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AFLP PHILOSOPHY

We believe that human development is unique for each individual. Many personal, familial, societal, and environmental factors can affect the journey to maturity. The impact on the individual can be either negative or positive; however, with encouragement and support, the young person will develop the tools so that the less desirable factors will have a minimal effect on their quality of life.

When adequate resources are available, the adolescent parents can make positive choices that will enhance their growth and development. They will have the skills and capacity to be emotionally and physically healthy, contributing, productive, fully‑realized individuals.

We believe when the adolescent's journey includes pregnancy, the untoward consequences of that pregnancy can be prevented or ameliorated. Giving the adolescent a firm foundation through appropriate guidance and support will assure positive outcomes. The adolescent mother, the father of the baby, and the baby will benefit in all aspects of their lives.

Pregnancy and parenting need not impair the capacity of adolescents to be contributing fully‑realized individuals. We believe in the innate capacity and desire of adolescents to be nurturing parents who will act to ensure the probability of healthier lives for their children and generations to come.

In the commonality of human development, there is diversity. Comprehensive case management must respect the cultural richness of our society. The expression of developmental levels, access and acceptance of resources, the knowledge base and life experiences of the adolescents served by the program are all reflections of diversity. Further, case management draws and builds on the uniqueness of the individuals involved ‑ both clients and case managers.

The AFLP functions to draw together community resources to assist adolescents to realize their potential as individuals in society. The program develops relationships, educates, and works in partnership with community resources to provide optimum services. Success in the program is achieved through the shared responsibility among all those involved; the adolescents, the families, their case manager, and the community.

AFLP MISSION STATEMENT

The mission of the Adolescent Family Life Program is to:

1. Use case management to enhance, through associations with families and community resources, the health, educational potential, economic opportunity, and self‑sufficiency of adolescents during pregnancy and parenthood, and to promote healthy, family relationships.

2. Develop nurturing relationships in which case managers and adolescents served by the programs can work together to prevent early pregnancy and ameliorate the untoward effects when early pregnancy does occur.

3. Promote the development of collaborative, integrated systems of care to support the adolescents during pregnancy and parenthood, support their children, and aid these adolescents to make healthy life style choices.

4. Respect the unique, culturally‑defined needs of our various client populations and communities.

AFLP GOALS
1. Adolescents, their families, and their social support systems will be served by effective, comprehensive networks of local programs and agencies.

2. Adolescents will be supported through continuous case management in developing a sense of themselves as worthwhile, capable individuals and parents.

3. Relationships among adolescents, their families and their support networks will be healthy and mutually enhancing.

4. Adolescents served by the AFLP will use health care resources to achieve and maintain optimal physical and mental health. The pregnant and/or parenting adolescents will utilize available services for their children and partners.

5. Adolescents and their partners will make healthy lifestyle decisions for themselves and their children.

6. Adolescents will deliver healthy babies.

7. The adolescents served by the AFLP and their partners will develop educational and/or vocational goals for themselves.

8. Adolescents served by AFLP, their children and partners will live, work, and go to school in safe, healthy environments.

9. Adolescents and their partners will plan for the prevention of unintentional pregnancies.

Standard I:  Systems of Care

As an AFLP provider, the agency seeks to establish, sustain and enhance systems of care on the local, county and state levels. These systems represent multi-and trans-disciplinary partnerships that integrate developmentally appropriate adolescent services focusing on the health, education, and psychosocial needs of pregnant and/or parenting adolescents.

Rationale

Systems of care at the local (county) and state level that are coordinated, comprehensive, and continuous ensure effective utilization of, improved accessibility to, and availability of services as well as monitoring of service gaps and barriers.

Structure

1. AFLP systems of care in Santa Barbara County area incorporate multi‑level interventions for the integration of services to the client, family, community, and service providers. The AFLP Grantee will assist clients and families to maneuver through the multiple levels that exist. 

2. AFLP systems of care in Santa Barbara County area are comprised of local, county and state programs and agencies focused on unique needs of pregnant and parenting adolescents, their partners, and families. In Santa Barbara County, many of the systems of care providers are represented: examples may be, the County Policy Council on Children and Youth/ Child Abuse Prevention Commission and its Children’s Health and Child Abuse Prevention Committees, Unified School District Health Advisory Council, Latino Coalition, County Child Care Planning Council, Early Start Teams, Council on Domestic Violence in  the County, County Breastfeeding Coalition and Young Children’s System of Care.  The AFLP is linked to these groups by participation of the AFLP Director and Public Health staff. 

3. AFLP systems of care in Santa Barbara County area strive to be representative of the populations they serve, i.e., culturally diverse and cognizant of adolescent developmental stages and phases.

Process

1. The AFLP Director/Coordinator participates in AFLP systems of care with providers who are able to draw together community resources to assist adolescents and their families to create partnerships to better serve clients and their families.

