is not whether such medications are overprescribed or under-prescribed in treating our children. Instead, it is whether, as part of a
comprehensive treatment plan, such medications are necessary for a child in care and are
properly prescribed, approved, administered, monitored, and discontinued as soon as
medically appropriate. That comprehensive treatment plan should carefully address the
use of other treatment alternatives before medications are considered.
The Work Group submitted this Report with these findings to the Task Force for
Fostering Success, chaired by former DCF Secretary Bob Butterworth, for review and
action on August 20, 2009. The recommendations that resulted from the se findings are
included in this final document and should guide the State of Florida, the Department of
Children and Families, and its community-based partners in needed changes to the
culture, policy and procedures within Florida’s child welfare system.
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Report of the Gabriel Myers Work Group
Introduction
On April 29, 2009, Department of Children and Families (DCF) Secretary George H.
Sheldon designated a work group to determine the facts and circumstances surrounding
the death of 7- year-old Gabriel Myers on April 16, 2009. The initial police report
indicated he apparently hanged himself in the shower of his foster parents’ Margate
home. Gabriel was brought into care on June 29, 2008, and, during the subsequent 10
months, was in foster care. He was prescribed psychotropic medications at the time of his
death.
Members of the Work Group and Designated Advisors
As originally established by Secretary Sheldon, the Work Group is composed of five
members:
• Dr. James D. Sewell, Assistant Commissioner (Retired), Florida
Department of Law Enforcement, Chair
• Bill Janes, Assistant Secretary for Substance Abuse and Mental Health,
Department of Children and Families
• Robin Rosenberg, Deputy Director, Florida’s Children First
• Dr. Rajiv Tandon, Professor of Psychiatry, University of Florida College
of Medicine
• Dr. Anne Wells, Chief, Medicaid Pharmacy Services, Agency for Health
Care Administration
Secretary Sheldon also identified a number of advisors to assist the Work Group during
the course of its efforts:
• Betty Busbee, former Chair, Florida Statewide Advocacy Council
• Theresa A. Flury, Executive Director, Statewide Guardian ad Litem Office
• Judge John Frusciante, Seventeenth Judicial Circuit
• Dr. Mike Haney, Director, Prevention and Intervention, Children’s
Medical Services, Department of Health
Personnel from the Department of Children and Families provided staff support for the
Work Group.
Charge to the Work Group
The Work Group established by Secretary Sheldon was charged with examining three
issues:
• The specific case of Gabriel Myers;
• The use of psychotropic drugs to treat children in foster care; and
• Child-on-child sexual abuse
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In delivering his remarks to the Work Group at its first session, Secretary Sheldon asked
the Work Group to:
• Take an independent look at this case and its implications on the way in
which DCF does business throughout the State.
•

Make a comprehensive examination of this case, including closely
examining what went right and what went wrong.

•

Draw on any necessary resources in performing this study, including
members of DCF Operations and Program staffs, the Guardia n ad Litem
Program, ChildNet, Broward County Sheriff’s Office, Margate Police
Department, State Child Protection Team, Agency for Health Care
Administration and necessary health care practitioners, and members of
the Judiciary.

• Consider existing documentation, including the Florida Supreme Court
report prepared by Judge Steven Leifman, reports submitted previously
by the Florida Statewide Advocacy Council, and material previously
provided to former Secretary Butterworth and Secretary Sheldon by
Florida YouthShine.
•

Provide a comprehensive analysis of the issues involved which would
allow the Task Force for Fostering Success, chaired by General
Butterworth, and the Department of Children and Families to identify and
implement improvements to the system in order to reduce the chances of
such a horrible event from occurring in the future.

•

Complete its tasks with the sense of urgency that is expected in this
agency and by Florida’s children.

Meetings of the Work Group
In preparing its findings, the Work Group held seven public meetings:
• On May 14, 2009, in Ft. Lauderdale at the DCF Regional Office
• On June 8, 2009, in Tampa at the DCF Regional Office
• On June 18, 2009, in Ft. Lauderdale at the DCF Regional Office
• On July 6, 2009, in Tallahassee at the offices of the Big Bend Community
Based Care Lead Agency
• On July 24 , 2009, in Tampa at the DCF Regional Office
• On August 5, 2009, in Tampa at the DCF Regional Office
• On November 12, 2009, in Tampa at the DCF Regional Office
Based on sign- in rosters completed for each session, an estimated 175 individuals
attended these seven meetings. The Work Group heard presentations and testimony from
32 individuals who were invited or requested the opportunity to speak.
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In addition to information presented at its formal meetings, members of the Work Group
reviewed myriad materia ls, including reports, statutes, operating procedures, and model
policies, related to the issue of psychotropic medications. Copies of this material are
maintained on the website created to support this
Work
Group
(www.dcf.state.fl.us/admin.GMWorkgroup/index).
On November 12, 2009, the Work Group held its final meeting to review and discuss its
recommendations to the Task Force on Fostering Success. This document includes all
findings and recommendations that result from the term of this Work Group.
Findings of the Gabriel Myers Work Group
This Report documents 147 findings and 90 recommendations for system improvement
resulting from the Work Group’s public hearings and discussions about the issues with
which it is charged. These findings fall into ten general areas:
• The Case of Gabriel Myers
• The Use of Psychotropic Medications to Treat Children in Foster Care
• Comprehensive Behavioral Health Assessments
• Information Contained in the Florida Safe Families Network
• Informed Consent and Judicial Review
• Information Sharing
• Behavioral Health Care
• Individual and Agency Accountability
• Implementation of the Red Item Report on Psychotropic Drug Use in
Foster Care
• Ensuring Best Practices
Issue: The Case of Gabriel Myers
On April 16, 2009, 7-year-old Gabriel Myers apparently hanged himself in the
residence of his foster parents. Gabriel had been adjudicated dependent on
September 2, 2008, following the arrest of his mother and the filing of the abuse
report that brought him into care on June 29, 2008. During the subsequent ten
months, Gabriel was initially sheltered in a licensed foster home, then, after a
positive home study, placed with relatives. When that placement broke down, he
was returned to the licensed home in which he was initially placed. When that
placement also broke down, he was sent to the licensed home in which he resided
when he died. That home had previously served as a respite for Gabriel, and he
was familiar with those surroundings. While in care, he received numerous
mental health and behavioral assessments and underwent regular treatment from a
psychiatrist and two therapists, one of whom documented that “it is clear that this
child is overwhelmed with change and possibly re-experiencing trauma.”
Gabriel demonstrated a number of incidents of destructive behavior and conduct
problems and was treated with counseling and several psychotropic medications.
In February and March 2009, Gabriel experienced a number of significant events
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in life, including changes in foster homes, therapists, after-school programs, loss
of privileges at home, and visitation arrangements with his mother, all of which
may have contributed to his mental status at the time of his death.
Findings:
1.
It is clear that, throughout his placement in foster care and although he
was attended by many well- meaning professionals, Gabriel Myers was “no
one’s child.” No individual or agency became a champion to ensure that
he was understood and that his needs were identified and met in a timely
manner.
2.

Specific responsibility for the treatment and care of Gabriel Myers was not
clearly fixed or effectively carried out.

3.

There appeared to be no sense of urgency driving the agencies and
individuals responsible for Gabriel’s welfare. Because the perception of
time for a child is compressed, a demonstrated sense of urgency by adults
is vital.

4.

The case itself was replete with missed opportunities to more effectively
serve the needs of this child. Numerous warning signs that Gabriel was in
crisis were evident but were not addressed adequately or in a timely
manner.

5.

Individuals and agencies responsible for Gabriel’s welfare did not
communicate regularly or effectively. Reports on his behavior,
medication, and life changes were not fully and regularly shared among
those charged with ensuring his welfare. Those responsible for his care did
not adequately staff recommendations for Gabriel’s case, nor did they
exchange information with the treating psychiatrist.

6.

Individuals and agencies responsible for Gabriel’s welfare did not
communicate regularly or coordinate effectively their efforts at caring for
his needs.

7.

Responsible parties failed to follow established law and operating
procedures governing the administration of psychotropic medication, the
appropriate obtaining of either informed parental consent or judicial
authorization, and the notification of all involved parties.

8.

ChildNet is the Community Based Care Lead Agency providing services
to foster children in Broward County, which includes the city of Margate.
In the case of Gabriel Myers, the ChildNet case manager failed to
adequately carry out his responsibilities.

9.

There was inadequate supervision of the assigned ChildNet case manager.

4

10.

There was inadequate oversight of the involved agencies by Department of
Children and Families personnel.

11.

