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PREFACE

In 1982, the National Institute of Mental Health and the State Mental Health
Representatives for Children and Youth (a Division of the National Association of
State Mental Health Program Directors) jointly sponsored a meeting to explore the
needs of severely emotionally disturbed children and vouth. The participants included
state and Federal officials who were working with this population, researchers,
advocates and service providers. The meeting resulted in a series of recommendations
for how this population should be defined, what kinds of services were requis :d, how
the service system should be constructed and the type of advocacy necessary to
promulgate changes in the child service system. A major task of this effort was to
begin to define the concept of a "continuum of care" for severely emotionally
disturbea children and youth., The "continuum of care,” as defined through this
effort, encompassed a range of service options that needed to be available and
accessible in order to appropriately meet the multiple service neceds of severely
emotionally disturbed children.

The gaps in service options and the failure of the present systems to meet the needs
of seriously emotionally disturbed children have become increasingly evident, Jane
Knitzer’'s seminal study, Unclaimed Children, documented the state of service system:
delivery throughout the country and the continuing failure of these systems to provide
adequate care.

In 1984, Congress responded to the call for change and funded an initiative to
demonstrate the development of better functioning service systems. This effort led
the National Institute of Mental Health to develop the Child and Adolescent Service
System Program (CASSP). This program supports states in the development of
interagency efforts to improve the systems under which the most troubled children
and youth receivc service.

For several years, CASSP, through a series of 24 state grants, has been promoting
both concepts and strategies for changing the. service system in order to more
responsively meet the multiple needs of severely ermotionally disturted children and
youth. The conceptual framework focuses on the need for interagency collaboration
and coordination across systems in delivering services to this greatly underserved and
inappropriately served population.

The exploration of children’s service delivery has led to certain questions whose
answers are vital to the development of meaningful programs. They are:

o What should a service system for seriously emotionally disturbed children and youth
encompass?

o Toward what new configuration or ideal should service system change be directed?

o What are the components of the system?

o What is the ultimate goal of such sy..cms change?

The answers to these questions will be helpful to all those who are interested in
changing how services are delivered, what services are delivered and where services

are dclivered to severcly emotionally disturbed chiidren and youth. The information
prescnted in this volume describes the various service options required by these
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youth, and leads the way for the development of continuums of care across all of the
relevant child-serving agencies. From this, a greater "System of Care," encompassing
the full range of services and the mechanisms required for the assurance of their
appropriate delivery, can be developed.

Ira Louri¢, M.D., Assistant Chief
Community Service Systems Branch
National Institutc of Mental Health

Judith Katz-Leavy, M.Ed.. Program Director
Child and Adolescent Service System Program
National Institute of Mental Health
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EXECUTIVE SUMMARY

In her book Unclaimed Children, Knitzer (1982) reported that two-thirds of all
severely emotionally disturbed children and youth do not receive the services they
need. Many others receive inappropriate, often excessively restrictive care. Recently,
there has been increasing activity to improve services for severely cmotionally
disturbed children and adolescents. The National Institute of Mental Health (NIMH)
launched the Child and Adolescent Service System Program (CASSP) to assist states
and communities to develop comprchensive, community-based systems of care, and
coalitions of policymakers, providers, parents and advocates are being forged to
promote the development of such systems of care.

This monograph explores the development of comprehensive systems of care for
severely emotionally disturbed children and adolescents. The preparation of the
monograph was sponsored by CASSP, and the document represents the final product of
a collaborative process undertaken by the CASSP Technical Assistance Center at
Georgetown University and the Florida Research and Training Center for Improved

Services for Seriously Emotionally Disturbed Children at the Florida Mental Health
Institute.

The monograph is intended as a technical assistance tool for states and communities
interested in improving services for emotionally disturbed children, and as a review of
the state of the art for developing systems of care. A generic model of a system of
care is presented along with principles for service delivery and alternative system
management approaches. This model offers a conceptual framework to provide
direction to policymakers, planners and providers. It is expected that states and
communities will modify and adapt the model to their particular environments, and
will establish priorities for system development in accordance with their needs.

BACKGROUND

The Joint Commission on the Mental Health of Children (1969) found that millions of
children and youth were not receiving needed mental health services. Many of the
children that were served received inappropriate, unnecessarily restrictive care, often
in state mental hospitals. The President’s Commission on Mental Health (1978) echoed
the Joint Commission’s conclusions, finding that few communities provided the volume
or continuum of programs necessary to meet children’s mental health needs. Both
Commissions recommended that an integrated network of services be developed in
communities to meet the needs of severely emotionally disturbed children and youth.
Knitzer (1982) asserted that the needs of severely emotionally disturbed children have
remained largely unaddressed. She considers these children to be "unclaimed” by the
public agencies with responsibility to serve them.

These reports and others have made it apparent that the range of mental hcalth and
other services needed by scverely emotionally disturbed children and adolescenis is
frequently unavailable. Many children are institutionalized when less restrictive,
community-based services would be more cffective. Additionally, there have been few
attempts to get mental health, child welfare, juvenile justice, health and education
agencies to work together on behalf of disturbed children and youth. This has left
children and youth with serious and complex problems to receive services in an
uncoordinated and piecemeal fashion, if at all.
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Currently, there is broad agreement about the critical neced to improve both the range
and coordination of services delivered to severely emotionally disturbed children and
their families. The development of comprehensive, coordinated "systems of care" for
children and youth has become a national goal.

The term "continuum of carc¢" has been used extensively in the field to describe the
range of services neecded by severely emotionally disturbed children and adolescents.
In fact, much of the published literature and many of the materials produced by
states usc this term.  Throughout this document, the term "system of care" is
employed. Before proceeding to describe the system itself, definitions of thesc terms
are required, along with the rationale for using the latter term.

"Continuum of care" generally connotes a range of services or program components at
varying levels of intensity. These are the actual program elements and services
needed by children and youth. "System of care" has a broader connotation. It not
only includes the program and service components, but also encomnasses mechanisms,
arrangements, structures or processes to insure that the services are provided in a
coordinated, cohesive manner. Thus, the system of carc is greater than the
continuum, containing the components and provisions for service coordination and
integration,

A system of care, therefore, is defined as [ollows:

A system of care is a comprehensive spectrum of mental health and
other necessary services which are organized into a coordinated
network to meet the multiple and changing needs of severely
emotionally disturbed children and adolescents.

This monograph describes how these systems of care might look and how they might
be organized.

SEVERELY EMOTIONALLY DISTURBED CHILDREN AND THEIR NEEDS

The Federal CASSP initiative is focused on severely emotionally disturbed youngsters
whose problems are so severe as to require the long-term intervention of menta!
health and other agencies. To assist states and communities in identifying this

population, NIMH developed a set of basic parameters for defining the target
population (Stroul, 1983).

As these parameters indicate, the designation of “"severe emotional disturbance” among
children should be primarily based on functional disabilities which are of significant
severity and duration, and on the need for a broad range of services. This set of
general criteria is designed to guide the system building efforts of states, while

allowing states the flexibility to develop more specific definitions. Several states
have developed such definitions.

The prevalence of severe emntional disturbance among children and vouth is difficult
to determine. The primary reasons for this are the lack of agreement about the
definition of "severe emoticnal disturbance," the difficulty in measuring the socio-
emotional disturbances, and the great cost and practical obstacles in conducting
epidemiological research in children’s mental health.

Based on a review of a number of epic-miological studies, Gould, Wunsch-Hitzig &
Dohrewend (1981) estimated that the prevalence of "clinical maladjustment” among
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children is at least 11.8 percent. Despite methodological inconsistencics and
deficiencies in the research, the estimate by Gould et al. of 11.8 percent appears to
be a reasonable, if not somewhat conservative, estimate.

A subset of this group of children showing emotional problems can be considered
severely emotionally disturbed. From a review of existing prevalence research,
Knitzer (1982) concluded that a conservative estimate of serious emotional disturbance
in children is five pe:cenrt or approximately three million Yyoungsters. In the
description of CASSP, NIMH (1983) has adoptea the same figure. While this figure is
not firmly based empirically, it appears to te generally consistent with the rescarch
and recasonable as an estimate. It should be kept in mind that this five percent
cstimate includes only youngsters whose problems are severe and persistent, while the
11.8 percent estimate includes all emotionally disturbed youngsters.

While differences around definition and prevalence may persist, therc is greater
consensus about the needs ofvseverely emotionaiiy disturbed children. These children
require a range of mental health services which &re age appropriate and at varying
levels of intensity. However, mental health services alone are aot enovgh.
Emotionally disturbed children almost universally manitfest problems in n.any spheres
including home, school and community. As a result, they require the intervention of
other agencies and systems to provide special education, child welfare, hcalth,
vocational and, often, juvenile justice services.

Thus, the necds of severely emotionally disturbed children and youth cannot be mct
by the mental health system in isolation. A comprehensive array of mental health and
other services are required to meet their nceds. The conclusions of ncarly all
commissions and experts converge in recommending a multiagency, multidisciplinary
system of services for emotionally disturbed children and their families.

Although comprehensive systems of care for emotionally disturbed children have been
rccommcnded for some time, progress in developing such systems has bcen slow. At
present, there are scrious gaps both in terms of the mental hcalth services that arc
available to children and their families and the other essential services. Where such
gaps in actual service do not exist, the lack of coordination bctwecen agencics
seriously limits the effectiveness of individual service components. The consequence
of these system deficiencies is that treatment is often inadequate and fragmented.

The situation is complicated by an overreliance on more expensive and more
restrictive services than are actually needed. Bchar (1984) rcports a strong tendency
to remove children from their families and natural environments with the belief that
cffective treatment can only be accomplished in a residential sctting. Kuitzer (1982)
identified efforts to increase recsidential care in almost half of the states, while
nonresidential services remained cither nonexistent or rudimentary. Thus, residential
services appear to be overutilized, although recent experience indicates that intensive
services in the home and school may reduce the nced for residential care (FFriedman
and Strect, '985). When residential care is indicated, less restrictive, community-
based alternatives such as therapeutic foster care are often neglected in favor of
institutionally-based services.

Whilc these problems remain, there arc indications of progress in services for scverely
emotionally disturbed children. The need fcr comprehensive, community-based systems
of service that incorporate a wide range of different services is receiving more and
morc rccognition.  Isaacs (1983, 1984) found that a number of states have identified
children’s mental health as one of their top mental hecalth priorities, and many states
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are now initiating system development activities. Nearly huif the states in the nation
arc now involved in the CASSP initiative, and bot' funded and unfunded states arce
participating in technical assistance activities related to system of care development
such as regional and national conferences. It scems clear that interest in developing
compre’ :nsive systems of carc has increased markedly.

PRINCIPLES FOR THE SYSTEM OF CARE

The system of carec for severely emotionally disturbed children and adolescents
represents more than a network of service components. Rather, the system of carc
represents a philosophy about the way in which services should be delivered to
children and their families. The actual components and organizational configuration of
the system of carc may differ from state to state and from community to community,
Despite such differences, the system of care should be guided by a set of basic values
and opcrational philosophics.

Not surprisingly, there is gencral agreement in the ficld and in the literature as to
thc values and philosophy which should be embodied in the system of carc for
severely emotionally disturbed youth. With extensive consultation from the ficld, two
corc values and a set of 10 principles have been developed to provide a philosophical
framework for the system of carc model.

The two core values arc central to the system of care and its opcration. The first
value is that the system of care must be driven by the nceds of the child and his or
her family. In other words, the system of care must be child-centered, with the
nceds of the child and family dictating the types and mix of services provided. This
child-centered focus is scen as a commitment to adapt scrvices to the child and
family, rather than expecting children and families to conform to pre-cxisting service
configurations. It is also seen as a commitment to providing services in an
cnvironment and a manner that enhances the persor~l dignity of children and familics,
respects their wishes and individual goals, and maximizes opportunities for involvement
and sclf-determination in the planning and delivery of services.

The sccond core value holds that the system of care for cmotionally disturbed
children should be community-based. Historically, scrvices for this population have
been lir.ited to state hospitals, training schools and other restrictive institutional
facilitics. Thur2 has been increasing interest and progress in serving such children in
communiiy-based programs which provide less restrictive, morc normative
cnvironments. The system of care embraces the philosophy of a community-based
network of services for ecmotionally disturbed youth and familics. While “institutional"
carc may be indicated for certain children at various points in time, in many cases
appropriate scrvices can be provided in other, less restrictive scttings within or close
to the chiid’s home community.

In addition to these two fundamental values for the system of care, 10 principles
h>¢ been identificd which enunciate other basic beliefs about the optimal nature of
the system of care. The values and principles are displayed on the following page,
and cach principle is discussed within the monograph.

SYSTEM OF CARE FRAMEWORK AND COMPONENTS
The system of care model presented in this document represents once approach to a
system of care. No single approach has as yet been adequately implemented and

tested to be considered the ideal model. The model presented is designed to be a
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10.

CORE VALUES FOR THE SYSTEM OF CARE

The system of care should be child-centered, ~ith the needs of the child and
familydictating the typesand mix of services provided.

The system of care should be community-based, with the locus of services as
well as management and decision-making responsibility resting at the community
level.

GUIDING PRINCIPLES FCR THE SYSTEM OF CARE

Emotionally disturbed children should have access to a comprehensive array of
services that address the child’s physical, emotional, social and educational
nceds.

Emotionally disturbed children should receive individualized services in
accordance with the unique needs and potentials of each child, and guided by
an individualized service plan.

Emotionally disturbed children should receive services within the lecast
restrictive, most normative environment that is clinically appropriat&.

The families and surrogate families of emotionally disturbed children should be
full participants in ali aspects of the planning and delivery of services.

Emotionally disturbed children should receive services that are integrated, with
linkages between child-caring agencies and programs and mechanisms for
planning, developing and coordinating services.

Emotionally disturbed children should be provided with case management or
similar mechanisms to ensure that multiple services are delivered in a
coordinated and therapeutic manner, and that they can move through the systen
of services in accordance with their changing needs.

Early identification and intervention for children with emotional problems should

be promoted by the system of care in order to enhance the likelihood of
positive outcomes.

Emotionally disturbed children should be ensured smooth transitions to the adult
service system as they reach maturity,

The rights of emotionally Jisturbed children should be protected, and effective
advocacy efforts for emotionally disturbed children and youth shkould be
promoted.

Emotionally disturbed children should reccive services without regard to race,
religion, national origin, sex, physical disability or other characteristics, and

services should be sensitive and responsive to cultural differences and special
needs.

vii



guide, based on the best available empirical data and clinical experience to date. It is
offered as a starting point for states and communities as they seek to build their
systems, as a baseline from which changes can be made as additional research,
experience and innovation dictate.

While individuals may wish to examine the services in their own states and
communities in relation to the system presented here, the information is not intended
to be used as a checklist. The desired system in a particular community is dependent,
in part, upon community characteristics such as population, physical size, proximity to
other ccmmunities, unique resources and special features of the population. Not every
commun.iy is expected to have every service in place. The model is not a
prescription, but rather should serve as a guide for communities, with the expectation
that it will be modified and adapted to meet special conditions and needs.

States and communitics are also expected to establish different system development
priorities. An approach frequently used involves defining a core or minimal set of
services as the first priority for system of care development efforts. When geals in
relation to this core set of services are achieved, states and communities may then
begin to develop an expanded array of service options.

The system of care model is organized in a framework consisting of seven major
dimensions of service, each dimension representing an area of need for children and
their families. The framework is graphically presented on page ix, and includes the
following dimension.

1. Mental health sc:vices
2. Social services

3. Educational services

4, Health services

5. Vocational services

6. Recreational services
7. Operational services

The system of care model is intended to be function-specific rather than agency-
specific. Each service dimension addresses an area of need for children and families,
a set of functions that must be fulfilled in order to provide comprehensive services to
mect these needs. The model is not intended to specify which type of agency should
fulfill any of the particular functions or rneeds. Certainly, particular agencies
typically provide certain of these services in communities. Educational services, for
cxample, are most often provided Ly school systems, and social services are gencrally
associated with child welfarec or social welfare ag.ncies. One might assume that the
mental health services should be provided by mental health agencies. This, however,
is often not the case.

All of the functions included in the system of care dimensions may be fulfilled by a
variety of agencies or practitioners in both the public and private sectors.
Therapeutic group care, a component in the mental health dimension, is often fulfilled
by juvenile justice agencies and social service agencies as well as by mental health

viii
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agencies. Day trcatment is another mental health function that is frequently fulfilled
by the educational agencies, ideally in close collaboration vith mental health
providers.

While the roles and responsibilities of specific agenciecs are acknowledged, an
effective system of care should be based on child and family nceds primarily, rather
than on agency featurcs. Many of the services to be described can be, and are,
provided by different agencics in different communities.

Furthermore, many of these services are provided not through the efforts of any
single agency but through multiagency collaborative efforts. Such collaborations are
important not only in identifying needs and planning services but also in developing,
funding and opcrating services.

It should also be rccognized that services are not always provided by agencies. Some
functions within the system of carc may be fulfilled by familics, parent coopecratives
or other such arrangements. Private sector facilitics and practitioners can also play a
pivotal role in the system of care, providing a wide range of services within cach of
the major dimensions.

Juvenile justice agencics play an important role in the system of carc. The juvenile
justice system provides a wide range of scrvices to children and adolescents who have
broken the law. While the juvenile justice system has an interest in helping children
and families, its mission is also to mecet the nceds of the community and socicty.
This mission is accomplished through mecasures to control troublesome or delinquent
behavior (Shore, 1985). Many juvenile offenders can be considered emotionally
disturbed, and the juvenile justice system plays a critical role in serving emotionally
disturbed juvenile offenders. Juvenile justice agencies provide or collaborate with
other agencies to offer many of the system of carc components to this subgroup.
Among the components frequently provided by juvenile justice agencies arc outpaticnt
services, therapcutic foster and group care and residential trcatment. The critical
role of the juvenile justice system in serving cmotionally disturbed juvenile offenders
must be acknowledged as well as its special role in the system cof care.

An important aspect of the concept of a system of care is the notion that all
componcnts of the system arc interrelated, and that the cffectiveness of any onc
componcnt is rclated to the availability and cffectiveness of all other components.
For example, the same day trcatment scrvice may be more effective if embedded in a
system that also includes good outpaticnt, crisis and residential treatment, than if
placed in a system where the other services are lacking. Similarly, such a program
will be more effective if social, health, and vocational services are also available in
the community than if they arc absent or of low quality. In a system of care, all of
thc components arc interdependent--not only the components within a service
dimension such as mental health, but all of the seven service dimensions that comprisc
the model.

A critical characteristic of an effective system is an appropriate balance between the
componcnts, particularly between the more restrictive and less restrictive services. If
such balance is not rresent, then youngsters and families will not have a full chance
to receive less restrictive services before moving to more restrictive scrvices. If, for
cxample, within a community there arc no iutensive home-based services, only 20 dayv
trcatment slots and 50 residential trcatment slots, the system is not in balance.
Youngsters and familics will most likely not have the opportunity to participate in
home-based or day trecatment services because of their relative unavailability, and the
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residential components of the system will be overloaded with youngsters, some of
whom might have becen diverted from residentis]l treatment if there had been more
nonrcsidential services available.

At the present time there arc no clear, cmpirically-based guidelines about the
appropriate capacity within each component of a system of care. As a conscquence,
no specific quantitative guidelines are presented in this document, Implicit within a
model system of service, however, is the expectation that more youngsters will require
thc less restrictive services than the more restrictive ones, and that service capacity
saould, therefore, diminish as onc procceds through the system. In particular, the
system capacity in thc morc intensive of the nonresidential services should exceed the
system capacity in the residential service componcnts. As additional research and
ficld cxpericnce are accumulated with respect to systems of carc for scverely
cmotionally disturbed children, it may become possible to define the optimal ratios of
capacitics in the different system componcents.

Within cach of the scven service dimensions is a continuum of service components.
These dimensions and the components within them are displayed on the following
page, and ai¢ cCescribed within the monograph. The major focus, however, is on the
continuum of mental hecalth services since these are critical services for all severcly
cmotionally disturbed children. While the mental health dimension :s described in
some dctail, brief descriptions arc provided with respect to the other dimensions.
These descriptions arc intended as introJductions to the service dimensions, and not as
comprehensive reports on all the services included in the system of care.

Throughout the discussion of the individual services, it should be recalled that thesc
are componcnt parts of an overall system of carc. The boundarics between the
various dimensions and components are not always clear, and frequently there is
overlap among them. While they arc described individually, the system of care
dimensions and scrvice componecnts cannot be operated in isolation. Only when the
services are cnmeshed in a coherent, well-coordinated system will the nceds of

severcly cmotionally disturbed youngsters and their families be met in an appropriate
and effcctive mannecr,

The mental health services of the system of care are shown on page xiii. They are
divided into seven nonresidential categories, and seven residential categories. The
components often overlap to some degrce. For example, the difference between
therapeutic group carc and residential treatment is not always clearly distinguishable.
Fuither, there arc a varicty of different program models for each component, such as
several distinct approaches to therapeutic foster care. Some of these different models
arc noted in the discussion of the componcnts in the monograph.

The opcrational services dimension is somewhat different from the other system of
care dimensions. This dimension includes a range of support scrvices that can make
the difference between an effective and an incffective system of care, but do not fall
into a speccific category. [nstecad, they tend to cross the boundaries between different
types of services. They arc called "operational service ' because of their importance
to the overall effective operation of the system. The services included in this
dimension are case management, self-help and  support groups, advocacy,
transportation, lcgal services and volunteer programs.

Casc management is an cssential service that can play a critical role in the system of
care. Bchar (1985) calls casc management "perhaps the most cssential unifying factor
in service delivery." This indicates the important role that casc management can play
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COMPONENTS OF THE SYSTEM OF CARE

1. MENTAL HEALTH SERVICES

Nonresidential Services:
Prevention

Early Identification & Intervention
Asscssment

Outpatiznt Treatment
Home¢-Based Services

Day Treatment

Emergency Services

Residential Services:
Therapeutic Foster Care
Therapeutic Group Care
Therapeutic Camp Services
Independent Living Services
Residential Treatment Services
Crisis Residential Services
Inpatient Hospitalization

2. SOCIAL SERVICES

Protective Services
Financial Assistance
Home Aid Services
Respite Care
Shelter Services
Foster Care
Adoption

3. EDUCATIONAL SERVICES

Assessment & Planning
Resource Rooms

Self-Contained Special Education
Special Schools

Home-Bound Instruction
Residential Schools

Alternative Programs

4, HEALTH SERVICES

Health Education & Prevention
Screening & Assessment
Primary Care

Acute Care

Long-Term Care

. VOCATIONAL SERVICES

Career Education
Vocational Assessment
Job Survival Skills Training
Vocational Skills Training
Work Experiences
Job Finding, Placement &
Retention Services
Supported Employment

6. RECREATIONAL SERVICES

Relationships with Significant Others
After School Programs

Summer Camps

Special Recreational Projects

7. CYERATIONAL SERVICES

Casc Management
Self-Help & Support Groups
Advocacy

Transportation

Legal Services

Volunteer Programs



DIMENSION I: MENTAL HEALTH SERVICES

NONRESIDENTIAL SERVICES: RESIDENTIAL SERVICES:
PREVENTION THERAPEUTIC FOSTER CARE
EARLY IDENTIFICATION & THERAPEUTIC GROUP CARE

INTERVENTION

THERAPEUTIC CAMP SERVICES
ASSESSMENT

INDEPENDENT LIVING SERVICES
OUTPATIENT TREATMENT

RESIDENTIAL TREATMENT SERVICES
HOME-BASED SERVICES

CRISIS RESIDENTIAL SERVICES
DAY TREATMENT

INPATIENT HOSPITALIZATION
EMERGENCY SERVICES

OPERATIONAL
SERVICES

RECREATIONAL
SERVICES

EDUCATIONAL
SERVICES
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in a system of service, a rolc that has been increasingly recognized in recent years
but has only been opcrationalized in a few states.

Case management scrves youngsters involved in both residential and nonresidential
programs. It involves brokering services far individual youngsters, advocacy on their
behalf, insuring that an adequate treatment plan is developed and is being
implemented, reviewing client progress and coordinating scrvices. Casc management
involves aggressive outreach to the child and family, and working with them and with
numecrous community agencics and resources to ensurc that all nceded services and
supports are in place.

Advocacy can also play a critical role in the system of care. There arc two basic
types of advocacy. The first is "case" advocacy, or advocacy on bchalf of the nceds
of individual children. Effective case advocates must be knowledgeable about the
workings of the service systems which serve children, and must be skilled in making
these systems morc responsive to the neceds of individual children. Case managers
perform casec advocacy functions, but other profcssionals, citizen advocates and
parents can fulfill this role as well.

The sccond type of advocacy is "class" advocacy, or advocacy on bchalf of a group of
individuals. Class advocacy, if successful, can have a grecater impact than casc
advocacy because it can produce changes that affect more children (Knitzer, 1984).
Class advocacy is typically a lenpthy process that rcquires not only considerable
knowledge and skill, but also enormous persistence.

Efforts to advocate for improved services arc beginning to take the form of coalitions
of parent, provider, professional and veluntary advocacy organizations. These
coalitions arc forming at community, state and national levels, and have potential for
exercising considerable influence over policies and services.

The incrcased interest in advocacy is one of the morc encouraging signs in the
children’s mental health field in recent years. A key issue affecting the degree to
which effective systems of carc will be devcloped is the extent to which strong,
persistent and well-targeted advocacy efforts can be developed at the community,
state and national levels.

MANAGEMENT OF THE SYSTEM OF CARE

The devclopment of strong components is undoubtedly the most important aspect of
developing an effective system. Another important aspect, however, is insuring that
the system is managed in a clear and consistent way to assurc that youngsters and
families reccive the services they need in a coherent and coordinated manner.

Proper system management should insure good coordination between components of the
system. Such coordination is nccessary becausc most youngsters rcquire servi os from
more than on¢ component at a particular point in time. Only in a well-managed
system would it be possible for one youngrter to reccive all of these nceded services,
and particularly to receive them in a manner that produces coordinated cfforts by
different professionals and agencies to achicve the same goals. Effective system
management should also insure that as a child’s neceds change, he or she will be able
to casily move into different scrvices. or that existing services will adapt to the new
nceds.
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A major issuc with respect to system management is the relationship between state
level and community level agencies in managing the systemy. Thi includes such
questions as the extent to which fiscal resources are controlled at the state level or
community level, the degree of flexibility that communitics are allowed to develop
systems tailored to meet the specific nceds within their arca, and the degree to
which decision making takes place at the community level versus the state level.

In order for the system to be able to be most responsive to the nceds of the child
and family, the community should most logically be responsible for system management
and coordination. However, the statc must also play a major role in systems of care.
The role of the state in relation to the community should be to share in providing
resources for the system, to establish standards for communitics to meet in developing
services, to monitor and evaluate the performance of communitics, to establish policics
and procedures to facilitate cffective service delivery, and to provide consultation and
technical assistance to help communities. States may also provide certain limited
scrvices that are best provided at a regional or state level, either because they are
extremely specialized or deal with problems too low in prevalence to support
community level efforts. Overall, the role of the state should be to promote the
development of strong and effective community-based systems of ser vices.

Within an overall framework of community-based systerm management of the system of
care, there are thrce basic approaches that can be taken. These approaches include
management by a consolidated agency, manager-:nt by a lead agency, or management
by multiple agencies through formal agreemen.s. Each approach is described within
the monograph.

Casc management plays a critical role in all threec system management approaches.
Casc managers are the "glue" which holds the system together, assuring continuity of
services for the child and family. Whether a consolidated agency, lead agency or
multiagency management model is used, case managers sce to it that the various

service components are coordinated and that service needs are assessed and reassessed
over time.

Some states and communitics have been experimenting with case review committees as
an additional management structure (Friedman, 1985). Such committees are used to
make or review decisions about appropriate treatment or placement for youngsters in

order to insure that the rights of children are protected and that decisions are in the
child’s best interests.

Several points with respect to system management appear to be important, although
thcy have not yect been cmpirically tested, It secems cssential that, whatever
management approach is sclected, it should be community-based. Trying to manage a
direct service system for youngsters in communities across a state from a state office
is cumbersome and inefficient. Further, centralized state level management does not

create a scnse of commitment in communities for acce pting responsibility for serving
their children.

It also scems clear, and is a consistent theme of this monograph, that whatcver
approach is taken must involve the close cooperation of agencies including the mental
health, health, social service, juvenile justice agencies and the school system. Such
cooperation is needed both for developing and implementing the component parts of
the system and for management of the overall system.
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Finally, therc are increasing indications that case managers arc a kcy component of
any attempt to make a system truly responsive to the needs of the individuals it is
designed to serve, For a system to be effectively opcrated, there should be casc
managers who can pull services together from a variety of sources to mcet the nceds
of individual clients.

STRATEGIES FOR DEVELOPING SYSTEMS OF CARE

Conceptualizing a system of care model is only a preliminary step in the system
improvement process. The real challenge for states and communities is to tr’ ..sform
their system of care plans into reality., The monograph outlines a number of specific
stratcgies and approaches that might be used to translatc plans into functioning
networks of scrvices for severely emotionally disturbed children and their families.

System change strategies are defined broadly as planned actions that the mental
health agency can take, in collaboration with other appropriate organizations and
groups, to promote the development of systems of care for severcly emotionally
disturbed children and youth (Stroul, 1985).

Each state or community involved in a system development initiative will sclect system
change strategies that are most appropriate for its particular environment and
circumstances. Nevertheless, the experience of other system change programs
suggests the types of strategies which are mo-~t likely to have a broad impact. These
system change activities fall within six major areas including:

o Planning and necds assessment,

o Modifying the mental health system,
o Interagency c¢-'aboration,

o Technical assistance and training,

o Constituency building, and

0 Local system development,

It should be noted that these categories represent not alternative strategies, but
rather complementary strategies. In order to develop effective systems of ca-=z, states
and communities should be selecting and implementing strategies from each of these

categories, varying the emphases, strategy types and sequencing to conform with the
particular environment,

Within each category, the. . are innumerable strategies that states or communitics may

select. A discussion of the strategies within each broad area is included in thre
monograph.

SYSTEM ASSESSMENT

This monograph has been prepared to assist states and communities to improve
services for severely emotionally disturbed children and adolescents. In gencral,
despite significant deficiencies in the present service systems in many states, there is
much to be encouraged about. There has been increased attention paid to the needs
of emotionally disturbed children and their families. In particular, there is growing
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recognition that cffective service systems require a range of services and close
interagency collaboration. Important progress is being made in developing new service
components and in providing case management services to link the various services.
Additionally, there is an expanding knowledge base about effective community-based
service options, system management and strategies for producing system change.

The monograph concludes by presenting a series of questions to assess systems of care
on a statewide or community basis. The assessment questions address the
characteristics of an effective system with respect to such areas as the development
of a model, planning and decision making processes and interagency relationships.
The questions are by no means exhaustive; many additional questions and
characteristics may be relevant to assessing systems of care.

The assessment questions are followed by sample worksheets for assessing the status
of the development of the various system of care components. The assessment
questions and worksheets are presented to summarize the information presented in the
monograph and to provide readers with a framework for evaluating the status of the
system in their state and commaunity.

The monograph is intended to provide states and communities with a conceptral model
for a system of care for severely emotionally disturbed children and youth. 7The
model can be used as a guide in planning and policymaking, and provides a framewark
for assessing present services and planning improvements. The model can be
conceptualized as a blueprint for a system of care which establishes directions and
goals,

This model should not be seen as the only way to conceptualize systems of care.
States and communities may revise and adapt the model to conform with their needs,
environments and service systems, or they may develop a distinctly different system
of care configuration. The model must also be regarded as flexible, with room for
additions and revisions as experience and changing circumstances dictate.

Most important is the acknowledgement that conceptualizing a system of care
represents only a preliminary step in the service system improvement process.
Development of a system of care model is a planning task which must be followed by
implementation activities including necessary state level arrangements and local
program development efforts. While designing a system of care is in essential and
challenging task, the real challenge for states and communities is to transform their
system of care plans into reality.,
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I. INTRODUCTION

In her book Unclaimed Children, Knitzer (1982) reported that twe-thirds of all
scverely emotionally disturbed children and youth do not rececive the services they
nccd. Many others reccive inappropriate, often cxcessively restrictive care. Recantly,
there has been increasing activity to improve services for scverely cmotionally
disturbed children aid adolescents. The National Institute of Mental Health (NiMH)
launched the Child and Adolescent Service System Program (CASSP) to assist states
and communities to develop comprehensive, community-based systems of care, und
coalitions of policymakers, providers, parents and advocates ar being forged to
promotc the development of such systems of care.

This monograph cxplores the development of comprchensive systems of care for
scvercly emotionally disturbed children and adolescents.  The preparation of the
monograph was sponsorcd by CASSP, and the document represents the final product of
a collaborative process undertaken by the CASSP Technical Assistance Center at
Gceorgetown University and the Florida Rescarch and Training Center for Improved

Scrvices for Scriously Emotionally Disturbed Children at the Florida Mental Health
Institute.

The monograph is intended as a technical assistance tool for states and communities
interested in improving services for emotionally disturbed children, and as a review of
the state of the art for developing systems of care. A generic model of a system of
care is presented along with principles for service delivery and alternative system
management approaches.  This model offers a conceptual framework to provide
dircction to policymakers, planners and providers. It is expected that states and
communities will modify and adapt thc model to their particular cnvironments, and
will establish prioritics for system development in accordance with their nceds. This
introductory chapter briefly documents the nced for systems of care, defines system
of carc and reviews the background and purposes of the monograph,

THE NEED FOR SYSTEMS OF CARE

In 1969, the Joint Commission on Mental Health of Childrer published a repert
entitled Crisis in Child Mental Health (1969). Since that time, there has been growing
recognition of the serious unmet nceds of children and adolescents with mental health
problems. It has been repeatedly documented that a large proportion of emotionally
disturbed children and adolescents do not receive adcquate, comprchensive care.

Despite some attempts to address this problem, there continues to be a "crisis" in
child mental health.

The Joint Commission found that millions of children and youth were not receiving
necded mental health services.  Many of the children that were served reccived
inappropriate, unnccessarily restrictive care, often in state mental hospitals. The
President’s Commission on Mental Health (1978) echoed the Joint Commission's
conclusions, finding that fcw communitics provided the volume or continuum of
programs necessary to mccet children’s mental health needs. Both Commissions
recommended that an integrated network of services be developed in communities to
meet the needs of scverely emotionally disturbed children and youth.

Knitzer (1982) asserted that the needs of scverely emotionally disturbed children have
remained largely unaddressed. Shc reported that two-thirds of this group are not
getting the services they need, and that many others reccive inaporopriate or



excessively restrictive care. She considers these children to be "unclaimed" by the
public agencies with rcsponsibility to serve them. Knitzer also noted the lack of an
organized planning process for children in most states.

These reports and others have made it apparent that the range of mental health and
other services needed by severely emotionally disturbed children and adolescents is
frequently unavailable. Many children are institutionalized when less restrictive,
community-based services would be more effective. Additionally, there have been few
attempts to get mental health, child welfare, juvenile justice and education agencies
to work together on behalf of disturbed children and youth. This has left children
and youth with serious and complex problems to receive services in an uncoordinated
and piecemeal fashion, if at all.

Currently, there is broad agreement about the critical need to improve both the range
and coordination of services delivered to severcly emotionally disturbed children and
their families. The development of comprehensive, coordinated "systems of care” for
children and youth has become a national goal.

Collaboration among Federal and state governments, 2long with an array of national
crganizations, has led to a new national initiative to address this goal -- the Child
and Adolescent Service System Program (CASSP). CASSP was launched by NIMH in
1984, and is designed to promote the development of comprehensive, coordinated,
community-based systems of care for severely emotionally disturbed children and
youth. Through CASSP, financial assistance in the form of grants is provided to
states. The financial assistance provides initial resources for states to implement a
system improvement process. This system improvement process involves activities
occurring at the state level that are directed at making a variety of administrative,
legislative, budgetary and programmatic arrangements which are necessary to develop
systems of care. Additionally, states assist in community level activities designed to
develop systems of care for the target population.

Interest in the development of systems of care for severcly emotionally distur d
children is not limited to the CASSP-funded states. A number of unfunded states are
considering or undertaking system improvement initiatives, and many communities arc
exploring strategies for improving service delivery to this group. CASSP provides
technical assistance to both funded and unfunded states in order to facilitate their
efforts on behaif of severely emotionally disturbed children.

This monograph represents one of many technical assistance activities and products
sponsored by CASSP. It has been developed in response to numerous requests from
the field for guidance in planning and developing systems of care for emotionally
disturbed children. It is a critical document in that it addresses CASSP’s ultimate
goal of insuring the availability of comprehensive, coordinated systems of care for
severely emntionally disturbed children and youth in communities. This monograph
describes how these systems of care might look and how they might be organized.

DEFINITION OF SYSTEM OF CARE

The term "continuura of care" has been used extensively in the field to describe the
range of services nceded by secverely emotionally disturbed children and adolescents.
In fact, much of the published literature and many of the materials produced by
states use this term.  Throughout this document, the term "system of care" is
employed. Before procecding to describe the system itself, definitions of these terms
are required, along with the rationale for using the latter term.
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"Continuum of carc" gencrally connotes a range of services or program components at
varying levels of intensity. These are the actual program elements and services
nceded by children and youth. "Systein of care" has a broader connotation. It not
cnly includes the program and service components, but also encompasscs mechanisms,
arrangements, structurés Or processes to insure that the services are provided in a
coordinated, cohesive manner. Thus, the system of care 1is greater than the
continuum, containing the components and provisions for service coordination and
integration.

Additionally, the term "system of care" is used to emphasize the multiple nceds of
emotionally disturbed children and the importance of establishing effective linkages
across child-caring agencies and systems. It is recognized that severely emotionally
disturbed children require a variety of services which cut across agency boundarics.
Mental health scrvices are, of' course, of primary importance, and different types and
levels of mental health interventions must be included within the system of care.
These mental health services may be provided by one agency or by multiple agencies
and programs within a community.

However, the mental health services are dependent for their effectiveness upon the
contributions of educational, health, social, vocational and other services. All of
these services and agencies must be blended together into an cffective system in
order to avoid fragmentation. Such multiagency systems are essential to ensurc that
emotionally disturbed children can receive multiple services in a coordinated manner,
and that they can casily move among components within. the system as their needs
change.

A system of care, therefore, is defined as follows:

A system of care is a comprehensive spectrum of mental health and other
necessary services which are organized into a coordinated network to
meet the multiple and changing needs of severely emotionally disturbed
children and adolescents.

This monograph not only describes the components or services that comprise the
system of care, but outlines alternative approaches for "systematizing" the components
into a coordinated network.