2. The AFLP Director/Coordinator  or designee participates in AFLP systems of care with provider agencies in comprehensive collaborations comprised of programs and agencies focused on unique needs of pregnant and parenting adolescents. These collaborations (as scheduled by the individual collaborative) occur through involvement in community networks, coalitions, and daily utilization of providers and services.  

3. The AFLP Director/Coordinator or designee participates in AFLP systems of care that utilize provider agencies that incorporate culturally diverse and developmentally appropriate interventions.

4. The AFLP Director or designee will attend any local or county meetings addressing initiatives that affect the provision of services for pregnant and/or parenting adolescents as they are scheduled or occur. 

5. The AFLP Director will attend Regional AFLP meetings and State AFLP meetings as scheduled.

Outcome

1. The AFLP Director/Coordinator will document participation in collaborative efforts in semi-annual and/or annual reports and will maintain meeting minutes and other appropriate documentation in files in the AFLP Director’s office.

2. Documentation of system of care providers that demonstrates a broad spectrum of diversity for culture, age, language, and other unique needs of pregnant and parenting adolescents will be maintained in files in the AFLP Director’s office.

Standard II:  Program Administration and Management

Grantee fulfills administrative and management functions necessary to achieve the Mission and Goals of AFLP and to meet the contractual requirements of the California Department of Health Services, Maternal, Child, and Adolescent Health/Office of Family Planning Branch (MCAH/OFP).

Rationale

MCDPH provides a fiscal and administrative system with resources to assure the effectiveness and quality of services for the AFLP.

Structure

1. MCDPH maintains an organizational structure for the AFLP within the MCAH Program of the Public Health Nursing Division.  Organizational and program policies and procedures are congruent with current State AFLP Standards.

2. MCDPH maintains staff and material resources necessary to manage the fiscal and program administration of the AFLP allocation scope of work.  

3. The AFLP Director/Coordinator maintains policies and procedures for orientation and in-service education for all case management staff.

4. The AFLP Director/Coordinator maintains procedures for the maintenance of the Lodestar Management Information System (MIS) for data entry and reporting for use in program evaluation.

5. The AFLP Director/Coordinator maintains policies and procedures for providing continuity of care for clients during service interruptions, i.e., natural disasters and staff vacancies (see page 29).

6. The AFLP Director/Coordinator ensures that MCDPH policies and procedures are followed for ensuring confidentiality of client information and records in compliance with the Health Insurance Portability and Accountability Act (HIPAA) of 1996 and the California Medical Information Act.

Process

1. The AFLP Director/Coordinator will annually review and update program services, Standards Implementation/protocols or policies and procedures, and staff development plans.  These will be maintained in the AFLP Director/Coordinator’s office.

2. The AFLP Director and AFLP Staff Assistant will provide billing and time study documentation to MCDPH fiscal staff as expenses are incurred or at least on a quarterly basis.  Invoices will be processed by the MCDPH fiscal staff on a quarterly basis.  Invoice documentation will be maintained in the MCDPH fiscal office.

3. The AFLP Director, will provide regular supervision, consultation, and staff development to AFLP staff on an as needed basis, at least monthly.

4. Under the direction of the AFLP Director, the AFLP Staff Assistant does on-going data input and at least monthly report generation utilizing the Lodestar MIS.  Lodestar reports are on file in the AFLP Director’s office.  The AFLP Director reviews the Lodestar data at least monthly for purposes of effective program implementation and planning.
Outcome

1. Written Standards Implementation/Protocols that provide direction for personnel practices, fiscal management, and program client services are reviewed and updated annually as needed, and approved by the State MCAH/OFP Branch.  These Standards Implementation and Protocols are consistent with State MCAH/OFP Branch Policies, Procedures, and Standards. 

2. Reimbursement for AFLP clients served is received by the Grantee and processed according to agency procedures.

3. The AFLP Director will ensure that documentation of orientation, in-service, and off-site training of all AFLP staff, including issues of client confidentiality and HIPAA compliance, is kept up-to-date and on file in the AFLP office.

4. Personnel performance reviews/evaluations of AFLP staff are scheduled and conducted by the appropriate supervisor and documented according to Agency policies and procedures.  All job descriptions and personnel performance reviews/evaluations are maintained by the Human Resources section of the agency.

5. The AFLP Director, with assistance from the AFLP Staff Assistant, will prepare the required quarterly, semi-annual and/or annual AFLP program reports for review by the MCAH Director who will then submit the reports to the State according to State MCAH /OFP Branch Policies and Procedures.  The narrative reports detail progress made toward meeting program objectives, as well as services provided, staff development activities undertaken, and MIS information.  Copies of the progress reports are on file in the AFLP Director’s office.
The AFLP Director will ensure that annual training for all AFLP staff on issues of client confidentiality and HIPAA compliance is documented on file in the AFLP office.

