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HOUSE OF REPRESENTATIVES STAFF ANALYSIS 

BILL#: HB 177 Persons with Developmental Disabilities 
SPONSOR(S): Hill 
TIED BILLS: IDEN./SIM. BILLS: SB 380 

REFERENCE ACTION ANALYST 

1) Children, Families & Seniors Subcommittee Tuszynski 

2) Health Care Appropriations Subcommittee 

3) Health & Human Services Committee 

SUMMARY ANALYSIS 

STAFF DIRECTOR or 
BUDGET/POLICY CHIEF 

Brazzell 

The Medicaid Home and Community-Based Services (HCBS) waiver operated by the Agency for Persons with 
Disabilities provides supports and services that allow individuals with developmental disabilities to live in the 
community rather than in an institution. Currently, due to demand exceeding available funding, individuals with 
developmental disabilities who wish to receive HCBS waiver services are placed on a wait list for services in 
priority of need, unless they are in a crisis. As of March 5, 2015, 20,911 individuals were on the waiting list for 
developmental disability waiver services. 

The bill amends s. 393.065, F.S., to require the Agency for Persons with Disabilities to allow applicants to 
receive home and community-based services without waiting if the individual meets eligibility requirements for 
services, the applicant's parent or legal guardian is a military service member on active duty, and either: 

• At the time of the service member's transfer to this state, the applicant was receiving home and 
community-based care services in another state; or 

• The applicant's parent or legal guardian is a member of the Florida National Guard or a member of 
the United States Reserve Forces and is based in this state. 

The number of individuals who would qualify for services under these provisions is unknown. 

The bill appears to have a significant negative fiscal impact on state government. See fiscal comments. 

The bill provides for an effective date of July 1, 2015. 

This document does not reflect the intent or official position of the bill sponsor or House of Representatives. 
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FULL ANALYSIS 

I. SUBSTANTIVE ANALYSIS 

A. EFFECT OF PROPOSED CHANGES: 

Present Situation 

The Agency for Persons with Disabilities (APD) is responsible for providing services to persons with 
developmental disabilities. A developmental disability is defined as a disorder or syndrome that is 
attributable to intellectual disability, cerebral palsy, autism, spina bifida, or Prader-Willi syndrome; that 
manifests before the age of 18; and that constitutes a substantial handicap that can reasonably be 
expected to continue indefinitely.1 

APD manages the Medicaid Home and Community-Based Services (HCBS) Waiver, which provides 
services and supports to eligible persons with developmental disabilities. The waiver offers 28 supports 
and services to assist individuals to live in their community. Some of the most common services 
provided include residential habilitation. behavioral services, companion, consumable medical supplies, 
day training, supported employment and support coordination. Services provided through the HCBS 
waiver enable children and adults to live in the community in their own home, a family home, or in a 
licensed residential setting, thereby avoiding institutionalization. 

Individuals three years of age and older are eligible for services under the HCBS waiver program if they 
have a Florida domicile and a qualifying developmental disability. Children between the ages of three 
and five who are at high risk of having a developmental disability are also eligible for services. 

Florida's waiver program for individuals with developmental disabilities is known as "iBudget Florida". 
As of March 5, 2015, 30,991 2 individuals were enrolled on the waiver. The majority of waiver enrollees 
live in a family home with a parent, relative or guardian. 

The Legislature appropriated $941,032,259 for Fiscal Year 2014-20153 to provide services through the 
HCBS waiver program, including federal match of $560,478,813.4 However, this funding is insufficient 
to serve all persons desiring waiver services. To enable the agency to remain within legislative 
appropriations, waiver enrollment is limited. Accordingly, APD maintains a wait list for waiver services. 
Prioritization for the waiting list is provided in statute,5 and also in the FY 14-15 Implementing Bi11.6 

Clients who are determined to be eligible for the waiver program are either given a slot in the program 
or placed on a wait list. As part of the wait list prioritization process, clients are assigned to a category 
as prescribed by section 393.065(5}, F.S., and further refined in Section 9 of Chapter 2014-53, Laws of 
Florida. There are seven categories listed below in decreasing order of priority. 

• Category 1 - Clients deemed to be in crisis. 
• Category 2 - Children from the child welfare system at the time of: 

o Finalization of an adoption with placement in a family home; 
o Reunification with family members with placement in a family home; or 
o Permanent placement with a relative in a family home. 

• Category 3 -Includes, but not limited to, clients: 

1 S. 393.063(9), F.S. 
2 E-mail from Robert Brown, Legislative Affairs Director, Agency for Persons with Disabilities. On file with Children, Families and 
Seniors Subcommittee. (March 5, 2015) 
3 Chapter 2014-51 , Laws of Fla. (line 268) 
4 ld. 
5 S. 393.065, F .S 
8 Section 9, Chapter 2014-53, Laws of Florida 
STORAGE NAME: h0177.CFSS.DOCX PAGE: 2 
DATE: 3/10/2015 



o Whose caregiver has a documented condition that is expected to render the 
caregiver unable to provide care within the next 12 months and for whom a caregiver 
is required but no alternate caregiver is available; 

o Who are at substantial risk of incarceration or court commitment without supports; 
o Whose documented behaviors or physical needs place them or their caregiver at risk 

of serious harm and other supports are not currently available to alleviate the 
situation; or 

o Who are identified as ready for discharge within the next year from a state mental 
health hospital or skilled nursing facility and who require a caregiver but for whom no 
caregiver is available. 

• Category 4- Includes, but not limited to, clients whose caregivers are 70 years of age or 
older and for whom a caregiver is required but no alternate caregiver is available; 

• Category 5 - Includes, but not limited to, clients who are expected to graduate within the 
next 12 months from secondary school and need support to obtain or maintain competitive 
employment, or to pursue an accredited program of postsecondary education to which they 
have been accepted. 

• Category 6- Clients 21 years of age or older who do not meet the criteria for categories 1-5. 
• Category 7 - Clients younger than 21 years of age who do not meet the criteria for 

categories 1-4. 

As of March 5, 2015, there were 20,911 7 people on the waiting list for HCBS waiver program services. 
A majority of people on the wait list have been on the list for 5+ years. 

APD HCBS Length of Wait 11 

Length of Wait # % 

1 year or less 1,771 8.5 

1+ to 2 years 1,249 6.0 

2+ to 3 years 1,493 7.2 

3+ to 4 years 1,449 7.0 

4+ to 5 years 1,695 8.2 

5+ to 6 years 1,771 8.5 

6+ to 7 years 1.695 8.2 

7+ to 8 years 1,826 8.8 

8+ to 9 years 1,915 9.2 

9+ to 10 years 1,487 7.2 

10+ years 4,413 21 .3 

For several years, while the agency experienced significant deficits, APD was limited to newly enrolling 
on the waiver only individuals determined to be in crisis. Only since FY 2013-14, when the agency has 
remained within budget, has the Legislature provided funding to APD to serve individuals from the 
waiting list who were not in crisis but had a high priority for service needs. Since July 1, 201 3, APD has 
offered enrollment to 2,870 such individuals, and estimates that all individuals with critical needs have 
been offered enrollment as of July 1, 2014. 

Military Family Relocations 

Florida is home to 20 major military bases and three of the nation 's seven unified combatant 
commands.9 ·

10 

7 Supra. at FN 2. 
8 Agency for Persons with Disabilities. Quarterly Report on Agency Services to Floridian with Developmental Disabilities and Their 
Costs: Second Quarter Fiscal Year 2014-15, February 2015 
9 Florida Defense Alliance. http://www.enterpriseflorida.com/wp-contentluploadsiMili tary_lnstaii_Map.pdf (last visited March 4, 2015}. 
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Active-duty military service members with children or dependents with developmental disabilities who 
receive military orders to move may need to reestablish care for their family member with a disability in 
their new location. Since waivers are operated by states, service members generally must start the 
enrollment process over again in the new state of residence even if their child or dependent was 
receiving waiver services in another state.11 Depending on the nature of the individual's need, the wait 
for waiver services in Florida can be significant, lasting years. 

The Legislature passed HB 5003 in 2014 to allow an individual who meets eligibility requirements to 
receive home and community based services in this state if the individual's parent or legal guardian is 
an active-duty military service member and, at the time of the service member's transfer to Florida, the 
individual was receiving home and community-based services in another state. Since the provision was 
part of the appropriations implementing bill, this statutory change is in place for one year and expires 
July 1, 2015. As of March 5, 2015, APD has processed six requests for enrollment from military families 
under this temporary statutory provision. Out of the six requests for enrollment, four military families 
have enrolled and two families are in the process of enrollment.12 

According to the Military One Source 2013 Demographic Report, Florida has the seventh largest 
population of active duty service men and women at 60,234 and the third largest population of reserve 
forces at 36.745. which includes the approximately 12,000 members of the Florida National Guard 13 14 

Effect of Proposed Changes 

The bill amends s. 393.065, F.S., to require the Agency for Persons with Disabilities to allow an 
applicant who meets eligibility requirements to receive home and community-based services in this 
state if the applicant's parent or legal guardian is a military service member on active duty, and either: 

• At the time of the service member's transfer to this state, the applicant was receiving home 
and community-based care services in another state; or 

• The applicant's parent or legal guardian is a member of the Florida National Guard or a 
member of the United Sates Reserve Forces and is based in this state. 

The bill creates a stand-alone provision within the statute, excepting these individuals from the wail list 
prioritization process. 

This bill provides an effective date of July 1, 2015. 

B. SECTION DIRECTORY: 

Section 1: Amends s. 393.065, F.S., relating to application and eligibility determination. 
Section 2: Provides an effective date of July 1, 2015. 

1° Florida Defense Alliance, http://www.enterpriseflorida.com/floridadefense/ (last visited March 5, 2015). 
11 USA4Military Families, Issue 6: Allow service members to retain their earned priority for receiving Medicaid home and community 
care waivers, http://www.usa4militaryfamilies.dod.mii/MOS/f?p==USA4:1SSUE:O::::P2_1SSUE,P2_STATE:6,FL# (last visited March 5, 
2015). 
12 E~mail from Robert Brown, Legislative Affairs Director, Agency for Persons with Disabilities. On file with Children, Families and 
Seniors Subcommittee. (March 5, 2015) 
13 Military One Source. 2013 Demographic Report, http://www.militaryonesource.mil/12038/MOS/Reports/2013-Demographics
Report.pdf (last visited March 4, 2015). 
14 Department of Military Affairs, http://dma .myftorJda.com/about-us/ (last visited March 4, 2015). 
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II. FISCAL ANALYSIS & ECONOMIC IMPACT STATEMENT 

A. FISCAL IMPACT ON STATE GOVERNMENT: 

1 . Revenues: 

None 

2. Expenditures: 

There is an unknown but potentially significant negative impact on state government. See fiscal 
comments. 

B. FISCAL IMPACT ON LOCAL GOVERNMENTS: 

1. Revenues: 

None. 

2. Expenditures: 

None. 

C. DIRECT ECONOMIC IMPACT ON PRIVATE SECTOR: 

None. 

D. FISCAL COMMENTS: 

The number of military dependents given priority under this bill who would request waiver services and 
the funding required to serve them under this bill is unknown. 

APD estimates that the service members addressed by this bill would have 534 dependents with 
developmental disabilities (using a 2 percent prevalence rate from the National Institutes of Health for 
persons with developmental disabilities requiring long term care), and that the average cost allocation 
per individual would be $13,688. However, APD acknowledges that the estimate of dependents is likely 
high because APD's eligibility criteria are narrower than the criteria for determining the prevalence rate. 
Additionally, it is unknown if all persons eligible will request enrollment, or if all those eligible would 
request enrollment in the first year available, or wait to enroll in subsequent years. 

