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PREFACE

The system of care for severely emotionally disturbed children and adolescents has been of
great interest over the last several years.  The conceptnalizetion of this system has been a
major focus in the advancemeni of the availability and appropriatencss of scrvices for this
underserved  population.  In 1982, June Knitzer estimated in her seminal study, Unclaimed
Children, that of the three million children with serious ecmotional disturbances in this
country, two million werc receiving no treatment whatsocver and countless others werc
receiving  inappropriately restrictive carec  because of the lack of community-based service
alternatives.  Knitzer documented that only 21 states had a child and adolescent administrative
unit within their departments of mental health and asserted that this dearth of lcadership,
lack of appropriate chili mental health services, and fragmentation of systems has resulted in
literally millions of children with serious emotional problems “falling through the cracks.”

In 1986, Lconard Saxc performed a study for the Office of Technology Assessment (OTA) of
the United States Congress, which confirmed Kanitzer’s findings.  Saxe introduced this report,
Children’s _Mental Health;  Problems _and Services, te Congress with the statement:  "Mental
health problems arc a source of suffering for children, difficultics for their familics, and great
loss for socicty Though such problems are somctimes tragic, an cven greater tragedy may be
that wec currently know morc about how to prevent and treat children’s mental health
problems than is reflected in the care available." Saxe presented three major conclusions:

o Many children do not receive the full range of nccessary d appropriate services to
treat their mental health problems effectively.

o A substantial theorctical and rescarch base suggests that, in general, mental health
interventions for chiidren are helpful.

o Although there scem to be shortages in all forms of children’s mental health care, there
arc particular shortages of community-bascd scrvices, case management, ard coordination
across child service systems.

Even before the OTA study, Congress responded to these problems and to grewing calls for
change from the ficld, by funding, in 19¥4, an initiative to demonstrate the development of
better functioning scrvice systems,  This cffort led the National Institute ¢i Mental Health to
develop the Child and Adolescent Service System Program (CASSP;.  CASSP now supports 42
states in the development of intcragency cfforts to improve the sysicms under which the most
troubled children and youth receive services.  Through state and community level grants, the
agencics that serve these youngsters -- mental health, health, social welfare, juvenile justice
and special education -- are brought together to develop system change processes.

As states began struggling with system change, a number of critical questions evolved:

0 What should a service system for children with serious emotional problems encompass?
o Toward what new configuration or ideal should service system change be directed?

o What arc the components of the system?

0 What is the ultimate goal of such systems change?

To provide a conceptual framework for the ficld ard to answer these questions, CASSP
supported the publishing of A_System of Care for Scvercly Emotionally Disturbed Children and
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Youth by Beth Stroul and Robert Fricdman in 1986.  This monograph has been called a
blucprint for action in the child mental health ficld.

Stroul and Fricdman described the various service options required by these youths and the
nced for continuums ol carc across all of the relevant child-serving agencies.  From these
componcnts, they proposed a design for a greater "System of Care” cncompassing both the full
range of services and the mechanisms required for the assurance of their appropriate delivery.

The System of Care monograph describes a continuum of mental health services for severely
emotionally disturbed children and adolescents. This continuum includes a group of important
nonresidential scrvice options that ! ave been under-represented in states and communities. In
order to assist states and communitics that wish to develop a full system of care, CASSP
initiated a major study on family-centered and community-basecd scrvices for children and
adolescents  with  serious  cmotional  disturbance, which has resulted in this series of
monographs.

This new scrics, which includes four volumes focusing on home-based services, crisis services,
therapeutic foster care, and systems of care, complements the System of Care monograph as
well as an carlicr CASSP publication, Profiles of Residential and Day Treatment. Beth Stroul
and Sybil Goldman have performed an extraordinary task in reviewing information on hundreds
of community-bascd programs, in synthesizing this information, and in analyzing currcnt
treatment  practices and service delivery strategies utilized within cach of the three service
modalitics mentioned above.  They have produced a truly "statc-of-thc-art" serics on home-
based scrvices, crisis scrvices, and therapeutic foster carc. In addition, thcy have described
in clear and dircct prosc three actual communitics that have attcmpted to design and
implement  well-functioning systems of care for children with scrious emotional problems and
their familics. This scrics constitutes a major contribution to the field and should be of great
interest to  program  administrators at  both the statc and community levels, to service
providers, to parcnts, and to advocates -- to all those interested in improving or developing
community-based scrvice options for these children and youth.

Ira S. Lourie, M.D.
Chicf, Child and Family Support Branch
National Institutc of Mcntal dealth

ludith Katz-L.eavy, M.Ed.
Assistant Chicf, Child and Family Support Branch
National Institute of Mcntal Health



INTRODUCTION

This document is part of a series of monographs on community-based scrvices for children and
adolescents who arc scvercly emotionally disturbed published by the Child and Adolescent
Scrvice System Program (CASSP) Technical Assistance Center at Georgetown University.  This
serics is the product of an cxtensive national study of community-based service approaches for
this population and includes the following volumes:

Volume I: Home-Based Services
Volume II: Crisis Services

Volume III: Therapcutic Foster Care
Volume IV: Systems of Care

There is broad agrecment that comprchensive, community-Based systems of care for youngsters
who are scvercly cmotionally disturbed and their familics arc nceded, and the development of
thesc systems has become a national goal. Many communitics offer the more traditional
components of the system of care, such as outpaticnt, inpaticnt, and rcsidential treatment
services. However, there arc a growing number of promising and innovative trcatment
approaches emerging in the field, and there is a tremcndous nced for information about these
service alternatives, The study of community-based services, funded by the National Institute
of Mecntal Health Child and Adolescent Scrvice System Program, was designed to identify and
describe threc types of services -- home-based scrvices, crisis scrvices, and therapeutic foster
care.

The study was conducted from 1986 to 1988 and initially involved a survey of over 650
organizations and individuals requesting that they identify programs providing homc-based
services, crisis services, and therapcutic foster care to a population of scvercly emotionally
disturbed children.  The initial survey resulted in the identification of approximately 200
programs across thc nation. An cxtensive questionnairc then was sent to all identificd
programs in order to gather detailed information about their organization, philosophy, scrvices,
client population, staffing patterns, costs, sourccs of financing, cvaluation results, problems
encountered, and other aspects of their programs. Responscs were received from morc than 80
programs in 36 states, and a one-page profilc summarizing major characteristics was prcparcd
for each respondent program.

With the assistance of an advisory committec, several programs in cach catcgory were selected
for in-depth study through sitc visits.  The programs were sclected with the goal of
maximizing variation along key dimensions, including diffcrent  service approaches and
trcatment philosophics, geographic regions, types of communitics, and age groups or minority
populations served.  Additionally, an attempt was madc to sclect programs that cxemplify the
corc values and guiding principles for the system of carc described in Chapter 1 of this
document.  The programs selected for site visits were not necessarily considered “model”
programs. Rather, they were sclected to serve as cxamples of a variety of service delivery
approaches. There are, of coursc, a great many othcr programs in the ficld which are also
extremely effective in providing these types of services to troubled children and their {amilics.

In addition to sitc visits to programs in cach of the scrvice categorics, the advisory committee
rccommended  visiting three  communitics that appeared to have a wide array of service
components in place as well as effective mechanisms for linking and intcgrating these scrvices
into a coordinated system of care. Three-day site visits were conducted in order to become
immersed in the programs in an attempt to determine what makes them successful.  The site
visits involved obscrvation of program activitics and extensive meetings and  discussions  with

iii
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program administrators, staff at all levels, staff from other community agencies, parents,
foster parents, and children.

The analysis phase of the project involved synthesizing the information obtained from the
survey, site visits, and literature review in each of the service categories.  This monograph
series represents the major study product, each volume providing a descriptive overview of the
scrvice approach, case studies of the programs visited, and profiles of the programs responding
to the survey. The monographs are designed to provide information that will be helpful to
state and community agencies, advocates, and others who are interested in developing these
types of programs.

iv 10
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1. A SYSTEM OF CARE FOR CHILDREN AND ADOLESCENTS
WHO ARE SEVERELY EMOTIONALLY DISTURBED

In her book Unclaimed Children, Knitzer (1982) reported that two-thirds of all children and
youth who are severely emotionally disturbcd do not receive the scrvices they nced. Many
others receive inappropriate, often excessively restrictive, carc.  Rccently, there has been
increasing activity to improve scrvices for children and adolescents who are severcly
cmotionally disturbed. In 1984, with funding appropriat.d by Congress, the National Institute
of Mental Hecalth (NIMH) launched the Child and Adolescent Scrvice System Program (CASSP)
to assist states and communities to develop compr : ensive, community-based systems of care
for emntionally disturbed youth and their familics.  Coalitions of policymakers, providers,
parents, and advocates currently are being forged across the nation to promote the
development of such systems.

This chapter presents a model system of carc along with principles for service delivery. The
model and principles were developed through a project sponsored by CASSP with broad input
from the field (Stroul & Friedman, 1936). The model offers a conceptual framework to provide
direction to policymakers, planners, and providers.  Individual service components, such as
those described in this series, should be considered in the context of the overall system of
carc.

0ACKGROUND

Nearly two dccades ago, the Joint Commission on the Mental Health of Children (1969) found
that millions of children and youth were not receiving nceded mental health scrvices and that
many others received unnccessarily restrictive care, often in statc mental hospitals,  The
President’s Commission on Mental Healih (1978) cchoed the Joint Commission’s conclusions,
finding that few communities provided the volume or continuum of programs nccessary to meet
children’s mental health needs. Both Commissions recommended that an integrated network of
services be developed in communitics to meet the needs of caildren and youth who are
severely emotionally disturbed. Knitzer (1982) asseried that the necds of severely emotionally
disturbed children have remained largely uraddressed.  She considers these children to be
"unclaimed’ by the public agencies with responsibility to serve them.  Most recently, the
Office of Technology Assessment (OTA) of the United States Congress (1986) found that many
children do not receive the full range of nccessary and appropriatc services to treat their
mental health problems effectively. The OTA report stated that it is a tragedy that "we
currently know more about how to prevent and treat children’s mental health problems than is
reflected in the care available.”

Thesc reports and others have made it apparent that the range of mental health and other
scrvices nceded by children and adolescents who are severcly cmotionally disturbed s
frequently unavailable. Many children afe institutionalized when less restrictive, community-
based services would be more cifective.  Additionally, there have been few attempts to get
mental hcalth, child welfare, juvenile justice, health, and cducation agencies {o work together
oit behalf of disturbed children and youth. This has left chiidren and youth who have scrious
and complex problems to receive services in an uncoordinated and picezmeal fashion, if at all.

Currently, there is broad agreement abeut the critical reed to  improve the range,
appropriatcness, and coordination of services delivered to ceversly  emotionally  disturbed
children and their families. The development of comprehensive, coordinated, family-centered,
and community-based "systems of care” for children and youth has become a national goal.

i
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The term "continuum of carc” has been uscd cxtensively in the field to describe the range of
services nceded by children and adolescents who  are severcly  emationally  disturbed.
Throughout this document, the term “system of care” is cmployed.  "Continuum of care"
gencrally denotes a range of services or program componeits at varying levels of intensity.
These arc the actual program elements and services needed by children and youth. "System of
carc" has a broader connotation. It not only includes the program and scrvice componenls,
but also encompasscs mechanisms, arrangements, structurcs, or processes o insvre that the
scrvices arc provided in a coordinated, cohcsive 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 follows:

A system of carc is a comprchensive spectrum of mental health and cther nccessary
scrvices which arc organized into a coordinated nctwork to meet the multiplc and
changing nceds of children and adolescents who arc severcly cmotionally disturbed
and their familics.

This chapter describes how ticse systems of cave might look and the values and philosophy
that should guide service delivery.

PRINCIPLES FOR THE SYSTEM OF CARE

The system of care concept represents more than a network of service components.  Rather, it
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 carce
may differ from staic to state and from communily to community. Despitc such differences,
all systems of care should be guided by a set of basic valucs and operational philosophics.

There is general agreement in the ficld as to the values and philosophy which should be
embodicd in a system of care for youth who arc severelv emotionally  disturbed.  With
extensive consultation from the ficld, two core values and a =2t of ten principles have been
developed to provide a philosophical framework for the system of care modecl.

The two core values are central to the system of care and its operation,  The first value is
that the system of care must be driven hy the necds of the child and his or her famity. In
short, the system of carc 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 scrvices to the child and family rather than cxpecting the child and
family to conform to pre-existing scrvice configurations. It is also scen as a commitment o
provide scrvices in an cnvitonment and a moan.aer that enhances the personal  dignity  of
children and familics, respects their wishes and individual goals, and maximizes opportunitics
for involvement and self-determination in the planning and delivery of scswee..

Implicit in this value is that the system of carc is also family-focused.  In most rases, parents
arc thc primary carc givers for children with severe cmotional disturbances. but eforts 1o
work with and support families are frequently 'wcking.  Pareete often fecl Aamed, isolated,
frustrated, discnfranchised, and shufficd from ageney to apency, teovider to provider,  The
system should be committed to supporting parents as care givers through services, support,
cducation, respite, and more. There should also be a strong commitizent to maintaming the
integrity of the family whenever possible.  Recent experience has  confirmed  thae intensive
scrvices provided to the child and family can minimize the need for residential trcatment, and
that residential placcments of all types are overutilized (Behar, 194, Fricaman & Street, 1985;
Knitzer, 1982; Stroul & Fricdman, 1986; United States Congress, 1986).

12



The second core value holds that the system of care for emotionally disturbed children should
be community-based, Historically, services for this population have been limited to statc
hospitals, training schools, and other restrictive institutional facilities. There has been
increasing interest and progress in serving such children in community-based programs which
provide less restrictive, more normative environments. The system of care should embrace the
philosophy of a community-based, family-centered network of services for emotionally
disturbed youth. While “institutional' care may be indicated for certain children at various
times, in many cases appropriate services can be provided in other, less restrictive settings
within or close to the child’s home community.

In addition to these two fundamental values for the system of care, ten principles have been
identified which enunciate other basic beliefs about the optimal nature of the system of care.
The values and principles arc displayed on the tollowing page.

SYSTEM OF CARE FRAMEWORK AND COMPONENTS

The system of care modcl presented in this chapter represents onc approach to a system of
care. No single approach as yet has been adequatcly implemented and tested to be considered
the idezc! model. The model presented is designed to be a guide and is based on the best
available empirical data and clinical experience to date. It is offcred as a starting point for
states and communities as they seek to build their systems, as a bascline from which changes
can be made as additional research, experience, and innovation dictate.

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

Mental health services
Socia. scrvices
Educational services
Health services
Vocational services
Recrcational services
Uperational services

NS s

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 mot 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.
Educational services, for example, are provided most often by school systems, and social
services gencrally are associated with child welfare or social welfarc agencies. 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
agencics or practitioners in both the public and private sectors. Therapcutic group care, a
component in the mental health dimension, often is fulfilled by juvenile justice agencies and
social scrvice agencics as well as by mental health agencies. Day treatment is another mental
hcalth function that is frequently fulfilled by educational agencies, ideally in close
collaboration with mental health providers.

P
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CORE VALUES FOR THE SYSTEM OF CARE
The system of care should be child-centered, with the nceds of the child and family
dictating the types and 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 lcvel,

GUIDING PRINCIPLES FOR TIIE SYSTEM OF CARE
Emotionally disturbed children should have access to a comprchensive array of scrvices
that address the child’s physical, emotional, social, and educational needs.

Emotionally disturbed children should receive individualized scrvices in accordance with
the unique needs and potentials of cach child and guided by an individualized scrvice plan.

" Emotionally disturbed childrcn should receive services within the least restrictive, most

normative environment that is clinically appropriate.

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

Emotionally disturbed children should receive services that arc 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 therapcutic

manner and that they can move through the system of services in accordance with their

" changing needs.

10.

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 childrcn should be cnsured smooth transitions to the adult service
system as they reach maturity.

The rights of emotionally disturbed children should be protccted, and effective advocacy
efforts for emotionaliy disturbed children and youth should be promoted.

Emotionally disturbed children should receive services without rcgard to race, rcligion,

national origin, sex, physical disability, or other charactcristics, and services should be
sensitive and responsive to cultural differences and special nceds.

14
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While the roles and responsibilitics of specific agencics  arc acknowledged, many of the
services can be, and are, provided by diffcrent agencics in different communities.
Furthermore, many of these scrvices are provided not through the cfforts of any single agency
but through multi-agency collaborative cfforts.  Such collaborations arr important not only in
identifying necds and planning scrvices but also in developing, funding, and operating services.
It should also be recognized that services arc not always provided by agencies. Some
functions within the system of care may be fulfilled by familics, parcnt cooperatives, or other
arrangements.  In addition to public sector agencies and staff, private sector facilities and
practitioners can play a pivotal role in the system of care, providing a wide range of services
within each of the major dimensions. Additionally, juvenile justice agencies play an important
role in the system of care Ly providing a wide range of scrvices to children and adolescents
who have broken the law (Shore, 1985).

An important aspect of the concept of a system of carc is the notion that all components of
the system are interrelated and that the cffectiveness of any onc ccmponent is related to the
availability and effectiveness of all other components. For cxample, the same day treatment
servicc may be more effective if cmbedded in a system that also includes good outpatient,
crisis, and residential trcatment 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
scrvices are also available in the community than i they arc absent or of low quality. 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.

Within cach of the seven scrvice dimensions is a continuum of service components, These
dimensions and the components within them arc displayed on the following page. Of primary
importance is the dimension of mental hcalth services since these are critical services for all
children who arc severcly emotionally disturbed.  These scrvices are divided into seven
nonresidential catcgories and scven residential categories.  When considering the individual
services, it should be recalled that these arc component parts of an overall system of care.
The boundaries between the various dimensions and components are not always clear, and
frequently therc is overlap among them. While they arc listed individually, the system of care
dimensions and servicc components cannot be operated in isolation. Only when the services
are cnmeshed in a coherea, well-coordinatéd system will the nceds of severely emotionally
disturbed youngsters and their familics be met in an appropriate and effective manner.

A critical characteristic of an cffective 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 familics will not have a chance to receive less
restrictive  scrvices before moving to more restrictive scrvices. If, for example, within a
community there arc no intensive home-bascd scrvices, only 20 day trcatment slots and 50
residential trcatment slots, the System is not in balance. Most likely, youngsters and families
will have no opportunity to participate in home-bascd or day trcatment scrvices because they
arc relatively unavailable, 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.

At the present time there are no clear, cmpirically-based guidclines about the appropriate
capacity within cach component of a system of care. Implicit within a model system of
scrvice, however, is the expectation that more youngsters  will require the less restrictive
scrvices than the more restrictive ones, and that service capacity, therefore, should diminish
as onc procceds through the system.  As additional resecarch and ficld expericnce  are
accunulated on systems of care for severcly cmotionally disturbed children, it may become
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COMPONENTS OF THE SYSTEM OF CARE

1. MENTAL HEALTH SERVICFS

Nonresidential Services:

4. HEALTH SERVICES

Health Education & Prevention

Prevention

Early Identification & Intervention
Assessment

Outpatient Treatment
Home-Based Services

Day Treatment

Emergency Services

Residential Scrvices:

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

Asscssment & Planning
Resource Rooms

Self-Contained Special Education
Special Schools

Home-Bound Instruction
Residential Schools

Alternative Programs

Screening & Assessment
Primary Care

Acute Carc

Long-Term Care

5. 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

Atter School Programs
Summer Camps
Special Recreational Projects

7. OPERATIONAL SERVICES

Casc Management
Sclf-Help & Support Groups
Advocacy

Transportation

Legal Services

Volunteer Programs
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possible to dcfine the optimal ratios of capacitics in the different system  components
(Fricdman, 1987).

The operational scrvices dimension is somewhat different from the other system  of care
dimensions.  This dimension includes a range of support services that can make the difference
between an cffective and an incffective system of carc but do not fall into a specilic
category. Instcad, they cross the boundarics between different types of scrvices. They are
called "operational scrvices” because of their importance to the overall cffective operation of
the system.  The services included in this dimension are case management, sclf-help and
support groups, advocacy, transportation, legal services, and volunteer programs.

Casc management is a scrvice within this dimension that can play a critical role in the system
of carc. Bchar (1985) calls casc management "perhaps the most essential unifying factor in
scrvice delivery”  The important role that casc management can play in a system of service
has been increasingly recognized in recent years but has been opcrationalized in only a few
states,

Casc management can be provided to youngsters in both residential and nonresidential
programs. It involves brokering services for individual youngsters, advocating on their behalf,
insuring that an adequatc trcatment plan s developed and implemented, reviewing  client
progress, and coordinating services.  Casc inanagement  involves aggressive outreach to the
child and family, and working with them and with numerous community agencics and resources
to cnsure that all nceded services and supports are in place. Onc important trend in serving
cmotionally disturbed children is to combine specialized case management with the availability
of flexible funds to sccure the specific mix of services and supports nceded by cach individual
child and family on a casc-by-case basis (Updatce, 1986).

Advocacy can also play a critical role in the system of care. "Case” advocacy, or advocacy on
behalf of the needs of individual children, is necded as well as "class” advocacy, or advocacy
on behalf of a group of children. Class advocacy, if successful, can have a greater impact than
case advocacy because it can produce changes that affect more children (Knitzer, 1984).
Efforts to advocate for improved services arc beginning to take the form of coalitions of
parcnt, provider, profcssional, and voluntary advocacy organizations,  These  coalitions  arce
forming at community, statc, and national levels and are beginning to provide a much needed
voice in support of system of care development.

The incrcased intcrest in advocacy is one of the more encouraging signs in the children’s
mental health ficld in recent years. A key issuc affecting the degree to which cffective
systems of care will be developed is the extent to which strong, persistent, and well-targeted
advocacy cfforts can be developed.

SERVICE DEVELOPMENT

The modecl described in this chapter can be used as a guide in planning and policymaking and
provides a framework for asscssing present scrvices and planning improvements, It can be
conceptualized as a blucprint for a system of care which cstablishes dircctions and goals.
States and .ommunitics should revisc and adapt the model to conform with their needs,
cnvironments, and scrvice systems. The model also must 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 carc represents only

a preliminary step in the service system improvement process.  Development of a system of
carr modcel is a planning task which must be followed by implementation activitics. While
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designing a system of carc is an cssential and chacenging task, the real challenge for states
and communitics is to transform their system of care plans into reality.

Using the framework that the mental health dimension of this model provides, it is apparcnt
that many communitics are ablec to provide the morc traditional scrvices to emotionally
disturbed children and their familics, services such as outpaticnt scrvices, inpatient services,
and services in residential trcatment centers.  The service gaps gencrally include some of the
morc¢ innovative scrvice approaches such as home-based scrvices, intensive day trcatment,
therapeutic foster care, crisis scrvices, casc management, and support scrvices such as respite
care.

Because these types of services frequently arc  lacking in communitics, the study of
community-based scrvice approaches was initiated by thc CASSP Technical Assistance Center
at Georgetown University.  The intent of the project was to develop and disseminate detailed
information about specific service dclivery approaches in  order to assist states and
communitics in their cfforts to implement similar programs. Thus, this series is designed to
provide the tools for policymakers, planners, providers, parents, and advocates to translate
their system of care plans into reality.

The three service components sclected for study and described in the series are home-based
services, crisis services, and therapcutic foster carc. Home-bascd scrvices arc counseling,
support, and casc management scrvices provided on an outrcach basis to work intensively with
scverely emotionally disturbed children and their familics in their homes.  Many home-bascd
service programs arc crisis-oricnted, intervening during crisis situations in which the child is
in immincnt danger of placcment in an out-of-home sctting. These programs work intensively
with familics on a relatively short-tcrm basis with the goal of stabilizing the child and, family
and connccting them with ongoing scrvices as nceded.  Other programs have developed longer
term home-based interventions to work murs  extensively with  familics. Some  of these
programs arc bascd on the assumption that familics can benefit from a long and stable
association with a professional.  Somec of the major characteristics of home-bascd services
include the following:

o Theinterven;ioun is delivered primarily in the family’s home.

o The intervention is multifaceted and includes counscling, skill training, and helping the
family to obtain and coordinate necessary services, resourees, and supports.

o Staff have small cascloads to permit them to work actively and intensively with cach
family.

o The programs arc committed to empowering familics, instilling hope in families, allowing
familics to sct their own goals and prioritics and assisting them to achieve these.

Crisis services for children and adolescents involve numerous types of agencics, services,
scttings, and personnel that respond to crisis situations. The range of services includes crisis
telephone lines, often specialized for particular types of problems such as suicide o1 substance
abusc; walk-in and outpaticnt crisis intervention scrvices; mobile crisis outreach services
including home-based services and emergency medical tcams; and crisis residential services
including runaway shelters, crisis group homes, therapeutic foster homes used for short-term
crisis placements, and crisis stabilization units.  Inpaticnt hospitalization scrvices of various
types are scen as back-up to these other types of crisis services, to be used when other
approaches arc now .:dequate for responding to particular situations.
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The underlying goals of virtually all of the crisis programs identified in the study were to
assist children and adolescents and their families to resolve crises and to avert hocpitalization,
Despite diverse approaches and settings, there are many similarities among crisis programs for
children with emotional disturbances:

o They intervenc immediately.

o They provide brief and intensive treatment.

o They focus treatment on problem solving and goal setting,

o They involve familics in treatment.

o They link clients and families with other community services and supports,

Because crisis scrvices provide brief, intense interventions, they generally are followed by
other services.  Thus, it is critical for crisis programs to maintain strong and cffective
linkages with all other components within the overall system of care.

Therapeutic foster care is considered the least restrictive, most normalizing of the residential
options within the system of carc. There is much controversy over what therapeutic foster
care should be called -- foster family-based treatment, special foster care, individualized
residential treatment, and other labels. The primary concern is differentiating therapeutic
foster care, which is a form of trcatment for troubled children, from regular foster care.
Therapeutic foster home programs report that they successfully serve some of the most
severely distu-bed youngsters in home settings, some youngsters that could not be managed in
the most restrictive, highly supervised institutional settings.

Therapeutic foster care usually involves:

o Recruitment of treatment parents specifically to work with emotionally disturbed children.
Treatment parents are seen as the primary therapeutic agents.

o Provision of specialized training to the treatment parcnts to assist them in working with
cmotionally - disturbed children and creation of a support system among the treatment
parents,

o Payment of a special stipend to the treatment parcnts significantly higher than the rate of
payment for regular foster care.

o Staff who work closely with each child and treatment family and usually assume both
clinical 4nd case management roles.

o Counseling, support, and other forms of assistance to biological families.

Therapeutic foster care programs can be flexible and can easily individualize the treatment
approach and program for each child. They can serve both sexes, children of different ages,
and children with a wide variety of problems, Some therapeutic foster care programs offcr
more intensive versions for children with the most severe problems. These involve hiring a
human service professional to serve as the treatment parent and provide full-time, one-on-one
care for a severely disturbed child or utilizing rotating shifts of foster parent assistants to
provide intensive, continuous care and supervision in . context of the therapeutic foster
home.
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While each volume of the series describes a particular service component, the interdependence
of all system components should be kept in the forefront. No one service or program can
meet the complex needs of emotionally disturbed children and their families. Thus, it may not
be wise to devote all available resources to developing one or two services without considering
the entire system. Each of the services described in this series must be part of a
comprehensive, coordinated system of care which is dedicated to meeting the multiple and
changing needs of severely emotionally disturbed youngsters and their families, Volume IV of
this serics describes the efforts of several communities to link a vareity of service components
into well coordinated systems of care.
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1I. CRISIS SERVICES

INTRODUCTION

Crisis scrvices, as thc name implies, arc thosc services available to an individual who is in
crisis.  The causcs and nature of crises are varied, and, as a result, a numbcr of systems
serving children and their familics, as well as adults, include crisis scrvices as a part of their
scrvice delivery programs. Various types of crisis services and interventions arc provided by
the following systems: hcalth, r.olic safety, mental healtn, child welfarc, juvenile justice and,
to a significantly lesser degree, education.

Because the provision of crisis services is so important and because a number of service
systems incorporate such scrvices into their overall dclivery system, it would be logical to
assumc that crisis scrvices would be the most well developed and coordinated component of a
system of carc. Unfortunatcly, this is not thc case. What has evolved for children and youth
in crisis and their families is a fragmented, patchwork set of services cutting across various
scrvice systems.

It is difficult to discuss crisis services gencrically because there arc so many variables:  the
systems involved, the underlying factors that cause individuals to cxpericnce crises, the
presenting problems and the types of scrvices, programs and scttings available to pcople in
crisis,  Different terminology such as emergency services, crisis services, crisis intervention
and crisis stabilization is also used. In this report the term crisis services is used to
cncompass all these terms.

The onsct of a crisis can be produced by psychological, social, physiological or cnvironmental
factors, or a combination of these forces. Individuals can cxperience a crisis in response to
cvents in the life cycle, such as a change in family structure, or in responsc to developmental
changes and stresscs. Some of these events may be part of the normal course of living and
others may bc of a more extreme nature, such as the decath of a parent for a child or
adolescent.  Some children and families move from crisis to crisis because of chaotic lives
marked by poverty, poor health, and other social stresscs. Some children arc in crisis becanse
they are victims of violence, abusc and neglect. Various types of mental and physical illness
can result in, or bec exaccrbated by, a crisis.  According to Stroul and Friedman (1986),
youngsters who are basically well functioning as well as youngsters with long term, scrious
problems may require crisis scrvices for periodic or acute cpisodes. The presenting problem
can manifest itself in various ways and can includc suicidal threats or attempts, depression,
bchavior that is aggressive, ho:tile or destructive towards others, running away, substance
abuse or psychotic behavior.