There was inadequate, incomplete, repetitive, and at times inaccurate
documentation in Gabriel’s case files.

12.

There was no documented effort to gather and disseminate all available
information on Gabriel’s background and case history.

13.

Appropriate agencies failed to respond when the foster parent clearly
indicated by e- mail a number of behavioral issues and that Gabriel’s foster
care placement was in jeopardy. No action was taken to deal with the
evident stress of the foster parent or his lack of success in managing
behavior with punishment.

14.

No one followed up with Ohio authorities concerning Gabriel’s medical
and welfare history, and, specifically, his claims of sexual abuse were not
investigated in a timely manner.

15.

Recommendations contained in the Comprehensive Behavioral Health
Assessment and in reports by other professionals charged with his care,
including the Family Services Planning Team, were not effectively
communicated or followed.

16.

Those professionals charged with his care did not provide Gabriel Myers
specific and upfront therapy to deal with identified trauma, possible posttraumatic stress disorder, and depression. The only intensive therapy was
directed at the prevention of sexual behaviors.

17.

The case manager and supervisor did not ensure that recommended
training to prepare the foster parents to deal with Gabriel Myers’ unique
background and behavior was provided.

18.

Parents and those professionals charged with his care apparently accepted
discipline and punishment as the principle solution to Gabriel Myers’
behaviors. There is little evidence of any behavioral assessment or
behavioral analysis services beyond the initial Comprehensive Behavioral
Health Assessment or of positive efforts to support Gabriel and encourage
his success. The case demonstrated a critical shortcoming in addressing
the need for a behavioral analyst to support the foster parents and more
effectively address Gabriel’s behaviors.

19.

No signed consent form was maintained in the medical records.
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20.

Too many changes occurred in Gabriel’s life and environment in a short
period of time, with poor communication among those charged with his
care, and without a coordinated assessment or response by, caregivers and
those charged with his care.

21.

Despite the earnest efforts of ChildNet to ensure stability, there was no
true placement stability, and Gabriel Myers’ final placement was with
working parents who were not always available or prepared for his unique
needs.

22.

Gabriel Myers was left with an unauthorized caretaker on at least one
occasion.

23.

The Work Group was not able to obtain sufficient information from the
Broward County Schools to ascertain the school’s role in Gabriel’s care.
From the information provided to the Work Group, however, it appears
that school staff were not aware or sufficiently involved in resolving
problems/concerns with Gabriel Myers. We defer reporting on this
specific issue until such time as we can review appropriate records.

24.

As a result of the death of Gabriel Myers, the Broward County child
welfare community has identified a number of measures which, if
vigorously implemented, monitored, and institutionalized, should ensure
more effective and comprehensive treatment of children in the future.

25.

Findings and corrective actions related to Gabriel’s case have and will
continue to impact children across this State.

Recommendations:
R1.
The Legislature should provide appropriate funding to ensure that
each child in the care of the state is assigned a Guardian ad Litem.
R2.

The Department of Children and Families, working with its
community partners, should continue to work with the Broward
County School District to examine what school-related issues existed
with Gabriel Myers and to strengthen future efforts at collaboration
and information-sharing.

R3.

The Department of Children and Families should require their lead
agencies to develop and implement procedures that:
o Fix responsibility during crisis involving a child in the care of
the state
o Identify and hold accountable a champion, normally the case
manager, to ensure the child is treated as a prudent parent
would treat their child
o Involve the child and consider the child’s opinion in all
decision-making
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o Ensure presenting needs are identified and met in a timely
fashion
o Require transparency, collaboration among those responsible
for a child’s care , and a demonstrated sense of urgency.
R4.

The Department of Children and Families and its lead agencies
should develop and implement a priority response system for warning
signs indicating a child is in crisis.

R5.

The Department of Children and Families should require its lead
agencies to develop and implement procedures to identify and to assist
foster parents who are not able to manage their child’s behavior or
have reached a high level of stress. Such procedures should include
24/7 availability for support and intervention during times of crisis.

R6.

The Department of Children and Families and its lead agencies
should develop and implement procedures to obtain timely out of state
information essential to a new placement in Florida.

R7.

The Broward County child welfare system should provide a
semiannual report to the Task Force on Fostering Success,
documenting its on-going efforts to implement, monitor, and
institutionalize the measures taken to ensure more effective and
comprehensive treatment of children under the care of the state.

Issue: The Use of Psychotropic Medications to Treat Children in Foster Care
Data presented to this Work Group indicates that, nationally, some 5% of all
children are treated with psychotropic medications. In Florida’s foster care
system, 15.2% of its children receive at least one such medication, according to a
report dated August 14, 2009.
These medications are prescribed by many professionals. Some children are in
treatment with psychiatrists. Others are seen by specialists in pediatric neurology
or behavioral pediatrics. Many are treated in primary care settings by pediatricians
and family physicians. The data are unclear on how many of these children are
receiving their treatment from Advanced Registered Nurse Practitioners and
Physician Assistants. Because it is often asserted that psychotropic medications in
the general population of children are sometimes being used to help parents,
teachers, and other caregivers to calm and manage, rather than treat children, this
Work Group believes that the Department of Children and Families has a higher
requirement for due diligence prior to seeking authorization for administering
these medications.
While this Work Group recognizes the difficulty in assisting our children,
safeguards within the State’s child welfare system must ensure that children are
neither needlessly medicated nor denied access to potentially beneficial
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treatments, including medications. In treating our children in the care of the state,
we must recognize that they are victims who have been abused, neglected, or
abandoned, and whose lives require the attention and appropriate intervention of
the State.
Currently, the Department of Children and Families requires a pre-consent review
for all psychotropic medications prescribed to children between the ages of birth
through five (5) years who are in out-of-home care when: a prescribing
practitioner is initiating a psychotropic medication treatment plan; a proposed
dosage change exceeds the previously anticipated range as specified in the
psychotropic medication treatment plan; or a new psychotropic medication
treatment plan is to be initiated. To assist child welfare personnel in meeting this
requirement, the Department of Children and Families contracts with the
Department of Psychiatry within the University of Florida College Of Medicine to
provide medical consultation via the MedConsult Line for these mandatory preconsent reviews.
The Department of Children and Families also contracts with the University of
Florida to make available the latest information on psychotropic medications to
parents, foster parents, case managers, Guardians Ad Litem and the courts. The
service is designed to provide callers with information to assist in giving express
and informed consent for proposed medication for children in out-of-home care or
enrolled in Behavioral Health Network (BNET). There were a total of 761 calls
for consultation during the FY 2008-2009. Due to the increased focus on this
issue, that number is anticipated to increase to approximately 2,000 in FY 20092010; consequently, the DCF has amended the contract to ensure timely,
statewide response.
The terms "psychotropic" and "psychotherapeutic" are frequently used to discuss
the medications to which this section of the Report refers. The term
"psychotropic" refers to an assortment of chemical substances that act on the brain
to alter consciousness, mood, behavior, or perception; these substances include
those used for recreational purposes (including alcohol, cannabis, cocaine, etc.)
and a broad range of therapeutic purposes (psychotherapeutic, anesthesia, pain
control, etc.). The term "psychotherapeutic" refers to medications prescribed for
the management of mental and emotional disorders. It also specifically defines the
group of agents that this section encompasses (antidepressants, antipsychotics,
lithium and anticonvulsant mood stabilizers; stimulants and other ADHD drugs;
and sedative-hypnotics). Existing Florida statutes and DCF rules, policies, and
procedures, however, utilize the term "psychotropic medication," and the Report
of the Work Group will continue that practice.

8

Findings:
26.
It is essential that all participants in Florida’s child welfare system
understand that each child in the state’s care should be cared for and
treated as prudent parents would treat their own children.
27.

The primary issue is not whether psyc hotropic medications are overprescribed or whether they are under-prescribed; instead, it is whether
such medications are necessary for a child in care and are properly
prescribed as part of a comprehensive treatment plan, approved,
administered, monitored, and discontinued as soon as medically
appropriate.

28.

A framework for safeguards exists and is defined by statute,
administrative rule, and operating procedures. The core failures in the
system, however, stem from lack of compliance with this framework and
with failures in communication, supervision, monitoring, and oversight.

29.

Pre-authorization time requirements for psychotropic medications may at
times be unreasonable to allow for adequate medical decisions.

30.

There exists no requirement for either the foster parent or case worker to
attend physician appointments with the child; on many occasions, the
child may be accompanied only by a “transporter.” Often, there is no adult
present who has a role in the child’s treatment and who can reliably report
treatment response and any adverse effects.

31.