If all 534 of those dependents request enrollment on the waiver. APD estimates that the total fisca l 
impact would be $7,309,625. The fiscal impacts based on alternative scenarios are as follows: 

Number of Eligible Percentage of Eligible 
Dependents Dependents Requesting Total Fiscal Impact 

Requesting Enrollment Enrollment 

534 100 percent $7,309,625 

401 75 percent $5,482,219 

267 50 percent $3,654,813 

134 25 percent $1 ,827,407 

The increase in cost for subsequent years would be also be affected by the number of military families 
that moved into and out of the state based on transfer orders and those who join the reserves or 
National Guard annually. 
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Ill. COMMENTS 

A. CONSTITUTIONAL ISSUES: 

1. Applicability of Municipality/County Mandates Provision: 

Not Applicable. This bill does not appear to affect county or municipal governments. 

2. Other: 

None. 

B. RULE-MAKING AUTHORITY: 

Not applicable. 

C. DRAFTING ISSUES OR OTHER COMMENTS: 

None. 

IV. AMENDMENTS/ COMMITTEE SUBSTITUTE CHANGES 
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FLORIDA H 0 U S E 0 F REPRESENTATIVES 

HB 177 2015 

1 A bill to be entitled 

2 An act relating to persons with developmental 

3 disabilities; amending s . 393 . 065 , F . S .; allowing an 

4 individual whose parent or guardian is a member of the 

5 United States Armed Forces, Florida National Guard , or 

6 United States Rese r ve Forces to receive Medicaid home 

7 and community- based waiver servic7s ~nder certain 

8 conditions ; prov i d i ng an effective date . 

9 

10 Be It Enacted by the Legislature of the State of Florida : 

11 

12 Section 1 . Subsection (7} of section 393 . 065, Florida 

13 Statutes, is renumbered as subsection (8) , and a new subsection 

14 (7) is added t o tha t section to read : 

15 393 .06 5 Application and e l igibi lity determination . -

16 (7) The agency shall al l ow an applicant who meets the 

17 eligibility requirements of subsection (1} to receive home and 

18 community- based servi8es i n t h is state if : 

19 (a ) The applicant ' s parent o r legal guardian is an active-

20 duty military servicemember and , at the time of the 

21 s ervicemember ' s transfer to this state , the applicant was 

22 receiving h ome and community-based services in another state ; or 

23 (b) The applicant ' s parent or legal guardian is a member 

24 of the Florida National Guard or is a member of the United 

25 States Reserve Forces and based in this state . 

26 Section 2 . This act shall take effect July 1 , 2015 . 

Page 1 of 1 
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Amendment No . 

COMMITTEE/SUBCOMMI TTEE AMENDMENT 

Bill No . HB 177 (2015) 

COMMITTEE/SUBCOMMITTEE ACTION 

ADOPTED (Y/N) 

ADOPTED AS AMENDED 

ADOPTED W/0 OBJECTION 

F'AILED TO ADOPT 

WITHDRAWN 

OTHER 

(Y/N ) 

(Y/N) 

(Y/N) 

(Y /N) 

1 Committee/Subcommittee hearing bill : Children , families & 

2 Seniors Subcommittee 

3 Representative Hill offered the following : 

4 

5 Amendment (with title amendment) 

6 Remove everything after t he enacting clause and insert : 

7 Section 1 . S ubsecti o n (5) of section 393 . 065 , florida 

8 Statutes , is amended to read : 

9 393 . 065 Application and eligibility determinati on . -

10 (5) Except as otherwise directed by law , beginning July 1 , 

11 2010 , the agency shall assign and provide priority t o clients 

12 waiting for waiver services in the following o rder : 

13 (a) Category 1 , which includes clients deemed to be in 

14 crisis as described in rule . 

15 (b) Category 2 , which includes children on t he wait list 

16 who are from the child welfare system with an open case in t.he 

904 103 - h0177 - strike . docx 
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Amendment No . 

COMMITTEE/SUBCOMMITTEE AMENDMENT 

Bill No . HB 177 (2015) 

17 Department of Children and Families ' statewide automated child 

18 welfare information system. 

19 (c) Category 3 , which includes clients whose parent or 

20 legal guardian is : 

21 1 . An acti ve- du ty servicemember a nd , at the time of t he 

22 s ervic emember ' s t r a nsfe r to t his s tate , t he appl i cant was 

23 receiving home and community- ba s ed services i n a nother state ; or 

2 4 2 . A member o f the the Florida National Guard and resides 

25 in this state . 

26 (Qe) Cat egory i~' which i ncludes , but is not required to 

27 be limited to , clients : 

28 1 . Whose caregiver has a documented condition that is 

29 expected to render the car e g iver unable to provide care within 

30 the next 12 months and for whom a caregiver is required but no 

31 alternate caregiver is available ; 

32 2 . At substantial risk of incarceration or court 

33 commitment without s uppor ts ; 

34 3 . Whose docume nted behaviors or phys i cal needs p l ace them 

35 or the i r car e give r at ri s k of serious harm and other supports 

36 are not currently available to alleviate the situation ; or 

37 4 . Who are identified as ready for discharge within t he 

38 next year from a state mental heal t h hospital or skilled n ursing 

39 facility and who requi re a caregi ver but for whom no caregiver 

40 is avai l able . 

41 (~e ) Category ~4, which includes , but is not required to 

42 be limited to , clients whose caregivers are 70 years of age or 

904103 - h0177-strike . docx 
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Amendment No . 

COMMITTEE/SUBCOMMITTEE AMENDMENT 

Bill No . HB 177 (2015) 

43 older and for whom a caregiver is required but no alternate 

44 caregiver is available . 

45 (!e) Category ~~' which includes , but is not required to 

46 be limited to , clients who are expected to graduate within the 

47 next 12 months from secondary school and need support to o btain 

48 or maintain competitive employment , or to pursue an accredited 

49 program of postsecondary education to which they have been 

50 accepted . 

51 (g~) Category 2~, which includes clients 21 years of age 

52 or older who do not meet the criteria for category 1 , category 

53 2 , category 3 , category 4, or category 5 . 

54 (~~) Category 8+ , which includes clients younger than 21 

55 years of age who do not meet the criteria for category 1 , 

56 category 2 , category 3 , or category 4 . 

57 

58 Within categories 3 , 4 , 5 , 6 , aftcl-7 , and 8 the agency shall 

59 maintain a wait list of clients placed in the order of the date 

60 that the client is determined eligible for waiver services . 

61 

62 Section 2 . Subsection (9) of section 393 . 063 , Florida 

63 Statutes , is amended to read : 

64 393 . 063 Definit ions . -For the purposes of this chapter , the 

65 term : 

66 (9) " Developmental disability " means a disorder or 

67 syndrome that is attributable to intellectual disability , 

68 cerebral palsy , autism , Down syndrome , spina bifida , or Prader-

904103 - h0177 - strike . docx 
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Amendment No. 

COMMITTEE/SUBCOMMITTEE AMENDMENT 

Bill No . HB 177 (20 15) 

69 Willi syndrome ; that manifests before the a ge of 18 ; and that 

70 constitutes a substantial handicap that can reasonably be 

71 expected to continue indefinitely . 

72 Section 3 . This act shall take effect July 1 , 2015 

73 

74 ----------------------------- ------------ ------------

75 T I T L E A M E N D M E N T 

76 Remove everything before the enacting clause and insert : 

77 A bill to be enti tled 

78 An act relating to persons with developmental disabilities ; 

79 amending s . 393 . 065 , F . S . ; adding certain individuals whose 

80 parent or guardian is a member of the United States Armed Forces 

81 or the Florida National Guard and who resides in the state to 

82 the wait list prio rity categories ; amending s. 393 . 063 , F . S .; 

83 revising the definition of the term " developmental disability" 

84 to include Down Syndrome ; providing an effective date . 
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HOUSE OF REPRESENTATIVES STAFF ANALYSIS 

BILL#: HB 291 Involuntary Examinations of Minors 
SPONSOR(S): Harrell 
TIED BILLS: IDEN./SIM. BILLS: SB 954 

REFERENCE ACTION ANALYST 

1) K-1 2 Subcommittee 11 Y, 0 N Flynn 

2) Children, Families & Seniors Subcommittee 

3) Education Committee 

SUMMARY ANALYSIS 

STAFF DIRECTOR or 
BUDGET/POLICY CHIEF 

Fudge 

Brazzell 

The bill requires each county school health services plan to provide for immediate notification to a student's 
parent or guardian if the student is removed from school, school transportation, or a school-sponsored activity 
and taken to a receiving facility for an involuntary examination. Each district school board and charter school 
governing board must develop a policy and procedures for such notification. 

The bill amends the definition of "emergency health needs" for purposes of school health services programs to 
expressly include onsite evaluation for illness or injury and release to a law enfomement officer. 

The bill requires a public school's principal , or his or her designee, to notify a student's parent or guardian if the 
student is removed from the school, school transportation, or a school-sponsored activity for an involuntary 
examination. The bill also provides notification requirements for receiving facilities that hold minor patients for 
involuntary examination. 

The bill allows the school principal, or his or her designee, and the receiving facility each to delay notification 
by up to 24 hours if there is suspected abuse, abandonment, or neglect and delay has been deemed to be in 
the student's or minor patient's best interest. Delay in notification may occur only after a report of suspected 
abuse, abandonment, or neglect is submitted to the Department of Children and Families' central abuse 
hotline. 

The bill does not appear to have a fiscal impact on the state or local governments. 

The bill has an effective date of July 1, 2015. 

This document does not reflect the intent or official position of the bill sponsor or House of Representatives. 
STORAGE NAME: h0291b.CFSS.DOCX 
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FULL ANALYSIS 

I. SUBSTANTIVE ANALYSIS 

A. EFFECT OF PROPOSED CHANGES: 

Present Situation 

Involuntary Examinations under Florida's Baker Act 

The Florida Mental Health Act. otherwise known as the Baker Act, 1 provides legal procedures for 
mental health examination and treatment,2 including, among other things, involuntary examinations. 3 

The Baker Act protects the rights of all individuals examined or treated for mental illne$S in Florida.4 

Involuntary examinations under the Baker Act are psychiatric examinations conducted without the 
examinee's consent.5 Involuntary examinations under the Baker Act may only be initiated by a law 
enforcement officer, mental health professional or physician, or circuit court order.6 An involuntary 
examination may be initiated only if an individual appears to have a mental illness. presents a danger to 
him or herself or others, and refuses a voluntary examination or is unable to understand the need for 
the examination.7 Each law enforcement agency must enter a memorandum of understanding with 
each receiving facility within the law enforcement agency's jurisdiction to establish a single set of 
protocols for the safe and secure transportation and transfer of custody of individuals for involuntary 
examination.8 

Only institutions designated as a receiving facility by the Florida Department of Children and Families 
(DCF) may conduct an involuntary examination.9 A physician or clinical psychologist must conduct the 
involuntary examination of a patient taken to a receiving facility without unnecessary delay.10 The 
receiving facility may not release the patient without the documented approval of a psychiatrist, a 
clinical psychologist, or, if at a hospital, an attending emergency department physician experienced in 
diagnosing and treating mental dfsorders.11 However, a patient may not be held in a receiving facility 
for an involuntary examination longer than 72 hours.12 

Within the 72-hour involuntary examination period, the patient must be released or a petition for 
involuntary placement of the patient in outpatient or inpatient treatment must be filed in the circuit 
court. 13 Nearly 76 percent of involuntary examinations end without a petition for involuntary placement. 
The average length of stay is 4.5 days.14 