There are numcrous types of agencies, services, scttings and personnel that respond to crises.
The range of scrvices can include crisis hotlincs, often specialized for particular types of
problems such as suicide or substance abuse; mobilc crisis outrcach scrvices, including home-
based services and cmergency medical teams, walk-in and “outpaticnt” crisis intervention
scrvices; runaway shclters; crisis group homes; therapcutic foster care programs; crisis
stabilization units; hospital cmergency rooms; and inpatient services in general hospitals or
speeial  psychiatric facilitics.  Treatment approaches of thesc different scrvices and scttings
may vary depending on agency auspice, program administration, philosophy and the
predominant source of furnding.  All of these services can be critical to a crisis responsc
system, cspecially if they arc coordinated and linked in an effective manner,

The personncl  providing crisis scrvices are also diverse and cut across scrvice systems.
Hospital emcrgency room staff, emergency medical technicians, the police and child welfare
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personael frequently are on the front lines responding to a wide varicty of crises, including
family crises and crises of a psychiatric nature. The role these personnel play is vital as part
of a crisis system.  Staf( in the different scrvice sctlings also bring diverse backgrounds,
expericences and training to the range of crisis programs.

The focus of this rcport is on the mental health system and its linkages with other providers
and systemis  to provide crisis intervention and  stabilization scrvices to children and
adolescents who arc severcly emotionally disturbed and to their familics. In keeping with the
principles of CASSP, the focus is also on community-based services. This emphasis is not to
minimize the importance of acutc hospital inpatient services, only to stress the nced for other
altcrnatives as part of a continuum of crisis services so that acute hospitalization is utilized
appropriately. Altliough  home-based  services and  therapeutic  fostes  care  arc  integral
components of this crisis continuum, both are more fully discussed in tkc volumes related to
these snecific topics.

It is important to note that the information available on crisis programs for children and
adolescents is sparse, perhaps reflecting the state of the art in the field. The lack of
published and unpublished litcrature alvo may be attributed to the reality that those providing
crisis intervention scrvices do not kave the time to write about what they do. While there
arc isolated articles describing irdividual types of scrvices, there is virtually nothing in the
litcraturc that cxamines in a comprchersive way the range of crisis services that are a
nccessary part of a system for children and adolescents and their families.  Additionally, few
programs were rccommended or responded to the survey for this study. This discussion is a
first stecp in taking a morc comprchensive look at crisis scrvices for children and adolescents
who arc scverely emotionally disturbed. 1t is based on limited survey data, site visits to three
different programs, available litcrature and telephone interviews with sclected programs across
the country.

HISTORY

Within the ficld of mental health, crisis services have undergone several major  evolutions.
The development of crisis services has basically followed two tracks: 1) crisis scrvices as part
of an outpaticnt delivery system, and 2) ecmergency/erisis carc  within inpaticnt hospital
settings. ~ This two-track development has  exacerbated the fragmentation of services that
currcntly cxists. While the focus of crisis scrvices, as with all mental health scrvices, has
been primarily on the provision of scrvices for an adult population, the overall trends and
development of services for children have been similar.

Traditionally, hospitals -- public mental hospitals, private psy.aiatric hospitals, and to a lesser
degree, community hospitals -- have provided cemcergency psychiatric scrvices.  But  while
hospitals contiruc to be major providers, there has been a growing movement and acceptance
among mental heaith professionals working in both hospital and community scttings of the
importance of “crisis intervention” on an outpaticnt basis as an cffectivc mental health
approach.

Crisis intervention had its roots in the 1940s with the work of Erich Lindemann and his
colleagucs, who conducted a seminal study of bereavement after a firc in Boston caused the
uncxpeeted deaths of a number of young adults (Lindemann, 1944).  This and other carly
studics provided the basis for the mental health profession’s understanding and development of
crisis thecory and practicc.  In the 1950s and 1960s, there were a number of pioncer programs
that provided services and training in crisis intcrvention (Caplan, 1961; Jacobson, 1980).

In 1963, the Community Mental Health Centers (CMHC) Act established ¢mergency services as
onc of five cssential programs  (cmergency, outpatient, inpaticnt, partial  hospitalization,
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consultation and education) to be provided in order to be cligible for federal funding. As a
result, meutal health catchment arcas developed and implemented plans for the provision of
emergency mental health scrvices for theiv populations.  Most CMHCs, however, did not
develop adequate services in any of these programmatic arcas for children and adolescents,
cspecially youth who were severely emotionally disturbed.

The 1960s also witnessed the development of so-called alternative mental health services such
as drop-in centers, runaway shelters, free clinics and hotlines.  Most of the carly alternative
scrvices were founded and staffed by activists and community workers -- both professionals
ard others without professional credentials -- as a response to the physical and emotional
nceds of young pcople who, in the mid to late 1960s, migrated to their communities (Gordon,
1978). A numbcr of clements were characteristic of these alternative programs:  immediate
access to care with a minimum of burcaucratic restrictions; focus on the individual as part of
a larger social system; use of mental health profestionals as back-up and "paraprofcssionals’ as
primary dcliverers of carc; cmphasis on the individual’s capacity for sclf-help; avoidance of
labels and stigmatization; and, provision of a supportive environment.

The alternative scrvices of the 1960s have had a significant impact on how crisis scrvices are
delivered in the 1980s. The deinstitutionalization movement in mental health in the last two
and half decades and the development of the NIMH Community Support Program (CSP) arc
milcstones in the development of crisis services.  One of the ten cssential components of a
community support system is 24-hour crisis assistancc. Again, while CSP focuses on an adult
mentally ill population, the conceptualization of crisis assistance as a "continuum of services
and mechanisms that provide quick responsc and cnables the client and family to cope with
emergencics while maintaining the client in the community" (Stroul, 1987), is equally germane
to children’s services and a goal of CASSP.

Concerns about the rapidly cscalating costs of inpaticnt carc and the benclits of treatment in
the lcast restrictive, most normal cnvironment have served as an impetus in recent years for
the development of community-based scrvice alternatives to  hospitalization for emergencies as
well as ongoing trcatment.  In addition to the mental health and health care systems, other
scrvice systems such as child welfarc juvenile justicc and education have developed policics
and programs that rccognizc the nced for young people not to be removed from their homes
and familics and (o be scrved in their local communitics.  Although these policics have yet to
be fully or adequatcly implemented, the trend for all these systems is to develop alternative
approaches o institutionalization,  Different crisis trcatment approaches, crisis  stabilization
units, respite care, therapeutic foster care homces, home-based services and mobile crisis
outrcach teams, all rcpresent alternatives to hospitalization.  During the 1980s,; there has been
an increased interest in the development of these treatment alternatives and a recognition of
the nced for a continuum of coordinated crisis services for children and adolescents, including
hotlincs, home-based scrvices, intensive outpatient crisis intervention services and a range of
crisis residential programs with hospital back-up for acute situations (Update, 1987-8%).

PHILOSOPHY AND GOALS

The underlying philosophy of virtually all of the community-based crisis programs that cither
responded (o the survey, were site visited, or were contacted by phone, is to assist children
and adolescents and their familics in resolving crisis situations and to avert hospitalization by
cnabling youngsters to remain in the community.  While it is recognized that hospitalization
may be warranted in some cases. the basic belief expressed by most programs was that
hospitalization should be avoided because children’s lives can be stigmatized and disrupted; it
can foster the perception that they are sick; and, it can inhibit them and their families from
working through solutions together using natural networks and supports, which can be helpful
in dcveloping coping  skills to prevent future crises.  In the crisis stabilization programs,
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shelters, and respite homes that were studied, cfforts arc inade 10 minimize an institutional
feeling. The  settings and  routines  established try to  duplicate thosc of a family-like
cnvironment.

Jn a few cascs programs have actually organized to form a system or nctwork of emcrgency
scrvices.  The guiding philosophy of these service systems is to provide a continuum of
restrictiveness and a continuum of care in order to meet the necds of a child and family in
crisis morc appropriatcly.

Despite  diversc  program approaches aud trcatment settings, therc are many similaritics in
philosophy, goais and t atment intervention among community-based crisis programs because
the trcatment approach is grounded in family systems theory and crisis intervention theory.
Family systems thcory addresses the forces of an cntire family on the bchavior of an

~ individual family member.  The family is viewed as a system and the behavior of individual

family members interrelated.  The client is the family unit, even though the problem of an
individual faraily member led to the referral for services. A further discussion of family
systems theory is included in the volume on home-bascd scrvices. Crisis intervention is bascd
on an understanding of the nature of crisis.  According to crisis theory, a crisis is
characterized by the following elcraents: an indivilual's psychological equilibrium and
functioning is disturbed by an cvent in the person’s social, physical or physiological
cnvironment; coping fails and the crisis ensucs. The crisis is time limited. New coping
cfforts, which may bc adaptive or maladaptive, arc tricd.  Through thesc new coping
mechanisms, an cquilibrium is reached.  Crisis intervention is aimed at helping an individual (o
develop adaptive coping mechanisms and to achicve an optimum level of functioning (Caplan,
1961; Jacobson, 1980).

With these theorics as a foundation, most community-based crisis programs have incorporated
the following principles or goals in structuring their treatment approach:

o To intervene immediately.  Crisis programs arc available 24 hours a day, seven dav. a

weck.  While there may be triaging, there arc no wailing lists and trcatment begins
immediatcly.

0 To provide bricf and intensive treatment. Crisis trcatment is time Ymited. Whether in a
residential type of sctting or in outrcach or clinic-based crisis intcrvention, staff work
with the child and family over a bricf and dcfined period of time, usually 3 to 28 days.
However, some crisis theorists suggest six weeks is necessary (Jacobson, 1980).

o To focus trcatment on problem solving and goal sctting.  Staff work with the elient and
family to stabilize the child and the situation, t¢ determine the problem(s) that precipitated
the crisis, and to plan the next steps nceded to prevent further criscs.  The goals are
limited and focused and next steps immediate.

o To_involve familics in trcatment. Intensive work with the youth and the family is viewed
as critical to problem solving, goal development and crisis resolution.  The vital role that
parcnts and familics play is onc of the rcasons that home-based crisis scrvices have
received such strong support in recent years. But other types of crisis programs also
stress the importance of family involvement and cmpowerment, whenever possible, as an
inherent aspect of their treatment approach. In shelters, family rcunification is one of the
major goals of trcatment.  Crisis tcams usually insist that both parents as well as other
family members be part of discussions and treatment, if at all possible. Crisis stabilization
units and therapeutic foster carc homes can provide respite to parents, enabling familics to
work through issucs and aveid more long-term placements outside the home.  Treatment is
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not denied, however, to youth who do not huve familics or whose familics arc inaccessible
or refused to be involved.

0o To link clicnts and familics with other community services and supports. Because crisis
trcatment is short-term, it is important to develop a nctwork of resources -- other service
agencies, cxtended family members, other community scrvices -- to  ensure continued
support in the community for clicuits,

The principles of the Akron, Ohio, Emecrgency Scrvices System, a consortium  of scveral
agencics providing a continuum of crisis services, present a uscful model for a crisis treatment
sysiem (Akron Child Guidance Center, 1987). The principles arc outlined on the following

page.
COMMON CHARACTERISTICS

Community-based crisis scrvices range along a continuum from mobile outreach tcams providing
scrvices in homes to crisis stabilization units that are hospital-based. Howcever, despite the
diversity of scttings, organizational structurcs and agency auspices, thzre are a number of
characteristics that community-bascd crisis scrvices have in common.,

1. Crisis services arc available 24 hours a day, scven days a wecek.

In order to bc responsive to children and families in crisis, staff need to bc available at all
times to provide screening, cvaluation and intervention.  Clinics and outrcach teams gencrally
have staff on duty during normal clinic hours with staff on call at other times. Shelters and
crisis units are staffed 24 hours a day. Housc or linc staff are assigned an cvening shift.
Clinical staff may bc on the premiscs 24 hours a day, but generally after normal working
hours clinicians arc available on an on-call basis.

2. Community-bascd crisis programs have a common purposc to avert hospitalization, if
appropriatc, and stabilize the c.'s situation in the most normalized sctting possible for
the child.

Community-based crisis programs identificd in this study have a similar goal and undcrlying
philosophy:  to stabilize children and adolescents in the most normalized, lcast restrictive
sclting appropriatc to that child’s nceds. While inpaticnt hospital scttings may be warranted
in somec cascs o provide safety and trcatment for youngsters who arc acutely ill, in the
majority of situations children can be stabilized in alternative scttings. In addition to being
the most cxpensive trcatment sclting, hospitals can be disruptive to a child maintaining a
normal routine, arc stigmatizing, and promotc a connotation of being sick in the child’s and
family’s minds.

Community-based crisis scrvices often play a rolc as gatckeeper (o acutc inpatient services.
Through cvaluation and asscssment, stalf determine if  hospitalization is necessary and
approprialc. For thc most part, programs are designed to offer an alternative to
hospitalization.  The most preferable sctting for a child is to remain at home, recciving
intensive home-based or clinic-based intcrventions from community networks and supports. In
some situations, however, an out-of-home placement may be required.  Most community-based
facilitics try to replicate as homelike an environment as possible,

3. Crisis scrvices arc short-term.

Time limitations and the increascd willingness of individuals and familics to make changes are
fundamental clements to crisis theory (Caplan, 1961).  Crisis services focus on idcntif);ing
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OPERATING PRINCIPLES

AKRON, OHIO, EMERGENCY SERVICES SYSTEM

The system should be visible, understandable, and “user-friendly," so that citizens ar
service providers will be able to usc it efficiently in times of need.

Entry into the system should be user determined, with the system responding to all
requests for cmergency assistance.

The system should be designed (o minimize penctration into the mental health system, It
should strive to usc state institutional scttings as a last resort by diverting clicnts to
less restrictive and more appropriate alternatives,

The system should opcratc on a "one stop” principle.  Once a client has entered the
system, the system should assumc responsibility for the clicnt, This responsibility should
rcmain  until  another responsible  service provider, upon referral, has assumed
responsibility for care.

Scrvices within the system should be time limited and should have as a primary goal
connccting a client to an outpaticnt scrvice (most often at a communily mental health
c-nter) as cxpeditiously as possible. There should be no gap between cmergency response
and {ollow-up.

The system should provide for the maximum appropriate usc of existing community
resources and scrvices.

Tk system should be designed to respond respensively and flexibly to client nceds.
Scrvices should be provided as close in location and time to the client’s situation as is
possible.  Disruption to the client’s life and to the client’s system of social support is to
be minimized.

The cntirc operation is to be considered as a total system, with the role and
responsibilitics of cach component delincated and all inter-relationships made clear.

Whenever  possible, the  system  should choose voluntary scrvices  over  involuntary
trecatment,

The system should be structurcd so as (o minimize the conflict-of-intcrest which may
occur when components within the system that have "gate-keeper” responsibilities are in
a position to bencfit from disposition decisions.

The system should be an integral part of the county’s mental health system by being
included in the county’s mental hcaith plan, with safeguards to cnsurc that it opcrates
consistent with the goals and prioritics contained therein.

The system should have a st-ong cvaluation component, with explicit performance
cxpectations  and  outcome indicators and mechanisms for collection and analysis of
information to system pcrformance which is directly tied to appropriatc management and
decision-making functions.
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those issues and problems precipitating the crisis and on using the crisis to mobilize the youth
and the family to develop new ways to cope and prevent further crisis.  Once stabilized, the
youth and family can be referred for ongoing, longer term trcatment and support. The length
of stay or period of involvement with the crisis program, thercfore, is bricf, vsually lasting no
morc than four to six wecks. Clinic-based crisis staff and outrcach tcams may mect with a
youth and family intcnsively only three to four times. More frequently, however, the extent
and period of involvement of clinic outrcach and home-bascd crisis service teams is about ten
scssions over a four to six week period. Initially, staff usually meet more frequently with the
youth and family, and the sessions are longer.

The average length of stay for respitc homes and for crisis therapeutic foster care programs
is approximately scven dzys.  Average length of stay in crisis stabilization units tends to
range from approximately 13 to 21 days. Limitcd data on shelter stays show a wide rangc--
from 4 to 30 days.

4. Crisis programs tend to be small.

Because of the nature of crisis programs, which arc based on an intensive relationship between
staff, youngsters, and their familics and wherc waiting lists arc inhcrently antithetical,
programs tend to be small. In clinic-based settings, staff handlc an average of 20 to 30 new
intakes and cvaluati.ns per month. Depending on the size of the agency or program and
number of staff, a larger number of cases may be in crisis trcatment at any onc time. Crisis
therapeutic foster carc programs usually will place only one child with a family and respite
carc homes, onc to two youth, Crisis stabilization units on average serve approximately 12
children.  Crisis shelters range in their capacity from 8 to 24. Onc shelter director believed
strongly that 20 youth in the shelter at any one time to be an absolute maximum that could
not be exceeded if the program were to truly perform its mission.

5. Services provided include cvaluation and assessment, crisis intervention and stabilization
and follow-up planning.

Although crisis scrvices arc provided in a varicty of scttings, the trcatment model in all
programs consists of common clements.  Upon intake, staff conduct an evaluation and
asscssment of the youth to determine trcatment nceds. The focus of the treatment in crisis
resolution and stabilization is on problem solving and the development of new coping skills,
Programs use the intensity of the crisis as the basis of trcatment. The ecrisis itself enables
intcrvention.  Staff work to help the child and family understand the precipitating  problem,
cxaminc options, and develop more adaptive coping stratcgics and supports. An intrinsic part
of the crisis scrvices is the planning of next steps and linking the clicnt and family to
follow-up services and supports.

6. Whenever possidle, families are involved in all aspects of crisis trcatment,

Community-based crisis programs recognize the fundamental importance of involving families in
the treatment of children and adolescents.  Programs scck to involve parents in cvaluation and
assessment, in treatment sessions, and in follow-up planning. Somc programs try to involve
all family members s well as extended family in the treatment process. Family networks are
sceh as a vital clement to maintaining children in the community. If youth are placed in
therapeutic foster carc or a crisis stabilization unit, efforts are madc to work with families so
that children can rcturn home.  In crisis shelters serving runaways, onc of the initial
treatment goals is the call home to begin the family reunification process.



't+.+f working in crisis programs tend to share certain similar qualitics.

While the staff of c.:«is programs arc hcterogenous in the types of degrees and credentials
held, there arc some common clements characteristic of staff. These include the ability to be
flexible and adaptable; a high level of skill and compctence; a high degree of energy and
commitment; an ability to develop relationships quickly and then to let go; and an ability to
work in concert with a tcam. Because of the importance of maintaining this unique staff, all
programs make speccial cfforts to support staff and prevent burnout.  Such supports include
training, good vacation benefits, and an environment that facilitates staff bonding.

8. Crisis programs usually are intcgrated with other scrvice components.

Because crisis programs arc bricf, intense interventions that are generally followed up by
other secrvices, most crisis programs arc part of larger agencies that offer other scrvice
components such as inpaticnt, day trcatment or outpaticnt care, or they have affiliation
agrcements for the provision of ongoing trcatment. Although few crisis programs arc linked
with a full range of scrvices, there is usually a linkage for inpaticnt/residential care and/or
for outpaticat follow-up carc.

VARIABLES

While there are a great many similaritics among crisis programs, there are differences as well.
Some distinctions arc agency auspices, financing arrangements, and most notably, the types of
scttings for providing scrvices, including walk-in clinics, mobile outrcach tcams and a varicty
of residential scttings ranging from therapeutic foster carc homes to crisis stabilization units.
Bascd on the questionnaires, site visits and interviews with key informants, the most
significant variables among programs appcar to be the following;

o Hospital affiliation;
o Integration of a crisis scrvice with a larger network of services; and
o Statfing credentials and patterns.

It is gencrally rccognized that some youth in crisis may nced to be hospitalized or may nced
to be trecated outside the home. One of the major factors distinguishing crisis programs is the
rcliance on hospital facilitics and beds to provide this back-up or inpaticnt care rather than
on cstablishing other alternatives to hospitalization,

Some crisis programs have an affiliation agreement with community hospitals to provide
inpaticnt carc; other programs may be a joint venture.  The Crisis Unit/Helpline of the
Children’s Psychiatric Center and the Riverview Medical Center in Redbank, New Jersey, is an
cxample of a co-sponsorcd program which offers the full range of medical and psychiatric
services provided by these two agencics.  Northwest Dade Community Mental Health Center
has a contractual arrangement with Jackson Mcmorial Hospital whereby the mental health
center  provides  screening, cvaluation and  crisis  stabilization, and the hospital provides
inpaticnt beds.

Although thesec programs stress that youth are hospitalized only when it is indicated clinically,
the hospitalization of children and adolescents is a controversial issuz in the ficld.  While it
is generally agreed that inpatient care is an important and nccessary component of a
continuum of carc for youth who are severcly emotionally disturbed, there are valid concerns
that hospital carc is rclied on too heavily and often is not used appropriately (Barach, 1986;
Weithorn, 1988). Conscquently, there is a growing cmphasis on alternatives to hospitalization

19

30



for children expericncing a crisis.  These alternatives allow hopital beds to be used for those
youth most in need and cnables a more cffective allocation of resources.

Programs such as the South Shorc Mecntal Health Center’s Adolescent Crisis Scrvice (Quincy,
Massachuselts), the Houston Child Guidance Center's Family Crisis Program and the
Philadelphia Child Guidance Clinic’s Social Rehabilitation Program place a major emphasis on
working with clicnts in crisis in the community. Both South Shorc Mental Health and Houston
Child Guidance Centers have crisis tcams that work intensively with youth and families at the
clinic as well as off site. The Philadelphia Child Guidance Clinic provides an intensive, home-
based scrvicc to youth and their familics to stabilize a crisis situation.  Yet all three
programs recognize that some youth may require treatment outside the home for a varicty of
rcasons.  Both the Philadelphia Child Guidance Clinic and the Houston Child Guidance Center
have units with inpaticnt beds for youth necding morc acutc care. The South Shore Mental
Health Center has established a respite house, a home in a nc.by ncighborhood staffed by a
couple, onc of whom is a human scrvice professional.

Placement of youth in crisis therapeutic foster homes where specially trained parcnts work
with usually one youth in crisis represents another alternative to hospitalization. In Trenton,
New Jersey, the Youth Emergency Service (YES) is actually located in a hospital but the
scrvices provided do not include inpatient hospital beds. Rather, YES relics on a mobile team
of crisis workers who provide home-based scrvices and a small network of therapeutic foster
homes. A staff member of the program belicves, however, that the services would be

cohanced if back-up hospital beds were available for those youth who arc most acutely
disturbed.

New Jersey's Transitional Residence Independence Service (TRIS) Children’s Crisis Intervention
Service (CCIS) offers another alternative to hospitalization.  CCIS treats children in crisis in
a community residence providing therapy, mecdical support, educational scrvices and  skiil
building in a homclike sctting. As a result of special legislation (thc Baker Act and a special
legislative budget request) in the state of Florida, there are 20 crisis stabilization units
serving children and adolescents.  The majority of these crisis stabilization units, called
general units, arc mandated to serve al age levels but actually scrve few children.  Four
special units serve only clicnts 18 and under.  Of these units one is in a hospital, one is frec-
standing, and two have dual locations.

A sccond major variable among crisis programs is the extent to which the program is part of
a larger nctwork of services -- cither a continuum of crisis scervices or a network or agency
providing a range of scrvices for referral and follow-up care. Crisis scrvices are frequently
the cntry point into an agency or scrvice system.  Crisis programs providing access to an
array of services, as part of an agency or with other agencics through contractual or
intcragency agreements, have a better capability for making appropriate referrals and triaging
at the point of entry and of assuring appropriate follow-up scrvices.

The crisis service may be one component of an agency offering multiple programs. The survey
conducted for this study indicated that a number of child guidance and mental health centers
such as Houston Child Guidance Center, the Philadclphia Child Guidance Clinic and South
Shorc Mcental Health Center provide a range of scrvices including crisis, outpaticnt, day
treatment, respite, foster care and inpatient.  Generally, most of these agencies do not provide
a full range, but rather a combination of several scrvices. New Jersey’s TRIS also offers a
range of scrvices including day treatment and group homes. In Florida most of the crisis
stabilization units arc affiliated with community mental health centers for follow-up outpaticnt
carc.  Youth and familics scrved by these agencies can be referred (o these  scrvice
components once a crisis is stabilized.
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A few communitics such as Ventura County, California, and Kalamazoo, Michigan, have a
system of carc for cmotionally disturbed youth involving multiple agencics. A range of
services, including crisis scrvices, arc provided to troubled youth and their familics. Agencies
are linked through intcragency agreements or contractual arrangements.  Youth who are
scrccned and evaluated can be referred to the appropriatc componcnt of the system for
treatment,

Akron, Ohio, provides an cxample of a continuum of crisis scrvices for youth., The Summit
County mental health board has organized an emergency scrvices system for children
involving a number of agencics each of which provides a diffcrent component of crisis care.
The lead agency is the Child Guidance Center, which has responsibility for dclivering services
as wcll as coordinating the ovecrall continuum. In addition to thc crisis intervention and
support services provided by the Child Guidance Center, the system includes a children’s
hospital, providing inpatient and medical care, a crisis shelter, therapeutic foster care homes,
and a crisis hotline.

Crisis shclters gencrally have developed strong interagency rclationships in a community, but
in most cases the scrvice is focuscd on providing shelter and counscling to runaways and
youth in crisis and not a full array of services. Huckleberry House in Columbus, Ohio, does
provide an aftercarc counseling program for youth and families sccn through the shelter. The
Youth Crisis Shelter in Elkins, West Virginia, is a part of thc Appalachian Mental Health
Center, which offers other programs such as home-based intervention and therapeutic foster
care.

A third variable distinguishing crisis programs is thc diffcrences in the credentials and staff
complements of programs. Generally the type of sctting scems to be the major determinant of
the staff of a program. Clinic and mobile outrcach teams bascd at mcntal uealth and child
guidance centers rcly heavily on graduate trained clinicians, primarily social workers and
psychologists, somctimes psychiatric nurses. Most programs have a psychiatrist on staff or a
psychiatric consultant.  Programs providing home-bascd interventions may also usc bachclor’s
level or indigenous workers with special training,

Crisis stabilization units, in addition to psychiatrists, psychologists and social workers, usually
have nurscs on staff and a cadre of child care staff to cover the various shifts during a 24-
hour treatment day. The staff of crisis units in hospitals tend to be more medically oriented
in their training and backgrounds.

Crisis shelters tend to put less cmphasis on the importance of degrees for their staff. A
shelter may have one or more master’s or bachclor’s level social workers on staff, but the
majority of staff arc morc likcly to have cxpericnce and strong intcrest in working with
troubled youth. Shelters also often employ high school students as peer counsclers.

The usc of voluntcers and paraprofessionals is another factor which varics by program and
sctting. Somc programs belicve it is inappropriatc to usc voluntcers because crisis
intervention  requires  highly skilled, expericnced workers.  Others, especially crisis  shelters,
stress the importance of volunteers in working with groups, providing a richer array of
activitics, and additional support and follow-up.

SERVICES

Crisis scrvices, as has been mentioned previously, include many diffcrent types of services and
settings, ranging from prevention activities to hospitalization,  Stroul (1987), in a rccent
report for the National Institute of Mental Health on crisis scrvices in a community support
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system, catcgorizes the continuum of community-based crisis scrvices for an adult population
into four major components:

o Cirisis telephone services.

o Walk-in intervention.

o Mobile crisis outseach scrvices,
o Crisis residential scrvices.

This categorization provides a uscful framework for the delivery of children’s crisis services
as well.  Idcally, a community or an agency will offer a range of services to mect the
differing nceds of the client population and will provide a mecans for assisting the clicnt to
access the most appropriatce scrvice.

Crisis telephonc services generally are available 24 hours a day, scven days a wecek, and
usually serve as thc cntry point to scrvices. Most crisis programs have staff on duty at all
times or have an on-call system so that a staff person can be available to take referrals or
talk with clients dircctly, obtaining information over the phone, providing counseling,
arranging intakes or making referrals as neccssary. In most communitics there are a number
of crisis hotlines, which may opecratc indcpendently of an agency or treatment program. Crisis
hotlincs may employ staff or usc voluntecrs who are trained to provide counseling over the
phone and suggest referrals.  Crisis hotlines arc often specialized, offcring support to specific
groups, such as substance abusers, youth who arc sexually abuscd, or youth who are suicidal.

Walk-in intervention scrvices are typically associated with mental health centers, child
guidance clinics, hospital emergency rooms and other outpaticnt clinic scttings.  Staff are
usually available during working hours or are on call. In most crisis programs, staff are
specifically assigned to handle crisis cascs. Some more innovative programs also send a tcam
or individual staff person on site to provide assessment and cvaluation as well as crisis
intervention,

Morc and more in communitics, crisis services are available on an outreach basis. ‘This usually
involves a tcam of two workers who will go to the site where the crisis is occurring or will
mect a clicnt at another sitc. This mecting could be in a hospital, child welfarc office, court,
police station, school or in a home. Subsequent mcetings may be in the client’s home or at
the agency providing the scrvice.  Staff providing an outrcach service usually need to be
highly skilled and motivated to work in an out-of-officc cnvironment. Training of emergency
medical tcchnicians in mental health and psychiatric care to handle these types of emergency
cascs represents a variation of the outrcach tcams. OQutrcach teams also are used to deliver
crisis scrvices in rural arcas.

Crisis residential scrvices for youth include an incrcasing number of alternatives:  shelters to
assist runaways and homcless youth, therapeutic foster carc programs using specially traincd
familics or familics where onc member is a human service professional, small group homes and
crisis stabilization units.  These programs generally serve as alternatives to hospitalization or
juvenile detention centers and arc a critical component of a continuum when there is a need
for a protective, supervised sctting and for placement for youth. Crisis residential services arc
an important rcsourcc for thosc youth who for various rcasons cannot remain with their
family or in situations where a short-term placement may be deemed to be therapeutic for the
youth and family.
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When these crisis services prove inadcquate, acutc inpaticnt scrvices may be needed to
stabilize the child. Acutc hospital carc is provided by psychiatric hospitals, private for-profit
and not-for-profit psychiatric facilitics, and general community hospitals with child and
adolescent inpatient units. These scrvices arc scen as "backup" to the array of community
crisis services that should be available. '

The survey conducted for this rcport provided information on 14 different crisis programs.
Becausc crisis services arc often part of a larger agency or service system, it is difficult to
classify programs in discretc catcgorics. Programs included four shclters, onc a service of a
mental health center, and two frec-standing crisis stabilization units, onc associated with a
nonprofit agency providing multiple scrvices for youth. The remaining programs offered an
array of crisis scrvices, usually a walk-in or outrcach program for screening, cvaluation and
crisis intervention with various arrangements for inpaticnt or residential backup, including
therapeutic foster care homes, a small community residence for respite, inpatient units and
hospital beds. The survey material was supplemented with information gathered on other crisis
programs around the country,

In order to gain a better understanding of referral patterns, intake and screening procedures,
cvaluation and assessment, trcatment approaches, duration and intensity of services, and
follow-up planning, programs that primarily offcr outrcach and/or walk-in intcrvention services
will be cxamined scparately from the various types of crisis residential programs available.
With a few exceptions, home-based and thcrapeutic foster carc cmergency programs will be
discussed in thc documents devoted to these servicc components. As noted, most of the
outrcach programs havc a back-up arrangement to provide emcrgency respite care, residential
or inpatient care.