PURPOSES OF THE MONOGRAPH

As notcd, technical assistance is a major priority for CASSP. The CASSP Technical
Assistancc Center at Georgetown University was established by NIMH to plan and
coordinate all of the components of the CASSP technical assistance program, and to
conduct a wide range of technical assistance activitics. Additionally, NIMH with the
National Institutc of Handicapped Rescarch funi.s two rescarch and training centers
which focus on severely emotionally disturbed children and youth, one at the Florida
Mental Health Institute and one at Portland State University.

The CASSP Technical Assistance Center has conducted several assessment activities in
an cffort to ensure that technical assistance is responsive to the neceds of the flield.
In all assessments, the arca of "system of carc" emerged as a priority area of nced
across states (Stroul, 1985a).



In order to assist states in this arca, a two-phasc process was initiated by the CASSP
Technical Assistance Center in collaboration with the Florida Rescarch and Training
Center. The first phase involved soliciting and compiling matcrials related to systems
of care from states which have made progress in this arca. Fiftecen states contributed

eir versions of a system of care for severely cmotionally disturbed children. These
.aterials were packaged and distributed to all states and territories to provide a
s 'pling of statc system of carc models (Stroul, 1985b).

Ph; two of this process has involved building upon the compilation of materials to
deve » generic guidelines for systems of carc for scverely emotionally disturbed
child 1 and adolescents. Recommendations and input from the Advisory Committee to
the C SP Technical Assistance Center were used to develop guidelines for system of
care ¢ mponents, guiding principles and management apr-oaches. This monograph is
the final product of the system of carc project, presenting the modcl developed in
the second phasc.

The monograph is intended to provide states and communitics with a conceptuaj modcl
for a system of care for severcly cmotionally disturbed children and youth. The
model can be used as a guide in planning and policymaking and provides a framework
for assessing present scervices and planning improvements. The model can be
conceptualized as a blueprint for a system of care which establishes directions and
goals.

This model should not be seen as the only way tuv conceptualize systems of care.
States and communitics may revise and adapt the model to conform with their neceds,
environments and service systems, or they may develop a distinctly different system
of carc configuration. The model must also be regarded as flexible, with room for
additions and revisions as experience and changing circumstances dictate.

Mast important is the acknowledgement .hat conceptualizing a system of carc
repyesents only a preliminary step in the scrvice system improvement process.
Dcvelopment of a system of carec model is a planning task which must be followed by
implementation activities including nccessary state level arrangements and local
program dcvelopment cfforts. While designing a system of carc is an essential and
challenging task, the rcal challenge for states and communitics is to transform their
system of care plans into roality.

Prior to describing the actual system of care, Chapter II prescnts essential background
information. First, the target population for which the system of carc is intended is
described. The chapter also reviews the status of system of care development across
the nation, noting the major gaps in both availability and coordination of scrvices.

Chapter 111 of this monograph presents guiding principles for systems of care. The
principles address issucs related to the nature and quality of the scrvices provided to
severcly emotionally disturbed children and youth. They also reflect a sct of core
values or basic beliefs that services must be community-based and provided in a
manner that respects the wishes, nceds and goals of the child and f mily.

Chapter IV outlines the specific components that might be included in a system of
care. The systcm of carc components arc organized into scven dimensions, cach
representing an arca of nced for the child and family. The service dimensions include
mental health, social services, c¢ducational, health, vocational, rccreational and
opcrational services.
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Alternative management approaches to ensur¢ - . Jination among the multiple child
caring agencies and systems are reviewed :» ! pter V. Chapter VI presents the
strategics and approaches that states and communitics may employ to develop systems
of care for severely emotionally disturbed childrer and adolescents. Finally, Chapter
V11 concludes the monograph with a framewcrk that statcs and communities may use
to assess their status with respect to systems of care.
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II. BACKGROUND FOR THE SYSTEM OF CARE

SEVERELY EMOTIONALLY DISTURBED CHILDREN AND THEIR NEEDS

The Federal CASSP initiative is focused on severely emotionally disturbed youngsters
whose problems are¢ so severe as to require the long-term intervention of mental
health and other agencies. To assist states and communitics in identifying this
population, NIMH developed a set of basic parameters for defining the target
population. The parameters are as follows (Stroul, 1983):

o The target population should include children and adolescents under 18 years of
age. The need for transitional services for youngsters between 18 and 21 is
recognized, but this should not be the primary focus of the system of care.

o The target population should include children whose emotional problems are
disabling based upon social functioning criteria. Level of functioning is a critical
variable for children and adolescents, determining the nature and level of core that
is appropriate. Degreec of disability or level of functioning in family, school and
commv'*y contexts is often more meaningful than mental health diagnosis in
plannii, and delivering services.

o Children and adolescents included in the target population should hove a
multiagency need. Severely emotionally disturbed youngsters require a range of
services which necessitates the involvement of multiple agencies including mental
health, health, education, child welfare, juvenile justice, and others.

o Children and adolescents included in the target population should have a defined
mental health problem which is diagnosable under DSM-III or another classification
system used by the state.

o Children and adolescents included in the target population should have mental or
emotional disturbance of a long-term nature. Disability of at least onc year
duration, or substantial risk of this, may be considered long-term.

As these paramecters indicate, the designation of "severe emotional disturbance" among
children should be primarily based on functional disabilities which are of significant
severity and duration, and on the nced for a broad range of services. This set of
general criteria is designed to guide the system building efforts of states, while
allowing statcs the flexibility to develop more specific definitions. Several states
already have such definitions.

For cxample, South Carolina indicates that for a child to be considered seriously
cmotionally disturbed, the child’s behavior must exhibit one or more of the following
characteristics (Stroul, 1985a):

o The behaviors shall have occurred with sufficient frequency to be considered a
pattcrn of response or to be so intense that the consequences led to severe
measures of control by the environment (seclusion, restraints, hcspitalization,
chemical intervention, ctc.)

o The behaviers, although possibly provoked, are judged to be extreme or out of
proportion to the provocation or an inappropriate age reaction.



o The behaviors have been judged sufficiently disruptive to lead to exclusion from
school, home, therapeutic or recreational settings.

o The behaviors shall be sufficiently intense or severe to be considercd seriously
detrimental to the child’s growth, development or welfare or to the safety or
welfare of others.

The state of Washington distinguishes between the descriptive categories of acute
dysfunctional, prolonged dysfunctional, disturbed functioning, vulnerable and
independent. The category of prolonged dysfunctional requires that a disorder has
continued for more than one year, that trcatment is likely to continue for at least
another year, and that the disorder has rcsulted in substantial functional limitation in
at least two major life activities (Stroul, 1985a).

Multiple categories are also used by the states of Kansas and Michigan. Kansas uses
five categories of "mentally ill children and adolescents," and recommends these
categories as a substitute for conventional classification systems: chiidren and
adolescents with psychosis; children and adolescents with multiple handicaps; ckildren
and adolescents with conduct disorders; children and adolescents with anxicty/affective
disorders; and children and adolescents at risk of functional disability (Stroul, 1985b).
Michigan uses the three broad categories of normal, at risk and dysfunctional (Stroul,
1985a).

In addition to the varicty of definitions, there are aiso a number of different "labels"
for this group of children. As Bchar (1984) points out, "The definitions of the
targeted child population continue to be blurred. The terminology shifts casily from
mentally ill to emotionally disturbed to behaviorally disturbed to troubied children to
children in trouble. In truth, many of the children have behavicral problems, learning
problems and family problems, and frequently have been in legal trouble as well,
Most of the children to be served do not neatly divide themselves in the way
administrative agencies have been created.”

The inconsistency in definitions and labels for this group of youngsters has attracted
considerable professionai attention. This is unfortunate because the definitional
dif ferences often detract from, rather than contribute to, the more important ¢ ucstion
of identifying needed services and building comprehensive systems o5 care. The key
nced is for states to use the broad sct of criteria for severely emotionally disturbed
children that is provided by CASSP to morec specifically define their own target
population, and to then move to the task of improving services.

The prevalence of severe emotional disturbance among children and youth is difficult
to determine. The primary recasons for this are the lack of agrecement about the
definition of "severc emotional disturbance," the difficulty in measuring the socio-
emotional disturbances, and the great cost and practical obstacles in conducting
epidemiological research in children’s mental health,

The Joint Commission on the Mental Health of Children (1969) estimated that .6
percent of children are psychotic, an additional two to three percent have other
severe emotional disorders and another cight to 10 percent have other types of
emotional problems that may require trcatment. The President’s Commission on
Mental Health (1978) did not differcntiatc between types or degree of emotional
disturbance, but rather estimated that between five and 15 percent of children require
mental health services.
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Based on a review of a number of epidemiological studics, Gould, Wunsch-Hitzig &
Dohrewend (1981) estimated that the prevalence of "clinical maladjustment” among
children is at least 11.8 percent. In a recent review of community and national
surveys, Links (1983) concluded that the 11.8 percent cstimate was conscrvative.
However, he also reported that few definitive conclusions ¢can be drawn because cach
of the surveys differed in terms of the definitions of the disorders studied, the age
groups investigated and the instruments used.

Given the mecthodological inconsistencies and deficiencies in the rescarch, it is
difficilt to derive a precise estimatc of the prevalence of mental health problems in
youngsters. The cstimate by Gould ct al. (1981) of 11.8 percent appears to be a
rcasonable, if not somewhat conservative, estimate.

A subset of this group of children showing cmotional problems can be considered
severely cmotionally disturbed. From a review of cxisting prevalence rescarch,
Knitzer (1982) concluded that a conscrvative cstimate of scrious emotional disturbance
in children is five percent or approximately thrce million youngsters. In the
description of CASSP, NIMH (1983) has adopted the same figure. While this figure is
not firmly based empirically, it appcars to be gencrally consistent with the rescarch
and rcasonablc as an ecstimate. It should be kept in mind that this five percent
estimate includes only youngsters whose problems are severe and persistent, while the
11.8 percent estimate includes all emotionally disturbed youngsters.

Figure | organizes these prevalence estimates along two key dimensions, both of
which are included in thec CASSP population definition. The first dimension is social
impairment, or the cxtent to which the problem is disabling, handicapping or in some
way interfercs with the effective functioning of the individual. The second dimension
is persistence, or the cxtent to which the problem continucs over time. The matrix
shows that some problems arc short in duration and interfere with functioning to only
a mild cxtent (cell 1), Other problems may be persistent, but still interfere with
functioning only mildly (cell 2).

In contrast, therc arc problems that arc of short duration, but involve a significant
impairment in functioning (cell 3). Youngsters in this catcgory are often considered
to bc "acutely" disturbed or in crisis. The fourth cell represents those problems that
arc both persistent and scverc in the extent to which they impair functioning. It is
in this category that scverely emotionally disturbed youngsters fall.

While differences around definition ~nd prevalence may persist, there is greater
consensus about the nceds of scvercly emotionally disturbed children. These children
requirc a range of mental hecalth services which arc age appropriatec and at varying
levels of intensity. Howecver, mental health services alonc are not enough.
Emotionally disturbed children almost universally manifest problems in many spheres
including home, school and community. As a result, they require the intervention of
other agencies and systems to provide special cducation, child welfare, health,
vocational and, often, juvenile justice services.

Thus, the nceds of severely emotionally disturbed children and youth cannot be met
by the mental health system in isolation. A comprchensive array of mental health and
other services are needed to meet their nceds. The conclusions of nearly all
commissions and experts converge in rccommending a multiagency, multidisciplina-y
system of services for cmoticnally disturbed children and their families. A
comprchensive, coordinated network of services is essential to provide for the multiple
necds and problems of this population.
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STATUS OF SYSTEM OF CARE DEVELOPMENT

Although comprehensive systems of care for ecmotionally disturbed children have been
recommended for some time, progress in developing such systems has been slow. As
mentioned previously, Knitzer (1982) estimated that two-thirds of the seriously
disturbed children in this country are not getting the scrvices they nced. This
estimate was based on a combination of data on the number of emotionally disturbed
children served by tlie public schools and the number served through traditional
mental health agencies. After reviewing the rescarch on treatment effectiveness for
children and adolescents, Friedman (1984) concluded that, "The preponderance of
cvidence clearly supports the premise that not only are secverely emotionally disturbed
children underserved, but they are also frequently inappropriately served.”

This is particular'v true because of the multiple needs of severecly cmotionally
disturbed children. As noted, their problems often require the attention of education,
social service, retardation, delinquency, physical health and vocational agencies as
well as mental health. Given the multiple problems and neceds, a comprchensive
approach to trcatment requires an intcgrated combination of services and close
collaborative efforts among different agencies.

Knitzer’s study (1982) revealed that statc efforts to develop comprchensive systems of
carc were lacking. Few states were addressing the nceds of severcly cmotionally
disturbed children in a systematic way, and there were almost no attempts to get
state mental health, child welfare, juvenile justicc and education departments to work
together on behalf of disturbed children and adolescents.

At present, tnere are scrious gaps both in terms of the mental health services that
are available to children and their families and the other essential scrvices. Where
such gaps in actual service do not exist, the lack of coordination betwcen agencies
seriously limits the effectivensss of individual service components. The conscquence
of these system deficiencies is that treatment is often inadequatc and fragmented.

The situation is complicated by an overrcliance on more expensive and more
restrictive services than are actually needed. Bchar (1984) rcports a strong tendency
to remove children from their families and natural environments with the belief that
cffective treatment can only be accomplished in a residential setting. Knitzer (1982)
identified efforts to increase residential care in almost half of the states, while
nonresidential services remained either nonexistent or rudimentary. Thus, residential
services appear tn be overutilized, although recent cxperience indicates that intensive
scrvices in the home and school may rcduce the need for residential care (Fricdman
and Street, 1985). When residential carc is indicated, less restrictive, community-
bascd alternatives such as therapcutic foster care are often ncglected in favor of
institution~lly-based services.

Consistent with thc overusc of residential services, is the general lack of cmphasis
within the service system on the family. Efforts to support emotionally disturbed
children in the context of their families arc often superficial, and a strong
commitment to preserve the family when possible is often lacking. Frequently,
parcnts arc not acknowledged as the primary care-givers for emotionally disturbed
children, and arc not included as partners in planning and decision making with
rcgard to their children.
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While these problems remain, there are indications of progress in services for severely
emotionally disturbed children. The need for comprehensive, community-based systems
of service that incorporate a wide range of different services is receiving more and
more recognition. When Knitzer (1982) conducted her research on children’s mental
health services, she found that only seven statc mental health departments had taken
even limited steps to create systems of care for children. A more recent study by
Isaacs (1983, 1984) found that a number of states have identified children’s mental
health as on‘ of their top mental health prioritics. Additionally, the first call for
CASSP proposals by NIMH brought responses from 44 states and territories, indicating
considerable interest in strengthening services for severely ~motionally disturbed
children and youth.

Isaacs’ study resulted in a report describing the activities of five states to improve
service delivery systems for scverely emotionally disturbed children (Isaacs, 1983).
These states were sclected based on their demonstrated commitment and efforts to
develop systems of care for the target population. The states were Florida, Maine,
Michigan, North Carolina and South Carolina.

North Carolina’s "Willic M." program was initiated as a result of a 1979 class action
suit. The program has involved the development of systems of services for scverely
emotionally disturbed children and adolescents throughout the state. A necds
assessment was conducted along with an inventory of e¢xisting services, resulting in a
plan for the development of nceded services, System development has involved
coordination of area programs within larger geographic zones. A continuum of mental
health, education and other support services was delineated, and by 1983 all 41 area
mental health programs had reccived grants to develop these specified services.
Critical aspects of the North Carolina system are¢ strong case management and system
management which ensure both coordination of services and continuity of care.

In 1980, Florida developed a model for a continuum of care with nine basic services
for seriously emotionally disturbed children, and has been systematically working to
implement the services. An additional impetus to Florida’s effort resulted from a bill
passed by the legislature in 1981 which established a multiagency network for
severely emotionally disturbed students (SEDNET). The legislation specifies that the
network should develop and provide education, mental health treatment and, when
necessary, residential services for these children. Pilot projects have been developed
in several regions to test the approach.

Maine’s Interdepartmental Committee was cstablished in 1978, The Committee’s
efforts have been instrumental in developing and coordinating services for emotionally
handicapped children. The major goal of the initiative is to develop coordinated
programs in the least restrictive, most appropriate settings possible. Needed services
have been developed, particularly day treatment and home-based services. Maine has
been especially successful in the development of cooperative interagency cfforts at the
state and community levels,

Michigan appointed a study group in 1982 to make recommendations regarding the
management and delivery of public mental health services to children and youth. As a
result, an elaborate continuum of services for children and their families was defined,
and efforts have been directed at working with local community mental health boards
to assume responsibility for developing and coordinating systems of carc.

A Scuth Carotina task force published its report in 1983 offering alternative models
for the development of a continuum of care for emotionally disturbed children and

12

o ke

O



youth. Bascd on this report, the legislature passed a bill establishing the Continuum
of Care Policy Council and mandating statewide development of services. A
demonstration project was funded initially, with broader implementation efforts to
follow. A number of other exemplary efforts in interagency cooperation, particularly
between mental health and education, have also been identified (Street & Friedman,
1984).

While the states described by Isaacs have been the forerunners, many other states arc
now initiating system development activities. Nearly half of the states in the nation
are now involved in the CASSP initiative. Both funded and unfunded states are
participating in technical assistance activities related to system of care development
such as national and regional conferences. It seems clear that interest in developing
comprehensive systems of care has increased markedly.

There also seems to be a growing consensus that the knowledge base for effective
services for severely emotionally disturbed children has grown rapidly. Friedman
(1984) reviewed progress in the field and concluded that, "Recent developments both
with regard to integrated systems of service and creative new programs of service
offer considerable promise." The challenge now is to translate the increased
knowledge into action -- to actually put into practice the knowledge that is available
to serve emotionally disturbed children and youth. This document, and the entire

CASSFP initiative, is direccted precisely toward this much needed translation of
knowledge into action.
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111, PRINCIPLES FOR THE SYSTEM OF CARE

The system of care for scvercly cmotionally disturbed children and adolescents
represents more than a network of scrvice components. Rather, the system of carc
represents a philosophy about the way in which services should be delivered to
children and their familics. The actual components and organizational configuration of
the system of care may differ from state to statc and from community to community.
Despite such differences, the system of carc should be guided by a sct of basic values
and operational philosophies. It is critical that these values be clearly articulated so
that they may be used to guide the character and quality of the system of care.

Not surprisingly, there is gencral agrecement in the field and in the literaturc as to
the values and philosophy which should be embodicd in the system of carc for
severely emotionally disturbed youth. The recommendations for guiding principles cut
across professional and agency boundaries with striking consistency. Experts,
associations, states, task forces and advisory groups have, by and large, arrived at
similar conclusicns about the optimal naturc of the system of care. With input and
consultation from the ficld, two core values and a sct of 10 principles have been
developed to provide a philosophical framework for the system of carc modcl.

The two corc values arc central to the system of carc and its operation. The first
value is that the system of care must be driven by the nceds of the child and his or
her family. In other words, the system of care must be child-centered, with the
needs of the child and family dictating the types and mix of services provided. This
child-centered focus is scen as a commitment to adapt services to the child ana
family, rather than expecting children and familics to conform to pre-cxisting scrvice
configurations. It is also seen as a commitment to providing scrvices in an
environment and a manner that enhances the personal dignity of children and families,
respects their wishes and individual goals, and maximizes opportunities for involvement
and sclf-determination in the planning and delivery of services.

Implicit in this value is a commitment to scrving the child in the context of the
family. In most cases, parents are thc primary care-givers for severely cmotionally
disturbed children, and the system of care should support and assist parents in this
role as well as involve parents in all decisions regarding service delivery. The system
of care should also have a strong and explicit commitment to preserve the integrity
of the family unit whencver possiblec. In many cases, intensive services involving the
child and family can minimize the nced for residential trcatment. Thus, a child-
centered system of care is also a family-focused system of care.

The sccond core value holds that the system of care for emotionally disturbed
children should be community-based. Historicall, ‘rvices for this population have
been limited to state hospitals, training schools and other restrictive institutional
facilitiecs. There has been increasing interest and progress in scrving such children in
community-based programs which provide less restrictive, morc normative
environments. The system of carc cmbraces the philosophy of a community-based
network of services for emotionally disturbed youth and familics. While "institutional”
carc may be indicated for certain children at various points in time, in many cascs
appropriaic services can be provided in other, less restrictive scttings within or close
to the child’s home community.

The notion of a community-based system of care extcnds to the control and
management of the system of care as well as the actual services. Decisions about the
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TABLE 1

CORE VALUES FOR THE SYSTEM OF CARE

The system of carc should be child-centered, with the neceds of the child and
family dictating the typesand mix of services provided.

The system of care should be community-based, with the locus of services as
well as management and decision-making responsibility resting at the community
level.

GUIDING PRINCIPLES FOR THE SYSTEM OF CARE

Emotionally disturbed children should have access to a comprehensive array of
services that address the child's physical, emotional, social and educational
needs.

Emotionally disturbed children should receive individualized services in
accordance with the unique needs and potentials of each child, and guided by
an individualized service plan.

Emotionally disturbed children should receive services within the least
restrictive, most normative environment that is clinically appropriate.

The families and surrogate families of emotiorally disturbed children should be
full participants in all aspects of the planning ana delivery of services.

Emotionally disturbed children should reccive services that are integrated, with

linkages between child-caring agencies and programs and mechanisms for
planning, developing and coordinating services.

Emotionally disturbed children should be provided with case management or
simila mechanisms to ensure that multiple services are delivere¢ in a
coordinated and therapeutic manner, and that they can move through the system
of services in accordance with their changing needs.

Early identification and interventiot. for children with emotional problems should

be promoted by the system of care in order to enhance the likelihood of
positive outcomes.

Emotionally disturbed children should be ensured smooth transitions to the adult
service system as they reach maturity.

The rights of emotionally disturbed children should be protected, and effective

advocacy efforts for emotionally disturbed children and youth should be
promoted.

Emotionally disturbed children should receive services without regard to race,
religion, national origin, sex, physical disability or other characteristics, and

services should be sensitive and responsive to cultural differences and special
needs.



mix of services to be offered, service coordination mechanisms, placement and the use
of resources should be made at the community level in cooperaiion with the state
level.  Such flexibility and decision making authority encourages communitics to
accept responsibility for serving their youngsters.

In addition to these two fundamental values for the system of care, 10 principles
have been identified which enunciate other basic beliefs about the optimal naturc of
the system of care. The values and principles are displayed on Table I, and cach
principle is briefly discussed below.

1. Emotionally disturbed children should have access to a comprehensive array of
services that address the child’s physical, emotional, social and educational needs.

It is axiomatic that children and their families should have access to comprehensive
services across physical, emotional, social and educational domains. The Joint
Commission on the Mental Health of Children (1969), the President’s Cormmission on
Mental Health (1978) and innumerable child mental health experts and advocates have
stressed the conviction that a complete and comprehensive network of services is
necessary to meet the multidimensional needs of children and families.

While emotionally disturbed children require specialized mental health scrvices, these
services are insufficient to promote proper growth and development. Mental health
services can be effective only within the context of a larger child-caring netwaork
which is responsible for mecting the child’s health, educational, recreational, family
support and vocational needs. Thus, the scope and array of services included in the
system of care must be sufficiently broad to account for the diverse needs of the
developing child. As noted by Lourie and Katz-Leavy (1986), proper care relies on
proper balance and integration of services in the various domains.

2. Emotionally disturbed children should receive individualized services in accordance
with the unique needs and potentials of each child, and guided by an individualized
service plan,

Each child and family served by the system of care has unique and changing nceds.
These needs are related to differences in age, developmental stage, level of
functioning or degree of impairment, and special nceds resulting from physical
handicaps, racial or ethnic background or other factors. Thus, the types, mix and
intensity of services must be determined for each child and family. Again, one of
the basic philosophical tenets of the system of care is that children should not be
expected to conform to the service system, but that services should be designed and
configured to fit the child’s needs.

In order to individualize services, a comprehensive diagnostic and assessment process
must be an integral part of the delivery of services. The assessment process offers
the opportunity to consider the child’s problems and strengths, level of functioning,
age and developmental stage, and any special needs that bear upon service delivery.
The assessment process should be "ecological," considering the child in the context of
the family, school and other relevant environments. It should be noted that the
assessment process does not necessarily precede tieatment or occur apart from service
delivery., Particularly for children and families in crisis, or where resistance is high,
it may be more important to first ¢ngage the child and family in the therapeutic
process, deferring a thorough assessment or gathering information more informally as
services are provided.
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The culmination of the assecssment process should be an individualized service plan
which identifies problems, establishes goals and spccifies appropriate interventions.
The individualized service plan should address the child’s needs across all the major
system of care dimensions -- mental health, social, educational, health, vocational,
rccreational and opcrational services.

The individualized service plan should be developed with the full participation of the
child, family, providers and significant others. Children and families should retain the
greatest possible degree of control over their own lives, participating in the sctting of
their own trecatment goals and in the planning and evaluation of interventions to
reach those goals. Additionally, goals and expectations devcloped in the assessment
and service planning process should be realistic and based upon a thorough knowledge
and acceptance of the child and family. Unrealistic goals may doom the interventions
to failure, and causc necdless frustration for the child and family.

Service goals should be regularly reassessed and revised based on the dynamic nature
of the strengths, weaknesses an<! needs of the child and family. An ideal system of
care allows the child opportunitics to progress and to move to less restrictive settings
as well as to use more intensive forms of services when indicated.

3. Emotionally disturbed children should receive services within the least restrictive,
most normative euvironment that is clinically appropriate.

Children and adolescents should be served in as normal an environment as possible.
Preferred interventions arc those that provide the nceded services and at the same
time arc mintmally intrusive in the normal day to day routinc of the child and
family. An implicit goal of the system of carc is to maintain as many children as
possiblc in their own homes by providing a full range of family-focused and
community-based services and supports. In too many cases, children are removed from
their homes or placed in envi:onments that arc more restrictive than they actually
nced.  While out-of-home or protective placements may be indicated some of the time,
frequently they arce used because less restrictive, community-based alternatives are not
available. Accumulating evidence indicates that when a comprehensive system of care
is available, many scverely emotionally disturbed children can be maintained within
their own homes and communities (Behar, 1985, 1986; Friecdman & Street, 1985).

It is also evide: ¢ that the nceds of a small pcrcentage of emotionally disturbed youth
cannot always | . met in the less restrictive settings. In these cases, cven intensive
nonresidential services may not meet the therapeutic needs of the child and family,
and it may not be in tne child's best interest to remain with the family. Residential
scrvices should be emplcyed only when more normative, nonresidential options arc not
cffective. In these situations, residential services should bLe provided in the least
restrictive sctting possible, with the goal of rapid rcintegration into the family or
achicvement of a stable, permanent placement,

Within the residential arcna, there arc a range of more normative options which
attempt to approximate the child's natural environment. For example, therapeutic
foster homes and family style group homes create a familyv-type atmosphere and aliow
children to attend public schools and to remain involved in community activitics.
According to Friedman, these services have more potential for helping voungsters to
rcalize the goal of returning to their own family and school than do residential
services which cut youngsters off from normalized family and educational environments
(Fricdman, 1983).



By the same token, residential services, when indicated, should be located as close as
possible to the child’s home in order to causc the lcast disruption of the child’s links
to family, friends, agencics, school and community. Services located close to home
maximize the possibility of family involvement in the treatment process, and are more
likely to prepare the child for successful reintegration into the natural ecnvironment.

Tt must be acknowledged that there may be situations in which trcatment in
institutional settings is appropriate. In these cases, a child may nced highly
specialized services which are not reproducible in a community sctting,  Bchar
reports, however, that in North Carolina less than seven percent of the most difficult
target population (those certificd as belonging to the "Willic M." class) is in secure
trcatment scttings including public and private hospitals and secure residential
treatment centers, and that these placements ase considered appropriate to the needs
of the youngsters. The North Carolina data suggest that the vast majority of
severely emotionally disturbed youth <can be scrved in less restrictive,
community-based settings given the appropriate continuum of services and supports
(Behar, 1985, 1986).

4. The families and surrogate families of emotionally disturbed children should be full
participants in all aspects of the planning and delivery of services.

The system of care for emotionally disturbed children should promote and encourage
the involvement of families, be they natural or suirogate familics. Parents and
families should not be passive participants, but should be actively consulted and
involved in all decision making about the chiid and services. Thus, the system of
care should have a strong family orientation,

The President’s Commission on Mental Health (1978) concluded that "Mental hcealth
services for children must also be delivered within a system of care that insofar as
possible promotes and maintains a continuing rclationship between child and
family. . .We rccommend that parents be partners with providers in determining a plan
of treatraent for every severely disturbed or handicapped child." Similarly, Lourie and
Katz-Leavy (1986) noted that parents arc the most important resource for the child,
and must be given the necessary support to fulfill that role.

In order to establish parents as partners in the system of care, they should be
i.volved in all phases or service delivery including assessment, development of the
individualized service plan, service provision, service coordination and evaluation of
progress. In addition, an array of services and supports should be offcred to parents
and familics to enhance their coping skills and their ability to carc for their children
effectively. These services include parent support, parcnt cducation, counscling,
respite services, home aid services and others. Recently, a number of innovative
models have been developed for providing these services and supports to familics.
There is increasing evidence that when adcquate family support is available, many
familics are able to maintain scvercly emotionally disturbed children at home and
avoid placement in residential or institutional scttings.

Even when children are in out-of-home placements, the participation and involvement
of parents should be encouraged. In fact, family neceds arc most often neglected when
children are in residential settings, cither due to distance or other factors. Outreach
efforts should be made to reach familics and cngage them constructively in the
service delivery process. By ianvolving and providing supricts to families, the
opportunitics for successful return of the child to the family are maximized.
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While family involvement is the goal, no child should be denied services because he or
she has no traditional family or the family rcfuses participation. Where the natural
family is not involved, the system of carc should cngage the surrogate or substitute
family in services. Where this is not possible, a stratcgy appropriate to the
youngster’s particular situation should be devised.

5. Emotionally -disturbed children should receive services that are integrated, with
linkages between child caring agencies and programs and mechanisms for planning,
developing and coordinating services.

While states and communitics may be developing more comprehensive services for
severely cmotionally disturbed children and adolescents, this does not ensure
coordination of scrvices or continuity of carc. Nor does it ensure that the system
will be able to respond to the changing service needs of children and their families.
Coordination, continuity and movement within the system arc critical for severely
emotionally disturbed youth who have multiple nceds that cut across agency
boundarics. In order to best meet the nceds of children and familic  integrated,
multiagency networks of services arc nceded to blend the services provided by mental
health, cducation, child welfare, health, rctardation, juvenile justice and other
agencics. In short, the various components must be interwoven into a coherent and
cffective system.

Service integration should be sought on scveral levels. Planning, program
development, administration, funding, delivery, coordination and cvaluation of services
arc some of the functions that should be shared by the agencics and programs linking
together to serve severcly emotionally disturbed children and their familics. Further,
the system should be tlexible in decision making and funding to allow the system to
respond to changing programmatic nceds in the community., For ecxample, a
management structure might be created which would provide a mechanism for shifting
funds and staff in response to shifts in the nceds for particular service componecents,

6. Emotionally disturbed children should be provided with case management or similar
mechanisms to ensure that multiple services are delivered in a coordinated and

therapeutic manner, and that they can move through the system of services in
accordance with their changing needs.

Casc management has been called the backbone of the system of care, and is essential
to the success of the service system. Case management, therapeutic case advocacy
and a varicty of similar approaches arc intended to ensure that children and familics
receive the services they nced, that services are coordinated, and that services are
appropriatc to their changing needs over time. Lourie and Katz-Leavy (1986) assert
that "Without such a primary scrvice person responsible for the coordination of the
trecatment plan, it is nearly impossible to assurc adequate services and proper
placement for an individual scvercly emotionally disturbed child or adolescent.

Clearly, the case management function is critical for the effective opcration of the
system of care,

The location of the case manager or service coordinator cannot be predetermined.
This should be determined by the needs of individual children and families and by the
structurc and resources of the system of care within a particular community. The

role of the casc manager, however, has been more cicarly articulated, and includes a
number of essential functions:
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o Coordinating the comprehensive interagency assessment of the child’s needs.
o Planning for scrvices to address the needs of the child and family.
o Arranging for needed services.

o Linking the various parts of the child’s system including family, agencies, school,
and significant others.

o Monitoring the adequacy and appropriateness of services.

o Ensuring centinuity of service provision.

o Advocating for the child and family.

o Establishing linkages with the adult service system to facilitate transition,

These functions are esscntial, unifying factors in service delivery. Behar (1984)
contends that case management is "the c¢lement of planning and coordinating that has
held together the workings of all the agencies concerned with the child, the
energizing factor that has propelled the service plan into the reality of service
delivery, the case advocacy strength that has sustained a commitment to each child
and an optimism about each child’s capability to change."

7. Early identification and intervention for children with emotional problems should
be promoted by the system of care in order to enhance the likelihood of positive
outcomes.

Emerging evidence indicates that early identification and intervention car have a
significant effect on the course of emotional disorders in children (Friedman, 1984;
Cowen, Trost, Lorion, Dorr, Izzo & Isaacson, 1976). Such earl, intervention can, in
some cases, reverse early maladaptive patterns and prevent problems from reaching
serious proportions. Thus, early identification and intervention efforts have the
potential for a major impact on serious emotional disturbance in children.

One of the goals of the system of care should be to reduce the prevalence and
severity of emotional disturbance through effective early identification and
intervention. While there is increasing interest in screening and intervention
programs to identify and assist high risk children and families, these services are
often neglected in favor of much neceded services for children who are already
demonstrating serious problems. The challenge to the system of care is to achieve an
appropriate balance between early identification and intervention services and services
designed for youth with severe and persistent problems.

8. Emotionally disturbed children should be ensured smooth transitions to the adult
service system as they reach maturity.

The transition from the system of care for severely emotionally disturbed children and
youth to the adult service system is fraught with problems. Children who "age out"
of the system of care become voung adults who are often in nced of long-term mental
health care, vocaticnal services and a4 range of other support services. However, a
number of factors complicate a smooth transition, and make it difficult for these
young adults to receive appropriate services.



First, there may be difficultics in accessing the mental health and other neceded
services from the adult service system. Aging cut of the system of care for children
generally means moving to an entircly ncw sct of agencics and programs to provide
nceded services. Identifving, applying and becoming established with the adult
agencics may be a complex and cumbersome task. A second complication results from
the transition from school to the world of work. Many of these youth have no
prevocational or vocational skills and may not be cmployable. Further, they may not
be viewed positively by vocational rehabilitation agencies which look for substantial
promisc of a successful outcome. They may, therefore, be left with a void without
school, job or opportunitics to enhance their cmployability.

Philosophical differences also complicate the transition from the child to the adult
service system. While the system of care for children and adolescents is based on a
growth-promoting, "habilitative" philosophy, the adult service system is bascd on the
philosophy of disability and rchabilitation. This philosophical difference may present
problems for aging out youth and their familics, possibly discouraging their use of
nceded adult services.

Finally, adult agencies may be ill-prepared to serve many of the youth who have been
served by the system of care for children. The adult agencies have been devceloping
programs to serve the chronically mentally ill. However, only a small percentage of
the aging out youth would fit the definition of chronically mentally ill adults. Many
have not met the hospitalization criteria, and many evidence conduct disorders rather
than overt psychotic disorders. Their problems often include drug and alcohol usage.
The programs offered by the adult mental hecalth and other agencics may be
inappropriatc to the needs and characteristics of the “youth in transition" population.

Clearly, the system of carc for scverely emotionally disturbed youth cannot address all
the issues rclated to transition to the adult service system. Nevertheless, the system
of carc should cstablish functional linkages with relevant adult agencies. These
linkages should bc used to cnsure continuity of services for individual youth and

familics as well as to work with the adult system to bccome responsive to the needs
of youth in transition.

9. The rights of emotionally disturbed chiidren should be protected, and effective
advocacy efforts for emotionally disturbed children and youth should be promoted,

The system of care should be an advocate for the child. The “child advocacy"
function of the systcm of care should be evident in several areas. First, the system
of care should adopt mechanisms to cnsure the protection of clicnt rights. Such
mecchanisms may include statutes, statements of the rights of children, grievance
procedures, case revicw committees and protection and advocacy systems.

Such mecchanisms arc necded to protect the rights of children in several respects,
Onc basic right of all children is to be treated in the least restrictive, appropriate
setting. Safcguards may be nccessary to ensure that this r.ght is upheld as well as
rights upon admission to hospitals and other facilitics, rights of children within
facilities, rights rclated to removal from homes, etc. A complicating factor in
protecting thc rights of children occurs when the rights of the child and the rights
of the parcnts may be in conflict.

In addition to rights protection, the system of carc should actively promote advocacy
activities on behalf of emotionally disturbed children and adolescents. Case adyvocacy
is defined as efforts on behalf of an ‘adividual child to ensure that the child and his
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or her family receives appropriate scrvices, benefits or protections. Class advocacy
involves cfforts to scck improvements in scrvices, benefits or rights on bchalf of all
scverely emotionally disturbed children and youth (Knitzer, 1984). Both case advocacy
and class advocacy arc vital to the success of the system of carc. A strong and
vocal nectwork to advocate for the nceds of emotionally disturbed children has been
notably lacking in the past. Knitzer (1984) rccognized that "Current rccognition of
the nced 1o create systems of carc for disturbed children is also a challenge and an
opportunity to strengthen the advocacy e¢ffort on their behalf.”

Currently, cfforts to build support for children’s mental health issues arc increasing.
A broad-based constituency of parcnts, professionals and child advocates is growing,
and beginning to provide the much nceded voice in support of system of care
development.  Similar advocacy coalitions are nccded at the statc and community
levels as an integral part of the system of care.

10. Emotionally disturbed children should receive services without regard to race,
religion, national origin, sex, physical disability or other characteristics, and
services should be sensitive and responsive to cultural differences and special
needs.

The system of care should uphold a policy of nondiscriminatior in the declivery of
scrvices. All emotionally disturbed children and families should have access to quality
services, including minority children and children with special needs such as physical
handicaps. Spccial cfforts and arrangements may be indicated in order to be
responsive to the special nceds of children and families. Without such cfforts, the
system of carc could not truly be child-centered. The President's Commission on
Mecntal Health (1978) emphasized this principle. "Clearly services should respect cthnic
diffecrences and preferences.  Quality of ¢ rvices should be independent of the
sociocconomic or cthnic groups being served. Services should e adapted to suit the
lifestyles, language and expectations of the children and families being served."

The task of developing a comprchensive system of care for severcly emotionally
disturbed children is both complex and difficult. These principles describe the
characteristics of such a system of care and the values on which it is based --
comprchensiveness, individualization, lcast restrictive sctting, family oricntation,
service intcgration, casc managemecnt, carly intcrvention, smooth transitions, rights
protection and advocacy, and nondiscrimination.
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IV. COMPONENTS OF THE SYSTEM OF CARE

This chapter presents the framcwork and components for a system of care for
severely emotionally disturbed children. The specific model to be presented represents
onc approach to a system of care. No single approach has as yet been adcquatcely
implemented and tested to be considered the ideal model. The model presented is
designed to be a guide, based on the best available cmpirical data and clinical
experience to date. It is offered as a starting point for states and communitics as
they scck to build their systems, as a baseline from which changes can be made as
additional research, experience and innovation dictate.