Prescribing physicians often lack complete medical history and
comprehensive behavioral assessment recommendations, sometimes
including basic information about the child, when writing prescriptions.
The value of psyc hiatric assessments for children in care is often limited
by this lack of medical history and documentation of current behaviors.
While a limited assessment may be adequate for some urgent problems, it
is not sufficient to support initiation of or on-going treatment with
psychotropic medication.

32.

All children should have a current physical examination which must be
considered by the prescribing practitioner prior to the initiation of
psychotropic medication, and physicians should ensure diligent, on- going
monitoring, including appropriate tests, for children receiving such
medication.

33.

Physicians should commit sufficient time with each child patient to
adequately evaluate and ensure proper follow-up, with necessary
frequency, for their needs. Systems of care should ensure that physicians
are able and required to do so.
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34.

Physicians should screen all children for Traumatic Brain Injury (TBI)
before the initiation of psychotropic medication. Traumatic brain injuries
resulting, for instance, from “shaken baby syndrome” and other head
injuries, can cause the same problematic behaviors that psychotropic
medications are used to treat. Yet many psychotropic medications are
contraindicated for persons with TBI. Children in state care are more
likely than those in the general population to have experienced a TBI.

35.

The child’s height and weight should be recorded in the records of the
prescribing doctor and clinically considered during each visit.

36.

There appears to be no standardized requirement for the development and
use of a medication discontinuation plan for a child receiving psychotropic
medications.

37.

There is no coordinated statewide system of updating medical education,
including pharmacological issues, for physicians treating children in state
care.

38.

The Department of Children and Families has developed no systematic
involvement of Florida’s medical community in addressing issues such as
psychotropic medications for children.

39.

The Agency for Health Care Administration’s Medicaid Drug Therapy
Management Program for Behavioral Health has developed evidencebased guidelines, reviewed every two years, for the use of psychotropic
medications for children. Beyond these, there are no regularly
promulgated State guidelines for the use of psychotropic medications or
the identification of best clinical practices to treat Florida’s foster children.

40.

Each child should have an up-to-date, consolidated medical record,
containing all health records of the child, capable of being electronically
communicated and accessed by all appropriate caregivers, and preferably
maintained by the primary care provider.

41.

The Food and Drug Administration maintains a voluntary reporting
system for adverse consequences of medication, including side effects and
adverse reactions.
However, adverse consequences appear to be
underreported and are not fully understood by those in Florida’s child
welfare system.

42.

The intent of the 2005 statutory revisions requires informed consent when
the medication alters brain function. Policies on the use of psychotropic
medications for non-psychotherapeutic purposes and the use of
traditionally non-psychotropic medications for psychotherapeutic purposes
are not clear.

10

43.

The administration of psychotropic medications must not be viewed as an
action separate and apart from the child’s treatment plan and without the
consideration of other therapeutic interventions.

44.

When medication is indicated, a combination of evidence-based therapy
and medication produces better outcomes for the child. Consideration
should be given to requiring children who are prescribed medication for
symptoms associated with mental health or substance abuse diagnoses to
receive other services and supports, including psychotherapy or behavior
therapy, in addition to medication management.

45.

Psychotropic medications are at times being prescribed to help parents,
teachers, and other caregivers manage situations, rather than
comprehensively treat, children.

46.

Section 1006.0625, F.S., prohibits school district personnel from
compelling a parent to place his or her child on medication. Following
changes in the law in 2005, the Department of Education promulgated a
memorandum to district school superintendents regarding the role of
district personnel in sharing observations of academic and behavioral
performance and offering interventions to address concerns. Anecdotal
information indicates the need for further communication between the
Department of Education and local school districts concerning this critical
topic and the proper role of school personnel.

47.

Children receiving medications are not adequately monitored, nor are
those involved in the process adequately informed regarding the long-term
implications of these medications or alternative or adjunct treatments.
This is particularly troubling for children on medications with “Black
Box” warnings.

48.

The Department of Children and Families lacks a plan for the monitoring
of psychotropic medication. A proven solution has been the response to
the State’s forensic bed crisis with a daily report and weekly review by
senior leadership. This critical issue should be elevated to the same level
of attention by DCF senior leadership.

49.

The frequency and amount of psychotropic medications prescribed for
children varies significantly among DCF regions.

50.

There is currently no standardized, comprehensive, on- going statewide
program to train case workers and caregivers on issues related to
psychotropic medications, including requirements relating to informed
consent, monitoring of “Black Box” medications, and on- going
responsibilities of those responsible for a child’s care.

11

51.

Department training on psychotropic medications in 2005-2006 for
personnel in the state’s child welfare system was not comprehensive and
has not been systematically sustained for newly hired personnel within the
child welfare system.

52.

Participants in the child welfare system do not appear to have a
comprehensive understanding of the appropriate use of psychotropic
medications, the approval process, and their specific role in that process.

53.

Participants in the child welfare system do not appear to have a
comprehensive understanding of evidence-based practices that are known
to effectively treat behavior disorders and psychiatric symptoms.

54.

It does not appear that prescribing physicians are regularly engaging
children in a developmentally appropriate manner in the prescription
process.

55.

It does not appear that prescribing physicians regularly document the
child's desires and opinions in the treatment visit notes.

56.

Concurrent Quality Assurance reports show that existing assessments and
records are not being provided to the prescribing physician.

57.

While the child’s Guardian ad Litem has the responsib ility for ascertaining
and informing the court of the child's position, it is not clear that this is
happening consistently. Furthermore, not all children in the State’s care
have a Guardian ad Litem.

58.

Children are not routinely appointed counsel when they object to the
administration of a psychotropic medication.

59.

The Work Group heard a number of advocates express their view that the
court should appoint an attorney for each child whose mental health needs
suggest use of psychotropic medication. Further, some proffered that the
best practice is for all children in dependency to be appointed an attorney
(with sufficient training and experience to provide meaningful and
effective assistance of counsel).

60.

There is no process to ensure coordination of care between psychotropic
medication prescribers and other therapeutic service providers.

61.

It is not clear whether existing Medicaid funding will support more active
involvement by a prescriber in therapeutic treatment of children (in
contrast to payment for medication management visits).
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62.

The utilization of psychotropic medications to treat children continues to
increase. Despite requirements for Food and Drug Administration
approval of medication for use in young children, prescribing in children
under the age of ten, their most formative years, is particularly concerning.

63.

Third party review does not occur for all psychotropic medication of
children in foster care.

64.

The State requires the prescribing physician to outline an individualized
psychotropic medication plan when seeking court authorization to provide
such treatment to a child under state care and custody. To serve this
purpose, a myriad of forms with widely discrepant content are being
utilized across different judicial circuits and systems in the state. This
results in confusion, inefficiency, discrepant practices, and a range of
irregularities.

Recommendations:
R8.
All decision making should be guided by the principle that it is
important to comprehensively address all concerns in a child’s life-health, education, and social/emotional issues--as well as providing
behavioral supports and parent training, so that a child’s behavioral
and mental health issues can be addressed in the least restrictive
setting and in the context of a comprehensive treatment plan.
R9.

The State of Florida, through Governor Crist and Secretary Sheldon,
should raise the issue of the use of psychotropic medications to treat
children in state care to national prominence in order to develop a
comprehensive nationwide approach.

R10.

The Legislature should examine current statutes and provide
sufficient funding to allow the court to appoint an attorney for each
child for whom psychotropic medication is prescribed. At a minimum,
an attorney should be appointed for any child who objects to being
administered
psychotropic
medication
or
requests
legal
representation.

R11.

The Legislature should amend the requirement for a pre -consent
consultation for all children in out-of-home care under age six.
Instead, the consultation should be expanded to include all children
age eleven and under who are prescribed two or more psychotropic
medications.

R12.

The Legislature should review current statutes to ensure that
procedural safeguards employed for the use of psychotropic
medications are applied to all medications that alter brain function,
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regardless of the purpose of the prescription, to ensure they are
adequate.
R13.

The Legislature should amend Section 39.407, F.S., to change the term
"medical report" to "Medical Treatment Plan" so that interventions
focus on treatment and the holistic needs of the child.

R14.

The Legislature should authorize the Department to develop a single
medical treatment plan form with standardized information that can
be utilized in all judicial circuits across the state.

R15.

The Legislature should ensure that State statutes and Department of
Children and Families policies, procedures, and practices recognize
that children should be fully involved and allowed to participate in
court hearings and treatment decisions. As part of this, prescribers
should be required to confer with and seek assent from each child and
to document the child’s position. The Department of Children and
Families should be required to inform the Court of the child’s
position.

R16.