1 Chapter 1971-131. L.O.F. 
2 See Part I, ch. 394. F.S.: Florida Department of children and Families. Florida's Baker Act: 2013 Fact Sheet, CMrilcrble at 
http://www.dcf.state.fl.us/programs/samh/mentalhealth/docs/Bakec'l~20Act%200verview%2020 13.pdf. 
3 Section 394.463, F.S. 
4 See Section 394.453, F.S.; Florida Department of children and Families, Florida 's Baker Act: 1 013 Fac1 Sheet, available at 
http://www.dcf.state.fl .us/programs/samh/mentaUleillLhldocs/Baker%20Act%200verview%2020 J3.pdf. 
5 Section 394.463, F.S.; Florida Department of children and Families, F/01·;da 's Baker Act: 2013 Fact Sheet, ami/able m 
bttp://www.dcLstate.fl.us/pro!!rams/samb/mentalbealth/docs/Baker%20Act%200verview%20201J.pdf 
6 Section 394.463(2), F.S. 
7 Section 394.463(1), F.S. ; Florida Department of children and Families, Florida's Baker Act: 20 13 Fact Sheet, available at 
http:// .. vww.dcf.state.fl.us/programs/samh/mentalhealth/docs/Baker%20Act%200verview%202013.pdf. 
s Section 394.462(k), F.S. 
9 Se.e Sections 394.455(26), F.S. 394.46 1, and 394.463. F.S.; Florida Department of children and Families, Florida's Baker Act: 2013 
Fact Sheet , m •t1ilable at http://www.dcf.state.fl.us/programs/samh/mentalhealthldocs/Baker%20Act%200verview%202013.pdf 
10 Section 394.463(2)(t), F.S. 
II /d. 
12 !d. 
13 Section 394.463(2)(i), f.S.; see section 394.4655(3)(a), F.S. 
14 Florida Department of chi ldren and families, Florida's Baker Act: 1013 Facr Sheel. available at 
http://www. dcf.state. fl . us/programs/ samh/mental heal t11/ docs/Bake~lo1 0 Act%200vervicw%1 020 I 3. pdf. 
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In 2011 , approximately 150,000 involuntary examinations were conducted on 111,000 individuals under 
the Baker Act. 15 Nearly 18,000 of the examinees were children. Over the span of ten years (2002 to 
2011 ), there was a 35 percent increase in the number of children involuntarily examined. 16 

Receiving facilities must give prompt notice of the whereabouts of a patient who is being involuntarily 
held for examination to the patient's guardian, 17 guardian advocate, 1 attorney, and representative. 19 

The notice must be made by telephone or in person within 24 hours after the patient's arrival at the 
facility.20 Attempts at notification must begin as soon as reasonably possible after the patient's arrival 
and must be documented in the patient's clinical record.21 However, a patient, including a minor, has 
the right to prohibit a receiving facility from providing this notice.22 

School Health Services 

Each county health department must jointly develop with the district school board and local school 
health advisory committee a school health services plan.23 The school health services plan describes 
the services to be provided pursuant to the plan, the responsibility for the provision of the services, the 
anticipated expenditures to provide the services, and evidence of cooperative planning by local school 
districts and county health departments.24 

Each health services plan must include provisions for, among other things, meeting emergency health 
needs in each school.25 "Emergency health needs" is defined as "onsite management and aid for illness 
or injury pending the student's return to the classroom or release to a parent, guardian, designated 
friend, or designated health care provider. "26 Each school health services plan must be reviewed 
annually for the purpose of updating the plan, and the plan must be approved biennially by the school 
district's superintendent, school board chairperson. county health department medical director or 
administrator, and the Department of Health's district administrator.27 

Health services plans are not required to provide for notification of a student's parent or guardian when 
the student is transported to a receiving facility for purposes of an involuntary examination under the 
Baker Act. 28 

K-12 Student and Parent Rights 

In Florida, K-12 students and their parents are afforded certain statutory rights, including rights relating 
to health issues.29 The rights enumerated by statute contain no requirement that a student's parent or 
guardian be notified when the student is transported to a receiving facility for purposes of an involuntary 
examination under the Baker Act. 

15 Florida Dcpanment of children and Families. Florida ·s Baker Act: 1013 Foe/ Sllee1. m•ailahle at 
http://www. dcf.sta te. n. ill programs/ samh/mental hea lth/docs1Baker"/o20 Act%200vervie\~/o1020 13. pdf. 
16 /d. 
17 Section 394.455(11). F.S. 
18 Section~ 394.455( 12) and 394.4589, F.S. 
ttl Section 394.4599(2)(a). F.S. 
10 Section 394.4599(2)(b), F.S. 
21 !d. 
2J !d. 
2-' Section 38 1.0056(4), F.S. 
24 

Section 38 1.0056(2)(e), F.S. 
25 See Section 38 1.0056, F.S. 
26 Section 38 1.0056(2)(n). F.S. 
27 Rule 64F-6 .002(3). F.A.C. 
28 See Section!' 38 1.0056. F.S. and 394.4599(2)(b), F.S. 
29 See Section I 002.20(3). F.S. 
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Effect of Proposed Changes 

The bill amends the definition of "emergency health needs" for purposes of school health services 
programs to expressly include onsite evaluation for illness or injury and release to a law enforcement 
officer. In addition, the bill requires each county school health services plan to provide for immediate 
notification to a student's parent or guardian if the student is removed from school , school 
transportation, or a school-sponsored activity and taken to a receiving facility for an involuntary 
examination. Each district school board and charter school governing board must develop a policy and 
procedures for such notification. 

The bill provides that, if a student is removed from a public school, school transportation, or a school
sponsored activity for an involuntary examination, the school principal or the principal's designee must 
immediately notify the student's parent.30 If the principal or pnncipal's designee has submitted a report 
to the central abuse hotline31 for suspected abuse, abandonment, or neglect and deems delay of 
notification to be in the student's best interest, notification may be delayed by no more than 24 hours 
after the student's removal.32 

The bill requires receiving facilities to give notice of the whereabouts of a minor patient who is being 
held for an involuntary examination to the patient's parent, guardian, or guardian advocate immediately 
after the patient's arrival at the receiving facility. The receiving facility must attempt to notify the minor 
patient's parent, guardian, or guardian advocate until confirmation is received either verbally, by 
telephonic or other form of electronic communication, or by recorded message that notification has 
been made. Attempts at notification must be made hourly during the first 12 hours after the patient's 
arrival at the facility and then once every 24 hours thereafter until confirmation is received or until the 
patient is released at the end of the 72-hour examination period or a petition for involuntary placement 
is filed with the court.33 A minor may not prohibit a receiving facility from providing this notice. 

The bill requires the receiving facility to document each attempt at notification in the patient's clinical 
record and provides that the facility may seek assistance from law enforcement if notification is not 
made within the first 24 hours after the patient's arrival. The bill allows a receiving facility to delay 
notification by no more than 24 hours if it has submitted a report to the central abuse hotline for 
suspected abuse, abandonment, or neglect and deems delay of notification to be in the patient's best 
interest. 34 

B. SECTION DIRECTORY: 

Section 1: Amends s. 381.0056, F.S., relating to school services program. 
Sect ion 2: Amends s. 394.4599, F.S., relating to notice under the Florida Mental Health Act. 
Section 3: Amends s. 1002.20, F.S., relating to K-12 student and parent rights . 
Section 4: Amends s. 1002.33, F.S., relating to charter schools. 
Section 5: Provides an effective date of July 1, 2015. 

II. FISCAL ANALYSIS & ECONOMIC IMPACT STATEMENT 

A. FISCAL IMPACT ON STATE GOVERNMENT: 

30 Section l 000.2 I (5). F.S. 
11 

Section 39.201(1) and (2). F.S .. require a pci!\on who knows or has reasonable cause to suspect that a child is abused, abandoned, 
or neglected by a parent. legal custodian. caregiver. other person responsible for the child's welfare, other adult. or a victtm of exual 
abuse by a known or suspected juvenile ~exual offender to report such knowledge or su.o;picion to the Department of Childn:n and 
Families using its central abuse hot line. 
32 The bill also applies these requirements to charter schools. 
J.l See Sectiou 394.463(2)(1)4 .. F.S. 
34 SC'e supra text accompanying note 31 . 
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1. Revenues: 

None. 

2. Expenditures: 

None. 

B. FISCAL IMPACT ON LOCAL GOVERNMENTS: 

1 . Revenues: 

None. 

2. Expenditures: 

None. 

C. DIRECT ECONOMIC IMPACT ON PRIVATE SECTOR: 

None. 

D. FISCAL COMMENTS: 

None. 

Ill . COMMENTS 

A CONSTITUTIONAL ISSUES: 

1. Applicability of Municipality/County Mandates Provision: 

None. 

2. Other: 

None. 

B. RULE-MAKING AUTHORITY· 

None. 

C. DRAFTING ISSUES OR OTHER COMMENTS: 

The bill vests discretion in both the school principal and the receiving facility to delay notification upon 
suspicion of abuse, neglect, or abandonment. 

IV. AMENDMENTS! COMMITTEE SUBSTITUTE CHANGES 
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FLORIDA H 0 U S E 0 F REPRESENTATI V E S 

HB 291 2015 

1 A bill to be entitled 

2 An act relating to involuntary examinations of minors ; 

3 amending s . 381 . 0056 , F . S .; revising the definition of 

4 the term "emergency health needs "; requiring school 

5 health services pla ns to include notification 

6 r equirements when a s t udent is removed from school , 

7 school transportation, or a school- sponsored activity 

8 for involuntary examination ; amending s . 394 . 4599 , 

9 F . S .; requiring a receiving facility to provide notice 

10 of the whereabouts of a minor patient held for 

11 i nvoluntary examination ; providing conditions for 

12 del a y in notification ; requiring documentation of 

13 contact attempts ; amending ss . 1002 . 20 and 1002 . 33 , 

14 F . S .; requiring a public school or charter school 

15 principal or a designee to provide notice of the 

16 whereabouts of a student removed from school , school 

17 transportation , or a school-sponsored activity for 

18 i nvoluntary examinat ion ; providing conditions for 

19 del ay in notification; requiring district school 

20 boards and charter school governing boards to develop 

21 notification policies and procedures ; providing an 

22 effective date . 

23 

24 Be I t Ena cted by the Legislature of the St ate of Florida : 

25 

26 Section 1 . Subsection (2) and paragraph (a) of subsection 
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FLORIDA H 0 U S E 0 F R E P R E S E N T A T I V E S 

HB 291 2015 

27 (4) of section 381 . 0056 , Florida Statutes , are amended to read : 

28 381 . 0056 School health services program . -

29 (2) As used in this section , the term : 

30 (a) " Emergency health needs " means onsite evaluat i on, 

31 management~ and aid for illness or inj ury pending the student ' s 

32 return to the classroom or release to a parent , guardian , 

33 designated friend , law enforcement officer, or designated health 

34 care provider . 

35 (b) " Entity" or "health care entity" means a unit of local 

36 government or a political subdivision of the state ; a hospi tal 

37 licensed under chapter 395 ; a health maintenance organizati on 

38 certified under chapter 641 ; a health insurer authorized under 

39 the Florida Insurance Code ; a community health center ; a migrant 

40 health center ; a federally qualified health center ; an 

41 organization that meets the requirements for nonprofit status 

42 under s . 50l(c) (3) of the Internal Revenue Code ; a private 

43 industry or business ; or a philanthropic foundation that agrees 

44 to participate in a public-private partnership with a county 

45 heal th department , local school district , or school in the 

46 delivery of school health services, and agrees to the terms and 

47 conditions for the delivery of such services as required by this 

48 section and as documented in the local school health services 

49 plan . 

50 (c) '' Invasive screening" means any screening procedure in 

51 which the skin or any body orifice is penetrated . 

52 (d) " Physical examination" means a thorough evaluation of 
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HB 291 2015 

53 the health status of an individual . 

54 (e) " School health services plan" means the document that 

55 describes the services to be provided , the responsibility for 

56 provision of the services, the anticipated expenditures to 

57 provide the services , and evidence of cooperative planning by 

58 local school districts and county health departments . 

59 (f) " Screening " means presumptive identification of 

60 unknown or unrecognized diseases or defects by the application 

61 of tests that can be given with ease and rapidity to apparently 

62 heal thy persons . 