While individuals may wish to examine the scrvices in their own states and
communitics in relation to the system presented here, the information is not intended
to be used as a checklist. The desired system in a particular community is dependent,
in part, upon community characteristics such as population, physical size, proximity to
other communities, unique resources and special features of the population. Not every
community is cxpected to have cvery service in place.  The model is not a
prescription, but rather should serve as a guide for communitics, with the ecxpectation
that it will be modificd and adapted to mecet special conditions and needs.

States and communitics arc also cxpected to establish different system development
prioritics. An approach frequently used involves defining a core or minimal set of
services as the first priority for system of carc development cfforts. When goals in
rclation to this core sct of services are achicved, states and communitics may then
begin to develop an expanded array of scrvice options.

The system of carc model is organized in a framework consisting of seven major
dimensions of scrvice, cach dimension representing an arca of nced for children and
their families. The framework is graphically presented as Figure 2, and includes the
tollowing dimensions:

1. Mental health services

2. Social services

3. Educational services

4. Health services

5. Vocational services

6.- Recreational scrvices

7. Opecrational services
This approach is taken i1n reccognition of the fact that severcly emotionally disturbed
children have multiple nceds that span a varicty of services, agencies and systems. A
comprchensive and cffective system for scverely cmotionally disturbed children should
be based on planning cfforts that take into account these multiple needs and involve
different agencies. The system of carec should also insurc that there are close

linkages between the various components so that an integrated and complementary sct
of services can be provided to children and familics.
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The system of care model is intended to be function-specific rather than agency-
specific. Each service dimension addresses an area of need for children and families,
a set of functions that must be fulfilled in order to provide comprehensive services to
meet these needs. The model is not intended to specify which type of agency should
fulfill any of the particular functions or needs. Certainly, particular agencies
typically provide certain of these services in communitics. Educational services, for
example, are most often provided by school systems, and social services are generally
associated with child welfare or social welfare agencies. One might assume that the
mental health services should be provided by mental health agencies. This, however,
is often not the casc.

All of the nctions included in the system or care dimensions may be fulfilled by a
variety of agencies or practitioners in both the public and private sectors.
Therapeutic group care, a component in the mental health dimension, is often fulfilled
by juvenile justice agencies and social service agencies as well as by mental health
agencics. Day treatment is another mental health function that is frequently fulfilled
by the educational agencies, ideally in close collaboration with mental health
providers.

While the roles and responsibilities of specific agencies are acknowledged, an effective
system of care should be based on child and family needs primarily, rather than on
agency features. Many of the services to be described can be, ard are, provided by
different agencies in different communities.

Furthermore, many of these services are provided not through the efforts of any
single agency but through multiagency collaborative efforts, Such collaborations are
important not only in identifying needs and planning services but also in developing,
funding and operating services. Within this chapter, specific recognition is given to
those services which typically involve, or should involve, such collaborative efforts.

It should also be recognized that services are not always provided by agencies. fome
functions within the system of care may be fulfilled by families, parent cooperatives
or other such arrangements. Respite care is one example of a scrvice that can be
provided through the efforts of parent cooperatives. Private sector facilities and
practitioners can also play a pivotal role in the system of care, providing a wide
rangc of services within each of the major dimensions.

Juvenile justice agencies play an important role in the system of care. The juvenile
justice system provides a wide range of services to children and adolescents who have
broken the law. While the juvenile justice system has an interest in helping children
and families, its mission is also to meet the needs of the community and society.
This mission is accomplished through measures to controi troublesome or delinquent
bechavior (Shore, 1985). Many juvenile offenders can be considered c¢motionally
disturbed, and the juvenile justice system plays a critical role in serving emotionally
disturbed juvenile offenders. Juvenile justice agencies provide or collaborate with
other agencies to offer many of the system of care components to this subgroup.
Among the components frequently provided by juvenile justice agencics arc outpatient
services, therapeutic foster and group care and residential treztment. The critical
role of the juvenile justice system in serving emotionally disturbed juvenile offenaers
must be acknowledged as well as its special role in the system of care.

An important aspect of the concept of care is the notion that all components of the
system are interrelated, and that the effectiveness of any one component is rclated to
the availability and effectiveness of all other components. For e¢xample, the same day
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treatment service may be morc effective if embedded in a system that also includes
good outpaticnt, crisis and residential treatment, than if placed in a system where the
other services ar¢ lacking. Similarly, such a program will bec morc effective if social,
health, and vocational scrvices arc also available in the community than if they are
absent or of low yuality. In a system of care, all of the components arc
interdependent--not only the components within a service dimension such as mental
health, but all of the seven service dimensions that comprise the model.

A critical characteristic of an effective system is an appropriate balance between the
components, particularly between the more restrictive and less restrictive services. If
such balance is not present, then youngsters and families will not have a full chance
to receive less restrictive services before moving to more restrictive services. If, for
example, within a community therc are no intensive home-based services, only 20 day
treatment slots and 50 residential trcatment slots, the system is not in balance.
Youngsters and famiiics will most likely not have the opportunity to participate in
home-based or day treatment services because of their relative unavailability, and the
residential components of the system will be overloaded with youngsters, some of
whom might have been diverted from residential treatment if there had been more
nonresidential services available.

Further, once youngsters are placed in residential trcatment in such an unbalanced
system, the opportunities for their discharge are reduced because of the scarcity of
nonresidential services to provide follow-up care. Thus, an unbalanced system creates
an array of problems ircluding overuse of more resirictive: services and extended
periods of time spent in more restrictive scttings.

in this rcgard, data for Fiscal Ycar 1983 indicate that of all of the expenditures of
state mental health agencies in the country, 67 percent were for residential treatment,
only 17 percent for ambulatory care, and the rema’ning 6 percent were not classified
(NASMHPD, 1985). Planncrs and policymakers must struggle with the issuc of how to
gradually shift these funding patterns to achicve a more appropriate balance.

At the present time there arc no clear, cmpirically-based guidelines about the
appropriate capacity within cach component of a system of care. As a consequence,
no specific quantitative guidelines are presented in this document. Implicit within a
model system of service, however, is the expectation that more youngsters will require
the less restrictive services than the more restrictive ones, and that service capacity
should, thercfore, diminish as onc proceeds through the system. In particular, the
systcm capacity in the more intensive of the nonresidential services should exceed the
system capacity in the residential service components. As additional research and
ficld cxperience are accumulated with respect to systems of care for scverely
cmotionally disturbed children, it may become possible to define the optimal ratios of
capacitics in the different system components.

Within cach of the seven service dimensions is a continuum of service components,
Each of these dimensions is described below. The major focus, however, is on the
continuum of menta! health services since these are critical services for all severely
cmotionally disturbed children. While the mental health dimension is described in
some dctail, brief descriptions are provided with respect to the other dimensions.
These descriptions are intended as introductions to the service dimensions, and not as
comprehensive reports on all the services included in the system of care.

Throughout the discussion of the individual services, it should be recalled that these
are component parts of an overall system of carc. The boundaries between the

29

P e
P

l)‘);



various dimensions and components arc not always clear, and frequently therc is
overlap among them. While they are described individually, the system of care
dimensions and service components cannot be operated in isolation. Only when the
services are cnmeshed in a coherent, well-coordinated sysiem will the nceds of
severcly ecmotionally disturbed youngsters and their families be met in an appropriate
and cffective manner.

DIMENSIO!{ 1: MENTAL HEALTH SERVICES

The mental health services of the system of carc are listed in Table 2. The;, arc
divided into scven nonresidential catcgorics, and scven residential categories.  The
componcnts often overlap to some degrece.  For cxample, the difference between
thcrapcutic grovp care and residential trcatment is not always clearly distinguishable.
Further, there are a varicty of diffcrent program models for cach component, such as
scveral distinct approaches to therapeutic foster carc. Some of these different models
arc noted in the discussion of the components,

The important scrvice of casec managemsent is not included within the list of mental
health service components. Rather, it is included as onc of the operational services.
It is important to recognize, however, that case management is an cssential service
that can play a key rolc in bringing together the components of a system.

NONRESIDENTIAL SERVICES:

PREVENTION

The basic goal of prevention within a mental hcalth system of carc is to reduce the
incidence of cmotional problems in ckildren. As used here, the concept is cquivalent
to the public health concept of primary prevention. It rcefers to interventions
directed at individuals and/or familics who have not yet becen identified as having
cmotional problems, cspecially those children who by virtue of genetic, family or
situationai factors arc at the highest risk of vccoming severcly cmotionally disturbed.

To illustrate the importance of prevention efforts, Albce (1983) offers what he
describes as a homespun test of intelligence. An individual is presented with a
batiitub into whizh water is flowing. He is given a dipper, and the task of emptying
the tab of water. The intelligent solution to the problem, of course, is to turn off
the tap rather than to simply try to bail out water. The application of this anecdote
to mental health is that unless the flow of new children into the system is somchow
diminished, the system will be left forever trying to bail out a tub that in all

likelihood will fill up more¢ rapidly than it can be bailed out, no matter how hard
pcople work,

There are basically thrce main methodological approaches in mental health prevention
programming (Tavieman, 1982). The first approach involves the promotion of positive
mental health and competencies. Many programs and curricula have been developed to
strengthen youngsters’ sense of identity and self-estcem and to tcach them specific
skil's, particularly in the arca of problem solving. The area of problem solving
competency is emphasized because of research that has shown a linkage between skill
in this arca and adjustment (Spivack, Platt, & Shure, 1976). These efforts are based
on the premise that the promotion of positive mental health and competencies can
cnhance coping abilities and, thus, reduce the incidence of future emotional problems,
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TABLE 2

DIMENSION I: MENTAL HEALTH SERVICES

NONRESIDENTIAL SERVICES: RESIDENTIAL SERVICES:
PREVENTION THERAPEUTIC FOSTER CARE
EARLY IDENTIFICATION & THERAPEUTIC GROUP CARE
INTERVENTION

THERAPEUTIC CAMP SERVICES
ASSESSMENT

INDEPENDENT LIVING SERVICES
OUTPATIENT TREATMLNT

RESIDENTIAL TREATMENT SERVICES
HOME-BASED SERVICES

CRISIS RESIDENTIAL SERVICES
DAY TREATMENT

INPATIENT HOSPITALIZATION
EMERGENCY SERVICES

OPERATIONAL
SERVICES

SOCIAL
SERVICES

RECREATIONAL,
SERVICES

EDUCATIONAL
SERVICES

VOCATIONAL
SERVICES

HEALTH
SERVICES
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The second basic approach to prevention identified by Tableman (1982) is increasing
self-help groups and support systems. This apyroach is based on the finding that
individuals with strong and intimate relationships are better able to handle crises and
stresses than individuals without such relationships. It is also consistent with the
finding that abusive parents tend to be¢ more socially isolated than nonabusive parents
(Friedman, 1975). This is a particularly relevant approach with the large increases in
the number of children living in single-parent households (Fricdman, 1984a).
Prevention campaigns, such as one by the California Department of Mental Health
(1984), have been designed along this theme of enhancing support systems.

A third approach to prevention can be considered systems change. This involves
making modifications in systems to increase the likelihood that individuals will
encounter favorable outcomes within the system. An example is provided by tie
research of Felner, Ginter and Primavera (1982) on transitions for youngsters from
one school to another. This research was based on the¢ finding that at such
transitional times, there is an increased likelihood that children will manifest academic
and social problems. Felner et al. developed and tested a change in school procedures
to provide more consistency and support for new students, and determined that such a
procedure reduced the adjustment problems of the new students.

Another system change is reflected in the changes in hospital procedures which allow
parents of newborn children to more rapidly hold and spend time with their newborn.
Such a modification in procedures is designed to promote positive attachment or
bonding between the parents and the newborn. Given the central role of schools in
the development of children, system changes that increase the likelihood that children
will experience success in schoo! can be critical preventive activities.

Some efforts in the prevention area are based on the fact that in the lives of all
individudls there are certain time periods that are particularly stressful. During these
time periods, individuals are at particular risk for developing emotional difficulties.
Some of these may be normal developmental stresses, such as when a child begins
school, when a child becomes an adolescent or starts dating, or when a youngster
graduates from high school and enters the work force or higher education. Other
stressful times are related to specific events. High risk times for children may
include parental separation or divorce, parental remarriage and the serious illness or
death of a loved one. Placement in a foster home, shelter, or detention situation for
a youngster can be another especially difficult time. The system of care must
recognize that these stressful periods are opportune times to intervene in the lives of
youngsters in order to avert the development of serious emotional problems.

Tableman (1982) suggests further that "in a prevention-minded community, children of
all ages would be systematically brought into a mental health prevention program
whenever a severely disordered parent becomes a client of a mental health or
substance abuse agency, or enters prison.”

In the 1963 address to Congress in which he proposed the Community Mental Health
Centers Act, President John F. Kennedy placed a strong emphasis on the prevention of
mental illness and mental retardation. One of the ways in which this emphasis was
translated into the new community mental health center movement was the
requirement that all centers provide consultation and education services (Bloom, 1984).

These services, considered "indirect" because they are not provided to a clinical
client, were intended to extend the impact of centers by allowing them to reach more
people. From the beginning they have proven to be some of the most difficult
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services to cvaluate. In addition, as community mental health centers began to
experience financial strains, and the Federal government changed legislation to
eliminate required services, the emphasis on consultation and cducation desrcased.
Such services continue, however, often provided not only by mental hcalth centers but
by chapters of the National Mental Health Association, other advocacy groups,
individual professionals and academicians.

The types of consultation and education activities are varied. Education activities
include those that are designed to generally educate the community about mental
health problems and those that are more specifically geared towards particular issues.
The latter approach includes focused cfforts on procedures for handling stress, for
recognizing the nced for mental health services, for dealing with losscs, for being an
cffective parent or for being assertive. Some community cducation cfforts are
designed to help people lcarn about available services within their community.

Community cducation efforts include one-time public speaking engagements and
ongoing classes on particular topics. They also include articles in the media, public
service announcements, and distribution of pamphlets, posters, bumper stickers and
other materials. These are efforts that are usually inexpensive in relation to the
large number of people that they reach. However, their benefits arc difficult to
evaluate in terms of their impact on preventing mental and emotional problems.

Some consultation cannot be characterized as prevention per se. However, many
consultation activitics arc preventive in nature. Consultation efforts can either be
one-time or continuous, and can be focused on issues related to individuals, programs,
organizations, systems or policy. Consultation may be involved in the system of care
in many different ways. A mental health professional from a participating agency, for
example, may meet regularly with school personnel to provide case consultation
regarding students in the special education program for the emotionally disturbed.
This mental health professional might also consult with classroom teachers to assist
them in promoting positive mental health within the classroom and to assist them in
working with children showing carly signs of emotional or behavioral problems.

Within the system of care, mental health agency personnel 1ight provide consultation
to a hcalth agency that is developing a health screening and assessment program.
Such consultation might be dirccted at including procedures for early detection of
emotional problems in the program. In another cas¢, vocational rchebilitation
professionals might provide consultation to providers within the system of care on
establishing a vocational program for emotionally disturbed adolescents.

In order to achieve an appropriate balance, the system of carc should devote attention
and resources to a variety of programs and strategies dirccted at preventing emoticnal
disturbance in children as well as to treatment programs. In recognition of this, some
states and communities have increcased their emphasis on prevention. For example, in
Michigan an Office of Prcvention has been created within the overall mental health
system as an attempt to give visibility to the area of prevention, and to begin to
develop, cvaluate and disseminate prevention programs. In general, however, although
preventive approaches generally appear to be reasonable to policymakers, such
programs are oftcn given a low priority and receive very few resources. A recent
report by the National Mental Health Association Commission on Prevention of
Mental-Emotional Disabilities emphasizes the need for increased preventive cfforts,
given the enormous human and financial cost of mental health problems (NMHA, 1986).
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EARLY IDENTIFICATION AND INTERVENTION

The rationale for carly identification and intervention services is that problems can be
more cffectively, humanely, and cconomically trcated if the intervention begins carly
in the coursc of the problem. By so doing, the duration and scverity of tnc problem
is reduced, and the overall prevalence of emotional disturbances in children can be
decrcased. The early identification and carly intervention cfforts discussed in this
scction are typically referred to in a public hcalth model as secondary prevention.

In discussing such efforts, Tableman (1982) points out that, "Considerable thought
needs to be given to systematic recruitment of participants through connections with
other service systems . . . If we leave it up to individuals to find us, we arc getting
only the most highly motivated, well-organized scrvice seckers." Given this set of
conditions, early identification and intervention efforts are almost incvitably
collaborative efforts betwcen different service systems and agencies. The key
question is to identify those points of contact with youngsters and families that will
provide opportunities for early identification. There are several such points of
contact during a child's infancy and early childhood years. The first contact is
typically with health services at the timec of delivery, and then subsequently when
early health services are being delivered.

The need to identify infants at risk of developing emotional problems is rcceiving
increasing attention. A new field of infant mental health is developing under the
lzadership of the National Clinical Infant Center in Washington, D.C., with spccialists
in the ficld emphasizing the importance of early detection. This emphasis is focused
nct just on the new child but on the entire family unit. Pediatricians and nurses
become important professionals for identifying problems in family functioning ecarly,
and sctting the process in motion for thc necessary intervention scrvices to be
provided. If the child enters day care, then staff of these facilities also become key
pcople in the carly identification process. Similarly, child welfarc and public
assistance workecrs who have contact with many familics arc other key parts of any
comprchensive c¢ffort at early intervention.

In recognition of the importance of carly detection of health problems, the Federal
government initiated a program of Early Periodic Screening and Diagnostic Testing
(EPSDT). Hnwever, the EPSDT program has not been applied sufficiently to the
mental health area, and the screening rcpresents a lost opportunity to identify
potential e¢motional problems. While the program has potential for playing a major
part in carly identification ¢fforts, to date it has been underutilized.

Another missed opportunity for early identification of emotional problems lies in the
failurc of the system to be scnsitive to the perceptions of parents. Frequently,
parents convey their concerns to schools, hcalth providers and other agencies,
suggesting that cmotional problems may be emerging or that the child’s development
is not progressing appropriatcly. By not always attending to and trusting parcnts’
perceptions, the system may lose valuable opportunitics for early identification and
intervention.

Early identification and intervention has been identified as a priority by the Office of
Special Education anc Rchabilitative Services ot the Department of Education (U.S.
Department of Education, 1985). This emphasis has been based on the finding that
"Studies have shown that handicapped infants and children (and those at risk of
developing handicaps) who receive early interventions show significant improvement in
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development and learning, along with a decrcase in nced for costly special cducation
programs, compared with peers who do not receive intervention.”

As the child gets a little older, then the school becomes both an important and
logical place to identify children who are beginning to show cmotional and bchavioral
problems. Hcadstart and other preschool programs provide ideal scttings to obscrve
children in order to detect problems. One of the best developed and most frequently
replicated early intcrvention models in children’s mental hecalth is the Primary Mental
Health Project devecloped by Cowen and his collcagues at the University of Rochester
(Cowen, Trost, Lorion, Dorr, Izzo, & Isaacson, 1975). This program uscs systcmatic
screening by kindergarten, grade one, and gradec two tcachers to identify children
cxhibiting adjustment problems. The children arc then assigned to carcfully sclected
and trained aides who work under professional supcrvision and provide onc-to-onc,
group and family interventions.

Silver, Hagin and Beecher (1981) have used systematic screecning procedures to identify
children showing lack of reading rcadiness. Their intcrvention, although it focuses on
academic skills, has becn found to be helpful not only in improving rcading skills but
also in reducing cmotional and behavioral problems that may result from inability to
succeced in academic work.

Early intervention efforts can be home-based, school-based or a combination, and may
involve providing training, counseling, support and linkage with other scrvices. Such
efforts necessitate a very close relationship with other systems of scrvice. As has
already been discussed, the logical point to identify such youngsters is often when
thcy are in contact with other systems such as health, child wclfare, day carec and
education.

In addition, the types of problems that carly intcrvention (and prevention) cfforts
address may cross many systems. For example, through morc carcful and systematic
screening it would be possible to identify at an carlicr point familics beginning to
experience difficulties. Such difficultics or potential difficultics may lcad to such
things as child abuse, physical health problems, devclopmental declays, cducational
deficiencies or emotional problems. This type of scrcening rcquircs an intcragency
approach to early identification and carly intcrvention rather than a morc categorical
approach to service, The focus should be on the child and family holistically, rather
than more restricted efforts by one agency to prevent cluid abuse, by another to
prevent emotional disturbance and by a third (o prevent developmental dcelays, for
cxample.

Epidemiological rescarch has shown that amongst threcc and four ycar olds, abount 30
percent show at lcast some signs of cmotional and behavioral disturbance that merit
further evaluation (Andcrson, 1983). Other rescarch (reviewed by Friedman, 1984a),
shows that many of thesc problems of early childhood arc not transient but persist
over time. Given these findings, it would secem only rcasonable to develop more
comprchensive and systematic efforts at early identification and intervention, with a
particular focus on young children. Despite the importance of these cfforts for long-
term progress, however, carly identification and intervention scrvices have reccived
very sparsc attention to date.

Overall, therc is a nced for a system . strike a balance between the prevention and
early intervention scrvices and other services for scverely cmotionally disturbed
children. Such a balance is not casy to achicve, and is one¢ of the major issucs
facing statcs and communitics around the conntry, On the onec hand is the

35

t):)



recognition that there is a strong public responsibility to serve the most seriously
disturbed, and that efforts to effectively serve this group have becen deficient in the
past. On the other hand, however, is the realization that unless e¢ffective preventive
and carly intervention efforts are mounted, the likelihood of ever achieving
significant progress in the long run is minimal. At the same¢ time as states and
communities arc dealing with the critical need to increase and improve services for
the most severcly disabled, policymakers must plan for 10, 15 and 20 years down the
road by paying adequate attention to the prevention and early intervention aspects of
the system of care.

ASSESSMENT

Assessment services are sometimes referred to as diagnostic and evaluation services.
They essentially involve a professional determination of the nature of an individual or
family’s problems, the factors contributing to them, and the assets and resources of
the individual and family. On ke basis of all of this information, recommendations
arc made for treatment and related services, if in fact such treatmeni and services
are indicated. The role of assessment in the system for severely emotionally disturbed
children and adolescents is particularly important due to the complexity of their
problems and the failure of their problems to fit into established diagnostic categories.

Ascessments are generally performed when a youngster first comes into contact with
an agency or an individual professional. On other occasions, a child may be referred
for an assessment because he or she is failing to make adcquate progress in an
existing treatment program or has shown a major change in behavior. Assessments
may also be specifically directed at determining the type of placement that a
youngster requires. For example, the juvenile court may request an assessment to
determine the type of correctional placement a child should be placed in, if any, or a
child welfare agency may request an assessment to determine a child’s suitability for

adoption. An additional typs of assessment is conducted to determine if the child is
"eligible" for specific services.

In order to be consistent with the philosophy and goals of the system of care,
assessment of severely emotionally disturbed youngsters must be conducted by a
multidisciplinary team. This approach, specified by the Education for All Handicapped
Children Act (P.L. 92-142), is based on the recognition that the multiple problems of
these youngsters must be assessed in conjunction with each other in order to develop
a truly meaningful intervention plan. The importance >f interagency collaboration to

avoid unnecessary duplication of often extensive anc¢ expensive assessments is also
apparent.

Assessments involve a wide range of tools and procedures. Included should be an
assessment of physical health to identify any contributing medical problems, a battery
of psychological tests, an assessment of intelligence and academic achievement,
assessment of social and behavioral functioning, assessment of family functioning and
assessment of the child’s environment. Countless tests, instruments and techniques
are available for assessment of emotionally disturbed children.

Assessments of emotionally disturbed children are conducted by many of the agencies
that are part of the system of care. To the detriment of the system and its clients,
many of these agencies require different types of assessments utilizing different tools
and procedures. Thus, emotionally disturbed children and their families may be
subjected to multiple assessments from a variety of agencies. Further, many
emotionally disturbed youngsters receive multiple assessments but little or no
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treatment or services. Assessments should be attuned to services in the community,
and should serve as the basis for the development of individualized treatment plans.

While it may bec agreced that a well-conducted, multidisciplinary asscssment can be
extremely valuable, there is much professional disagreement about the mcthodology
and timing of assessment. For cxample, there is increasing recognition that a child
and family often comec into contact with thc mental hcalth system at a point of some
severe distress or Crisis. At preciscly such a point, the family may bc most
responsive to interventions that are designed to strengthen it and to keep it intact,

In such crisis situations, intensive interventions should be immediately initiated, and
assessment should be an integral part of the trcatment process rather than a scparate
stage that precedes treatment. The immediate focus of the assessment and trcatment
becomes the presenting problems and the issues that arc creating the crisis. The more
complete evaluation can come later, after the initial situation has scttled.

A rclated issue to be considered in determining the role of assessment is the often
difficult task of engaging severely cmotionally disturbed voungsters, particularly
adolescents, in trcatmeat. This is reflected in the drop-out rates of youngsters and
families referred for services (Friedman & Jackson, 1985). Given this concern, it
becomes important that the initial session or sessions focus on cngaging the youngster
or family in treatment. The professional may not have the luxury of spending scveral
sessions on assessment, because by then the child and/or parents may have ceased to
come. Some day treatment programs, such as City Lights in Washington, D.C,
actually conduct an assessment over a 30 day period during which the therapist is
simultaneously trying to "hook" the ycungster into the program and establish a sense
of trust.

The drop-out problem is diminished with assecssment scrvices provided to "captive"
clients. These are clients who are either in residential settings where their physical
accessibility to treatment can be assured, or who arc under strong coercion to attend.
Even under these circumstances, however, starting with an intensive multiscssion
cvaluation process may losc the opportunity to begin intervening at the time when the
child and family are most responsive to assistance. Thus, assessments should be scen
as a part of the first stage of the treatment process.

Another general concern often expressed about diagnostic and cvaluation services is
their time and expense. The time and cost involved in asscssments reduces the
number of individuals who are able to benefit from them, particularly in the public
sector. One approach to this problem is the development of screening procedures that
are less expensive than full-scale evaluations and can be used more rapidly. The
comprehensive, multidisciplinary evaluations can then be reserved for those children
who, during the screening, appear to require more in-depth cvaluation or who have
not succeeded in several previous intervention attempts.

The uscfulness of assessment procedures with severely emotionally disturbed children
is dependent not only upon the genecral clinical knowledge and skill of the
professionals involved, but also upon their knowledge of the potential value of various
services within the system of care. If the assessing individuals do not understand the
potential role of day treatment or therapcutic foster care, for cxample, then their
ability to effectively prescribe interventions is curtailed. A similar problem exists if
a community system is based on the view that individuals should be treated in the
least restrictive and most family-focused interventions that arc available and
appropriate¢, and the assessing professionals do not subscribe to the same vie This
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may be the case cither becausc they do not have adequate knowledge about all of the
scrvices in the system of care, or thcy may subscribe to more individual rather than
family-oricnted treatment approaches.

Currently, therc is an increasing emphasis on the nce¢ for a broad, ecological
approach to asscssment. Such an approach moves beyond truditional interviewing and
psychological testing to also emphasize the broader environmcntal, educational and
family contexts for the problem. The importance of this type of approach is
illustrated by findings linking problems of children with problems of parents, marital
problems, and cven with the interpersonal relationships of parents outside the family
(Griest & Wells, 1983). The growth of the family therapy field has also had an
influcnce on the role and nature of assessments. The emphasis within this field is on
problems resulting from family dysfunction rather than individual pathology, and the
assessment and intervention processes are closely entwined from the beginning of
contact with a family.

Although therc is increased emphasis on ccological approaches to asscssment, there
arc data suggesting that for youngsters with very serious problems, ncuropsychological
and neuropsychiatric evaluations may be helpful. Silver (1984), for cxample, has
examined a sample of severely emotionally disturbed students within a Florida school
system, and identified a varicty of ncurological problems.

In general, the assessment area is probably one of the most adequately funded of the
mental health services.  This results, in part, from its long history and tradition
within the mental health field. Despite this history, however, it remains difficult in
certain arcas to secure the specialized professionals that are rcquired for assessment.
In particular, as Knitzer (1982) has pointed out, therc are critical shortages of child
psychiatrists and psychologists.

Research in the area of assessment has primarily focused on the rcliability and
validity of individual procedures or instruments. There has been relatively little
research on the actual usefulness of the assessments in prescribing  effective
interventions. Nor has there been much research on the effect of the assessment
process on clicnts, such as on how the assessment process affects continued
participation in treatment, for example.

OUTPATIENT TREATMENT

Qutpatient treatment is the least intensive and most typically used intervention in the
mental health field The traditional approach is for the youngster and/or family to
come in to an office for regularly scheduled appointments for individual, group or
family thcrapy. Appointments may also be for medication prescription and review.
Outpatient treatment is provided in such diverse settings as community mental health
centers, child guidance clinics, outpatient psychiatry departments of hospitals and
health maintenance organizations. Such services are also frequently provided in the
private offices of mental health professionals including psychiatrists, psychologists,
social workers and counsclors.

Emotionally disturbed children and their familics may mcct with providers onc or more
times per week depending upon the nced. While a weekly appointment is
characteristic of the traditional child guidance modcl, youngsters in nced may see a
provider as often as daily when indicated.
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Typically, outpaticnt trcatment constitutes the first approach used to try to assist a
youngster and family. These scrvices have the advantages of being nonrestrictive,
relatively inexpensive, flexible and adaptable. They can be used as the only
intervention for youngsters or in combination with other services both within the
mental health dimension and other dimensions. For c¢xample, outpatient trecatment can
be used for youngsters in therapcutic group homes, in detention centers or training
schools for juvenile offenders or in foster homes.

There are a variety of different conceptual approaches that may be taken to
outpaticnt trcatment. The primary approaches are psychodynamic, bechavioral and
family systems, although more and morc frequently features of all of thesec approaches
arc being combined. Similarly, thc nced for multiple treatments is recciving
increasing recognition. A child may be involved in individual trcatment while parcnts
arc involved in marital counscling, for cxample.

The Joint Commission on Mental Health of Children (1969) found that there have been
few studies on the effectiveness of different psychotherapics with children and youth.
In fact, cvaluative rescarch on various approaches to counscling and psychotherapy
has been weak, irrespective of the particular age group. Based on a review of the
literature, Sowder (1979) concludes that the cffectiveness of trecatment scems to
depend to some extent on the characteristics of both the client and the therapist, and
on the quality of the interaction between them. Rescarch indicates, however, that
outpaticnt treatment can be helpful in working with emotionally disturbed youngsters
(Cascy & Berman, 1985).

The usc of chemotherapy with children and youth has increased in recent years. It is
estimated for example, that two percent of school children receive psychotropic drugs
(Sowder, 1979). Questions have been raised about the cffectiveness of psychotropic
mecdications for severely emotionally disturbed children and adolescents as well as
about the risks associated with long-term usc of such medications. However,
mcdications can be used appropriately and cffectively in specific situations in
combination with other trcatment approaches.

In addition to psychotherapy, behavioral therapy, family therapy and chemotherapy,
outpaticnt interventions may involve parent training, social skill training, the
provision of social support and short-term problem-oriented counseling. The particular
approaches used arc bascd on the presenting problems of the child and family and the
results of an ongoing assessment process.

The effective delivery of outpatient trcatment can be conceptualized on a continuum,
including the threc important dimensions of timecliness of intervention, intensity and
accessibility., These arc illustrated in Figure 3.

Timeliness refers to how rapidly the service is initiated after a neced for help has
been stated cither by a referral source or the family. Within the outpatient programs
of most community mecntal health centers and other agencies, the rapidity of the
response depends partly upon the scriousness of the problem and partly upon the
availability of staff. Idcally, the agency or practitioner utilizes the "triage" concept
in determining when services should be initiated.  Services could then be initiated
immediately for children and families in crisis situations, while children with less
critical nceds may be given an appointment av a later date.

Some agencies have waiting lists.  In these cases, there may be a wait of several
wecks before the family is scen, particularly if there 1s not an immediate crisis. Such
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FIGURE 3

OUTPATIENT DIMENSIONS

TIMING
N >
IMMEDIATE WAITING LIST
INTENSITY
< >
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< >
OUTREACH ONE LOCATION
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« >
24 HOURS REGULAR WORKING
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> wait may contributc to the problem of potential clients failing to show up for
rppointments, and may also result in missing thc most opportunc time to intcrvence
with a family. Outpatient services with long waiting lists arc at onc end of the
continuum of timecliness.

In contrast to this are crisis-oriented services, which respond to the child and family
as rapidly as possible. Phone contact may be immediate, and the child and family may
be seen by a clinician on the samc day that a referral is madec or assistance
requested. Outpaticnt services with this type of short response time illustrate the
opposite cnd of the dimension of timeliness from those programs that place familics
on waiting lists for several wceks prior to initiating services. In between are
programs that respond within a day or two of the referral, but not on an immediate
crisis basis.

The intensity dimension refers to the amount of service that a family receives. Some
outpaticnt programs schedule families for sessions of one hour oncec a week or
perhaps less if they have a heavy demand for scrvices. Other outpatient programs
and practitioners arc more flexible, spending as much time as is nceded to work with
the child and family. In crisis situations, providers may spend many hours with the
child and family in the belief that the intense intervention is necded to stabilize the
situation. At other points in the treatment process, a weekly session with the child
and/or family may be sufficient to mcet thc necds for ongoing counscling and
support. Such flexibility is a critical variable in outpatient services to ensure that
the services are responsive to the treatment needs of the child and family.

The third dimension, that of accessibility, refers to the hours in which a service is
available, its physical location and its psychological accessibility. While community
mental health centers and other agencies often provide some scrvices in the evening,
the m2jority of the scrvices are offered during normal working hours. To maximiz:
the accessibility of services for emotionally disturbed children and their families, it is
important that services be offered during after-school and evening hours. Services
are generally provided at the agency or practitioner’s office, or in some cases at
satellite offices chosen to increase proximity to particular communities and to thercby
increasc physical accessibility. In terms of psychological accessibility, the provision
of services within an agency labeled as "mental health" may present a barrier to the
participation of some children and families because of thc stigma and negative
connotations associated with mental illness. Some programs have chosen locations and
names that minimize these negative connotations.

Within thesc extremes are a variety of outpatient programs that attempt to bc as
intensive, immediate and accessible as possible. For example, one successful family
intervention modecl in Florida is called the Family Skills Team (Bobus, 1984). Withir
this program every attempt is made to see a ncw referral within 24 hours of the
referral. The scrvice is co-located with the dependency and delinquency intake in a
collaboiative project, so that familics who are seen at intake can just walk down the
hall to schedule an appointment. Since youngsters and familics gencrally come to
dependency and delinquency intake at a time of crisis, the program rcaches families at
a point when they are likely to be responsive to the intervention. Within this model,
family therapy scrvices are typically provided for 90 minute sessions, and often arc
provided several times a weck during the early phases of trcatment.

The trend toward the development of moere intensive, immediatec and accessible
outpatient scrvices scems particularly appropriate for severely emotionally disturbed
youngsters and their families. There is a clear aced for additional research to
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determine the types of children, families and problems which are most amenable to
various types of outpatient services. Without question, outpatient assessment nd
treatment services are an important component of any system of care. It also seems
apparent that a variety of types of outpatient services, varying on the dimensions of
intensity, timeliness and accessibility, should be available as part of the system of
care.

HOME-BASED SERVICES

Home-based interventions represent the extreme on the dimensions of timeliness,
accessibility and intensity. They are crisis-oriented services, provided on an outreach
basis to work intensively with children and families in their homes. Such services
have bcen develeped most prominently by the Homebuilders program in Tacoma,
Washington (Kinney, Madsen, Fleming & Haapala, 1977). Although the Homebuilders
model is the most well-known model, other models of home-based services also appear
to be successful to the extent that they emphasize intensive, immediate, family-
focused intervention.

A recent discussion of thesc programs in a publication of the Edna McConnell Clark

Foundation (1985) identifies the following elements that home-based programs have in
sommon:

o They accept only families on the verge of having a child removed.

o They are crisis-oriented and see each family as immediately after the referral as
possible,

o They maintain flexible staff hours, inciuding 24-hour service.

o Their intake and assessment process is des‘gned to ensurc that no child is left in a
dangerous situation.

o They take a family focus rather than looking at individual family members as the
problem.

o They reach out to families, typically going to families’ homes.

o Their approach to intervention is multifaceted, including skill training, helping the
family obtain necessary resources, and counseling.

o Services arc delivered based on nced, rather than on categorical placement of
cases.

o Cascloads are kept small for each staff member.

0 The length of the intervention is limited to a brief period, typically between two
to five months.

o Familics are followed up to assess their progress, ancd to evaluate the success of
the program.

These programs have been used extensively by child welfare agencies as well as by
mental health agencies. They frequently operate as collaborative interagency
programs, and in Mainc thcy are funded by joint contracts among the Departments of

(\ gy

42 b



Mental Health and Mental Retardation, Corrections, and Human Services (Hinckley,
1984).

Home-based programs represent radical departures from the traditional manner in
which mental health services have been provided, particularly in terms of intensity.
Partly because they are so different, home-based service providers often encounter
resistance and disbe. :f. However, as one recent review concluded, "In their short
history, these programs have demonstrated that many children who would have been
removed from their families can best be served in their homes; that intensive services
provided at a time of crisis can provide lasting improvements in family functioning;
and that such services are cost-effective in relation to residential placements"
(Update, 1985a).

An additional cource of resistance to *the initiation of these programs is the small
cascload that workers maintain. Caseloads typically range from between two and four
families at a time. To some policymakers, this seems to be an inefficient, if not
extravagant, use of resources. The small caseloads, however, are essential to
providing the immediate and intensive services,

If a counselor surves a caseload of three families and each family is served for six
weeks, then in the course of a year the counselor will have served approximately 24
families. If out-of-home placements are avoided in even half of these families, then
the financial savings far exceeds the cost of the counselor’s salary. While it may
seem advisable to try to multiply the financial savings by increasing caseload size,
this tactic runs the risk of diminishing the counselor’s effectiveness, and therefore
decreasing the cost-effectiveness of the approach.

Home-based services are generally provided for a relatively brief period of time. At
the conclusion of the service, if a counselor and family belicve that additional
services are nceded, then the counsclor assists the family in securing such additional
services. Other possible models of home-based intervention might involve working
over a longer period of time with families, but at a lower level of intensity, or
responding not to the immediate crisis, but shortly thercafter.

Intensive home-based interventions of this type ase generally provided by a team of
individuals. - Typically, this tcam involves at least three professionals. While cach
team member may work individually with specific families, the team approach provides
support and back-up to each team member, and allows for 24-hour staff coverage.
The cost for a three-person team, including secretarial and administrative expenses is
reported to be in the range of $120,000 to $160,000 per year.