The Legislature should review Florida statutes to ensure requirements
are practical and clearly defined for:
o Prescribing psychotropic medications
o Obtaining informed consent
o Obtaining the child’s assent
o Requiring a parent, case worker, or other adult
responsible for the child’s care to attend each medical
appointment with the child
o Administering and monitoring psychotropic medications
o Discontinuing, when appropriate, psychotropic
medications. To include a formal plan for discontinuation
o Notifying involved parties.
o Reporting adverse incidents

R17.

The Legislature should require all prescribing physicians to report
adverse consequences of psychotropic medications ; all adverse effects
should become a record in the medical file of a child in the care of the
state.

R18.

The Legislature should allow Advanced Registered Nurse
Practitioners and Physician Assistants to provide information to
parents and legal guardians in order to obtain express and informed
consent for treatment.
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R19.

The Legislature should preclude any participation by children in
State care in clinical trials relating to the development of new
psychotropic medications.

R20.

The Department of Children and Families should require its lead
agencies to develop and implement treatment protocols which ensure
collaboration among those responsible for a child’s care . These
protocols should specifically address the role of the use of
psychotropic medications and the need to share all relevant
information with all parties involved in the child’s care.

R21.

The Department of Children and Families, working with its
community partners, should provide recommendations to the
Department regarding improvement of collaboration in treating
children under the care of the state, including:
o Sharing of information in the Comprehensive Behavioral
Health Assessment;
o Providing specific and upfront therapy in response to
assessments;
o Collaborating throughout the foster care experience for
the child;
o Providing periodic/ongoing assessments as appropriate.

R22.

The Department of Children and Families, working with its
community partners, should ensure that those involved in a child’s
care are required to complete training on psychotropic medications
including requirements for informed consent, monitoring of “Black
Box” medication warnings, signs and symptoms to be monitored for
adverse reactions, and their responsibilities in the monitoring process.

R23.

The Department of Children and Families should, by rule, prohibit
the prescription of a psychotropic medication to any child removed
from his/her home during the first 30 days of out -of-home care, unless
that child is already on psychotropic medications or if the case meets
emergency criteria. This rule should ensure that the trauma
associated with removal is addressed through immediate therapy and
counseling.

R24.

The Department of Children and Families should define in rule
parameters for a mandatory second opinion for all children receiving
psychotropic medications.

R25.

The Department of Children and Families should require its lead
agencies to develop and implement procedures and practices that
ensure that caregivers are promptly and appropriately trained
regarding the behaviors, medications (dosage, documentation and
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possible reactions), proper handling of children, and numbers to call
for assistance or emergencies when children in their care are
prescribed psychotropic medications .
R26.

The Department of Children and Families should develop a policy
governing and encouraging the reporting of adverse reactions to
medications to the Food and Drug Administration.

R27.

The Department of Children and Families should study the variances
in amounts of psychotropic medications prescribed in its six regions to
identify issues and guide best practices.

R28.

The Department of Children and Families should ensure that the
process of pre -authorization reviews for psychotropic medication is
flexible enough to allow for thoughtful individual medical evaluation
and a timely response.

R29.

The Department of Children and Families should require its lead
agencies to ensure standardized, on-going and reality based training
regarding requirements for those involved in a child’s care, which
include :
o Prescribing psychotropic medications using evidencebased practices
o Understanding the use and effects of psychotropic
medications in children
o Obtaining clear and documented informed consent
o Obtaining the child’s assent
o Monitoring psychotropic medications and their physical
and behavioral effects on the child
o Terminating, when appropriate, psychotropic
medications
o Notifying involved parties
o Monitoring of “Black Box” warnings and other emerging
information on risks and side effects
o Addressing children’s needs through comprehensive
children’s mental health (behavioral and psychiatric
meds) and evidence-based services
o Understanding child and adolescent development
o Understanding the neuro-developmental effects of
prenatal substance exposure
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o Understanding the neuro-developmental effects of
psychotropic medication and recognizing side -effects and
contra-indications
o Recognizing common mental health disorders in the child
welfare population
o Recognizing and understanding the impact of traumatic
brain injury
o Using effective treatment options for these mental health
disorders
o Recognizing signs of Post Traumatic Stress Disorder
o Recognizing the difference between normal childhood
behaviors, trauma -related behaviors, and true mental
health disorders
R30.

The Department of Children and Families, working with its
community partners, should develop and conduct additional training
for supervisory staff on meeting roles and responsibilities on:
o Recognizing and ade quately dealing with warning signs
in a child in a timely manner.
o Meeting case documentation requirements.
o Obtaining informed consent for administering
psychotropic medications.

R31.

The Department of Children and Families and its lead agencies
should clearly articulate the expectations for each caregiver, including
attendance at appointments and conferences with physicians, othe r
medical professionals, and teachers, and hold them accountable for
compliance with these expectations.

R32.

The Department of Children and Families, working with its
community partners, should require clinical rating scales and other
measures to monitor and quantify response to target symptoms and
progress to treatment goals in each treatment plan.

R33.

The Department of Children and Families, through its community
partners, should require prescribing physicians to conduct or review a
current physical examination prior to prescribing a psychotropic
medication. Physicians also should be required to record and consider
the child’s height, weight, and body mass index during each visit.

R34.

The Department of Children and Families should require that the
initial medical assessment of a child in the care of the state include
screening for traumatic brain injury. In addition, a screening for
brain injury should be required if a prescription for psychotropic
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medication is indicated. Such screening should determine any
additional evaluations which should be completed.
R35.

The Department of Children and Families should work with its
Federal partners to improve the protocols for prescribing,
administering, and monitoring psychotropic medications.

R36.

The Department of Children and Families should include in its
contract with the University of Florida College of Medicine pre consent authorization when any psychotropic medication is
prescribed for any children under the age of eleven.

R37.

The Department of Children and Families, working with its
community partners, should endeavor to create a system of care
focusing on the continuity and quality of care and in which a child is
not forced to change treating professionals upon residential moves. As
part of this, the Department should require its lead agencies to
conduct a special staffing attended by all those involved in the child’s
care whenever a child is moved between residential placements and
when primary care and behavioral health specialists change. Those
responsible for a child’s care should develop a plan to ensure
continuity of care and minimal disruption to the child’s well-being.

R38.

The Department of Children and Families and the Agency for Health
Care Administration should jointly review the Florida Medical
Handbook to ensure cons istency with these recommendations.

R39.

The Agency for Health Care Administration, in partnership with the
University of South Florida, should continue and expand its efforts to
monitor prescribing practices of doctors with large volume of
psychotropic medication prescriptions.

R40.

Any other State agency, such as the Department of Juvenile Justice,
charged with dealing with children in State care should ensure that
their policies, procedures, practices, oversight, and data systems
relating to psychotropic medications are adequate, up-to-date, and
meet legal standards.

Issue: Comprehensive Behavioral Health Assessments
The Comprehensive Behavioral Health Assessment (CBHA) is a psycho-social
assessment that allows a comprehensive look at a child’s behavioral health needs.
Required within 30 days in all shelter cases and allowed under other
circumstances, the purpose of the Comprehensive Behavioral Health Assessment
is to integrate and interpret existing information and provide functional
information to decision- makers in determining:
• The most appropriate out-of-home placement;
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•
•

Intervention strategies to accomplish family preservation, reunification, or re-entry and permanency planning; and
Comprehensive service plans and behavioral health services that, when
indicated, are incorporated into the child’s case plan.

CBHAs must be performed by a licensed mental health practitioner or under the
supervision of such a practitioner. Each must include direct observation of the
child in three settings: home, school, and community. Children who are enrolled
in Medicaid who meet specific criteria may have a CBHA performed once a year,
and a CBHA may be requested when a child faces significant changes in his life
or environment.
Findings:
65.
The goal of the Department of Children and Families is that all children
entering out of home care who are Medicaid eligible are provided a
Comprehensive Behavioral Health Assessment (CBHA). Testimony
before this Work Group, however, indicated that not every child in foster
care is eligible for or receives the Comprehensive Behavioral Health
Assessment. The Department’s goal should be a Comprehensive
Behavioral Health Assessment on all children coming into foster care.
66.

Children currently entering state care who do not always receive
Comprehe nsive Behavioral Health Assessments include children who are
not Medicaid eligible (primarily immigrant children); children who do not
enter via or remain in "shelter status" long enough for a CBHA to be
ordered; and children who are placed in unlicensed settings (relative or
non-relative placements).

67.

While often used early in a foster child’s involvement with DCF, the
Comprehensive Behavioral Health Assessment is not used on a regular
basis to indicate progress of the child within the system unless there are
clear emotional disturbances and a follow-up is requested.