Referrals

Referrals to the child guidance centers and community mental health programs that provide
crisis scrvices come primarily from schools, child wclfarc agencies, courts, and hospitals. A
few programs indicate family and othcr private mental health professionals among their top
three referral sources. There arc also a few sclf-referrals.  After hours, police are often the
source of rcferrals. Those programs with hospital tack-up mentioned physicians as a major
referral source.  Often in outreach programs the major source of referrals is agencies where
mental hcalth workers arc located off sitc to provide crisis intervention services.  Programs
like the South Shorc Mental Health Center in Quincy, Massachusctts, which has staff located
at school sites, found the schools not only to be a referral source, but also to provide an
opportunity to be available to intcrvenc promptly when a crisis occurred or to prevent a
crisis.  As part of the Ventura County, California, Mcntal Health Demonstration Project, the
Shomair (meaning "guardian”) outrcach tcam screens all children who arc placed in foster care
as a mcans of identifying children with significant mental health problems and providing crisis
intcrvention.

Shelters have a much larger percentage of sclf-referrals than other types of services.  Sixty
percent of the clients at Huckleberry House in Columbus, Ohio, arc walk-ins or referred by
fricnds or family. This referral pattern is similar for other sheliers as well.  Other major
referral sources for shelters include child welfare, human service and correction agencics.

Crisis stabilization units tend to have a slightly different referral pattern.  Referrals come
from statc hospitals and hospital cmergency rooms, human scrvice agencics, the juvenile
justice system and familics.  Referral sources for admissions to Florida’s crisis stabilization
units include 41 percent from various hcalth and mental health professionals, 16 percent from
sclf or relative, 10 pereent from human service agencies, 9 percent from the po'ice, 9 percent
from schools, and § percent from the courts (Scrow, 1988).
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Intake, Evaluation and Asscssment

The intake process is a critical aspect of crisis services. Crisis scrvices frequently provide
cntry into a scrvice system. It is at this juncturc that an initial screening, cvaluation and
assessment occurs and a decision made regarding the needs of the youth and the family and
the services to be provided.  Increasingly, this point of intakc is scrving a gatckecping
function, restricting referrals and placement in hospitals and more restrictive settings to those
youth most acutely in nced.  Clicnts may require inpatient hospital carc if they have a scrious
meuical or psychiatric condition that cannot be managed within the strecture and resources of
the program, such as clicnts who manifest a clear danger to themsclves or to others (Stroul,
1987).  Most programs usc the following criteria to determine if hospitalization is requircd:
harmful o self, harmful to others and unable to provide sclf care.  Making these
determinations is obviously a complex process.  Some programs indicate thcy can managc
acutcly ill clicnts by providing intensive services in  thc home, providing one-on-one
supcrvision and  staff support, or by mobilizing a nctwork of community supports.  The
decision (o hospitalizc is also dctermined by statc commitment and detention laws and
requirements of state children’s protective services.

While there are different opinioas about the professional background and credentials of crisis
intake  workers, there is gencra, agreement that crisis intake staff require special training,
skills and cxpericnce so that they can adequately assess an cmergency situation and make an
appropriate dccision for triage.  For crisis scrvices, an arrangement nceds to be made for
staff to provide intakc on a 24-hour, seven day a week basis. In some agencics and prograins
the intake worker plays a screcning role, taking basic information and referring the case to
the crisis tcam for further cvaluation. Usually, however, the intake is performed by staff who
arc an integral part of the crisis tcam or service. The intake worker may continue with the
clicnt or the youth may be assigned to another tcam member for further treatment.

The importance of the intake process is stressed by all crisis programs because it is through
this process that information is gathered for evaluation and asscssment, and a relationship is
developed between the staff and the youth and family. During intake, different levels of
cvaluation occur. If screening has not alrcady taken place, the nature and scriousness of the
crisis nceds to be determined to make an immediate decision regarding whether or not
hospitalization or placcment is required to assure the safety of the youth. At the next level,
more information nceds to be gathered on the physical and emotional status of the youth, the
family situation and the precipitants of the crisis in order to develop an initial (reatment
plan.  The inilial intakc process usually takes several hours. But evaluation, assessment and
rclationship building continue throughout the crisis treatment process.

The intake process is handled in a varicty of ways, depending on the program. At the South
Shore Mecntal Health Center, the Department of Mental Health may initiate a call about a
youth in crisis. The call will go to the agency’s main switchboard or dircctly to the member
of the crisis tcam who is on call. A member of the tcam will cither go (o the site of the
crisis or arrange to sce the youth at the agency. For the initial intake, stal® make an effort
to have the worker who made the referral present as well as all members of the family,
including other individuals who may have a closc relationship to either parcnt. A lcgal
guardian must be present in case hospitalization is required. A typical intake might involve a
discussion with all partics to determine the nature of the crisis; then the crisis team member
will mect with the child, asking a scrics of questions to determine the child’s mental status,
trying to gain as complete a picture as possible at that time. The intake process is also used
to give the parcents support as well as to conncet with the child cmotionally. The staff
person on call will make rccommendations in a written report with respect to arcas for
further cvaluation and treatment interventions.  The person on call may stay with the client,
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or the casc may bc assigned to another tcam member. In somne cases the whole tcam becomes
involved.

In Oklahoma a unique program has bcen initiated to train emergency medical technicians
(EMTs) in the assessment and management of mental health crises. EMTs who have completed
the training program at Oklahoma City Communiiy College arc under contract with community
mental health centers and with the Department of Human Services to provide asscssment,
triage and crisis intervention in local county hospital emergency rooms to youth who exhibit
suicidal, homicidal or out-of-control behaviors resulting from emotional problems or drug use.
In the second year of this project, EMTs will provide assessment and crisis intervention in
other locations such as sheltcrs, schools, or homes (Graham & Richardson, 1988).

In Kalamazoo, Michigan, the Child Guidance Center, which is part of a larger network of
mental health scrvices, has on staff a crisis worker to provide crisis intervention in the
community, working with courts, social services, schools, the policc, mental health agencies
and parcnts. She is available to mect with a client and arrange for intake into the system, if
appropriate.

In the Akron, Ohio, continuum of crisis scrvices thcre arc several entry points into the
system. During the day, a crisis call goes to staff at the Child Guidance Clinic. After hours,
calls arc routed to staff in the emecrgency room of Children’s Hospital. Youth can walk into
the Child Guidance Center, the hospital, or the shelter, but in all cases coordination occurs
through the Child Guidance Center.

In a number of communitics, community mental health ccnter staff provide intake scrvices,
conducting the initial screening and evaluation to determine the need for hospitalization or
placement in a crisis stabilization program. Seventy-five percent of the crisis stabilization
units in Florida arc affiliated with a CMHC (Serow, 1988). In Dade and Monroc countics in
Florida, thc Northwest Dade Community Mental Health Center has responsibility for screcning,
cvaluation and rase management services. The Center has a contract with Jackson Memorial
Hospital for the provision of hospital beds for inpaticnt services for acutely cmotionally
disturbed and mentally ill children and adolescents.  Diagnostic and screening staff are based
at the hospital. Evaluations ary also performed off site.

For New Jersey’s regional system of community Children’s Crisis Intervention Service (CCIS)
units, which provide up to 28 days of psychiatric care to stabilize a child in crisis and
prevent further hospitalization, the statc department of mental hcalth designates and funds
local screeners to conduct an initial intake and serve as a gatekceper to the system.
Screeners arc usually located at the CMHC or based in an cmergency room in a hospital. At
TRIS’s CCIS, once a referral has been made by the screcner, intake usually involves the CCIS
intake worker and case manager, the child, both parents, if possible, and any therapists or
agency workers involved with the family. Thc CCIS intakc worker and the therapist jointly
conduct the social history. The intake worker gathers information from any agencies that the
family is involved with and stays involved with the casc throughout trcatment.

Shelters have stalf on duty at all times to conduct intake, which usually entails explaining the
rules, policics and services of the shelter, and conducting an initial asscssment, including
addressing physical nceds as well as an emotional assessment.  Since the stay at shelters is
usually bricf, somctimes only one to threc days, intake also includes the initial steps in the
trcatment process. At Huckleberry House, intake may be conducted by the house manager on
duty, a crisis counsclor, or a voluntcer.
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Crisis Intervention

The major components of a crisis service arc cvaluation and asscssment, trcatment
interventions 1o stabilize the crisis, and planning next steps for youth and family post-crisis
intervention -- usually all conducted in a time frame of less than 30 days. In crisis work, the
crisis is viewed as a therapeutic opportunity; thus all aspects of trcatment arc intensified and
arc part of the overall trcatment plan. In most programs evaluation and asscssment occur at
intake but usually continuc throughout the stabilization process.  Similarly, the planning for
follow-up care is an intcgral part of treatment and begins carly on in the treatment process.

The focus of trecatment intervention in crisis resolution and stabilization is on problem solving
and the development of coping skills.  After the initial cvaluation and assessment of the youth
and family situation, trcatment usually begins by formulating a trcatment plan and contract
with the youth and both parents, if at all possible. The trcatment plan defines the problems,
specifics goals that arc concretc and immecdiate, and designates the time frame to attain thesc
goals (Handorf, 1987).  Goals usually include recommendations for ongoing supports and
serviees.

Clinical intcrventions include crisis counscling and support, involving both the clicnt and the
family, to relicve stress and to achicve a morc stable level of functioning, Counscling can
include individual, marital, family and group scssions. Most programs incorporatc  working
intensively  with the family as an integral part of trcatment and assisting the youth in
functioning morc successfully in the community. This involves a focus on family dynamics and
the roles of different members.  Increasingly, crisis programs arc emphasizing the importance
ol casc management in the trcatment process to assist clients in linking successfully with
other community supports.

According to Jacobson (1980), steps in treatment include:

0 Determining who is in crisis and what was the precipitating event;

o  Establishing rapport;

o Developing a common understanding of goals, limitations and procedurcs;
o Continuing to clarify the crisis and provide interpretation to the family;

o Helping the child and family to develop alternative coping mechanisms;

0 Arranging for follow-up.

At the South Shorc Mental Health Center, intcrventions arc designed to create a supportive
nctwork, giving the family in crisis a framework for dcaling with problems and pulling in
other providers as nceded.  Interventions include intensive counscling scssions with crisis team
staff, the youth, and family members,

At the Houston Child Guidance Center, the Systemic Crisis Intervention Program (SCIP) was
developed to utilize the opportunity of the crisis elicited by a child’s extreme behavior as an
experience for familics to lcarn about the potential of their natural nctwork. to help them
deal with crises.  Treatment involves threc components 1) providing an immediate cmergency
response which serves to maintain family members’ anxicty within manageable limits; 2) the
mobilization of extended family members (kin) to become involved around the crisis; and 3) the
restructuring  of kin  system  rclationships to provide successful long-term  solutions to the
current crisis (Gutstein & Rudd, 1987).  Evaluation and trcatment arc conducted by a six
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member multidisciplinary tcam of therapists that mcets with an cntire family nctwork to assist
in adolescent crisis. The network may cxtend to as many as 30 mcembers. To target the
crisis and teach familics to usc natural networks for problem solving and improving coping
skills, team members go through a complex process which includes the following steps:

o  The team works to change the expectations that the professional is the authority figure.
0o Tcam mcmbers try to become apart of the family’s expericnce,

0 A tcam member will represent a family member, acting like that member and cexpressing
his or her position within the family,

o The crisis is re-cnacted with the potential for a different outcome.
0 Supports are detcrmined that will enable the family to sustain new dynamics.

At all times the family maintains ownership of the problem and the solution. On average,
trcatment consists of onc three-hour cvaluation, six to ten onc-hour preparation scssions with
individual family mcmbers, and two four-hour extended family sessions. The adolescent and
othcr family members usually are then referred to another service within the agency for
ongoing trcatment.

As with outrcach and walk-in crisis intervention programs, shelters emphasize the development
of a plan as an csscmial part of the trcatment process. The trcatment approach focuses on
relationship building and problem solving. By mcecting a youth’s physical necds for food,
shelter, medical carc and safcty, shelters can assist a youth to begin the problem solving
proccss. Huckleberry House provides an example of how this process is handled in a shelter
setting,. At Huckleberry House, after intake, a crisis counselor is assigned. This counselor
conducts a full assessment, gathcring information about the youth’s history and reviewing
options. The next step is the development of a plan which consists of concrete goals for the
youth to work on during his or her stay at the shelter and plans after leaving the shelter. A
critical component of the trcatment plun is a phone call home. This step re-establishes
communication between children and their  familics and begins the reconciliation process.
Reunification with the family is a critical part of the trcatment in all the shelters responding
to the survey. During a youth’s stay at the shelter, trcatment includes individual, group and
family counscling.  Programs usually offer recrcational activitics.  Other activities such as
training in life skills may be a part of the treatment. Youth who are attending schools in the
arca or who have jobs usually are encouraged to continue to attend.

Crisis intervention provided in other residential scttings such as crisis stabilization facilitics,
therapeutic foster care seltings, and group homes have a similar emphasis on problem
resolution and planning. Obscrvation and closc monitoring of youth are an important part of
the trcatment process and the ongoing cvaluation and assessment.  These types of facilities
also provide respitc or a “cooling off' period in situations where tcmporary placement may be
therapeutic for the child and/or family. This option may be nccessary if family reunification
is not possiblc and allows for other more long-term living altcrnatives to be arranged. A
number of programs, such as the TRIS/CCIS in New Jersey, South Shorc Mental Hecalth
Center’s  Respite House and Northcastern Family Institute in  Vermont, cmphasize the
importance of creating family-likc cnvironments to normalize the experience for the child and
to facilitate the transition back to the community.

Scrvices at the TRIS/CCIS in New Jersey and in the crisis stabilization units in Florida tend

to be similar. These includc;
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0 Screcning and assessment, including physical cxamination and psychiatric evaluation, lab
work, anf medical care;

o Treatment planning;
o  Ongoing evaluation and obscrvation;
o Individual, group and family crisis counseling;

0 Recreational and social activity therapy involving a youth in reality oricnted events and
interpersonal interactions;

0 Educational programmiing;
o Referral.

A study of Florida’s crisis stabilization units concluded that it was difficult to determine
specific scrvices provided to clients since, in most cases, continuous onc-on-one intcractions
between clients and unit staff werc as much a part of the therapy as designated counscling
sessions (Serow, 1988).

Youth placed in therapeutic foster care homes or a setting such as South Shore Mental Health
Center’s Respite House, which is a home in a residential neighborhood staffed by a couple,
one member of whom is a human service profcssional, usually follow the normal routinc of
that family. Family therapy and individual counscling usually arc provided by agency staff.

Follow-up

Follow-up to crisis stabilization is an intrinsic part of treatment. The discussion of goals and
next steps oceurs in the initial stages of crisis resolution. In most cases, whether the child
and family have received services through a crisis outrcach team, in an outpatient clinic
sctting, or in a residential setting, a referral is made for follow-up outpatient services
through the community mental health center, child guidance clinic or other provider of
outpatient services.  Crisis staff usually do not continuc to work with the family.  This
transitioning can cause problems since one of the critical components of crisis trcatment is
the rclationship that develops between the client aad the crisis staff. At termination there is
often a reluctance on the part of the client and the family to engage with another therapist.
According to Handorf (1987), the process of transferring a case nceds to be done carcfully and
gradually, through family meetings that include the new therapist as well as the crisis staff,

Crisis staff often remain involved in the provision of home-based services such as those
offered through the Philadelphia Child Guidance Clinic or Family Advocate Project of the
Counscling Service of Addison County, in Vermont. In these programs, intensive outreach is
provided in the home in response to a crisis, but the staff may stay involved with the family,
if nccessary, after the crisis has stabilized. In the Philadelphia Child Guidance Clinic
outreach program, child life staff, who work at the Center’s inpatient unit, come to the home
and will stay with a child to provide respite to a family. This service is used generally to
support the child and family after the crisis has subsided.

Some programs provide casc management staff specifically designated to facilitate the
transition from crisis intervention and stabilization to other agencies in the community for
ongoing treatment and support. Houston Child Guidance Center, Northwest Dade Community
Mcntal Health Center, and TRIS all have designated casc management staff.  In other
programs casc management is an integral part of the clinical staff’s rolc.
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At the Northwest Dade Community Mecntal Hcealth Center, which has a contractual agrcement
with Jackson Mecmorial Hospital to provide inpaticnt emergency services, case management is
considered to be onc of the most important aspects of the program. Case maaagement staff
serve with clinical staff on the screening and evaluation team. Linkage with appropriate
community resources is considercd during the initial evaluation process. The critical function
of the case manager is to establish appropriate communication channcls so that the treatment
tcam, rcferral agency, child and family and other agencies involved can collaborate on the
resolution of the crisis. The case manager is responsible for assessing individual and social
resources and for cnlisting the assistancc of othcr agencies in making referrals and monitoring
linkagcs.

At the South Shore Mental Health Center, the Massachusetts Department of Mental Health has
assumed responsibility for the provision of case management services. The case manager
works collaboratively with SSMHC staff to assist those familics who have not been able to
cngage with the program, wherc the adolescent continues to be in crisis, and alternative living
situations are needed. The case manager becomes cngaged when multiple agencies arc
involved, and there is conflict over diffcrent agency roles and financial responsibility. The
casc manager views his rolc as involving uninvolved parents, empuwering both the parcnts and
the youth, and networking with other agencics.

A study of Florida’s crisis stabilization units found that thc bulk of therapeutic case
management  after  discharge becomes the responsibility of the community mental health
centers.  More of the general units (which serve both adults and children) have workers
connccted with their own facilitics who do casc management than do the four special units
that serve only children. The report speculated that this is probably beecause theise specia!
units are morc likely to be affiliated with CMHCs. However, of the children and adolescents
scrved in the crisis stabilization units, only 4 percent of the discharges werc designated as
having had a casc manager. Onc-fourth (5) of all the sites surveyed indicated that they
scheduled follow-up appointments for clicnts, and another quarter reported linking clients with
a casc manager; however, only onc site indicated subscquent follow-up to determine whether
or not the client was actually adhering to the discharge plan (Serow, 1988).

At TRIS/CCIS the therapist and the case manager arc involved from the beginning of a child’s
stay at the home until discharge in planning and arranging the next stage for the child after
crisis intervention.  The majority of the children rcturn home with continued outpaticnt
counscling. TRIS has affiliation agrccments with mental health centers in the same countics it
serves.  However, in some cascs, staff necd to be involved in arranging placcments in fostes
carc or residential treatment centers. The CCIS may make a referral to onc of TRIS's other
youth programs, its adolescent intcrim group home, an after-school day program, or its
program that provides intcnsive mental health counscling to children in foster care.

Shelters  typically work with their clients intensively and try to hook up youth and their
familics with various supports in the community. Increasingly, however, shelters have been
providing an aftercarc program whereby, following crisis intervention and resolution, youth and
their parents are referred to an aftercarc womponent. Both Huckleberry House and the YMCA
shelter in Louisville, Kentucky, offer aftercare to those youth scrved in the shelter program.
An aftcrcarc programn was cstablished four years ago at Huckleberry House because staff
belicved that not providing follow-up was a weakness of the shelter’s crisis program.  About
50 to 60 percent of the youth in ‘" : shelter are referred to aftercarc.  The link with
aftercare is made during the last family session in the crisis program. Individual, marital and
family trcatment arc provided in the aftcrcarc program. The staff is scparatc from the crisis

program, but staff of both programs arc involved in joint mectings around cascs and trcatment
planning,
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Length of Stay

The period of time that a child or adolescent is involved with a crisis program and the level
of intcnsity varies depending on the type of program and sctting. However, the common
factor in all programs is that trcatment is bricf and intense. The maximum duration of
involvement for programs is four to six weeks. Shelter crisis programs usually have the
shortest period of involvement, with a stay in some programs of three to four days.

Mental health and child guidance centers tend to work with clients over a four-to six-weck
period. At South Shorc Mental Health Center, the Adolescent Crisis Team has a fairly high
turnover of clients in order to avoid a waiting list, which would be incompatible with an
emergency service.  Interventions are usually limited to 12 scssions or less. Longer term
ongoing treatment, however, is provided by the agency’s child and adolescent outpatient tcam.

Houston Child Guidance Center’s family crisis program will work with families {o: four to six
weeks before referring them for follow-up services.  Depending on the case, however, the
tcam may meet with a family only three to four times, but each session may be four hours.
At Palo Alto’s Emergency Treatment Center, where on-call clinicians provide erisis counscling,
the average length of service is ten visits.

Crisis home-based services usually extend for four to six weeks, as dctailed in the volume on
home-based scrvices. Trenton’s Youth Emergency Services, which provides a mobile outreach
tcam for ecvaluation, crisis intervention and management within the home and an emergency
foster carc program for any nccessary placements, is mandated by the state to provide
services for a maximum of 28 days. Staff indicate that involvement needs to be longer
because once the crisis is stabilized, families nced continued support. A period of three to six
months was suggestcd for ongoing involvement. The tecam generally sces families twice a week
for onc hour at a time. The Philadclphia Child Guidance Clinic’s Social Rehabilitation Program
provides intensive outrecach into homes for 24-hour emcrgency service and crisis intervention,
but the outreach staff will continue to work with the family for a six-month period; after
that a casc manager usually is assigned to the family.

The maximum stay at the South Shorec Mental Health’s Respite House is two weeks; however,
during a three-year period the average length of stay was six days. Houston’s Family Crisis
Unit, a family-centcred inpaticnt unit, has a two-weck maximum length of stay. The average
length of stay for the Northeastern Family Institute’s emergency foster carc beds is seven
days, and Akron’s Parent Therapist Program has a similar length of stay for its crisis program.

As noted previously, New Jersey mandates that the length of stay in its children’s crisis
intervention facilitics not exceed 28 days. At the TRIS/CCIS, the average length of stay is 23
days. About 10 to 15 percent of the children and youth at the TRIS/CCIS have extended
stays due to problems in finding placement options following discharge.

In Florida the general crisis units, serving both adults and children, tend to discharge minors
much more rapidly than the special units that are solcly devoted to a child population.  Forty-
cight percent of the minor admissions to gencral units were discharged within three days; 33
percent within four days to a week; and 19 percent within cight days to a month. The special
child units had a totally diffcrent pattern.  Fighteen percent were discharged within  three
days; 21 percent within four days to a week; 38 percent within cight days to a month; and 23
percent stayed over a month.  For the general units the average (mcedian) length of stay was
3.8 days and for the speccial units 12.8 days (Scrow, 1988). These diffcrences werce attributed
to a number of factors. Special units serve younger children, and a larger percentage of
children in the special units are discharged to foster and group homes, which may rcquire
morc lime to arrange placement. In addition, special crisis units appear to be able to handle

41

30



morc youth that the general units transfer to hospitals. General units discharged almost twice
as many of their admissions to hospitals than did the special units. However, staff in both
types of units feel that, overall, abot half of all minors stay slightly too long and suggest
that insufficient discharge placcment options cause overstays in crisis units (Serow, 1988).

Length of stay in shelters varies widely, ranging from approximately four days to thirty.
Specifically, Huckleberry House’s average length of stay is 4.1 days; the Greater Portland
Youth Shelter is 12 days; the YMTA in Kentucky is 14 days; and, the Youth Crisis Shelter of
the Appalachian Meatal Health Center in West Virginia is 30 days.

LINKAGES

Community-based crisis programs interfacc with multiple agencies and systcms. Types of
rclationships and linkages indicated by crisis programs include referrals to and from the
program; information exchanges, particularly around individual cases; funding and service
contracts for evaluation and crisis stabilization; affiliation agreements; joint planning; and,
consultation and education.

The interdependence of crisis programs with other agencies is especially important in making
referrals.  Agencies in the community which work with children and families are dependent
upon crisis programs that can assist their clients in an emergency and respond promptly to
referrals.  And, in return, crisis programs nced to be able to make referrals to a wide range
of community agencies for a variety of services and supports oace the crisis is stabilized.
Linkages may consist of formal or informal arrangements or affiliations betwecn agencies 1o
facilitate service plaaning and dclivery. These collaborative arrangements may be limited to
agencies that are part of a mental health service system, or they may involve other systems:
social services, education, juvenile justice, health, and substance abuse.  Effective linkages
among adroad array of provider agencies result in a service system that is more responsive (o
children and their families.

The Ventura County, California, Children’s Mental Heaith Services Demonstration Project i5 an
example of one county’s efforts to develop interagency linkages between menta! health and a
number of other systems such as education, child welfare and juvenile justice to ensure an
adequate continuum of services, including crisis services, for a severcly disturbed population of
children,

When there is poor or no communication and coordination between agencics, continuity of carc
is compromised or may not occur. Referrals for continuing services may be impeded, resulting
in children and families not recciving the transition and follow-up services they need, or in
children staying longer than necessary in restrictive placements.

A number of crisis programs included in this study stressed the importance of good
rclationships and intcragency linkages with child welfare agencics and staff. In cascs wheee
children are dependents of the statc or where protective scrvice staff are involved, placement
of chi'dren after crisis stabilization requices cooperative, joint planning between the crisis
program and child welfare staff.

Some crisis programs provide extensive outreach in the community to avert crisis situations, to
intervene early, and to provide support and consultation to staff of other child serving
agencics.  For example, members of the South Shore Mental Health Center Child and
Adolescent Team meet with the local Department of Social Services (DSS) two mornings a
week to review and discuss cases and accept appropriate referrals. Several contracts between
the Department of Menial Health and DSS provide other vehicles for joint staff participation
and collaboration.  One such project involves a counscling program for victims of sexual
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abusc. The South Shore Mental Hcalth Center also has contracts with two local school
sysiems and local community hcalth clinics to provide on-site staff. In one community a
clinical team works in the school with all children who arc identified as handicapped through
the Education for All Handicapped Act. The tcam provides multiple services, including ongoing
consultation to teachers and on-call crisis intervention.

For five years staff of Hucklcberry House have been teaching a peer counseling course at two
alternative high schools. In this way staff are ablc to assist and rcach youth directly in the
schools; the course also scrves as a vehicie for recruiting volunteers to work at the shelter.

Dircctors of crisis programs indicated that they frcquently arc involved in interagency
committecs in their communitics for joint planning for particular populations or issucs. A
numbc  of communitics have intcragency committces to address suicide prevention and
treatment and the special necds of adolescents.

Intcragency linkages also providc a way to establish a network of emergency services,
resulting in a morc comprchensive range of crisis scrvices and settings. Children and familics
in crisis often have different nceds, depending upon the family’s situation and the naturc of
the crisis. With a range of services availaiiv, a morc appropriatc decision and referral can be
made about how best to meet the nceds of an individual child and family. A nctwork may
include a crisis hotline, a mobilc tcam providing home-based scrvices, a varicty of residential
alternatives, and inpatient hospitalizations -- all operating under different auspices but linked
through interagency agrecments. This type of network may require a central intake and
screening unit so that an appropriate triage can be made.

In Akron, Ohio, such an cmergency services system for children has been established.  The
system is a cooperative cffort of sever agencies. The Akron Child Guidance Center is the
agency with overall responsibility for service delivery and coordination of a continuum of
services.  Other agencies include Support, a 24-hour hotline; thc Akron Children’s Hospital
Medical Center; Youth Residential Services, an agency providing therapeutic foster care
emergency beds and home-based scrvices; Safe Landing Youth Shelter and the Summit County
Community Mental Hcalth Board. The intcragency rclationships arc specificd in contractual
agrcements. The range of scrvices includes asscssment, rcferral, outpatient scrvices, home-
bascd services, crisis rcsidential care, inpatient carc for those children requiring 24-hour
mcdical supervision or a more sccure facility, and casc management.

A fairly common intcragency agrecement is onc ncgotiated between a child guidance center or
community mental hcalth center and a community hospital to provide a range of outpatient
and inpatient services,. For cxample, thc Children’s Psychiatric Center (CPC) in Red Bank,
New Jersey, and the Riverview Medical Center co-sponsor and jointly conduct a crisis unit and
helpline.  Clients have access to the full range of medical and psychiatric services provided by
these two agencies. In addition, the CPC has a comprechensive nctwork of children’s services,
including outpatient services, therapeutic foster homes, group homes, home-based services,
partial hospitalization, a summer camp and two special schools.  The Northwest Dade
Community Mental Health Center has a contractual agrcement with Florida’s Department of
Hecalth and Rchabilitative Services to provide a program of scrcening, cvaluation and crisis
stabilization for children and adolescents in two countics. The Community Mental Health
Center has contracted with Jackson Memorial Hospital for the provision of inpaticnt beds.

CLIENTS
Crisis programs of all types work with a very disturbed population. Studics show that many
of these youth would be hospitalized if alternative crisis scrvices were not available. (Barach,

1986; Gutstcin & Rudd, 1987). Crisis programs rcport that the majority of the youth have
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made suicidal attempts or threats. Many manifest acting-out, aggressive behavior.  Others are
scriously depressed.  Increasingly, staff of programs report they arc sceing youth who have
been physically or sexually abuscd and/or whose parents {cither onc or both) are addicted to
drugs or alcohol. Many of these youth react to severe family dysfunction and developmental
stresses in extreme, life threatening ways (Gutstein & Rudd, 1987). Many of these youth arc
caught in a syndrome involving multiple crises.