6. Standard III:  Network Coordination
The Grantee participates in network coordination in the Santa Barbara County area for the provision of services to adolescents, their children, and their families.

Rationale

Achieving a coordinated delivery system for adolescents is challenging and often affected by a scarcity of community resources.  The agency AFLP has a long-term commitment to collaborate with other community agencies to assure that appropriate and necessary services are available to clients.

Structure

1. The Grantee will identify a network of agencies and individuals within the Santa Barbara County area who provide services to pregnant and parenting adolescents.  These service providers may include, but are not limited to:

a. County Office of Education (including the CalSAFE Program)

b. Local school districts

c. County Department of Social Services (including Cal-Learn)

d. County programs as possible: including Family Planning/STD, WIC, CCS, CHDP, AIDS/HIV, Field Nursing, Health Education & Tobacco Control, Immunizations and Communicable Disease Control, Medi-Cal and Healthy Families Outreach, Alcohol and Other Drug Programs, etc..

e. County Department of Mental Health

f. County Youth Project (including Big Brothers/Big Sisters)

g. Family Resource Centers in Santa Barbara County area

h. Hospitals with Delivery Services 

i. Perinatal service providers, including CPSP providers

j. Rural and Indian health clinics and other primary health care providers

k. County Probation Department

l. Domestic violence services

m. Head Start, Early Head Start, Rural Communities Child Care

2. Network services are linked to the Grantees AFLP primarily through network meetings, collaboration guidelines, and through the process of providing services to clients.  

Process

1. On an ongoing basis, the AFLP Director coordinates and collaborates with public, private, and community service agencies and programs to advocate for and promote development of client services through networking.

2. The AFLP Director, and AFLP case management staff, participate in quarterly interagency meetings organized by (for example:  CalSAFE staff, County Office of Education) for programs that provide direct services to pregnant and parenting adolescents.

3. The AFLP Director and AFLP staff will collaborate with the Santa Barbara County Department of Social Services’ Cal-Learn staff on an ongoing basis through co-location of programs, joint staff meetings, and referral procedures to meet the needs of pregnant and parenting adolescents.

4. The AFLP Director will network with Public Health in developing, negotiating, and/or updating written agreements with service providers, when appropriate, that define reciprocal roles and responsibilities, and that describe referral and follow-up procedures for linking clients to services.  Written agreements will be kept on file in the AFLP office.

Outcome

1. Minutes of service network meetings are maintained on file in the AFLP Director’s office.

2. The AFLP Director will ensure that the LodeStar MIS and clients’ written records document service provision and are maintained in the AFLP office.

Standard IV:  Outreach and Case Finding

The agency conducts outreach and case finding activities to identify adolescent females 18 years of age or younger who are pregnant or who have one or more children. The males who are their partners in pregnancy and parenting are recruited for the program so long as they are younger than 21 years of age.

Rationale

The agency provides AFLP case management directed toward targeted high-risk client populations.  Services include outreach and case finding to assure that appropriate and eligible clients are referred to the program.

Structure

The agency AFLP has policies and procedures for:

1. Informing agencies, service providers and potential clients of program eligibility requirements, program services, referral procedures, and status of caseload.

2. Enrollment of clients based on risk factors.

3. Enrollment of clients regardless of school re-enrollment status or source of medical care.

4. Enhanced outreach for clients at higher risk for poor birth outcomes (maternal or infant).

5. Enhanced outreach for clients at higher risk because they are not receiving services from other providers (e.g., those living in very rural and isolated geographic areas).

Process

1. The AFLP Director and AFLP staff will develop outreach materials.  These materials will be reviewed by the AFLP Director and submitted to the appropriate MCAH/OFP staff for approval as required by MCAH/OFP Branch Policies and Procedures.

2. AFLP staff implement outreach activities to recruit new clients and generate referrals to the program by maintaining communication with local clinics and other health care providers, community based organizations, the school systems, and other county agencies as referral source:.

a. An AFLP/Teen Futures client brochure  outlining program goals, eligibility requirements, and services is made available to referring sources and to prospective clients and their families.  

b. The MCAH/OFP Branch AFLP brochure is distributed to agency personnel as needed to provide more in-depth program information.

c. Enhanced outreach for clients at higher risk (e.g., at-risk for poor birth outcomes, those living in very rural and isolated geographic areas, and those not receiving services from other providers) is made through collaboration with service providers/organizations that support these populations.

d. Designated AFLP staff will send a letter to each referring party stating the status of the referral, the case manager assigned, and a staff phone number for follow-up as needed.

e. The Risk Rating Entry Criteria (see page 32) is used to determine prioritization of client enrollment when new referrals must be assigned to a waiting list for services.

f. If an adolescent referred to AFLP is placed on a waiting list, the referring party will be informed of this by the AFLP Staff Assistant.