63 (4) (a) Each county health department shall develop , 

64 join t ly with the district school board and the local school 

65 health advisory committee , a school health services plan~; a nd 

66 The plan must include , at a minimum, provisions for : 

1 . Health appraisal~7 

2 . Records review .7 

3 . Nurse assessment.T 

4. Nutrition a sse ssme n t ...:..T 

5 . A preventive denta l program...:..T 

6 . Vision screening...:..T 

7 . Hearing screening...:..7 

8 . Scoliosis screening...:..T 

9 . Growth and development screening...:..7 

1 0 . Heal t h counseling...:..7 

67 

68 

69 

70 

71 

72 

73 

74 

75 

76 

77 11 . Referral and fo l lowup of suspect ed or confirmed health 

78 problems by the local county health department~T 
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79 

80 

HB 291 

12 . Meeting emergency health needs in each school . + 

13 . County health department personnel to assist school 

81 personnel in health education curriculum development~+ 

2015 

82 14 . Referral of students to appropriate health treatment , 

83 in cooperation wi t h the private health community whenever 

84 possible~+ 

85 15 . Consultation with a student ' s parent or guardian 

86 regarding the need for health attention by the family physician, 

87 dentist , or other specialist when definitive diagnosis or 

88 treatment is indicated .+ 

89 16. Maintenance of records on incidents of health 

90 problems , corrective measures taken, and such other information 

91 as may be needed to plan and evaluate health programs ; except , 

92 however , that provisions in the plan for maintenance of health 

93 records of individual students must be in a ccordance with s. 

94 1002 . 22 . 7-

95 17. Health information which will be provided by the 

96 school health nurses , when necessary, regarding the placement of 

97 students in exceptional student programs and the reevaluation at 

98 periodic intervals of student s placed in such programs~; and 

99 18 . Notification to the local nonpublic schools of the 

100 school health services program and the opportunity for 

101 representatives of the local nonpublic schools to participate in 

102 the developme n t of the cooperative health services plan . 

103 19 . Immediate notification to a student ' s parent or 

104 guardian if the student is removed from school, school 
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FLORIDA H 0 U S E 0 F REPRESENTATIVE S 

HB 291 2015 

105 transporta~ion , or a school-sponsored activity and taken to a 

106 receiving facility for an involuntary examination pursuant to s . 

107 394 . 463 , including the requirements established under ss . 

108 1002 . 20(3) and 1002 . 33(9) . 

109 Section 2 . Paragraphs (c) through (e) of subsection (2) of 

110 section 394 . 4599 , Florida Statutes , are redesignated as 

111 paragraphs (d) through (f) , respectively , paragraph (b) o£ that 

112 subsection is amended , and a new paragraph (c) is added to that 

113 subsection , to read : 

114 394 . 4599 Notice . -

115 (2 ) INVOLUNTARY PATIENTS . -

116 (b ) A receiving facility shall give p rompc notice of the 

117 whereabouts of a n adult o r emancipated minor a patient who is 

118 being held involuntarily fie±& for examination , in person or by 

119 telephonic or other form of electronic communication by 

120 telephone or in person within 24 hours after the patient 's 

121 arriva l at the facil ity, unless the pati ent requests that no 

122 notification be made . Contact attempts shall be docume nted in 

123 the patient ' s clinical record and shal l begin as soon as 

124 reasonably possible after the patient ' s arrival . Notice that a 

125 patient is being admitted as an involuntary patient shall b e 

126 given to the Florida local advocacy council no later than the 

127 next working day after the patient is admitted . 

128 (c )l . A receiving facility shall give notice of the 

129 whereabouts of a minor pat ient who is being held involuntari ly 

130 for examination pursuant to s . 394 . 463 t o the patient ' s parent , 
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HB 291 

131 guardian , or guardian advocate in person or by telephonic or 

132 other form of electronic communication immediately after the 

133 patient ' s arrival at the faci lity. The faci l ity may delay 

134 notificati on for no more than 24 hours i f the facility has 

2015 

135 submitted a report to the central abuse hotline, pursuant to s . 

136 39 . 201 , based upon knowledge or suspicion of abuse , abandonment , 

137 or neglect and deems delay in notification to be in the minor ' s 

138 best interest . 

139 2 . The receiv i ng f acility shall attempt to notify t he 

140 minor patient ' s parent , guardian, or guardian advocate until the 

141 receiving facility receives confirmation from the parent , 

142 guardian, or guardian advocate , either verbally , by telephonic 

143 or other form of electronic communication , or by recorded 

144 message , that notification has been made . Attempts to notify t he 

145 parent , guardian, or guardian advocate must be repeated at least 

146 once every hour during the first 12 hours after the patient ' s 

147 arrival and once every 24 hours thereafter and must continue 

148 until such confirmation is received , until the patient is 

149 released at the end of the 72- hour examination period , or u ntil 

150 a petition for involuntary placement i s filed with the court 

151 pursuant to s . 394 . 463(2) (i) . A receiving faci l ity may seek 

152 assistance from law enforcement if notification is not made 

153 withi n the first 2 4 hours afte r t he patient ' s arrival . The 

154 receiving facility must document notification attempts in the 

155 patient ' s clinical record . 

156 Section 3 . Par agraph (1 ) is added to subsection (3} of 
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157 section 1002 . 20, Florida Statutes , to read : 

158 1002.20 K- 12 student and parent rights . -Parents of public 

159 school students must receive accurate and timely information 

160 regarding their child ' s academic progress and must be informed 

161 of ways they can help thei r child to succeed in school . K- 12 

162 students and their parents are afforded numerous statutory 

163 r i ghts including, but not limited to , the following : 

164 (3) HEALTH ISSUES . -

165 (!} Notification of invol untary examinations .-The public 

1 66 school principal or the princi pal ' s designee shall immedi ately 

167 notify the parent of a student who is removed from school , 

168 school transportation , or a school-sponsored activity and taken 

169 to a receiving facility for an involuntary examinati on pursuant 

170 to s . 394 . 463 . The principal or the principal ' s designee may 

171 delay notification for no more than 24 hours if the principal or 

172 designee deems the delay to be in the student ' s best interest 

173 and if a report has been submitted to the central abuse hotline , 

174 pursuant to s . 39 . 201 , based upon knowledge or suspicion ·of 

175 abuse , abandonment , or neglect . Each district school board shall 

176 develop a policy and procedures for notification under t his 

177 paragraph . 

178 Section 4 . Paragraph (q) is added to subsection (9} of 

179 section 1002 . 33 , Florida Statutes , to read : 

180 1002 . 33 Charter schools .-

181 (9) CHARTER SCHOOL REQUIREMENTS . -

182 (q) The charter school principal or the principal' s 
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183 designee shall immediately notify the parent of a student who is 

184 removed from school , school transportation , or a school -

185 sponsored activity and taken to a receiving facility for an 

186 involuntary examination pursuant to s . 394 . 463 . The principal or 

187 the principal ' s designee may delay notification for no more than 

188 24 hours if the principal or designee deems the delay to be in 

189 the student ' s best interest and if a report has been submitted 

190 to the central abuse hotline , pursuant to s . 39 . 201 , based upon 

191 knowledge or suspicion of abuse, abandonment , or neglect . Each 

192 charter school governing board shall develop a policy and 

193 procedures for notification under this paragraph . 

194 Section 5 . This act shall take effect July 1 , 2015 . 
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Presentations 



Quality Out-of-Home Care: 
Placements for Our Children 
House Children, Families & Seniors 
Subcommittee 

March 11, 2015 



Quality Out-of-Home Care 
Principles 

DCF wants children in best possible placements. 

How is the best possible placement determined? 

2 



Quality Out-of-Home Care: 
Principles 

3 

• Healthy attachments 
• Normalcy 
• An adult advocating for: 

- Health 
- Education 
- Activities 
- Life choices 



Quality Out-of-Home Care: 
Required by Law 

Section 409.145(2), F.S.: 

QUALITY PARENTING.-A child in foster care shall be 
placed only with a caregiver who has the ability to care for 
the child, is willing to accept responsibility for providing 
care, and is willing and able to learn about and be respectful 
of the child's culture, religion and ethnicity, special physical 
or psychological needs, any circumstances unique to the 
child, and family relationships. 

4 



Quality Out-of-Home Care: 
Required by Law 

Quality parenting requires a caregiver to: 

• Participate in development of case plan 

• Be involved in all team meetings or court hearings related 
to the child's care 

• Complete training needed related to: 
- Trauma-responsive care 

- Special needs of children 

- Working effectively with child welfare agencies, the court, 
the schools, and other community and governmental . 
agenc1es 

5 



Quality Out-of-Home Care: 
Required by Law 

Quality parenting requires a caregiver to (continued): 
• Respect and support the child's family ties; assist in 

maintaining visitation and communication 
• Advocate for the child's needs with: 

- The child welfare system 
- The court 
- Schools 
- Child care, health and mental health providers, and 

employers 

• Participate fully in the child's medical, psychological, and 
dental care 

... : 

6 
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Quality Out-of-Home Care: 
Required by Law 

Quality parenting requires a caregiver to (continued): 

• Support the child's school success 

• Encourage the child's participation in extracurricular 
activities 

• Partner with other stakeholders to obtain and maintain 
important child well-being records 

• Teach independent living skills to children between 13 
and 1 7 years of age 

• Establish and maintain naturally occurring mentoring 
relationships 

FLORIDA DEPARTMENT 
OF CHILDREN AND FAMILIES 

MYFLFAMILIES.COM 



Quality Out-of-Home Care: 
Types of Placement Settings 

• Family foster home 

- Traditional licensed foster homes 

- Medical and therapeutic foster homes 

- "Safe" foster homes 

- Relative, and non-relative homes 

• Residential group care (house parents or shift care) 

• 

• 

8 

Residential treatment facility (secured, AHCA) 

Detention facility (DJJ) 
. : .. · ... . : 

"' 

FLORIDA DEPARTMENT ·:::: 
OF CHILDREN AND FAMILIES ',. · 
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Quality Out-of-Home Care: 
Types of Services Provided 

9 

• Depending on child's needs, additional 
services may be provided in the placement 
setting. Services can include: 
- Therapy/counseling 

- Behavior modification activities 

- Specialized medical treatment/equipment 



Quality Out-of-Home Care: 
How Many Kids in Care? 

10 

Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan- Feb- Mar- Apr- May- Jun- Jul- Aug- Sep- Oct- Nov- Dec- Jan-
13 13 13 13 13 13 13 13 13 13 13 14 14 14 14 14 14 14 14 14 14 14 14 15 



Quality Out-of-Home Care: 
Where are Kids Placed? 

As of January 2015, there were 20,302 children 
• 
1n care. 

Of those children: 

• 8,827 were in a relative placement 

• 2,034 were in a non-relative placement 

• 6,734 were in a licensed family foster home 

• 2, 1 77 were in a licensed group care facility . 

11 
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Quality Out-of-Home Care: 
Building Capacity 

Short-term plans: 
• Quality Family Homes - DCF Priority 

- Teen Foster Home Recruitment Initiative 

• Crossover Youth/Group Care Workgroups 

Long-term plans: 
• Results-oriented accountability measures 

- Using placement research to plan 

- Re-purposing current providers 

- Working with the Florida Institute for Child Welfare 

12 



Quality Out-of-Home Care: 
What Are the Costs? 

Monthly Board Rates/Cost of Care 

Relative/Non-Relative* 

Licensed Family Foster Home** 

Residential Group Care 

Medical Foster Care*** 

Specialized Therapeutic Care*** 

13 

$248 

$439-527 

$2,700-3,600 

$1,164-2,037 

$2,619-4,074 



Janice Thomas 
Assistant Secretary for Child Welfare 

Janice. Thomas@myflfamilies. com 

Phone: 850-717-4320 





Scope 

TirE FLORIDA l EGISLAT URE'S OFFICE OF PROGRAM POLICY ANALYSIS&. GOVERNMENT ACCOUNTADIUTY 

Florida's Residential Group Care Program for 
Children in the Child Welfare System 

December 22. 20 14 

The Legislature directed OPPAGA to review the residential group care program fo r dependent 
children and answered three questions. 

1. How is placement in residential group care determined? 

2. What are the services and costs associated with residential group care? 

3. How does the population of children in residential group care compare to those in family 
foster care? 

Background 
In Florida, when child welfare officials detennine that children have suflered abuse or neglect 
and cannot safely remain with their families , they are removed from their homes and provided 
with safe and appropriate temporary homes. These temporary placements, refened to as 
out-of-home care. provide housing and services to children until they can return home to 
their family or achieve permanency with another family tlu·ough adoption or guardianship. The 
Department of Children and Families (DCF) contracts with community-based care lead agencies 
to manage child welfare services in Florida, which includes identifying out-of-home placements 
for children. 