While younger children are reterred and reccive crisis treatment, the population served by
crisis programs, not surprisingly, is largely adolescent. This is a period of development where
depressim and/or hostility can reach cxtremes, and problems in family, school and the
community exacerbate these tensions,

Crisis programs, for thc most part, have few barricrs to acceptance. In their intake and
screening procedures, programs evaluate whether a client requires crisis scrvices so that those
who do not nced ciisis intcrvention and stablization can be referred to alternative programs,
reserving crisis scrvices for those most in need.  Agencies/systems that provide a range of
scrvices usually establish criteria for the different programs that constitute their system. The
criteria set reflect the nature of the program.,

As discussed in the volume on home-based services, most home-based service programs will not
accept a child and family when the family situation is judged to be dangerous for the child or
when a family refuses to be involved.  Outpaticnt or mobile teams will assess whether a youth
meets the cligibility critcria for placement in a residential or inpaticnt sctting.  Most
programs indicate that they try to avoid hospitalization or other residential placement unless
absolutely necessary.

Individual state laws dictatc admission policics for voluntary and involuntary commitment of
minors to state psychiatric hospitals. Many states have adopted similar criteria to determine
the nced for hospitalization: harmful to sclf, harmful to others and/or unable to provide self
carc. The application of these criteria is often a matter of determining degree, i.c., whether
the child is acutcly suicidal, psychotic or violent. Some of the crisis stabilization units and
acilitics arc designed to handle clicnts who, in the past, could only be treated in hospitals.

owlf of the South Shorc Mental Hcalth Center indicate that there is a healthy tension
between the consulting psychiatrist and the dircctor of the adolescent tcam regarding when
hospitalization is appropriatc.  South Shore Mental Health Center’s Respite House is a
voluntary program whicl is used when it is clinically indicated that a youth may nced to be
temporarily removed from his or her cnvironment. The Respite House is a deterrent and
alternative to hospitalization.  Admission is dependent on an individualized contract stipulating
certain conditions such as visits with friends, telephone calls and intensive involvement of
familics, unlcss contraindicated.

The Houston Child Guidance Center’s Systemic Crisis Intervention Program is not considered
to be appropriatc for clicnts who manifest clear-cut psychotic symptoms, have previous heavy
institutional involvement or where there is a lack of parental urgency in response to the
youth’s life threatening behavior (Gutstein & Rudd, 1987).

In Florida the gencral crisis units, funded under the Baker Act and regulated through the
Florida Administrative Code, have more stringent admission critcria than the  specialized
children’s units funded through the Special Children, Youth and Familics Program Office
and/or through local funding. The special units serve the majority of children in crisis units
in Florida. Both special and general units accept voluntary and involuntary admissions. Baker
Act criteria specify that a client have a mental illness, be dangerous to self or others, and
mecet financial cligibility criteria. Primarily behavioral or acting out problems will not be
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accepted unless Baker Act criteria also are met. In a recent study comparing Florida’s
general and special crisis units, stalf of virtually all the centers belicved that clients who
could be rapidly stabilized and thosc in need of acute hospitalization were appropriate
admissions.  Staff reported that admissions to the units were appropriate, Three-quarters of
the clients had only onc admission during the study time frame.

To be accepted into New Jersey’s children’s crisis intervention service facilities, clients must
mcet age and referral criteria, must have a primary psychiatric diagnosis and must be
demonstrating an impaired level of functioning that clearly requires the intervention of a
residential treatment program.  Some programs such as TRIS/CCIS and the Akron Emergency
Scrvice System have a non-exclusionary, no-reject policy.  Staff of TRIS have worked with
children who, in other circumstances, could have been referred to a state psychiatric hospital,
but who responded successfully to community-based trcatment (Richman, Lynch & O’Brien,,
1988).

A flew programs, including some of the shelters, indicate that there are certain clients that
they do not accept into their programs. These arc clients who are actively suicidal, actively
homicidal, extremely violent, and/or secriously retarded. Some programs will not accept youth
with serious substance abuse problems. The open setung of shelters does not enable these
clients to receive the close monitoring which they require. More typically, however, programs
asscss whether they can assist the youth and make a rcferral only if the youth, in their view,
nceds hospitalization or other type of sctting.

Those programs providing clinic or outreach scrvices have similar client profiles.  For the
majority of programs approximately half the clients are male; however, in some cases, over 50
percent of the client population is male. In those programs responding to the survey, there is
a racial mix, but it is unclear whether or not the percentages reflect the general population
of the community. The majority of the youth are 13 to 18 years of age, with the greatest
percentage in the range of 16 to 17. The types of presenting problems include youth who are
suicidal and, usually, depressed, compulsive runaways, uncontrollably aggressive, psychotic,
and/or youth who are experiencing difficultics with family and school. Most typically, youth
arc depressed and suicidal. Most diagnoses include emotional and behavioral/conduct disorders.
Most programs indicated that 5 to 10 percent of the population served is
schizophrenic/psychotic,  Northwest Dade Community Mental Health Center indicated that 21
percent of the children served in its crisis program had a primary diagnosis of schizophrenia
and other psychotic disorders. For most programs, substance abusc is a major problem for §
to 10 percent of the children served.

Data from the general and special crisis units in Florida and TRIS/CCIS provide the basis of a
clicnt profile of youth being served in these types of facilitics. In the crisis units there is a
roughly cqual distribution of males and females, with a slightly larger percentage of males.
Again, as with the clinical outreach programs, racial composition is mixed and appcars to
reflect general population characteristics.

At the time of the site visit, the majority of TRIS/CCIS clients were between the ages of 13
and 17. Twenty-three percent were 12 and under.  Since the time of the wvisit, a 12-bed
facility, Ginger Grove, has becn cstablished to serve a younger population of 5- to 10-ycar
olds. In the general crisis units in Florida, 70 percent of admissions are over age 14, with
less than 10 percent of admissions for children under 10. For special units, 16 percent arc
under 10; 40 percert are 10 to 14 ycars; and 40 percent, 15 to 17 years, resulting in an
average age in the geacral units of 15.3, and in the special units of 14 years (Scrow, 1988).

In the crisis stabilization units, the majority of youth are admitted because of suicidal threats
or attempts. Increasingly, staff are seeing children with extremely disturbing life cxperiences.
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Major diagnosss of the TRIS/CCIS population were as follows:  over onc-third of the boys and
60 percent of the girls had been scxually abused; conduct disorders represented 46 percent of
the population; adjustment disorders, 20 percent; and -schizophrenia, 12 percent. In the Florida
units the most common diagnoses were conduct disorders, 29 percent; adjustment disorders, 20
pereent; substance induced disorders, 12 percent; and schizophrenia, 11 percent.  Most of the
Florida programs indicatc that they dislike using diagnostic catcgorics for youth, As a result,
conduct disorders and adjustment disorders arc  frequently two “catch-all catcgorics” used
(Scrow, 1988).

Another dimension used to describe clients in a setting is their legal status. In Florida’s
units, 14 pereent of youth were dependents of the state; 11 percent were judged dclinquent; 6
percent were both; 9 percent were reported to protective services; 35 percent had no previous
involvement with the statc’s human service agency.

Emergency shelters show a slightly different client pattern.  For the most part, shelters have
a slightly larger number of gi-ls. At Huckleberry House, on average, 60 percent of the shelter
population is female. The Y. !CA Shelter Housc in Louisville, Kentucky, has a 55 to 45 female
to male ratio. These female to male ratios correspond with data provided by the Dcpartment
of Hcalth and Human Secrvices in its 1985 Annual Report to Congress on Runaway and
Homeless Youth. The majority of youth, according to survey data, ranged from 13 to 17 years
of age, with most programs having a larger percentage of 13 to 15 year olds. Of the
programs responding to the survey, all scrved a predominantly white population of youth. In
two programs, approximately 25 percent of the clients were black. Nationally, the majority of
youth served in 293 centers funded under the Runaway and Homeless Youth Act arc white, 17
percent black, and 7 percent Hispanic (US. Department of Health and Human Services, 1985).

Shelters tend to scrve youth who do not scck out traditional agencics. Most shelters were
cstablished to scrve runaways as alternatives to the juvenile justice system, since runaway
juveniles come under the jurisdiction of this system via their status as "ungovernables" or
"persons in nced of supervision” (Morgan, 1982).  Shelters do tend to see youth who have run
or arc "strcet kids' who scck out help rather than being referred.  Numcrous studies have
been conducted on the characteristics and symptomatology of runaways (Benalcazar, 1982;
Burgess, 1986; Farber & Joscph, 1985; Farber, Kinast, McCoard, & Falkner, 1984, Fcrran &
Sabatini, 1985; Janus, 1987, Shaffcr & Caton, 1984; ). A study of children and adolescents in
New York City shelters found that mental health problems are present in between 70 to 90
percent of runaway youth. Scorcs of runaways on measures of behavioral and emotional
symptoms werc  almost identical to youth scen at a child psychiatric clinic (30 percent
manifcsted dcpressed or suicidal behavior, 18 percent anti-social behavior; and 41 percent a
combination). (Shaffer & Caton, 1984).

In shelters the most frequent diagnosis (if diagnostic categorics arc uscd) is behavioral/
conduct disorders with cmotior 2l disorders, a primary diagnosis for 12 to 30 percent of the
youth.  Schizophrenic/ psychotic and substance abusc diagnoses fell under 10 percent for each
general category.  Actively psychotic youth, according to shelter staff, do not do well jn
shelter environments because they arce not able to feel safe.

Huckleberry House does not use DSM  diagnostic categorics.  Staff assess the family and the
individual youth to dctermine whether the crisis is situational or chronic in nature. Using
this categorization, 43 percent of the youth scen at the shelter come from chronically
dysfunctional familics, for 23 pereent the presenting problem is more situational for the
family; in 10 percent of the cases the individual has problems of a chronic nature, and in 9
pereent of the cases the problems are situational or developmental for the individual youth.
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Huckleberry House collects extensive dafa on the population served, providing a useful client
profile.  Sixty-four percent of the youth have been physically or scxually abused; 46 percent
arc asscsscd to have a high to medium ratc of suicide lcthality, according to a measurc
designed by Huckleberry Housc; and 52 percent arc involved with substance abuse. The two
rcasons most frequently cited for running away were rejection or isolation and general family
confusion. In 57 percent of these cases, youth have run from their primary family homes; 25
percent have not actually left home but are sceking counscling or other assistance. Three-
quarters of the youth served by Huckleberry House are in school.  And, for 38 percent of
youth, this is the first timc they have run. This figure corresponds with national data
provided in the 1985 Annual Report to Congress on Runaway and Homeless Youth. On
average, thc youth who arrives at Huckleberry House has been gone from home less than 24
hours and usually lives within a 15 to 20 milec radius of the shelter. This represents a
significantly diffcient change from the 60s and 70s when youth ran long distances to major
urban centers.  This still may be true, however, for shelters serving large metropolitan arcas
such as New York, Los Angeles, and Miami.

According to the U.S. Dcepartment of Health and Human Scrvices (1985), in the fcderally
funded centers runaways compriscd the largest proportion of all clients recciving scrvices (37
pereent); 33 percent of the youth were homcless and 30 percent were categorized as youth in
crisis.  Prior to recciving shelter scrvices, 79 percent of youth were living at home with at
least onc parent or guardian.  Of the youth scrved, approximately 52 percent returned to
familics and 22 percent to another stable situation such as a friend or relative’s home. Six
percent returncd to the street.  Approximately 60 percent were referred by the shelter to
individual, family, or group counscling.

STAFFING

Major variables of the staffing arrangements of crisis programs tend to be dependent on
whether the program is primarily a clinic-based or mobile outreach tcam or whether it is a
crisis residential program. The nature of the sctting influences the credentials of staff and
staffing patterns.

Because of the difficult naturc of their jobs, which demand a high level of assessment and
trcatment intervention  skills, crisis staff tend to have cxtensive experience as well as
advanced education and training. But differences do exist, depending on the sctting.  Clinic
and mobile crisis tcams usually arc made up of staff with graduate degrees at the master’s
level or higher in clinical psychology, social work and counseling. In addition, most tcams or
programs havc on staff a psychiatrist, at least in a consulting capacity. Programs with larger
staffs may also have bachclor’s level psychologists, social workers and/or counsclors. The
Philadclphia Child Guidance Clinic’s social rchabilitation team includes staff indigenous to the
ncighborhood who were trained by the clinic’s former director, Salvadore Minuchin, to work
intensively with families.

Programs that arc hospital-bascd tend to have staffing requircments that are morc medically
oricnted. The Crisis Unit and Hclpline of the Riverview Medical Center and Children’s
Psychiatric Center in New Jerscy includes registered nurses as well as a social worker, a half-
time psychiatrist and various paraprofessionals.  Trenton’s Youth Emecrgency Services (YES)
tcam, which provides home-bascd scrvices and operates out of a community hospital, includes
psychiatric nurses to adhere to requircments of program funding. Often this is the casc, that
to qualify for third-party rcimbursement or to meet specifications of program funders, the
staff complement of a program must include staff with certain professional qualifications.

Staff of crisis stabilization units have similar credentials. However, staffing patterns  vary
depending on the nature of the facility; for example, whether it is freestanding or associated

30

47



with a hospital, or whether it serves only children, or adults and children, as do some of the
units in Florida. TRIS/CCIS includes M.S.W.s, nurses, psychiatric consultants, an educator and
paraprofessionals called human service advisors, who serve as line staff. The Florida units
include psychologists and rcercational therapists on staff. The recent Florida study comparing
the special units serving only children with those serving both a child and adult population,
found that the gencral units have 1.8 times more nurses, 3.7 times the psychiatrist time and 3
times the rccreation therapist time that special units have. (The study cautions that these
figurcs may be somewhat misleading becausc part of the staff of hospital-based units is not
countcd in the crisis unit budgets and, thus, not included in the computations.) Special units,
which serve most of the child population, have slightly more psychologist time than the
general units,

Therapeutic foster care homes that arc used to provide emergency services employ specially
traincd foster parcnts or human service providers as foster parents. In the Counseling Service
of Addison County, Vermont, program each emcrgency home has one adult member of the
houschold with a B.A. in a human service ficld and experience working with adolescents, The
South Shore Mental Health Center’s Respite House stipulates that onc of the members of the
tive-in couple managing the unit have an M.S.W. or cquivalent degree.

Shelters tend to put less cmphasis on the importance of dcgrees for their staff. Shelters do
not gencrally qualify for third-party rcimbursement, so they have more flexibility in the types
of staff hircd. Shelters also stress the importance of developing rapport with youths who are
runaways; thercfore, in their view the skills and personal qualities of staff outweigh the
significance of degrces.  Staff of those shelters responding to the survey included social
workers and counselors at the master’s and bachclor's level, mental health associates and
paraprofcssionals, both youth and adult. Nonc of the shelters had a consulting psychiatrist on
staff.  Full-timc Huckleberry House staff do mecct with a psychiatrist for training and
consultation for two hours on a monthly basis.

Scveral crisis programs of various types reported that morc important ihan the particular
degree arc the cexperience, skills and personal qualifications of crisis staff.  Staff need
cxtensive expericnce and well-developed skills in assessment, emcrgency treatmeni and family
work.

Certain personality characteristics emerged that were similar for all crisis staff despite the
diversity of programs. To be successful and effective, staff, it was gencrally agreed, nceded
to posscss the following qualitics:

o  The ability to be flexible and adaptable,

0 A certain innate talent for crisis work,

0 A high degree of energy,

0 A high level of commitment,

0 An ability to connect quickly with clients,

0 A strong sensc of confidence and sclf-esteem,

0 An abilitv to get totally involved and then pull back,
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o An ability to sct boundarics and limits, and
o An ability to work as part of a tcam.
The latter point was considered to be edtremely important, especially by the clinic and mobile

outreach crisis teams. Staffs of thc Philadelphia Child Guidance Clinic, the Houston Child
Guidance Center, and the South Shore Mental Hcalth Center all stressed how intensively team

members work together and with familics. In order to nurture, however, staff necd to be in

an environment that nurturcs, and staff nced to be able to take carc of each other. Houston
Child Guidance Center staff stated, "Tcam members must be prepared to cmotionally immerse
themselves.” But in the staff debricfing at the end of the family scssions, staff members must
attend to the nceds of the team. The process of dealing with crisis situations together tends
to generate a strong bond among tcam members.

In addition to the cffects of the type of sctting on the staffing patterns of crisis programs, a
number of other variables diff:rcutiatc programs. The deployment of staff on clinic-based and
mobile crisis tcams varics. Some programs, such as the Riverview Crisis Unit and Helpline,
train and assign staff specifically to the crisis unit; staff arc not responsible to any other
program clement of the system. Other programs, such as the South Shore Mental Health
Center, rotate crisis staff, assigning them to other tcams in the agency. One argument for a
staff decdicated specifically to the crisis team or unit is to incrcasc and build cxpertise.
Additionally, stafi do not feel fractured in their responsibilitics. The rotation of staff, on the
other hand, provides respitc and rclicf from the intensity of crisis work.  Further, since
funding sources often pay for only portions of positions, staff must bc assigned to scveral
different teams.

Another deployment issue concerns whether staff work in tcams of two or more or handle
cascs individually, Mobilc teams, such as Trenton’s Youth Emergency Secrvices, usually have
two members on the tcam. Houston’s Child Guidance Center usually has six members of the
crisis team participating in the intensive family sessions. A dccision regarding how many
members of a tcam will meet with a child and family may be situational, depending upon the
availability of staff and the typc ol case. This is frequently what occurs at the South Shore
Mental Health Center.

Use of students and/or volunteers is another factor which differs among crisis programs.
Some programs bclicve the usc of voluntcers is inappropriate because of the skill level and
experience nceded to work with clients in crisis.  Other programs find volunteers cxtend staff
and add a valuable dimcnsion to thc program by cnhancing the activities that are offered and
increasing the level of support to clients. In this study, shelters appear to be more likely to
usc voluntcers and students than other programs. Scveral programs provide clinical training
for graduate students who also help expand the staff complement. :

The types of roles staff play can depend on the sctting.  Staff of clinic and outreach crisis
tcams arc cngaged in intake, asscssment, cvaluation, individual and family treatment, contacts
with other agencies, and casc management. In addition to staff who perform these roles,
residential facilities also have "house" staff who assist in the daily milicu. These staff manage
the facility schedule and routines, run activitics, conduct group discussions and provide staff
support at mecals and bedtime.  They are part of the therapeutic cnvironment and are

considcred to play an important rolc in crisis stabilization and trcatment.  Residential
programs may also have staff who provide special educational instruction and/or recreational
activitics.  Educational programming tends to focus on skill building and socializing activities

rather than adhering to a specific instructional curriculum. In therapeutic foster carc homes,
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the crisis home is staffed by a couple in residence. The foster parents and house staff play
multiple roles in duplicating a family environment and providing crisis stabilization and
treatment,

Because crisis programs function on a 24-hour basis, all staff usually work on shifts. Housc
staff may be assigned to a day, evening or night shift. Clinical staff provide on-call backup
and support to cach other and to house staff, if the program has a residential component,

Because of the intensity of crisis work, staff communication, support and supecrvision arc vital
to an cffective program. In all programs studied, there arc many opportunities built in for
staff to meet. Staff communicate with each other and with supervisors frcquently on both a
formal and informal basis. Staff being available to onc another is an intrinsic part of a crisis
program.  Clinic and outreach programs reported weekly or biweckly mectings for staff to
discuss cases.  Supcrvision is usually provided on a weckly basis. In residential programs,
including shelters, clinical staff mcct weekly or more frequently. Housc or shift staff meet
regularly at shift changes to check on the status of youth in the facility.

Training is considered to be critical for adequatcly preparing staff to work in a crisis setting
and for supporting staff on an ongoing basis in their work. While all programs stressed the
value of training, thc ways in which it is provided varied. Several crisis tcams indicated that
the process for orienting and training new staff involved a new staff member initially
participating on thc tcam as an observer, and then taking on a casc with another, more
expericnced member of the tcam providing support, or in some cases obscrving through a
mirror to provide advice and support aftcr the session. The types and cxtent of training
offcred by an agency often depend on the size of the agency. Larger agencics may have
someone on staff who is in charge of training. Larger agencies also have the advantage of
drawing upon agency staff and their individual expertisc to provide training on spccific issucs.
Smaller agencics generally scck resources outside thc agency for specialized training,  Scveral
agencies reported that even if resources are limited, some funding is made available for staff
to attend courses or training sessions. Training is also provided through supervision and in-
scrvice scssions held either at regularly scheduled staff mcetings or specifically designaicd
times. Pecr review of records also provides a training opportunity for staff.

At TRIS/CCIS, the consulting psychiatrist conducts weekly in-scrvice training sessions.
Huckleberry House has established an extensive seven weck, 60-hour training program for all
part-time staff and volunteers. Training scssions focus on the development of crisis
intervention and counscling skills.  Specific training programs arc also provided to all staff
around such topics as suicide prevention and detection of physical and sexual abusc.

As would be cxpected, burnout of staff is a major issue for crisis programs.  But most
programs cmphasized thc dedication and high level of commitment of their staff, Programs
indicated that by hiring qualificd staff suited to do crisis work, they minimize problems of
cxtensive turnover.  Several antidotes to burnout were offered:  agency training, supcrvision
and support of staff, opportunitics for tcam building and sncializing, rotation of staff to
provide a diversity of cxperience, and liberal vacation policics.  Cohesive tcams, where
members can laugh with and soothe each other, compensate for tie stressful work. Many
staff stated that crisis work provides them with highly challenging and rewarding experiences.
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RESOURCES

The financing of community-based crisis programs is a complex area. Scveral overriding issues
affcct the resources available to fund scrvices. These include:

o Limited data -- Specifically therc is a lack of data on program costs, cost comparisons
using similar measurcs across diffcrent types of crisis programs, and cost effectiveness of
community-bascd crisis scrvices.

o Lack of third-party rcimburscment for community-based scrvices -- Incentives are skewed
towards the rcimbursement of scrvices provided in inpaticnt scttings and towards more
medical models of care.

o Differing rcquircments of multiple contractors -- Programs with multiple contractors
usually have to develop different cost rcporting proccdures and may nced to establish
different unit costs for discrete services.

o Difficulties convincing public and private scctor funders to provide adequate financial
support to cover the intcnsive costs of emecrgency/crisis trcatment -- These costs include
24-hour coverage, intensive treatment sessions with children and families, travel time, and
work with other agencics for trcatment planning and ongoiug support.

Scanty data cxist on the costs and financing of crisis programs. In part this is due to the
scarcity of information, in gencral, on crisis progr.-as for children and adolescents. Financial
data were available for only a small number of programs in this study, and thcse programs
represented  very  different  types of services and settings, making comparisons difficult.
Because of the diversity of crisis programs, therc is a corresponding diversity in the array of
funding arrangements and support for these serviccs. Often it is the funding source that
dictates the nature of the service provided.

Programs are usually financed through a combination of resources that can include contracts
with, or other funding support from, public scctor human service agencies at the state and/or
local level; federal grants; private sector funding; philanthropic donations; third-party
rcimbursements from Medicaid and private insurers; and, patient fecs, generally based on a
sliding fce scale. The cxtent to which cach, or any, of thesc funding sources support a
program depends very much on the type of trcatment scrvice provided, the staffing
arrangements and the setting,

Clinic-bascd and off-site crisis teams usually reccive the majority of their funding through
contractual arrangcmeats with state departments of mcntal hcalth and/or from state social
scrvice or child welfarc agencics. In somc localitics the bulk of this public sector funding
comes from county agencies. A relatively small percentage -- under 20 percent -- of program
rcvenues arc derived from direct fees and third-party payors. A typical brcakdown appears to
be 5 to 10 percent in direct feces, 5 to 10 percent from Medicaid, and § percent from
commercial insurancc and Blue Cross. Somc agencies such as the Houston Child Guidance
Center are cxpanding into thc privatc scctor and have contracts with corporations and/or
hcalth maintcnance organizations to provide services to specific employees. These contracts
allow for greater flexibility in the types of scrvices offered and the ways they are provided.
Privatc not-for-profit agencies may also rcccive United Way or other private foundation
dollars. These sources generally appear to account for approximatcly 10 percent of agency
revenue.

There are a number of rcasons for the lack of third-party coverage. One reason for limited
third-party rcimburscment stems from the caps which Blue Cross, commercial insurcrs and
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Medicaid sct on visits and rates. Thesc caps usually arc based on a typical model for
provision of individual and/or family outpatient counscling. This model does not take into
considcration the nature of crisis counscling and the intensive services requircd in emergency
situations.  In addition, private and public third-party payors do not usually take into account
the travel time for delivery of off-sitc services or the time expended in working with other
agencies and sclting up support scrvices. For example, South Shore Mental Health Center
estimates at lcast a half an hour of collateral scrvices (such as phone calls and mectings with
other providers) for cvery hour of service given. Most funding sources do not pay for this
collatcral service time. In most states Medicaid covers only a limited number of outpaticnt
visits. Extensive clinical justification is requircd for approval of continued se*vicc.

The crisis stabilization programs in Florida and New Jerscy are primarily funded through state
contractual dollars.  The contractual process enables a mix of provider arrangements, eg., a
mental health agency may contract with a hospital for beds as does the Northwest Dade
Community Mental Health Center in Florida or the Children’s Psychiatric Center in New
Jersey; or a homc-based service program may contract with therapeutic foster care homes for
back-up beds, as in Trenton, New Jersey. TRIS/CCIS, which is New Jersey’s only crisis unit
that is not hospital based, rcccives almost 90 percent of its funds from the state dcpartment
of mental health. Except for a small pereentage of funds (less than 3 percent) from the state
department of cducation for a nutrition program and from the local county school board for
homebound instruction, the rcmaining program revenue sources comec from Medicaid. In New
Jersey, Medicaid covers youth who are in the custody of the Department of Youth and Fanily
Services. Data from the Florida crisis units located in both hospital and freestanding facilities
show that the crisis units are funded predominantly by the statc through Baker Act funds or
contracts with the Children, Youth and Families Program Office.  Less than 10 percent of
payment for services comes from client and third-party payors (Scrow, 1988). South Shore
Mental Health Center’s crisis respite house is paid for entircly by Massachusclts mental health
funds.

Shelters are also funded through a number of different sources. The main source of support
is generally through state departments of human scrvices. However, shelters can also obtain
federal funding support through the Runaway and Homeless Youth Act, and most of the
programs in this study derived a portion of their income (16 to 33 percent) from this grant
source. Other support comes from city or county governments and the United Way.

Information on program costs is limited. In addition, it is difficult to make comparisons
across programs bccause costs are calculated so differently. Therc arc inconsistencics in how
agencics detcrmiiic the service costs and the units of service per child and family. At the
outsct, it should be noted that, despite the inconsistencies, costs in gencral arc dramatically
less than thc average cost of a stay in a private psychiatric hospital, whcre an increasing
number of adolescents are being scrved.  Between 1980 and 1984, according to the National
Association of Private Psychiatric Hospitals (1988), admissions of adolescents to privatc
psychiatric hospitals increased an cstimated 450 percent, rising from 10,764 to 48,375 youth.
In 1987 the mean length of stay for an adolescent was 43.7 days at a ratc of $377 a day, a
per cpisode cost of over $16,000 per youth,

Based on 1987 figures, the average cost per hour of the South Shorc Mental Health Center’s
child and adolescent outrcach and crisis program is $145. These costs include the direct and
indirect costs of 10 full-time equivalent staff who provide the following scrvices:  24-hour
prescreening  for children and adolescents, short-term crisis intervention and  stabilization
scrvices for adolescents and their families, intensive ongoing communily outrcach and
adolescent and parent groups. The actual fee schedule for on-site cmergency service at the
South Shore Mental Health Center is $50.00 per 30-minute visit. Mecdicaid and Blue Cross pay
$31 per visit.  The Respite House costs are $230 per day per child, with an average length of
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stay of six days. Thus, the average cost for a child staying in the housc is approximatcly
$1150. Costs include emergency scrcening and referral; residential care, including room, board
and supcrvision; on-site treatment; and aftcrcare. Not included are costs of the cmergency
crisis tcam and case management. The mean cost of Houston Child Guidance Clinic’s crisis
intcrvention program was reported to be $3,200 per family. The Philadelphia Child Guidance
Clinic’s home-based crisis program costs about $6,000 to $7,000 per year per child and family;
however, it should be noted that this program continues to provide carc for six months to a
year. This compares with a cost of $13,000 to $15,000 per episode for a stay in the inpatient
unit.  These figures are prescnted to illustrate the high costs of inpaticnt hospitalization
compared to other alternatives. The Philadelphia Child Guidance Clinic offers a range of
scrvices, so that hospitalization is provided to only those children and youth requiring this
level of care.

TRIS’ Children’s Crisis Intervention Services’ per diem cost per child is $262.  Average length
of stay is 23 days, resulling in an average total cost per child of $6,026. This dollar figure
includes all costs for the facility.

In Florida, 1986-1987 figures show that the average cost of a bed day is comparable in both
the special and gencral units, $143 and $126, respectively. (In Florida, because units are
funded according to the bed space made available and not according to the sp-ific number of
days a client is served, per day and per admission costs need to be computed) The major
diffcrence in expensc between the two types of units is a function of length of stay. The
avcrage mean length of stay in general units is 5.0 bed days resulting in a cost of $645 for an
average length of stay. The average mcan length of stay in the special units, wherc most
youth arc scrved, is 21.8 bed days costing $3,117 for an average length of stay. This latter
figurc is a morc accurate reflection of the costs of care, sincc many of the youth who are
scrved in the gencral units are referred to inpatient facilitics, thus accounting for the shorter
length of stay (Serow, 1983).

The recent evaluation of Florida’s crisis units concluded that a considerable savings is realized
by using multiple visits to crisis units as a means of maintaining youngsters at the same level
of carc rathcr than moving them to a more restrictive cnvironment. On the other hand, long-
term use of crisis units as "holding tanks" for youth awaiting placement is more expensive
than any alternative except hospitalization (Serow, 1988). According to the Florida report:

0 Maintaining a minor at home for a year, including two average stays in a speccial crisis
unit, is an annual savings of $7,420.65 over placing him in a therapeutic foster home.

o Maintaining a minor in a therapeutic foster home for a ycar, including two average stays
in a special crisis unil, is an annual savings of $6,026.35 over placing him in a therapeutic
group home.

0 Maintaining a minor in a therapeutic group home for a ycar, including two average stays
in a spccial crisis unit, is an annual savings of $11,213.00 over placing him in the next
most restrictive level of residential carc (Serow, 1988).