The limits of such intensive home-based interventions have not yet been tested. It
scems clear from research findings in a number of states (reviewed by Fricdman &
Strect, 1985b) that the services, when provided at a time of crisis, can keep many
families intact. Home-based intervention programs rcport high success rates, both in
the short-run and after follow-ups of about one ycar duration, on the mecasurc of
keeping children in their homes. A research project in Hennepin County, Minnesota
comparing home-based interventions with regular services for youngsters judged
initially to be in need of residential treatment provides important data supporting the
value of these services (Auclaire & Schwartz, 1986). This suggests that if a
community is committed to a family-focused system of care which emphasizes
treatment in the least restrictive setting possible, then these types of services should
be tried before youngsters receive out-of-home placements (with the exception of
situations in which there is an immediate danger).
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There are growing cffoi.s to disseminate information about home-bascd interventions
and to provide training in this approach. A National Clearinghouse on Home-Based
services operated at the University of lowa Scliool of Social Work is an example of
such an cffort. The Kansas Dcpartment of Mental Health (1986) has developed a
training package designed to instruct community mental health personnel in providing
intensive intervention in the homes of scvercly cmotionally disturbed children ard
adolescents at risk for out-of-home placement. The training package, entitled "Home-
first Training Program,” will be piloted in several Kansas mental health centers.

The use of home-based services will not eliminate the neced for the residential
components of the system of carc. However, their use will help to ensurc that
voungsters who receive residential trcatment have at least had the opportunity 1o
participate in intensive, nonresidential approaches.

DAY TREATMENT

While home-based intervention programs arc cxtremely intense, they are ucsually of
bricf duration. Day trcatment is the most intensive of the nonresidential services
that can continuc over a longer period of time. Children typically remain in day
trcatment for at lcast onc school ycar, although there are programs designed for
bricfer lengtis of participation.

Day trcatment is a scrvice that provides an integrated set of educational, counseling
and family interventions which involve a youngster for at least five hours a day. Day
trcatment programs ..:quently involve collaboration between mental health and
cducation agencics. Even where such a formal collaboration does not exist, day
trcatment involves an intcgration of cducational and mental health services. There is
variability in the relative emphasis on ecducational and mental health interventions

among day treatment programs. In addition, day ircatment programs may vary in
intensity.

Day trcatment may be provided in a varicty of scttings. Somec programs arc
conducted in regular school scttings such as the Bertha Abess programs in Miami,
FI 'da, some arc in special schools such as the Mark Twain School in Rockville,
Maryland, and others arc conducted in community mental health centers, hospitals or
clsewhere in the community such as the City Lights program in Washington, D.C.
which is conducted in an independent sctting. Some day trcatment programs,
primarily those which arc hospital-based, may be referred to as ‘"partial
hospitalization" (See Update, 1985d for a review of day treatment).

Some proegraas arc small, serving only eight or 10 students, while others arc large
such as the Beacon Day Treatment Program in Detroit, Michigan which has a census
of 200 students and serves 23 different school districts. The specific features of day

trcatment programs also vary from onc program to another, but typically include the
following components.

o Special education, generally in small classes and with a strong ecmphasis on
individualized instruction;

o Counscling, which may include individual and group counseling approaches;
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o Family services including family counseling, parent training, bricf individual
counseling with parents, and assistance with specific tangible needs such as
transportation, housing or medical attention;

o0 Vececational training, particularly for adolescents;

o Crisis intervention, not only to assist students through difficult situations but to
help them improve their problem solving skills;

o Skill building with an emphasis on interpersonal and problem solving skills and
practical skills of everyday life;

o Behavior modification with a focus on promoting success through the use of
positive reinforcement procedures; and

o Recreational therapy, art therapy and music therapy, to further aid in the social
and emotional development of the youngsters.

Most children served in day treatment programs have been through a variety of less
intensive special educational programs, and have been identified as seriously
emotionally disturbed in accordance with P.L. 94-142, the Education for All
Handicapped Children Act. Other day treatment pregrams may focus primarily on

youngsters in the juvenile justice system, adolescents who have dropped out of school
or preschool children.

As part of a system of care, day treatment sometimes represents the last alternative
to residential trcatment for a child with severe problems. While day treatment may
appcar to be expensive in  comparison with otker educational programs and
nonresidential mental health programs, it is very inexpensive in comparison to the
cost of residential trcatment programs, The costs are typically in the range of
$10,000 to $15,000 per year per child, and funding frequently comes from multiple
sources. The two sources mos. ypically involved in funding such programs are
cducation and mental health agencies, although juvenile justice, child welfarec and
even vocational rehabilitation agencies sometimes contribute to the funding of day
treatment as well.

While day treatment is often used in an attempt to avert the need for residential
placement, it is also well-suited as a transitional program to help youngsters move out
of residential treatment (Friedman, 1979). In addition, day treatment can be used in
conjunction with a community-based residential program such as therapeutic foster
care or therapeutic group carc to maximize the impact of both progr-ms.

Both published and unpublished reports on the effectiveness of day trcatment
programs support the view that they are effective in maintaining many students in
their homes who otherwise were likely to be removed, and in producing gains in
academic and social {unctioning as well (Friedman, Quick, Palmer, & Mayo, 1982;
Friecdman & Quick, 1983; Tolmach, 1985; and Eastfi¢!d Children’s Center, 1981). One
recent review of day treatment programs (Update, 1985d) concluded that, "The
consistent finding that programs have helped to keep youngsters in their families
further indicates the importance of providing the option of day treatment to
youngsters before they are placed in residential programs." Another recent review
concluded that, "Most programs, regardless of theoretical orientation, consistently
report positive changes in their treatment populations. Approximately 65 percent to
70 percent of treated children are reintegrated into the regular school systems. For
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those children not rcintegrated into the educational mainstream, the prevailing
impression of program staff is that program involvement at least obviates the need
for residential placement" (Bacnen, Stephens & Glenwick, 1986).

The collaboration of education and mental health agencies to provide day trcatment
services is but one manner in which thesc two groups can work together.
Collaborative services arc also important in the arca of prevention, carly
identification, early intcrveniion and residential services. In fact, an cntirc continuum
of mental health-education collaborations is possible. There arc many diffcrences in
perspectives, policies and regulations that sometimes interfere with effective
collaborations between mental health and education systems (Strcet & Fricdman, 1984).
However, for a system of scrvice to be effective there is a critical nced to overcome
these differences and for education and mental health agencics to work jointly in a
wide range of collaborative cfforts.

EMERGENCY SERVICES

Within the children’s mental health fieid, crisis and emecrgency services have often
becn either totally neglected or approached in 4 fragmented manner. Yet this is an
important set of services that scrve both youngsters who are basically well-
functioning but expcricnce periodic crisecs, and youngsters with longer-term, morc
serious problems who are pronc to acute cpisodes at which times they require special
services, Although there are no data to provide specific figures, experience indicates
that many youngsters enter the mental health system during times of crises, and that
unless these crises are dealt with effectively, they progress further into the system.

Emergency services can be viewed as g continuum of services themselves, ranging
from prevention cfforts through crisis stabilization services in residential scttings.
This section discusses the nonresidential emergency scrvices,

Some emergency scrvices focus specifically on crisis prevention, identification and
management. These may include educational programs to tcach young people how tc
handle crises and to inform them of the services that arc available to them. Training
efforts might also be a part ¢/ the emergency service continuum, These efforts could
be directed at tcachers, parents, police officers and juvenile detention and sheclter
workers to help them identify youngsters in crisis. The training could also assist
them in responding to these youngsters and in learning about available community
resources.

Crisis telephone lines, which arc available 24 hours a day, are an important aspcct of
emergency services. These hotlines with numbers that arc well-publicized, offer a
responsce that youngsters can make when they are feeling overwhelmed, confused, hurt
and depressed.

Emecrgency outpaticnt services arc wlso an cssential part of any system of care,
These scrvices obviously must be accessible and readily available 24 hours a day,
seven days a week. One innovation developed in New York is the use of mobile crisis
teams which respond to children and families in crisis on an outrcach basis.
Emergency outpaticnt services should not only include crisis counseling, but also the
capacity for emcrgency evaluations if these arc nceded. Such services should be
clusely coordinated with emergency residential services in case it is determined that a
youngster is at such risk to injure him or herself or others that 24-hour carc and
supcrvision arc nceded.
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Another important crisis/emergency service is the type of intensive and immediate
home-based intervention that was described earlier. This service is particularly
important because of its outreach into the home. A similar type of outreach into
schools, detention centers and shelters would also be useful within the system of
care,

‘The final nonresidential emergency component goes a step beyond intensive
intervention in the home to actually having a counseclor remain in the home on a 24-
hour a day basis for a short period of time. This can provide a~ opportunity for
situations to scttle down or stabilize so that the need for hospitalization is
diminished.

Currently, communities are a long way from having coordinated systems of crisis and
emergency services in place., Partly triggered by increases in teenage suicides, there
seems to be increasing recognition of the need for such systems, and it is anticipated
that considerable progress will be made in this area in the next years.

RESIDENTIAL SERVICES:

THERAPEUTIC FOSTER CARE

Therapeutic foster care is the first of the residential options in the system of care to
be discussed. It is important to note that the residential options are presented
primarily in incrcasing order of restrictiveness. Restrictiveness, however, does not
have a direct relationship with the severity of the problems of the youngsters served
by the various alternatives. For example, although therapeutic foster care is
considered the least restrictive residential service, there are children with extremely
severe problems who have been effectively served in therapeutic foster homes after
unsuccessful attempts in therapeutic group homes or residential treatment centers.

At this time, it is difficult to determine precisely which program may be best suited
for a particular youngster (Friedman & Street, 1985a). The issue is not one of simply
determining that particular programs are able to serve more difficult youngsters than
other programs. Rather, the issue is matching the particular assets and liabilities of
an individual youngster with the strengths and weaknesses of particular programs,
This applics for nonresidential services as well as residential services. As previously
indicated, intensive home-based interventions and day treatment programs have
successfully served many youngsters with very serious problems for whom residential
care was felt to be ne .ded by professionals.

Therapeutic foster care essentially involves the following features:

o Placement of a child with foster parents who have specifically been recruited to
work with an emotionally disturbed child;

o Provision of special training to the foster parents to assist them in working with
the child;

o Placement of only onc child in each special foster home (with occasional
exceptions);

o A low staff to clicnt ratio, thereby allowing clinical staff to work ver: closely
with cach child, with the fostr- parents, and with biological parents if they are
available;
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o Creation of a support system amongst the foster parents; and

o Payment of a special stipend to the foster parents for working with the
emotionally disturbed child, and for participating in the training and other program
activities.

In one sense, therapeutic foster care is simply conducting foster care at its best.
Unfortunately, the large numbers of youngsters in foster care in most statcs, and the
relatively low budgets, have hindered the development of programs that incorporate
the concepts described above such as specialized training, low staff to child ratios,
low numbers of children per home and the development of a foster parent support
system.

Although therapeutic foster carec programs sharc many features, there are also
important differences among them. Basically, the variety of programs in existence can
be divided into two categories. The first group of programs provides a relatively
modest stipend to the foster parents, provides gencral training rather than more
technical training, and relies largely on the nature of the therapeutic foster home
environment, rather than any specific techniques as the main therapeutic component.
The second set of programs pays larger siipends and views the foster parents morc as
employees than as volunteers, provides inore technical training, and employs more
technical procedures in the treatment of youngsters.

The therapeutic foster home programs operated in Florida (Friedman, 1983) and the
Professional Parenting program operated in North Carolina by the Bringing It All Bacx
Home Project (Jones & Timber, 1983) conform more closely to the first model. The
monthly stipend in Florida is only $150 above the normal foster care rate, and in
North Carolina it is about $400 above the normal foster care rate for most youngsters,

The PRYDE program run by the Pressley Ridge School in Pittsburgh (Hawkins,
Meadowcroft, Trout, & Luster, 1985), and the Mentor program in Boston (Hensley,
1986) are more illustrative of the second model. PRYDE parents are provided with
intensive training in behavioral procedures and put thesc to usc on a regular basis in
their homes. Stipends begin at $600 above the normal foster carc board rate.

Mentor parents can be paid as much as $1200 per month, and also receive highly
technical training.

One of the first therapeutic foster care programs was the Pcople Places program in
Virginia which began operating in 1973 (Bryant, 1980). Most programs, however,
began in the late 1970s and early 1980s. Networks of therapeutic foster care
programs have grown, particularly in the states of Florida and North Carolina. Other
states, such as Vermont and Maine, have fewer programs but are using them for
youngsters with especially serious problems.

Among the therapeutic foster care models are the Parent Therapist program in Akron,
Ohio (Gedcon, 1986; Isaacs & Goldman, 1985), Mentor (Hensley, 1986), Professional
Parenting (Jones & Timber, 1983), Pcople Places (Bryant, 1980), and PRYDE (Hawkins
et al, 1985). Rath-r than being called therapeutic foster care, the Mentor program
prefers to be called a model of Individual Residential Treatment, while PRYDE refers
to itself as "foster family-based treatment.”

There are a number of advantages to therapeutic foster care programs in comparison
with other residential alternatives. First, they are flexible programs. Within the
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same program, it is possible to serve both sexes, youngsters of varying ages, and
youngsters with an assortment of types of problems.

Second, such programs are relatively easy and incxpensive to start. They are the
only residential alternative which requires no special physical facility. This is not
only a cost savings, but also avoids the often bitter and protracted disputes over
zoning. Additionally, therapeutic foster care programs can be initiated on a small
scale, with only a few staff and a limited number of homes, which contributes to the
low start-up cost.

Third, therapeutic foster care programs are typically the least expensive of the
residential alternatives. The precise cost is difficult to estimate because of
substantial differences in the size of the stipends that programs pay to foster
parents. Overall, however, it is estimated that the cost of therapcutic foster care
programs is in the range of $10,000 to »20,000 per year per youngster. This cost
primarily accounts for payments to foster parents and staff.

While a portion of the cost of therapeutic foster care programs is generally provided
by the regular foster care program in a state, the cost of specialized services is
often paid separately by mental health and other agencies. This cost sharing is
another important advantage of therapeutic foster care programs. Typically, the
program i3 funded jointly by child welfarc and mental health agencies. Some
programs, such as Mentor, also serve developmentally disabled clients and reccive
funding by the mcntal retardation/develepmental disabilities system.

Altaough there are no data on the optimal size of therapeutic foster home programs,
it is generally recommended that such programs begin slowly and build up to a
capacity of at least 15 youngsters. Smaller programs lack the flexibility to match
children with foster parents and often have a more difficult time creating the all-
important support system for foster parents than do larger programs.

It is also recommended that staff consist of a full-time recruiter/trainer as well as a
clinical staff member for every eight to 10 youngsters. Unless there is a full-time
recruiter, then these activities which are both very difficult and very important are
not likely to get the persistent attention that they requirc. One of the major
obstacles for prograras to overcome is the recruitment of strong foster parents and,
for this reason, it is important to have a consistent recruitment effort.

Given the relative cconomy of therapeutic foster care programs in relation to other
residential alternatives, it would appear advisable and economical for communities to
gradually expand such programs by recruiting new foster parents and adding additional
clinicai staff as long as the need exists. Otherwise, communities may find themselves
in the position in which they place children in more expensive and restrictive
programs than they might actually need.

Therapeutic foster care programs are operated by a variety of agencics -- mental
health centers, residential treatment centers, local foster care programs and other
family service agencies. They can be an excellent resource as part of a mini-
continuum of carc prcvided by residential treatment centers, partly because they

provide a good discharge placement for youngsters as well as an alternative to initial
residential nlacement,

Despite the growth of therapeutic foster care programs, a recent review indicates that
there has been limited research related to them (Updace, 1986a). Recent rescarch by
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PRYDE (Mcadowcroft, 1986) indicates not vnly high success rates at initial discharge,
but shows that 83 percent of the youngsters are still doing well in less restrictive
scttings two ycars after discharge. Rescarch on the Florida programs (Friedman,
1983) also suggests that therapeutic foster care scrvices are effective with a large
cnough percentage of children and are sufficiently inexpensive to be an important
service within the system of care.

THERAPEUTIC GROUP CARE

The ourpose of therapeutic group carc is to provide a therapeutic environment and
prog-.:.n to trcat youngsters with cmotional and bchavioral problems. Therapeutic
group care is provided in homes which typically scrve anywhere from five to 10
youngsters, and provide an array of therapeutic interventions.

It is important to distinguish between therapcutic group care and group child care,
and between therapcutic group care and residential trecatment.  Group child care
programs are not included within the mental health services presented here because
their primary mission is to provide a supportive living cnvironment for dependent
youngsters who for one rcason or another are unable to live at home. These arc
typically abused, neglected or abandoned children. This mission differs from the
treatment mission of therapeutic group home programs.

This is not to say that thcre arc no therapeutic components within group child carc
programs. There frequently are such components, and this is appropriate because
abused and ncglected children who have been removed from their families typically
requirc some therapeutic intervention. Without such intervention their problems may
become more severe. However, while group child care facilitics may provide therapy.
their primary mission is to provide the supportive environment, and their primary
target population is dependent children. For therapcutic group care programs, the
primary mission is treatment, and thc primary target population is cmotionally
disturbed children (although dcpendent children are often overrepresented in
therapeutic group care facilities).

To further add to the difficulty of making clecar distinctions, somec facilitics accept
referrals both from child welfarec and mental hea' 1+ agencics, and scrve both
populations. This is possible because the nceds of 1c children may differ only
slightly. The mingling of these populations may ecven be advisable in some cases
because the less scriously disturbed youngsters can be good models and influences
upon the more scriously disturbed c¢uildren. A further point of confusion is that some
therapeutic group care facilities as well as residential trecatment centers originated as
group child carc programs. As the nceds of the communitics changed, the mission
and services of the organizations changed as well.

The Aistinction between therapeutic group home programs and residential trcatment
centers is even more difficult to make, and clearly there is some overlap between the
two categorics. Both types of programs have the same basic mission. However,
residential treatment centers generally serve large numbers of children and are
orgunized as onc large facility or scveral facilitics on a campus. Further, residential
trecatment centers tend to be more medically-oriented in their treatment program and
staffing arrangements. Medical staf- if not present 24 hours a day, are readily
available. Within therapcutic group home programs, the approach to trecatment
generally derives more from social work or social-psychological origins. Additionally,
residential treatment centers are more likely than therapeutic group homes to provide
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a high degree of "security" to prevent youngsters from running away. However, by no
means is this a consistent difference between the two types of services.

The main point for communities, however, in building sys.e:is of care, is not to
distinguish whether a particular program should be cate,.rizyd as a therapeutic gioup
care program, a residential treatment center or a res‘it.uisal school. Rather, the
important point is to determine the types of youngsters the program is able to serve
and the particular services that are offered, In reality, there is much overlap
between the various residential alternatives in terms of the types of children served
and the services provided.

A therapeutic group home is generally a single home located in the general
community, which serves no more than eight children. In many cases, a single
organization will operate several group homes, typically located at different sites
within the community. This arrancement has an advantage in that it permits more
flexibility in the placement of individual youngsters, provides more flexibility in the
use of staff, and can often allow th= host crganization to provide more administrative,
training and consultation support.

Although there are a wide variety of different approaches to operating therapeutic
group homes, there are two major models that can be identified. These two models
are the teaching family model, developed initially at the University of Kansas
(Phillips, Phillips, Fixen & Wolf, 1974) and then transported to Boys Town in Omaha,
Nebraska and the Charlee model, developed at the Menninger Clinic. Each of these
models places a strong emphasis on careful selection and training of group home staff.
The staff then become the key change agents on behalf of the troubled youngsters,

Both the teaching family and Charlee models employ couples who live with the
residents 24 hours a day. The couples receive the assistance of relief heip. Other
therapeutic group home models may employ staff who rotate through shifts. This
distinction between house parent models and shift models is a major one in the group
home field.

The therapeutic approaches employed within the homes also vary widely. Some
programs, such as the teaching family programs, place a strong emphasis on structured
behavioral interventions, with a major focus on strengthening positive behaviors and
tcaching new skills through positive reinforcement of improved behavioss. Other
frequently used interventions are group interaction and treatment and individual
psychotherapy. In many cases, these interventions are used in combination.

Historically, therapeutic group home programs have primarily been in the professional
domain of social work. This has occurred since many of the programs originated
within the child welfare system. The treatment approaches vary, and usually involve
a combination of individual psychotherapy, group therapy and behavior modification,
There has also been an increase in family therapy, with a recognition of the
importance of this service if youngsters are to be able to successfully return to their
homes, Some programs, particularly those that serve adolescents, have also
incorporated vocational training and Wwork experiences as part of their overall
treatment program. Recrcation is another important aspect of the services provided
by therapeutic group care programs.

There can be considerable variability in intensity of treatment among therapeutic
group homes. Some programs are desigied to handle children with more difficult
problems, and have more staff per child, keep the number of children in the home o
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a relatively small number (for example, North Carolina has group homes for no more
than five children), and provide more structured interventions.

The cost of therapcutic group carc programs is variable. Individual group homes
which serve fewer youngsters are more likely to have costs in the range of $100 to
$150 per day, whereas agencics operating multiple group homes often are able to keep
their per diem costs to well under $100. The key variables in cost, of course, are the
intensity of the treatment program and the ratio of staff to youngsters within the
program.

It is important to notc that therc is a shortage of cffcctiveness rescarch on
therapcutic group home programs specifically targeted at cmotionally disturbed
children. There has been extensive research on the teaching family program, but the
research has primarily focused on services for delinquent children. Interestingly
enocugh, the rescarch seems to suggest that the program produces positive gains in the
youngsters served while they arc in the program in comparison to other group homes,
but that the gains arc not maintained after discharge (Kirigin, Braukmann, Atwater &
Wolfe, 1982). The issuc of achieving lasting results from residential care is a critical
one.

THERAPEUTIC CAMP SERVICES

Therapcutic camp services can be considered a special category of thecrapeutic group
care. Becausc camps appear to be growing in numbers and have some unique

featurcs, they are considercd a scparate component of the mental hcalth services
dimension.

In therapcutic camp programs, youngsters and staff live together in a wilderness
situation, The very nature of the living situation presumably requires more
responsible and independent behavior from the youngsters than is required in a more
traditional residential sctting. A hcavy emphasis is placed on encouraging cach
youngster to be a contributing member of the group in order to help to take care of
the basic necessities ol living including food and shelter.

Within wilderness camp programs, & particularly strong focus is often placed on group
process. Group mectings may be held not only at regularly scheculed intervals, but
also as special problems devclop that require attention. The treatment emphasis is on
dealing with immediate situations of both a social and nonsocial nature, and the group
is used to help individuals who arc expericncing special problems.

The degreec to which family therapy and special cducation are cmphasized in
therapeutic camps varics from program to program. Lilke other therapeutic group care
programs, however, wilderness camp programs arc showing greater recognition of the
nced to involve familics. This requires special cfforts since the programs are, by
definition, not located within the commiunt.ies “rom which the youngsters come. Onc
approach is to have the youngsters return home to their families on a periodic basis.
In addition, programs are beginning to send counselors to the families in order to
involve them in the treatment to a greater degree.

These programs have the potential for helping youngsters to acquirc skills and
attitudes that may assist them to bccome self-reliant and to prepare for independence.
However, the very distinctiveness of the enviromuaent of these programs offers both
advantages and disadvantages. Advantages may be that the programs provide
youngsters with chailenging situations in which they have the opportunity to accept
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significant responsibilities, and they place youngsters in environments sufficiently
different from their typical surroundings so that new habits may be more casily
acquired. The major disadvantage is that given the uniqueness of the therapeutic
environment, both the social environment with the cohesive peer group and the
physical environment, "he task of generalizing gains made in the treatment program
back to the youngster's home community may be more difficult.

The approach of creating special environments and activities for emotionally disturbed
youngstcrs scems to be increasing.  In addition to wilderness camping, there are
programs that are devcloping other special features, such as water and marine
activitics and equestrian activities. Many camps for emotionally disturbed children
combine therapeutic activitics and programs with a wide variety of recreational
activities,

One of the larger wilderness camp programs is the Eckerd Camps, which operates five
facilities in Florida as well as programs in othcr states such as North Carolina,
Another model in this category is the Outward Bound program which has its main site
in Pennsylvania and has expanded to other states as well,  Such programs are
developing not only within the mental health system but also within the juvenile
justice system.

The growth in these programs suggests that they are filling a neced in the system of
services.  To date, like many other components in the system of care, rigorous
cvaluations have not yet been conducted to permit a determination of both the short-
terra and long-term effectiveness of therapeutic camps.

INGEPENDENT LIVINS JERVICES

Recently, there has been increcased recognition of the importance of decveloping
specific services to help adolescents make the transition to independent living. This
recognition can be observed not only within the mental health system but also within
the education and child welfare systems, In the special education system in
particular, a priority goal is the development of services for handicapped children to
help them make the transitien from secondary education to work (Will, 1984).

The types of "transition" services that are nceded involve both prcparation to live
more independently (particularly for youngsters who have no viable family to live with
and who cease to be ecligible for the services they are receiving when they turn 18)
and preparation for paid employment. The preparation for employment requires the
close involvement of the vocational education component of school systems, vocational
rehabilitation agencies and job training programs.

To assist i. preparing youngsters for independent living, therapcutic group care
programs, residential treatment centers and day treatment programs are placing an
increcsed emphasis on vocational training and work experience along with training in
skills of independent living. Some day treatment programs, such as the City Lights
program in Washington, D.C. (Tolmach, 1985), are not only emphasizing these skills in
their prograins but are also comtinuing to serve youngsters until they reach the age
of 22. This crossing of traditional age boundaries is not only permissible under the
Education for All Handicapped Children’s Act (P.L. 94-142), but is highly desirable for
adolescents and young adults with serious and multiple problems and nceds.

Irn addition, many states and communities are beginning to develop a ranpe of
residential secrvices to help youngsters to make the transition to independent living.
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These services are new, and there is little information available about them at this
time. However, within some areas of the Willie M. program in North Carolina, there
appears to be a particularly strong focus on such services (Timmons, 1986).

One component of the range of residential services is a therapeutic grocup home
situation that specifically serves older adolescents and involves training to prepare
youngsters in the types of skills they will need for independent living. These
programs have an explicit focus on the information and skills needed for individuals
to successfully handle their needs when they are living on their own. Such skills are
needed to manage financial, medical, housing, transportation, social/recreational and
other daily living needs.

Another component of this set of services is apartment living with close supervision.
This may involve several youngsters living together or youngsters living alone.
Typically, however, agency staff will have daily contact with each youngster to help
with both' problem resolution and skill development. A staff member may actually live
with the youngsters in the apartment or may live in a nearby apartment to provide
the needed supervision, support and instruction.

The next graduated step after apartment living with close supervision is apartment
living with only moderate supervision. This may involve regular phone contact with
staff or staff visits only once or twice a weck. This arrangement represents a
gradual phasing out of agency contact as individual youngsters demonstrate that they
have acquired the skills needed to live independently. It is ~i'ten the last step before
some youngsters actually live on their own with no formal sv - .rvision.

There is much work needed both in the area of preparation for the transition to
employment and preparation for the transition to independent living. These can be
very difficult goals to achieve for any youngster at the age of 18 or 19, but are
particularly difficult for youngsters with emotional problems who may be without
strong family support and may have minimal financial resources. Yet without
specialized services to assist in this transition, many youngsters will remain
unnecessarily dependent upon families and/or agencies as they enter adulthood.

RESIDENTIAL TREATMENT SERVICES

The difficulty in distinguishing the services provided in residential trcatment centers
(RTCs) from other residential services is illustrated by NIMH, which issues periodic
reports on the characteristics of residential treatment centers. A 1983 report
indicates that, "a problem in defining the universe of these facilities has always
existed, that is, which facilities to include and which to exclude. This problem has
been minimal with respect to highly structured RTCs which follow more of a medical
model and function more like psychiatric hospitals. At the other end of the
spectrum, wherc it is sometimes difficult to distinguish RTCs from boarding homes,
halfway houscs, group homes, foster care homes, homes and schools for delinquents
and the like, the problem of inclusion or exclusion has been more pronounced”
(Redich & Witkin, 1983). This difficulty has led to changes in the definitions used by
NIMH over the years.

The .cport further states that "residential treatment centers for emotionally disturbed
children are a somewhat heterogencous group of mental health facilitics which have
one characteristic in common, that is, the provision of round-the-clock treatment and
car¢ to pecrsons primarily under 18 years of age who are diagnosed as having an
cmotional or mental disorder . .. RTCs are in many ways similar to psychiatric
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hospitals for children, but . .. hospital facilities are gcnerally more psychiatrically
and medically-oriented than RTCs and are usually licensed as hospitals by the Statc in
which they opcrate” (Redich & Witkin, 1983).

Within recent years there has been an increasing trend towards chains of RTCs and
psychiatric hospitals. This includes weil-known programs such as Devercux and Brown
Schools. The primary source of support for such programs is third-party payments
from private insurance companies with additional monics often coming from payments
by public agencies.

RTCs often include a variety of different units that vary in degree of restrictiveness
and security. For example, RTCs frequently have a unit that is highly secure and has
a higher staff to clicnt ratio than the other units. This unit is typically used for
youngsters in crisis, who are at risk for running away or who present VCry Sscrious
management problems. Sometimes the more sccure unit is also used at the time of
admission.for a youngster until a thorough cvaluation is donc and a placement is made
in an alternative unit.

Some RTCs are organized around one large building or facility. Others arc organized
as a number of smaller cottages or units located on a campus. Campus types of
programs may have ten or more such cottages or units. Typically, the children arc
divided so that they live in smaller groups with no more than 16 children. Often the’
individual living units have smaller capacities than 16 and resemble individual
therapeutic group homes.

Campus types of programs with multiple living units arc generally able fo serve a
wider variety of youngsters. Frequently, they have units for younger chiiu:cn, and
other units for older children. They may even have specialized units designed to help
older adolescents prepare for independent living,

Some campus types of RTCs place a major emphasis on the development of a strong
sense of cohesiveness and group identity throughout the campus, and featurc many
"central” services.  Youngsters may comec together for meals and for recreational
activities, for cxample. There may also be a central laundry, and a singlc educational
system. Within othcr campuses, each unit functions more autonomously. Mecals may
be prepared by staff and youngsters on the unit itself, and the laundry may also be
donc within the unit.

As noted, in contrast to therapcutic group care programs, RTCs tend to offer a
stronger medical component. However, in their recent study of residential and day
trcatment programs, Isaacs and Goldman (1985) noted a trend among RTCs to adopt a
more psychosocial rather than medical approach. Other treatment components
provided by RTCs include individual, group and family therapy, bechavior modification,
special cducation and rccreational therapy. Although the philosophy and models that
guide RTCs vary, there are two models that have influenced many of these programs.
Onc is the philosophy of milicu therapy, and the other is the Re-Education (or Re-Ed)
modecl.

The concept of cstablishing a therapeutic milicu is the guiding philosophy in many
RTCs. A complete school program cmploying special education techniques is an
important component of cvery child's treatment plan along with individual and group
thcrapy and other services. These interventions are all viewed as components of the
total therapeutic milicu which has been cstablished as the environment in which the
child can deal with his or her cmotional problems. Treatment extends to the child’s
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living arrangement where the staff is clinicilly trained to be part of the ongoing
therapeutic intervention,

A diffcrent approach was taken by Nicholas Hobbs and his colleagues in the 1960s in
cstablishing Project Re-Ed (Hobbs, 1979). This model focuses on the present and
emphasizes building competencies. The Re-Ed model has been implemented widely. An
example of the Re-Ed model can be seen at the Whitaker School in North Carolina
(Isaacs & Goldman, 19835). RTCs based on this model also offer residential,
cducational and clinical components that combine to support a total ccological
treatment environment. The Re-Ed approach also serves as the basis for other
programs such as day treatment and therapeutic group homes.

Often RTCs have their own schools, either operated independently or in conjunction
with the local school system. This can provide the flexibility of developing a more
intense campus-based program for those youngsters who require it, while allowing
those children who are functioning at higher levels to attend school in the community.

The cost for RTCs is variable, denending partly upon the facility and partly upon the
specific services that a. individual child receives. For example, within the same
facility there may be a higher cost for youngsters requiring more one-to-one attention
than for those who can function in a group setting. Most RTCs charge a minimum of
$100 per day, and it is most unusual for fees to excee $300 per day.

RTCs, particularly those with well-known reputations and multiple sites, frequently
receive placements of youngsters from other states. For some states, this process of
placing youngsters in centers out of state has proven to be a convenient, short-run
solution to the problem of inadequate services within their own state. As the number
of out-of-state placements has grown in some states, and the overall cost of these
placemenrts has increased, there has becn increasing concern expressed. This has led
to efforts in several states to decrease their reliance on out-of-state placements.

Placing a youngster in facilities located a considerable distance from his or her
community creates problems in maintaining contacts with family, school and other key
persons and agencies in the community. This can be disorienting and disruptive for
children, and may also make the transition out of residential trecatment, when it does
come about, more difficult.

Partly for this reason, and partly for economic rcasons, there has been considerable
criticism of the practice of placing youngsters at considerable distances from their
homes. RTCs have often bcen the target of this criticism. In reality, however, this
problem is created primarily by system deficiencies, rather than by RTCs or other
treatment facilities.

As the trend toward community-based services increases, states are making cfforts to
attract RTCs to their major population areas. The value of this approach depends
upon the overall cffectiveness of the programs an+d on their proper use by the
communitiés, Their very availability and proximity ma, contribute to their overuse by
communitics, and detract from efforts by communities to develop full systems of
service which include strong nonresidential components.

To somec extent, residentia’ treatment is being used for youngsters not only to mecet
their treatment nceds, but also to mcct their nced for a living situation. It has been
suggested that the presence cr absence of a family may be as important in
determining the type of trcatment a youngster rcceives as the actual problems of the
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child (Fricdman & Strect, 1985a). Rescarch on over 500 children in residential
placements in Florida showed that in only 11 percent of the cases were both
biological parents still together, and in only 26 percent did the treatment facility
believe that a rcturn home was possible for the youngster (Eberly, Kutash, &
Friedman, 1984). When a follow-up of this group was done, it was dectermined that
only 31 percent actually did return home after discharge (HRS, 1985).

In Massachusctts, a study of 114 youngsters in state hospitals indicated that 60 of
them no longer necded to be placed in the hospital in order to receive trcatment and
were rcady for discharge as long as a discharge placement could be identificd (Mikula,
1986). In Ncw Jersey, the category of Discharged Pending Placement (DPP) exists
specifically for youngsters who no longer rcquire residential trcatment scrvices but
remain in the sctting becausc they lack a discharge placement. This underscores the
nced for a close connection between child welfare and mental health services as well
as the nced for special work to be donc to develop discharge placements.

The cffectiveness of residential treatment for emotionally disturbed children is still
largely an unresolved matter as the number of well-done studies is small. Recent
reviews have examined residential and inpaticnt treatment both for children and
adolescents (Blotcky, Dimperio & Gossett, 1984; Gossett, Lewis & Barnhart, 1983).
While these reviews have indicated positive gains in many youngsters, mecthodological
deficiencics make it difficult to interpret the data. An additional problem in assessing
outcomc is that by the time youngsters arc placed in residential care, often their
problems have been long-standing and are quite severe. Success rates with very

scrious problems cannot be expected to be as high as they would be with less serious
problems.

The general issue of discharge placements and aftercare services is closely tied to the
cffectiveness of residential services.  For example, Bloom and Hopewell (1982)
concluded in their research that the major differences between recidivist and
nonrccidivist groups following discharge were due to the post-discharge rcsources
available to the youngsters. They concluded that, "Educational and vocational
placements are likely to be the most potent forces we have available to interrupt an
historical pattern of chronic psychiatric hospitalization. The results of this study
provide empirical support . .. for the call for case managers, mutual planning, and
educational placements of high quality for hospitalized adolescents rcentering their
communities. In addition, this study strongly suggests that familics must receive the
support scrvices necessary to maintain their own structural integrity . .. ii chronic
revolving door patienthood . . . is to be avoided."

The concept of continuity of care is critical with respect to RTCs. In fact, in a
follow-up study of adolescents in residential trcatment, Lewis, Shanok Klatskin and
Osborne (1980) conclude that "residential centers must be prepared, when indicated, to
offer continuity of care through and cven beyond adolescence to certain children.”
These types of findings have led to an increased focus on discharge planning and case
management in the system of care. They have also led to a trend for residential
treatment programs to diversify and offer a varicty of services in order to be better
able to mect the changing needs of their populations. RTCs, for instance, may offer
therapeutic foster care, therapeutic group care, day treatment, casc management and
other nonresidential services to provide ongoing services to youngsters following
discharge (Isaacs & Goldman, 1985).

A rclated issue concerns waiting lists for residential placements. There are three
basic approaches to addressing the waiting list problem. Onc approach is to expand
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the availability of residential services, a second is to develop more alternative
services to reduce the nced for residential placement, and a third is to work towards
more rapid discharge of youngsters alreudy in such placements. It has been estimared
that a significant percentage of youngsters receiving residential services are misplaced
and do not need to be there either because nonresidential services could have kept
them in their homes, or because they are ready for discharge (Friedman & Street,
1985b; Update, 1985d). The cxperience of intcnsive home-based interventions and day
trcatment programs suggests that this is probably an accurate assessment. Given the
high cost of residential treatment, its restrictiveness, and the disruption it creates in
the lives of children and their families, it scems clear that states and communitics
must develop a strong overall system of services so as to restrict the use of
residential placements to only thosc youngsters with the most scrious problems who
have not been 2ble to benefit from other services.

CRISIS RESIDENTIAL SERVICES

The importance of a continuum of crisis and ecmergency services has previously been
discussed, and a range of nonrcsidential crisis services has becen described. In some
cases the nonresidential crisis intervention approaches cannot mcet the needs of
voungsters in acute distress. Crisis services in a nonhospital, residential context may
be able to provide the level of support and intervention necded to resolve the crisis.

The goal of crisis residential services 1s to promote rapid restabilization and return to
the home and community. The programs appcar to share the following characteristics:

o They provide residential placement (shelter) during an acute crisis in a non-
nospital sctting.

0o They arc short-term.

o They provide acute and intensive trcatment,
o They attempt to avert hospitalization,

o They are community-based.

A variety of crisis residential models have been develope”. Sometimes referred to as
“crisis shelter," these residential crisis intervention progiams appear to have a rolc as
altcrnatives to hospitalization. While these programs have been attempted primarily
with an adult population, there is movement toward adapting crisis residential models
for children and adolescents.

Crisis homes, for c¢xample, involve providing crisis services in the homes of ay
persons in the community. Trained therapcutic foster parents might be availabic to
assist youngsters in times of crisis in the foster home sctting. Such a model is in
operation in Vermont. Group settings, such as thcerapeuticigroup homes, might also
have the capacity to provide crisis cesidential serviecs to onc or more youngsters on
an cmergency basis.  In these scttings, strong linkages with psychlatric and other
trained personncl is essential to insurc that the crisis is appropriately haundled.