3. AFLP staff will target outreach activities to places frequented by disconnected youth, such as movie theaters, shopping areas, and video arcades.

4. AFLP staff is involved in activities to educate the community about the AFLP, including its pregnancy prevention efforts and eligibility requirements to ensure the most appropriate client referrals possible.  Additional promotion will occur through MCAH and other Public Health staff participation in health collaborations in the county.

Outcome

1. Outreach activities to potential clients and communities are documented in the semi-annual and/or annual reports to the State MCAH Branch completed by the AFLP Director.

2. The agency maintains a full AFLP caseload as defined by the months of service.  This information is documented in the LodeStar Reports.  If a full caseload is not attained or maintained, documentation of the situation will be included in the semi-annual and/or annual report.

Standard V:  Intake
The agency has a structured, interactive process to enroll clients into AFLP.

Rationale

When clients enter into a service relationship voluntarily and as full participants, they are more likely to become invested and to follow through with active participation. The AFLP case manager is responsible for fully informing the potential client and family of the AFLP services available and of the client’s responsibilities in participating in the program. The AFLP intake process also serves to gather information that AFLP must have to serve the client.

Structure

Initial Referral and Intake Procedures:

1. Client referrals will be accepted by AFLP staff in writing, by fax or by telephone and submitted to the AFLP Staff Assistant.  Referral information will be recorded on the AFLP “Intake Referral Form”.   Referral information to be obtained includes, at a minimum: client name, date of birth, telephone number, address, and whether the client is pregnant or parenting. The client’s social security number and Medi-Cal number are requested although not required.

2. The referring party is requested by AFLP staff to inform the client of the referral to AFLP in order to ensure client interest in the program. 

3. The “Intake Referral Form” is given to the AFLP Director/staff assistant who logs the referral in on the “Teen Futures/AFLP Referral Log”.
4. The AFLP Director will:

a. Confer with appropriate agency/county staff to determine if client is eligible for 
Cal-Learn.

b. Review referral information to determine if client meets AFLP eligibility requirements.

5. If the client is eligible for AFLP, the referral is assigned to an AFLP case manager by the AFLP Director.

6. If the client is not eligible for AFLP services, the AFLP Director gives direction to the AFLP Staff Assistant to inform the referring party.

7. If for any reason, the referral is assigned to an AFLP case manager and the case is not opened, the AFLP case manager will direct the AFLP Staff Assistant to inform the referring party of the client status. 

8. All Intake Referral Forms are signed, dated, and on file in the client’s record.

Initial Intake - AFLP Case Manager Procedures:

1. The initial visit will be conducted in the client’s home if possible.

2. An Intake Packet of general program information will be given to the client and family and questions will be answered.

3. The AFLP “Rights and Responsibilities” form will be given and explained to the client. The Rights and Responsibilities includes the right of confidentiality which will receive special discussion.

4. The AFLP “Grievance Procedure” form will be given and explained to the client. 

5. Mandated reporting requirements related to abuse and threats or acts of violence will be explained.

6. The client will be informed that anonymous data will be submitted to the State MCAH Branch using only the client’s case number as identification to ensure client’s privacy.

7. If the client chooses to enroll, the AFLP “Consent to Participate” form will be signed by the client, and the parent/legal guardian when required by law, will be witnessed by the case manager, and a copy will be given to the client.

8. Basic demographic information will be obtained and the AFLP LodeStar Intake Form will be completed.

9. The client, and/or parent/legal guardian when required by law, will be asked to sign the  AFLP “Release of Medical Information form, if needed :

a. The Consent will list each agency or service provider involved with the client for whom exchange of information is requested.

b. The Consent will be time specific and dated.

c. The Consent will be kept in the client’s record.

d. A copy of the Consent will be given to the client.

e. A copy of the Consent will be given to each agency or service provider for whom exchange of information is approved. 

f. The Consent will be updated with the client as the need for new referrals is identified but at least annually.

10. The client will be provided a copy of HIPAA compliant “Notice of Privacy Practices”.   The “Acknowledgement of Receipt of Notice of Privacy Practices” form will be signed by the client and, if indicated, by the case manager.  If requested, a copy of the signed “Acknowledgement of Receipt of Notice of Privacy Practices” form will be given to the client.

11. The case manager will maintain a month-end caseload of no more than 50 clients per 1.0 FTE.

12. In the event that an emergency need is revealed during the intake process, the case manager will respond to the need by using the 911 emergency phone number, by accessing the Youth Crisis Telephone Line, or by direct transport to a responding agency. The case manager will consult directly with the AFLP Director or other appropriate supervisory staff regarding the emergency to ensure appropriate response. 

Process

The AFLP Case Manager Conducting the Intake:

1. Provides program information, discusses the content and purpose of the forms, and assists the client in signing and dating relevant forms.