In Florida, estimated costs for the various levels of care are shown in the chart on the
following page.

The Counscling Scrvice of Addison County, serving a rural county in Vermont, has developed a
iow cost alternative to providing cmergency shelter for youth in crisis.  Shelter for up to two
weeks is provided in the homes of human service professionals who have expericnce and have
been given special training in working with adolescents in crisis.  The actual cost of the
therapeutic emergency homes is $40 per day. The average length of stay is onc week,
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LCOSTS FOR VARIQUS LEVELS OF CARE

Level of Care Amount per Year
Therapeutic Foster Home (TFH) $ 3,654.65
$37.41/day

Therapeutic Group Home (TGH)
$71.00/day 25915.00

Other Residential Setting
$118.80/day 43,362.00

Minor Maintained At Home

--  with two "average" (21.8 days)

stays in special unit per year 6,234.00
-- with two “avcrage” (5.0 days)
stays at general unit per year 1,290.00
Minor Maintained in TFH
- with two "average" stays in
specia: unit per year 19,888.65
- with two "average" stays in
general unit per year 14,944.65
Minor Maintained in TGH
- with two "average" stays in
special uuit per year 32,149.00
-~ with two "average" stays in
general unit per year 27,205.00
* This information was taken from Florida’s Evaluation of Mental Health Crisis Units £ rving
Children and Adolescents by E.G. Serow, 1988.
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resulting in a cost of approximatcly $280 per youth. The program operates with six emergency
homes, and, on average, each family has three youth during a year. A counsclor works with
the youth, family and therapeutic home providers. This cost is not included in the daily rate
and adds a pa<t-time profcssional salary to the cost of thc program. The program is
considered to be cost effective; program data have shown that ‘“intensc therapeutic
intervention at the point of crisis with tcens and their familics can significantly decrease the
nced for more costly long-term intcrvention® (Counseling Service of Addison \Jounty, 1981;
Tannen, 1984).  Additional information on the costs of therapeutic foster carc programs is
provided in Volume III of this scries.

Huckleberry House provides an cxample of the costs of sk lter care. Because of the cxtensive
costs of the first day of treatment, which is extremcly intensive, Huckleberry House has
cstablished a differential rate for its contractors for the first 24 hours of treatment.  Unit
costs arc established for emergency crisis services (the first 24 hours), cmergency follow-up,
shelter care and aftercare.  The actual cost for the first night for shelter care and crisis
counseling is $227.  Subscquent overnight cost and crisis counseling cost is $118 per night.
The cost for shelter without crisis counseling is $45 per night. The average length of stay is
approximately four days, resulting in an average cost for shelter care and crisis counseling of
approximately $581 per youth. This does not include the aftercare component of Huckieberry
House, which is cstimated to cost $36 per day for a youth and family.

LEVALUATION

In general, the evaluation of service programs and different types of trcatment intcrventions
for children and adolescents has been inadequate, but cvaluative data for community-based
crisis programs for youth are seriously lacking. A review of the published litcrature failed to
produce information .a research findings comparing diffcrent crisis treatment models and
programs and evaluating their effectiveness. Most programs contacted for this study had
cither no evaluation component or had developed relatively simple procedures for collecting
data and tracking clients to document thc success of their program. The major reasons
hindering the undertaking of research and crisis program evaluation appcar to be a lack of
resources to support a research and evaluation capability; staff who are service, not research
oricnted; and, thc very nature of crisis programs that arc focused on helping clients in
extreme distress.

Florida’s comprehensive comparison of two types of crisis units, those that serve a mixed
population of adults and children and those that are specifically designated to serve children,
makes a significant contribution to the literature because of the extensive data gencrated on
crisis units.  However, the comparison of these two types of programs is not particularly
uscful since most experts in the field generally concur that separation of youth and adult
services is critical.

Evaluating the success of a trcatment program is a complex process that generally cannot be
made on any single quantitative or qualitative dimension (Jacobsen, 1985). Most community-
bascd crisis program cvaluation efforts measure the success of the program based on the
prevention of hospitalization or placement in move restrictive scttings, since such diversion is
onc of the major goals of community-based crisis programs. Other outcome measures and
indicators of program effectiveness used by programs include:

o The disposition or typces of referrals after discharge, determining the numbers of youth
who remain at or rcturn home and those who arc placed in out-of-home settings;

0 Rcadmission rates to the program,
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o Measures of improvement in the individual child and the family’s functioning, using various
behavior and mental health status assessment tools.

No programs contacted for this study used any control group to comparc the cffectiveness of
different treatment interventions. A number of programs such as the Akron Youth Emergency
System and Huckleberry House indicate that they collect data to measure the accomplishment
of program goals and objectives. Programs also collect data to evaluate utilization rates and
patterns, appropriateness of referrals, and clients admitted.  Most programs that have
cvaluation components in place collect data at several intervals: intake, discharge, and one
month, three months, six months and onc year after discharge. The usual procedures for
program data collection posi treatment consist of follow-up phone calls and/or questionnaires
to families and/or youth,

The majority of programs mentioncd that their evaluation component included the peer review
and quality assurance mechanisms that their agencies have established for internal quality
control, as well as reviews conducted by state agencies or the Joint Commission on the
Accreditation of Hospitals o ensure compliance. For example, three levels of review are
conducted at the South Shore Mcntal Health Centcr. Every three months a team comprised of
a physician, a psychologist and a social worker from the Child and Adolescent Service reviews
clinical records; a similar multidisciplinary team provides a utilization review at the center
level; the state department of mental health conducts a yearly review.

For the purposcs of this rcport, it is difficult to compare data from diffcrent programs
because of the variability in the types and size of programs, the communitics and populations
served, state policies, and the time periods in which data were collected, as well as numerous
other factors. However, from the outcome data that are available from individual programs, it
appears that community-based crisis programs have becn successful in averting hospitalization
and/or maintaining or rcturning youth to their homes as well as showing successes on other
measures.

One of thc most thorough studies conducted of a crisis approach is the Houston Child
Guidance Center’s evaluation of its Systemic Crisis Intervention Program (SCIP). While no
control group was used, the study attempted to measure the effectiveness, safety and economic
viability of an outpatient model designed to respond to adolescent crisis by mobilizing and
restructuring the femily’s kin system (Gutstein & Rudd, 1987), This evaluation focused on 75
youth treated by SCIP over a year and a half period. The population ranged in age from 7 to
19 years.  Suicidal behavior precipitated treatment in 47 of the subjects, with 26 reporting
serious suicidal thrcats and 21 rccording actual attempts. Other problems reported included
severe depression, violent behavior, scrious substance abuse and family conflict. All but one
youth was living with at least onc biological parent at the time of the crisis,

Mcasures were taken during the family’s initial intake cvaluation, and follow-up intervicws
were conducted at 3 months, 6 wmonths and at a period between 12 and 18 months. A small
subsample was followed for 24 months to asscss trcatment stability.  The program was
cvaluated bascd on five criteria:

o  Can treatment be conducted safely?

c

Can the program alleviate the sense of crisis?

c

Docs the program affect future crises?



0 Cantreated families avoid institutional solutions to future crises?
o Is the program economically viablc?

The findings were as follows: Of the 75 adolescents involved in the study, two made minor
suicide attempts during the follow-up period.  Therc were no suicide attempts during
treatment.  Although the majority of parental ratings described the adolescents’ presenting
problem as "severc" at the outset of trecatment, only a very small minority werc rated as such
following treatment.  Following treatment, therc was a significant decrease in a wide range of
problem behaviors. Of the adolescents treated and followed, five werc hospitalized or in a
residential placement during the follow-up. The mean cost of SCIP is $3,200. Fees range
from $1,100 to $10,500 with the higher costs resulting from bricf hospitalization as an
emergency response.

The study also assessed clinical effectiveness based on five criteriaz 1) no occurrence of
suicidal behavior or actions that would endanger others during follow-up; 2) a clear decrease
in parental ratings of the severity of adolescents’ behavior; 3) no occurrence of new crisis
behavior; 4) no time spent in an institutional setting; and, S) regular attendance in school or
work. Of the 63 cases analyzed, 74 percent met all five criteria for success; 21 percent failed
to mect one of the five criteria.

Data from other agencies tend to be more limited. 1In 1979, prior to the establishment of
South Shore Mental Health’s Adolescent Crisis Team, there were a total of 18 admissions to
the state hospital unit of youth aged 13 to 18 from that agency’s catchment area in
Massachusetts. ~ During a two-year period between 1981 and 1983, there were only four
adolescent admissions, all court referred. This represcnts a decrease of admissions of 89
percent, while statewide during that same time period there was a 35 percent decline (SSMHC,
1986). In subsequent years, hospital admissions have stabilized whereas admissions to the
Respite House have increased almost twofold.

According to evaluation data of the Philadelphia Child Guidance Clinic’s home-based crisis
program for children and families, in 1984, the first ycar of the program, 96 clients and their
families were served. Fiftcen of the clients previously had been at the state hospital; 31 had
been hospitalized in the inpaticnt unit of the Child Guidance Clinic, some several times; and
11 had been hospitalized at other facilitics. During the first year nonc of the youth had to
be admitted or re-admitted to the state hospital unit. Only eight youth had to be hospitalized
after entering the program; six of these were admitted to the Child Guidance Center's
inpatient unit (Sefardi, 1986).

From 1984 to 1986, thc Addison County, Vermont, cmergency therapeutic foster care program
reccived 81 referrals and placed 19 youths; one youth was placed twice. Eighty percent of the
youth placed in the program or receiving crisis counscling scrvices through the Counseling
Service of Addison County have remained with their familics, The program indicated its
success ratc for the first ycar for youth placed in homes was 69 percent.  "Success” was
bascd on three factors: a decrease in runaway and suicidal gestures; an increase in families in
trcatment; and prevention of placement in  child welfare custody (Counscling Service of
Addison County, 1986). '

Of the 200 clicnts served by TRIS/CCIS in 1987, 61 percent returned to their homes, 12
percent were placed in foster care, and 7 percent were  hospitalized cither in a private
psychiatric facility, a community hospital adolescent psychiatric unit, or the state’s child
trcatment facility.  Six percent were discharged to a group home and 6 percent to a
residential treatment center.  Accordirg to staff, without CCIS intervention all of these
children would have been admitted to the staie hospital system.
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The evaluation of Florida’s crisis units found that 74 percent of all admissions were discharged
to the same types of setting from which they came, rather than to a morc restrictive setting.
Of all admissions, 56 percent were from, and returncd to, their homes. In a rcview of client
records, the overwhelming majority of clients whose discharge status was indicated were found
to have improved after treatment (Serow, 1988).

The Florida study made an attempt to determine whether the presence of special crisis units
in a district would have the following impacts: a decreasc in admission rates to hospitals,
general crisis stabilization units, residential facilities and detcntion programs; a decrease in
the size of the waiting list for residential placement; and, a decline in the suicide rate among
minors. These rates were examined over time, comparing districts with and without special
units,.  No systemic relationship between any of these factors and the presence of special
crisis units was found. Various inadequacies in the data were cited as the primary reason for
thc inability to establish any relationship. ~However, the lack of systemic relationships was
considered to be not surprising considering that three-quarters of all admissions return to the
same level of restrictiveness from which thcy came and that 56 percent of all admissions were
from and to home (Serow, 1988).

Huckleberry House has devcloped a number of forms and tracking systcms for collecting data
on youth served. This information is computerized and linked to programmatic goals and
objcctives,  The director believes this kind of documentation and evaluative information has
been essential in maintaining funding support for the shelter, particularly in periods of funding
instability. Of 698 cases during 1986, 53 percent of youth returncd to their family home, 18
percent moved to another home situation, and 7 percent were placed in an institutional
sctting. Based on follow-up phone calls 60 to 90 days after leaving the shelter, it was found
that 83 percent of th~ youth had not run again.

Prcliminary data indi:atc that community-based crisis programs can be cffective in reducing
hospitalization and kceping youngsters with their families and in their communitics; however,
there is clearly a need for more research on evaluating the success of treatment on multiple
dimensions and comparing different trcatment approaches.

MAJOR ADVANTAGES AND CHALLENGES

Intcrviews with program staff, policymakcrs and familics indicate the numerous advantages that
community-based crisis services offer. While more data are nceded to document the gains, the
overall experience of existing programs has been posilive. Some of the major bencfits cited
include the following;

o  Community-based crisis services provide an effective gatekecper to hospitalization.

Crisis services scrve an effective triage function.  Available 24 hours a day, crisis scrvices
provide an opportunity for screening and cvaluation to asscss a child’s and family’s needs and
to dctermine thc most appropriate system responsc, At this juncture, a decision can be made
as to whether hospitalization is nccessary or whether another alternative is more appropriate.
In most cases, intcnsive crisis intervention provided in a youth’s home or in a clinic sctling
can stabilize the crisis. Howcver, if placcment is nccessary, community-based services such as
therapeutic foster homes, small community residences or crisis stabilization facilities offer a
less costly, more normalized cxperience than hospitalization.

o  Community-based crisis scrvices arc a cost effective altcrnative to hospitalization,
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Inpatient  psychiatric hospitalization represents the most expensive tieatment setting,
Increasingly, other alternatives that provide treatment to youth in crisis are being viewed as
therapeutically effective, more appropriate for serving children and adolescents, and less
costly. In a period of limited resources and rapidly escalating costs, hospitalization needs to
be reserved for those who cannot be treated in oer settings. With fewer dollars going to
hospital care, more children can be served by other less costly alternatives.

o  Community-based crisis services enable children to remain in their communities through
the use of community supports, preventing a syndrome of repeated hospitalizations
whenever there is a crisis.

Community-based crisis programs strive to treat children without removing them from their
homes.  Efforts are directed at working intensively with familics and, if necessary, utilizing
services from multiple agencies as well as family and other community supports to enable the
child and the family to learn better coping skills to prevent or minimize future crisis
situations.  If placement is necessary, the sctting and the treatment approach are designed to
assist the child in functioning in a normal community environment. Since many children and
families in crisis have life situations marked by poverty and other stresses that exacerbate
crisis, there is a potential for multiple hospitalizations if alternative treatment approaches are
not utilized. Community-based crisis services attempt to prevent that syndrome of repeated
hospitalizations.  Studies have also provided evidence that for an adult population even a
single psychiatric hospitalization can greatly increase the probability for future and repeated
hospital utilization (Kiesler, 1982; Machotka & Flomenhaft, 1971).

o Intensive work with familics and linkage with ongoing services and supports in the

community strengthen the youth and family's ability to cope and address problem
situations.

An integral aspect of community-based crisis programs involves exploring the types of
supportive services and follow-up care that a child or adolescent and the family need and
assisting the family in obtaining those services. A youth and family thus become involved
with a service system which can provide ongoing support and help. A crisis program that is
part of a larger service network is generally more successful in implementing these linkages.

o  Screening can help to identify children in crisis and provide needed services.

A number of programs, as part of a crisis service, routincly conduct screening of children
entering juvenile correction settings and dependency settings.  This process of screcning can
identify children who may be in crisis, especially since placement out-of-home can precipitate
acrisis, Once identified, an appropriate intervention can occur.

o Outreach ard a timely :esponse to a crisis can prevent the escalation of a crisis and/or
the need for out-of-home placements.

Crisis intervention is based on the theory that the crisis provides an opportunily for change,
but timing is a critical ingredient. Community-based crisis services are structured so that
interventions are immediate and intensive. There are no waiting lists. Programs providing
outreach teams that go to homes, schools, or other settings where youth are can prevent a
crisis from escalating and avoid disruptive out-of-home placements.  Shelters and crisis
programs that are available to youth who do not seek out traditional agencies also play a
critical role in assisting troubled youth in beginning to take control of their lives,

Given the generally well accepted advantages of community-based crisis scrvices, it would be
logical to assume that such services would be more widespread. However, that is not the
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casc. There arc number of barricrs that impede the development of crisis services and create
problems for programs. Ovcercoming these difficultics poses a challenge to the ficld.  Some of
these barriers and problems are listed below:

o The complex challenges of financing crisis scrvices.

Third-party payors are biascd toward the provision of carc in inpaticnt scttings and offer few
incentives toward the development of alternatives to hospitalization,  The funding of crisis
services depends primarily on contractual arrangements with public sector agencics and, to a
lesser extent, on rcimbursements from third-party payors. Payment ratcs cstablished by thesc
payors do not takc into considcration thc actual costs involved in providing this intense
scrvice, including travel time for outreach, cxtended counseling scssions with family members,
dcbricfing time for staff, and extcnsive contacts with other agencics for follow-up care.
Rates are often based on an outpatient model of care.

o Difficulty in recruiting staff.

Community-based crisis ,rograms requirc staff who arc willing to work in nontraditional ways
and scllings. Mobile crisis teams go to clicnts’ homes, dctention centers, juvenile courts,
hospitals and schools to counsel youth. Staff also nced to be wiiling to work odd shifts and
hours to maintain 24-hour coverage. Working under these circumstances is unorthodox for
many professionals traincd to work in clinic settings.  Altcrnatives to hospitalization also
present  different trcatment scttings for professionals accustomed to inpaticnt and medical
models of care. Many staff feccl uncomfortablc in these environments and less professional.
Profcssional training schools arc not prcparing graduates for work in a range of altcrnative
scttings.  Yet crisis program require staff with strong clinical and diagnostic skills. Programs
rcport that it is difficult to find staff that are suited to work in community-based crisis
programs.

0 Burnout of staff.

In addition to difficultics in rccruitment, another challenge for crisis programs is the retention
of staff. Most programs attributc their success to the competence and dedication of their
staff.  Yect working with youth and familics in crisis as wcll as becing available at off-hours is
stressful.  Programs nced to scck ways to prevent burnout and staff turnover through higher
salarics, trainiz3, e ..o vacation benefits, the development of close staff relations, praise and
other means of building staff morale.

0 A nced for more adequate casc management,

Crisis programs depend on adcquate follow-up care, post crisis intervention and stabilization.
Although exploring options and planning next steps is an integral part of intervention, many
familics and youth nced casc management to assist them in actually linking up with programs
and making thc transition from the crisis scrvice to thce follow-up servicce plan.  Crisis
services focus on cvaluation, scrcening and treatment, but thcy may not be organized or
funded to provide casc management; thus, the provision of casc management becomes the
responsibility of the agency accepting the referral.  Too often there is a lack of good casc
management, an cssential link for service continuity and coordination.

0 A lack of available scrvices and resources for follow-up care.

Onc of thc most critical challenges facing crisis programs is the lack of adequate service
altcrnatives for referral once the crisis is stabilized.  Children in crisis stabilization facilitics
or other types of residential placements, who cannot return home, may have to remain in the
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crisis sctting longer than nccessary becausc of a lack of placcment altcrnatives.  Often, after
intensive crisis counseling is provided through clinic-based, home-based or outreach teams, the
only alternative is an outpaticnt service where a youth is seen once a week in a clinic
setting. ~ Such an approach is not sufficiently intense nor does it provide an adequate
transition for youth and their families.

0 Lack of coordination among diffcrent service systems.

The lack of coordination among different systems serving children acts as a major obstacle to
the development of effective crisis services.  Young people in the juvenile justice, child
welfare, education and mental health systems are all vulnerable to crisis, yet the provision of
crisis services to youth served in any of these systems generally is either totally lacking or is
inadequate and fragmented. With a fow exceptions systemwide approaches to treating children
in crisis do not exist. More common is a patchwork arrangement. For example, a child
welfare agency may contract with a mental health agency to y-ov'de crisis services to its
client population, but once a child is stabilized, there are no plact.:ert alternatives. Juvenile
justice agencies frequently have no service in place to deal with youth in crisis, and it is
cxpected that the mental health system will provide and cover the costs of care. Children
and adolescents caught in the cracks caused by agency disputes or service gaps do not get the
scrvices they nced.

o  Problems with cstablishing crisis facilities in residential neighborhoods.

Although crisis programs that operate out of homes in residential ncighborhoods try to
maintain a low profile and cooperate with neighbors to foster support, there is still resistance
in many communities to the provision of care in non-hospital institutional settings. There are
concerns primarily about threats to safety (youth running away or hurting themselves and
others) and depreciating property values. Programs in community-based facilitics may be more
vulnerable to litigation and can face difficultics in obtaining liability insurancc. Despite these
perceptions and concerns, most programs operating facilities in residential neighborhoods
recport that their experience has been positive. There have been few negative incidents, and
for the most part neighbors arc either supportive or unaware of the program’s presence.

o Increase in private psychiatric hospitals.

With the growth of private psychiatric hospitals, more and more youth are being treated in
these scttings.  Betwcen 1980 and 1984 admissions of adolescents to private psychiatric
hos sitals increased 450 percent, rising from 10,764 to 48,375 (National Association of Private
Psychiatric Hospitals, 1985). Private psychiatric hospital chains arc sceking Medicaid benefits
as 4 means to fill beds not filled by privately insured paticnts. This growing and forceful
trend thwarts the development of community-based crisis alternatives.

0 A lack of crisis services, as well as other services, for the increasing number of youth
who arc scverely troubled, resulting in an overtaxing of cxisting services,

Crisis programs rcport that they are having difficalty meeting the growing nceds of youth in
crisis -- youth who arc suicidal, runaway and homeless, youth who are victims of abuse and
violence, and thosc who are subsiance abusers. At a national, statc and local level, public
policics and funds nced to be dirccted to help -vildren and youth and to support the
development of scrvices for this population,
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PROGRAM DEVELOPMENT

There is not the same systematic effort to encourage and promote the devclopment of
community-based crisis services that there is for other service components such as home-
based services. There are, however, a number of forces that are proving to be favorable to
the development of community-based crisis scrvices and, as a result, these services are
receiving increased attention. These forces include:

0

The concern about youth suicide is mobilizing many communities to evaluate how youth
suicide is addressed in their localities and to develop a systemwide response that involves
multiple agencies.

Concern about youth suicide at the federal level is generating support in Congress to
appropriate more federal resources for suicide prevention and treatment activities. Several
bills in the most recent session of Congress dealt with youth suicide.

Concern, especially in major cities, about high-risk youth -- youth who are homeless and
youth who are intravenous drug users and at risk of AIDS -- is forcing these urban areas
to develop more outreach activitics to assist these young people.

The rapid expansion of private psychiatric hospitals, the overwhelming increases in the
admissions of adolescents, and the high costs of this type of care are forcing states to
explore ways to stem the tide of growth of this industry and to redirect service
development. The role of crisis programs, as a gatckeeper and referral source to
alternative forms of treatment, is being favorably viewed as an alternative.

'The demonstrated cffectiveness of home-based services as a crisis intervention supports
the overall development of time-limited, focused and inicnsive interventions for youth and
families.

An increased demand (in policy statements if not in resource allocations) for the
development of community-based services, including crisis services, is being neard from
more and more systems serving children and youth such as child welfare, education,
maternal and child health and mental health agencies.

Thus, these are indications of increasing interest in developing crisis services for severely
emotionally disturbed youth. There is also a growing awarencss and recognition of the
importance of a continuum of crisis services that includes a range of coordinated services and
settings to meet the reeds of youth and families.
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ill. PROGRAM DESCRIPTIONS

ADOQOLESCENT CRISIS TEAM AND RESPITE HOUSE
SOUTH SHORE MENTAL HEALTH CENTER (SSMHC)
QUINCY, MASSACHUSETTS

History

The Adolescent Crisis Tecam is a multidisciplinary tcam of ten professionals operating out of a
community mental health center who provide prescreening, evaluation, short-term intensive
individual and family therapy, rcfcrral and follow-up for adolescents in crisis and their
families, 24 hours a day, scven days a weck. A respite care home located in the community
accommodates up to two adolescents at a timc for a maximum of two wecks. The crisis tcam
serves as the screening unit for all potential statc hospital admissions, with the occasional
exception of court referred youth.

The Adolescent Crisis Team was initiated by the Massachusctts Department of Mcntal Health
(DMH) because of state and local concerns about the rise in the numbers of adolescents in
crisis and the increase in admissions to statc hospital units. Historically, Massachusetts was
one of the early statcs to adopt policics of dcinstitutionalization for the mentally ill and to
promote the devclopment of community-based scrvice altcrnatives to avoid hospitalization, In
1978 a survey of the statc hospital population, conducted by DMH, found that 40 percent of
the adolescents admitted to Massachusctts statc hospitals could have been diverted if adequate
community alternatives were available.  Extrapolating from the survey data, it was cstimated
that in the South Shorc region 73 percent of the adolescents admitted would not have
required inpaticnt trcatment had appropriate community arrangements been available.  State
statistics also showed that one half of the adolescents admittcd to a statc hospital stayed less

than ten days, suggesting the necd for a period of crisis intervention and short-term
cvaluation (Handorf, 1987).

In conjunction with pressures from thc state, local groups werc also cxpressing similar
conccrns, In the late 1970s thc Council for Children of the South Shore Area designated
adolcscents in crisis as a priority issuc for the region bascd on the steadily increasing
incidence of psychiatric crises among adolescents and the increase in adolescent admissions to
the local unit of the statc hospital (Handorf, 1987). The Council was particularly concerned
about youth being placed in adult units and also wanted to reduce bed utilization.

To respond to these conct-ns, the South Shorc Mental Health Center (SSMHC) and the arca
officc of the state Department of Mecntal Health ncgotiated a contract to provide services
within the catchment arca for adolescents in psychiatric crisis. It was the program’s intent
that trcatment interventions would help maintain thc youth in crisis in the conimunity,
reserving  hospitalization as a last resort.  This initiative of the DMH was the first
"dcinstitutionalization” effort in Massachusctts focused on children and adolescents.  The
trcatment team bcgan operations with a staff of two in 1979. The opcning of the Respitc
Housc occurred the following ycar.

Agency and Community Context

The Adolescent Crisis Team and Respite House operate out of a large and complex community
mental health center.  The South Shore Mcntal Health Center, Inc. was cstablished with
fedecral funding in 1979 as a comprchensive mental health center.  The SSMHC evolved,
however, from the child guidance movement and actually began operations in 1922 as the
Quincy Child Guidance Association. Today, it has a budget of over $13 million, a staff of 400
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cmployces located in multiple sitcs, and 35 student trainces. It is the largest freestanding
community mental health center in New England.

The South Shorc Mental Health Center serves three diverse communitics in a region south of
Boston.  (In April 1987, after the sitc visit for this study, thc SSMHC cxpanded its service
arca to encompass the Coastal Arca, which includes scven towns and a popuiation of
approximatcly 160,000. In July 1987, SSMHC assumed responsibility for all residential
contracts in thc Plymouth Arca. Budget, staff figurcs and program statistics reflect these
expansions.) The area is prcdominantly whitc with few racial minoritics.  Quincy, where
scveral of the major scrvice sites arc located, is the largest and poorest of the communitics in
the area.  Quincy’s population of approximatcly 85,000 is hcavily bluc collar and cthnic,
primarily ltalian, Irish and French Canadian. For ycars the major industry was shipbuilding
until the recent closing of the shipyards. Almost 7 pereent of the population is below the
poverty level.  Many familics cxperience multiple problems, including unemployment, a high
level of substancc abusc, family violence, child abuse and neglect, legal difficultics and school
failure. Milton, in contrast, is an affluent community, considered to be a desirable, close-in,
older suburb for many of Boston’s professionals. While thc community’s population is not
immunc to problems, it tends to use the private mental health scctor.  Randolph is a middle to
lower middle class suburban community; like Quincy, its population is highly ethnic, with many
families cxpericncing multiple  stresses, such as  marital discord and poor parent-child
relationships.

The SSMHC opcrates five major scrvice systems. Each of thesce is described bricfly below:
0  The Child and Adolescent Service

The Child and Adolescent Service represents the core of the SSMHC.  As noted carlier,
SSMHC grew out of a child guidance clinic that was cstablished in the 1920s and over the
years developed a national reputation for its cxcellence as a clinical and training center. This
legacy remains a part of the SSMHC, and the success of the Child and Adolescent Service
today is based in part on thesc historical roots. A budget of approximatcly $3 million
supports the following componcents of the Child and Adolescent Service:

- Outpaticnt mental health services providing  evaluation, short-term  and ong-term
therapy to children, adolescents and their familics;

-- Outreach services provided to two health center sites in Quincy;
-- 24-hour emergency services provided through the Adolescent Crisis Team;

- A Respitc House with a capacity for two youth and a maximum stay of two weeks,
located in thc community and staffed by a resident human services professional;

-- Casc management;

. Consultation, cvaluation and clinical services to  schools, including an on-sitc tcam
at thc Randolph High School, providing mental health asscssment and treatment to
children identificd through the Education for All Handicapped Act and their familics
and scrving as a liaison and consultant to teachers and special education personncl;
similar on-site scrvices to students and staff at five schools in Quincy; and a Drop-
out Prevention Program at three Quincy high schools;

- Special treatment teams including a sexual abusc and a substance abuse team.
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o The Community Support Service

This scrvice area focuses on adults who are chronically mentally ill. It includes a range of
community-based support services for the population of this catchment area, targeted for
Massachusetts  deinstitutionalization efforts.  Services include 24-hour crisis intervention, a
continuing' treatment and aftercare program, case management and an elderly outreach
program. The budget for this service area totals approximatcly $3 million,

0o  The Day Treatment Service

This scrvice includes a day/cvening treatment program for clients who rcquire a more
cxtcnded therapeutic contact than can be provided in traditional psychotherapy but do not
nced hospitalization.  The program includes activities to devclop independent living skills,
socialization, vocational planning and a therapeutic work expericnce. A Social Club is also
provided for clients not using the day/evening treatment program but who need an extended
social support network to maintain a stable level of functioning in the community. The
budget for these two service components is $750,000.

0 The Behavioral Service

This service area includes a range of programs for clients who are devciopmentally disabled or
have a dual diagnosis. Services includec behaviorally oriented residences scrving 115 clients
daily; a day habilitation program; outpatient services with staff specially trained to work with
clicnts who are developmentally disabled and their families; and, a respite care program for
familics of developmentally disabled individuals of all ages providing a therapcutic program in
privatc homes. The program budget for this service area is approximatcly $5 million.

o The Developmental Service

This component, funded at slightly less than $1 million, offers early intervention services to
familics and children from birth to three at several community sites as well as in homes.
Scrvices include evaluation, assessment, treatment and day care.