Crists stabilization urnits represent another type of crisis residential service.  Such

units provide sc:ure carc with close staff supervision and intensive intervention,
They are frequently located in a free-standing facility rather than a hospital, and do
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not have either as many total staff per client, or as high a ratio of medical staff as
hospitals. As a consequence, crisis stabilization services can generally he provided
less expensively than inpatient hospitalization,

To date, there has been little development of such specialized crisis stabilization units
in the children’s mental healta field. The concept has been more widely applied for
adult psychiatric patients. However, states such as Florida and South Carolina have
begun to develop such units in recent years as part of their overall systems of care.
The Children’s Crisis Intervention Service operated by Transitional Residence
Independence Services in Stratford, New Jersey is another example of a specialized
crisis stavilization program for children. In an open setting, children who would
otherwise have been institutionalized are treated and maintained in the community for
a raaximum of 28 days. Staff work intensively with the child and family to resolve
the crisis and to plan for ongoing services.

Since experience with crisis stabilization units in the field is so limited, it is difficult
to describe their characteristics in great detail. They are basically designed for
youngsters in such serious crises that they require a secure residential placement, but
who do not require hospital care.

The length of stay in such facilities ranges from several days to two to four weeks.
During this time, it is important that the family be closely involved in the treatment
process. It is also important that there be aggressive case management seérvices to
facilitate the placement of each youngster back in the community in a less restrictive
setting with all needed services and supports in place.

Data on the effectiveness of crisis residential services are not yet available.
Presumably, however, the effectiveness of such se-‘vices is largely a function of their
coordination and integration with nonresidential crisis services, including careful
screening and intensive crisis counseling as well as with inpatient hospitalization. In
addition, the effectiveness of crisis stabilization is likely to be dependent upon the
availability and accessibility of a range of community services to provide ongoing care
to the child and family following resolution of the crisis.

INPATIENT HOSPITALIZATION

Within a mental health system of care, inpatient hospitalization is typically the most
expensive, the most closely supervised and restrictive service, and the service with
the highest percentage of medical staff. It is reserved for extreme situations, for
youngsters who arc showing serious acute disturbances or particularly perplexing and
difficult ongoing problems.

Three basic uses of inpatient hospitalization for emotionally disturbed children can be
identificd. The first usc is for short-term trcatment and crisis stabilization in cascs
where a child is in acute distress, and possibly presenting a danger to him or herself
or others. In this case, hospitalization may last for only a few days, bui more
typically lasts for several weeks. The availability of short-term hospitalization for a
client in crisis is a very important part of a community-based system of service.
Such a scrvice can provide a much nceded back-up to less restrictive services such as
day trcatment or therapcutic grovp care. Secrvice providers are much more willing to
try youngsters in these less securc and less restrictive service scttings if there is an
emergency back-up facility available and accessible when needed.
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A sccond use of inpatient hospitalization is for purposcs of conducting a
comprchensive cvaluation. Most cvaluations of youngsters can be and should be
conducted on an outpaucnt basis. However, for youngsters who nced special tests,
particularly to identify neurological or biochemical components of their problem, and
for youngsters who arc unable or unwilling to cooperate with an outpatient
cvaluation, admission to a hospital can be nccessary and appropriate.  Such an
admission is usually for a brief period, up to approximately 30 days.

A third usc of inpaticnt hospitalization is for long-term trecatment. The wusc of
inpaticnt hospital scttings for this purpose appcars to be diminishing. Instcad, other
types of residential scttings, such as those already discussed, arc being used morc
frequently with the inpaticnt sctting serving as a back-up when nceded. Sometimes
placements in inpaticnt scttings that arc intended to be short-term cvolve into morc
long-term placements. This most typically results from the absence of any appropriate
discharge placement for the youngster. In some states, statc hospital units cssentially
serve as long-term inpaticnt scttings. In other states, thesc state hospital units serve
morc as short-term units for acute care and crisis stabilization.

Some inpaticnt prcgrams provide specialized services. For example, some emotionally
disturbed and highly aggressive adolescents require intensive trcatment in sccure
trcatment cnvironments. The Trcatment and Rchabilitation (TRY) Unit at the Mendota
Mental Health Institute in Madison, Wisconsin is an examplc of such a specialized
inpatient program (Buzogany, 1985).

Inpatiecnt hospitalization is thec most expensive of the scrvices in the mental hcalth

system. Costs arc typically at lecast $300 per day, and not infrecquently arc as
cxpensive as $500 per day.

Within rccent ycars there have been large increases in the number of adolescents
placed in private inpaticnt psychiatric scttings. Reccent Congressional testimony
indicates that there was a nationwide incrcase of about 450 percent from 10,764
youngsters in 1980 to 48,375 youngsters in 1984 (Miller, 1985; Schwartz, 1985).
Concern has been raised at a Congressional level that, "if such a trend is indeed
taking place, it be for appropriate care, and not just a kind of incarceration" (Miller,
1985). The two issucs that have been raised most frcquently in this regard arc
whether youngsters are being inappropriatcly admitted to these hospitals when they
could be trcated in less restrictive settings, and what the overall quality of care is in
these scttings (Newsweek, 1986; Schwartz, 1986).

A major issuc for states with regard to all residential scttings is to insurc that the
rights of all children are adcquately protected. This is cspecially important for
inpatient hospital scttings because of their restrictiveness. This issuc, which until
recently was focused primarily on public settings, has beccome more and more critical
for private scttings in view of the vast incrcases in the utilization of private
psychiatric facilitics for youngsters.

Many states alrcady have statutes which prohibit placement of children or adolescents
on units with adults. Other statcs go further and prohibit placement of children with
adolescents. Most states have also developed clear zuidelines for the placement of
youngsters in residential settings supported by public funds. The responsibility of
states, however, must now cxtend beyond this to insure adcquate protection of rights
when placements are made directly between families and treatment scttings. A rccent
rcport by the United States General Accounting Office suggests that this is most
likely to be the case with families that have insurance which provides mental health
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coverage (GAO, 1985). The responsibility of states transcends the due process issue,
of course, and includes insuring that there are adeq. ‘= services available within
public and private hospital facilities, and that such services are of acceptable quality.

DIMENSION 2: SOCIAL SERVICES

The second dimension in the system of care includes the social services that may be
needed by severely emotionally disturbed youngsters and their families.  Social
services are provided in order to support the functioning of family units in a variety
of ways, and are often referred to as "family support services." The families of
severely emotionally disturbed children may need various types of support in order to
remain intaci. Families often face muitiple problems along with the stress of coping
with an emotionally disturbed child. When a family unit cannot remain intact, social
services involve the provision of services and arrangements to substitute for the
family. As a result, the social services may be conceptualized as family

support/substitute services, and are often of critical importance for emotionally
disturbed youngsters.

Social services are frequently grouped into the three categories of supportive,
supplementary and substitute services (Kadushin, 1974). Supportive services generally
include supervision of a child in his or her home by a protective service worker,
often coupled with treatment in a child guidance, mental health or family service
clinic. Supplementary services include such services as income maintenance and home
aid services including homemaker, caretaker and parent aide approaches. Substitute
services, the most extreme type of social service, involve a variety of types of out-
of-home placements designed either to be temporary (shelter and foster care) or
permanent (adoption).  Substitute services are intended for youngsters for whom
supportive and supplcmcntary services have not proven adequate to reduce the danger
to the child of remaining in his or her home. As emphasized at the First White
House Conference on Children in 1909, children should not be deprived of living with
their parents except for "urgent and compelling reasons” (Kadushin, 1974).

Table 3 displays the services in the social service dimension, grouped within the three

major areas of supportive, supplementary and substitute services. Each of the social
services is briefly discussed below.

SUPPORTIVE SERVICES:

PROTECTIVE SERVICES

Protective services are designed to protect children and to "prevent neglect, abuse
and exploitation of children by reaching out with social services to stabilize family
life. [Such services) seek to preserve the family unit by strcngthcmng parental
capacity and ability to provide good child care. Its special attention is focused on
families where unresolved problems have produced visible signs of neglect or abuse
and the home situation presents actual and potentially greater hazard to the physical
or emotional well-being of children" (American Humane Association, 1967).

The provision of protective services follows a "complaint" or referral, frequently from
a source outside the family although often initiated by a child him or herself. If the
complaint of some typc of abuse, neglect or abandonment is found to be supported,
then protective services may be initiated. Such services are lnkcly to be provided if
it is determined that the child can safely continue to remain at home, but that
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TABLE 3

DIMENSION II: SOCIAL SERVICES

SUPPORTIVE SERVICES:

PROTECTIVE SERVICES

SUPPLEMENTARY SERVICES:
FINANCIAL ASSISTANCE
HOME AID SERVICES

RESPITE CARE

SUBSTITUTE SERVICES:

SHELTER SERVICES
FOSTER CARE

ADOQPTION

’—\

!
MUNTAL
HEALTH

SERVIC:S

v
OPERATIONAL
SERVICES

\1
RECREATIONAL
SERVICES

EDUCATIONAL
SERVICES

v

HEALTH
SERVICES
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supervision of the family is nceded to insure the child’s safcty and to assist the
family in overcoming the problems that led to the maltrcatment.  The service
continues until the child is no longer considered to be at risk of being mistrcated.

In addition to the scrvices they provide themselves, protective services workers may
make referrals to mental health and family service agencics for counscling and other
services. They may also seck other services to assist the family, such as financial
assistance, work training, homecmaker services and day care. If, howecver, the
combination of services docs not prove effective in protecting the child, then the
next step is for the child to be removed to an out-of-home placement.

Within the past 20 years, there have been enormous and rapid increases in the numbcer
of complaints of child maltrcatment. During the four ycar period beginning in 1962,
after Henry Kempe had called public attention to the problem of the "battered child,”
(Kempe, Silverman, Steele, Droegemueller & Silver, 1962), legislatures of all 50 states
passcd statutes against the abuse of children by their caretakers (Pfohl, 1977). Laws
requiring that both citizens and professionals report suspected incidents of abuse and
neglect proliferated, and mechanisms to facilitate such reports, such as toll-frce phone
lincs, became commonplace. Perhaps the most dramatic illustration of the effects of
the new reporting laws and procedures was in Florida where the number of reports of
abuse and neglect increased from 17 statewide in 1970 to over 19,000 in 1971 after a
new rcporting system was implemented and widely publicized (Friedman, Lardieri,
McNair, Quick, Repctoksy & Stoops, 1981).

With the cnormous increascs both in supported and unsupported coniplaints of abuse
and ncglect, the entire child welfare system has become strained. Intake workers,
charged with the responsibility of conducting the immediate investigation of such
complaints, and protective service workers have cxperienced large increases in their
caseloads and incrcasing demands on their time. These increases have interfered with
the delivery of rapid, comprehensive and effective services.

Research has indicated a high rate of abusc and neglect among youngsters with
scrious emotional disturbances. For example, a study of youngsters 1 residential care
in Florida found that of those cases for whom informatior, was available,
approximatcly 80 percent had documented historics of abuse and about 80 percent had
histories of neglect (Eberly, Kutash & Friedman, 1984). Effective services for abused
and neglected children and their families and, effective liaisons between mental health
and protective services workers are clearly important to an effective system of care.

SUPPLEMENTARY SERVICES:

FINANCIAL ASSISTANCE

Historicaliy in our country, poverty and the inability of families to financially care
for their children have been acceptable rcasons for removing children from their
homes. This practice incrcased with the shift from a rural, agrariar culture in which
children could be an economic asset to a family, to an industrialized, urban culture in
which children were a significant cost to families. In the late 19th century, onc of
the typical ways in which homeless children were cared for was through placement in
almshouses. In addition, children from citics were often "placed out" with farm
families in an cxchange of child labor for child care. For example, it is cstimated
that between 1854 and 1929 over 100,000 New York children were s0 placed m “free
foster homes" in the midwes' (Kadushin, 1974).
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The 1909 White House Conference on Children declared that poverty alone was
insufficient cause for children to be removed from their families. To help make this
declaration more of a reality, states began passing laws providing financial relief to
families with no father, and by 1921 40 states had enacted such legislation (Kadushin,
1974).

Financial assistance remains an essential supplemental social service for families that
helps to keep families intact. With large increases in recent years in the number of
households with a single parent, and with over 20 percent of children found to be
living in poverty, financial assistance assumes even greater importance today as a
social service.

One of the arcas of inconsistency among states is whether such financial assistance is
provided only to single parent housecholds or to two parent houscholds. The provision
of such assistance solely to single parent houscholds has been criticized.  This
practice may destabilize families by creating a disincentive to married couples in
financial distress remaining together and to unmarried parents getting married.

HOME AID SERVICES

The general goal of home aid services is to strengthen families and to help keep them
intact by providing assistance in the home., Typically, home aid is provided by
nonprofessionals. Home aid services ar¢ generally divided into the following three
categories -- homemaker services, caretaker services and parent aide services.

Homemaker services involve providing assistance in the home with genecral
housekeeping and homemaking responsibilitics. Such services can be provided on a
short-tcrm and emergency basis. For example, a single parent may be injured or ill
and unable to carc for kis or her children and househnld on a temporary basis. An
cmergency homemaker can go into the home to handle these responsibilities on a
temporary basis, thereby allowing the children to remain at home while the parent
recuperates.

Homemaker services can also be provided on a longer-term basis. A parent, perhaps
because of ongoing physical or mental limitations, may neced assistance with children
and household responsibilities. A homemaker may come to the home one or morc
times ecach week to assist the pzrent. Again, this may help the children to remain at
home, and may also provide a useful model both to the parent and children.

Such homemaker services, particularly on an emergency basis, werc an important part
of the Comprehensive Emergency Services System for Neglected and Abused Children
developsd in Nushville in the early 1970s (Burt & Balyeat, 1975). This project
demonstrated that by acveloping 4 system of emergency responscs to assist families in
distress, it was possible to markedly reduce the number of children removed from
their parents, tven on a temporary basis.

Effective homemaker programs recquire careful recruitment, training and sclection of
homemakers.  Particularly if the service is to be used on an emergency basis, it is

essential that there be a cadre of trained individuals ready to provide services on a
short notice.

Caretaker programs are designed to provide an adult in<the home for bricf periods of
time when the parent(s) is unavailable. This can be on a planned or unplanned basis.
For example, a parent may need to go into the hospital overnight or for several days,
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If the parent is without adequate resources to care for the children, then the children
may be temporarily removed from their home. This can add to the stress the children
are already under due to having a parent in the hospital. As an alternative, a
caretaker can come intc the home and live with the children for a brief period of
time, thereby preventing the need for the children to be moved.

Sometimes the neced for a caretaker develops on an unplanned basis. A parent is
suddenly injured or taken ill, and needs to be in the hospital or must respond to an
emergency situation of some type. If a trained group of emergency carctakers is
available, as in the Comprehensive Emergency Services model in Nashille (Burt &
Balyeat, 1975), then a carctaker can go to stay with the children. Sometimes the
length of time the caretaker may neced to stay with the children is very brief. It may
be only a matter of hours before a relative can be found to care for thc children,
However brief this time period, it is helpful to be able to keep the children in the
familiar surroundings of their home.

Parent aide services are typically a planned service of providing o trained
nonprofessional to work on an ongoing basis with an abusive, or potentially abusive
parent. This service is based on the finding that abusive parents are¢ frequently
isolated and lacking in social supports (Fricdman, 1975). The program is designed to
provide an adult whose main purpose is to be supportive of the parent in the belief
that such support will reduce the likelihood of the parent mistreating a child.

The adult is typically a volunteer, although this is not always the casc. The adult
may spend time just sitting and talking with a parent, having a cup of coffece, going
shopping together, playing with the children together or whatever the parent seems
to want to do and is comfortable with., This program is one c¢xample of making
constructive use of volunteers. Evaluations of such programs (Cohn, 1979) indicate
that they are often as effective as more expensive programs in working with either
abusive families or families at risk for abuse.

Home aid services are a valuablec component of the system of care for severely
emotionally disturbed children. The often overwhelming demands and stress of
parenting emotionally disturbed children may necessitate homemaker, carctaker or
parent aide services at various times to provide needed support in the home.

RE: 2ITE CARE

Respite carc is a planned break for parents who arc caring for a difficult child.
Respite care is used both for biological and foster parents, and it can occur as
frequently as weckly. ‘“irained respite parcnts or couns-incs assume the duties of
caregiving and supervising for a brief time period in o14.. to allow the parents a
break from the constant strain of parenting a child with seric's smotional problems.

In some instances, the respite care is provided in the home rather than outside of the
home. This model is akin to the model or a "babysitter It may be for an
afternoon, an evening, overnight or it may be for several days. Respite care can also
be provided in a variety of types of out-of-home settings or by simply having a
worker take a child on an outing for several hours to allow the parent some time at
home alone. Either approach can bc very supportive and helpful for parents who

must cope with the seemingly never ending stresses and demands ¢f . s)ecial needs
child.
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Although respitc care is most frequently provided on a plarned basis, on some
occasions it takes place on an unplanncd basis. This may be the result of a crisis
betweer. the parent and the child, or it may be because a crisis affecting the parent
requircs the parent to be gone for a period of time. For example, the parent may
have to go to the hospital or leave town to care for a sick relative. Just the
knowledgc that respite care is available in case of an emergency can help a parent or
foster parent who is struggling with a difficult child. In cases wnere the crisis is
between a parent and a child, it should be noted that the first response of a social
service or mental health agency should be te provide interventions in thc home
designed to reduce the crisis and keep the family intact.

SUBSTITUTE SERVICES:
SHELTER SERVICES

Shelter scrvices represeint the first of the "substitute" services. Shelter services arc
designed to provide a temporary placement, typically for no more than a few days at
a time. Shelter placements are frequently used when a youngster has first been
removed from his or her home until such timec as a foster home or other placement
can be found or the youngster can be returncd home. Shelter placements are also
uscd when a youngster has been removed from one foster carc placement and is
awaiting another foster care placement.

Shelter placements ar¢ typically either in home settings (including som¢ homes that
also serve as foster homes) or in group settings. The basic service they provide to a
youngster is a safe and secure place to live for a temporary period of time.
However, the time a youngster is in shelter is often a time of crisis. This is
particularly the case for children who have just left their biological parents, or for
those who have left a previous foster home in wihich they had lived for a significant
period of time. At such a time, it is important that counseling services be made
available both to help the youngsters deal with and icarn from the crisis, and to try
to attempt as rapid a reconciliation as is possible between the youngster and the

family he or she has just left. Unfortunately, such counscling services are typically
not available.

Shelter placements, although they are intended to be very bricf, arc often more long-
lasting than originally intended. When this happers, it is primarily because of the
absence of other placements for the youngster. The extended use of shelter
placemenis occurs more frequently with adolescents than with younger children
because placements for adolescents are often harder to find.

One additional typc of short-term placement for youngsters is juvenile detention.
This is typically a lock-up placement for voungsters who have committed offenscs.
The purpose of the placement is to protect the community from any further offenses
by the youngster, and to insure that the youngster is available for any lcgal actr 1
that the courts may deccide to take. Dectention is a sharp contrast to other shelter
services which provide the child with protection from a maltreating parent.

Detention is typically under the jurisdiction of the juvenile justice system. Other
services provided by juvenile justice agencics include probation and commitment to
juvenile correctional programs.  These services are all in response to offenscs
committecd by youngsters (many of whom may be emotionally disturbed), and are
designed to rchabilitate the youngsters at the samc time as insuring that the
community is safe¢ fro .« repcated offenscs. This range of juvenile justice services is
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also critical for the development of effective systems of service for cmotionally
disturbed children and adolescents.

A recent national meeting, sponsored by the State Mcntal Health Representatives for
Children and Youth and NIMH addressed issues concerning the rclationship between
juvenile justice agencies and mental health agencics in providing services for
youngsters who have committed illcgal acts. As with many of the scrvices already
described, it was concluded that youngsters often require both types of services, toth
types of agencics have an important role to play, and collaborative efforts should be
encouraged (Update, 1985b; Isaacs, 1985).

Detention placements, in particular, can represent a crisis time for a youngster. They
typically occur immediately after an arrest has becen made, and often represent the
first such placement for a youngster. Additionally, dctention centers tend to be
extremely restrictive. Rescarch indicates that youngsters placed in detention have a
variety of types cf n. :ntal health and substancc abusc problems (Dcmbo, Dertke,
LaVoic, Borders, Washburn & Schmcidler, 1985), and have frequently been abused as
well. Counseling services for youngsters at this critical time are often lacking, but
can be very helpful not only in dealing with immecdiate necds, but in helping to
prevent futurc delinquent behavior. Model programs in Ventura County, California
(Feltman, 1986) and Hillsborough County, Florida (Dembo, Washburn, Broskowski,
Getreu & Berry, 1986) are providing such counseling services for dctainces.

FOSTER CARE

Foster care in its broadcst sense includes the placement of children in foster family
homes, group homes, group child care facilitics and residential trcatment centers.
These children have been removed from their homes because of abuse, neglect or
cvandonment, and they have either been adjudicated "dependent" by the courts or
voluntarily placed in foster care by their families.

A study bascd on a national survey in 1977 cstimated that therc were about 502,000
children in foster care in the United States (Shynec & Schroeder, 1978). Of this
group, 395,000 were living in foster family homes while 35,000 were in group homes,
29,000 in residential trcatment centers and 43,000 in child carc institutions. These
numbers revealed an enormous incrcase in the use of foster carc in the 1960s and
1970s. Between 1961, when an earlicr national study had been conducted (Jeter, 1963)
and 1977, the number of children in foster homes jumped from 132,000 to about three
times that many (395,000). During this same time period, the population of children
under age 18 in the United States incrcased by only 4 percent. More recent
estimates are that there are about 270,000 children in foster carc (Sudia, 1986).

Over the last decade, concern was raised not only about the large numbers of
youngsters entcring foster care, but also about the many youngsters who were
remaining in foster carc for long periods of time without careful planning being done
to achicve permanent placements for them. For example, one study asked cascworkers
about the long-range plans for youngsters in their cascload, and found that for 66
percent of the children the plan was foster care until the youngster rcached the age
of majority (Wiltse & Gambrill, 1974). A sccond study, focusing only on adolescents
in foster care, found foster carc until reaching the age of majority to be the plan for
82 percent of the youngsters (Friedman, Quick, Garlock, Hernandez, & Lardicri, 1979).

This problem of youngsters remaining in a placement that was intended to be
temporary for ecxcessive lengths of time became known as "foster carc drift." As
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Maluccio & Fein point out (1983), "Concern about the phenomenon of drift in foster
carec has given rise to the practice cailed permanency planning--the process of taking
prompt, decisive action to maintain children in their own homes or place them
permancntly with other families." Much of the pioneering work of the permanency
planning movement was done at the Regional Pesearch Institute at Portland State
University (Emlen, Lahti, Downs, Glen, McKay, & Downs, 1977). According to this
group, the concept of permanence for a child includes the following features:

o Intent - A child is in a home that is "intended to last i1.definitely."

0 Commitment and continuity - The family is coramitted to the child and continuity
is provided in the child’s relationships with family members.

0 Legal status - Rather than the child being left in limbo, the family provides the
child with a definite legal status.

o Social status - The child no longer suffers from the lower status of being without
a permanent family but now has the status that a family provides.

The concern about the problem of foster care drift and the neced for permanency
planning also gave way to thc passage in 1980 by the U.S. Congress of the Adoption
Assistance and Child Welfare Act (P.L. 96-272). This act was designed td provide
incentives for states to develop preventive services to try to maintain children in
their own families, to provide subsidies to assist in adoption of special needs children,
to periodically and systematically review the status of all children in foster carc, and
to maintain good and complete information systems about children in foster care.

Foster care is an important scrvice for youngsters, and a key component of a
community’s overall system of care for emotionally disturbed children. An effective
foster carc program requires adequate staffing ratios of caseworkers to children, well-
trained caseworkers, a sufficient number of foster homes, carefully recruited and
traincd foster parents, careful case planning, close work with biological parents, and a
varicty of support services for children, biological parents and toster parents. A
relatively detailed set of standards for foster care was developed by the Federal
government in conjurction with the American Public Welfare Association (1979) for
use by states in assessing their foster care services.

Therapeutic foster care as a special mental health service was discussed previously.
Many more children in foster care could benefit from the specialized services of such
therapcutic programs than typically reccive them. As a consequence of the lack of
resources available to foster care programs, youngsters who have already suffered the
trauma of being removed from their biological parents often are placed in overcrowded
or inadequate nomes, bounce from one home to ~nother, do not receive the types of
services they nced, and, as a result, develop even more serious problems. The need
for strong foster care services is essential if an effective system of care both to
prevent and treat youngsters with emotional problems is to be developed.

ADOPTION

In contrast to other substitute placements, adoption is intended to be a permanent
rather than a temporary placement. It is designed for those situaticns in which
return to the biological parents is unlikely for a youngster. In such situations, the
biological parcnts may have abandoned the child and their whereabouts are unknown,
thcy may have indicated a lack of willingness to have the child back, they may
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continue to practice the same types of behaviors that placed the child at risk or
resulted in abuse before, or they may have refused to make the types of changes
neceded for the child to return home.

A major concern related to the child welfare system in the 1960s and 1970s was that
in cases where it did not appear that the child would ever be able to return home to
the biological parents, agencies were slow to initiate proceedings to terminate the
rights of the parent so that the child was freed for adoption. Contributing to thc
problem was the fact that judges were often rcluctant to go along with procecdings
to terminatc parental rights, and proper statutes and policies were not in place to
facilitate this process. Also lacking were procedurcs to insure that adequate efforts
were made to assist biological parents before requests to terminate their rights were
made.

As reported in the 1979 report of the National Commission on Children in Need of -
Parents, "The coarse of wisdom in dealing with an uprooted child is to try to return
that child to his or her original home, or, where this is not possible or sensible, to
have the courts make a timely determination that the parents’ rights are terminated
and the child is free to be adopted." This issue was a major focus of the 1980
Adoption Assistance and Child Welfare Act which also prompted states to provide
adoption subsidies to assist in the adoption of special needs children (e.g., children
with physical or emotional handicaps, sibling groups, older children and minority
children). The adoption subsidies were designed both to assist low income families
(some of whom were foster families) to be able to afford to adopt a special needs
child, and to assist families in adopting children whose physical condition might result
in excessive medical expenses.

In the past ten years, there has been significant progress in adoption of children with
special needs. Often times, children with very serious handicaps, who previously
might have been considered "unadoptable" have been placed. Adoption of special
needs children, however, is not easy either for the child or the adopting family.
Services above and beyond what have traditionally been provided to families who
adopt healthy infants are often needed.

In Mercer County, Pennsylvania, a special project of the Children’s Aid Society is
focusing on the need for mental health services in the adoption process. An example
of their activities is a conference on "Mental Health Strategies with Adoptive
Families" to share programs and ideas for meeting the mental health needs of adopted
children and their families. The Mental Health Association in Butler County,

Pennsylvania provides training and resource materials for mental health professionals
on issues related to foster care and adoption.

Further, as more children with scrious problems are placed in adoptive homes, it is
not surprising that there are more "adoptive failures" in which the youngster is
returncd to the custody of the social service agency. Such failures not oni,
emphasize the difficulty of such adoptions, but also underscore the need for additional
mental health services for the child. The experience of leaving a placement that was
designed and intended to be permanent can be extremely traumatic.

Adoption, particularly of special needs children, is another important component of an
effective system of care for emotionally disturbed children. It is yet another area,
like all of the other social services that requires interagency planning and

collaboration in order to insure that the full range of services needed by a child and
family are provided.



DIMENSION 3: EDUCATIONAL SERVICES

The cducational system plays a critical role in the development of all children. It can
help to promote hcalthy growth and deveclopment, prevent emotional and behavioral
problems, identify children at an early age who are showing such problems, and
provide services to help children with special problems. Like all children, ecmotionally
disturbed chiidren are entitled to an education. In most casecs, however, special
educational programs and scrvices are rcquired in order to help them to lecarn.
Conscquently, a strong educational dimension is crucial to an cffective system of care
for troubled children. The educational services dimension is displayed on Table 4.

The major piece of Federal legislation affecting services for seriously cmotionally
disturbed children is the Education for All Handicapped Children Act (P.L. 94-142),
passcd by the United Statcs Congress in 1975. This landmark legislation was designed
to guarantec the right of all children, regardless of any handicap, to a free and
appropriate cducation.

Onec of the purposes of the law was to cstablish responsibility for serving handicapped
children. In the abscnce of clear responsibility, handicapped children were cither
inadcquatcly served within .he public schools or were excluded from participating in
the schools. The law stipulates that schools are responsible for providing an
education for all handicapped children. It includes a number of protections for
children during the identification and cecrtification process, and rcquires that an
individualized cducational plan be developed for each child identified as handicapped
under P.L. 94-142,

The law further states that schools are responsible for providing rclated services such
as "transportation, and such decvclopmental, corrective, and other supportive scrvices
(including specch pathology and audiology, psychological services, physical and
occupational thecrapy, recrcation, and medical and counscling services, except that
medical services shall be for diagnostic and cvaluation purnoses only) as may be
required to assist a handicapped child to benefit from special education." Despite this
language, however, there remains substantial confusion about whether schools are in
fact obligated to pay for psychothcrapy or counscling. Conscquently, children are
often not receiving necded psychotherapy or counseling services (Knitzer, 1982).

A similar problem cxists with regard to residential trcatment for severcly emotionally
disturbed children. Despite the atiempt to clarify responsibility through P.L. 94-142,
in practice there is little consensus concerning payment for such services. In some
statcs and communitics there is a specific cost-sharing agreement between cducation
and mental health agencies for residential placement, while in many states the problem
has not yet been resolved.

Data rclcased by the U.S. Department of Education indicates that there were 4,366,957
children identified as handicapped during the 1984-85 school year, of whom, 373,307
were identificd as emotionally disturbed (8.54 percent). Overall, emotionally disturbed
children comprise .9 percent of the public school popu]atiqh: While this represents a
gradual increasc since the passage of P.L. 94-142, it has becen noted that these figures
arc considerably below accepted prevalence estimates for severe emotional disturbance
among children (Huntze, 1986).

On¢ of the sources of the discrepancies between the overall prevalence rates for
emotional disturbance and the number of children served in the public schools relates
to children who manifest conduct and bchavior prolL.ems. These youngsters, whose
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TABLE 4

" IMENSION 3: EDUCATIONAL SERVICES

ASSESSMENT & PLANNING
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behavior often includes disruptiveness, aggressiveness and noncompliance, represent a
high proportion of children served in the mental health system as well as the juvenile
justice system.  Within the school system, these children have often been called
"socially maladjusted.” There has been debate about whether they are also
"emotionally disturbed" and what the responsibilitics of the school system are for
these youngsters.  P.L. 94-142 excludes socially maladjusted children from being
considered "handicapped,” unless thcy are also emotionally disturbed or have some
othcr handicapping condition, thereby leaving room for interpretation. The process of
distinguishing betwcen an emotionally disturbed child and a socially maladjusted child
is, at best, very difficult.

In analyzing this situation, Necel and Rutherford (1981) have pointed out that in a
situation of dcfinitional ambiguity, there is no incentive to identify a particular group
of youngsters unless there is an cffective sct of trcatment, training and cducation
procedurcs for them. They indicate that, "No clear definition cxists because of the
confusion between legal, social and educational paramcters. Definitions have been a
problem in many areas, not just with rcgard to the socially maladjusted. A similar
problem has plagued those who try to identify learning disabled children. Definition
cannot be the real complaint. Lack of successful intervention strategies may be the
rcal rcason for the rcluctance to include socially maladjusted children under P.L. 94-
142. If socially maladjusted is acknowledged as a handicap, then these children would
have to be served. They could not be cxcluded or expelled from schools. Thus, the
school would be rcquired to provide programs, and many districts are not surc they
can. It is easicr not to include these children, to rely on the intervention of
cxclusion." It has also been charged that school districts, concerned about cost
containment, are reluctant to allocate additional monies for the special education of
"socially maladjusted" children.

A recent analysis of the data on youngsters identified and served as cmotionally
disturbed in the public schools shows considerable variability among states (Update,
1985¢c). For cxample, in scven states the percentage of handicapped children who
were categorized as emotionally disturbed was at lcast 15 percent and ranged as high
as 28.9 percent in Utah. For scven other states, the percentage of handicapped
children who were identified as emotionally disturbed was less than three percent, and
ranged as low as .08 percent in Mississippi. To fu “4er highlight the inconsistencies
among states, it was found that therc were six stu.., which served more students as
cmotionally disturbed than as mentally retarded (Colorado, Connect’cut, Dclaware, New
Jerscy, New York and Utah), while in seven states there were over seven times as
many mentally retarded students as cmotionally disturbed (Arkansas, Kerntucky,
Indiana, Mississippi, Ciiio, Oklahoma and Vermont).

To guide programs for severcly emotionally disturbed students, each state education
agency develops policies for the state which arc in compliance with P.L. 94-142. 1t is
this sct of policies that local districts use to establish their programs and services
for emotionally disturbed students.

Two clements of P.L. 94-142 arc of particular importance in considering cducation as
a dimension cf the system of care for severely emotionally disturbed children. The
first is the process of identification and certification of children as cligible for
services. The sccond is the concept of service in the least restrictive environment,
Local districts must adherc to specific regulations which define who may be served
under the severely emotionally disturbed label, how they must be identified and how
the type of cducational placement must be determined.
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In the decade that P.L. 94-142 has been in cxistence, scveral cvaluaiions of these
procedurcs have been conducted. An extensive literature describing the results of
these analyses now exists. While it is truc that much controversy cxists over the
process of identification and even over the use of the label "seriously cmotionally
disturbed" (see report by SRA Technologics, 1985), there is general consensus that
P.L. 94-142 has brought about many positive changes in the provision of scrvices to
scverely emotionally disturbed youth.

The procedures and service options used by the educational system in working with
severely emotionally disturbed students are shown on Table 4 and arc reviewed below.
While there are differences from state to state in terminology and procedures, gencral
principles for providing educational services within the system ot carc arc presented.

It should be recalled, however, that in ‘:addition.'*to services for children alrcady
identificd as cmotionally disturbed, schools can and sometimes do provide a range of
services to prevent emotional disturbance or to identify children with problems before
the problems become scrious. Because of the large number of children served by the
schools, and the great impact that schools have on children, schools arc a natural
locus for prevention, carly identification and early intervention efforts. Some of
these cfforts have been described in the preceding sections on prevention and early
intervention. To aid in these efforts, there is an important nced to train tcachers,
through pre-service and in-service cducation programs, to identify, understand and
work with children with emotional problems.

ASSESSMENT & PLANNING

Onc of the major guidelines of P.L. 94-142 prescribes that identification and
placcment of children for special education programs must be the result of an

asscssment by a multidisciplinary team. Further, this assessment must include a
varicty cf mcthods and measures.

Of all the cxceptionalities covered under P.L. 94-142, the lcarning disabled and the
emotionally disturbed categories have presented the most difficulties for diagnosis.
The definition of serious emotional disturbance stated in the Act has been criticized
as becing too gencral and vague (Kauffman, 1985). P.L 94-142 defincs emotional
disturbance as "a condition exhibiting one or more of the following characteristics
over a long pcriod of time and to a marked degree, which adversely affect
cducational performance: (a) an inability to learn which cannot be explained by
intellectual, scnsory, or health factors; (b) an inability to build or maintain
satisfactory intcrpersonal rclationships with peers and teachers; (¢) inappropriate types
of behavior or feclings under normal circumstances; or (d) a tendency to develop

physical symptoms or fecars associated with personal or school problems (Federal
Register, 1977).

In the process of diagnosing scverely emotionally disturbed children, a varicty of
mcthods arc used ranging from obscrvation to behavior checklists to projective tests.
Muany states requirc an cvaluation by a psychiatrist in making a diagnosis of scvere
emotional disturbance. In spite of all these procedures, it should be noted that
experts on best current practice in assessment agree that such decision makine,
regardless of technique used, is somewhat subjective (Wrnad, Johnson & Jenkins, 1986).
Problems of diagnosis notwithstanding, children are eve. .lly identificd by the school
system and placed in a special program for severely emotionally disturbed children.
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Before actually beginning a program, cach child must, by law, have an individual
educational plan (IEP). In the case of a scvercly emotionally disturbed child, the
asscssment team is faced with the issue of balancing "bechavior versus academics.”
There is much variability among programs in the degree of emphasis placed on
addressing thc emotional problem of the child versus academic achicvement. Such
decisions are very often subject to local program constraints, but ncither arca should
be emphasized to the exclusion of the other.

Another area of controversy in the development of IEPs for scvercly emotionally
disturbed children is the rccommendation of psy~hotherapy as a "nccessary related
service  Under the provisions of P.L. 94-142, exceptional students arc cntitled, at
public cost, to those rclated services which are neccssary so that they may benefit
from special education. The issuc of whether or not psychotherapy is such a service
has yect to be resolved. Conscquently, very few children who have been identified as
being seriously emotionally disturbed by the public schools are receiving psychothcrapy
(Grosenick, 1981). This is in spite of data indicating that psychothcrapy for children
docs have a beneficial effect (Casey and Berman, 1985).

The difficultics encountered in identifying and devcloping plans for severely
emotionally disturbed children arc formidable, and are often a source of frustration
for school personncl. However, the barriers to effective scrvice delivery that arise
because of these difficulties are not insurmountable. The human resources burden
placed on the educational system can be alleviated to somec degrec by creative
interagency coordination. For example, placing a mental hcalth professional on the
multidisciplinary team is a relatively easy administrative task that can have a
profound effect on the services provided to severcly erotionally disturbed youth, both
through direct and indirect means. The mental hcalth professional c¢can be
instrumecntal in identifying and accessing mental health services through mechanisms
with which school personnel are not familiar. More indirectly, an in-service training
nced, such as positive approaches to discipline, might be identified and met by the
mental health professional in a consultive relationship with school personnel.

Thus, it is evident that education must be viewed as a compcnent in the system of
care, and that all of the componcnts must be intecractive and complementary for
scrvices to have the maximum possible benefit. Interagency linkages are nccessary
not because of the wcaknesses of the cducational system, but rather because no

agency is capable of meceting the multiple nceds of severcly emoticnally disturbed
children in isolation.

As mentioned previously, the concept of lcast restrictive environment is the guiding
principle in dctermining what type of special cducation service a child shall receive,
The school program {or children with cmotional problems is essentially a continuum of
service dclivery options ranging from resource rooms in regular schools to full-time
placement in a special school. The type of placement is determined when preparing
the IEP, with input from parents and the student if feasible.