Legislative intent is to place children in a family-like environment when they are removed from 
their homes. When possible, lead agency case managers place the children with a relative or 
responsible adult that the chjld knows and with whom they have a relationship, such as a 
stepparent or a close fami ly friend. These out-of-home care placements are referred to as relative 
and non-relative caregivers. When a relative or non-relative caregiver placement is not possible. 
case managers try to place the chi ldren in family foster homes licensed by DCF. 

However, some chi ldren may have extraordinary needs that require case managers to place them 
in an alternative licensed foster care atTangement- residential group care. The primary purpose 
of residential group care is to provide a setting that addresses the unique needs of children and 
youth who require more intensive services than a family setting can provide. Florida statutes and 
tules define residential group care as a living environment providing 24-how- residential care for 
children who are adjudicated as dependent and are expected to be in foster care for at least six 
months. 1' 

2
' ' 

DCF' s Child Welfare Office licenses residential group care providers as residential 
child-caring agencies, and lead agencies are responsible fo r subcontracting with these 
providers. According to child we lfare officials and advocacy stakeholders, there are two 

1 Section 409.1676(2)(b), F.S .. and Ch. 65C-1 4, FA. C. 

: Cmnmunity-bast>d care lead ag_cncies may place chtldren in other types of residential group care seuings tJascd on the child 's needs, s uch as 
residential treatment progrJms, therapeutic group cru'e, or developmentnl disabilities grvup homes. 

; 1\s of Novembcr20 14, 1l1c department was in the process of drafting a new group ca1·.J ndmin iStraltve rule. 
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primary models of group care in Florida- shift-care group homes with staff working in shifts 
providing 24-hour supervis ion and family group homes with live-in staff, or house parents, 
who have an apartment within the group home.4 In Fiscal Year 20 13-14, lead agency 
directors identified 96 distinct providers with whom they subcontract for group care-58% 
as shift-care group homes and 42% as family group homes. 

As shown in Exhibit 1, in Fiscal Year 2013-14, there were 18,152 dependent children in out-of

home care.5 Eighty-seven percent of these children were in family-based care, with 55% in 
unl icensed care with a relative or non-relative caregiver, 27% in licensed family foster care, and 
5% in other farnily foster care. 6 Eleven percent of children were in licensed residential group 
care. 7 Residential group care consists of group care (8%) and other temporary or specialty forms 
of group care (3%). s. 9 

Exhibit 1 
In Ascal Year 2013-14, 11% of Children Were In Group Care1•2 

Family-Based Care ,-
87% ~/ 

' / 'y 
I 

I 
I 
I 
\ 
\ 
\ 
\ 

---
All Group Care 

/ 

\ 
\ 
\ 
I 
I 

I 
I 

/ 

Other Group 
Care 

' ' ' ' ..,.,-
--..... __ __ / Other Family 

'---- Foster Care 

N = 18152 
1 Percentages do not total I 00% due to rounding. 

l Children were only included in this analysis iftl1cy had been in care for at least eight days. 

Source: OPPAGA analysis of Dcpan:ment of Children and Families datl . 

• According to group care providers, the fan1ily group home model varies by whether house parents reside with their biologica l children or 
whether house parents are not penuitted to reside with their biologica l chi ldren at the program. In addition this model varies by house-parent 
staffing, i.e .. the pattern of time off and use o f relief bouse parents. 

3 As of September 30, 2014, there were 19,663 children in out-of-home care. 

• Other family foster care primarily consists of licensed therapeutic family foster care and cb.ildreo placed in the care of families out of state. 

Three percent of children were in other placements. This primari ly consists of children in correctional placements (33%), who ran away (25%), 
were in emergency services ( 19%), or were on visitation ( 13%). 

• Group care providers are licensed as residential child-caring agencies by the department's child welfare office. 

' Other group care includes children in the care of providers licensed by the department as emergency shelters {40%), maternity group homes 
(8%), runaway shelters (6%), wilderness camps (2%), and children with providers licensed by other agencies (41 %) as Statewide Inpatient 
Psychiatric Programs {SlPP), therapeutic group homes, or Agency for Persons with Disabi lities group homes. 
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The ove rall number of children in residential group care has decreased in Florida since Fiscal 

Year 2007-08, mirroring the overall decrease in out-of-home care. DCF set a goal to reduce the 
number of children in out-of-home care by 50% between January 2007 and January 2012. 
Although it did not meet this goal, it bas significantly decreased the number of children in 
out-of-home care. Between Fiscal Years 2007-08 and 2013-14, the average number of children 
in group care decreased by 33%, with the number of children in out-of-home care experiencing a 
similar reduction. 10 (See Appendix A for more details about this decline.) As shown m 
Exhibit 2, residential group care expenditures decreased by 30% during this same time period. 

Exhibit 2 
Since Fiscal Year 2007-08, Residential Group Care Expenditures Have Decreased 30% 

Cumulative Percentage Change Residential Cumulative Percentage Change 
State in the Average Number Group Care in Residential Group Care 
Fiscal Year of Children in Group Care1 Expenditures Expenditures 
2007·08 $112,240,934 

2008-09 -12% $98,411 .631 -12% 

2009-10 -22% $88,778.416 -22% 

2010-11 -28% $87,941,722 -23% 

2011-12 -26% $86,840,671 -24% 

2012-13 -31% $84,482,158 -27% 

2013-1 4 -33% $81,666,795 -30% 

1 
This figure is calculated by averaging the number ofc h.ildrcn in care at the end of each month in the fiscal year. Both children in group care and 
other group care were used in this calculation. 

Source: OPPAGA analysis ofDepartmenl of Cbildrcn and Families data. 

How is placement in residential group care determined? 
Florida st.atute and rule guide lead agencies in assessing and placing children in residential 

group care. Lead agencies must place all children in out-of-home care in the most appropriate 
available setting after conducting an assessment using child-specific factors. 11 Lead agencies 
must consider placement in residential group care if specific criteria are met- the child is 11 or 
older, has been in licensed family foster care for six months or longer and removed from family 
foster care more than once, and has serious behavioral problems or has been determined to be 
without the options of either family reunification or adoption. ln addition, the assessment must 
consider information from several sources, including psychological evaluations, professionals 
with knowledge of the child, and the desires of the child concerning placement. 12 If the lead 
agency case mangers detennine that residential gTOup care would be an appropriate placement, 
the child must be placed in residential group care if a bed is available. Children who do not meet 
the specified cliteria may be placed in residential group care if it is determined that such 
placement is the most appropriate for the child. 13 

DCF officials rep01ted that they discourage lead agencies fiom placing children under age 12 in 
group care set1ings unless it keeps sibling groups together. In addition, department staff reported 

'" This reduction in group care use and spending was for group care and other group care combined. 
11 Child·specitic litctors include the child 's age: sex: sibling status; physica l, educational. em01ional. and dewlopmental needs: alleged 

maltreatment: community ties: and school placement (Rule 6$C -28.004, F:;l. C.). 

t: Section 39.523( I), F.S. 

" Sect ion 39.523(4), F.S. 
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encouraging lead agencies to focus on recruiting foster families to reduce their reliruJce on group 
care, reflecting the statutory direction that the department place children with a relative or 
non-relative caregiver or in a family foster home when a child is removed from their parent's 
custody. To reinforce efforts to reduce the use of group care for young children, DCF included a 
perfmmance measure on the communjty-based care lead agency scorecard, a component of the 
department' s perfonnance measurement system, related to the use of group care for young 
children. 14 However, the depa11ment does not penalize lead agencies for keeping large sibling 
groups together in group care. 15 

Lead agencies report that they have policies and procedures emphasizing family foster care 
placement before considering group care placement, and when possible, they use the family group 

home model versus the shift-care model. The out-of-home placement process begins with lead 
agency placement staff trying first to locate a family foster care home before considering group care. 
Lead agency staff reported requhing their case management organizations to have all group care 
placements approved by a lead agency placement specialist, who locates an altemative placement if a 
group care placement is detennined not to be approptiate. Lead agency staff also reported 
conducting regular (monthly or more fi·equently) reviews of children in residential group care to 
determine if an appropriate placement in family foster cru·e was available. 

Lead agencies reported that they limit residential group care placements to adolescents with 
behavioral problems and sibling groups for whom there are limjted foster family home 
placements available. Lead agency directors prefer to place children in a fami ly group home, 
and t'eported that most children 12 and younger are placed in these facil ities. They repmt ed 
using shift-care group homes with 2417 supervision more for older children who have behavior 
problems or a history of physical aggression or violent behavior toward themselves, others, 
and/or prope1ty, or have had multiple foster care placements. Many of these adolescents have 
substance abuse problems or have an extensive background with delinquency. ln addition, lead 
agencies reported using group care as a step-down placement from therapeutic group care. 16 

Lead agency directors reported using specific strategies to decrease residential group care 

placements. These strategies include creating an enhanced fami ly foster care program that 
includes tru·geted recruitment of foster parents for adolescents, tTaining foster parents to deal with 
difficult adolescents, paying rugher fos ter cru·e board rates, and providing respite care and other 
supports for these foster parents. Examples of supp01ts include mental health wrap-around 
services for the children in their care, in-home behavioral analysis services, support groups, and 
mentors for foster care parents. 

What are the services and costs associated with residential group care? 
Licensed residential group care settings must provide an array of services and activities for 

children. Lead agencies must ensure that children receive the care and anention that fosters a 
healthy social , emotional, intellectual , and physical development regardless of whether they are 
with relative or non-relative caregivers or are in licensed placements (both family foster homes 
and group homes). Licensed residential group care programs ru·e required to provide a minitnun1 

•• Th~ JlCrlormance lnl'3Sure i ~ .. chi ldr~n in lit•ensed nUI·of·I10111C c-are age 12 and under in OCr-licensed family foster homes." 

<t Section 3!1.00 I ( I )(k), f<:S. 

•• C"hJJdrt:n diagnosed a~ having. a moderate to severe emotional disorder can receive community· based psych•atric res idential treatment services 
LO tl:Jempeutic group care. To be placed in thernpo!Uiic gmup care, a child must be ass~ssoo by a qualified evaluator (u licensed psychnlngist or 
psychiatrist) and hnvc the plac~munt authorized by a multidisciplinury team, and the team must reauthori7..e the plucement every six months. 
Therapeutic gT()up cnre may also he the preferred placement for children stcppi11g down from a more restrictive residentia l treatment program 
nr for those who fequi re more intensive community-based treatment to avoid placement in a more restrictive residential treatment s.:nmg. 
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range of activities and services to meet children's needs for healthy development; these activities 
and services are specified in administrative rule. (See Exhibit 3.) For example, the group care 
providers must provide basic needs such as food and clothing, provide opportunities for 
recreation and participation in the community, arrange for necessary medical appointments, and 
ensure transpottation to services and activities. Children with behavioral health needs receive 
mental health, substance abuse, and supportive services that are provided through Medicaid
funded Behavioral Health Overlay Services (BROS). Children must be recertified every six 
months for BHOS eligibility by a licensed practitioner, and residential group care providers 
receive Medicaid reimbursement for medically necessary behavioral health services. 17 

Exhibit 3 
Group Care Programs Directfy Provide or Ensure Access to a Variety of Services and Activities 

Service or Activity 
• Provide a range of indoor and outdoor recreation and leisure activities 

• Arrange for recreational and cultural enrichment in the community 

Provide transportation 

• Arrange for and ensure necessary medical and dental care 

Ensure behavioral health counseling services 

• Ensure participation in work activities at the program 

Provide clothing, personal hygiene items, and supplies 

• Have a positive behavioral management program to correct unwanted behaviors 

• Conduct assessments and develop service plans 

• Arrange for educational and vocational services in the community or on-site 

• Provide each child the opportunity to learn earning, spending, and saving money through an allowance 
• Provide life skills training, including 

o Problem solving and decision making, 

o Social skills, and 

o Independent living skills 
Source: O PPAGA analysis ofCb. 65C-14, F.1l.C. 