68.

While subsequent CBHAs may be performed in certain circumstances, this
Work Group received no evidence that CBHAs are routinely ordered for
all children whose behaviors are deteriorating and whose emotional needs
are escalating.

69.

Case plans too often show a gap between those services identified in the
CBHA and those reflected in the child's case plan.

70.

Case plans too often reflect a gap between services identified in the CBHA
and those actually being provided to the child.
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Recommendations:
R41. The Legislature should allocate sufficient funding to provide
Comprehensive Behavioral Health Assessments (CBHA) to children
who are not Medicaid eligible.
R42.

The Department of Children and Families should require its lead
agencies to ensure multi-disciplinary staffings are conducted for all
children with complex needs and for those who remain in care for
longer than eighteen months.

R43.

The Department of Children and Families should require its lead
agencies to develop and implement a process to determine , at least
once a year, whether each child in State care for more than eighteen
months would benefit from an updated psychological or behavioral
health assessment; provide that assessment; and provide the services
recommended therein. The services recommended in the assessment
should be added to the child’s case plan.

R44.

The Department of Children and Families should require its lead
agencies to ensure that all children in the child welfare system receive
the Compre hensive Behavioral Health Assessment.

R45.

The Department of Children and Families should require each lead
agency to ensure that the Comprehensive Behavioral Health
Assessment is always made available to the prescriber of psychotropic
medications prior to the prescribing of psychotropic medications for
the child.

R46.

The Department of Children and Families, working with its lead
agencies, should develop and monitor quality assurance standards to
ensure the implementation of recommendations contained in the
Compre hensive Behavioral Health Assessments.

Issue: Information contained in the Florida Safe Families Network (FSFN)
On April 20, 2009, Florida Safe Families Network (FSFN) records reflected that
1,949 of Florida’s 20,453 children in out-of-home care were being treated with
psychotropic medications. Subsequently, following increased attention on the
issue and with additional training for child welfare personnel, an October 30,
2009 report indicated that 2,848 of 19,789 children in out-of- home care were
actually receiving psychotropic medications.
In addition to the appointment of the Gabriel Myers Work Group, Secretary
Sheldon ordered a special quality assurance (QA) review of every child in out-ofhome-care on psychotropic medications. As of October 30, 2009, the
Department's quality assurance division has reviewed 2,952 cases and issued
5,551 corrective action requests to provider agencies. These action requests
address deficiencies with legal informed consent, court orders, treatment plans,
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and data entry errors in the FSFN data system. Corrective actions are being
tracked at the local level and progress is reported via on-going conference calls.
The Department has completed the review of children ages 0-17.
The Gabriel Myers Work Group received on-going briefings on the progress of
these quality assurance reviews, which clearly identify deficiencies in data
contained in FSFN and specify corrective action needed. Each of these reports has
been included on the Gabriel Myers Web site reflecting the activities of this Work
Group.
Findings:
71.
FSFN data are frequently incomplete and inaccurate. The information
contained in FSFN is only as good as the information entered from the
field; errors in input, regardless of the reasons for such errors, will
continue to yield faulty information.
72.

DCF and Community Based Care Lead Agencies staff indicated that, as
currently structured, FSFN is a data capture system that provides little
support for effective case management.

73.

The pilot project being conducted by OurKids, the Community Based
Care Lead Agency for Miami- Dade/Monroe Counties, is an outstanding
application of MindShare as a platform for better analytical and case
management applications of FSFN data.

74.

Case managers are required to enter medical information into FSFN, yet
often do not understand the information and cannot verify its accuracy.

75.

FSFN has too many “free text” and “other” sections which complicate
timely and effective use of the data system as an adequate monitoring
device.

76.

The list of psychotropic medications in FSFN, while extensive, does not
include all drugs used for such purposes. Testimony indicated that the
purpose of the list is unclear to child welfare system participants and
prescribing physicians.

77.

It must be recognized that FSFN is only a data system; by itself, it does
not replace adequate supervision and monitoring.

Recommendations:
R47. The Department of Children and Families should require its lead
agencies to continue its efforts to ensure the quality, completeness,
timeliness, usefulness, and accuracy of case documentation and
information contained within the Florida Safe Families Network.
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R48.

The Department of Children and Families should continue to utilize
technology and identify technology solutions, including enhancements
to the Florida Safe Families Network, to resolve problems identified in
this report including:
o Elimination of duplication of data entry
o Cataloguing of treatments and medications
o Monitoring of status of psychotropic medications in the
prescription / consent / administration process.
o Allowing all parties access to verify information
o Establishing a “stop” or flag system when an action does
not occur
o Facilitating and documenting information exchange
o Facilitating supervisory monitoring/review and
management oversight
o Strengthening and aligning data systems

R49.

The Department of Children and Families should continue
refinements to the Florida Safe Families Network to increase its “user
friendliness” and to reduce the number of free text and “other”
entries.

R50.

The Department of Childre n and Families should develop a webbased program for referral, treatment and tracking of children
prescribed psychotropic medications to replace duplicative forms
linked to FSFN and make the program accessible to all pertinent
persons.

R51.

The Department of Children and Families, working with its
community partners, must continue to improve the usefulness of the
Florida Safe Families Network for case management in the field.

R52.

The Department of Children and Families should clarify the intent of
listing psychotropic medications in Florida Safe Families Network.

Issue: Informed Consent and Judicial Review
Section 39.407, Florida Statutes, describes in detail the process for obtaining
express and informed consent for the administration of psychotropic medications
to children in the custody of the department. Subsection (3)(a) of that statute
requires that any physician prescribing such medications to a child in the custody
of the department must attempt to obtain “express and informed consent” as
defined in s. 394.455(9), F.S. and described in s. 394.459(3)(a), F.S. For children
whose parents’ rights have not been terminated, the prescribing physician must
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attempt to obtain written express and informed consent from the child’s parent or
legal guardian.
Before giving express and informed consent, the following information must be
provided and explained in plain language to the child’s parent or legal guardian
and to the child, if age appropriate:
• the reason for admission or treatment;
• the proposed treatment;
• the purpose of the treatment to be provided;
• the common risks, benefits, and side effects thereof;
• the specific dosage range for the medication, when applicable;
• alternative treatment modalities;
• the approximate length of care;
• the potential effects of stopping treatment;
• how treatment will be monitored; and
• that any consent given for treatment may be revoked orally or in writing
before or during the treatment period by the parent.
To assist the physician with securing the express and informed consent of the
parent or legal guardian, the Department of Children and Families or its local
partners must take steps necessary to facilitate the inclusion of the parent or legal
guardian in the child’s consultation with the physician.
If the parent is unavailable or unwilling to give express and informed consent, if
the parent is unknown, or if the parent's parental rights have been terminated, a
court order authorizing the administration of psychotropic medication must be
requested. Except in defined emergency situations, that judicial review and court
authorization must be obtained prior to the administration of the medication.
The motion requesting authorization for the administration of the medication must
be filed by attorneys representing the State and be accompanied by a written
report signed by the prescribing physician. The required elements of the medical
report are outlined in the statute and closely track the requirements for express
and informed consent, above. The prescribing physician is not required to testify
in any hearing on the motion unless the court orders attendance or a party
subpoenas the physician. Any objection to the motion must be filed within 2
working days of receipt of the motion by a party. If an objection is received, the
court must schedule a hearing on the motion “as soon as possible.”
Findings:
78.
The on- going analysis of data contained within the Florida Safe Families
Network (FSFN) clearly showed that a significant portion of cases
involving the administration of psychotropic medications to foster children
did not meet the legal requirements relating to express and informed
consent.
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79.

The on- going analysis of data contained within the Florida Safe Families
Network (FSFN) clearly showed that a significant portion of cases
involving the administration of psychotropic medications to foster children
did not meet the legal requirements relating to judicial review.

80.

Psychotropic medication is routinely administered to children in Florida
without express and informed consent of their parents, or in their absence,
without judicial authorization.

81.

The prescribing physician’s report/affidavit varies among circuits; there is
no common, statewide form. Information on these forms is often repetitive
and/or unnecessary for the action requested.

82.

The treatment plan does not clearly specify the expected length of
treatment with recommended medication and a discontinuation plan for
that medication.

83.

Informed consent for use of psychotropic medications is a systemic
problem. It appears that, too often, parents and/or the court are unaware of
critical issues involving medications, procedures are not followed, and
documentation requirements are ignored.

84.

There is often insufficient exchange of information for parents or judges to
make an informed decision involving psychotropic medications.

85.