Just as the concept of balance was raised in describing the total system of care, the
issuc is rclevant with respect to the education dimension. A school systcm must have
an adequatec number of slots available at cach level of restrictiveness to ensurc that a
child will receive the correct type of placement. If, for example, a school only has
self-contained classes, a child may expcrience difficulty in returning to a regular class
without the transition support that a resource room could supply. Conversely, if a
child is scriously disturbed and there are no openings in a sclf-contained class, the
child may present too much of a challenge for a resource room environment. The
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results may be not cnly delcterious to the child, but aiss to the other children in the
program.

The problem of planning adequate service units is especially difficult for special
education directors since they often have to plan a budget during the preceding
school ycar based on estimates of the number of children in need. A few children
moving into the district and needing placemcnt, along with some ncwly identified
children, can cause a rcal strain on services. Thus, a school district should maintain
a well-balanced continuum of placements with flexibility that will allow for
unanticipated cases.

RESOURCE ROOMS

Many emotionally disturbed children can be adequately served in the schools with the
assistance of a resource room (SRA Technologies, 1986). This is the least restrictive
option and can be used as a support for children with mild or moderate problems who
have been identificd early as well as for those children who are being stepped down
from more restrictive settings. The usual organizational pattern is for the special
teacher to have a fixed roster of students for onc or two instructional periods each
day. During any period, the teacher should have a group small enough to allow for
individual attention. This number is a functicn of the type¢ of children in the class,
but most often ranges from four to six. More children can be served if a teacher
aide is used to assist the resource room teacher. For the maximum teacher flexibility
in dealing with crisis situations, a teacher aidc is indispensible.

In addition to direct service to children, the resource room tcacher can also serve as
a consultant to the regular classroom teachers in the school. This consultive modcl
of service delivery is relatively new and has demonstrated success. The special
cducation teacher generally engages in two types of consultation. The first type of
consultation focuses on those students who are placed in the resource room. In the
second type of consultation, the resource room tcacher consults about other children
by virtue of being accepted as an expert in behavior problems.

In the first case, the teacher/consultant’s goal is to enhance the functioning of the
child in the rcgular classroom situation. The regular tcacher needs information about
the child’s strengths and wcaknesses as well as information about effective mcthods of
motivation. Often, a student is involved in some type of point system which must be
coordinated by the special educator. Frequent communication among all the teachers
involved with the child is . ssential for maximizing success.

When communication is good and the special education teacher is respected by peers,
instances of the second type of consultation will incrcase. In this case, the specialist
it called upon for help with a behavior problem that is vexing a particular tcacher or
parhaps for help with a school-wide problem. In these situations, the specialist can
do much preventive work and can facilitate early identi{ication of ecmotional problems.
Administrators should bec aware of this function of the resource room teacher (or any
special cducation tcacher), and should allow for such consultation when planning
schedules.

SELF-CONTAINED SPECIAL EDUCATION
The next level of restrictiveness on the continuum of cducational placement is full-
time placement in a sclf-contained speccial cducation classrocm. In this type of

placcment, intensive support and supervision are offered in a relatively structured
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environment.  This type of program is appropriate at both the clementary and
sccondary lcvels for children who have serious emotional problems.  Class size
typically does not exceed cight students, and a teacher aide is essential to assist the
special education teacher. The special education teacher in this type of piacement is
responsible for the total cducatioral program of each child. Nonacademic subjects
such as physical education, art and music are ideally taught by specialists, although
this is not always the case, particularly in smallcr school districts.

Since students in self-contained classes have severe problems, their IEPs should
contain wcll-articulated goals and objectives aimed at improved behavior. The
technique most frequently employed to achieve such improvements is some type of
bchavior modification program. There are many other therapeutic techniques used by
teachers, with reality therapy (Glasser, 1969) and self-concept building (Dinkmeyer,
1973) among the most widely used. Parent involvement in these intecrvention
techniques is an important factor in predicting success, and, of course, varies greatly
from school to school.

The teacher is the primary agent of change in sclf-contained classes with some
support offered by a consuitant from a mental heaith agency or from the school
psychologist, guidance counselor or social worker. These mental health professionals
might provide consultation to the special education teacher as well as direct
counseling services to the students. A regular program of group or individual sessions
by these professionals is often provided to students in self-contained classes.

In many cases, children in self-contained classrooms are taking a psychotropic
medication. The teacher should be given adequate information about the effects and
p. sible side effects of such medication. Likewise if a child is receiving
psychotherapy at a community agency or from a private practitioner, there should be
some regular feedback to the teacher to enhance the effectiveness of both the
therapy and the educational program (Casey and Berman, 1985).

While scif-contained classes can be an effective component of the system of care, all
too often administrative procedures diminish their effectiveness (Grosenick & Huntze,
1981). There are two major factors that can compromise the effectivenass of special
cducation classes. First, class size too often exceeds acceptable limits. It should be
acknowledged that the addition of just one morc emotionally disturbed child can cause
a significant problem for the teacher. The second factor relates to class make-up
Therc may be too wide a range in ages or level of functioning within a single class.
This could result, for example, in a situation in an elementary program in which
children from six to twelve years of age arec placed within the same self-contained
class. Educational levels might vary within a high school class such that the recading
level of students ranges from grade cquivalents of 4.0 to 10.5. The teacher in each
of these classes would be hard pressed to develop activities that would appeal to more
than just two or three students, although a hallmark of special education is
individualized educational programming. Extreme variability in the type of emotional
problem of students can also have a negative effect on outcome.

SPECIAL SCHOOLS

In some cases, the emotional problem of the child exceeds that which can be
adequately treated in a classroom within a regular school building. In these
situations, the next option on the continuum of educational placements is a special
school. These schools are nonresidential and provide a full-day educational program
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for cmotionally disturbed children within a facility that is scparate from the regular
school.

Special schools may deliver programs for students with a varicty of handicaps or may
exclusively serve cmotionally disturbed youngsters. These schools somctimes have
intensive mental health components, not unlike day ircatment programs. They often
attempt to address both the mental health and cducational nceds of the child in a
highly specialized and structurcd sctting.

In terms of trcatment and placement within the system of care, special schools are
often viewed as the last alternative before removal from school and community to 2
residential treatment center or school. This ncgative connotation is detrimental not
only to the students currently placed in special schools, but also to the potential for
such schools as a step down from residential placement. In recent years, many
cxemplary special school programs have been established.

HOME-BOUND INSTRUCTION

A much abused, though legal, option for cducating certain scvercly cmotionally
disturbed children is through home-bound instruction (Grosenick & Huatze, 1983).
The school district arranges for the child to receive instruction at home, usually for
no more than five hours a week.

This option is often used in the most serious cases of disruptive behavior, and should
be considered only as a transition to a more cffective and appropriate placement.
Unfortunately, home-bound instruction is too often a transition to dropping-out and
the termination of services. This service should only be used for short-term, time-
limited educational intervention. It is incumbent upon members of multidisciplinary
tcanfs to be vigilant about the potential abuse of home-bound instruction. Situations
in which home-bound instruction is required can be viewed as opportunities to
advocate for more slots in appropriate placements or for new programs to meccet the
nceds of severely emotionally disturbed children.

RESIDENTIAL SCHOOLS

The most restrictive service on the continuum of placements in the cducational system
is a residential school. In most cases, residential schools are not in the child’s home
community, and may even be located in a different state. In making the decision for
such a placement, the multidisciplinary tcam is usually joined by a state level review
committee which must ap rove such a placement.

Residential schools arc intensive treatment centers that are not hospitals, but rather
school-focused programs .t which children reside. It is difficult to differentiate
residential schools from the RTCs described previously, In fact, the differences may
be negligible or largely semantic. A number of RTCs refer to themselves as "schools,”
and both of fer residential, educational and clinical components.

The issues and concerns that surround residential schools are similar to those raised
in discussing residential trcatment. The restrictiveness of the placement, the
difficulty in involving parents in the trcatment program, and the doubts about having
truly exhausted possible community-based alternatives prior to making the placement
are factors that must be taken into account when considering 2 residential school
placement, Residential schools, however, are appropriate to the needs of some
children.
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The major characteristic of residential schools is that the cducational component is
dominant factor in the child’s trcatment plan. It should be noted that these
residential schools for emotionally disturbed children are different from state trairing
schools which are typically sccure residential facilities for adjudicated dclinquents
with an emphasis on the rchabilitation of delinquent bekavior.

ALTERNATIVE PROGRAMS

Some school districts arc beginning to mect the needs of children with cmotional
problems through "alternative" programs, Children served in these programs arc not
formally identified as "emotionally disturbed." There are no established guidelines for
these programs, and they arc not governed by P.u 94-142, Fui her, there arc no
Federal special education funds available to support alternative programs forcing
school districts to operate such programs out of their local budgets.

The advantage offered by alternative cducation programs is flexibility. Many children
in nced of special help are labeled socially maladjusted rather than cmotionally
disturbed. As a result, they are not eligible for placement in a program for the
cmotionally disturbed under P.L. 94-142, Yet thesc youngsters cannot function in the
regular classroom setting, and they become high risks for dropping out. Very often
there are no real differences between these children and those who are diagnosed as
severely emotionally disturbed (Grosenick and Huntze, 1983).

Typically, altcrnative programs opcratc on a small scalc and may have only ont
teacher and an aide. In other cases, school districts may provide a fully staffed and
scparate alternative school. These alternative programs often arc the focus for
creative interagency cooperation. For cxample, the local mental health clinic may
supply staff or a drug and alcohol program may supply a trained therapist. Creative
uscs of staff and facilitics can lead to programs that have rcal impact on troubled
youth and keep them in school (Duchnowski, 1983). As the number of children
identificd as needing services incrcases at a rate faster than budgets increase, school
systems may need to cxplore the creative use of cducational alternatives.

DIMENSION 4: HEALTH SERVICES

Table 5 displays another critical dimension of the overall system of care, that of
general health services.. There is cvidence to indicate that cmotionally disturbed
children and other children involved in specialized public services may have more
health problems and medical needs than the gencral population. For cxample, a study
of children in the most restrictive mental health placements in Floride showed that 17
percent of the youngsters had some type of nervous system disorder, 10 percent had a
skelctal disorder, 14 percent had a sersory dysfunction and 38 percent had some other
medical problem. These figures arc conservative cstimates because they are based
only on information available from casv record reviews. In this sample, 47 pereent of
the youngsters were receiving at least one psychotropic medication (Eberly, Kutash
and Fricdman, 1984). In a study based on clinical cxamination of youngsters in a
public school-operated program for scverely emotionally disturbed youngsters, Silver
(1984) found cvidence of ncurological problems in almost onc third of the group.

It is increasingly reccognized that physical hecalth problems can contribute to,
cxacerbate or underlie emotional disturbances. The detection and treatment of health
impairments ranging from vision and hcaring problems to chronic illnesses is critical
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for all chi'dren, and especially important for children identificd as cmotionally
disturbed.

Health care services for emotionally disturbed children and adolescents arc provided in
various types of settings and facilities. Private health practitioners such as
pediatricians and family practitioners provide a wide range of health services ranging
from preventive and primary carc to long-term carc for chronic medical conditions.
Health care is also provided through public health clinics, hospital outpaticnt clinics,
ambulatory care centers, health maintenance organizations and other facilitics.

Health services provided to scverely emotionally disturbed children and youth should
be comprchensive, encompassing routine hcalth examinations and follow-up carc for
any identified health problems. In addition to the morc typical childhood ailments,
health services must address a host of new hecalth problems which are increasingly
afflicting today’s adolescents. Among these problems are alcohol and drug abuse, teen
pregnancy, sexually transmitted diseases, suicide and violent behavior. The Children’s
Defense Fund (1986) terms these problems “the new morbidity," and reports that they
are among the lcading causes of disability or death among American youth. It can be
assumed that severely emotionally disturbed youth would be at particularly high risk
for many of these health problems.

In response to the changing naturc of the health problems faced by children and
adolescents, a broad array of health services must be brought into the system of
care. Some of the types of health services that should be included in a system of
care are described below, beginning with education and prevention and ranging to
long-term care.

HEALTH EDUCATION AND PREVENTION

The best long-range strategy to promotc good hcalth is a strong program to prcvent
illness. A major part of such a program is health education, taking place in the home
and in the schools. Unfortunately, there is great variability in the availability and
quality of health education programs in the schools, and also in the cxtent to which
parents teach and model good health practices. There is also inconsistency in the
scope of health ec ication efforts. Some programs, conducted not only in schools but
also in youth organizations, are directed cxclusively at physical health problems.
Other programs more broadly aim at issucs of promotion of positive mecntal health,
cducation regarding family life and sex cducation and avoidance of reliance on alcohol
and drugs.

Recent years have seen increased emphasis on such factors as sound dict and cxcrcise
programs for the prevention of hcalth problems. There have also been incrcased
efforts to use educational and media approaches to prevent health problems such as
smoking and alcohol and drug abuse, and, to some extent, pregnancy.

SCREENING AND ASSESSMENT

Screening and asscssment services are designed to promotc carly identification of
potential health problems. Onc of the largest of the screening programs is the
federally-funded Early Periodic Screening and Diagnostic Testing (EPSDT) program
designed for preschool children from low income familics.

Routine health screening and assessment can take place in many other ways as well.
Typically, assessment begins right after birth at the hospital and often is incorporated
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into preschool programs.  Health screening, for cxample, is an important part of
Hcadstart efforts. Screening also takes place when children enter the public schools,
although such screening is often limited to testing for hearirg, vision and speech.
Comprchensive diagnostic assessments arc often provided through specialized health
carc facilities such as the Georgetown University Child Development Center.

Placement in a special program presents an opportune time for health screening.
Often, children receive health assessments upon placement in special programs for
emotionally disturbed youngsters or in out-of-home situations such as foster homes,
group homes or residential treatment centers. Screening is particularly important for
youngsters from low income families who may not have had access to comprchensive
health and dental scrvices throughout their lives.

The identification and trecatment of physical hecalth problems can contribute to
significant changes in the overall emotional and behavioral functioning of youngsters.
For example, for a child to have a dental problem that gocs untreated and becomcs u
source of tcasing from peers can be dcvastating, and the improvement resulting from
treatment for the dental problem can be significant. The provision of such screening
and assecssment to identify problem arcas is critical, and again often (nvolves
collaboration between multiple agencics.

A devclopment that has attracted considerable attention has been the recent ctforts
to develop school-based health clinics, particularly targeted at adolescents (Dryfoos,
1985; Edwards, Steinman, Arnold & Hakanson, 1980: and Kirby, 1985). Such clinics are
intended to make health services more accessible to youngsters, and play an important
role in hecalth screening and assessment as well as in health education and primary
care services. As of early 1986, there were 43 school-based clinics operating in 23
communitics nationwide. Although the specific services offered by such clinics vary,
they typically provide such services as examinations, immunizations, sports physicals,
nutrition education, substance abusec programs, laboratory screenings, family planning
services and prenatal and postpartum care (Nixon & Whiteford, 1986). School-based
he..ih clinics have been shown to be well-utilized by adolescents, and to have an
effect on reducing the rate of adolescent prcgnancy, They typically involve
collaborative efforts of a health agency and a school system. The family planning
activitics of such clinics have created considerable coniroversy in somc¢ communitics,
overshadowing the benefits that can be provided in this and other areas.

PRIMARY CARE

Primary care involves comprehensive health cxaminations by physicians at regular time
periods during a youngster’s growth and devclopment and follow-up care for any
identified health problems. Primary care also includes the routine medical care needed
by all children and adolescents to treat illncsses and other mecdical problems that
inevitably arise. Such care is critical to preventing hcalth problems and to the carly
identification and trcatment of health problems. Primary care can be provided
through a wide varicty of health practitioners and facilities. While pediatriciaas and
family practitioners are most commonly associated with primary hecalth carc for
children, specialists in adolescent medicine are playing a growing role in providing
such health services for adolescents.

The role of the physician in providing primary carc has been gradually changing over
the years. As mecdical advances have made possible the prevention and control of
morc illnesses, there has been a trend for pediatricians and other providers to venture
beyond physical health and to expand their focus to include general developmental
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issues. These developmental issues include the intellectual, social und cmotional
development of the child.

As a result of this expanded focus, primary carc may provide a vchicle for parcnts to
ask questions and receive guidance about all arcas of their child’s development. The
range of knowledge required of physicians has greatly expanded, and there remains
considerable variability in the e¢xtent to which they take a more gencral
developmental approach as opposed to a more restricted medical approach.

Pri'mary carc also encompasses vision and hearing carc as well as basic preventive
dental care. Ideally, children should begin recciving dental check-ups and cleanings
at age three, and should continue to receive such services on an ongoing basis.

For adolescents, a range of additional primary hcalth carc services become critical.
Because of the extraordinarily high rates of teen pregnancy, family planning services
as well as pregnancy testing and counscling cannot be neglected. Approximately half
a million teecnagers became pregnant and gave birth in 1983, with many receiving late
or no prenatal care (Children’s Defense Fund, 1986). Thus, prenatal and postpartum
carc are also nceded hcalth services for adolescents. Screening and treatment of
scxually transmitted discases should also become a routine part of the primary health
carc scrvices provided to adolescents. The failurc to address the reproductive health
nceds of adolescents exposes these youth to long-term physical and emotional hazards
(Wicntzen & Benton, 1983).

In addition to reproductive health scrvices, screening and trcatment of cating
disorders and alcohol and drug abuse arc also cssential primary carc health services.
Many physicians may not be aware of or comfortable dealing with the special health
concerns of adolescents. For this reason, adolescent medicine specialists or
practitioners who are familiar with adolescent problems should be involved in the
system of carc where possible. In addition, other providers within the system of care
should be attuncd to the special health necds of adolescents.

ACUTE CARE

An important part of any system of scrvices for children and adolescents must be
good acute care services for thosec cases where children arc injured or become
scriously ill. The importance of acutec carc services becomes apparent when the rate
of accidents among youngsters is considered. In the adolescent age group, accidents
claim morec lives than all other causes of decath combined (Stone, 1983). Accidents
may involve motor vehicles, drowning, fircarms and poisoning as well as accidents
associated with sports and other recreational activities.

Services for accidents and acute illnesses are gencrally provided on an outpatient
basis, but inpaticnt scrvices must also be available for particularly severc situations.
Such inpatient scrvices arc gencrally provided on specialized pediatric units of
hospitals, or even within specialized children’s hospitals. These specialty units and
hospitals arc designed not only to tend to the medical nceds of the child, but to be
morc responsive to the psychological nceds both of the child and the family.

One of the most often overlooked acute care services is detoxification. Drug and
alcohol abuse among adolescents is pervasive in contemporary socicty. As sc¢rious
alcohol and drug abuse problems arc detected, programs and facilitics for
detoxification and initiation of trcatment arc neceded.  While some yourgsters may
respond to an ambulatory detoxification and trcatment program, others require a
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hospital or residential setting that provides medical management of the detoxification
as well as counseling and other mental health services.

The availability of good acute care services (both medical and dental) is critical for
the effective delivery of out-of-home services to youngsters. Particularly in group
living situations, it becomes important that illnesses be treated as rapidly and
effectively as possible, lest they spread to other youngsters in the residential setting.
Given the proclivity of children for vigorous physical activity and the frequency of
injury, good acute care services are essential. Except for very large residential
facilities or hospitals, acute care is typically provided by formal or informal
agreement between the agency and local physicians, dentists, hospitals and emergency
centers.

LONG-TERM CARE

Although children are typically not considered to be in need of long-term medical
care, there are situations in which such care is needed. There hus been increasing
recognition in recent years that children with chronic ilinesses may be at special risk
for the development of emotional problems because of the stres: created uy the
illness. The stress, of course, is not restricted to the children but includes parcnts
and siblings as well. Collaborative efforts between physical health and mental health
experts have developed both to try to prevent these problems and to treat them as
rapidly and effectively as possible.

Children whose physical health problems are of moderate duration, c.g. six months,
typically require specialized services from schools as well. These services may either
be provided directly in the hospital or in the home. At the same timec as the special
educational services are being provided, it becomes important to be sensitive to the
emotional needs of the child and family.

Mental health professionals may require special training to work with children who
have iong-lasting physical health problems such as hearing and vision impairment and
orthopedic and muscular problems, In particular, communication with severely hearing
impaired children can be a special problem requiring very spccialized treatmnent
programs. With certain low incidence problems, such as hearing impairment combined
with emotional disturbance, it may not be feasible to deveclop community-based
services. The degree of special training required for trecatment and the low incidernce
may indicate the advisability of providing the scrvice in one or two centralized
locations within a state,

Children with special nceds of this sort have tended to be underserved by mental
hecalth professionals, There is increased rccognition, however, that more attention
must be devoted to children with multiple problems including long-standing physical
problems and developmental deficiencics.

DIMENSION 5. YVOCATIONAL SERVICES

Onc of the most ncglcctcd dimensions within an overall system of care for cmotionaliy
disturbed children is vocational services, shown on Table 5. While employment is an
cssential key to successful integration into community life, only one¢-third ot all youth
with disabilities graduates to a job or some form of advanced education (National
Council on the Handicapped, 1986). According to the National Council on the
Handicapped, most school systems in this country do not guide disabled youth into
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cniployment opportunitics. The lack of systematic vocational scrvices is blamed, in
part, for the continued high unemployment rate among persons with disabilities.
Without a strong vocational dimension, the system of carc will fail to prepare
emoiionally disturbed youngsters for the transition w0 cmployment.

The importance of vocational services has been emphasized recently by the Office of
Special Education and Rchabilitative Services (OSERS) of the U.S. Department of
Education. OSERS has clevated the entire arca of transition from cducation to work
for handicapped youngsters to a top priority (Will, 1984). In so doing, they have
created a transitional model that recognizes that some students require special
services, cither on a relatively brief, time-limited basis or for an ecxtended per'od of
time in order to successfully make the tr.nsition to the world of work.

To improve vocational scrvices for youth with disabilities, the Carl Perkins Vocational
‘ducation Act (P.L. 98-524) was passed in 1985. The lcgislation is designed to assist
states to develop and improve vocational ecducation programs with a special focus on
handicapped students. States are required to develop plans which assess the nceds of
special groups for access to vocational cducation and vocational services, and describe
how the needs of disabled students will be met. This legislation can potentially have
a substantial impact on thc vocational scrvices provided to cmotionally disturbed
youngsters.

In the vocational arena, there arc three general classes of skifls that arc cssential for
making the transition from school to work (Fricdman, 1984b). Thesec arc job finding
and placement skills; the social and interpersonal skills needed for job rctention; and
specific vocational-technical skills. In addition, environmental supports and, often,
mental health trcatment arc nceded by youngsters with emotional problems to make
this transition. The range of vocational services that arc neceded within the system of
carc arc bricfly described below, and arc listed on Table 6.

CAREER EDUCATION

Carcer education involves implementing specialized educational curricula designed to
introduce and familiarize students with the world of work. Carcer education progrms
cover types of carcers, considecrations in sclecting a carcer, skills and attitudes
nceded for success in a carcer, and cxpectations of both employers and empioyees.

Carcer cducation can begin in the clementary grades and continuc through sccondary
levels.  While it is not focused on tcaching actual vocational skills, it can lay an
important attitudinal and knowle: ge base for subscquent vocational training. Carcer
cducation represents a part of the curriculum that is highly relevant for all students,
including thosc with emotional problems.

VOCATIONAL ASSESSMENT

Vocational assessment involves a systematic process for determining an individual’s
aptitudes, interests, level of functioning and readiness for employment.  Assessment
may bc donc through a formalized process, or may be accomplished less formally
through a varicty of other activities. Accuratc and complete assessment is essential
for emotionally disturbed adolescents who face the impending transition from school to
the work force. Onec aspect of vocational assessmient c¢xamines the aptitudes of the
individual.  This is typically donc through administration of a battery of tests
requiring a varicty of mowor and cognitive skills. The batte:y is designed to provide
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guidance about the types of vocations that an individual may be suited for in terms of
their abilities.

A sccond aspect of assessment focuses on the interests of an individual. This type of
assessment also includes the administration of a test battery, but the goal is to
determine the types of activities that the individual most likes to do for purposes of
matching interests with particular carcers.

A third type of vocational assessment is perhaps the most critical for secverely
emotionally disturbed youth. This involves asscssment of job survival or work
adju ment skills. These skills are often more critical than technical skills in both
obtaining and rctaining cmployment. Included arec such items as appcarance,
promptness, attention span, work habits, and perhaps most important, social and
interpersonal skills.

Assessment in these arcas determines a youngsier’s “job readiness," and indicates the
types of interventions and experiences that will be neccessary to prepare for
ecmployment.  Based on this asscssment, a youngster might participatc in a job

survival skills training program or in other vocational expcricnces prior to seeking an
actual job placement.

Vocational assessment, also called “"work cvaluation,” can be donc within speccial
school programs, in specialized rchabilitation scttiags, or through counscling
professionals who have developed specific expertise in this arca. Onc of thc most
frequent sour:c- of such assessments for individuals with handicaps is the state
vocational rchebyiii. ition agency.

JOB SURVIVAL SKILLS TRAINING

Jcb survival skills include such arcas as the social and intcrpersonal skills needed for
interacting appropriately with pecrs and supcrvisors in a work sctting, for dcaling
with correction and criticism from supervisors, for requesting assistance when needed,
for dealing with anger and frustration in an appropriatc manner, and for maintaining
a consistent schedule. Tt is cssential that youngsters master thesc skills if they are
to avoid the cycle of getting jobs, holding them for a bricf period of time, and being
fired.

Unfortunately, there arc not many training programs in job survival skills that have
been developed specifically for youngsters with cmotional problems. The types of
skills included in special cducation curricula, for example, as Wehman and Pentecost
(1983) point out, "all too often hold no close rclationship with the competencices
necessary for vocational independence.” Given the emphasis being placed by OSERS
on the transition from school to work, it is cxpected that there will be increcascd
efforts to develop curricula in school systems that are rclevant for the demands of
cmployment situations.

Schools are the primary and perhaps most legical site for job survival skills training.
However, such training can also take place v .thin rchabilitation centers and mental
health agencics. Training can be provided both on a group and an individual basis.
Too often, the emphasis in the vocational arca has bcen on helping individuals to
train for and find employment, with relatively little emphasis on the skills necded to
maintain the job.
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VOCATIONAL SKILLS TRAINING

Yocational skills training more directly focuses on the technical aspects of particular
jobs. This can involve anything from training in the high technology ficlds such as
computers, or training for more routine work such as washing dishes or pumping gas.

Most vocational skills training takes place in school settings. However, a major
problem is that such training has typically not becen available to youngsters with
serious c¢motional problems. Presently, all states are required by the Federal
government to set aside 10 percent of their vocational education funds specifically to
serve the handicapped. Unfortunately, despite this requirement there has been
relatively little attention paid to the needs of severcly emotionally disturbed children.
Closer cooperation is critically needed between vocational educators and special
cducators to make vocational training available to youngsters with emotional problems.

Some specialized vocational training programs for severecly emotionally disturbed
youngsters are in existence. For example, the Brewster Tech program in Hillsborough
County, Florida (Colucci, 1986) provides day trcatment for scverely emotionall™™
disturbed children in a vocational training setting. Such a combination of services
can be extremely beneficial for older adolescents.

The co-logation of a day treatment or special education program with a vocational
school can also be advantageous. Because of the high cost of equipment for
vocational training and the need for instructors with specialized skills, it is often
difficult and expensive for vocational training units to be placed at regular special
education or mental health treatment sites. Creative co-location and programminc by
mental health, special education and vocational education agencies is needed to
overcome some of the financial and system obstacles to providing vocational training
for severely emotionally disturbed youngsters.

WORK EXPERIENCES

Some day treatment and residential programs provide limited vocational training and
work experience: for youngsters. They may set up particular "shops" or learning
stations to prov.de training and to diversify the educational experience of youngsters.
They may alse provide work experiences both within the program and in the
community. Such work experiences can be uscful both from a training standpoint and
also for purposes of motivation. The opportunity to obtain salaried work, even if it
is at a relatively low salary and for just a few hours a week, can be a powerful
motivator and can help a youngster to develop more of an adult identity.

These types of work experiences are similar to the concept of prevocational work
cxperience and transitional employment used in many programs for adults with mental
illness.  The concept of prevocational work experience is most commonly associated
with the psychosocial rehabilitation model. Programs organize work experience into a
varicty of units such as clerical, food service, maintenance, education, vidco, etc. By
performing real tasks, individuals develop vocational skills, basic job recadiness skills
and confidence.

Transitional employment involves job slots in the community which are available to
individuals on a part-time, temporary basis. An individual might remain in a
transitional employment position for three to nine months, and might have three or
mor¢ different placements over time. Transitional employment serves as a bridge
between training and competitive employment, allowing individuals to learn vocational

87

0. 172




and work adjustment skills and to gain confidence in a normal work ~nvironment.
Adaptations of both prevocational and transitional work may be nceded for scverely
cmotionally disturbed adolescents in preparation for vocational independence.

In addition to the schools, vocational rchabilitation agencies also provide vocational
skill training.  Typically, this is done by providing the funding nececssary for
individuals to securc such training from privatc schools and training organizations.

JOB FINDING, PLACEMENT AND RETENTION SERVICES

These services are directed at helping emotionally disturbed youngsters to locate job
opportunitics, successfully apply for jobs and to rctain employment over time.
Services may involve tcaching job-secking and interviewing skilis to youngsters or
providing direct assistance in identifying, obtaining and kecping jobs.

Onc of the more innovative approaches to assisting individuals to find jobs has becen
the Job Club, a model developed by Azrin (Azrin & Besalel, 1980). This is a group-
oricnted, highly structurcd approach designed to assist individuals in looking through
ads, making initial contacts with potential employers and going on interviews. The
program has proven cffective with unemployed individuals, and has promisc for older
adolescents with emotional problems.

The Job Club approach, with its strong group support componcnt, also has the
potential for assisting in job retention. Particularly for young pcople with emotional
problems, job situations often prove frustrating and stressful. Onc of thc responscs
to the frustrations is often to lcave the job. Group support procedures can assist
youngsters to decal constructively with the frustrations and to continuec with their
cmployment.

The National Rescarch Center on Vocational Education (McKinney, 1983) has donc
preliminary work on the use of volunteers to assist handicapped youngsters to find
and keep employment. Such a model may also be applicable for scverely emotionally
disturbed youngsters both in finding and retaining positions. Severcly emotionally
disturbed youngsters, who often show poor impulse control, have a difficult time
responding to correction, and may have a pattern of challenging individuals in
authority. Voluntecrs may play a key role by providing ongoing support to the
voungster and to thec employer. Such environmental supports can be critical for
securing and retaining employment.

In addition to job finding and placement, some mental health and vocational agencies
engage in job development activitics. This involves working with employers in the
community to cncourage them to provide jobs for emotionally disturbed adolescents.
Counsclors work with the youngsters and employers throughout the job development
and placement process. Counsclors may also provide follow-along services, remaining
available to respond to crises or problems which may occur on the job as well as to
provide ongoing support.

SHELTERED EMPLOYMENT
Sheltered employment is a term used to describe employment in scttings with high
levels of support and supervision, Sheltered workshops and similar programs offer

handicapped individuals the opportunity to cngage in productive work activities within
a4 supportive environment.
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Sheltered work may be used as a training or transitional experience. In this case,
individuals have the opportunity to learn the neceded job survival or work adjustment
skills as well as specific vocational skills, They earn a salary while doing so, and arc¢
in a setting which addresses mental health as well as vocational needs.

Some individuals are unable to make the eventual transition to competitive
cmployment. In these cases, sheltered employment might be a longer-term alternative
which allows an individual to be productive and to make a contribution in accordance
with his or her abilities.

The field of vocational services for severely emotionally disturbed youth is still in its
infancy despite the growing recognition of its importance. There is a critical neced
for effective models for working with severely emotionally disturbed youth to prepare
them for vocational independence.

DIMENSION 6: RECREATIONAL SERVICES

Another aimension of the system of care for severely emotionally disturbed children is
recreational services, shown on Table 7. Play and recreation are critically important
in the development of a child. However, in the case of an emotionally disturbed
child, isolation from peers is the norm. Whether because of their own behavior or
because of the attitudes of their peers, severely emotionally disturbed children are
often not included in the play associated with healthy, normal development.
Conscquently, these children often miss important opportunitics for growth and their
handicap may bc compounded.

Play and recreation activities can serve several functions for the severely emotionally
disturbed child., The child can learn new skills that build self-confidence and enhance
sclf-image. The opportunity is provided for the development of important social skills
such as cooperation and good sportsmanship. Appropriate recreational activities can
allow a child to form a positive relationship with a significant other outside the
family such as a coach. Finally, recreational activities can serve as a form of respite
for the family (Fredericks, 1980).

There are two possible approaches to providing recreational activities to severely
emotionally disturbed children. First, recrcational activitics may be arranged
specifically and exclusively for severely emotionally disturbed children. These
activities or programs may have "therapeutic" objectives as well as purely recreational
ones. Such activities may take place in the context of other programs and services,
or scparatc recreational programs and events may be organized for emotionally
disturbed youngsters. Recreational activities may be led by specially trained

recreational therapists or by other professional or paraprofessional staff, volunteers or
parents.

As an alternative, e¢fforts may be devoted to gaining access for emotionally disturbed
children to existing recreational programs and activ. ‘es. While cost can be a barrier,
many recreational activities can be provided inexpensively through the use of
volunteers. The following description highlights =several types of recreational
activitics that arc currently operating for severely emotionally disturbed children.
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DIMENSION 6: RECREATIONAL SERVICES
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RELATIONSHIPS WITH SIGNIFICANT OTHERS

Several rccreational programs have as their goal the establishment of a positive
relationship between a child and a caring adult. One of the most widely known of
these types of programs is The Big Brothers/Big Sisters Program. While the programs
are characterized as recreational, the goals of these programs extend beyond
recreation to include overall social functioning.

The essence of these programs is a match between a child in need of adult
companionship and an adult who has given a commitment to become involved with the
child. The commitment of the volunteer is extremely important, becausc an
inconsistent adult can simply reinforce the child’s lack of trust in adults, The adults
are volunteers, and are expected to spend time with the child in recreational
activitics of any type. Volunteers arc not expected to buy things for the child. If
an activity has an admission fee, for example, the cost is the responsibility of the
parent. Frecquently, charitics such as the United Way support such programs. Other
sources of “"significant others" are church groups and service organizations.

While these programs were originally developed to mect the needs of children in
single parent homes, they have taken on a broader scope and incrcasingly serve
handicapped children, including those with emotional disturbances.

AFTER SCHOOL PROGRAMS

Many communitics offer after school recreational programs for children of working
parents.  With some adaptation, these programs can be a valuable resource for
severcly emotionally disturbed children. Primarily, the staff requirc training in
dealing with severely emotionally disturbed children, cspecially in the arcas of
discipline and peer rclations. Program needs are more demanding in that severely
emotionally disturbed youngsters are often not able to tolerate the large amounts of
unstructurcd time typically involved in after school programs.

After school programs can serve two major functions for the scverely cmotionally
disturbed child. First, tutoring in academic arcas can be beneficial to a child. Many
severcly emotionally disturbed children arc behind in their academics. After school
tutoring and help with homework can very often make the difference between success
and failure for a child. Success in school, of course, has a major bearing on the
cuild's total cmotional well-being. Secondly, such programs offer a supervised
environment for the development of social skills. The games and activities conducted
under adult supervision can offer the child some tangible social successes, and can
contribute to positive behavior change.

After school programs have typically been administered by church groups, Y's, and
community action agencies. There is usually a sliding scale fee schedule for services.
If cost is a problem, such programs arc an cxcellent use for "wrap around" service
funds if available.

The respite function offered to the family by after school programs is significant,
The time before supper is onc of those difficult periods in a family’s day, and many
crisis situations can be avoided by having a severely emotionally disturbed child
constructively engaged while the rest of the family is regrouping from the demands of
the day.
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SUMMER CAMPS

A morce intensive therapeutic rccreation experience is that offered by special camps.
These programs arc available during the summer months and may be cither residential
or day camps. While camps provide valuablc therapcutic interventions, they also
scrve the important function of providing respite for parents.

Most of the camp programs serve children with ail types of handicaps, although some

arc c..lusively for emotionally disturbed children. Many of these camps arc
administered by a college or university, while others are operated by residential
schools such as the Devercaux Foundation or The Brown School. Charitable

organizations, such as thc Easter Scal Society, may also opcratc camps. In some
instances, the statc or local Mcntal Health Association may also operate summer camp
programs for cmotionally disturbed children.

The programs at spccial camps are comprchensive and gencrally continue with the
concept of an individual plan for cach child. An e¢xample of such a program is Camp
HELP opcrated by Jacksonville University in Alabama. The camp views therapcutic
play as contributing to the positive development of the child. The staff serves as

significant others in forming close relationships and in affecting the child’s bechavior
(Roscwall, 1983).

Project PLAY, an overnight camp for handicapped children (including emotionally
disturbed children) in Nebraska, views recreation as respite. [t 1S a cooperative
venture of the University of Nebraska, the Hattie B. Monro¢ Foundation and the
Meyers Children’s Rchabilitation Institute. This program not only strengthens the
skills and bchavior of the child, but also improves the quality and quantity of the
family’s social intcraction through supplying respite care, a family support nctwork
and family counseling and training (Robinson and Crawford, 1985). Another example
of a summer camp for emotionally disturbed is provided by Daybreak in Vermont. Run
by the Vermont Association for Mental Health, the camp provides a two-week camp
cxperience for children as well as respite for parents.

A summer camp in Birmingham, Alabama provides an axample of the use of cxisting
recrcational programs for emotionally disturbed children in combination with
specialized activities. The Mecntal Health Association of Jefferson County, Alabama
sponsors a summer day camp for emotionally disturbed children from eight to 12 years
of age. The program was developed in responsc to requests from parents who could
find no constructive summer activities for their emotionally disturbed children. The
children participate in some of the activitics of a regular YWCA day camp and also

attend specialized scssions and actwvities gcared to address their special nceds
(Alabama CASSP, 1986).

SPECIAL RECREATIONAL PROJECTS

Special recreational projects are often undertaken by service organizations in the
community to help problem children. Onc example of a special project is the
horseback riding for troubled youth conducted by the 4H Club. This program
attempts to supply fun as well as instill responsibility for taking carc of an animal.
For many children the special relationship that develops through taking carc of a
horse becomes a very powerful self-concept builder. The 4H members volunteer their
time and donate the usc of their horses for these programs. A minimum amount of
coordination is necessary, and the major cost is usually insurance.
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Thus, there are a wide variety of recreational activities that can have a significant
therapeutic effect on severely emotionally disturbed children as well as affording
opportunities for fun and enjoyment.

DIMENSION 7: OPERATIONAL SERVICES

This final dimension includes a range of support services that can make the differcnce
between an effective and an ineffective system of care for severely emotionally
disturbed youth, but do not fall into a specific cutegory. Instcad, they tend to cross
the boundaries between different types of services. They are called "operational
services" becauss of their importance to the overall effective operation of the system.
As shown on Table 8, the services included in this dimension are case management,
self-help and support groups, advocacy, transportation, legal services and volunteer
programs.