Lead agency staff annually negotiate rates with group care providers. In Fiscal Year 2013-14, 
the 17 lead agencies contracted with 96 residential group care providers. Most lead agencies use 
a cost-based reimbursement methodology to pay group care providers, with payment based on a 
negotiated daily bed rate. In Fiscal Year 2013-1 4, the average per diem rate for the shift-care 
group home model was $124, with costs ranging from $52 to $283, while the average per diem 
rate for the family group home model was $97, with costs ranging from $17 to $175. 18 

Residential group care is more expensive than family foster care, which pays an average daily 
rate of $15 intended to cover room and board expenses. 19 

Lead agency directors consider several factors when negotiating rates-the provider's budget 
and expenses, amount of community suppott (ptivate funding), staff to client ratios, bed 
capacity, services provided, special per child considerations (e.g., the child needs his or her own 
room or requires 24-hour supervision), and the number of children to be served. Rates also vary 
by type of program. For example, providers serving children or adolescents requiring special 

17 Medicaid pays a daily nncof$32.75 for BHOS in group care; during Fiscal Year 2011-12, Medicaid paid an avcrageof$3.813 per child to BHOS providers. 

'" Median per diem rates were S 115 and $97 lor shift-cure and liuni ly group homes, respectively. 
1
" By statute and ro le, f;tmily foster parents arc expected to provide a safe, loving, and nunuring environment and activities and suppon for socia l, 

emotiona l. intellectual. and physical development (s. 409. 145(2), F. S., and Ch. 65C-13. FA. C.). 
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care and treatment, such as those serving sexually abused or sexually reactive adolescents, 
receive an enhanced room and board rate. 

For young adults who choose to remain in the foster c are system after turning 18, 25% have 

chosen to live in a residential group care setting. The 2013 Legislature extended foster care 
through 2 1, giving children for whom the state did not reunify with their family or achieve 
permanency with another family the choice to stay in foster care. The depattment is still revising 
rules to address those young adults over 18 who want to stay in residential group care settings. 20 

However, lead agency directors told us that, while some adolescents wanted to stay in their 
current placement, most in residential group care settings did not, and alternative living 
arrangements were being explored for these adolescents. Lead agency directors said that 
residential group care providers may not be comfmtable having young adults on the same 
campus as young teenagers or may not have the capacity to serve young adults and that no 
funding strean1 exists to help group care providers convert their programs and faci lities into 
transitional living arrangements for the young adult population. 

Lead agency directors have developed several types of placements for young adults choosing to 
remain in foster care. For example, group care providers are creating dotm-like settings with 
less structure than traditional group care programs, while providers of transitional housing and 
services to r teenagers aging out of foster care are offering these services to young adults in 
extended foster care. Lead agency directors also reported working with apartment complexes to 
provide housing for those in extended foster care and recmiting foster families willing to take in 
young adults. Exhibit 4 shows tbe monthly costs of extended foster care placements reported by 
lead agencies. 

Exhibit4 
Residential Group Care Is 1he Most Expensive Living Arrangement for Young Adults In Extended Foster Care 

Living Arrangement Average Monthly Rate Median Monthly Rate Monthly Rate Range 
Residential Group Care $859 $800 $297 to $1 ,300 

Apartment $778 $850 $410 to $1,000 

Supervised Uving $567 $557 $401 to $750 

FamilY Foster Care $543 $533 $445 to $715 

Sourc.:: O PPAGA analysis of cornmunity·bascd care lead agency data. 

Lead agency directors repot1ed that 282 young adults chose extended foster care fi'om January I, 
20 14, through June 30, 2014. 21 Of these young adults, 148 chose extended foster care prior to 
aging out of foster care and 134 previously aged out of foster care at 18 and chose to return to 
foster care. Lead agencies rep011ed that 45% were in supervised living arrangements, such as 
transitional living programs or host homes; 25% were in residential group care; 20% were in 
apartments; and 11% were in a family foster home. 

~· As of November 20 14. the department's rules related to extended foster care and foster care and group care licens ing were stiU drafts. In 
November 20 13. the dcpanment 's general counsel's oflice issued a memorandum stating that Ch. 20 13-1 78. Laws of Flon da, takes precedence 
overthe licensing rules contain~d in Chs. 65C -13 and 65C· 14, F ..A.C. ; 1here fore. young adults 18 or oldL1' may not be remowd from thw 
curremliving arrang~mcnt. ln addition, th~ draft rule pcrt.aining to ex tended foster care must be rewritten due to concerns expressed by the 
.Joint Adminislnltive Procedures Conunittcc und the Otlicc of Fisca l Accountability and Regulatory Refonn. 

'' Fourteen of 16 lead agency dirt.'Ctnrs responded to the infom1ation request 
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How does the population of children in residential group care compare to 
those in family foster care? 
Compared to family foster care, group care programs serve primarily older children and more 
male and minority children with identified behavioral health issues. When younger children are 
placed in group care, they usually are in care with siblings. Compared to children who entered 
family foster care, children who entered group care ran away from care more often, spent more 
time in care, were placed outside of their home county more often, and were more often reunified 
with their parents instead of being adopted. lo addition, children are in group care for a 
significant portion of their out-of-home placement, and although younger children 
(ages 11 to 14) who entered group care went on to the care of a family, many older children 
(ages 15 to 17) did not leave group care to enter the care of a family before turning 18. Surveys 
of youth also show that longer-term outcomes for children who were in group care were worse 
for six of nine measures. 

To compare to the population of children in group care to those in family foster care, we analyzed 
data from DCF"s Florida Safe Families Network (FSFN). For children entering group care, we 
looked at whether the demographics, characteristics, and child welfare experiences leading up to their 
entry into group care were different from those of children entering fami ly foster care. To analyze 
outcomes, we examined whether, after entering group care, children had different experiences that 
may affect their well-being or petmanency. As shown in Exhibit 5, this analysis compares the 8% of 
children in group care to the 27% of children in family Jester care. 22 

Exhibit 5 
Comparison Analyses Are Between Children In Group Care and Children In Family Foster Care 

Other 

Source: OPPAGA analysis ofDcpunmcnt of Children and Families data. 

Other Group 
Care 

N = 4,872 

Other ._amily Foster Care 

:J For the puf1X>ses of thiS aoolysts. as spec tiled in st3lutc and rule, childr<.'ll arc considen:d to be in group cure tfthcy arc m the care of a program 
licensed by the IXF as a Cluld Cnring Agency which provides staffed 24-hour residential care of cluldrcn. In is d~ not include children we 
categorized as in othlT group care, such as children in residentia l care licensed by other agencies (thcrnpcutic group care, Statewide In-Patient 
Psychiatric faciliues, or Agency for Persons ll'ith Disabilities· group homes) or children in an emergency shelter, runaway shelter, maternity 
home, or wilderness camp. For the purposes of this analysis, chtldren arc considered to be in family foster care tfthcy nrc in the care of a foster 
fumily licensed as a traditiona l foster home by Florida·s DCF. 11tis docs not tncludc children in thempcutic finmly fi1ster can: or in foster 
homes I icenscd by olltt•r stales. 
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Demographics, Behavioral Characteristics, and Child Welfare Experience Prior 
to Group Care 

Group care programs primarily serve older, male, and minority children. As shown in 
Exhibit 6, children in group care are significantly older than children in family foster care; 83% 
of children in group care were 11 or older compared to 17% in family foster care. Legislative 
intent is to not place children under ll in residential group care. Lead agencies told us that they 
typically use group care placements for younger children that are pa1t of a large sibling group, 
because it can be challenging to identify family foster care placements in which the foster 
parents are willing to take a large number of siblings into their homes. Of the children under 11 
in group care in Fiscal Year 2013-14, 82% were in group cru·e with at least one sibling. 
However, only one-third of these young children in group cru·e were placed with three or more 
siblings. 23 Appendix B provides additional details about the placement of young children m 
group cru·e. 

Exhibit6 
Eighty-Three Percent of Children in Group Care Are 11 and Older Compared to 17% in Family Foster Care 

100% 

80% 

60% 

40% 

20% 

0% 
Family 

Foster Care 
{N = 4,872) 

Source: OPPAGA analysis of Department of Children and Families dat.a. 

Group 
Care 

{N = 1,455) 

83% 

• Ages 15 to 17 

• Ages 11 to 14 

• Ages 6 to 10 

• Ages 0 to 5 

When comparing only children 11 and older. the lru·gest demographic difference between 
children in group care and family foster cru·e is that a larger percentage of children in group care 
ru·e ages 15 to 17. Among children 11 and older, 64% of children in group care are ages 
15 to 17; in contrast, 42% in family foster care are ages 15 to 17.24 (See Exhibit 7 .) 

:!J There may he some irnprt.'Cision in how FSf'N data identifies group care. sib]jng groups, and whether children are placed together. 

!' Due to the diAerences between these age ranges, we analyzed the differences between chilclren in residential grou1> care and family loster care 
by these age categories. 
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Exhlbtt 7 
A Larger Percentage of Children in Group Care Are Ages 15 to 17 Compared to Family Foster Care 

100% 

80% 

60% 
• Ages 15 to 17 

40% 
• Ages 11 to 14 

20% 

0% 

Family Foster Care Group Ca re 

Source: OPI'AGA ana lysis of Department of Children and Families data. 

A larger share of children in group care are male, especially among children ages 15 to 17, where 
52% of children in group care are male, compared to 44% in family foster care. Consistent with 
national trends, children in licensed out-of-home care are dispropot1ionately minorities, 
especially in group care, where 64% of chi ldren are minorities. Appendix C provides additional 
detail on demographics for children in group care compared to family foster care. 

A larger percentage of children in residentia l group care have behavioral issues. Lead agency 
case worker assessments of the strengths and needs of families involved in the child welfare 
system indicate that children in group care, especially children 15 and older, are more likely to 
demonstrate developmentally inappropriate behavioral health. In addition, a larger percentage of 
children in group care have a history of arrests and involvement with law enforcement or the 
Department of Juvenile Justice, as well as have a history of substance abuse. 25 (See Exhibit 8.) 

Exhibtt 8 
Children In Group Care Had More Identified Behavioral Issues 

Does Not Demonstrate History of History of Arrests and Law 
Developmentally Appropriate Substance Use Enforcement or Juvenile 

Age Type of Care Behavioral Health and/or Exposure Justice Involvement 
Ages 11 to 14 Family Foster Care (N = 384) 33% 26% 7% 

Group Care (N = 356) 38% 28% 21% 

Ages 15 to 17 Family Foster Care (N = 262) 28% 30% 26% 

Group Care (N = 646) 48% 41% 47% 

Source: OPPAGA analysis of Depattment of Children and Families data. 

~~ Rule 65(-30.005, F.A.C., requires child welliuc services workers to complete a family assessment within 15 working days of the Early 
Services Intervention staffing and update the assessment, at a minimum, every six months thereafter. ll1e fam ily assessment is used to analyze 
the strengths and needs o f the family and its members and infonns tbe deve lopment of case plans. 
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Case workers also assess whether children exhibit one or more of 24 specific behavioral issues. 
Children in group care exhibited more of these issues than children in family foster care. As 
shown in Exhibit 9, for example, 7 I% of group care children ages 15 to 17 exhibited at least one 
of these behavioral issues compared to 48% in family foster care. In addition, case managers 
identified fow· or more issues for 39% of children in group care ages 15 to 17 compared to 21% 
in family foster care. Appendix D provides additional detail. 

Exhiblt9 
Children in Group Care Had More Identified Behavioral Issues 

Children with at Least Children with Four or Average Number of 
One Identified Specific More Identified Specific Identified Specific 

Age Type of Care Behavioral Issue Behavioral Issues Behavioral Issues 
Ages 11 to 14 Family Foster Care (N = 384) 40% 13% 1.2 

Group Care (N = 356) 56% 28% 2.5 

Ages 15 to 17 Family Foster Care (N = 262) 48% 21% 1.9 

Group Care (N = 646) 71% 39% 3.2 

Source: OPP AGA analysis of Deparunent of Children and Families dalll. 