There is no evidence that children are routinely provided notice of the
proposed treatment with information on how to object in a timely fashion.

86.

The pre-consent process is unclear, particularly if a child is already taking
a medication.

87.

The pre-consent age requirement is not understood (under 5 or under 6?)

88.

The prescribing physician too often yields to pressure and fails to meet the
legal and ethical duty to obtain express and informed consent before
psychotropic medication is administered.

89.

Informed consent cannot be obtained without a direct conversation
between the prescriber or a trained designee, and the person with authority
to provide the consent, whether the parent, legal guardian, or the judge. An
exchange of paper can never substitute for the oral interchange and visual
cues required for the prescriber (or designee) to ascertain that the
"consenter" understands the decision being made.
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90.

Informed intermediaries can be used as a tool to ensure effective
communication and facilitate the obtaining of informed consent. Such an
approach is not currently utilized in Florida's child welfare system.

91.

A true informed consent document should be signed by the parent in the
presence of the prescribing physician who has explained all components of
informed consent, including treatment alternatives.

92.

Child welfare workers are expected to facilitate contact between the
child’s parents and the physician. The child welfare worker cannot act for
the physician and obtain express and informed consent for treatment.

93.

There are numerous barriers to arranging a personal meeting between the
"prescriber" and "consenter" - whether that be the parent or the court (e.g.,
it may be difficult for parents working full-time at low wage jobs to leave
work for a physician’s appointment, and frequently physicians do not have
time to appear before the judge).

94.

Courts lack what was referred to as the “intimacy of daily association”
with the affected foster children. Consequently, in determining the
appropriateness of psychotropic medication, they must rely on information
provided by a variety of other individuals, including the case manager,
foster parent, Guardian ad Litem, behavior analyst, therapist, and
physician.

95.

As a general principle, courts will be able to render better decisions for
children if judges sitting on the dependency bench have experience either
as jurists or practitioners. Judges should not be placed in dependency
unless they want to be there. Courts with strict rotation schedules should
be encouraged to retain experienced dependency judges to work on behalf
of children.

96.

Judges can more effectively meet the needs of children in the care of the
state if:
• They receive more education on treatment alternatives available to
address behavior disorders and psychiatric symptoms.
• They receive more education on the types of psychotropic medications
and the illness they are designed to treat.
• They are advised on best practices for obtaining informed consent and
use of psychotropic medication in children.
• They are provided with a judge’s desk reference that would enable
them to quickly access important information about each drug.
• They are provided with a bench card to give them an at-a-glance guide
on what they need to know or what evidence they need to take in order
to render a decision.
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•
•

There is a uniform statewide affidavit, developed with the input of
physicians and other participants within the process, which will
provide the information the court needs to make a decision.
There si an easier way to obtain a true second opinion (not just a
consultation on the MedConsult Line).

97.

Children should be fully involved in and allowed to participate in court
hearings involving their welfare and treatment in a developmentally
appropriate fashion.

98.

Court orders approving the use of psychotropic medications do not always
contain other specific medical follow- up steps, such as blood and other
appropriate tests, necessary to ensure the child’s well-being.

99.

Medical ethics and best practices require that the “informed consent”
process include an effort by the physician to obtain assent from children
who lack the capacity to provide informed consent. Assent is a process by
which a provider of medical services helps the patient achieve a
developmentally appropriate awareness of the nature of his or her
condition; informs the patient of what can be expected with tests and
treatment; makes a clinical assessment of the patient’s understanding of
the situation and the factors influencing how he or she is responding; and
solicits an expression of the patient’s willingness to accept the proposed
care.

100.

The American Academy of Child and Adolescent Psychiatry (AACAP)
has promulgated a list of specific questions that decision makers should
have answered before the child begins taking psychiatric medication. This
list of questions is more tailored to the unique needs of children than the
current “informed consent” guidelines in statute and may be appropriate
for further review.

Recommendations:
R53. The Department of Children and Families should require that
informed consent be given only after a direct conversation between
the prescriber or trained designee and the parent, legal guardian, or
judge authorized to give consent.
R54.

The Department of Children and Families should require that the
child’s position on taking a prescribed psychotropic medication be
recorded in their treatment plan.

R55.

The Department of Children and Families, working with its
community partners, the medical community, and the State Court
system, should develop and adopt a uniform, less complex and lengthy
informed consent form for use statewide.
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R56.

The Department of Children and Families, working closely with the
Office of State Court Administration (OSCA) and local court
administrators, should develop and provide on-going education for
judges and court staff on treatment alternatives, psychotropic
medications, informed consent, and appropriate processes involving
the court with the child welfare system.

R57.

The Department of Children and Families should work with local
chief judges and encourage the assignment of experienced judges with
an interest in family and children’s issues to work on behalf of
children.

R58.

The Department of Children and Families, working with its
community partners, should improve the court referral process that
allows for other specific medical follow-up steps, such as blood and
other appropriate tests, necessary to ensure the child’s well-being.

Issue: Information Sharing
Florida’s foster care system requires the involvement of a number of agencies,
both governmental and private, and myriad individuals to successfully manage
the care of these children. When they have unique behavioral or medical needs,
the involvement of other professionals becomes even more necessary. In such
cases, it is vitally important that all participants in a child’s welfare regularly
exchange critical information and continually communicate with other involved
caregivers. Especially in complex cases, the use of multidisciplinary teams fosters
the focus of a variety of professional expertise and viewpoints on the solution of
that child’s specific issues. This process demands a continuous, consistent,
coordinated system of care such as that recommended for individuals with both
mental health and substance use disorders.
Findings:
101. The sharing of information, whether through interpersonal contact or data
exchange, must ensure integrated care for Florida’s foster children and
eliminate fragmentation of efforts.
102.

Data available through a number of systems (e.g., FSFN, AHCA
Medicare, and MedConsult Line) are not regularly reviewed to indicate
anomalies in the number of children receiving psychotropic medications
or to ensure accuracy of data.

103.

The results of the Comprehensive Behavioral Health Assessment are not
always transmitted to and shared among others involved in the child’s
treatment, including the treating psychiatrist.
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104.

The results of the Comprehensive Behavioral Health Assessment do not
replace a functional behavior assessment.

105.

There is a need for a Web-based information system which, with proper
security safeguards, allows access by those responsible for a child’s care.

106.

Florida lacks data on children aging out of the care of the state and their
continued use of psychotropic medication. Anecdotal evidence suggests
that many youth discontinuing medications after reaching adulthood may
not suffer adverse effects.

107.

Child abuse death reviews have consistently identified the need for
multidisciplinary staffings on complex cases. Currently, multidisciplinary
staffings are not routinely conducted.

108.

Prescribing physicians do not always have access to all of the information
about the child's medical, therapeutic and behavioral history that is
available in the child welfare system.

109.

Sharing of information is primarily affected by two Federal laws, the
Health Insurance Portability and Accountability Act of 1996 (HIPAA),
which governs the use and disclosure of private health information, and
the Family Education Rights and Privacy Act of 1974 (FERPA, also
known as the Buckley Amendment), which protects the privacy of student
educational records. It appears that misunderstandings concerning the
intent and requirements of these laws foster artificial barriers to the
sharing of information among foster children in care, especially with and
between schools and between treating personnel.

110.

The current system requires numerous pieces of paper, necessitating
duplication of information entries and creating a burden for all involved,
and may result in inaccurate or incomplete information going to the
persons who need it.

111.

Technology and technological solutions to many of the problems
identified in this report can be better employed to:
• eliminate the duplication of entries; catalogue the treatments and
medications of children;
• track the status of a prescribed medication in the
prescription/consent/administration process and monitor any changes
in prescriptions;
• allow all parties (and counsel) to view and confirm the accuracy of
information; generate a “stop” or flag when system requirements, such
as informed consent, do not occur; and
• facilitate and document information exchanges between therapists and
prescribers.
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112.

Prescribing physicians lack financial incentive to participate in multidisciplinary treatment teams.

113.

All persons with daily contact with a child (caregiver, school, day care)
should have access to pertinent information concerning symptoms,
medication side effects, expected changes in behavior, when to contact
prescriber or an emergency room, and necessary on-going monitoring.

114.

Standardized information sheets on most commonly used medications are
available through the Food and Drug Administration and pharmacies and
could be used more effectively in sharing information within the child
welfare system.

115.

Complete and accurate medical records are indispensable to safe and
effective usage of psychotropic medications.

116.

Continuity of medical care, to the extent possible, will promote the wellbeing of children.

117.

No existing quality assurance review determines whether the child's health
records are complete and up to date.

118.