2. Conducts the intake in the client’s primary language, in the home when possible, and in a culturally and developmentally appropriate manner. The case manager will enlist the assistance of a bilingual/Spanish-speaking  interpreter as needed.

3. Responds to emergency needs revealed by the client at the time of intake.

4. Completes the AFLP “Initial Intake Checklist”  and files it in the client’s record.

5. Completes the AFLP “Intake Process Case Manager Checklist”  and files it in the client’s record.

Outcome


1. Client intake data is entered by the AFLP Staff Assistant utilizing LodeStar MIS and reflects the date of enrollment.

2. The AFLP Staff Assistant assembles the client record/chart and, with the AFLP Director, determines that properly signed and dated intake forms are on file in the client's record.

3. The case manager documents response to emergency needs in client’s record.

Standard VI:  Initial Client Assessment
The AFLP case manager systematically collects, records, and analyzes client information to serve as a basis for developing the initial comprehensive Individual Service Plan (ISP).

Rationale

AFLP case managers utilize effective interviewing, behavioral observations, and review of pertinent documents to obtain the basic information necessary to reach objective conclusions and to plan appropriate interventions.

Case management of AFLP clients occurs in the context of a personal relationship, which serves the larger goal of solving and/or preventing tangible life problems. The initial client assessment process serves to collect information and build the foundation for on-going case management of the client.

Structure

1. The AFLP case manager will complete the initial client assessment with the client within 30 days of consent to participate and will record the information on the AFLP “Comprehensive Baseline Assessment” form .

2. Confidentiality of client information will be maintained per agency procedures.

3. The initial client assessment will include the following elements that are contained in the AFLP Comprehensive Baseline Assessment:

a. General health, 

b. Nutritional status

c. Reproductive health status, family planning, health education

d. Pregnancy, labor, birth and postpartum, as applicable

e. Education, life skills, employment/job training

f. Psychosocial, mental health 

g. Safety, violence, abuse

h. Fatherhood, as applicable

i. Social support system, programs, interests

j. Physical activity

k. Index child, as applicable

l. Parenting education/child development, as applicable

m. Life goals

n. Religious community involvement

o. Transportation, financial needs
p. Tobacco, alcohol and other drug use/abuse and history by client, family, peers

4. Periodic developmental assessments of the client’s child will be done by the case manager and shared with the client.

5. The case manager will contact other sources of client assessment data as needed with client consent as indicated on the consent form.

6. Client reassessments will be done by the case manager in compliance with MCAH/OFP requirements.

7. Documentation in the client record by the case manager reflects both initial and ongoing client assessments. The client record is an official document of the agency and it is kept in accordance with agency policies and procedures regarding confidentiality, security and retention.

Process

1. The initial client assessment is completed by the case manager in participation with the client and family, when appropriate.

a. The assessment is done in the client’s home, if possible, so that the client’s living environment, including an accurate picture of client needs, relationships within the family, and social support system, can be evaluated by the PHN case manager.

b. The case manager will use interview, observation and listening skills to begin a trusting relationship with the client.

c. The assessment provides an accurate assessment of the client and the client’s family strengths and weaknesses.

d. The case manager observes and evaluates the extent to which the client’s behaviors affect his/her health and well being.

e. The case manager will enlist the assistance of a Public Health bilingual/Spanish-speaking Community Health Worker as needed.

2. The case manager will obtain client information from additional sources for which signed consent has been given.

Outcome

1. Documentation of the initial client assessment and ongoing assessments will be done by the case manager and filed in the client's chart by AFLP staff.

2. The initial client assessment data serves as the basis for the Individual Service Plan.

3. The AFLP Staff Assistant will enter LodeStar data during the month the client data is collected.

Standard VII:  Individual Service Plan
The Case Manager and AFLP client will develop an Individual Service Plan (ISP) within sixty (60) days of consent to participate with the ISP reviewed at least quarterly and revised as needed. The ISP specifies goals and interventions and delineates activities and services in response to the unique needs of the client.

Rationale

The case manager assists the AFLP client in developing an ISP that integrates all of the assessments into a goal-oriented, measurable strategy unique to each client for the purposes of making and directing healthy lifestyle decisions.

Structure

1. The AFLP Individual Service Plan (ISP) documented on “My Individualized Care Plan” form  will specify the necessary elements of goals, objectives, services, time lines, progress, and roles of both client and case manager. The format utilized will be based on desired outcomes that reflect both client and program goals.  The ISP will provide realistic time frames for completing activities and meeting objectives. Actual dates of completion or failure to accomplish tasks are noted.  

2. The ISP will be driven by goals that the client identifies individually. Interventions will be based on client’s developmental level, health, education, and psychosocial functioning. 