Almost 50% of children in group care either had no or only one placement in a family foster 

home prior to group care place ment. Specific criteria for determining that residential group 
care is the most appropriate placement include that the child has been in licensed family foster 
care for six months or longer and removed from family foster care more than once. Lead agency 
staff also reported that children assessed for residential group care include children who have had 
multiple fa iled family foster home or caregiver placements. However, 29% of children in group 
care had no prior placements with a family and 20% only had one prior placement with a 
fami ly. 26

• 
27 (See Exhibit 1 0.) 

Exhibit 10 
Almost HaH of Children in Group Care Have Had Fewer Than Two Prior Family Placements 

Number of Prior Family Placements 

29.1% 30.8% 

5.7% 

0 1 2 to 4 5 to 9 10 or more 

Source: OI'PAGA analysis ofDepanmcnt of Children and Families data . 

lo This analysis considers aU time the chi ld spent in out-of-home care between July I. 2004. and the slllrt of the placement they were in on 
November 15, 20 13. For children in group care and family foster care on November 15, 20 13, we looked at their out-of-horne care l1istorics 
prior to entering their current arrangement. 

" To detennine the number of placements a child had, we counted each time a child was placed in the care of a di fferent family or provider. If a 
child was in the care of a provider and temporarily le ft that provider's care due to a temporary s ituatiOn such as short-tenn hospitalization, 
visitation, or running away, when the chi ld returned to the prior provider our analysis did not consider this as a new placement. All prior 
placements with a liun ily were counted includ ing unlicensed relative and non-relative placements and licensed family foster care placements. 



Page 11 

Outcomes 

To examine the outcomes of children after entering group care, we selected a group of children 
who entered group care or family foster care in federal Fiscal Year 2010-11 and looked at their 
experiences through May 2014. We found that, compared to children who entered family foster 
care, children who entered group care ran away from care more often, spent more time in care, 
were placed outside of their home county more often, and were more often reurufied with their 
parents instead of being adopted. In addition, children are in group care for a sigillficant portion 
of their out-of-home placement, and although younger children (1 1 to 14) who entered group 
care went on to the care of a family, many older cruldren (15 to 17) did not leave group care to 
enter the care of a family before turning 18. Surveys of youth also show that longer-te1m 
outcomes for children who were in group care were worse for six of nine measures. 

Childre n are in group care for a significant portion of their out-of-home place ment, and a larger 

percentage of children in group care were placed outside of their home county. Child welfare 
advocates recommend that states use group care as a time-limited placement to stabilize children 
with more severe behavioral issues and treatment needs so that they can spend most of their time 
in the care of a family (family foster home or relative or non-relative caregiver). However, as 
shown in Exhibit 11 , most children who entered group care did not leave group care to spend 
most of their time in the care of a family. 28 On average, they spend over half of their time in 
group care and about one-third of their time in the care of a family; nearly a quatter of these 
children spent over 90% of their time in group care. In addition, cruldren who entered group care 
were placed out of the county in which they resided nearly twice as often as children entering 
family foster care ( 45% and 25%, respectively). This may be partly due to the limited 
availabil ity of group care faci lities in cettain counties or attempts to place children with group 
care providers whose programs better address the children ' s specific needs. 

Exhibit 11 
On Average, Children in Residential Group Care Spend Over HaH of Their Time in This Setting 

100% 

90% 

80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% ..1--__ _ 

Ages 11 to 14 

(N = 701) 

2% 

Ages 15 to 17 

(N = 1,452) 

Source: O PPAGA analysis ofDc1>nrtment of Childrcn and Families data. 

~ This analysis is based on children who entered group care in Fiscal Y car 20 I 0· 1 I. 

• Other 

• Correctional Placement/Detention 

• Runaway 

8Treatment 

• Relative/Non-Relative Care 

8 Family Foster Care 

•Group Care 
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Children run away from group care more than family foster care. For example, over 37% of 
children who entered group care at age 16 ran away from the group home compared to 21% of 
chiJdreo who entered a family foster home at age 16. Given the behavioral issues of child1·en 
who enter group care, this larger percentage could be expected. However, children who entered 
group care did not have a history of running away before entering group care. Over their entire 
time in out-of-home care, 47% of children in our analysis ran away from at least one of their 
group care placements even though only 15% of these children had been reported as running 
away before they entered group care. 29 

Although a similar percentage of children in both types of care achieve permanency in a family 

home, children in group care take longer to achieve permanency. Children typicaJly leave the 
chi ld welfare system either by being reunified with their parent or caregiver, entering permanent 
guru·dianship, being adopted, or aging out of care. Prior to implementation of extended foster 
care in Fiscal Year 2013-14, if a child was not discharged from the chi ld welfare system to a 
permanent fami ly home, when she/he turns 18, the child ages out of care. Exhibit 12 shows that. 
of children who entered group care between ages II and 14, about 65% were discharged to a 
permanent family home, compared to 70% of children who entered family foster care.30 Most of 
the children who entered care between 15 and 17 aged out of care, with only 26% of children 
who entered group care and 30% of children who entered family foster care being discharged to 
a permanent family home before turning 18. 

Exhibit 12 
A Similar Share of Children In Group and Family Foster Care Achieved Permanency 

100% 

80% 

60% 

40% 

20% 

0% 

Family Foster Care 
(N = 623) 

Group Ca re 
(N = 701) 

Ages 11 to 14 

Family Foster Care 
(N = 604) 

Group Care 
(N = 1,452) 

Ages 15 to 17 

Source: OPPAGA analysis of Dcpartme111 or Children and Families dalll . 

a Aged Out of 
Care 

• Adoption, 
Guardianship, 
or Reunification 

• Still in Care 

~~ When available., we used provider licensing infonnation to disiiOguiSh between n.-sidcntial group care and other group car.:. llowever. due to 
con,ersion to the depanment's dat3 systems used for prO\'Ider hccn~mg. data on prO\ iders· fulllicensmg hlstor) \\Crc not available, Therefore. 
for this analysis we 1dcnuficd 11 per~on's first residential group care ploccmcnt as the first res1dent1al placem~ntlasung at least 15 days. This 
criterion was used to help mmnmz.c the likelihood that we counted an emergency shelter placement as res1dcntiul group care. llowcvcr, th1s 
may have counted some other group care lllacemems as residential group care. 

'' 'J11jsanalysis looked atchildrt.,l whocmcrcd group care or fumily lbl.1crcarc in Flxleml Fiscal Year2U IO·ll and followed them until May20 14. 
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However, it tends to take slightly longer for children who enter group care to be discharged to a 
permanent family home. Within one year of entering care, children who were in group care who 
had not turned 18 had a 34% likelihood of having been discharged to a permanent fami ly home 
compared to 38% for chi ldren who were in family foster care. In addition, at three years after 
entering care, children in group care had a 68% likelihood of having been discharged to a 
petmanent family home compared to 73% for children who were in fami ly foster care. 31 

Children who achieved permanency from group care were more often reunified and less often 

adopted than children who achieved permanency from family foster care. As shown in 
Exhibit 13, of children ages 15 to 17 who were discharged to a pennanent fanuly home from 
family foster care, 45% were reunified with their parents or caregivers and 38% were adopted. 
In contrast, 64% of children who achieved permanency from group care were reunified while 
II % were adopted. The lower adoption rate for children who were in group care may be pm11y 
due to the fact that most children are adopted by their foster parents or a relative or non-relative 
caregiver. Since children who were in group care tend to spend less of their time in fami ly-based 
care. their exposure to potential adoptive parents may be reduced. 

Exhibit 13 
Children in Group Care Are More Often Reunified and Less Often Adopted Than Children in Family 
Foster Care 

100% 

80% 

60% 
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Family Foster Ca re 

{N = 435) 

Group Care 
(N = 459) 
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Family Foster Care 

(N = 182) 

Group Care 

(N = 380) 

Ages 15 to 17 

ourc.:: OPPAGA ann lysis of Department of Children and Fami lies dnta . 

• Reunification 

• Guardianship 

• Adoption 

Although most younger children who entered group care went on to the care of a family, a 
large percentage of older children (ages 15 to 17) turned 18 without moving on to the care of a 

family . As shown in Exhibit 14, ofthe children who entered group care between ages 1 I and 14, 

11 To exam me nme to pennanency, we selected a cohort (lfall children who enteTed out-of-home care between ages II and 16 in federal Fiscal 
Year 2010-11 and wentmto family fostCI care or group care before thr end of the year. We tracked lhc•r carc through May 12,2014. Since 
children age out of care if they have not achieved pcnnanency by the time they tum IS, we have different lengths of time to track pcrrnam:ncy 
for children who t'llteTl'<l cure at different ages. Therefore, we used the Kaplan-Meier product-limit estimotur, which accounts for these 
differences, to estimate the prohabihty of having achieved pcnnuncncy for children who have not yet aged out ofcnrc. 
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onJy I 0% had not moved on to the care of a family. 32 Slightly more than 60% went on to family 
foster care or a relative or nomelative caregiver, and another 28% were discharged directly from 
group care into a pennanent family home. In contrast, 48% of children who entered group care 
between ages 15 and 17 twned 18 without moving on to the care of a family. Only 39% went on 
to family foster care or a caregiver, and only 13% were discharged directly from group care into 
a pe1manent fami ly home. 

Exhibit 14 
Most Younger Children Left Group Care to Enter the Care of a Family 

100% 

80% 

60% 

40% 

20% 

0% 

Ages 11 to 14 
(N = 701) 

Ages 15 to 17 
(N = 1,452) 

Source: OPPAGA analys is o f Dl"Jmrunent of Children and Families datn. 

• Went to family-based care then a.:hieved 
permanency with a family 

• Went to family-based care then aged out 

• Stil l in care but went to family-based care 

• Achieved permanency with a family 
directly from group care 

• Aged out of group care 

• Still in group care 

Surveys of Florida youth suggest that longer-term outcomes are slightly worse for children 

who were in group care. The National Youth in Transition Database (NYTD) Survey is 
primarily the results of a survey of youth who age out of foster care, asking them about their 
outcomes since they left care. Although there is some evidence that NYTD survey responses are 
not fully representative of all children who had been in care, it is one of the most useful sources 
of information about long-term outcomes for children who had been in care. 33 As shown in 
Exhibit 15, outcomes for Florida youth who aged out of care were worse for children who were 
in group care on six of nine selected measures. For example, 25% of 18- to 19-year-old 
respondents who had been in group care had not completed the 11th grade compared to 18% who 
had been in family foster care. 

'l This analysis is based on the sl8tus of children us of May 2014. 

" NYTD survey responses do not provide on accurate reflec tion of the longer·teml outcomes of all chi ldren who had bcen m Florida·s child 
welfare system for several reasons. f irst, the NYTD survey only reflects tl1e expcrienc.-s of youth who aged out of care by May 30, 20 13, who 
arc about2/3 to 3/4 ofll1e 15-to 17-year-olds we analyzed. Second, about ha lf oflln~ youth who were eligible to tnke th~ survey responded 
and they arc a biased subset of those eligible to respond. In particular, youth who exhibited certain behavioral issues m their family 
assessments had about a 4% to 12% lower response rate. Lastly, comparisons between survey responses and FSFN data provide some limited 
evidence thntthe answers of some respondents may be inaccurate. Forty-four percent (417 o f 947) of youth in gmup care who aged out of care 
by May 2013 and 53% (2 10 of393) or youth in liunily foster care who agi.'d out of care rcs)>Onded to a NYTD survey. 
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Exhibit 15 
National Youth in Transition Database Survey Outcomes for Fonner Foster Care Children in Florida 

Family Foster Care Group Care 
NYTD Respondents NYTD Respondents 

Outcomes (N = 210) (N = 417) 
Have not completed 11 til grade 18% 25% 

Have not earned a high school diploma or GED 43% 43% 

Unemployed and not in school 10% 16% 

Does not have an open bank account 24% 34% 

In jail or homeless 2% 7% 

Does not reside in own residence 52% 56% 

Receives public support (Welfare, housing, or food assistance) 56% 57% 

Does not have access to transportation 25% 25% 

Does not have a supportive adult in his or her life 20% 17% 

Source: OPPAGA analysis of Department of Children and Families National Youth in Transition Database data. 