In addition to thesc five major scrvice arcas, the SSMHC operates a number of other programs
including:

o Projcct Optimus -- an interdisciplinary training program for professionals scrving
handicapped children from birth to age six.

o Project WIN -- a federally funded project aimed at children (birth to threc years) at risk
of AIDS.

o The Consulting Center for Business and Industry -- a program providing consultation,
cducation, training and treatment to business, industrics, unions and government agencies
to assist employees with problems interfering with job performance.

o  Bayvicw Center -- providing outpaticnt services on a fee-for-service basis.
This complex, multifaceted agency is administered by an active board of directors and an
executive  director. Reporting to the cxccutive director is an associate director for

administration and finance, the mcdical dircctor, a deputy director for policy and training, the
dircctors of each of the five service areas and the directors of the various special projects.
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The SSMHC scrvices arc located in multiple sites in the catchment arca. The administrative
offices are houscd separatcly in a modern office building in Quincy. The main office of the
Child and Adolescent Service is located in an office building in the central business district of
Quincy, close to public transportation and other scrvice providers, including the local office of
the Department of Social Services (DSS). Therc are, as noted, also a number of outrcach
sites in the schools, courts and clinics throughout the service arca.

In Massachusctts, the state mental health system is rcgionalized. Fcr cach jurisdiction, aa
arca board and local scrvice center administer a service system for children and adults. In
the South Shore arca the service system for youth includes SSMHC'’s Child and Adolescent
Scrvice, a day trcatment program, three district residential programs, beds for 12- to 18-ycar
olds in an acutc care unit at Taunton State Hospilal, inpaticnt beds for youth 13 and under at
the Gacbler Unit of the Mctropolitan State Hospital, and casc management services.  The
regional officc monitors all programs that are ‘part of the local scrvice system for children
and adolescents, mceting regularly with program directors; in addition, the regional office
performs a varicty of administrative dutics such as contracting, data collection and isst'ing
quarterly reports.

Philosophy and Goals

The primary mission of the Adolescent Crisis Team and the Respite House is to serve children,
adolescents and their familics in severe behavioral, psychiatric or emotional turmoil.  The
adolescent crisis program secks to provide intensive, community coordinated clinical outpatient
scrvices to familics as a means of maintaining the client in the community.  Qutreach and
clinical intcrvention strategics are provided by the program with the intent of preventing more
restrictive  alternatives  (institutionalization, residential trcatment, incarceration) while assisting
familics in strengthening family bonds and coping with mental health crises and ongoing
problems,

Underlying the mission and scrvices of SSMHC’s crisis program is the basic premise that
children and adolescents should be scrved in the community through scrvice nctworks and
support and not be hospitalized cxcept when there is a clear and present danger to themselves
and/or to others. According to a paper developed by Timothy Handorf, the director of the
crisis tcam, while hospitalization may be the “safest' approach in the short run for treating a
distraught youngster, removing an adolescent from family and communily poses a number of
problems: it identifics the youngster as the problem or the source of the problem, often
absolving parents and family members of the responsibility to work towards a solution; and it
robs the youngster of the opportunity to translatc insight into constructive action within his
own family systcm and community while being treated clinically.

Given this philosophical premise, scveral principles further guide the treatment approach of
the SSMHC’s crisis program:

0 To have a holistic view of the child and family situation;

0 To support and cmpower parents;

0 To focus on the presenting problem;

0 To give the family in crisis a framework to develop new coping strategics;

o To create a supportive nctwork, mobilizing and coordinating different providers and

supports around the problem which often requires assisting a care-giving system in crisis.
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The goals of the Adolescent Crisis Team are to:
o Prevent child and adolescent hospitalizations by intervening at the time of crisis.

o Reduce child and adolescent admissions and readmissions to state hospital units and
private psychiatric hospitals.

o Reduce admissions to residential treatment programs and juvenile detention settings.

o Diagnose and treat adolescents and their families in a setting morc appropriate to where
client problems originate.

o Help integrate adolescents back into the community following treatment in public and
private psychiatric hospitals, residential programs, foster carc or respite care.

0 Decreasc the amount of truancy, adolescent runaway and delinquent bechaviors of
adolescents served.

o Promote the coordination and consolidation of services to the multiproblem families served
by the program.

The Respite House is an alternative to psychiatric hospitalization for adolescents who
experience psychiatric crisis of such proportions that they are unable to adequately test
reality or contr~l impulses and are thereby at risk of hospitalization. Its goals are similar to
those of the Adolescent Crisis Team:

o To prevent child and adolescent hospitalization by utilizing a less restrictive alternative
service to meet client needs.

o To reduce the child and adolescent admission and rcadmission rates to inpatient units.

o To diagnose and treat clients in a setting more appropriate to where client problems
originate.

o To replace child and adolescent psychiatric hospitalizations (both public and private) with
an alternative which does not facilitate depersonalization and alienation from one’s home
and community.

o To encourage linkage and coordination of existing community services to insure continuity
of care and the provision of comprchensive follow-up.

Services

The Adolescent Crisis Team, which provides 24-hour emergency service, and the Respite House
comprise only one unit of SSMHC’s Child and Adolescent Service. Crisis intervention as well
as other prevention and treatment scrvices are provided through a variety of vehicles and
outrcach programs, all under the umbrell. of the Child and Adolescent Service. The services
and trcatment approaches of the Child and Adolescent Scrvice are characterized by their
flexibility.  Diverse interventions are used, and clients arc seen in a variety of settings. No
onc treatment approach is dominant since different clinicians have different treatment styles.
The common denominator, however, is that the focus of treatment is on the child as well as
the family and larger community systems. Services include individual, marital and family
therapy as well as a number of groups. Teams arc organized to work with hard-to-reach
youth in schools, housing projects, clinics and other scttings. As notcd previously, one team
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works in the Randolph High School; other teams work with five schools in Quincy; child
clinicians are assigned to work with (wo hcalth center sites in neighborhoods with a high
incidence of multiple social problems. Special teams also provide services focused on specific
problem areas such as sexual abuse and substance abuse. The sexual abuse team, for example,
conducts evaluations for the Department of Social Services a.d the courts. These outreach
services are in addition to the outpatient services that are grovided in the central unit of the
Child and Adolescent Service.

A detailed description of the specific services provided by the Adolescent Crisis Team and the
Respite House follows. A description also is provided of the outreach programs in the schools,
because these services are an important supplement to the crisis team enabling mental hcalth
professionals to intervene early with youth,

1. Adolescent Crisis Team

The Adolescent Crisis Team provides 24-hour cmergency service to children, adoescents and
their families in severe behavioral, psychiatric or emotional distress. Services arc provided at
the main office of the Child and Adolescent Service or at the site where the emergency is
occurring, Services include asscssment, short-term crisis intervention and stabilization,
intcnsive family oriented trcatment, case management, group treatment, referral and case
coordination.

Intake

During the day, referrals to the crisis team usually come from schools, the Department of
Social Services, the courts and the police. After-hours calls arc generally made by parents,
Rarely does an adolesceat in crisis call the agency for help.

A call may go to the main switchboard of the agency or dircctly to the Adolescent Crisis
Team. The director of the team or the staff person on call will take the call. Evaluations
generally take place at the mental health center. Depending on the time of day and the
nature of the crisis the staff on call m.:: go to the sitc of the emergency such as the
hospital, court, police station or school. ‘.valuations never take place at a client’s home,
since a neutral site is considered to be better for stabilizing a crisis. For the initial intake
mecling, every effort is made to have the individual making the referral present (e.g, the
police officer or DSS worker). Also a legal guardian must be present in the cvent that
hospitalization is required.

In the intake process the worker usually alks to all parties, individually and together, to
achicve scveral objectives -- to gain as much knowledge as possible about the precipitating
cvent as well as background information; to assess the mental status of the youth and the
family situation; and to begin to connect and develop a relationship with the youth and the
family. ~The mental status interview is intended to gain a complete picture of the youth,
sccking information about what brought the youth to the agency, his feelings (depressed,
suicidal, angry), whether physical or sexual abuse is involved, any involvement in substance
abuse, the youth’s social life, and any changes in cating and slecping habits. In the interview
the worker tries to connect with the client emotionally and to determine the potential for
building rapport and establishing a relationship. In addiiion, an effort is made to assist the
clicnt in determining what is needed to help stabilize the family crisis. If key figures in the
family, such as a parent or a parcnt's significant other, are missing in the intake interview,
arc cfforts are made to schedule another intcrvicw at a time when everyone can be present.

The intake worker completes a written evaluation of the youth and makes recommendations for
further treatment.  If crisis intervention is needed, a worker on the tcam will then be
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assigncd to take the case. The staff person who conducted the intake may stay involved It
also is not unusual for the wholc team to be involved in a case. The disposition may involve
hospitalization, a referral to the Respite House a referral to another service of the SSMHC's
Child and Adolescent Service, or to an outside agency. As discussed previously, the agency is
rcluctant to hospitalize unless thcre is no other alternative.  The state’s criteria for
hospitalization are -- harmful to sclf, harmful to others and unable to provide self-care. In
cases where these criteria may apply, there is usually a hcalthy tension between the agency’s
consulting psychiatrist and the director of the adolescent team regarding the appropriatencss
of hospitalization.

Crisis Intervention

If a youth and family is to receive crisis intervention services, the memoer of the team
assigned the case meets again witt the youth and family for further evaluation. The timing
of the sequence of events for these initial interviews and meetings is condensed, most often
occurring in the same day. Treatment is highly structured; treatment begins by formulating a
treatment plan and contract with the family, identifying the problem or key problem areas for
resolution, spccifying goals to stabilize the crisis and prevent future crises, and determining
the time frame necessary for accomplishing these goals. The client and/or family signs the
treatment plan so that both the therapist and the family are clear about the goals and
objectives.

Treatment involves intcrvention at several levels -- with the youth, the family and the
community.  According to the director of ‘Le Adolescent Crisis Tcam, "Treatment focuses
primarily on building and maintaining a viable family system and on fostering the adolescent’s
successful functioning in the community." Treatment uses the crisis to bring about changes in
family dynamics and patterns. "The advantage to treating the family in crisis,” according to
the tcam’s director, "is that vulnerability is high, necds are intcnse and the client-therapist
bonding is fast and strong . . . the family is open to therapeutic suggestion and ripe for
change" (Handorf, 1987). If at all possible, treatment sessions involve all members of the
family unit. Treatment helps family members to define roles and boundaries.

Dcvcloping supportive nctworks for the youth and family is also a critical aspect of the
treatment process. Usually when a youth is in crisis, all thc youth’s systems are in crisis--
family mcmbers, school personnel, the DSS worker and others involved in that youth’s life.
The role of the crisis worker is to bcgin to facilitate diffcrent partics to work as a support
system for the youth by involving and coordinating a nctwork of professionals, relatives and
fricnds.

Follow-up

In order to avoid a wailing list, trcatment is limited to approximately 12 scssions. When the
crisis treatment goals arc attaincd and stabilization has occurred, the worker on the crisis
tcam begins to movc toward tcrmination. Usually the family is referred for ongoing treatment
through the outpaticnt clinic of the Child and Adolcscent Service. The family might also be
referred to other trcatment components such as case management or a group. Because of the
strong bonds that devclop betwecn the crisis therapist and the family, special cfforts are madc
to cnsurc a smooth transition betveen termination of crisis trcatment and referral for ongoing
interventions.  If possible, both thc crisis therapist and the outpatient thcrapist mect jointly
with the family in the final cnisis scssions. Referrals also may be made to other agencies or
scttings for follow-up care and the crisis worker facilitates those arrangements as well.
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2. Respite Housc

SSMHC’s Respite House is a home in a comfortable residential ncighborhood of Quincy, one
block from the ocean. The house can accommodate two youngsters for a maximum period of
two weeks. It is used for youth ages 12 to 18 who are at risk of hospitalization and need to
be temporarily removed from their cnvironment. The Respitc House is a voluntary alternative
to hospitalization, Its primary purpose is to dcter a hospital stay. The house serves as a
diagnostic center, holding environment and trcatment milicu.  The residence is staffed by a
live-in couple, one of whom is required to be a human scrvice professional. The Respite
House is licensed by the DMH and the State’s Office of Children as a residential home. In
Massachusetts residential programs arc considered to be educational in nature and, as such,
arc not subject to zoning restrictions.

Intake

If placcment in the Respite House is recommended, an admission conference is held, which
generally includes the adolescent, par .ats, thc team clinician, DMH case manager, any
significantly involved community workers aud the manager of the Respite House. The purpose
of the confcrence is to detcrmine the conditions of the adolescent’s stay and to develop a
service plan.  The adolescent and the legal guardian must sign an individualized contract
specifying certain conditions and privileges such as visits with fricnds and tclephone calls, a
plan for family visits and thc projected length of stay. The specific agrecment varies with
each individual case. Unless contraindicated, extcnsive family involvement is required. At a
minimum, thcre are two family mcetings per weck. If DSS is involved and if indicated, the
DSS worker is responsible for developing a long-range residential plan for the youth.

Treatment

The Respite House provides an open, homclike cnvironment. The house is set up for family
living with a comfortable living room, dining room and kitchen, and scparate bedrooms for
cach youth -- if two are staying in the home -- and the resident couple. Supervision is
provided at all times, but there are no physical restraints, locked doors or quict rooms. The
resident couple docs not provide active night time supcrvision. In difficult cascs where 24-
hour, onz-on-onc supcrvision is requircd, a specialized aide is brought in to assist the resident
couple.

An individualized program is devcloped for the adolescent in residence tailored to the nceds of
the adolescent and the schedule and lifestyle of the housc manager. One of the treatment
modalitics consists of participation of the youth in a household which models a constructive
family expcrience where there arc demands and routines. For this rcason, all family visits
occur in thc Respite Housc. At the time of the site visit, the couple managing the house
rccently had a baby. The baby, the couple and the youth placed in the home all were part of
the "family' and its routincs.  Activitics might include attending school, going to work,
participating in thc area’s day trcatment program, participating in activitics planned by the
house manager, as well as participating in normal houschold activitics such as going to the
grocery store and preparing a.cals.  If nccessary, medications can be dispensed at the Respite
Housc und.r thc rccommendations of the prescribing physician.  The key to treatment is the
rclationship that develops between the youth and the house manager.

While at the residence, the youth continues to participate in individual counscling sessions
with a clinician on the Adolescent Crisis Team, who also provides intensive therapy and
consultation with the family. This involvement continues until the crisis has stabilized. The

62

73



housc manager works closcly with the assigned therapist in order to communicate information
and coordinate the specific scrvice plan, The crisis tcam provides 24-hour, on-call back-up to
the housc manager.

Discharge

A discharge date is sct within two weeks of the admission conference. Typically, the length
of stay is less than two wecks, usually six days. A stay may be extended but only after
intensive review, A short-term stay is therapeutically desirable becausc it forces quick
mobilization of the supportive network (Handorf, 1987). Usually families and youth utilizing
the Respite House follow up with outpatient treatment. The crisis team clinician assigned is
responsible for follow-up post discharge, working in close conjunction with the DMH casc
manager.

3. School Outrcach Tcams

The outreach tcams that are located in local schools extend the SSMHC's capacity and
capability to prcvent a crisis from occurring or to intervene as quickly as possible if a youth
is in crisis.

The Randolph School System supports a tcam of five mental health professionals plus several
student interns who work on-site at the high school. This program is known as the Randolph
Cooporative Mental Health Component (the COOP). Team members provide individual, family
and group counseling to youth identified as handicapped through the Education for All
Handicapped Act.  Referrals are made to the Coop staff through the special education
department. A tcam member is assigned to each of the contained special education classrooms
to consult with the teacher onc hour a week, to provide individual therapy, if necded, and to
conduct groups. Staff arc mobile and mcet with youth and families in their homes or at a
work sitc, if appropriatc.  Staff are on call at all times in case of cmergencies. In an
cmergency, the Coop tcam provides crisis intervention and makes referrals to the Adolescent
Crisis Tcam when nccessary.  Coop tcam members work cxtensively with other service systems
and agencics to develop a scrvice network for familics. The treatment model is intended to
be short-term (ten wecks), focusing on concretc goals.  Staff see their role as supporting
youth, providing a role model, advocating for the youth at schools or in the courts, and
empowering families. The key to trcatment is rclationship building. Over 100 youth are
involved in various groups through the Coop, some of which occur during class time and somc
after school.

At the Quincy Schools, outrcach is provided to an clementary, middle and sclected high
schools.  Staff of the Child and Adolescent Scrvice provide consultation in emergencies as well
as a range of consultation and in-scrvicc training activitics for school staff and parents.
Mental health staff also arc located at the threc Quincy high schools through a special grant
targcted at drop-out prevention, Working on-sitc at the school provides mental health staff
with access to students and helps reduce the incidence or the exacerbation of crisis.

Networking and Linkages

Il one core value could be diitilled from the SSMHC’s overall treatment philosophy, it would
probably be the importance of building community nctworks to provide outrecach to clients and
to develop support systems within the community. At the SSMHC, the commitment to
outreach, nctworking and thc development of interagency linkages is demonstrated on many
levels:  in the ways scrvices arc delivered, the activitics of staff and the treatment goals for
individual clients.

63

74



Historically, the SSMHC has worked cooperatively with the communities it has served. In the
1960s and 1970s one of the center’s most valued services was the consultation and education it
provided to schools and other agencies. Through this service the agency was able to reach
out to clients to provide treatment as well as assist school personnel and providers in
handling difficult situations. This commitment to community outreach and developing effective
interagency relationships has continued.  The dircctors of the agency and the Child and
Adolescent Service have provided strong leadership in this area. Community leaders and other
agency staff affirm the Child and Adolescent Service’s rcputation for excellent services and its
importance as a valuable resource for clients and service providers. In particular, the service
director of the Child and Adolescent Service is credited for her active role in being available
and accessible to other agencies and community leaders.

The ability of the Adolescent Crisis Tcam to respond immediately to emergency situations and
to go on site, if nrcessary, coupled with the availability of the Respite House, also have
served to foster positive relationships with other agencies.  This is a service that aids
providers as well as the client in crisis. As previously described, staff of the Child and
Adolescent Service provide extensive outreach in the community. This outreach has numerous
benefits.  Going into the community and working on site fosters better communication and
improved rclations among staff of different agencics. This facilitates trcatment planning for
clients because staff from different agencies work coopcratively to help develop supportive
interagency networks for clients. Such cooperative ventures also provide a role model for
families.

The agency’s contract with both the Quincy and the Randolph schools to provide a team to
work on sitc has been highly successful. School personnel in both school systems find the
support of mental health professionals extrcmely helpful. In turn, the Child and Adolescent
Service has been able to reach more clients, many of whom would not normally seek services
from a traditional mental health center. The outreach to the health centers has served this
same purpose.

The agency also has sought to work collaboratively with the Department of Social Services
since so many clients are involved with this agency. SSMHC has three contracts with DSS:
1) a collaborative early intervention effort aimed at children who are environmentally at risk;
2) a serv'*2 contract whereby the Child and Adolescent Service provides outreach counscling
and ca management activities for certain adolescents and families designated by DSS; and
3) a special counscling program for victims of sexual abuse. As another initiative to build
bridges, Child and Adolescent Scrvice staff meet with DSS staff one morning a week in an
ombudsman role to review cascs and seek referrals. Thesc collaborative efforts have improved
relationships between DSS and mental health staff and have thus improved services to clients.
While there are still system conflicts regarding financial responsibility and cost sharing,
workers try to work cooperatively around treatment and servicc planning for youth and
families.

In addition to working with other agencics, SSMHC reachcs out to coymmunity groups. For
example, the service director of the Child and Adolescent Servicc has been meeting on a
regular basis with church and community leadcrs and agency rcpresentatives in Germantown,
an impoverished area of Quincy. Mectings have focused on ways agencics can better serve
residents of this area. The mental health center has been an active participant in this
planning proccss and has a high degree of credibility.

Clients

The Adolescent Crisis Team scrves youth vho are in scverc behavioral, psychiatric and/or
cmotional turmoil.  Typical prescnting problems include adolescents who are suicidal or
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potentially suicidal, violent or assaultive, runaways or psychotic. Thc only typc of cases the
crisis tcam dos not accept are youth who are severcly mentally retarded or those who are
going directly « court. Otherwisc, any youth who is in nced of crisis scrvices will be seen
by the team.

Sixty percer- o the youth arc between the ages of 16 and 17; 35 percent, 13 to 15; and §
pereent over ine age of 17.  All 18- and 19-year olds are screened. If a clinician feels the
individual is an cmancipated minor, the youth is referred to the adult emcrgency scervice.  On
average, 60 percent of the clients are malc. The vast majority of the youth (99 percent) are
white, reflecting the demographics of the community, which inr “rdes few racial minoritics.

The agency is reluctant to use rigid diagnostic labels. It is cstimated that over 80 percent of
the youth have both conduct and cmotional disorders.  Approximatcly onc third of this
population has substancc abuse problems as well. Five percent are psychotic or schizophrenic,
Most of the youth display borderline characteristics: weak internal controls, poor insight and
impaircd cgo functioning. Many of the youth come from multiproblem familics where there is
poor communication and frequently physical and scxual abuse. This clicnt profile is similar for
those youth served in thc Respitc Housc. The Respite Housc cannot admit clients who arc
legally committable.

In the last thrce ycars thc number of youth scrved by the crisis team and respite unit has
grown. In 1986, thc Adolescent Crisis Tcam conducted evaluations for 202 youths. In 1987,
232 youths were scrved and in 1988, 338. The Respite Housc served 29 youths in 1986 for an
average length of stay of 5 days. In 1987, 42 youths werc served for an average length of
stay of 6 days; and in 1988, 56 youths were served for an average stay of 6 days. In a onc-
month period during 1986 the Adolescent Crisis Team conducted intake and evaluation for 20
ncw cases for a total of 56 hours. Six intakes werc off sitc and 14 at the SSMHC; 15
occurred during regular hours and $ after hours.

Staffing

The SSMHC is known for the high calibre of its clinical staff. It has an outstanding
rcputation as a tcaching program and is sought after as an intcrnship placcment for students.
Becausc of this reputation, the center is able to attract and maintain excellent staff,

The Child and” Adolescent Service includes 60 staff who arc highly trained and experienced
clinicians.  On staff there are 44 master’s level social workers, 8 doctoral level psychologists,
4 psychiatrists, 2 master’s level psychologists and 2 master’s level occupational therapists. At
any onc time there are 6 student trainces.

The Adolescent Crisis Team consists of 23 staff from the Child and Adolescent Scrvice.
Service on the crisis tcam is not full-time. Staff arc assigned to other tcams as well, in part
becauc: of funding sources, but mostly to balance cascloads to include noncrisis cases and
thus prevent staff burnout,

The multidisciplinary Adolescent Crisis Team includes doctoral level psychologists, master’s
level social workers and onc staff with a bachclor’s degree. The Respite House is staffed by
a couple, onc member of whom is required to have a degree in a human service ficld and who
must commit to the position for at least a ycar. The currcnt house manager has an M.S.W.
and has been in the position for over two years.

The Adolescent Crisis Team staff work two shifts, 9:00 am. to 1:00 pm., and 1:00 pm. to
5:0 pm. On cach shift there is a staff member on call and a back-up person, generally the
director of the tcam or a scnior psychologist. Back-up staff arc assigned for a weck at a
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timc. Staff are assigned on-call duty for one shift per week. From 5:00 p.m. to 9:00 am. two
staff provide covcrage by beeper. In addition, the dircctor of the team is always available
during this time period.

Staffing is gencrally handled in the following manner: The person on call conducts the
intake, with the back-up pecrson providing continuity and support. Once intake occurs, the
case usually is assigned to another member of the team who evaluates the case and continues
to provide crisis intervention and stabilization. If the youth is placed in the Respite House,
the same clinician will participate in the admissions conference, provide individual and family
thcrapy and be on call for the youth, the family and respite staff. However, the crisis tcam
staff serve as the emecrgency backup when the ongoing clinician is unavailable. If a referral
is made to the Child and Adolescent Service for ongoing treatment, the Adolescent Crisis
Team therapists will work closely with their colleagues in the Child and Adolescent Service to
facilitate the transition.

The primary responsibility of the Respite House manager is to oversce the opcration and
management of the house and to provide supervision and treatment, in conjunction with the
primary therapist, to youth staying in the home. The respite manager participates as a team
member and is involved in in-service training, case conferences and general consultation.
Relicf for the respite manager and spouse is provided by a trained couple who take over every
other weekend. The primary couple may stay in the house or leave. The relief staff for the
Respite House also are available by beeper. The Respite House staff is provided clinical and
medical back-up at all times.

Supcrvision is an important element of the Child and Adolescent Scrvice because of the
agency’s role as a clinical training program and its commitment to support staff in providing
community-based treatment to very troubled clients and families. All staff have one to thrce
hours of supervision on a weekly basis. On thc crisis team four staff provide supervision to
the team members. In turn, all members of the team provide supervision to students. A
rigorous peer review system also provides a means of oversight and supervision. All records
are reviewed every threc months, with comments by a psychiatrist, social worker and
psychologist.

Meetings are also an intrinsic part of staff activities. All Child and Adolescent Service staff
mcet weekly for case presentation and consultation. The child therapists meet weckly to
rcceive in-service training on various issues, and these sessions are open to all clinical staff.
The crisis team meets twice a week to review cases, keep abreast of day-io-day tcam
functionzing issues, and provide support for each other. The service director of the Child and
Adolesceat Service holds a weekly coordinating mceting with the various program directors to
review prioritics, initiatives, scheduling and team coordination.

Training is built into the team meetings and supervision. New staff to the crisis tcam receive
on-the-job training when thcy are first assigned to the team. [Initially, staff will work on a
shift with the director of the team obscrving cases. Staff will also work with other team
members on cases. When the staff member is assigned a case "solo," team members will
obscrve through a mirror and provide feedback and consultation.

Staff cite a number of special requisites that enable the crisis team members to be effective
in their jobs and function in situations that are highly stressful.

% The team is cohesive. This cohcsivencss results from a number of factors. Working with
criscs has a bonding effect on stalf. Team members also function as a family for cach
othcr. Members know a grcat dcal about each other and their familics. They sharc in
social activities. And, most importantly, they nurture each other.
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o Staff have a talent and ability to do their job well. Team members bring a high level of

compctence and experience to the job. They arc highly trained and possess strong clinical
skills.

o Training and supcrvision are ongoing and considered to be essential to the functioning of
the tcam.

o Staff have a vision of thc possibilities and po :ntial for the youth and families in crisis
who come to them,

The issue of burnout is dcalt with in various ways. Staff rotate on diffcrent tcams to provide
a diversity of experiences and to help rcduce the stress level.  Staff did mention, however,
that this rotation and serving on several tcams has a negative side effect as well because it
produces a scnsc of being fractured. Supcrvision, training, staff relationships and bonding are
other means of alleviating burnout. The Child and Adolescent Service also has designated a
staff room so that staff have a place to go to vent and rclax. This relatively simple measurce
has been very bencficial.

Other issues that staff of thc Child and Adolescent Service struggle with arc tensions around
good clinical service in the face of budget constraints as well as the enormity of paper work
involved in working for a large, comprehcnsive community mental health center. The scrvice
dircctor of the Child and Adolescent Service tries to bridge the gap between these clinical
concerns and administrative demands.

Rcesources

The total opcrating budget for the SSMHC is $13 million, and, of this amount, thc budget for
the Child and Adolescent Scrvice is approximatcly $3 million.  The emergency service
components of the Child and Adolescent budget include the Adolescent Crisis Team and the
Respite Housc. The annual operating expense for each of thesc components is as follows:
crisis team, $889,000 and respite care, $63,614.  Seventy-five percent of the crisis team’s
expenscs are allocated to personnel costs; 12 percent to overhead costs; and, 13 percent to
indirect costs such as rent, supplies and tclephone. Approximatcly 43 percent of the Respite
House budget is devoted to personncl; 26 percent to rent, supplies and telephone; and 17 to
overhead costs.  Liability insurance is covered through the agency and is not included in
overhead costs. Each of SSMHC's facilities has a diffcrent rating,

The average per hour cost per youth and family trcated by the Adolescent Crisis Team is
$145.53. This includes intake, cvaluation, short-term trcatment and crisis stabilization. The
per diem cost of the Respite House is $230.67.

Revenues for the Respite House are solcly through a statc DMH contract. Payment is on a
cost rcimbursecment basis, so therc is no incentive to fill beds. The Adolescent Crisis Team is
funded through multiple sources: 63 percent through statc mental health contracts, 17 percent
through state DSS contracts, 10 pcrcent from Medicaid, 6 percent through Blue Cross, 3
percent from dircct feces based on a sliding fee scale, and inc remaining from commercial
insurers.  Rates for the cmergency service, both on site and at the SSMHC, are the same and
vary only according to payor. The fces for Blue Cross and Medicaid arc $31.12 per 30-minute
visit and for dircct bill and commercial insurers, $50.00 per 30-minute visit.

Mecdicaid and Bluc Cross rates are cstablished by a statewide rate setting system. Departments
of Mcntal Health and Social Scrvices' rates are individually negotiated based on historical
costs with adjustments for inflation. These rates are subject to appropriation of funds to the
funding agencics by the state lcgislature,
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The Dcpartments of Mental Health and Social Services as well as Medicaid fund services
through a ‘“purchasc of scrvice” contract that specifically dcfincs what services are to be
provided. Often the scrvices are quantified in the contract and, in addition, the treatment
modalities and eligible clients arc specified. The DMH and the DSS specify 10,000 contact
hours on a ycarly basis.

The school outreach programs arc funded through contracts ncgotiated through the local
school systems. Thc Quincy schools contract budget is $137,000. Rcvenues come from state
block grant dollars, billings to Medicaid and other insurers and fees. Medicaid covers 36
percent of the costs, since the service can be billed as an outpatient clinic service. The
mentai health center also provides free care. A drop-out prevention program, provided
through the Quincy schools, is funded through a grant to the schools and a subcontract with
SSMHC. The budget for the Randolph Coop program is $158,527. SSMHC receives $86,000
from the Randolph school system; $26,000 from Blue Cross and other commercial insurers and
the remainder from Medicaid.