3. The ISP may include, but is not limited to, the following elements: 

a. general health

b. nutrition 

c. family planning/health education

d. pregnancy, labor, birth and postpartum, as applicable

e. education/vocation

f. life skills

g. employment/job training

h. fatherhood, as applicable

i. psychosocial (basic needs, financial/legal, mental health)

j. tobacco, alcohol and other drugs

k. safety/violence/abuse

l. index child, as applicable

m. parenting education/child development, as applicable

n. social programs, special interests, religious community

Process

1. The case manager will explain the purpose of the ISP to the client and seek her/his active participation in the development of the ISP to the client’s level of social, emotional, and developmental ability, and the family, as available. 

2. The case manager will enlist the assistance of a bilingual/Spanish-speaking interpreter as needed.
3. Action steps to be taken to assist the client to reach his/her goals will be decided jointly with the client and case manager and then documented in the ISP. 

4. The case manager will incorporate information from service providers in ISP development and revision by means of case conferences, client record reviews, and agency supervision and/or consultation.

5. A copy of the ISP will be provided to the client at the time it is developed.   

6. With client participation, the case manager will review progress, identify outcomes, and revise the ISP on a quarterly basis. The ISP is used as a tool to track follow through and accomplishments and as a basis for expanding goals and successes.

Outcome
1. The client's record contains an ISP that documents quarterly reviews, revisions as needed, and client participation.

2. The case manager documents in the client record summaries of collaborative efforts and progress toward meeting the ISP goals and objectives.

Standard VIII:  Case Management

Case management is a process that assures a client receives needed services within a complex multi- and transdisciplinary system of care that facilitates achievement of a client’s goals and objectives.
Rationale
Case Management in AFLP Incorporates:

a. regular contact with the client by the case manager for the development of a quality relationship, 

b. ongoing client assessments, 

c. identification of community resources, and monitoring of service utilization to increase the probability that the client will achieve the goals and objectives specified in the ISP. 

Structure 

1. AFLP staff develop and annually update a resource list and/or file of available materials and services to assist clients in meeting identified needs to address the following areas:

a. prevention of pregnancy 

b. education and special education 

c. health care

d. social services

e. employment and training

f. child care

g. emergency support

h. legal

i. mental health (i.e., support groups and counseling)

j. nutrition

k. parenting

l. shelter

m. social programs (sports, arts, music, etc.)

n. relationship violence

o. religious communities

2. AFLP staff maintains a standard records format for each client record that contains the necessary forms for documenting the implementation of comprehensive case management activities. The client record will include, at a minimum, consents, the intake form, assessment forms, the ISP, LodeStar forms, and progress notes which document communication with client and service agencies.

3. On a quarterly basis, the case manager will review and update the client record to document and summarize client status and progress toward identified goals. 

4. The AFLP Director will facilitate case conferencing of all difficult or non-compliant cases with AFLP case managers on at least a quarterly basis.

5. The AFLP agency will follow procedures for exit and transfer of clients (see pages 27-28 ). 
6. The AFLP Director will follow procedures for continuing services, up to ninety (90) days, beyond the required exit criteria to clients with identified special needs in special circumstances (see pages 30-31).

Process

1. On an ongoing basis, the case manager will:

a. inform clients about services that are appropriate and for which they and their child(ren) and families are eligible;

b. provide clients with information for accessing services;

c. work with clients and providers to ensure access to and coordination of services;

d. advocate on behalf of clients with agencies and service providers;

e. maintain a record of client and family‑centered case management activities;

f. evaluate client's status on a quarterly basis;

g. evaluate clients for special needs requiring continued services:

h. plan for client exit, as circumstances allow, to provide for a smooth transition to independence or other appropriate services.

2. The case manager facilitates the client’s active participation in activities that help the client achieve identified goals through advocacy, removing identified barriers to participation such as transportation and child care, and offering needed support and encouragement. 

3. The case manager will enlist the assistance of a bilingual/Spanish-speaking interpreter as needed.

4. The case manager provides accurate chronological documentation in the client record of all encounters and case management activities with the client, family and service providers.

Outcome

1. The case manager documents in each client's record that the client received information about and referrals to available and appropriate services, assistance in gaining access to services, a plan for referral and follow‑up.

2. Each client's record contains at a minimum consents, an initial assessment, current ISP, Lodestar Forms, and progress notes.

3. The AFLP agency has a procedure for chart review by the AFLP Director that utilizes the “AFLP Case Management Timeline/Check List” .

Standard IX:  Monitoring and Evaluation - Client Level
The AFLP case manager monitors each client's progress, at a minimum, on a monthly basis with the client; and at a minimum, quarterly contact with collateral, and/or service providers, to assess appropriateness of and progress toward achievement of individual goals.

Rationale

The AFLP agency provides monitoring and evaluation of client services in order to assure that positive client outcomes are facilitated by service planning that is responsive to current developmental and situational client needs.