CASE MANAGEMENT

In a recent article describing the changes that have taken place in the North Carolina
system for children, Behar (1985) calls case management "perhaps the most essential
unifying factor in service delivery." This indicates the important role that case
management can play in a system of service, a role that has been increasingly
recognized in recent years but has only been operationalized in a few states. In
those states and communities in which case management has been implemented, it has
typically been in a limited way.

Case management serves youngsters involved in both residential and nonresidential
pregrams. It involves brokering services for individual youngsters, advocacy on their
behalf, insuring that an adequate treatment plan is developed and is being
implemented, reviewing client progress and coordinating services. Case management
involves aggressive outreach to the child and family and working with them and with

numerous community agencies and resources to ensure that all needed scrvices and
supports are in place.

Behar (1985) indicates that in North Carolina, "Case management, in its most positive
sense, has emerged as: (a) the element of planning and coordinating that has
combined the workings of all agencies concerned with the child, (b) the encrgizing
factor that has propelled the service plan into the reality of service delivery, and (c)
the case advocacy strength that has sustained a commitment to ea child and an
optimism about cach child’s capacity to change."

Part of what is described as case management is services that skilled and committed
clinicians have often provided. In fact, to emphasize the clinical nature of the
activities, one program in Florida specifically calls their services "clinical case
management" (Roberts, Mayo, Alberts & Broskowski, 1986). However, particularly for
children with serious problems and multiple needs, the requircments for case
management are extensive and beyond the capability of clinicians who are at the same
time providing direct treatment. In addition, casc managers who are not also the
primary treatment agent are in a position to more independently review the progress
of their clients and to more effectively advocate on their behalf.

In discussing these issues, Behar (1985) indicates that "initially many clinicians
responsible for the direct treatment of clients belicved that the case managers
represented threats to their, rebdtionships with their clients, and/o1 that they were
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capablc of merging the case management function with :he treatment function. At
this point, it appears that therapists/clinicians generally do not scc the case managers
as thrcats to thcir role with the clicnts. Regarding the latter point, certainly some
clinicians can and do merge these functions, but most believe that the functions are
bettcr separated.”

Not only is it desirable that case management and direct treatment be scparated for
youngsters with multiple and serious problems, but it is also important that casc
managers be placed in a position that accords them both considerable independence
and influence within the overall system. Without such a placement, the ability of
case managers to cffectively advocate for clients, to coordinatec and broker services,
and to monitor treatment plans and progress becomes limited. If for example, a case
manager is part ol a mental health agency staff and rzports to the supervisor of
children’s services, then that case manager may be restricted in his or her ability to
advocate for additional or diffcrent services within ihat agency for the youngster.
Further, unless that agency is specifically designated as a "lcad" agency, or has some
special authority, or the case manager controls some extra resources, then the ability
of the case manager to advocate for services in other agencies may be limited.

While case management may be separated from the treatment function, it is essentia!
for the case manager to establish a warm, supportive and collaborative relationship.
with the child and family. According to Modrcin, Rapp and Chamberlain //985), the
case manager-client relationship represents the "core" of th. casc management
process, ensuring that casc management scrvices are not mechanistic, but ra.her arc a
highly personal form of helping.

Another important issue with regard to case management rclates to the size of
caseloads. Often within public agencies, therc is the appcarance of greater cost-
cffectiveness if high caseloads are maintained. For example, caseloads of 30 children
per worker typically appear to be more economical than cascloads of 10 or 15 children
per worker. They also aillow more children to be served. It is important to note,
however, that cffective service for scriously disturbed children often rcquires intense
and very rapid interventions. Additionally, frequent contact with all involved agencies
is important fo effective service coordination and brokerage.  Further, if case
management services are not effective, then the costs to the system, frequently in
terms of residential placements of youngsters, can be very high.

Given the multiple needs of severely emotionally disturbed children, the seriousness of
their problems, the frequency with which crises develop, and the high cost of failure,
it is important to keep the cascloads of case managers relatively small. By increasing
success rates, small cascloads may actually enhance the cost-cffectiveness of the
scrvice.  Although there are no carcfully tested standards with rcgard to cascload
size, it is generally recommended that they be in the range of 10 to 15 casecs per
worker. In the North Carolina Willic M. program, cach casc manager has a cascload
of 12 to 15 cases (Behar, 1985, 1986).

Additionally, there is increasing rccognition of the advantage of having flexible moncey
available to thc case manager that can be used on a casc by casc basis to help
individual children. For one child, such money might be used to purchase a special
cvaluation. A sccond child may be experiencing severe conflict with his or her
parents, and such moncy could be used to purchase the services of an in-home family
counsclor much like in the Homebuilders model. A third child may be having an
cespecially difficult time in school, and may nced an aide to work with him or her and
the school personnel right in the classroom. Sometimes scrvices like these are

95



available, and at other times they are either not available or filled to capacity. With
flexible funding controlled by the case rranager, it becomes possible to purchase these
specialized services as nceded. Other uses of flexible monies might be for extra
clothing, or to pay the registration “ee for a team or club for a child.

Such flexibility is an important part of the North Carolina system, and has been built
into a program in Florida as well (Roberts ¢t al, 1986). In the Florida system, the
lead agency has contracted with a mental health agency to not only provide case
management but to insure that there is a cadre of well-trained counsclors available
who can be dispatched on very short notice to work with youngsters and families, if
there is a need and if no other services ar¢ availabl:,

Another important issue in implementing case management services is determining
eligibility for such services. In North Carolina, a unique situation exists because of a
court mandate to serve all youngsters who mect the criteria of being a "Willic M"
child. All such youngsters who meet the criteria are provided with case management
services. In Florica, a formal mechanism exists for agencies to come together to
conduct staffings for individuals considered to need public funding for a residential
placement, Youngsters who are approved by that committee as needing such
placement then become eligible for case management.

Both of these approaches are limited to providing case management services only to
those youngsters with the most serious needs. Such an approach can be an effective
way of establishing case management services on a limited basis, and can help to
reduce the need for residential services. Further steps can then be taken to expand
the services to include a broader range of clients. For example, in North Carolina
efforts are now being made to make case management available to all youngsters in
the mental health system who require more than one service.

In earlier discussions of residential placement, it was noted that one of the important
determinants of positive outcomes was the post-discharge placement and services
available for the youngster and family. It was also indicated that for many
youngsters, there is the special problem of the absence of any viable biological family
to return to, creating an e¢ven more critical need for careful and creative discharge
planning. Case managers can and should play a key role in this discharge planning
with regard to living situations, school placements, vocational training and follow-up
mental health treatment. 'The role of case management is especially important if the
youngster is returning from a residential placu ment that is outside of the community
to which he or she is returning. The effective use of case management with
youngsters in residential treatment may reduce the length of stay, thereby saving

moncy, and at the same time helping to achieve more positive outcomes (Roberts et
al., 1986).

An important caution with respect to case management is that despite its apparent
benefits, therc has not yet been careful research to determine its effectiveness. Such
research in fact is very difficult to conduct, because case management services arc so
closely entwined with the entire system.  Bechar (1985) points out that, "Case
managers cannot do their complex jobs without having a service system available;
however it would appear that the service system does not function maximally without
the case managers.”" Despite the difficulties, however, there is clearly a need for
research to establish a firm empirical base for the development, expansion and
possible modification of case management services. There is a need not only for
research on the overall ¢ffectiveness of case management services, but also on the
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relative advantages and disadvantages of particular features of case management such
as the type of agency that provides services, caseload sizes and use of flexible funds.

SFLF-HELP AND SUPPORT GROUPS

One of the major developments in human services over the past 10 to 20 ycars has
been an enormous increase in the number of self-help and mutual support efforts that
have started. These efforts either involve individuals who presently or previously
have had a particular problem, or members of their families. They z2re based on the
view that individuals with similar circumstances have the capacity to understand and
assist each other, and that the support of other concerned individuuls is a great asset
in helping to cope with difficulties.

The self-help groups typically provide emotional support and a variety of forms of
practical help for dealing with a problem that is common to all members. Some of
the longer-standing groups of this sort are Alcohonlics Anonymous an¢d Gamblers
Anonymous and other self-help groups have formed in areas such as weight loss,
bereavement and child abuse. Groups have also developed to provide mutual support
and assistance to family members of th¢ individuals with the problems.

In the mental health field, this self-help movement has led to efforts for both clienis
and family members. In fact, a national organization, the National Alliance for the
Mentally Ill, with chapters in most states in the country, has been started by family
members in recent years. The rapid growth of these {family groups indicates that they
are clearly in touch with an important need experienced by many individuals. Self-
help groups comprised of adult mental health consumers are rapidly becoming an
important force in the mental health field. Consumer groups are now in operation in
many states and are rapidly proliferating. A National Mental Health Corsumers
Association was formed in 1985 as a means of linking the consumer self-help grouns
around the country. Such seif-help groups provide mutual support and advocacy, and

are beginning to provide consumer run se¢rvices as alternatives to the mental health
system.

Most of the efforts in the mental health 1ield have focused on adult clients and their
families. Self-help efforts in the children’s area have tended to deal with problems
such as child abuse (¢.g., Parents’ Anonymous), substance abuse, or physical handicaps
or disabilities. A recent national survey identified very few support groups existing
exclusively for family members of emotionally disturbed youngsters (Friesen, 1986a).
Of 207 parent organizations identified across the country, 15 wece primarily for
parents of severely emotionally disturbed children. The remaining groups included
parents of emotionally disturbed children along with parents concerned about other

childhood disabilities. A directory of these parent organizations is in press (Portland
State University, 1986).

With increased recognition of the potential value of support groups for family
members, there are signs of growth of parent support groups for parents of
youngsters with serious emotional problems. Stimulated by the efforts of NIMH,
parent groups are expanding and appear to be meeting an important need. A concern
with respect to parent support has been that parents would perhaps feel "blamed" or
"stigmatized” by having a child with serious emotional problems and would be
unwilling to come forward and participate in a support group. livicence is mounting,
however, that parents are not only willing, but anxious for ¢pportunities to come
together to share problems and solutions. The rcsponse to a newspaper advertisement
in Kansas soliciting parents for a support group was very positive (VanDenBerg &
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Donner, 1986). Further, activities at the Portland Research and Training Center are
aimed at conceptualizing the role of parents as "partners" with professionals in the
car¢ and treatment of their youngster, and overcoming the view of parents as the
“cause" of their child’s problems. These activities include a recent conference for
professionals and parents entitled "Families as Allies" (Friesen, 1986b) and an
annotated bibliography rclated to parents of emotionally disturbed children (McManus
& Friesen, 1986).

There are few, if any, self-help efforts for emotionally disturbed youngsters
themselves. There is tue possibiiity, however, that consumer self-help models will
prove to be as applicable for youngsters as for adults, particularly for older
adolescents. There is an important need for further efforts in the self-help area for
youngsters, as well as continued efforts to promote the development of support groups
for pa~ents.

ADVOCACY

Advocacy refers tc efforts to develop and secure the needed resources and services
for accomplishing particular goals. Knitzer (1984) describes advocacy as "efforts to
improve the quality of services, and strengthen the rights and protections accorded to
children" As such, advocacy can plav a critical role in the system of care.

The importance of advocacy was emphasized in a recent report that focused on
services for the seriously mentally ill in different states across the country.
Referring specifically to consumer groups, one of the most potent types of advocacy
groups, Torrey and Wolfe (1986) indicate that, "Consumer groups are one of the two
most important factors in improving services. The stronger the consumer groups are,
the more likely services are to improve."

Although the study by Torrey and Wolfe focused primarily on services for adults,
advocacy efforts appear to be equally important for children and adolesc .ts. In
recognition of this, one the major recommendations of the Joint Commissio.. n the
Mental Health of Children (1969) was that a national system of child advocucy be
developed tc secure the availability of a wide range of services for children of all
ages. However, as Knitzer (1982) pointed out in her st .'y of services for children
across the country, "Despite the crying need for reform, advocacy on behalf of
disturbed children is scarce, whether for individual children or to change public
policies affecting groups of children."

There arc two basic types of advocacy. The first is "case" advocacy, or advocacy on
behalf of the needs of individual children. Effective case advocates must be
knowledgeable about the workings of the service systems which serve children, and
must be skilled in making these systems more responsive to the needs of individual
children. As Knitzer (1984) indicates, "advocates must be knowledgeable about the
relevant statutes as well as any administrative regulations, and frequently about
service programs as well.  Armed with such information, case advocates are in a
position to apply basic advocacy tools such as persuasion or negotiation, and
ultimately, if all else fails, litigation." Case managers can play a major role in case
advocacy, as can other professionals and citizen advocates intcrested in the needs of
individual children.

While the primary goal of the¢ case advocate is to insure that an individual child
receives the services he or she needs, the case advocate also strives to produce
cnduring systems change in the process. Young (1985) emphasizes that in advocating
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for an individual child, an attempt is also being made to produce a more responsive
and effective overall system.

The second type of advocacy is "class" advocacy, or advocacy on bechalf of a group of
individuals. Class advocacy, if successful, can have a grcater impact than case
advocacy because it can produce changes that affect morc children (Knitzer, 1984).
Class advocacy is typically a lengthy process that requires not only considerable
kuowledge and skill, but also cnormous persistence.

There arc a varicty of class advocacy strategics including such activitics as cducation,
monitoring the implementation of policics, preparation of studics and reports, budget
analysis, meeting with policymakers, coalition building, legislative lobbying and legal
action. Within recent years, increased class advocacy cfforts at state and national
levels have focused on iracking expenditures for children’s services and insuring that
children receive their adequate share of funds. This is particularly important in tight
budget times, and also because services for emotionally disturbed children are
embedded in a system that has a strong adult focus. For cxample, a recent analysis
indicated that children's mental hecalth budgets average about 15 percent of the
overall mental hecalth budgets of states, despite the fact that children constitute about
25 percent of the population (Update, 1985¢; NASMHPD, 1985). This analysis further
showed that in many states, it was not possible to determine the percentage of mental
hecalth funds that went to serve children.

There have been a number of problems that have diminished advocacy cfforts on
behalf of emotionally disturbed children. Onc problem has been that children’s
emotional and behavioral problems are often poorly understood, particularly because
the overt signs of the problems are often noncompliarnt and aggressive behavior. In
talking specifically about services in the school systems, Eaves (1982, points out that,
"Most children diagnosed as cmotionally disturbed cxhibit behavior that cngenders
hostility rather than sympathy. Conscquently, there has never been a groundswell of
support for school programs designed to serve these youth.”

Further, as alrcady indicated, parents of children who are emotionally disturbed have
typically not been organized. This reflects the stigma that is attached to mental
health problems, and also reflects the fact that many sever:ly cmotionally disturbed
children come from familics where the stress level is so high that most of the encrgy
in the family goes to coping with day-to-day problems rather than to advocacy. The
absence of strong "consumer" advocacy has madc the task of improving scrvices all
the more difficult.

While parent advocacy for emotionally disturbed children is in its infancy, there are
places in the country where parent advecacy groups arc growing. The Parcnts
Involved Network (PIN) Program of the Mental Health Association of Southcastern
Pennsylvania is an cxample of such a pireat advocacy cffort as well as the Child
Advocacy Project of the Alliance for the Mentally [II1 of Wisconsin and REACH
through the Mcental Health Association of North Carolina.

The Mental Health Association and the more recently formed National Alhance for the
Mentally 11l arc beginning to focus more attention on the need to improve services
for children. These are key groups that until recently have been oriented towards
advocacy on behalf of adults, but are currently beginning to embrace children’s issucs.
State and community level efforts to promote parent advocacy arc cvidenced by the
special projects noted above. Further, scveral state Mental Health  Association
chapters have cstablished children as their top priority. The Indiana Mental Health
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Association has a children’s mental health staff person and a registered lobbyist on
staff to address children’s issues. Children’s issues are beginning to ecmerge at the
national level as well. For example, the theme of the 1986 annual conference of the
National Mental Health Association is services for children.

Professional and provider associaticns are also involved in advocating for improved
services for emetionally disturbed children. The National Consortium for Child Mental
Health  Services is composed of national professional, provider and consumer
rganizations and meets quarterly to exchange information and ideas on public policy
1d programs serving mentally ill children and adolescents. The member organizations

lude the National Association of State Mental Health Program Dircctors, the
N ional Council of Community Mental Hcalth Centers, the American Psychiatric
A. iciation, the Amcrican Psychological Association, the National Association of
Sctirol  Psychologists, the Child Welfare Leaguc, the National Mental Health
Association and many other groups.

Many states have child advocacy groups that focus on multiple issues such as child
abusc and neglect, day care, cducation, delinquency, substance abuse and tecnage
precgnancy. The mental health needs of children are but one part of the agenda of
these organizations, and have typically not been a high priority., Many of these
organizations have now come togcther to form a national organization, the Association
of Child Advocates with hcadquarters in Cleveland, Ohio. The needs of cmotionally
disturbed children are gaining rccognition as an important issuc. On a nationa! basis,
the Children’s Defense Fund is a multi-issue child advocacy group which produced the
very significant national study of services for cmotionally disturbed children that was
conducted by Knitzer (1982) and called Unclaimed Children.

Other groups have shown interest in issues rclating to cmotional disturbance in
children. For cxample, the Florida Council for Community Mental Health launched a
multifaceted cffort called "Bring Our Children Home," which was designed to bring
cmotionally disturbed children back from out-of-state placements (Zcigler, 1986). In
somc communitics, parcnt-teacher associations, church groups, civic groups, social
action groups and business organizations have advocated on behalf of cmotionally

disturbed children. These groups all have the potential of playing important roles in
strengthening services.

Efforts to advocate for improved scrvices are beginning to take the form of coalitions
of organizations. The Northeast Ohio Coalition was perhaps one of first to focus
specifically on the nceds of emotionally disturbed children (Young, 1985). This group
was organized in 1980 in responsc to a threatened cut in funding for children’s
mental health services, and from that starting point has focused on a varicty of
issues. The basic objectives of this coalition are to:

o Promotec greater availability of, and improvements in, mental health carc for
children and families when needed and where needed in Northeastern Ohio.

o Advocate for changes to make planning and funding systeme better serve the nceds
of children and youth.

0 Assist coopcrative work among agencics responsive to the human service needs of
children and families.

0 Promotc public awarencss of children’s mental health problems, their causes and
required solutions.
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Such coalitions have the advantage »f . :d strength because of the different
organizations involved, and they have ih. potential of excrcising considerable
influence over policics and services.

S.atc protection and advocacy systems can play an important role 1n both case and
class advocacy for severcly cmotionally dJisturbed childsen and youth. The
Developmental Disabilitics Act of 1984 (P.L. 98-527) requires states to develop systems
to protect and advocate for the rights »f the handicapped. Such systcins arc
independent of any service providing agency, and have the authority to provide legal
and administrative remedics to the denial of services or other problems or abuses
related to the service delivery system. The Protection and Advocacy Act for Mentally
1 Individuals of 1986 (P.L. 99-319) cxtends protection and advocacy services to the
mentally ill to insurc that their rights arc protected. The Act provides for the
cstablishment of a protection and advocacy program in cach state to be administered
by the existing protection and advocacy program. The Act authorizes some funding
for such protection and advocacy activities, and includes a bill of rights for mentally
ill persons.

State protection and advocacy services generally include rights notification,
information and rcferral, complaint investigation, training, consultation and cducation
(Scallet, 1986). Some states arc beginning to focus protection and advocacy
systems on severcly cmotionally disturbed children. In South Carolina, for example,
the protection and advocacy system was instrumental in the creation of a policy of
"no reject - no eject" from the system of services for emotionaily disturbed children,
guaranteeing that a child will be served once he or she is defined as cligible.

The increased interest in advocacy is onc of the morc cncouraging signs in the
children's mental health ficld in recent years. A kecy issuc affecting the degree to
which effective systems of carc will be developed is the extent to which strong,
persistent and well-targeted advo acy cfforts can be develop.d at the community,
state and national levels.

TRANSPORTATION

A familiar finding of needs asscssment studics, regardless of the human service arca,
is that one of the priority nceds is for transportation. Even if high quality services

cxist, children and families may not be able to usc them without adcquate
transportation.

One approach to this problem, as already presented, is to bring services into the home
of the youngster and family. While this is critical in somc cases, it 1s also relatively
expensive and certain services do not lend themselves to such a home-based approach,
e.g., specialized cducational and after school scrvices, support groups, recreation,
vocational training and group activities in general.

Another approach to addressing the problem of transportation is for agencies to sct
up satellite offices close to heavily populated areas. While this does not climinate the
need for transportation, it does reduce the distance that has to be traveled, and often
may place services within walking distance of the clients.

Still another approach, illustrated by school-based health clinics, is to increase
accessibility by providing services at a sitc to which the potential clients will alrcady

be coming. This is a promising approach. Certainly, the combining of scrvices at a
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single site reduces the nced for transportation while making it easier for individuals
and families to use all services.

Some agencics, in recognition of the scriousness of the problem of transportation,
specifically budget to provide such transportation services. This may include the
purchase or rcntal of a van (including a driver) or the allocation of funds to pay
cithcr for public transportation or taxi farc when used by cliecnts. Somec agencics
focus on the recruitment of voluntecers as a mechanism to provide transpertation. In
other instances, agencies ncgotiate or receive special rates from public (and ecven
private) transportation for their clients,

The transportation problem is important not only because it prevents clients from
accessing services, but also because it often ties up the time of professionals who
might otherwisc bec wusing the time to provide nceded services. Further, for
youngsters in out-of-home placements, particularly if such placements are not in the
youngster’s home community, the absence of transportation can be a major obstacle to
working with the family and rcturning the youngster home. Especially in rural arcas,
the absence of transportation is a major barrier to service delivery.

For the system of carc to be cffective, the overall problem of service accessibility
must be overcome. This is one of many arcas in which creative problem solving
involving multiple agencies and both the public and private sector may be nceded to
develop solutions.

LEGAL SERVICES

An cffective system of carc nceds an adequate statutory and legal base as well as
procedures to insurc that statutes are followed and that client’s rights arc protected.
In most casecs, the process of insuring that the client’s rights are protected can be
accomplished without resorting to the use of legal services. In some cases, however,
legal scrvices arc very important. Legal services may be obtained from Legal Scrvices
Corporation offices, public defenders, private attorneys and from special program: to
fulfil! this nced. For cxample, some Mental Health Associations have attorncys on
staff to provide legal advocacy services for children and families.

Lcgal services are most important xhen actinns arc about to be taken that are cither
exticmely restrictive, involve removal of a child from a home, or are against the
wishes of a youngster. Specifically, placement of youngsters in residential scttings,
their continuation in such scttings, und removal of youngsters from their family may
be issues warranting legal services to insurc the protection of the youngster’s rights.
Legal services are also nceded to ensure duc process when a child beccomes involved
in the juvenile justice system as a result of committing an of fense.

Legal services may also be needed when practices of agencies may be harmful or
cxcessive to  clients. This may include such actions as the usec of extreme
punishment, the use of lock-up and other procedures for cxcessive periods of time,
the combining of children with adults in settings in which this may be harmful to the
children, and the placement together of groups of youngsters with different problems
who should be treated separately.

There are significant roles for legal experts in developing relevant statutes, in
applying the statutes on a case by casc basis, and in monitoring the application of the
statutes on a broad basis. The issucs can become extremely complex, particularly
since thc status of a youngster in a court of law, cspecially an adolescent, is not
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always clear. Mental health commitment laws, for example, arc inconsistent from
state to statec in terms of the extent to which adolescents are accorded the same
righ's as adults or arc treated as children.

Other broad legal issues involve insuring that adcquate services are available for
children and families in need. In cases where adequate services arc not available, and
nonlegal cfforts to securc them have not succceded, then class action law suits may
be initiated. The Willic M. lawsuit in North Carolina (Bchar, 1985, 1986) is an
example. The lawsuit, Willie M. ct al. v. James B. Hunt, Jr. et al. stated "that four
minors and ‘all others similarly situated’ had been denied the appropriate trcatment
and cducation that were rightfully theirs under a scrics of federal and state statutes
and the U.S. Constitution." Similar lawsuits sceking cither to change the availability
of services, or procedures to determinc cligibility of scrvices within the cducational
systcm include J.G. v. Board of Education of thc Rochester City School District
(Schneider, 1985), and the Lora Case in New York City (Wood, Johuson, & Jenkins,
1986).

The role of legal services in developing and operating an effective system of service
is an cvolving onc. Ucgal scrvices arc nceded to help in the cnactment of statutes
and in the application of the statutes, in insuring that thc rights of chilaren and
famil’ ¢ 1re protected. and in advocating for improved and cffective services.

Lecgal scrvices of another type comc into play when a youngster breaks the law.
Under these circumstances, children and adolescents come into contact with the
juvenile justice system. The juvenile justice system is a legally-based, corrcctional
system with a primary role in the control and management of behavior. The juvenile
justice system includes juvenile justice agencies (often called youth scrvices agencies)
and juvenile and family courts as well as probation departments, correctional facilitics
and rclated agencies and programs.  While these "legal services" are dirccted at
helping children and familics, they are also intended to protect the community and
society by responding to dangerous behavior and infractions of the law.

The juvenile justice system serves a variety of youngsters ranging from status
offenders or persons in nced of supervision to youth who arc habitual offenders and
ihosc who arc violent. There is some dcbate and disagrcement as to preciscly what
percentage of juvenile offenders can be considered to be cmotionally disturbed or
mentally disordered (Isaacs, 1985). It is agreed, however, that many juvenile
offenders are scverely emotionally disturbed, and require the services of the system of
carc. Juvenile offenders nceding such services arc heterogencous, and include those
diverted from the correctional system, status offenders and youth who are adjudicated
for committing scrious misdemecanors, fclonics and violent crimes.

A comprchensive array of services is nceded to mecet the diverse nceds of emotionally
disturbed juvenile offenders. Needed services include a range of nonresidential
services such as individual and family therapy, home-based services and day trecatment
and a rangec of residential services such as therapcutic group carc and residential
treatment. These services arc all part of the overall system of carc for c¢cmotionally
disturbed children and youth, and have been previously described. Some of these
scrvice components may be designed specifically for emotionally disturbed juvenile
offcnders. A therapcutic group carc program, for cxample, might be fashioned to
mecet the special needs of this population. The Trecatment and Rchabilitation for
Youth (TRY) Program at thc Mcndota Mental Hcalth Institute in Madisen, Wisconsin
provides intensive mental health trcatment and a range of other services in a sccure
setting to emotionally disturbed, aggressive youngsters (Buzogany, 1985). In other
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cascs, emotionally disturbed juvenile offenders may be scrved by the saine programs
and rcsources that serve cmotionally disturbed children who are not offenders or
involved with the legal system.

Juvenile justice agencies also operate detention centers which provide short-term
placements pending evaluation and disposition, and training schools which arc longer-
term correctional facilitics for youth. A range of other activitics aimed at the
prcvention of delinquency are undertaken by the juvenile justice system. Current
trends in the juvenile justice system include diversion programs to kecep youth out of
the correctional system and deinstitutionalization with the concomitant development of
community-based alternatives for juvenile offenders. Community-based work and
restitution programs, decriminalization of status offenders and scparating youngsters
from adults in jails are all approaches currently meeting with success (Shore, 1985).

The nced for better interface between the mental health and juvenile justice systems
has beccome increasingly apparent (Isaacs, 1985). Emotionally disturbed juvenile
offenders have the same basic needs as the broader population of concern. These
nceds arc represented by the seven dimensions in the system of care. Ideally, these
nceds will be addressed by juvenile justice and mental health agencies in a
collaborative relationship. In fact, all agencies within the system of carc must
coordinate their services to more effectively meet the needs of emotionally disturbed
juvenile offenders.  Youngsters involved with the legal system represent a significant
subgroup of the population of severely emotionally disturbed children. Thus, all
agencies providing juvenile justice services should be enlisted as partners in the
system of care.

VOLUNTEER PROGRAMS

Voluntecers can be a very useful resource in the development of service systems.
Volunteers can be used in a varicty of roles, ranging from providing direct services to
helping to raisc funds and identif'y nceded resources.

Parent aide programs were already identificd as one scrvice generally provided by
volunteers in the social service dimension. This program involves the use of trained
voluntecrs to work with abusive or potentially abusive parents. Voluntecrs arc also
uscd to scrve as big brothers and big sisters, to be tutors, to assist youngsters with
cfforts to find and maintain employment, and to assist child care or tcaching staff in
a variety of programs and scttings.

In addition, volunteers can be used to provide transportation, to assist with data
collection and clerical tasks, to help in problem solving, to organize and conduct
particular activities, and to assist in raising money or identifying resources for
special purposes.  The range of roles that volunteers can play is extensive, and the

types of skills and talents that voluntecers can bring to the system of carc arc wide-
ranging.

Volunteers can help to stretch agency resources, can provide many valuable servicces,
and can also help to establish positive relationships with individuals and organizations
in the community. They represent a valuable resource that has not been fully
utilized in the human services, particularly on bechalf of emotionally disturbed
children.

As a summary, all the components of the system of care, organized by dimensions, are
presented on Table 9.
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TABLE 9

COMPONENTS OF THE SYSTEM OF CARE

1. MENTAL HEALTH SERVICES 4. HEALTH SERVICES

Prevention

Early Identification & Intervention
Assessment

QOutpatient Treatment

Home-Based Services

Day Treatment

Emergency Services

Therapeutic Foster Care 5.
Therapeutic Group Care
Therapeutic Camp Services
Independent Living Services
Residential Treatment Services
Crisis Residential Services
Inpatient Hospitalizaticn

. SOCIAL SERVICES

Protective Services

Financial Assistance 6.
Home Aid Services

Respite Care

Shelter Services

Foster Care

Adoption

3. EDUCATIONAL SERVICES 7.

Assessment & Planning

Resource Rooms

Self-Contained Special Education
Special Schools

Home-Bound Instruction
Residential Schools

Alternative Programs

Health Education & Prevention
Screening & Assessment
Primary Care

Acute Care

Long-Term Care

VOCATIONAL SERVICES

Career Education

Vocational Assessnient

Job Survival Skills Training

Vocational Skills Training

Work Experiences

Job Finding, Placement &
Retention Services

Sheltered Employment

RECREATIONAL SERVICES

Relationships with Significant Others
After School Programs

Summer Camps

Special Recreational Projects

OPERATIONAL SERVICES

Case Management

Self-Help & Support Groups
Advocacy

Transportation

Legal Services

Volunteer Programs
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V. MANAGEMENT OF THE SYSTEM OF CARE

The previous chapters have described the principles and components of an overall
system of carc. The development of strong components is undoubtedly the most
important aspect of developing an cffective system, Another important aspect,
however, is insuring that the system is managed in a clear and consistent way to
assurc that youngsters and {amilies receive the services thcy nced in a coherent and
coordinated manner.

Proper system management should insurc good coordination between components of the
system. Such coordination is nccessary because most youngsters require services from
niore than onc component at a particular point in time. For cxample, a child may be
both in therapeutic foster care and day treatment. The same child may participate in
a special rcercational program, and may require transportation in order to participate
in this program. In addition, the child may be involved in family therapy with his or
her biological parents in an attempt to resolve problems and achicve a reunification of
the family. Only in a well-managed system would it be possible for onc youngster to
reccive all of these needed services, and particularly to reccive them in a manncr that
produces coordinated cfforts by different professionals and agencics to achieve the
samc goals. Obvionsly, the close involvement of a casc manager is critical to insurc
that this occurs.

Effcctive system management should also insure that as a child’s nceds change, he or
she will be able to casily move into different services, or that existing scrvices wil'
adapt to the new nceds. The same child described above, for cxample, may experience
a crisis. This may strain both the foster parents and the day trcatment program. In
an cffective system, it would be possible to provide additional assistance to the foster
parents and the day trcatment program. This may be in the form of a crisis
counsclor who goes out to tac home to work with the youngster and the foster family
and who also works with the day trecatment program. As the crisis 1S resolved and
the child progresses, the child may be rcady to leave day trcatment and enter a less
restrictive special cducational program with continued involvement by the child’s
therapist from the day trcatment program. The arrangement of this new sct of
services, again orchestrated by the case manager,  constitutes another test of the
flexibility and responsiveness of the system. A further test may come a few months
latcr when the child is rcturned to the biological parents wich special assistance in
the home. iithir. an cffective and responsive system of services, these changes can
be made relatively rapidly and in a nondisruptive manner io kecep pace with the
changes in the child’s situation and needs.

The cntire focus on building comprehensive and responsive systems of scrvice is ncw,
and most of the emphasis in the ficld has been on sccuring the service components
that have Dbeen described.  Much less attention has been paid to the issuc of
management of the system. Now, however, as progress is being made to develop a
range of services, more attention must be focused on system management issucs
While there arc no hard and fast, tested solutions in this ared, this chapter presents
scveral approaches.

STATE-COMMUNITY RELATIONSHIPS

A major issuc with respact to system management is the rclationship between state
level and community level agencics in managing thec system. This includes such
questions as the extent to which fiscal resources are controlled at the state level or
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community level, the degree of flexibility that communitics are allowed to develop
systems tailored to meet the specific neceds within their arca (and to take advantage
of specific resources within their arca), and the degree to which decision making
takes place at the community level versus the state level.

As Bchar (1984) indicates, “children arc best served close to their own communitics to
maximizc thc possibility of family involvement in services and to allow for
reintegration of the child into his or her natural cnvironment. This suggests that
management of the system, in order for the system to bec able to be most responsive
to the nceds of the child and family, should also be at the community level.

While the community should most logically be responsible for system management and
coordination, thc state must also play a major role in systems of care. The role of
the state in rclation to the community should be to sharc in providing resources for
the system, to cstabiish standards for communitics to meet in developing services, to
monitor and cvaluate the performance of communities, to cstablish policics and
procedurcs to facilitate cffective scrvice delivery, and to provide consultation and
technical assistance to help communities. States may also provide certain limited
scrvices that are best provided at the state level, either because they are cextremely
specialized or deal with problems too low in prevalence to support community level
efforts. Overall, the role of the state should be to promote the development of
strong and effective community-bascd systems of scrvices.

If communities are to manage the system of care, it follows that most of the
resources should be controlled at the community level. Further, communities should
have both the responsibility and the authority to make dccisions on individual
youngsters. Policies should create incentives for communitics to accept responsibility
for scrving youngsters within their local areas rather than send them to placements
out of their immediate communitics. While states should and must cstablish standards
and monitor compliance with thosc standards, they should allow communitics maximum
flexibility to develop their systems in accordance with their own special needs as long
as carcful planning is done, thc overall plan mcets state guidelines, and clear
rationales arc provided for community actions. This may mcan, for cxample, that onc
community will clect to focus very hecavily on therapcutic foster carc services, while
another may emphasize therapcutic group care. As long as clear and logical rationales
are provided, communitics should have the flexibility to make such choices.

In several states, such as Alabama and Ncbraska, models of systems of care have
included scrvices to be provided at the local community leve!, other scrvices to be
provided at the multicommunity (or regional) level, and other services to be provided
at the state level. Such approaches are rcasonable, particularly in states that arc not
densely populated and that cover large gecographical arcas. In such states, for
cxample, certain specialized and expensive services such as secure residential
trcatment may not be able to be supported by each community. Nor would there
nccessarily be a nced for cach community to have such a program because of the
limited number of youngsters who need it.

The development of rcgional and state services in these instances is justified, and
doecs not nccessarily conflict with @ community-based approach to management. With
such an approach, communitics could still control admissions and discharges to the
recgional and state programs or facilitics. Also, incentives «<an still be in place to
cncourage communitics to serve the youngsters locally and, f that is not possible, to

work with the residential placemeat to try to rcturn the youngster to his or her home
as soon as possible.
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An cxample of the use of some centralized state services in addition to community
scrvices is provided by North Carolina. For placements in the Whitaker School, the
most intensive residential trcatment program in the statc for emotionally disturbed
adolescents, the statec is divided into four regions. [Each region, through a multi-
agency committee, controls the admissions and discharges of six youngsters into
Whitaker School. Close working rclationships are maintained between the regional
groups and the residential program. Once a region has made its six placements, the
only way it can make an additional placement is by bringing a child back home. This
crcates an incentive for discharge, and rcduces the likelihood that a community will
"warchousc" a youngster for an extended period of time in 2 state facility that
provides a "free" service to the community.,

Within many states, services provided by state agencics arc delivered on a regional
basis.  This rcgionalization can facilitate thc cstablishment of community-based
systems of carc. However, in some states, the various child-serving agencies may
divide the statc into regions differently. This creates a system obstacle to agencics
working togcther effectively at the local level and to the establishn nt of effective
community-based management of the system of care. This problem may be averted, to
somec extent, in states that have a consolidated children’s agency. In thesc cascs,
most of the secrvices provided to children are under the auspices of a single
consolidated children’s agency. The structure of the state system and the approach to
regionalization should bc considered in planning approaches to management of the
system of care.

ALTERNATIVE MODELS FOR SYSTEM MANAGEMENT

Within an overall framework of community-based system management of the system of
care, there arc three basic approaches that can be taken. These approaches include
management by a consolidated agency, management by a lead agency, or management
by multiple agencies through formal agreements.

The issuc of management is perhaps most easily solved in states that have cither a
consolidated children’s agency or a quasi-consolidated agency. A consolidated agency
provides all children’s services, while with a quasi-consolidated agency almost all of
children’s services are provided by one agency, but typically responsibility for certain
services, such as mental health, is divided between two agencics (Isaacs, 1984).
Connecticut, Delaware and Rhode Island arc examples of states that have developed
consolidated agencics at the state level to administer children’s services. Quasi-
consolidated agencies can be observed in Florida and New Hampshire.

Since in these cases onc agency controls the provision of most services (cither
dircctly or contractually), this is the logical agency to manage the system. The
coordination task is casicr because so many of the services are provided by or funded
by onc agency. It should be noted, however, that cven where there is a consolidated
children’s agency, certain services such as education and recreation are typically
provided by other agencies.

In a system with management by a consolidated agency, management on a case by
casc basis frequently becomes vested in a team of casec managers. These casc
managers can cither be employees of the public agency or employees of a contracted
agency. The casc managers gain much of thcir ability and authority to organize a
trcatment plan and a set of scrvices on behalf of individual youngsters by working
under the auspices of the community level unit of the consolidated state agency,
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Such an approach requires that there is both a consolidated or quasi-consolidated
children’s agency and a community or regional structure for the operation of that
agency.

A second approach is to designate a single agency as a lead agency for management
of the system of care. This can be accomplished through agreement by all agencies
involved. In this case, it is essential to have a clear specification of the roles and
responsibilities of each agency and a willingness to cooperate from all agencies. In
some cases, the designation of a lead agency is mandated either by the legislature,
the court or a high level of the state executive branch. For example, in North
Carolina the Division of Mental Health, Mental Retardation and Substance Abuse was
designated to be the lead agency for services to be provided to youngsters certified
as members of the Willic M. class (Behar, 1985).