Agency personncl notc a number of problen: arcas with the financing of services:

o State funding agencies are beginning to uefinc the mandated populations to be scrved
using increasingly restrictive critcria. As a result, some clicnts presenting to the child
and adolescent emergency service may not fit into any of the eligible categories. DMH,
while not perceiving itself as having primary responsibility for youth (since DSS has
primary responsibility), has recently executed an agrecement with DSS to retain
responsibi’. ¥ for emergency services.

o Blue Cross and commercial insurance rates are cappcd at a maximum amount that is
established on the modcl of outpatient family counseling. The rates do not take into
consideration the nature of crisis counseling and the intensive services required in
emergency situations.

o Third-party payors do not pay for outreach; staff are committed to providing off-site
interventions to work with hard-to-reach youth but then feel pressure to increase
trcatment hours to justify the outreach.

o Mecdicaid bencfits are capped at a maximum of 17 serv’ . hours, at which point an
extensive clinical justification must be submitted for approval of conuaued service.

o Funding sources, except for DSS and Medicaid, do not incorporate in their rates the
concept of collateral service time, ic., contacts with other agencies for treatment
planning and networking. The Child and Adolcscent Scrvice estimates that at least a
half-hour of collateral services is provided for every hour of treatment given.

o Funding sources are not willing to pay for the long-term therapy that many youth and
familics require. Clinical staff are conccrned that budget issucs determine and compromise
clinical intcrventions.

Evaluation

SSMHC has a comprchensive peer and utilization review for quality assurancc but no formal
cvaluation based on outcome mecasures. At the time of the site visit, the state was exploring
options to implement a performance-based system that would usc outcome detcrminants.
Possible outcome measurcs include cngagement of the family, number of appointments kept,
numbers cancelled, drop-out rate, and school attendance.
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Agency data show an 89 percent reduction in adolescent admissions to the state hospital
psychiatric unit during the two-year period after the development of the Adolescent Crisis
Team.  Statistics for the last four years detailing the number of emergency evaluations,
hospital admissions, Respite House admissions and respite days are shown below. The
increases in 1988 reflect the expansion of SSMHC’s service arca to include the seven towns in
the Coastal catchment area. During this time period hospital admissiors have remained
relatively stable, whercas admissions to the Respite House have increased. The majority of
the Respite House discharges are to the youth’s home.

SSMHC Emergency Evaluation, Hospital Admissions,
Respite House Admissions, Respite Days

Fiscal Year 1984-1988

Fiscal Emergency Hospital Respite House Respite

Year  Evaluations  Admissions  Admissions Days
1984 129 13 23 156
1985 201 18 37 202
1986 202 16 29 141
1987 232 16 42 251
1988* 338 39 56 339

* SSMHC expanded its service area to include seven additional
towns. The 1988 statistics reflect the growth in the agency’s
catchment area.
Major Strengths and Problems
The Child and Adolescent Service receives high praise for its work from community leaders,
state officials, agency staff and families. The Adolescent Crisis Team is viewed as an integral
and critical part of the Child and Adolescent Service. The reasons for this success are

attributed to:

o The service director of the Child and Adolescent Service’s sense of vision and willingness
to take risks to improve service to clients.

o  The visibility of the service in the com:nunity.

o The willingness of staff to work in the community and accept feedback from other
agencies.

o The competence of staff and their excellent clinical expertise and judgment.
0 The 24-hour access to and availability of staff.

0 Good communication between the SSMHC staff and staff of other agencies.
0 The commitment of scaff.

o The existence of the Respite House for those crisis situations where placement is
necessary.
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Most of the problems and challenges that the agency faces arc systemwide issucs. It is widcly
agrced that more resources nced to be made available for adolescent services and that there is
a nced for more scrvicc components to achieve a viable system of care. These include
thcrapeutic day trcatment programs; a facility for youth who are awaiting residential
placcment to preparc them for placement; a sccurc residence for six- to ninc-month trcatment;
more group and therapeutic fostcr homes for adolescents; and, support and skill building
programs for parents. With agencics narrowing their missions in terms of the populations to
be scrved, there is concern that there will be an incrcasc in youth and familics rcceiving no
services. In particular, the courts nced to develop a service system for youth under their
jurisdiction,

A continuing dilemma is the inadcquate training and the lack of availability of professional
staff for an outrcach, community-based, crisis intervention model. According to SSMHC staff,
the outreach model has few disadvantages, but one problem noted was the conflicts around
confidentiality.  For example, in the school-bascd programs, tcachers often want more
information about youth and familics than staff can share and still respect the family’s right
to confidentiality.

Disscmination and Advocacy

Casc advocacy is an intcgral part of the rolec of the crisis tcam. Staff rcach out to staffs of
numecrous other agencics such as DSS, the schools and the courts to build bridges and develop
scrvice networks for clients. As a result of the alliances developed with personncl of these
agencics through the various outrcach activitics, intcragency contacts and communication,
there is a solid foundation for cooperative working relationships.

Staff of the Child and Adolescent Scrvice, as discussed previously, play an active role in the
community and are involved on a regular basis in advocating and making prescntations to
improve services 1o troubled youth and multiproblem familics. Staff frequently lobby on behalf
of youths’ nceds, for new program ideas or additional resources. Staff have been involved in
public service programs on radio and tclevision and have contributed to ncwspaper articles.
Staff arc also active mcmbers of community groups and boards, in some cases serving in their
profcssional capacity and, in other cascs, as residents of the communitics wherc they live.

Mcmbers of the staff have also made numcrous presentations on a local, state and national
level regarding the Adolescent Crisis Tcam and Respitc House trcatment model.  The program
is well known and well rcgarded in the state and has becen promoted as a model for other
community mental hcalth centers.

Casc Example

"M" was rcferred to the Adolescent Crisis Tecam by her mother. At the time of referral M
was approaching her 17th birthday. Her presenting problems werc disoricntation, paranoid
idcation and suicidality. M lived with both parcnts in public housing in Quincy. The family
had no history of outside agency involvement. The on-call clinician cvaluated M with both
her parents, despitc some initial resistance to involve the father duc to his physical disability.
The cvaluation revealed a number of family stresses including a long history of marital
discord, alcohol abusc and the father’s pending death of heart discase. The trcatment plan
included an admission to the Respite House, consultation with the tcam psychiatrist and a 12-
weck therapy contract.  Respite provided a structured cavironment away from the family
stress, which cnabled M to rccompensate. The family mect with the therapist three times a
weck, and M was also scen individually. The crisis with M provided an opportunity to make
some structural changes in the family as well as to address the family’s underlying conflicts.
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Through therapy, M became increasingly less anxious and depressed, and the family better
precpared to cope with the father's death. M continued in individual treatment and later
participated in a group for teenagers of alcoholic families.

Technical Assistance Resources

o Adolescent Crisis Team Presentation at the Regional Meeting of the National Council of
Community Mental Health Centers, October, 1986.

o Description of the Adolescent Crisis Team and Respite Home by Timothy R. Handorf,
SSMHC, 1987.

o Description of Child and Adolescent Service
o  Agency Crisis Procedures
o Statistical Information FY 1984-1986
o Agency Forms
Monthly Progress Reports
Emergency Statistical Reports
Service Delivery Reports
Emergency Staff Coverage Sheets
o Respite House Forms
Parental Agrecment
Rules
Admission
Daily Log
Discharge
o Listing of Current Treatment Groups

o Billable Outpaticnt Services Fee Schedule

0 Agency’s Sliding Fee Scale
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CHIL.  "EN'S CRISIS INTERVENTION SERVICE (CCIS)
TRANSMITIONAL RESIDENCE INDEPENDENCE SERVICE (TRIS)
SICKLERVILLE, NEW JERSEY

History

The Transitional Residence Independence Service (TRIS) located in Camden County, New
Jersey, is a private, nonprofit, psychiatric rehabilitation agency, which offers a range of
scrvices and community-based programs for children, adolescents and adults. One of TRIS's
service components, within the system of care TRIS has developed for youth, is the Children’s
Crisis Intcrvention Scrvice (CCIS), a community-based residential program providing crisis
intervention and stabilization services to youth from seven counties in southern New Jersey.

Prior to 1978 Ncw Jersey’s Division of Mental Health and Hospitals (DMH&H) maintained
children’s units at each of the four state psychiatric hospitals as well as a special facility for
trcating children with psychiatric problems, the Arthur Brisbane Child Treatment Center
(ABCTC). The units at each of the psychiatric hospitals scrved that hespital’s respective
catchment arca. In the late 1970s, these units were serving a daily population of between 300
and 350 children and adolescents.

Concerns  about the role of thesc units, the quality of care provided to children and
adolescents, and accreditation of the psychiatric facilitics prompted a dcpartmental study of
these children’s units.  As a result of this study, DMH&H recommended an innovative plan
calling for the creation of a continuum of scrvices for youth and the development of
specialized programs to mect, in a more adcquate way, the necds of the children. Specifically,
the plan called for the crcation of rcgional community crisis intcrvention service units to
provide the firss 28 days of inpatient psychiatric care to stabilize a child’s crisis and avoid
further hospitalization.

Between 1979 and 1981 this plan was implemented, and regional crisis units were established
across the state. Three of the former psychiatric units for children were closed. Staffing
was increased at both the Trenton Psychiatric Hospital Adolescent Unit and the Arthur
Brisbanec Child Treatment Center to provide long-term psychiatric hospitalization for those
adolescents and ~hildren who either necded continued inpatient carc subsequent to trcatment

in the crisis or could not be handled in a less restrictive setting. As part of this plan,
partial hospitalization and outpatient scrvices were to be developed to support a community-
bascd system of care and provide additional alternatives to inpatient care. This

recommendation has yet to be fully implemented.

TRIS has been operating the CCIS for the southern region of New Jersey since 1980, when it
was sclected by DMH&H as the organization responsible for the programmatic and clinical
administration of the CCIS in that region. It is the state’s only frec-standing crisis facility
located in a community residence, with no formal hospital affiliation. 1In response to a policy
initiative in 1986 (state legislation is currently pending) prohibiting the institutionalization of
any child betwecen the ages of five and ten in New Jersey, TRIS opencd a second children’s
crisis intervention center, Ginger Grove, the follc ving year, to scrve this age group. This
program also is located in a community residence.

Until 1980, TRIS’s programs were adult oriented. The agency began in 1977 as a small
residential  program  providing  predischarge and psychosocial rchabilitation  services to  six
clicnts with historics of Jong-term institutionalization.  In 198G, with the development of
CCIS, TRIS moved into the provision of children’s services. In 1981, TRIS conducted a
thorough analysis of the area’s scrvice system for children to identify service gaps that were
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having a negative impact on CCIS children and families. TRIS then designed a basic
framework for a continuum of services. In a six-ycar period, TRIS sought and secured
funding for:

0 A regionally based network of spccialized foster care scrvices, capable of providing home-
based support and counscling scrvices for scverely emotionally disturbed children and
adolescents;

0 Anintensive treatment oricnted group home,
o0 An adolescent partial care program, and
0 A specialized psychoeducational support program for families.

Since its inception, TRIS has grown from a $65,000 budgct with six employees in one site to a
budget of $5 million with 180 full-time employees, 35 part-time employees and a cadre of
specialized consultants, located in 15 different sites, offcring a continuum of services to
children, adolescents and adults.

Community and Agency Context

TRIS and CCIS scrve scven diverse countics in the southcrnmost arca of Now Jersey--
Atlantic, Bridgeton, Camden, Capc May, Cumberland, Glouccster and Salem. The region is both
rural and urban. The city of Camden, home of Campbell Soup and RCA, has a high
unemployment rate and a population that is predominantly black and low income. In stark
contrast, Salcm County is rural and the population white, but also poor, like most of the area.
Cumberland is primarily agricultural, with a large Hispanic population. It has one of the
highest uncmployment rates in the nation coupled with a high rate of alcoholism and suicide.
Cape May is known for its bcautiful beaches, Victorian houses and tourists, but there are
almost no social scrvices for its residents. Many of the problems experienced by the region’s
population are gencrational, rooted in poverty, isolation and a lack of education, health and

social services.

TRIS provides multiple clinical and programmatic scrvices to respond to the necds of three
client groups: children and adolcscents, aged 4 to 17, experiencing psychiatric crisis; young
adult chronic psychiatric clients, aged 18 to 30, who have had multiple short-term
hospitalizations; and scvercly chronic, long-term institutionalized clients.  Access to all
services is through a centralized intake system.

Services to adults include:

0 A residential program with five supervised group homes and four apa iments;

o Affiliated boarding homes providing support services and crisis intervention;

0 Two partial carc programs assisting 230 clicnts to attain a higher level of functioning;

0 A vocational program, also scrving youth aging out of the children’s care system, aimed at
tcaching on-the-job behavioral skills and finding job placements;

0 A support group providing cducation in parenting skills for court ordered, abusive parents.
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The children’s services provided by TRIS include:

o CCIS -- a community residence and crisis program, scrving up to 12 youth, ages 12 to 17,
for a maximum stay of 28 days and providing psychiatric evaluation; individual, group and
family counseling for crisis intcrvention and stabilization; education, recrcation and leisure
activitics; case management, and referral. It is an open unit with no locked doors ur
traditional "quict rooms."

o The Interim Group Homc (IGH) -- a group home serving eight adolescent youth from the
seven-county arca. The program is funded by the Division of Youth and Family Services
(DYFS) through the DMH&H. The average length of stay in this community residence is
14 to 16 months,

0 Adolescent Partial Carc (TAPS) -- an after school day treatment program for youth in the
iGH or directly from the community. The program uses a bchavior modification and level
system to foster the development of socialization skills. The maximum capacity of the
program is 25 youth. Thc program serves Camden County exclusively.

o Specialized Foster Care -- specialized services provided by a mental health counselor to
children placed in DYFS approved foster homes. For cach child, thec mental hcalth
counselor devclops a scrvice plan in conjunction with the foster parent.  Services can
include assessment, home-based care and crisis intervention, transport to, and liaison with,
the child’s therapist and support to the foster parcnt. A monthly support group to foster
parcnts is also provided. This service extends to all seven countics. It scrves youth aged
5 to 18, but targets a population of 5 to 10 year olds. Each mecntal health counselor has
a cascload of eight childrcn; at a minimum, the counselor sces a youth oncc a week for
two hours.

o Ginger Grove -- a group home and crisis center for children aged 5 to 10, providing
comprchensive  psychiatric  cvaluation and trcatment; nursing coverage and medication
monitoring; individual, group, family and play therapy; psychocducational, rccreational and
skill building activitics: a daily academic education program coordinated with local school
districts; and casc management.

These  scrvices are located in a varicty of sites in the scven-county area.  Program
administration, however, is centralized.  Administrative staff arc housed in a low-risc office
building off a main thoroughfarc in St-atford, New Jersey, in Camden County.

Because of its size and diverse programmatic components, TRIS has a rclatively complex
administrative and organizational structurc. Overall agency administration is provided by an
cxecutive management team that consists of the exccutive dircctor, an associate dircctor, and
a cabinct of threc exccutive managers with different functional responsibilitics, including
personncl and organizational devclopment; program design and development as  well as
utilization review and quality assurance; and finance and agency wide operations.  The
associate dircctor also provides oversight to all clinical activities. The cxccutive and associate
dircctors and two of the cabinet members have each been with TRIS over eight years. Their
cxpericnce in sharing successes and surmounting difficultics has produced a close relationship
among the members of the exccutive management team.  Reporting to the executive
managcment tcam arc five managers responsible for children’s services, adult scrvices, intake
and outrcach services, cducational and training scrvices, and administrative scrvices (i.c.,
facility management).  The coordinators of the individual programs rejort respectively to
cither the director of adult or children’s services.
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Providing policy oversight to TRIS is an 11 miember board. The board mects every other
month and includes members that provide a breadth of expertise and cexperience. The current
board consists of two parents who have used TRIS services, several clinicians, several local
business people, an cxecutive dircctor of a vocational program, and a past president of a
university. The board president and exccutive director meet rcgularly, usually on a weekly
basis. The board grapples with such issues as the agency's financial future, clinical treatment
approaches, policics around AIDS, or, as it did recently, an appropriate sitc for the Ginger
Grove facility. :

The CCIS program is located in Sicklerville, a scmi-rural community experiencing rapid
suburban growth. Much of the land has been used for farming, so it is flat and open.
Recently subdivisions have heen cropping up everywhere. Houses in thc neighborhood where
CCIS is located arc spaced yuite far apart with large, expansive yards. The houses are well
kept, modest frame buildings, mostly ranches and split levels. The CCIS lot is five acres and
the house is indistinguishable from thc other homes in the arca. Staff report that neighbors
arc not disturbed by the program and have been very supportive.

The main level of the house includes the living room, dining room and kitchcn as well as
bedrooms for the youth and a small area for nursing staff. The lower level includes offices
for the program coordinator, the therapist, casc manager, intake workers and a large open
classroom area. The yard is used for rccreational activities. The house conveys a homelike
fecling; it is comfortable and well maintained.

Philosophy and Goals

A hallmark of TRIS is the underlying principles that guide the developmert and the
implementation of all the services the agency provides. These guiding principles specify that:

1. Services must reflect a basic foundation of hope and belief in every client’s ability to
achieve his fullest potential.

2. Services must be provided in a manncr that supports the intcgrity and empowerment of
the community.

3. The range of services must be organized according to individual, family and community
nceds. If at all possible, the client must be given instant access to service.

4. Successful trcatment intervention is further assured when creativity and flexibility are
encouraged as cssential elements of the scrvice delivery system,

5. The system must promote a holistic service approach, recognizing that every aspect of the
child’s cmotional, physical and spiritual nceds warrants careful consideration.

6. The delivery of a comprchensive range of scrvices, within a system of care, is most
effcctive when provided by an enthusiastic and committed staff.  Educational enrichment
programs, rcgularly available technical assistance, and a consistent, structured opportunity
to explorc effcctive problem-solving techniques and methods for managing diversity must
be included as part of an employee development program.

7. A commitment to excellence in service delivery must be the fundamental ideal aad
motivating force for every staff member.

In interviews with many different staff, it was clear that there is a strong acceptance of
these values at all levels, from the exccutive director to the shift staff, the human scrvice
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advisors, ~ Stated somcwhat differcntly, staff articulatc an agency philosophy that is based on
hope; a belicf that clicnts want a better life, that the program can makc a difference in
clients achicving their potential; and that it is important to pay attention to basic human
necds and social stresses,

In addition to its commitment to its clients, the TRIS exccutive dircctor believes the agency
has a responsibility to enhancc thc quality of lifc for its cmployces. The agency’s intcrnal
value system opposes institutional racism and sexism and supports personal growth and
devclopment. As such, the agency acts to encourage team building and conflict resolution.

The mission of CCIS is to prevent the inappropriate institutionalization of scvercly emotionally
disturbed children and adolescents by providing short-term crisis stabilization and intcrvention,
using a natural support nctwork and community-based treatment. Specific goals sct forth by
the agency includc:

o To prevent or rcduce inappropriatc institutional carc by providing community-based carc
or other forms of less intensive carc.

o To cnable pcople to achicve or maintain sclf sufficicncy (thc ability to care for
themselves) so as to prevent or reduce dependency.

o To prevent or remedy neglect, abusc or cxploitation of children and adults unable to

protect their own intcrests and, when possible, to preserve, rehabilitatc or reunite
familics.

Scrvices

The services provided by CCIS are short-term and intcnsive, aimed at crisis stabilization.
They include a 12-bed, 28-day, community-bascd crisis stabilization residence, with 24-hour
clinical supervision; comprchensive psychiatric cvaluation and treatment; 24-hour nursing
covcrage and medication monitoring; individual, group and family thcrapy; psychoeducational,
rccreational and skill building activitics; an academic program coordinated with local school
districts; and casc management and advocacy to activatc community treatment support and
insurc nccessary system linkages.

All clicats referred to CCIS for trcatment must be initially screened by a DMH&H state-
designated local screener.  In the southern region, sceewting for three counties occurs at a

hospital-bascd emergency room. For the four r.-.:in:- ountics, the screencr is located in a
local mental health center.  The screeners deten ine the level of care needed by the client
and servc as a gatekecper to the rcgional crisis units. t'e CCIS serves as the gatckeeper to

the statc inpat’unt facilitics for children and adolescents.

When the coikdron’s crisis intervention scrvices weic  ustablished in New Jersey, it was
intcnded that the units would have no waiting lists and youth would be admitted immediately.
However, the insufficicnt development of other scrvices along the continuum, such as intensive
catpatient and day trcatment, has produced an overcrowding of the CCIS units statewide.
CCIS clients may stay longer than nccessary and may be referred to the CCIS because of the
lack of other appropriatc altcrmatives, As a recutt the CCIS units have been expericncing
waiting lists for services. To dcal with this problem, TRIS cstablished a mobile outreach
service in 1986. In tne oatrcach service, a tcam cvaluates the youth and the situation,
providing support and cos¢ arnagement scrvices to the child and family to maintain the child
in the homec and community, The experience has been so successful that a proposal has becen
developed to cxpand the outreach scrvice.  Although the outrcach service has minimized the
waiting list, a clicnt still may wait a week or two before admission to CCIS. Two beds also
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have been added to accommodate any children and adolescents who have a nced for immediate
access to an inpatient facility.

When the local screener refers a youth and family to the TRIS-CCIS, a triage decision is made
as to whether the client can be stabilized in the community through the outreach service,
admitted to CCIS, or cferred to a hospital or other treatment setting. A joint decision is
generally made between the local screener and CCIS staff.

Intake at CCIS usually involves one of the two intake workers and the case inanager. An
effort is made in the intake process to involve any agency staff, such as the DYFS worker or
other therapist involved with the family, along with the child and parents. Parents or a
legal guardian must sign consent forms to admit a youth to CCIS.

The intake worker develops an initial individual service plan. The goals of this plan are
usually aimed at helping the youth settle into the program and reduce stress. As soon as a
youth is admitted, a staff person is assigned to provide one-to-one supervision.  The
psychiatrist makes the determination when this one-on-one status is no longer necessary.

Soon after admission, a therapist meets with the child to develop an individual service plan
that is updated every week. The goals of the treatment plan are basc. on the presenting
problem. Families are involved at intake and in subsequent sessions witli the therapist in
exploring issues that precipitated the crisis and in developing goals. By the second week,
planning for the youth’s discharge begins to occur. Weekly treatment mectings are held to
review cases. The treatment team participating in the weekly meetings includes the program
coordinator, the psychiatrists, the case manager, the therapists, the nurse supcrvisor, both
intake workers, TRIS’s associate director and the director of children’s services. The goals of
treatment are to:

o Decrease the youth’s anxiety and any suicidal ideation;

o Gather information on the child and the family, from both pcrspectives;

o Focus on problem resolution;

o Help the child and family begin to make changcs;

o Plan and implement next steps.

The treatment approach at CCIS is holistic, involving the environment, the activitics, the
clinical interventions and the support and nurturance of the staff. All staff are involved in
the trcatment process. Treatment strategies include:

o Developing a trusting relationship with the youth;

o  Providing the youth with a forum in whu. : realistic goals are identificd and cxplored,;

o Providing thc client with an accepting milicu where ncewly learned behavior can be
practiced;

o Ensuring the provision of a uniform and consistent clinical approach.
At CCIS the building of relationships is paramount in the trcatment process. In the short
timc available all staff work to build a relationship of trust with the client. To engender this

trust, staff try to bc believable and predictable.  They work to ensure that the youth can
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have a successful expericnce, yet at the same time staff are not immunc to the tragedies that
many of thesc youth have experienced. Staff try not to put pressure on the youth but to be
available to listen to theirr problems. An atmosphere of respect pervades the program in the
ways staff treat and communicate with each other and the youth.

The therapist works intensively with the child and family around identifying problems,
developing goals, exploring different coping means and options and making decisions for
follow-up.  The therapist, along with the case manager, serve as a liaison to the agencies
involved with the family, Usually, the therapist mcets with the youth at least twice a week
for extended sessions and mects weekly with the family. There is also extensive phone
contact with the family. Both the therapist and case manager are available to clients during
the day.

Efforts are made to involve families from the point ol intake throughout treatment. However,
since many of these youth have been involved in abusive family situations, to allow crisis
stabilization to occur, the agency has developed some strict policies around contact between
the youth and family. For the first weck, no visits arc allowed and only telephone contact is
permitted.  This policy is believed to be an important factor in reducing the stress level and
allowing stabilization to take place. The first visit by parcnts is on the grounds of the
facility and is monitorcd by staff. Additionally, phonc calls are monitored, and children are
allowed to make two a day. During the sccond weck, a youth may makc a visit home, and, if
all goes well, during the next visit may stay overnight.

CCIS is structured to creatc an cnvironment and atmosphcre that is warm, nurturing and
homelike.  Treatment policies support that environment.  Staff arc called by first names.
There are no locked doors or quiet rooms. Physical restraints are never used. Medication is
not used as a chemical restraint but is prescribed only when necessary and essential to the
child’s treatment. It is the stafPs role to make thc cnvironment safe. Holds and hugging are
used to deal with any violence and one-on-one rclationships to support and calm a youth. If
a youth runs, a staff person will follow.

The routines established also help to convey a normalized, homclike cnvironment. Youth eat
mcals together in the dining room; they slecp in bedrooms with two to four beds to a room.,
Activities take placc at thc dining room table, in the living room, the large classroom on the
lower level or in the yard. The housc staff run groups three times a weck on such issues as
peer pressure and other topics of concern to adolescents.  Sports, arts and crafts and other
recreational activitics take placc during the day and cvening. The nurses also conduct two
groups a weck on hcalth issues. Chores are part of thc normal routine of the house to
encourage youth to take responsibility in a family.

During thc weck, youth spend the morning in the cducation program,  Education is not
generally geared to an academic curriculum; rather, the goals focus on skill building and
resocialization,  The intent is to creatc a positive, not a stressful, situation. The time is
devoted to a series of individual and group activitics. For cxample, one activity might be a
role playing excrcisc in which a youth is asked to writc up a bricf situation that might occur
in a family. Other youth arc then assigned roles, acting out their parts in a spontaneous, way.
Then a discussion is led centering on how family members might have acted diffciently,
Sometimes movics arc uscd to illustrate certain situations and lecad to a discussion of dilferent
options for resolution. An activity guide has been developed for staff use, providing guidance
on structuring the time for daily activitics and providing a diversc range of skill building and
socializing events.

Throughout trcatment, linkage is maintaincd with other agencics as part of the planning for
service support after discharge.  Most youth (61 percent) return home with a variety of

78

32

Fa

up &



community support scrvices arranged. These scrvices may include individual outpaticnt and
family counseling, working with a counselor at school or assigning a youth advocate. TRIS
has affiliation agreements with the mental health centers in the counties guaranteeing that
within seven days a youth and his family will have an appointment. Youth may stay involved
with TRIS through TAPS, the partial care program. Other youth arc discharged to foster
homes (12 percent), other residential centers (20 percent), or to inpatient units (7 percent).
With each of these discharges, the CCIS therapist and case manager play an active role in the
planning and transition.

CCIS, as noted previously, has a 28-day maximum length of stay mandated by the state. The
average length of stay is approximately 23 days, with approximately 10 to 15 percent of the
youth staying beyond the 28-day limit duc to problems in finding placemcent after discharge.

Since the focus of CCIS is on short-term crisis treatment with an emphasis on dewvcloping
community supports, the program has established a no contact policy after the youth is
discharged. It is belicved that continued contact with CCIS staff will prevent the youth from
bonding with support contacts out in the community. The policy is aimed at helping youth
stay connectcd to the community, but it has at times presented difficultics for program stalf
an ,outh.

Nctworking and Linkages

TRIS and CCIS staff are committed to working collaboratively with other agencics and systcms
so that children who are emotionally disturbed rcceive the services they necd. Because TRIS-
CCIS serves a regional arca through a state contractual arrangement, CCIS interagency
linkages are on a statc, regional, county and local community level.

TRIS-CCIS staff work closely with, and try to mcrge through their efforts, four scparate
service systems: the Division of Mental Hcalth and Hospitals (DMH&H), the Division of Youth
and Family Services (DYFS), the Department of Education (DOE), and the Decpartment of
Corrections (DOC). On a state lcvel, the DMH&H and DYFS are both divisions of the New
Jersey Department of Human Services but are administered by two diffcrent deputy
commissioners,  Education and Corrcctions are separate departments. TRIS-CCIS trics to
engender positive and cooperative relationships with these four systems throupgh a free flow of
cominunication and constant availability as a way to promote cross-system linkages and a
responsive service continuum for youth. Information exchange, referrals and joint planning
occur with all these agencies. In addition, TRIS-CCIS has formalized affiliation and service
contracts with DMH&H and DYFS.

The following examples illustrate some of the ways in which TRIS and CCIS have workcd
collaboratively with other agencics.

o The DOC was cxpericncing problems in referring youth to Trenton Psychiatric Hospital
(TPH), the adolescent inpatient facility, from onc of the youth dctention facilitics. TRIS
staff served as consultants and werc able to negotiate arrangements to address the
problem. A mobilc tecam from TPH now gocs to the detention facility to assess a youth in
crisis.  If appropriate, an admission to TPH 1is faciiitatcd, with thc agreement that,
following treatment the client will return to the detention facility. A special admission
unit called the "Weclcome Spot" has also been opened at the hospital.  This unit initiates
outreach to the regional CCIS units and correctional facilitics in an attempt to develop
appropriate altcrnatives to the statc psychiatric facility. If a youth is committed, the unit
trics to siabilize the child without involvement in the ongoing hospital program.
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o TRIS staff volunteered to meet with staff of the Camden DYFS office to provide support
and consultation around difficult cases.

o Regular visits are nide to the county emergency screening service units designated by
DMH&H to discuss new procedures for client referrals that will result in a more flexible,
responsive referral practice.

o The outreach component, whereby CCIS staff provide outreach service to children and
families when there is a waiting list for CCIS admission, is designed to be respot.sive to
children, families and referring agencies by meeting the needs of families experiencing
crises.  Staff from all agencies such as schools, mental health providers and child welfare
are encouraged to come to CCIS for intake, case meetings and treatment planning.

o A "bed registry" has been established listing the status of bed availability in the CCIS
unit and the interim group home.

o TRIS and the adolescent unit of a local protective services agency are collaborating on a
research project that attempts to demonstrate that the merging of two systems at the
point of intake and the early provision of mental health services can prevent removal of a
child from the home.

o TRIS-CCIS staff make continuous efforts to encourage conflict resolution among agencies
rather than ignoring feelings of anger and hostility that may =xist.