Structure 

1. The AFLP case manager will have monthly face-to-face contact with each client. 

2. The case manager will make a minimum of quarterly contact with collaterals and/or service providers.

3. The case manager will document all contacts with the client and service providers in the client record.  

Process 

1. The case manager will make at least monthly face-to-face contact with each client. This contact will occur in the client’s home as much as possible, but at least quarterly, to stay current with the client’s current life situation.  At other times, the case manager may elect to visit with the client in another location that is more conducive to effective face-to-face communication.

2. The case manager identifies barriers to client follow through or receipt of services as well as emerging or changing client needs. 

3. On an ongoing basis, the case manager evaluates the client’s use of services as to appropriateness and effectiveness through feedback from the client, collateral, and/or service providers and as part of the ISP. The case manager continuously seeks out new referral sources that are appropriate for inclusion in the ISP.

4. The case manager will enlist the assistance of a bilingual/Spanish-speaking interpreter as needed.

Outcome 

1. The case manager documents in the client record all client encounters regarding individual service plan development, revision, quarterly evaluation of the ISP, and all other case management activities.  

2. The case manager documents in the client record all activities, interventions, and/or barriers to client achieving personal goals and objectives.

Standard X:  Monitoring and Evaluation - Systems of Care
The AFLP agency monitors progress to determine the effectiveness and appropriate utilization of service delivery; and to evaluate their capacity to address client needs.

Rationale

The AFLP Director utilizes a continuous evaluation of service provision capacity and effectiveness within existing systems of care to facilitate assurance of coordinated and appropriate AFLP case management services.

Structure 

1. The AFLP Director and/or designee communicate with providers within the system of care through personal contact as well as via participation on interagency collaboratives identified in Standard I Systems.
2. The AFLP Director and/or designee participate in development, modification and integration of local, county, and state initiatives that support comprehensive systems of care for pregnant and parenting adolescents.

3. The AFLP Director will assure that statewide additions, revisions, and amendments to the LodeStar MIS are incorporated into the AFLP.

Process

1. The AFLP Director and/or designee provide timely feedback and input to providers within the system of care through direct contact on an ongoing basis and through participation in regularly scheduled meetings of interagency collaboratives.

2. The AFLP Director and/or designee participate in development, modification and integration of local, county, and state initiatives that support comprehensive systems of care for pregnant and parenting adolescents as they are scheduled or occur.

3. The AFLP Director will assure that statewide additions, revisions, and amendments to the LodeStar MIS are communicated to the case managers and AFLP Staff Assistant and implemented in a timely manner, as required by MCAH/OFP.

Outcome 

1. The AFLP Director and will document and retain coordination activities, summaries or minutes of meetings in files in the AFLP Director’s office.

2. The AFLP Director and AFLP case managers will document local barriers to needed services and activities to address them.  This documentation will be retained in files in the AFLP Director’s office.  Annual reports to MCAH/OFP will contain discussion of these barriers.

3. The AFLP Director will assure that additions, revisions, or amendments to the Lodestar MIS will be incorporated into required documentation submitted to MCAH/OFP.

Exit and Transfer of Client

Rationale

A clear process for Exit and Transfer from the AFLP is necessary to provide the client with a smooth transition out of the program to increased independence or other needed support with minimal disruption of services.

Structure

1. Criteria for exiting a client from the AFLP are as follows:

a. The client moves out of the AFLP service area.  The indicated move must be considered a “permanent” move and not a “temporary” visit.  If the “temporary” visit continues for a period of three months the client will be exited at the end of the third month.  If indicated, a referral should be made to an existing AFLP.

b. Loss of contact with the client and efforts to locate are unsuccessful or the client is unresponsive to outreach efforts.  Contact will be attempted for a period of three months.  If the efforts are unsuccessful, client will be exited at the end of the third month.

c. The client requests termination of services or voluntarily leaves the program.

d. The client is no longer eligible for case management services as client has reached the maximum age of 20 years for females and 21 years for males.

e. The client has successfully accomplished the mutually agreed upon goals and objectives and/or is no longer in need of AFLP services.

f. The client chooses not to complete goals at this time.

g. Three months after the client’s pregnant and/or parenting status changes through fetal death, adoption, termination of pregnancy, etc.

2. Criteria for transferring a client to another program are as follows:


a. No longer eligible for AFLP services.

b. Eligible for case management through another funding source such as Cal-Learn.

c. Requires ongoing case management services.

Process

1. Case manager will assess the client’s need for ongoing intervention, continuity of services, short term and long term goal setting, and intervention relating to health, developmental and social milestones.  The prenatal, postpartum and emancipation period are examples of milestones that may need to be addressed.