Much as with the consolidated agency approach, the day to day management of the
system in a lead agency approach is often done by a team of case managers working
as part of the lead agency or under contract to the lead agency. The case managers
have the responsibility for insuring that the system operates in a flexible manner that
is responsive to the needs of the clients.

Where an agency has been designated as a lead agency on a voluntary basis through
agreement by community agencies, the same agency may not in fact be so designated
in another part of the state. In one part of the state, the mental health agency may
be selected as the lead agency while in another area the social service agency may be
selected. The authority of the lead agency in this situation stems from the voluntary
cooperation of the child-serving agencies rather than from a mandate.

The designation of a lead agency for purposes ¢f developing an effective system of
care for emotionally disturbed children usually involves defining the y.ungsters to be
served according to some specific criteria. In North Carolina, the group is defined as
those youngsters who have been certified as Willie M. . initial system development
efforts in Florida, the group of youngsters is defined as those who have been
reviewed by a committee and found to be in need of residential services. These
relatively restrictive definitions tend to exclude other youngsters who need an
intcgrated system of service as well, and in both states (as well as other states)
efforts to broaden the dcfinition are under way. However, as a starting point,
particularly with limited resources for case managers, the focus on the more seriously

disturbed children can be a good way of beginning to implement a coordinated system
of services.

The third system management approach involves management of the system by multiple
agencics. Under such an arrangement, agencies clearly define their roles,
responsibilities and resource contributions. They may jointly fund case manager
positions to work with individual clients, and they may jointly supervise the
individuals within these positions. Ohio provides an example of system management by
multiple agencies. In 1984, the Governor issued an cxecutive order establishing an
interdepartmental "cluster” system to address the nceds of youth with multiagency
nceds. Representatives of all key child-serving agencies meet regularly at the local
and statc levels to review individual cases of children who the system has not
adequately served, and to develop plans to meet the needs of these children and their
families. The cluster system involves joint funding of needed services as well as
collaborative planning and service delivery,
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This approach requires carcful planning, good problem olving mechanisms for
instances in which conflicts arise, and mutual respect among agencics for the
contributions and philosophics of cach group. Such multiagency approaches can be
focuscd on managemer. of particular collaborative programs, such as day trcatment,
rather than on management of entire systems of scrvice.

The challenges involved in effective interagency collaboration are substantial.
Differences in philosophy, turf issues, scarce resources and other environmental and
organizational factors often present formidable barriers to intcragency coordination
and to multiagency system management (Stroul, 1983; Isaacs, 1983a). Based on an
analysis of interagency coordinavion and services integration cfforts, Isaacs (1983b)
concludes that "the development of well-conceived, viable and continuing networks
demands long periods of time and high levels of individual and agency commitment."

THE ROLE OF CASE MANAGEMENT AND CASE REVIEW COMMITTEES

Case management plays a critical role in all three system management approaches.
Case managers are the "glue" which holds the system together, assuring continuity of
scrvices for the child and family. Whether a consolidated agency, lcad agency or
multiagency management model is used, case managers sce to it that the varic.s
service components are coordinated and that service nceds are assessed and reassessed
over time.

The iunctions and responsibilities of case managers, reviewed carlier, include a
number of activities which bring the multiple components and agencics within the
system of care together. These include coordinating the comprehensive interagency
assessment of the child and family’s needs, arranging for necded services, and linking
the various services and agencies.

These functions serve to "systematize" the system of care. Further, the casc manager
is the fixed point of responsibility for monitoring the adequacy of services and for
assessing the appropriateness of services. Thus, the case manager is instrumental in
assuring that youngsters reccive the services that they need and that services arc
changed as the needs of the child and family change.

Some states and communities have been experimenting with casc review committees as
an additional management structure (Fricdman, 1985). Such committees are used to
make or review dccisions about appropriate treatment or placement for youngsters in
order to insure that the rights of children arc protected and that decisions are in the
child’s best interests.

The group process is used, in particular, for decision making with regard to the most
cxpensive and restrictive placements which involve removal of the child from the
home. 1In such cases, the potential conscquences to a child anu family of removal
from the home are considered to be too great to entrust that decision to any singlc
individual, regardless of the training and experience of tha. individual. The committec
review process can bring together agency people with diffcrent perspectives and
profcssionals with different training to review referrals for placement in residential
settings. The process can also include the family and child advocates to insure that
the best information is presented and all views are rcpresented.

In some states such a process takes place at the state level while in other states it
takes place at the community level. It is strongly recommended that such a1 review
process be conducted at the corvmunity level. This contributes to community
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awareness of nceds and to community acceptance of responsibility for serving their
youngsters. It also brings together the individuals from the community who best
know an individual youngster.

As a part of the process of facilitating the acceptance of responsibility at the
community level, some states specifically allocate financial resources to communities to
be used to serve especially difficult children. These resources are typically allocated
bascd on the percentage of the state’s children in each community or region. This
process then enfranchises communities to make decisions about their own youngsters.
It also creates iacentives to be prudent in placement decisions, since any money that
is saved can be used to serve additional youngsters.

In some states, particularly where there is not a consolidated or quasi-consolidated
children’s service agency, decisions about residential placement are made according to
different procedures by different agencies. For example, the child welfare agency may
use a different set of procedures for decision making than the mental health agency
uses.  Such an approach runs the risk of inadequately protecting the rights of
children since the procedures used vary not as a function of children’s needs but
rather their agency affiliation. This approach can also be inefficient, resulting in
agencies competing with cach other to literally "pass the buck" for paying for
services rather than cooperating.

A committee, or some individual or group, also needs to be involved in the continual
monitoring of the progress of youngsters who have been placed in very restrictive
scttings. Often, when the samec case review committcc which has the responsibility
for decision making about entry into the placement is also given monitoring
responsibility, the monitoring of progress gets neglected. This can contribute to
cxcessive lengths of stay and inadequate protection of the rights of youngsters. Case
managers can again play a major role to insu.e that progress of youngsters is
carefully monitored. This should be done through a combination of written reports
from the placement setting and actua' visits to the youngsters. However, procedures
should be established to insure that the progress of youngsters is reviewed not just
by an individual but also by a group. The logical group to conduct such a review is
the same commiitee that originally reviewed the application for residential placement,
as long as it can be insured that the review process of youngsters in placement will
not be neglected.

The establishment of decision-making and case review processes is an important and
often overlooked aspect of system management. It is essential for states to address
this issue within the context of the overall goal of promoting systems of care, and
within the requirement that the rights of children be protected and that they not be

placed in restrictive settings without having an adequate opportunity in less
restrictive settings.

At this point in the development of systems of service for emotionally disturbed
children, there has not as yet been enough experience to recommend a single approach
to system management. This is particularly the casc because of the ¢ifferent agency
configurations existing in different states, the variety of ways in which states have
atternpted to regionalize their services, and the differences in population density and
geography.

Severa. points appear to be important, although they have not yet been empirically
tested. It seems essential that whatever management approach is selected, it should
be community-based. Trying to manage a direct service system for youngsters in
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communities across a state from a state office is cumbersome and inefficient.
Further, centralized state level management does not create a sense of commitment in
communities for accepting responsibility for serving their children,

It also seems clear, and has been a consistent theme of this monograph, that
whatever approach is taken must involve the close cooperation of agencies including
not only the m-ntal health, health, social service and juvenile justice agencies but
also the school system. Such cooperation is needed both for developing and
implementing the component parts of the system and for management of the overall
system.

Finally, there are increasing indications that case managers are a key component of
any attempt to make a system truly responsive to the neceds of the individuals it is
designed to serve. Behar (1985) has called it "the most essential unifying factor in
service delivery,” and it seems clear that for a system to be effectively operated,
there should be case managers who can pull services together from a variety of
sources to meet the needs of individual clients.
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VI. STRATEGIES FOR DEVELOPING SYSTEMS OF CARE

As notcd carlier, conceptualizing a system of carc model is only a preliminary step in
the system improvement process. The real challenge for states and communities is to
transform their system of care plans into reality. This chapter cutlines a number of
specific strategics and approaches that might be used to translate plans into
functioning nctworks of services for severely emotionally disturbed children and their
families.

CASSP is a "system change" program, onc which was modecled after similar system
change iniuatives. Onc such initiative is the NIMH Community Support Program (CSP)
which is designed to assist states to develop systems of care for adults with
long-term mental illness. Another is the NIMH-spoasored Most In Neced (MIN)
Program which involved a number of local demonstration projects to create integrated
systems of carc for children with multiple handicaps. Both of these programs have
emphasized thc usc of a range of strategics to create significant changes in the
service delivery system, changes which would favor the provision of comprchensive,
coordinated services to the target population.

In order to capitalize on the expericnce of these and other system change programs,
several analyses have been undertaken (Stroul, 1982, Stroul, 1983). Through these
analyses, the expericnces and lessons learned by the participating states and
communities have been documented. Most importantly, the analyses have identificd
and described the stratcgies and approaches used to promote system changes. Thus,
there is a wealth of knowledge and experience that states and communitics may draw
upon in their current cfforts to develop systems of care for emotionally disturbed
children and youth. As a technical assistancc resource for states, a workbook
detailing CASSP system change strategics and an accompanying planning protocol was
developed by the CASSP Technical Assistance Center (Stroul, 1985). The stratcgics
outlined in this chapter are described in detail in that document. It should be noted
that while the strategics arc described from the state perspective, they arc by and
large directly applicable to communities that arc ecngaging in system of carc
development efforts. Similar activitics may be undertaken within a community or a
service area that wishes to create more comprechensive, better coordinated systems of
care for the target population.

The CASSP strategy, from the Federal perspective, involves providing grant support
along with technical assistance to s.:.¢ mental hecaith agencics or to the state
children’s agency that has primary respcnsibility for children’s mental health
services. The statc agency then implements a planning and stratcgy dcvelopment
process designed to de ..op systems of care for scverely emotionally disturbed
children and youth throughout the state. This "statewide system improvement
approach” involves activitics occurring at the state level that are directed at making a
range of administrative, legislative, budgetary and programmatic changes that arc
nceded to improve the service system. Additionally, the state agency stimulates and
assists in community level activitics designed to develop or improve systems of carc
for the target population. CASSP rests on the assumption that these state activities
will lecad to the desired outcomes -- first, nccessary system changes and, ultimately
the improved availability of comprchensive, coordinated systems of care.

What kinds of activitics might ultimately result in system of care devclopment?  What

can a statc or a community actually do to affect system changes? CASSP stratcgics
arc defined broadly as:
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Planned actions that the mental health agency can take, in collaboration
with other appropriate organizations and groups, to promote the
development of systems of care for severely emotionally disturbed
children and youth.

Each statc or community involved in a CASSP-rclated initiative will sclect system
change strategies that are most appropriate for its particular ecnvironmen: and
circumstances, Nevertheless, the experience of other system change programs
suggests the types of strategies which are most likely to have a broad impact. Thesc
system change activities fall within six major areas including:

o0 Plani..ng and necds assessment,

o Modifying the mental health system,
o Intcragency collaboration,

0 Technical assistance and training,

o Constituency building, and

0 Local system development,

It should be noted that these categories represent not alternative strategics, but
rather complementary strategies. In order to develop effective systems of care, states
and communities should be selecting and implementing strategics from cach of these

catcgories, varying the emphases, strategy types and sequencing to conform with the
particular environment,

Within each category, there are innumerable strategies that states or communities may
select. Previous analyses of system change programs have shown that states generally
develop a "master plan" or blueprint which establishes a tramework for their system
improvement initiatives. Specific strategies, then, are designed in accordance with
this master plan, Again, the precise set of strategics sclected, the timing and
scquencing of various strategies, and the level of effort devoted to various stratcgics
arc dependent upon state-specific needs and circumstances, A discussion of the
strategics within cach broad area follows,

STRATEGIES FOR PLANNING AND NEEDS ASSESSMENT

The strategies in this first category include a number of basic steps taken by states
to initiatc the system change process. The first step is the establishment of a focal
point at the state level to initiate and coordinatc system development activitics.
Gencrally, states cither identify or establish a state level administrative unit within
the statc mental health agency. This unit, staffed by individuals with expertise in
child mental health, scrves as the focal point for CASSP-related activitics.

In order to begin to address the nceds of emotionally disturbed children, states

procced to implement ¢ planning process. The planning process includes such tasks
as:

0 Defining the target population,
0 Assessing the characteristics and service needs of the target population,
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o Defining the naturec and components of the desired system of care, and
o Asscssing available services and identifying service gaps and needs.

Based on these carly planning tasks, goals and priorities for the system improvement
effort arc then cstablished. This planning process should be accomplished with broad
professional and consumer participation, with input and involvement sought from
health and human scrvice agencics, professional and provider organizations, parent and
family groups, and child advocacy groups. It is apparcnt that these planning
stratcgics arc also rclevant at the community level.

The analyscs have shown that almost all states involved in system change sclect a
strategy aimed at influcncing the state planning process. This may take the form of
drafting a scction of the state mental health plan dcaling with children; preparing a
long-range comprchensive plan for system of carc development; working to establish
children as a priority population in the state plan; or influencing regional and local
planning processes to promote system of carc development.

Organizing, scrving on or consulting with a wide variety of task forces and advisory
committees is a second type of strategy within this category. Task forces or
committees are organized around a specific task or issue in some cases, for example
to develop guidelines and standards for day trcatment programs for children and
youth. In other cases, committces with broad representation are organized v ith a
more general purpose, c.g., to advise on mental health services for children, in hopes
that they will succeed in influencing the level and nature of services provided to the
target population.

Surveys and needs assessments related to both the target population and the service
system are a third type of strategy in this arza. Susveys and assessments to identify,
locate and describe severcly emotionally disturbed children have been undertaken, and
attempts have becn made to cstablish their service needs with hard data. A number
of studies have demonstrated that many children in hospitals and residential trecatment
centers could be treated in less restrictive scttings given the appropriate community
supports (Bchar, 1986; Knitzer, 1984). In addition, several states have conducted
assessments of the current availability of system of carc components.

The data from both types of asscssments are gencrally used to impact planning,
regulatory, legislative and budget processes. The pr:vious analyses have revealed,
however, that complex and cxpensive nceds assessments are neither necessary nor
cost-cffective for a system change cffort., Rather, data collection should be limited to
target information that hss specific utility in planning and implementing system
change stratcgics.

STRATEGIES TO MODIFY THE MENTAL HEALTH SYSTEM

Strategics in this arca arc specific steps that may be taken to address the reforms
nceded in the mental health system to promote system of care development. They
include a range of actions to cnsurc that mental health rcsources (funds, staff,
programs and facilitics) are used to better mecct the nceds of severcly emotionally
disturbed children and youth. The basic goal of such strategics is to shift the

philosophy, policics, practices and resources of the mental health system to promote
community-based, child-centered systems of care.
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A wide varicty of strategics can be used to make the statc mental health system more
responsive to the n<cds of children and youth. These include strategies devised to
make rcgulatory, legislative, budgetary or programmatic changes that will promote and
facilitate the statewide development of community-based systems of care.

Strategics to address rcgulatory processes comprise onc group included in this area.
These methods involve developing or participating in the development of program or
staffing guidclines and standards for system of carec components, c.g., developing
standards for therapeutic foster homes. States may also focus on revising the rules
and regulations governing statc funding of mental hecalth services to make systems of
carc for children a top funding priority.

Strategics to impact the legislative process can include methods such as drafting and
submitting bills for system of carc components and consulting with legislators and
legislative committces regarding the neceds of the target population. Strategics to
affect budget processes also fall in this arca. They include a range of persuasive
techniques to influecnce the budget preparation process within the mental health
department as well as the preparation of special legislative budget issues and
packages. Depending upon the circumstances, strategics may attempt to access new
monies for system of care deveiopment or they may pursuc rcallocation of resources
for the development of more appropriate, community-based children’s services.

Finally, strategies in this arca include thc creation of new scrvices, programs or
mcchanisms to promotc system of care development. Examples include adding
"home-hasca services" as a service that the state can contract and rcimburse for or
designing a program of grants to countics for system of care development projects.

At the community level, similar reforms can be instituted to prowote system of care
development. County boards or commissions, for cxample, can institute r:gulatory or
budgetary cnanges that cncourage the development of system components and of
multiagency service networks.

STRATEGIES FOR INTERAGENCY COLLABORATION

The broad range of needs and multiproblem nature of the CASSP target population
make it cssential that mental health service delivery be closcly integrated with
cducation, child welfare, juvenile justice, rctardation, hecalth and other services.
Therefore, s:iaicgics for coordination and collaboration with those other agencics and
systems which impact on emotionally disturbed children arz essential.

Stratcgics in this area include mecasures to: 1) cducate other agencies about the nceds
of emotionally disturbed children, 2) advocate for the target population in an attempt
to persuade other agencics to join in the system of carc developmen’ process, 3)
share rcsources among health and human service agencies for sysiem of care
development, and 4) create a nctwork of agencies committed to addressing the neceds
of severely emotionally disturbed children.

Strategies in this arca includc organizing, scrving on or consulting with a widc array
of intcragency task forces and committces. Some of these might be initiated by the
state legislature or the Governor, while other interagency task forces may be a staff
initiative. Regardless, it has been demonstrated that the success of intcragency task
forces depends on obtaining the right level of represcntatives (those with access to
power, but closc cnough to affect operations), ensuring meaningful tasks and roles,
and providing cvidence that recommendations are taken scriously.
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power, but close enough to affect operations), cnsuring meaningful tasks and roles,
and providing evidence that recommendations are taken seriously,

At the community level, it is essential to create a network of agencies to collectively
address system of care development. This interagency network can serve as the focal
point for local planning efforts for the system of care, and can provide system level
coordination for services to be provided within the system of care. Such networks
have been shown through the NIMH Most In Need Program to create a collective
commitment among child-serving agencies to emotionally disturbed children, and to
provide a machanism for joint planning and service delivery (Stroul, 1983).

Interagency or interprogram agreements comprise a group of strategies used
frequently to induce agencies to be collectively more responsive to the target group.
In some cases, the agreements may be general expressions of affiliation or joint
purpose, whereas in other cases they have documented work plans and detailed
processcs for providing services. It is important to recognize that interagency
agreements negotiated at the state level do not always {ilier down to the local level
and thus do not necessarily result in change in service delivery or exchange of
funds. Interagency agreements should be accompanied by provisions for
implementation throughout the system and for any requisite technical assistance

Strategies to mobilize resources for system development include actions to access new
resources, to encourage realloration of resources or to foster more appropriate use of
resources for severely emotionally disturbed children. Medicaid is the focus of
resource development strategies, and some states are working with the state health
agency to liberalize service definitions to allow Medicaid reimbursement for such
services as day treatment or case management. Strategies involving interagency
training are also used by states to promote system of care development. Training
materials and programs might be used with the staff of other agencies,e.g., education,
to help them deal more effectively with emotionally disturbed children and their
families. Training events might be co-sponsored by two or more child-caring agencies
to foster better communication and coordination of services.

STRATEGIES FOR TECHNICAL ASSISTANCE AND TRAINING

As an integral part of their system change efforts, states provide technical assistance
and training to a variety of organizations and agencies involved in providing services
to children and adolescents. Strategies for training and technical assistance are
directed at both state and local levels, and are designed to provide information on the
concepts and goals of system of care development, child mental health needs, potential
funding sources and promising models and approaches. Additionally, states often
provide technical assistance to other states.

A broad array of technical assistance and training approaches are available (Friedman,
1986). In fact, many states and communities have relied heavily on a technical
assistance and training approach to shift the mental health and larger service system
in the desired directions. Surveys and assessments are among the methods used to
plan technical assistance and training initiatives. Training needs assessments might be
undertaken or more informal methods may be used to identify all the groups needing
training and consultation relative to system of care developmen*. Based on these
assessments, training and technical assistance may be provided to diverse groups
including advisory boards, mental health and child-caring agency staff, government
officials at all levels, judges and juvenile justice system staff, legislators, families,
coniumers, advocates, university students and faculty, etc.
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Training strategies often involve sponsoring, co-sponsoring, organizing or contracting
for statewide or regional conferences, workshops and seminars. Such conferences
might focus on the entire system of care, or might concentrate on key system. of care
components or issues. Ongoing training programs might be designed and conducted
such as a statewide training program for case managers. Some states might choose to
base their training approach on the use of a demonstration program. In this case,
the model program is used to provide on-site experiential training on how to
implement the component. Often, these training experiences are followed by technical
assistance provided by demonstration program staff and state staff.

Technical assistance may be provided through a variety of mechanisms. State planning
processes and monitoring site visits may afford opportunities for reaching local
programs and offering consultation regarding system of care development. Tele,shone
and on-site consultation are frequently used methods to assist local communities in
addressing the needs of severely emotionally disturbed children. Training materials,
such as videotapes, may also be used to depict the concept and components of the
system of care, and can have broad educational applications.

STRATEGIES FOR CONSTITUENCY BUILDING AND PARTICIPATION

In order to have a substantial and lasting impact on the mental health and human
service system, the importance of a strong und vocal constituency cannot be
underestimated. Strategies in the constituency building area are directed at three
primary purposes. First, mechanisms are used to include key individuals and groups in
planning for the target population at state and local levels. These key individuals and
groups include parents, consumers, professionals and child advocates as well as private
sector providers and organizations. Second, strategies are needed to stimulate the
development of new advocacy groups for children and youth and to facilitate the
advocacy activities of both existing and new groups. Finally, states are likely to
adopt strategies to generate public awareness and support for system development
activities on behalf of children and youth.

In order to solicit the participation of interest and constituency groups in planning
and policy development, states may use existing task forces, committees or advisory
bodies as forums or they may create new structures to address system of care
planning and programming. Parents, consumers, professional and child advocates may
be invited to join these groups in order to incorporate their perspectives in the
planning and development of systems of care. States may also reach out to the
private sector, encouraging the participation of private nonprofit providers, private
profit-making providers, charitable organizations and private industry. Strategies to
establish a partnership with the private sector should be implemented in order to
work collaboratively toward system of care development.

To promote the development of new advocacy groups and facilitate advocacy activities,
states can provide either material or nonmaterial support. Material support for
advocacy provided by states has consisted of sponsoring statewide and regional
advocacy conferences and workshops, and providing funds for a variety of advocacy
projects. For example, a strategy used in the past has been to contract with the
Mental Health Association or the Alliance for the Mentally 11l to organize new family,
parent or consumer groups or to cozlesce advocacy groups into a statewide coalition.
Material support has also involved providing stipends to consumers or family mcembers
to sponsor their participation at conferences and contracting with advocacy groups to
opecrate special programs, such as technical assistance to other groups,
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Nonmatcrial support provided by states gencrally involves supplying information such
as legislative and budget information, including "alerts" on key bills and upcoming
hearings. Advice can be suppliecd to advocacy groups to assist them in becoming
incorporated, planning conferences or identifying resources. Technical assistance,
training, general encouragement and moral support ar¢ among the other possible forms
of nonmaterial assistance.

Public awareness and support may be sousht through mecdia exposure, workshops and
presentations to government, civic, volunteer and professional groups. Such stratcgies
are designed to educate the larger community about the needs of severely emotionally
disturbed children and about the types of services that may be provided through a
system of care. These strategies often result in encouraging individuals and groups to
become involved in the constituency for emotionally disturbed children, advocating for
funds and services at state and local levels.

STRATEGIES FOR LOCAL SYSTEM DEVELOPMENT

The development of systems of care in local communities is the objective of all the
strategies described above. Still, there are a number of additionai strategies that may
be adopted in order to specifically promote the development of components and
systems at the local level.

By far the most widely used strategy in this category centers around the use of model
or demonstration programs. Model programs are used for a variety of purposes. They
provide working examples of community-based service approaches to persuade
legislators and other decision-makers of their viability. By drawing attention to the
models, states are able to sensitize other communities to the need for similar
programs. Models are also used as a learning base for future plans, policies and
programs. Another widespread use of model programs is as a training and technical
assistance resource. A number of states adopt demonstration/program development
approach. This strategy involves developing Jnstration programs in on¢ or more¢
arcas, and over time, proceeding to "replicate" or develop programs in additional
communities with appropriate variation to mect local nceds.

Direct state funding of sys‘cm componcnfs through contracts or grants is another
approach available to states to promote local program development. Onc strategy
consists of providing limited funds to each county or service area to fill one or two
system gaps and to serve as an incentive to address system of care issucs. Such
funds may also be used to assist communities to cstablish interagency nctworks to
plan and coordinate systems of care. The interagency networks can serve as a focal
point for future system dcvelopment activitics at the community level. Other direct
funding strategy options include contracting with local agencies on a broad scale to
provide a range of secrvices, awarding grants to decvelop and operate system
components, and providing state funds for innovative system components.

Performance contracts and other regulatory mechanisms are also used to promote local
system development.  States may require the development of systems of care through
performance contract provisions or through modifications in rules, regulations and
guidelines. For example, states may create relatively rapid changes in service delivery
by shifting funds from support of traditional services to support of community-based
service alternatives.

States without the resources to provide much direct funding for system of carc
development may rely on a training and staff deveclopment approach to improve local
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services. In addition, research and evaluation can be used as a strategy in the local
program development area. Reseaivn and evaluation projects are often tied to
demonstration programs, and may explore changes in service availability, utilization or
coordination; changes in child and family functioning; cost-effectiveness; and other
key aspects of system of care development. Research and evaluation results are often
used to generate legislative and administrative support for expanded programming.

All strategies that are used to promote local system development should create
incentives for local communities to take responsibility for serving emotionally
disturbed children and their families. States may adopt strategies that p:ovide
communities with not only the responsibility, but the flexibility and decision making
authority to create systems of care that are responsive to their needs and are in all
respects community-based.

In planning system change initiatives, each state or community faces a unique set of
organizational, political and e¢conomic circumstances. These conditions shape or
determine the types of system change strategies that can be successfully employed.
The strategies used to promote system of care development must be appropriate to the
particular contextual circumstances within a state or community.

There are a number of environmental factors or conditions which play a key role in
shaping the nature and types of strategies adopted. These factors include the history
of the state which determines its stage of development vis-a-vis system development,
the organization of the service system which determines the level or levels efforts are
focused on, the availability of resources to support system development which
determines the extent to which states can subsidize program development, and a
number of others. In order to select appropriate strategies, states must consider
these factors and, in effect, "diagnose" their situations. This diagnostic process
provides a reasoned basis for determining the types of strategies that would be most
productively employed.

State and communities should also approach the selecticn of system change strategies
within the context of the current economic climate, and plan their activities
realistically. As noted by Stroul (1985), "the overriding consideration in the strategy
selection nrocess should be how to use limited financial and other resources to
achieve the most substantial and lasting changes in relation to system of care
development for severely emotionally disturbed children and youth."
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VII. SYSTEM ASSESSMENT

This monograph has been prepared to assist states and communities to improve
services for severely ernotionally disturbed children and adolescents. In general,
despite significant deficiencies in the present service systems in many states, there is
much to be encouraged about. There has been increased attention paid to the needs
of emotionally disturbed children and their families. In particular, there is growing
reccognition that effective service systems require a range of services and close
interagency collaboration. Important progress is being made in developing new service
components and in providing case management services to link the various services.
Additionally, there is an expanding knowledge base about effective community-based
service options, system management and strategies for producing system change.

This concluding chapter recinforces many of the points made earlier by presenting a
scries of questions to assess systems of care on a statewide or community basis. The
assessment questions address the characteristics of an effective system with respect to
such arcas as the development of a model, planning and decision making processes and
intcragency relationships. Primarily, these characteristics represent the viewpoint of
the authors, based upon their experience. The questions are by no means exhaustive:
many additional questions and characteristics may be relevant to assessing systems of
care,

The assessment questions are followed by sample worksheets for assessing the status
of the development of the various system of care components. The assessment
questions and worksheets are presented to summarize the information presented in the
monograph and to provide readers with a framework for evaluating the status of the
system in their state and community.

ASSESSMENT OF THE CHARACTERISTICS OF AN EFFECTIVE SYSTEM OF CARE
System of Care Model

An cffective and responsive system should recognize the need for a range of scrvices,
and should be based upon a specific model of a children’s system of care. Questions
that might be asked to assess the status of either a state of community system are:

o Docs a specific model of a system of care for :motionally disturbed children exist?

o If so, does the model include a wide range of both nonresidential and residential
services?

0 Arc there data available on the capacity in each component of the system and on

the percentage of the children’s mental health budget that goes to each
component?

o Is there reasonable balance in the system, with greater capacities in tne less
restrictive services than in the more restrictive and a significant portion of the
budget going for nonresidential services?

132



Planning for the System of Care

Part of the foundation for an effective system is a carcfully developed state plan.
Questions that can be asked to assess planning include:

o Is there a clear state plan that has becen developed specifically to prevent and
trcat cmotional disturbance in children?

o If so, is the plan the result of interagency collaboration with participation and
input from all relevant child-caring agencies?

o Has there also been participation in developing the plan by providers, parents,
advocates and consumers?

o Is ther¢ a requirement that communitics and/or regions within the state develop
their owh plans for system of care development, and if so, do they receive
technical assistance in the formulation of their plans?

0 Are community and regional plans closely reviewed with meaningful feedback
provided? When community or regional plans are accepted, are they actually used
as a basis for system changes?

Community-Based Nature of System

In keeping with one of the core values expressed in this monograph, services should

be provided and managed on a community or regional level. Questions that can be

asked to assess the community-based nature of the system include:

o To what extent do state policies and practices promote community-based services
and the acceptance of responsibility by communities for serving their children
locally?

0 Are there fiscal incentives for communities to serve children locally?

o What proportion of the state children’s mental health budget is controlled at the
community versus the state level?

o To what extent are decisions about particular youngsters and services made at the
community or state level?

0o Are there accountability procedures to maximize the likelihood that communities
develop erfective systems of service?

Interagency Collaboration
~ A continuing theme throughout this monograph has been the importance of
interagency c¢fforts in the development of cffective systems of carc. Questions that

can be asked to assess intcragency collaboration are the following:

0 Are there formal mechanisms at the state and community level to insure
interagency collaboration in planning and delivering services?
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o To whet extent does joint funding of programs and services occur?
Coordination and Management of the System of Care

An effective system must be well-managed, with close coordination ot services and
clear accountability. Asscssment questions include;

o Is there a management structure that provides clear rolcs and responsibilities for
different agencics and clear accountability for providing services?

0 Are the different components of the mental health dimension coordinated to
promote rapid and easy movement from one service to another?

0 Are there close linkages among the various child-caring agencies and systems so
that youngsters can receive multiple services in a coordinated manner?

o Is there a clear locus of responsibility for insuring that youngsters with multiple
needs do, in fact, receive services from all of the relevant agencies?

Treatment Decision Making

Within an effective system, there should be clearly articulated procedures for making
decisions about individual youngsters. Such procedures should provide adequate
protection for the youngsters while also insuring that their needs are met. Questions
that can be asked with respect to decision making are as follows:

0 Is there a clearly articulated procedure for treatment and placement decision
making for individual children with serious emotional problems?

o Is there consistency between agencies in the procedures that are used for
treatment decision making?

o Particularly for decisions about placements in highly restrictive settings, do the
decision making procedures involve multiagency and multidisciplinary input?

0 Are trcatment and placement decisions made on a community level?

o Are family members and youngsters permitted to participate in the decision making
process to the extent that they are capable?

o Is there systematic follow up and progress review of youngsters after decisions
have been make to place them in restrictive settings?

Training and Technical Assistance

As noted, technical assistance and training are important strategies for promoting the
development of effective systems of care. Many states and communities rely heavily
on a training and technical assistance approach to foster system development.
Questions to assess the training and technical assistance effort include:

o Is there a training and technical assistance plan at the state and community level

which outlines training and technical assistance nceds and planned activities in
relation to systems of care?
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o Is there a training and technical assistance plan at the state and community level
which outlines training and techn.cal assistance needs and planned activities in
relation to systems of care?

o Is consultation regularly provided to key community planners and providers to help
strengthen community-based services for emotionally disturbed children?

o Is consultation regularly provided to state level planners and policymakers to
enable them to better assess state needs and develop system of care plans and
policies?

o Do key individuals at state and community lecvels receive regular training
opportunities?

0 Arc adequate training and technical assistance provided before new services are
initiated and at regular intervals as services are being provided?

o Is information about successful procedures and programs regularly and
systematically disseminated throughout the state so that other planners and
providers can benefit?

Advocacy and Community Education

As indicated, the development of effective systems requires strong advocacy and
community education efforts.  Within recent years, there have been significant
increases in both advocacy and community education activities related to systems of
care. Assessment questions that can be asked are:

0 Are there regular attempts to educate the community including representatives of
advocacy groups, civic groups and service groups about the needs of emotionally
disturbed children and the approach of the community to meet these needs?

0 Are there attempts to involve parent, advocacy, civic, professional and other
groups in efforts to strengthen the system of services?

o Do public officials and representatives of parent, advocacy, civic and professional
groups work in partnership on behalf of children?

0 Arc therc efforts to encourage the development of new advocacy groups to
advocate on behalf of emotionally disturbed children, and ar¢ there efforts to
facilitate the advocacy activities of existing groups?

Standards, Monitoring and Evaluation

Effective systems of service require the establishment of service standards as well as

careful monitoring and periodic evaluation of outcomes. Questions that may be asked
to assess monitoring and evaluation activities includes:

0 Are there guidelines and/or standards for programs and services for emotionally
disturbed children?

0 Arc there guidelines and/or standards for community-based decision making and
planning for systems of care?
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0 Are there regular procedures for evaluating the outcomes and costs of systems,
programs and services for emotionally disturbed children?

0 Are the results of the evaluations used as part of the planning and policymaking
process?

Statutory Base For System of Care

As discussed in the monograph, it is essential that there be an adequate statutory
base for delivering services for emotionaliy disturbed children. Questions that may be
asked are the following:

o Is there an adequate statutory base for the provision of services for emotionally
disturbed children?

o Is there an adequate statutory base for the protection of the rights of children,
particularly with respect to issues such as involuntary hospitalization, treatment in
the least restrictive setting and placement on units with adult clients?

0 Do the protections include children served both in the public and private sector?
0 Are there adequate mechanisms for monitoring compliance with the statutes?

Fiscal Policies

Fiscal policies must nct only be consistent with the objectives of the system of :are,
but should create incentives for effective, community-based systems of service.
Assessment of fiscal policies includes the following questions:

o Is there a sufficiently secure and stable funding base for services to encourage
providers to develop and continue of fering the services?

o Do the funding mechanisms provide adequate accountability and quality control
while still allowing providers sufficient flexibility so that they can provide
effective services?

o Do the fiscal policies encourage an adequate balance between attention to
immediate needs to provide services and to more long-range system needs to
prevent severe emotional disturbance in children?

o Are multiple sources of funding used including Federal, state, local and private
sector funds?

o Are there incentives for multiagency funding of system of care components and for
creative interagency financing approaches?

Systems of care are constantly evolving, with change and innovation taking place at
rapid rates. The challenge facing states and communities is to build effective and
responsive systems of service based both on existing knowledge and on creative
planning and probhlem solving efforts. The challenge extends beyond building systems
to meet the nceds of children and families in 1986 to include laying the foundation
for future systems of care. The system of care of the future will require the
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combined efforts of professional and nonprofessionals, the public and private sectors,
and parents, advocates and citizens from all walks of life.

While all of the knowledge needed to effectively serve youngsters with serious
emotional problems is not presently availabic, the most current knowledge and
technology is not presently being utilized in most communities. The leadership and
commitment to provide comprehensive services and opportunities for children with
emotional problems must be developed in order to build effective systems of care.
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WORKSHEET TO ASSESS STATUS OF SYSTEM OF CARE
FOR SEVERELY EMOTIONALLY DISTURBED CHILDREN AND ADOLESCENTS

INSTRUCTIONS: THE COMPONENTS THAT COMPRISE A SYSTEM OF CARE FOR SEVERELY EMOTIONALLY DISTURBED CHILDREN AND YOUTH ARE LISTED BELOW. FOR EACH
COMPONENT, NOTE ITS CURRENT STATUS, DESIRED STATUS AND POSSIBLE STRATEGIES TO IMPROVE STATUS. THE FOLLOWING RATING SCALE MAY BF.
USED TO ASSESS EACH COMPONENT. EXPLAIN RATINGS.

1 - COMPONENT NOT PRESENT
2 * COMPONENT MEETS LESS THAN 50% OF THE NEED
3 - COMPONENT MEETS 50% TO 80% OF THE NEED
4 - COMPONENT MEETS MORE THAN 80X OF THE NEED
POSSIBLE IMPROVEMENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

I. MENTAL HEALTH SERVICES

NONRESIDENTIAL SERVICES

8¢l

Prevention

Early ldentification &
Intervention




6t1

COMPONENT

Assessment

Outpatient Treatment

Home-Based Servires
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CURRENT STATUS

DESIRED STATUS

POSSIBLE |MPROVEMENT
STRATEGIES

166



POSSIBLE IMPROVEMENT
COMPOMENT CURRENT STATUS DESIRED STATUS STRATEGIES

Day Treatment

Emergency Services

ovi

RESIDENTIAL SERVICES

Therapeutic Foster Care

o 167




POSSIBLE IMPROVEMENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

Therapeutic Group Care

Therapeutic Camp Services

841

Independent Living Services

1~
169 ()




POSSIBLE IMPROVEMENT

COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

Residential Treatment Services

Crisis Residential Services

44

Inpatient Services

172
17




- COMPONENT

11. SOCIAL SERVICES

Protective Services

Financial Assistance

Home Aid Services

(341

Respite Care

Shelter Services

Foster Care

Adoption

173

O

CURRENT STATUS

DESIRED STATUS

174

POSSIBLE IMPROVEMENT
STRATEGIES



COMPONENT

IT1. EDUCATIONAL SERV!ICES

144!

Assessment & Planning

Resource Room

Self-Contained Special Education

Special Schools

Home-Bound Instruction

Residential Schools

Alternative Programs

CURRENT STATUS

DESIRED STATUS

POSSIBLE IMPROVEMENT

STRATEGIES

1

ot Nl

()



POSSIBLE IHPROVEHENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

IV. HEALTH SERVICES

Heal th Education & Prevention

Screening & Assessment

Primsry Care

Svl

Acute Care

Long-Term Care

178

177




POSSIBLE IMPROVEMENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

V. VOCATIONAL SERVIFSS

Career Education

Vocational Assessment

Job 3urvival skills Training

Vocational skills Training

9pl

Work Experiences

Job Finding, Placement &
Retention Services

Sheltered Employment




POSSIBLE IMPROVEMENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

VI. RECREATIONAL SERVICFS

Retationships with Significant Others

After School Programs

Summer Camps

Lyl

Special Recreational Projects

182




POSSIBLE IMPRCVEMENT
COMPONENT CURRENT STATUS DESIRED STATUS STRATEGIES

VII. OPERATIONAL SERVICES

CASE MANAGEMENT

Self Help & Support Groups

Advocacy

8vi

Transportation

Legal Services

Volunteer Programs 1 8 4