Appendix A 

The Number of Children in Out-of-Home Care and 
Group Care Has Decreased 
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Since January 2007, the number of total children in out-of-home care and the number in group 

care decreased. The deprutrnent set a goal to reduce the number of children in out-of-home care 
by 50% between January 2007 and January 2012. By J anuru·y 201 2, the nwnber of children in 
out-of-home care had decreased by over 30%, with group care experiencing a similar reduction. 
On December 31 , 2006, there were 29,255 children in out-of-home care, of which 11% (3,348) 
were in group care. As of September 30, 2014, there were 19,663 children in out-of-home care, 
ofwhich 11 % (2,196) were in group care. This represents a 33% reduction in out-of-home care 
and a 34% reduction in group care. 34 

ExhibitA-1 
The Use of Group Care Decreased at a Similar Rate as Total Out-of-Home Care 

- Percentage of Decline in Out-of-Home Care - Percentage of Decline in Group Care 1 

10% 

0% 

-10% 

-20% 

-30% 

-40% 

1 TI1e trend for group care includes all childn.'ll in group care at the end of each month, including children in the care of prov iders licensed by the 
deparnnent as emergency shelters, 11lllaway shelters, wilderness camps, and matern ity group homes and children with providers licensed by 
other agencies as Statewide Inpatient Psychiatric Programs, thernpeutic group homes, or Agency for Persons with Disabilities' group homes. 

Source: OPPAGA analysis of Department of Children and Families data. 

"The pcrcemagc decline lor children in group care is I% different between Exh ibit 2 and Exh ibit A- I is because the data lor Exhibit 2 is 
calculated using a different starting point and is based on the average annual number of children in care. while Exhibit A-1 is based on the 
nwnbcr of children in care at a given point in time. 
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AppendixB 

Most Young Children in Group Care Are Not in Care with 
Many Siblings 
While younger children in group care are with siblings, there are few young children in group 

care with many of their siblings. Lead agency staff reported that children under age 11 typically 
are not placed in group care unless family foster care placements that will keep siblings together 
are unavailable. In pat1icuJar, they reported that it may be challenging to identify foster parents 
who are willing to take a large number of siblings into their homes. Exhibits B-1 through B-3 
show that most young children who are in group care are placed there with at least one sibling, 
and when children are in care with a large number of siblings (three or more), they are placed in 
group care. However. there are many young children in group care who do not appear to be in 
care with a large number of siblings. 35 

In Exhibit B-1 , the red line, which is the number of children under age 11 in licensed care 
(family foster care or group cru·e), shows there are few young children who are placed in licensed 
care together with a large number of their siblings. The blue line, which is the percentage of the 
young chi ldren who are in group care, shows that when larger sibling groups are kept together, 
they are typically kept together in group care. 

Exhibit B-1 
Young Children Placed with Many Siblings in Licensed Care Are Usually in Group Care 

2,500 100% 
'1) 

-.children .... ~ .... 2,000 80% n Under ll ln , 
Qj ::1 Care .. "D 

1,500 60% 
A> c (IQ 

::> , 
c: :r 
~ 1,000 40% Cl - Percentage of :2 0 :c c: Children in 
u "D Care who Are 500 20% " A> in Group Care 

~ 
0 0% 

0 1 2 3 4 5 7 
Number of Siblings Placed with a Child Under Age 11 

Source: OPPAGA analysis of Department of Children and FamiJies data. 

" A small number of thcs~ young childr~n may be in other types of 1\."Sidential p lacements. such as matem ity homes or emergency shelters. ln 
addition, some of these children may be tcmpomrily scpamtcd from siblings because one or onorc siblings ran away, entered n corl\.-ctional 
placement or emergency care, or were on vis itation. 
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As shown in Exhibit B-2, 82% of young children in group care were in care with at least one of 
their siblings. In contrast, 47% of young children in family foster care were placed with at least 
one sibling. However, only one-third of the young children in group care were with three or 
more of their siblings. 

Exhibit B-2 
Most Young Children in Group Care Are Placed in Care wtth at Least One Sibling 

Family Foster Care Group Care 
Placement with Siblings for Children Under Age 11 (N = 4,071) (N = 245) 
Percentage of children placed with at least one sibling 47% 82% 

Percentage of children placed with three or more siblings 3% 33% 

Source: OPPAGA analysis of Department of Children and Families data. 

Exhibit B-3 shows that among children ages 0 to I 0, the older children (6 to 1 0) are more often 
placed in group care with few siblings. For example, 60% ( 49 of 81) of children under the age of 
six in group care were placed with fewer than three siblings. For children ages 6 to I 0 in group 
care, 71% (116 of 164) are placed together with fewer than three siblings, and 25% (41 of 164) 
are placed with no siblings. 

Exhibit B-3 
Few Young Children in Group Care Are Placed wtth a Large Number of Siblings 

Ql 
~ 

Number of Siblings Child is Placed With: • 0 8 3 or More 
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Source: OPPAGA analysis ofD.:partment of Children and Families data. 
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AppendixC 

Demographics of Children in Group Care and Family 
Foster Care 
Children in group care are significantly older than children in family-based care. As shown in 
Exhibit C- I , the distribution of children by age varies across types of out-of-home care. More 
children in group care were I 1 or older compared children in family foster care. Other fami ly 
foster care primarily consists of licensed therapeutic family foster care and children placed in the 
care of families out of state. Other group care includes children in the care of providers licensed 
by the department as emergency shelters, runaway shelters, wildemess camps, and maternity 
group homes, and children with providers licensed by other agencies as Statewide inpatient 
Psychiatric Programs, therapeutic group homes, or group homes tor persons with developmental 
disabilities. Other placements consist of children in correctional placements and children who 
ran away, were in emergency services, or were on visitation. 

Exhibit C-1 
Children In Group Care Are Older 

100% 

80% 

60% 

40% 

20% 

0% 
Relative/Non· Family Foster 
Relative Care Care (N=4,872) 

(N=9,908) 

Other Family 
Foster Care 

(N=842) 

Source: OPPAGA analysis of Depanment of C'bildren and Families data. 

• Age 15to 17 

• Age 11 to 14 

• Age 6 to 10 

• Age OtoS 

Group Care Other Group Care Other (N=477) 
(N=1,455) (N=598) 

Group care programs serve primarily older, male, and minority children. Our analysis focused 
on children 11 and older in group care and family foster care. As shown in Exhibits C-2 through 
C-4, the largest demographic difference between children in group care and family foster care is 
that children in group care are older. Exhibit C-2 shows that among children 11 or older, 64% of 
children in group care are 15 to 17, compared to 42% in family foster care. 
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Exhibit C-2 
A Larger Percentage of Children in Group Care Are Ages 15 to 17 Compared to Family Foster Care 

100% 

80% 

60% 
Ages 15 to 17 

40% 
• Ages 11 to 14 

20% 

0% 

Family Foster Care Group Care 

Source: OPPAGA analysis of Department of Children and Families data. 

Exhibit C-3 shows that, compared to fami ly foster care, a larger share of children in group care 
are male. Fifty-two percent of children ages 15 to 17 in group care are male, compared to 44% 
in family foster care. 

Exhibit C-3 
Percentage of Male Children in Licensed Care 

• Group Care • Family Foster Care 

Ages 15 to 17 

Ages 11 to 14 

Source: OPPAGA analysis of Deparunent of Children and Families data. 

As is the case nationally, a larger percentage of children in out-of-home care are minorities, 
especially group care. Exhibit C-4 shows that 64% of children ages 11 to 14 in group care are 
minorities, compared to 54% in family foster care. Among children ages 15 to 17, 64% of 
children in both group care and family foster care are minorities. 



Exhibit C-4 
Percentage of Minority Children In Licensed Care1 

• Group Care • Family Foster Care 

Ages 15 to 17 

Ages 11 to 14 

1 For this exhibit, white non-Hispanic children were considered non-minoriLics. 

Source: OPPAGA analysis of Department of Children and Families data . 
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64% 

64% 

64% 
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AppendixO 

Assessed Behavioral Issues of Children in Group Care 
and Family Foster Care 
Data shows children in group care exhibited more behavioral issues than children in family 

foster care. Child welfare services workers are required to complete a family assessment when 
a family begins receiving services as a result of a child protective investigation. 36 To determine 
whether group care is primarily used to provide care for adolescents with behavioral problems, 
we obtained family assessment data for children who were in licensed family foster care or group 
care on November 15, 201 3. To minimize the likelihood that children's assessed behaviors were 
influenced by the type of care they were in, for each child we attempted to identify the 
assessment closest to, but before, they entered this p1acement. 37 Although the percentage of 
children with a complete assessment vruied substantially throughout the state, overall about 91% 
of children had a family assessment, and about 67% had an assessment near when they entered 
family or group care. 38

' 
39 Family assessments are similarly complete for children in group care 

and family foster care. 

The assessment includes a detennination of whether the child exhibits one or more of 24 specific 
behavioral issues. 40 Exhibits D-1 and D-2 show that children in group care exhibited nearly all 
of the behavioral issues at a higher rate than children in frunily foster cru·e. For example, 71% of 
children ages 15 to 17 exhibited at least one of these behavioral issues compared to 48% of 
children in family foster care. In addition, 39% of children in group care ages IS to 17 had four 
or more issues identified compared to 21% of children in family foster care. 

"· Rule 65C-30.005. F.A.C., requires child welfare services workers to complete a family assessment within 15 working days of the Early 
Services Jntcrven tion staffing and update the a~"Se!>.~ment, <tt a minimum. every 6 months thereafter. The family assessment is used ·to analyze 
the stl·engths and needs nfth~ fumily und tis members and infomts the development of case plans. 

11 
An assessment was considered curren t if it was completed within six months before and one month after the child entcn.-<1 his or her current 
placement. Limiting tlte analysis to children wtth a current assessment or to children who t."'ltered grou11 care for t!tc. lirst time did not 
subStantiaHy change the rcsul!S. ,\ s such, we present the results for all ohildren who had an assessment recorded in FSFN. 

1~ ·ntis docs not include Our Ktds. Florida's largest cotmnun ity-ba~ect care lead agency, which did not complete tlte standard family assessmentm 
FSFN. At the time of our review, Our Kids was using an a lt~'t11.ative assessment inStrument, kn(lwn as structured decision making. Our Kids 
will transition to using. Florida's revised statewide standard assessment mstnunent. At tlttl time of our review. Our Kids hnd about 10% of the. 
state.· s population of children in lilmily foster care and group care uvcr the age of I I . 

19 C' hild Net of Palm Beach had, by far. the lowest percenmge. with only 49% of children havmg a complele assessment and only 23% of children 
having a current assessment. 

""' llH: exhibits only sl1ow 15 behavioral issues, because the l!lleast cummon bcbaviornl issues wt-re collapsed into the category Other. These 
issui!S are sleep disturbances, bed wetting, withdrawn or lcthm·gic hehavaor, lire sel!mg, hurmmg animals. frequent crying, frequent physical 
complain!S, eating disordcrs, bi7..arre hallucinations, and other issues. 



Exhibit D 
Behaviors of Chlldren1 

Ages 11 to 14 
• Group Care • Family Foster Care 

Physical Aggression 

lying 

Verbal Aggression 

Other 

Run Away 

Temporary Outbursts 

Mood Swings 

Suspended from 
work or school 

Stealing 

Drug Abuse 

Property Destruction 

Hyper Activity 

Truancy 

Self Injury 

Suicide Attempts 
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Ages 15 to 17 
• Group Care • Family Foster Care 

Physical Aggression 

lying 

Verbal Aggression 

Other 

Run Away 

Temporary Outbursts 

Mood Swings 

Suspended from 
work or school 

Stealing 

Drug Abuse 

Property Destruction 

Hyper Activity 

Truancy 

Self Injury 

Suicide Attempts 

---131% 18% 

---· 31% 18% 

1 Other includes the following categories: sleep disturbances, bed wetting, wilhdmwn or lethargic behavior, fire setting, hanning animals, frequent crying, frequent 
physical complaints, eating disorders, bizarre hallucinations, and olher issues. 

Source: OPPAGA analysis of Department ofChildr\.'11 and Families data. 