2. If possible, the case manager will refer client to appropriate agency for follow-up as indicated.

3. The case manager will initiate transfer of client, if eligible, to either another AFLP or to Cal-Learn, allowing enough time for therapeutic transition. 

4. The case manager completes and files in the client record and “Case Closure Summary” form  when the client exits the program. 

5. If client is exiting voluntarily or is terminated due to age, the case manager will encourage client to continue to use all appropriate services.

Outcome

1. The case manager will fulfill all other case management functions and complete information requirements for the Lodestar program.

2. The case manager completes the LodeStar Status Change Form and submits to Staff Assistant for data entry.

Continuation of Client Contact During Service Provision Interruption

Rationale

AFLP will maintain client contact during periods of service interruption.

Process

1. In case of natural disaster, or events beyond the control of the program staff that requires the office be closed, the voice mail system will be activated at the earliest possible opportunity by available staff.

2. Documentation of the incident will be made in client charts in the event the incident prevents the required client contact schedule from being accomplished.

3. During times of service interruption due to case manager vacancies, the AFLP Director will:

a. Review case manager caseloads and assignments, assessing client priority of need.

b. Based on client priority of need, transfer clients to available case managers if possible while maintaining maximum client caseload of 50 clients per 1.0 FTE case manager.

c. Identify availability of other qualified staff within the Department who could be trained as temporary AFLP case managers until additional staff can be recruited and hired.

d. Assure that clients are contacted regarding any reassignment to a new case manager.

e. Transfer and assign clients with the minimal amount of case management interruption necessary to meet client needs and program requirements.

f. Assure that documentation of change in case manager assignment is made in client charts in the event that the required client contact schedule is not maintained.

Outcome

1. The AFLP Director will include documentation of service interruption in the annual report to MCAH/OFP.

Continuing Services Beyond Required Exit Criteria

Rationale

The AFLP agency will follow procedures to assure that clients and/or their children with special needs receive appropriate services and that linkages are established with necessary community resources to continue needed support systems beyond the AFLP exit criteria.

Structure

1. Client circumstances for requesting continuing AFLP services, up to ninety (90) days, beyond the required exit criteria include:

a. Special education student with active Individual Education Plan (IEP) who has not graduated.

b. High risk pregnancy or child under the age of 3 months.

c. Currently, or within the last 3 months, involved in domestic violence.

d. Currently, or within the last 3 months involved in child abuse.

e. Currently, or within the last 3 months, a threat to self or others.

f. Currently, or within the last 3 months, needs or began treatment for mental disorder.

g. Currently, or within the last 3 months, infant death, stillborn, or relinquishment.

h. Currently experiencing inadequate medical care for self or child.

i. Currently homeless and/or destitute.

j. Recent unresolved major life trauma requiring support services.

Process

1. The case manager determines if a client’s special needs conform to the above criteria, and that without AFLP case management there would be an inadequate support system.

2. The case manager brings the issue of need for extended case management to AFLP Director for determination and to establish:

a. Goals of continued case management.

b. Time frame to achieve goals and to terminate case management.

c. Outcome criteria and methods to determine achievement of goals.

3. Case manager communicates goals and outcomes with client and together they create an ISP to achieve goals and outcomes.

4. The AFLP Director will submit a written request to the AFLP Program Consultant at the State MCAH Branch for approval for the client to participate in the AFLP up to 90 days from required exit date. This written request will identify: 

a. circumstances (risk factors) warranting extended participation in the program;

b. identification of what will be accomplished by allowing the client to remain in the program; and 

c. the amount of time necessary to accomplish the identified tasks.

5. Effort will be made by the case manager to establish ongoing support systems for the client.

Outcome

1. The AFLP case manager will document activities and outcomes in client record.

2. Written documentation of request to MCAH/OFP and response will be filed in client record.

Risk Rating Entry Criteria
The following risk rating entry criteria will be used to determine prioritization of client enrollment when new referrals must be assigned to a waiting list for AFLP:

1st Priority

Any pregnant or parenting teen 14 years or less.

Any pregnant or parenting teen with one of the following:

· No prenatal care or health care for children.

· Active or history of drug use (tobacco, alcohol, illicit drugs etc.).

· Self destructive behavior.

· Mental health diagnosis, depression, suicidal attempts, or suicide ideation within the last year.

· Current abusive environment; history of physical or sexual abuse.

· Lack of environmental support (food, money, housing, clothing).

· Previous pregnancy or other children.

2nd Priority

Any pregnant or parenting teen with one of the following:

· Inconsistent prenatal care or inconsistent health care for children.

· Poor bonding/attachment, poor parenting skills.

· Minimal emotional and environmental support.

· Truancy from school.

3rd Priority

Any pregnant and/or parenting teen with one of the following:

· Already receiving prenatal care or health care for children.

· No current or past history of substance abuse.

· Poor communication and/or problem solving skills.
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