Information systems and information-sharing practices should be capable
of triggering a specific response from designated agencies when a pattern
of warning signs of crisis for a child in State care emerges.

119.

Elimination of needless and duplicative paperwork should result in
efficiencies that lead to better care.

Recommendations:
R59. The Legislature should ensure sufficient funding that foster children
aging out of the system, who are on psychotropic medications or
involved in therapeutic treatment, be provided with a method,
including financial support, to continue such treatment for a specified
period of time after discharge if not covered by insurance plans
through employment or other means.
R60.

The Department of Children and Families should work with the
Department of Education and local school districts, in compliance
with existing interagency agreements, to develop procedures to
facilitate the release of a child’s school information from school
officials to those charged with his/her care .

R61.

The Department of Children and Families, working with the
Department of Education and Department of Health, should ensure
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that training on the Health Insurance Portability and Accountability
Act of 1996 (HIPPA) and the Fa mily Educational Rights and Privacy
Act of 1974 (FERPA) is conducted for staff in child welfare,
behavioral medicine, and schools to facilitate sharing of treatment and
other child welfare information.
R62.

The Department of Children and Families, working with its
community partners, should develop and implement a Web-based
information system which, with proper security safeguards, allows
access by those responsible for a child’s care and facilitates the rapid
exchange of information.

R63.

The Department of Childre n and Families, working with the Agency
for Health Care Administration and the Department of Health, should
encourage all medical providers to use electronic medical records and
provide the technical support for the use of such records .

R64.

The Department of Children and Families, in partnership with the
Department of Education and each county school system, should
develop and implement procedures to share information regarding
treatment, problems, and response for a child in State care in crisis.

R65.

The Depart ment of Children and Families, working with its
community partners, should implement a training and quality
assurance monitoring plan that addresses sharing of information
among those responsible for a child’s care and stakeholders.

R66.

The Department of Children and Families should review data in
multiple information systems (Florida Safe Families Network, Agency
for Health Care Administration, Medicare, and MedConsultLine) on
a regular basis to detect anomalies in the number of children
receiving psychotropic medications and to ensure accuracy of data
across data systems.

Issue: Behavioral Health Care
Coverage of children within the State’s foster care system is provided by a
number of mental health plans and a number of funding sources, chiefly
Medicaid. The Child Welfare Pre-Paid Mental Health Plan (CWPPMHP) covers
children in licensed out of home care in most, but not all of the state. Community
Mental Health covers children in licensed out of home care in AHCA Areas 1 and
6 (except Hillsborough). A managed care plan covers children in Broward.
Children who are not in licensed out of home care (at home under supervision, in
relative or non-relative care) are not eligible for the CWPPMHP. Children who
move between licensed and unlicensed placements will almost always change
therapists. Even within the CWPPMHP, children who move between contracted
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residential providers often change therapists as the providers employ the
therapists.
Findings:
120. The child welfare system does not maximize outcomes for children when
it fails to provide them with consistent therapy provided by persons with
whom they have a positive therapeutic relationship.
121.

The fragmentation of the existing mental health delivery ensures
discontinuity of care when a child's residence changes.

122.

Coverage is fragmented among mental health plans.

123.

Current mental health coverage does not adequately provide behavioral
support to caregivers, a situation frequently due to the lack of available
competent and appropriately credentialed providers.

124.

Medicaid will not pay for non-cognitive behavioral therapy, including
applied behavior analysis, for children with cognitive impairments who
are not on a waiver from the Agency for Persons with Disabilities.

125.

Children are enrolled and unenrolled in health care plans without the
knowledge and participation of caregivers which can cause discontinuity
of care. Although the Agency for Health Care Administration permits
parents/guardians to select a health plan for their children, the caregivers
of children in the child welfare system are not in direct communication
with AHCA. Information about plan selection and assignment is
frequently not communicated to caregivers by the responsible Community
Based Care agency. As a consequence, caregivers do not find out about reassignment until a service provider declines treatment.

126.

Evidence based practices show improved outcomes for caregivers who
receive parent training and direct support when caring for children with
problem behaviors, yet those services are not routinely offered and are
difficult to obtain when requested.

127.

Funding for behavioral supports has decreased.

128.

Caregivers are able to select health care providers for the children; a
change of caregiver may result in change in health care provider.

129.

It is important to leave selection of provider to the caregiver; they will
most often choose providers that are convenient and they trust, thus
enhancing the likelihood that they will obtain care.
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130.

If children have a "medical home," described by Children’s Medical
Services (CMS) of the Department of Health as “continual and
comprehensive care that is managed and coordinated by a primary health
care provider,” then their complete record can easily be transferred to a
new referral, and caregivers can be required to select providers who meet
requirements of providing "medical home" (perhaps using the CMS
Network Credentialing Criteria).

131.

Current laws, rules, procedures, and practices do not clearly articulate the
standard of psychiatric or behavioral health care expected for children in
state care.

132.

As children move between residential placements their primary care and
behavioral health providers often change, impacting the continuity and
quality of care.

133.

The designation of a health care advocate for each foster child could
ensure on-going review, communication, and responsiveness to the
medical needs of each child.

Recommendations:
R67. The Legislature should ensure adequate funding to support mental
health needs of children in State care and encourage more active
involvement by a prescriber in the therapeutic treatment of children
whether or not they are Medicaid eligible.
R68.

The Department of Children and Families should determine the costs
to provide equivalent health and behavioral health care to children
who are not Medicaid eligible.

R69.

The Department of Children and Families, in conjunction with the
Department of Health Children’s Medical Services, should establish a
medical home for all children in the care of the State.

R70.

The Department of Children and Families, working with its
community partners, should ensure that health care advocate
positions, staffed by trained medical personnel are attached to case
management organizations to assist in facilitating health care for
children. Such positions, acting as "informed intermediaries" can also
serve as a liaison between the prescribing physician and decision
maker to facilitate informed consent in those cases where those parties
cannot meet directly.

R71.

The Department of Children and Families should increase the
involvement of its Substance Abuse and Mental Health Program
Office in the child welfare system with emphasis on:
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o
o
o
o

Reducing fragmentation of coverage in mental health plans
Integrating Departmental services
Increasing use of evidence-based practices
Improving the involveme nt of and support for the treatment
team, foster parents, and other stakeholders in behavioral
health care

R72.

Rather than automatically enroll children in State care into Medicaid
HMOs for physical health care, the Department of Children and
Families should instead elect "fee for service" or "Medipass" as the
default option. The Department, through its lead agencies, should
then facilitate a discussion between the Agency for Health Care
Administration and the caregivers to determine whether an HMO
would be in the child’s best interest and require affirmative election of
HMO by caregiver/case manager.

R73.

The Agency for Health Care Administration should revise its
definition of medical necessity as it applies to children to ensure that it
is in agreement with the federal definition.

Issue: Individual and Agency Accountability
The care of Florida’s foster children demands the accountability of those
concerned with ensuring their welfare and protecting their interests. To that end,
each participating individual and agency in the child welfare system must clearly
understand, commit to, and fulfill their defined role. In particular, agencies
throughout the State must accept and exercise their responsibility for the
accountability of those in their charge, and the Department of Children and
Families must effectively exercise its responsibility for the oversight of those who
work within this partner-driven system.
Findings:
134. The responsibilities for the treatment of a foster child are well established
in statute and administrative code. However, in application and
particularly within local systems of care, the child welfare system lacks a
clear delineation of and education on the roles and responsibilities of all
those involved in the treatment of a foster child, including the case worker,
foster parent, physician, judge, Guardian ad Litem, attorney, and
contracted providers.
135.

Within the Department of Children and Families, issues related to the
mental health of children fall within the responsibilities of both the Office
of Family Safety and the Office of Children’s Mental Health, with no clear
definition of the responsibilities or coordination required of each.

136.

The Department of Children and Families lacks a central medical
leadership position, such as a Chief Medical Officer, charged with
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ensuring coordination of all medical and psychiatric efforts of and
decisions by the agency.
137.

Regardless of any other areas of personal skills or expertise, it is critical
that the case manager be viewed as the subject matter expert on a single
item: each child assigned to his/her care.

138.

There is a need for enhanced oversight of children in the care of the state
by the judiciary assigned to dependency cases.

139.

Assigned responsibility, and the subsequent accountability, for ensuring
on-going compliance with agreements among agencies (e.g., the
Interagency Agreement to Coordinate Services for Children Served by the
Florida Child Welfare System) and for action plans resulting from cases
such as Rilya Wilson or the Red Item Report, are lacking.

140.

Performance measures for the Department of Children and Families and
their community-based partners should reflect the core issues related to the
use of psychotropic medication to treat Florida’s foster children, including
compliance with statutory safeguards.

141.

Contractual accountability and performance requirements for communitybased care agencies and the providers with whom they contract appear to
be loosely monitored and enforced by the Department of Children and
Families.

142.

Administrative requirements placed on those involved in the system with
meeting the needs of the child are duplicative, excessive, and often not
followed.

143.

The contract between DCF and the University of Florida College of
Medicine currently does not include mandatory pre-consent authorization
review if the psychotropic medication prescribed for children under the
age of six is used solely for non-psychotherapeutic purposes.

Recommendations:
R74. The Department of Children and Families should seek funding for a
Chief Medical Officer within the Office of the Assistant Secretary for
Substance Abuse and Mental Health, with subsidiary positions in each
Region to provide consultation to Community Based Care staff when
needed for questions, concerns, or assistance of a medical nature.
R75.

The Department of Children and Families should clearly articulate
the relationship, responsibilities, and coordination required between
the Office of Family Safety and Office of Children’s Mental Health on
issues related to children’s mental health.
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R76.

The Department of Children and Families, working with its
community partners, must clearly define and fix expectations and
responsibilities for treatme nt and care among those charged with the
care of the child, including the case worker, foster parent, physician,
judge, Guardian ad Litem, attorney, and contracted providers.

R77.

The Department of Children and Families, working with its
community partners, must clearly define and ensure appro priate
training on the roles, responsibilities, and expectations of all persons
involved in the child's life and case.

R78.

The Department of Children and Families, working with its
community partners, must clearly develop and utilize management
indicators to monitor agency performance in child welfare system

R79.

The Department of Children and Families, working with its
community partners, must clearly define warning signs of crisis
indicating when a child is in trouble and identify who is responsible to
respond.

R80.

The Department of Children and Families, working with its
community partners, must review rules, policies, and practices to
eliminate duplicative requirements for case documentation.

R81.

The Department of Children and Families must clearly define,
continually monitor, and actively enforce contractual accountability
and performance requirements for lead agencies and the providers
with whom they contract.

R82.

In order to longitudinally assess the impact of psychotropic
medications, the Department of Children and Families should
contract for independent research studies to examine the outcomes for
former foster youth who were administered psychotropic medication
while in state care and to compare those outcomes with children who
did not receive psychotropic medications .

R83.

The Department of Children and Families should regularly compare
data on the number of children receiving psychotropic medications on
FSFN, AHCA, Medicare, and Med Consult Line information systems
for inconsistencies.

R84.

The Department of Children and Families and its lead agencies
should implement quality assurance procedures to monitor effectively
actions required by case managers and supervisors. The procedures
should be briefed to the Secretary of Children and Families.
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R85.

The Department of Children and Families and its lead agencies
should maintain an on-going review of all items noted in quality
assurance reports to ensure continued compliance with identified
deficiencies and recommendations.

R86.

The Department of Children and Families, in conjunction with
appropriate State and community partners, should develop and
promulgate an action plan for the implementation of the
recommendations contained in this Report by January 31, 2010.
Monitoring of this action plan should occur through both
Departmental management and quarterly reports to the Task Force
on Fostering Success.

Issue: Implementation of the Red Item Report on Psychotropic Drug Use in Foster
Care
In its 2003 Report to Governor Jeb Bush, the Statewide Advocacy Council
recommended that the State:
• Develop and implement a quality assurance program for monitoring
the use of these drugs in children. Such a system would ensure that
appropriate attempts at behavior management were implemented and
that the prescribing of drugs is a last resort.
• Develop a Plan of Care to include counseling for anger, self-esteem,
positive reinforcement, dealing with fear and attitude, and character
building traits. Not all foster children will need this counseling but it
should be available for those that do.
• Ensure that appropriate standardized written informed consent is
obtained prior to starting any child on psychotropic medication. This
consent should include information about any risks and expected
benefits, including possible side effects and alternative treatments.
• Ensure that everyone who administers psychotropic medications to
children in a foster care setting is trained to recognize the side effects
of medications.
• Ensure that pediatric psychiatrists perform medical examinations prior
to implementation of these drugs. These doctors understand and
recognize potential side effects of these drugs when used in children.
• Ensure that foster care records for each child contain organized
information and that medical records are easily found.
• Ensure when more than one physician is ordering medications that
Medical Passports are current and made available to each physician.
The Statewide Advocacy Council concluded that “It is imperative that the foster
care children in the State of Florida receive the necessary medical treatment they
need, however, unnecessary dispensing of psychotropic medication remains a
threat to them. Until there is more information regarding the safety and efficiency
of these drugs, Florida’s foster care children should be monitored closely. The
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information in this report should be immediately incorporated into an agenda in
order to preserve and protect the health, safety, welfare and rights of children in
foster care.”
Findings:
144. These recommendations offer a common sense approach to ensuring that
children in the care of the state will have adequate assessment for any
treatment needs and have access to a wide array of treatments. Everyone
involved in the care of these children has a responsibility for their safety.
If any treatment is necessary, including medication, it must be closely
monitored for safety and effectiveness.
145.

While the Department of Children and Families began implementation of
some of these recommendations, their practice has not been
institutionalized into the policies, procedures, or performance of the
agency or its community-based partners.

Recommenda tion:
R87. The Department of Children and Families should immediately
implement and institutionalize the recommendations from the Red
Item Report on Psychotropic Drug Use in Foster Care.
Issue: Ensuring Best Practices
In a presentation before the Gabriel Myers Work Group, Dr. Christopher Bellonci
offered a number of principles necessary to ensure best practices in screening,
assessment, and treatment of mental health issues in child welfare:
Principle 1: In establishing informed consent, information must be given to the
child, youth, family (bio-parent, foster parent, or caregiver), and the
caseworker/state-assigned decision maker about the treatment options (both
medication and non- medication options), the risks/side effects and benefits of the
medication, the targeted symptoms, and the course of treatment.
Principle 2: The child welfare agency must document (for example, in the medical
passport) the medications the child or youth is taking, the child’s or youth’s
response to the medications, risks/side effects and benefits of the medications, and
the time- frames for the elicited response. This documentation will follow the child
or youth throughout his or her stay in care.
Principle 3: The prescriber should have ongoing communication with the child
and caregiver to monitor treatment response and side-effects on a continuing
basis, and discuss with the child adherence to medications and any medication
changes in the context of an engaged collaborative therapeutic relationship.
Principle 4: Recognized clinical rating scales or other measures should be used to
quantify the response of the child’s target symptoms to treatment and the progress
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made toward treatment goals. In the initial phase of treatment (during the initial
three months on a particular medicatio n or regiment), visits should take place on
at least a monthly basis, or more frequently if the child’s condition is unstable or
worsening.
Principle 5: Caseworkers will know or have training on:
-child and adolescent development
-neuro-developmental effects of prenatal substance exposure
-common mental health disorders in the child welfare population
-effective treatment options for these mental health disorders
Principle 6: Youth and families should be provided ongoing information on the
diagnosed mental health disorder, effective treatment options, and managing life
with the condition, including:
-what to expect in the future
-how severe the condition is
-can the youth not take medication in the future
-what can be done instead of medication
-how to access help in the future
Principle 7: The agency should ensure transition planning in advance of youth
leaving care that includes identification of providers and source of payment for
treatment.
Principle 8: The child welfare agency should encourage, support, and monitor the
mental health needs and access to psychotherapeutic medications and other
mental health services for birth families.
Principle 9: The agency should periodically conduct reviews of patterns of
psychotherapeutic medication use within its caseload, on an aggregate- and
provider-specific basis, and take necessary action in response to findings of such
reviews.
Findings:
146. Principles such as those listed above should be accepted and clearly
articulated as necessary and appropriate for the treatment of children
within Florida’s child welfare system.
147.

The training reflected in Principle 5 should be extended to all participants
in the child welfare system.

Recommendations:
R88. As previously noted in this Report, all decision making should be
guided by the principle that it is important to comprehensively
address all the concerns in a child’s life--health, education, and
social/emotional issues--as well as to provide behavioral supports and
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parent training, so that a child’s behavioral and mental health issues
can be addressed in the least restrictive setting and in the context of a
comprehensive treatment plan.
R89.

In any legislation arising from this Report, the Legislature should
utilize these guiding principles as the statement of legislative intent
and expected standards of care for children in the care of the state.

R90.

The Department of Children and Families should ensure that all rules
and policies articulate clearly the standards of psychiatric or
behavioral health care expected for children in the care of the state
and that practices at all levels of the child welfare system meet these
standards.
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