TRIS-CCIS recognizes that the services it provides for youth and families are dependent on
the support networks and continued services that its clients receive upon leaving the CCIS.
Positive relationships with community agencies ~re therefore acknowledged to be essential to
its success as an agency,

Clients

The main sources of referral for youth to the CCIS are DYFS, the juvenile justice system and
the state psychiatric facilities. As noted previously, all youth prior to being admitted to the
CCIS must be screened by the state designated screener, usually located in a local community
mental health center or hospital. TRIS-CCIS policy is not to reject any youth who has been
referred to the program for service. As a result, the CCIS works with some very difficult
clients whom some agencies and clinics may have believed could not be helped in a community
setting and/or would require long-term institutional placements. By taking this risk, staff
believe that the program can make a difference for a diverse population of extremely troubled
youth.

It should be noted that youth who are severely mentally retarded, have organic syndromes or
a primary drug or alcohol addiction are not usually referred to or admitted into the program.
Admission criteria specify that a youth must have a primary psychiatric diagnosis and
demonstrate an impaired level of functionm,. tn¢ requires the intervention of a residential
treatment program.,

Al the time of the site visit, CCIS served both a !d and adolescent population ranging in
age from 4 through 17. Since that time, Ginger Gruve, a similar program for S- to 10-year
olds, has opened, so CCIS now predominantly serves only the older youth. Three quarters of
the youtk served in 1986 were aged 13 to 17. Twenty-three percent were 6 to 12, and 2
percent, 5 or under.  About half the youth are male. The male/female ratio is affected by
bed availability, since rooms are shared by youth of the same sex. In 1986, 52 percent of the
youth served at CCIS .vere white, 38 percent black and 10 percent Hispanic. The highest
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percentage of youth came from Camden County, which is the most hcavily populated county in
the region.

As noted carlier, the clients treated at CCIS demonstrate a wide range of psychiatric and
bechavioral disturbances.  Typically, a youth referred to CCIS is ecxpericncing an  acute
psychiatric crisis of such intensity that an inpaticnt trcatment intcrvention is rcquircd. The
youth served at CCIS usually have multiple problems and chaotic life experiences. These are
children with a history of cpisodic incidents of extremc violence. The majority have been
scverely neglected and/or physically and scxually abused.  Sixty percent of the girls and onc-
third of the boys have been sexually abused. Approximately 90 percent of the youth are from
familics where there is drug or alcohol addiction. The majority of the youth arc in the
custody of DYFS. Many have had extensive involvement with the juvenile justice system.

Virtually all of the youth suffer from dcpression, and many arc suicidal.  Clients include
psychotic youth, children and adolescents with a history of committing scrious scxual offenses,
and youth with a dual diagnosis of mecntal illncss and chemical abuse. According to 1986
statistics, the primary diagnosis for 46 percent of the CCIS clients was conduct disorders; for
20 percent, adjustment disorders; and for 12 percent, schizophrenia or other psychoses. In
addition to having a primary psychiatric diagnosis, many CCIS clicnts are neurologically
impaired, lcarning disabled and /or have chronic medical problems.

Whenever possible, CCIS staff try to work with and involve the family while the youth is at
CCIS. A review of the youth served in the program for a four-month period in 1987 showed a
range in the family situations of youth and thc willingness of familics to be supportive. Of
35 youth, 9 had intact two-parent familics (7 were considered supportive and active in
trcatment); 19 were from single parent familics (4 were involved, 7 were not involved and 8
were described as too overwhelmed to be involved in treatment); 6 of the youth werc in foster
familics; and one was with adoptive parcnts who were actively involved in treatment.

Staffing

CCIS cmploys 30 full-timc cquivalent (FTE) direct service staff.  The staff consists of a
coordinator, two thcrapists, a casc manager, two intake workers, thrce full-timc and seven
part-timc nurses, a part-timc cducator, the cquivaient of 12 full-time human service advisors
(HSAs) and two part-time psychiatrists. The TRIS associale dircctor and dircctor of children’s
scrvices also provide overall supervision and direction to the program.

Staff bring a range of dcgrees and cxpericnce to the program. TRIS exccutive staff stress
that cducational background is not as important as valucs, commitmcnt, competence and the
ability to bc flexible. The agency also is committed to hiring a staff that is racially and
cthnically mixed. At the time of the site visit, 35 percent of the staff werc minority.  All
staff arc involved with thc youth and play a role in trcatment. The agency encourages all
staff to be professional in their work. Professionalism mecans acceptance of the trcatment

philosophy and ethics of TRIS and adhering to the policies, procedurcs and routines of the
agency.

The intake workers usually have a bachelor’s or master’s degree in social work or psychology.
Other qualifications required include a high cncergy level, an ability to conncct quickly with
clicnts and good writing skills because of the necessary documentation required. The intake
workers arc the client’s first contact with the agency, and they remain involved in trecatment
and planning throughout the youth’s stay at CCIS.

81

50



Therapists usually have a master's degree in social work, psychology, or special education.
They supervise all cases and are responsible for treutment planning, individual and family
counseling and agency liaison work for most of the youth at CCIS.

The therapist is assisted by the case manag:r. The case manager is the primary therapist for
some cases. The major role, however, is to work closely with other community agencics for
information gathering, treatment planning and referrals. The case manager also piovides
follow-up to cases at 30, 60 and 90 day intervals, contacting the DYFS worker, family or
residential facility if a youth has been placed after discharge. CCIS’s case manager has a
bachelor’s degree in psychology and previous experience as a case manager.

The nursing staff includes both RN’s and LPN'’s, Their primary responsibility is to provide
closc supervision and monitoring of the youth. They administer and monitor medications as
well as monitoring any medical conditions. They run health groups for youth on different
topics of concern and provide information on health issues to both couth and staff. They also
provide one-on-one supervision for youth who are severely depressed and/or suicidal and are
constantly observing youth to pick up any signals that would be helpful for treatment. The
nurses assist the clinical and HSA staff in all aspects of treatment, participating in house
activities and treatment meetings.

The human service advisors, or HSA’s as they are called, serve as house staff. In hiring the
HSA staff, the agency looks for certain special qualities: a sense of self-confidcnce, an ability
to relate to youth, an ability to work as part of a team, and an ability to not become too
enmeshed with a client.  This latter quality is extremely important. The agency has found
that HSA’s (as well as other statf) often will over-empathize with a youth’s problems and
become attached to a youth in trying to help. It is then difficult to let go cmotionally when
the youth is discharged after three or four weeks. This dynamic of bonding and letting go is
a constant struggle for all crisis staff.

HSA’s have multiple responsibilities. They conduct daily activities, assist with the normal
routine of the house -- bedtime, meals, chores -- talk with the youth and obscrve the youth
at all times. The HSA’s are supervised by a captain, who facilitates the implementation the
daily activity plan, maintains daily notes on the youth, makes assignments and provides overall
supervision to the house activities and staff,

The psychiatric consultants devote a total of 40 hours a week to CCIS. Their role primarily
is to provide support and consultation to staff. The consultants are involved in the diagnosis
and trcatment planning of all cases, and usually they both participate in the weekly trcatment
planning meetings. They also provide in-service training to staff. On occasion, a psychiatric
consultant will conduct individual and/or family therapy sessions, but this generally is not the
practice.  Having psychiatric consultants as an integral part of the staff has helped build
acccptarice of the program in the professional community.

The role of the coordinator of CCIS is to provide overall direction, leadership and supervision
to the program. The coordinator defines his job in the following terms: “To pull cverything
together, sct a positive tone, maximize staff performance, serve as a sounding board and be
available to staff, youth and families The coordinator makes a point to mect with youth on
thc day they arc admitted to the program. On a daily basis, he reviews each child’s charts
and medications and checks all critical incident reports. He meets regularly with the clinical
staff and participates in all treatment planning meetings. On an informal basis, he relates
regularly with all staff and youth, joining in meals, house mectings and various activitics.

The CCIS schedule is organized around three shifts: 8:00 a.m. to 4:00 p.m.; 400 p.m. to 12:00
p.m; and 12:00 p.m. to 8:00 am. On the 12:00 to 8:00 shift, a nurse and threc HSA’s arc on
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duty. On the other shifts, housc staff incltde a nursc and five HSA’s. Shift staff mcet at
each shift change, reviewing both staff and nurses rcports as well as any critical incidents. A
critical incident can include a youth acting out of the ordinary, having an inappropriate phonc
conversation, or merc extreme bchavior such as running.  Clinical and administrative staff are
available for emergencics by beeper on an on-call basis, 24 hours a day, scven days a weck.

Mectings arc a vital part of the CCIS staff routinc. They enable staff to keep informed about
the youth, to assist and support cach other, and to dcvelop appropriatc treatment
intcrventions.  As mecntioned, house staff mect at each shift change; treatment planning
mectings arc held weckly; and all staff mcct every other weck. In addition, staff are flexible
about mecting with each other at any time if a mecting is nceded.

Training is handled in different ways for different staff.  TRIS’s assistant dircctor of
children’s scrvices and the coordinator for educational services and training oversee (raining
activitiecs for CCIS staff. When hired, HSA staif reccive an orientation to the agency, its
treatment philosophy and the responsibiiities of their job. This information is supplemecnted
by a training manual. Usually for a bricf time period, a new HSA will observe or shadow a
more cxpericnced ataff person until he or she fecls oriented and comfortable in the position.
Unfortunatcly, becausc of the desperate nced for staff to fill these jobs, CCIS has found that
there usually is not thc time for adequatc preparatory training of the HSA's. If any staff feel
they necd training on a particular issuc and request to attend a meccling or intensive course,
TRIS will try to accommodatc staff by covering the cost of the session and granting time off.
At CCIS, staff also try to conduct in-scrvicc training for cach other. The nurses may run
sessions for staff and, as noted previously, the consulting psychiatrists conduct in-service
training for staff.

Most staff indicate that CCIS is a challenging and rewarding place to work. Staf like their
jobs, feel positively about their colleagues and arc devoted to their clients. The major issucs,
which staff raiscd as problems, arc the understaffing of HSA’s, the low salarics of HSA’s and
a nced for more support in helping HSA's plan activitics for the youth.

The agency rccognizes that the low salarics of HSA workers serve as a disincentive, TRIS is
committed to providing staff mobility and has instituted a number of mechanisms to provide
advancement within the organization.  Onc of TRIS’s executive manager’s responsibifities is to
improve cmployce hiring, counscling and developmer' A record of all agency openings is
maintaincd and publicized, encouraging staff to a. ucc in their jobs. New recruitment
strategics have been tried to fill staff positions using a community emrloyment consortium and
networks. e

As in most crisis programs, staff burnout is an issuc. Strategics that TRIS and CCIS have
adopted to alleviate burnout arc support for training, empow rment of staff through agency
policics and practices, a sense of humor and opportunitics for staff to socialize together.

Rerources

The total budget of TRIS is approximately $5 million with approximately $1.1 million allocated
to CCIS. The average cost per child and family is cstimated to be $7,608, obtained by
dividing the program costs by the total number of youth served in a year, approximately 150

youth annually. The per dicm rate is $262.

The CCIS budget is allocated to the following cost centers:
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$176,456  for administrative costs, proratcd for cach program
$745339  for personnel

$125600  for consultants

$37335 for program supplies and food

$39,051  for facility costs, including utilities, insurance and repairs
$ 26,450 for miscellancous costs such as travel, training, telephones

The major source of revenue for CCIS is derived from a contract with DMH&H that in fiscal
year 1986 generated $990,056 in funding. The contract specifies that the program will serve a
certain number of clients per year. Another source of funding is Mecdicaid which reimbursed
thc program $151,767 in 1986. Since most of ihe youth are in the custody of DYFS, they are
cligible for medical assistance. Each youth admitted to CCIS is opened as a DYFS case on a
pro forma basis and a Medicaid number assigned. If a DYFS worker determines that its
agency should remain involved, the youth becomes eligible for Medicaid. Medicaid reimburses
the program $38.50 per day, the state’s rate for partial care.  Until rccently CCIS has
received approximately $5000 from the local board of cducation for homebound instruction,
and $8,500 for a federally subsidized nutrition program. As a result of negotiations betwcen
DMH&H and the Officc of Education, there will be a substantial increase in cducation funds to
CCIS for a special education component. Familics are charged no fees for the services they
receive through the program,

Funding support for CCIS has been expanding, and recently TRIS received additional funding
support from the swate to open a facility for children aged 5 to 10. The major fiscal problem
is the lack of adequatc funding allocation for facility maintenance and repairs. TRIS owns the
house where CCIS is located, having purchased the facility with funding from a previous
program operated by TRIS. The state made $168,000 available for renovation when the
program was initiated, but additional funding for facility upkeep has been difficult to obtain.
Contractors also do not pay for staff training, which is crucial to the successful operation of
a program,

Evaluation

TRIS and CCIS do not have a formal cvaluation component; however, the agency is cxploring
methods for evaluating successful outcomes and conducting client satisfaction surveys.  Since
thc mission of CCIS is to prevent the inappropriatc institutionalization of children and
adolescents, success is measured by the number of clients who can be stabilized in the least
restrictive  setling and can return to a community-based sctting upon discharge.  CCIS
maintains statistics on the clients scrved through the outreach service and the facility, and
documents the setting where youth are discharged.

In 1987, 61 percent of the youth served were able to return to their homes. Through CCIS
trcatment, family dynamics were able to change; issucs surfaced and were addressed; and
ongoing communily support services were arranged. In 12 percent of the cases, the youth
were placed in foster homes, many of them receiving the intensive specialized counscling
provided to youth in foster carc through TRIS. Twenty percent were discharged to another
residential sctting such as a group homc or residential treatment center. The remaining 7
percent were hospitalized.  CCIS experiences approximately a 10 percent recidivism rate of
youth returning to the program for at lcast one other placcment. In 1987, of the 243
referrals to CCIS, 56 (23 percent) were successfully stabilized in thc community as a result of
outreach intervention and did not require subsequent admission te CCIS,

TRIS has developed a quality assurance program for internal cvaluation and quality control.
This program requires CCIS to submit weekly program reports for review by the service
dircctor, thc executive managers and the cxccutive director,  The quality assurance and
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utilization review committce reviews monthly statistics on the number of intakes, critical
incidents, hospitalizations, extensions and incidents of recidivism. Services, staff and facilities
also are «valuated regularly.

Major Strengths and Problems

State and community agency representatives and families of youth served at CCIS attest to the
program’s positive rcputation in the communities it serves and to its accomplishments in
helping a population of very troubled youth. TRIS and CCIS staff attribute their success to
the following factors:

o TRIS’ commitment to a system of carc for youth who are seriously emotionally disturbed.

o  The homelike and accepting environment of CCIS.

o  The commitment of the staff to youth and their potential for growth.

o The willingness of staff to do "whatever it takes" to help a child and family.

o The staff’s support for cach other.

o The agency’s commitment to the staff.

0 Agency and program flexibility.

o A passion for excellence at all levels.

o  The intensity of the situation to produce change.

Despite its successes, a number of problems, both internal and external to the program, were
identified.  Several major problems expericnced by the CCIS units are systemwide. A report
issucd by the New Jersey Department of Human Services in 1987 concluded that "CCIS units
have proven to be an important advancement in New Jersey’s mental health system for
children.  Since 1981, they have been successful in facilitating a 50 percent decrease in the
average daily populations at the state psychiatric hospital units compared to 1978 levels."
However, the report also found that there have been significant problems in the system:

o CCIS units arc overcrowded and frequently have waiting lists.

o CCIS units have not bcen routincly serving children referred from juvenile detention
centers or correctional facilitics.

o CCIS units have not been routincly serving children requiring psychiatric care who arc in
less restrictive facilities in the DYFS network. :

o Inappropriatc admissions are made to inpatient hospitals and CCIS units because of a
shortage of partial hospitalization and outpaticnt scrvices.

The lack of a comprehensive continuum of services also results in youth staying beyond the
28-day maximum becausc of inadequate altcrnatives at discharge. To alleviate these problems,
the state is proposing an cxpansion of the CCIS units and their responsibilities. The units
will become regional psychiatric scrvice agencies responsibie for administering a service
network, including outreach scrvices and expanded case management.
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TRIS’s major systems problems include waiting lists for the limited number of CCIS beds, a
lack of appropriate alternatives for post crisis stabilization, problems with the screening
process and conflicts involving mental hcalth, child welfare and the juvenile justice agencics.
To dcal with its waiting list, TRIS developed, on a voluntary basis, thc outreach service,
described in the service section of this report, to stabilize clicnts not able to be admitted
immediately. TRIS has developed proposals to expand the outreach scrvices, as well as to
develop a group home that could provide continucd intensive treatment and support for 6 ‘o
24 months after discharge from CCIS. TRIS-CCIS has found that at least 20 to 25 percent of
its clients require residential carc post crisis bccause they cannot rcturn to families. Too
often, staff have found that trcatment interventions are undermined by a lack of appropriatc
and available rcsidential facilities.  The foster family system and family group homes arc
overloaded and backed up, and, as a result, other residential treatment alternatives arc needed.

Thc most pressing intcrnal organizational issucs include problems with recruitment and
rctention of staff, especially given the low salarics of the HSA and therapist positions, and
the nced for more adequate resources for training and staff development.

Disscmination and Advocacy

The TRIS cxccutive dircctor and scnior staff have a strong commitment to developing a system
of carc for youth and thcir familics, and they have put tremendous cnergy into developing a
model in their region. Their cfforts and successes have received attention in New Jerscy as
well as other states. As a result, they have been called upon on numecrous occasions to share
the TRIS-CCIS cxpericnce with others in the ficld.  Staff have conducted workshops and
training scssions for national, statc and local policymakers and providers. They also have
scrved as consultants to other states in devcloping a similar model of carc. Most of these
activitics are conducted using personal annual lcave.

In their disscmination efforts, TRIS staff are strong advocates for the clicnts they serve and
for providing a service dclivery system that is responsive to this population, At the state,
rcgional, county and community level TRIS staff advocate on bechalf of their clients for
systems and scrvices that are youth- and family-centered. At CCIS the coordinator, case
manager, thecrapists and intake workers regularly interface with staff of other agencies to
cnsurc appropriatc scrvices and follow-up. If nccessary, TRIS administrative staff will become
involved to assist a youth and family.

Casc Examples

"P*, a 15-year-old, was admitted to CCIS becausc shc was making suicidal threats. P has
extreme outbursts that begin as verbal cxplosions and progress to violence. Her parents are
divorccd.  She lives with her father and two brothers.  Alcoholism is pervasive in the family.
Her mother is an alcoholic and her father may be an alcoholic, but he denics this. P told the
DYFS worker tiat her father molested her, but the mother belicves these accusations are
untrue. Staff at CCIS arc working closely with DYFS workers to try to get trcatment for the
father. P is close to her grandparents, and the plan is that she would rcturn to iheir home
with ongoing individual and family counscling arranged. CCIS staff have worked to help P
understand what makes her angry and lose control and to help her recognize and build on her
many strengths,

"J", an cight year old girl, was referred to CCIS after the children's protective service agency
had substantiatcd both physical and scxual abuse. At the time .f intake J lived with her
mother, who is borderline mentally retarded, and a younger sibling. The mother is pregnant,
Their father is not involved with the family. Rccently the grandmother moved in with the
family, When J came to CCIS, shc was withdrawn and fearful. It was difficult for staff to
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develop a relationship with her.  CCIS staff provided her one-on-one attention and
individualized activities to help make her feel safe and accepted. Gradually the period of
involvement with the school and group activities increased. She became more accessible.
CCIS also worked intensively with the mother, grandmother and the mother’s sister. It was
arranged ‘o have a homemaker help stabilize the home environment. The mother was also
engaged in ongoing supportive counseling and a community program for retarded adults. The
grandmother remained, at least temporarily, in the home. J was able to return home from
CCIS.

Technical Assistance Resources
o Training Manuals

Human Service Advisor Employee QOrientation Manual
Direct Service Staff

Social Work

Nuising

o Agency Forms

Initial Contact Form
Residential Placement Agreement
Face Sheet

Release of Information
Histories

Treatment Consent

Client Rights

Information Sharing
Intake Application (Fiscal)
Complaint Procedure
Progress Notes Chart
Individual Service Plan
Physician’s Orders
Medication Progress Notes
Emergency Medical Form
Nursing Assessment
Corresponden~e "hecklist
Discharge Summary

Client Conscat to Follow-Up
CCIS Activity Sheets
Assignment Sheets

Pass Fermission

Incident Form
One-on-One Schedule

o Secrvice Description

o Learning Program Schedule

o Proposals
"Cape May Digs" -- A Specialized Residential and Psychosocial Program for Teens
Children’s Community Outreach Team -- Serving the Southern Region
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o Children in Crisis, TRIS Responds, A manual on the TRIS-CCIS program, prepared for the

Training Institutes on Community-Based Services for Severely Emotionally Disturbed
Children, Boulder, Colorado, July, 1988.

o i i jatric Programs for Seriously Mentally Iii
Children and Adolescents, New Jersey Department of Human Services, 1987,
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HUCKLEBERRY HOUSE
COLUMBUS, OHIO

Historv

Huckleberry Housc is a private, ncaprofit organization that provides cmergency shelter and
crisis counscling as well as longer term counscling for youth and their parents. It is a
voluntary program primacily aimed at assisting runaway youth,

Huckleberry House has long standing roots in Columbus, Ohio. It was established in 1970 in
responsc to the increasing number of runaways and so-called "street kids" who sought out the
Ohio State University (OSU) arca of the community.  Initially, the University Council of
Churches hired, for one summer, a seminarian with an MS.W. to work out of an abandoned
church and provide outrcach and counscling to troubled youth "hanging out" on the OSU
campus.  In conjunction with this outrcach cffort, a community nceds assessment was
conducted which established the need for a more permancnt program to assist runaways, street
kids and youth on drugs.

Stemming from these initial cfforts, Huckleberry House was founded. A corporation was
formed and a board selected.  Funding support came from a varicty of sources. The mental
health board provided $10,000 in sced moncy; a consortium of metropolitan churches
contributed $10,000, and local foundations gave $10,000 for a total of $30,000 for start-up
costs. The seminarian hired to do the original outrcach work was appointed dircctor two
years later and still holds that position today. The house wherc the program currently is
located was purchased in 1976 with funds provided through the Runaway Youth Act (1974) and
with local foundation grants. The statc mental health agency financed the costs of remodeling
and cquipment. The shelter and crisis program were expanded in 1983 through demonstration
project funds from the Department of Health and Human Services, Administration for Children,
Youth and Families (ACYF), to provide ongoing counscling, support and family therapy for
abused adolescents and their familics. Three participating  agencies were  funded--
"Tuckleberry House, Columbus Children’s Hospital and thc League Against Child Abuse. This
demonstration grant provided the impetus for Huckleberry House’s aftercare program. Today,
18 years after its inception, Huckleberry House has grown into a program with a half-million
dollar budget, a staff of 30 and almost 100 voiuntcers.

Community and Agency Context

Huckleberry House is an independent agency supported through a varicty of public and private
funding sources. It is regulated under Ohio law as a shelter for runaway youth. For youth
who are runaways, Huckleberry House serves as a voluntary altcrnative to a detention home or
to youth continuing to wander the strects. Running away is a status offense, and runaways,
as juveniles, come under the jurisdiction of the juvenile justice system via their status as
‘ungovernables” or persons (children, juveniles) in need of supervision. The Juvenile Justice
and Delinquency Prevention Act of 1974 and the amendments that constitute the Runaway and
Homeless Youth Act (1980) authorized the development of voluntary facilities to carc for
runaway and homeless youth by providing temporary emcrgency housing and crisis counscling,
In Ohio, these facilitics are regulated by the local mental health boards,

Huckleberry House serves youth primarily from the city of Columbus, Ohio, and surrounding
Franklin County. As a crisis shelter, howcver, the agency will serve runaways and homeless
youth from any locale. In the 1970s, youth were more likely to trave! greater distances and
frequently came from areas outside of Columbus.
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Huck House, as it is usually reierred to, is one of Columbus’ historic homes. Built in the late
1820s, it is architecturally distinctive because of the large tower incorporated into its red
brick structure. The program makes use of all thrce levels of the building. Youth coming to
the shelter are met in the foyer by the crisis counselor on duty. The main floor consists of a
large living arca, a dining room where meals are served family style, kitchen, and office space
for crisis counseling. Shelter beds are on the second floor and arranged dormitory style with
separatc quarters for boys and girle.  The aftercare program is also located on the second
floor. The third floor is devoted to administrative offices and spacc for group counseling
sessions and discussions.

The house is located in a low income, racially mixed neighborhood of Columbus. The
neighborhood is ncar the downtown arca and also borders on the campus of QSU. It is a poor
neighberhood of deteriorating houses.  Staff report that Huckleberry Hodlse is wcll .accepted by
its neighbors, although there have been some occasional incidents of vandalism.

Columbus is a rapidly growing city of approximatcly 570,000, with a metropolitan population of
1.2 million. An ailing cconomy has been refueled by insurance companics, the banking
industry and scientific rescarch firms.  As a result, downtown Columbus currently is
undergoing a revitalization,  But, despite the signs of a healthy economy, Columbus has a
sizcable working class and poor population living in older, deteriorating neighborhoods.
Approximately 12 percent of the city’s population lives on incomes below the poverty line.
Other demographic factors which have an impact on Huckleberry House are the high rate of
mobility -- 55 percent of the county population has moved during the previous five years--
and the divorce rate, second only to that of Los Angeles.

Huckleberry House is administered by an executive dircctor who reports to a 21-member board
of trustces. The board is a policy-making body whose role has varicd over the years,
depending upon the issues faced by the agency. The support of the board has been critical in
ensuring the financial stability of Huckleberry House, a problem plaguing most crisis shelters.
The board seeks to include members who are human service professionals as well as individuals
with legal, fiscal management and fund raising skills and expertise. Members also scrve as a
sounding board for ncw idcas proposed by staff and cach other. Most importantly, the board
provides suppor. for the program in the community. Shelters and the care they provide
sometimes can be controversial because they arc considered, and promotc themsclves, as an
alternative to traditional agencies. But good rclationships with the public, community hospitals
and other service providers are vital to their survival and effectivencss. The board members,
in concert with the executive director, play a critical role in maintaining positive community
relations.

Reporting to the cxccutive dircctor are a coordinator for the crisis shelter and stabilization
program, an aftercare coordinator and an administrative coordinator. All staff and voluntecrs
for each of the two service areas arc administratively responsible to ecither the crisis or
aftercare coordinator. In thc past, when the program was smaller and less complex, some
fiscal matters were handled by an outside service burcau. Now all financial management is
conducted in-house by the administrative coordinator.

Philosophy and Goals

Huckleberry Housc'’s threefold mission is to assist young people in rcgaining control over their
lives; to help youth and adults communicate and understand cach other; and to prevent
running away and thc brcakup of family rclationships. To be able to fulfill that mission Huck
House is structured and organized to be the kind of place that troublcd young pcople will seek
out. The program provides a safe place for young people and an opportunity for youth to
asscss and develop a plan for dealing with the realities of their lives. The cmphasis is on
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developing a plan that will provide a legal alternative to their status as runaways, Treatment
focuscs on engagement and rclationship building.

The program is bascd on a number of fundamental belicfs that guide the program’s operation.
Central to the program is a belief in:

o Self dctermination of the client -- The young person who comes to Huckleberry House
does so voluntarily. The youth determincs what his or her goals are, and the staff arc
direct about whether the program can assist the yonth and how,

o Empowerment - The cmphasis of the program and the staff is on cnabling the young
person to feel and to be in control. Staff help the youth in working through the crisis
and by providing support, but the youth must make decisions and implement them.

o Developmental growth -- The program focus and philosophy is based on the model that
individuals experience criscs because of chronic or situational events, but there is the
potential for growth and change. The focus is not on a clicnt being sick and nceding to
be cured.

Implementing these beliefs, the program tries to minimize any red tape or scnsc of being
institutional or burcaucratic. The environment is homey and informal; staff and volunteers
include young people, as well as adults, who are comfortable with youth; statf play an active
role in exploring options and supporting dccisions, but the authority comes from the young
person; and traditional diagnostic determinations arc not made or labels used. In the
executive director’s view, the shelter is a vehicle for crisis intervention, conflict resolution
and family reconciliation,

Huckleberry House has cstablished six program goals, each with accompanying specific
objectives. These include:

1. To alleviate the immediate problem of runaway and homcless youth during the running
episode.

o Provide an emergency counseling process 24 hours a day.
o Provide shelter care 24 hours a day.

2. To reunite runaway, homeless and other youth in crisis with their familics and cncourage
the resolution of family problems.

o Provide to at least 60 percent of cascs, who make parental contact during emergency
counseling, follow-up counseling to effect reunification.

3. To strengthen family relationships and encourage stable living conditions for youth
following termination of shelter care.

o Provide services so that 60 percent of runaway cases develop a living arrangement that
is a lcgal alternative to running.

o Provide a systematic post crisis service for 30 to 50 pereent of these crisis cascs.
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4. To help youth drcide upon a future course of action.
0 Maintuin services which are accessible and identifiabic 24 hours a day.

o Provide scrvices so that youth can successfully engage in the program znd can resolve
the crisis.

5. To provide community cducation, information and referral, consultation and prevention
about the problems of runaway and other youth in crisis.

o Provide information to the gencral public, providers and youth abyut Huckleberry House.
0 Make staff available for participa:ion in community activitics 15 to 20 hours per month.

6. To provide teaching, training ani volunteer opportunitics in the area of youth services.
o Provide volunteer opportunities for the community-at-large on an ongoing basis.

o Provide speital training  opportunitics for students in  high school, college and
professional programs.

Services

Huckleberry House’s service program is essentially divided into thrce components: 1) the
shclter  and  crisis  counseling program; 2) a voluntary ongoing counseling program for
adolescents and their familics called "Parents and Teens” (PAT) or aftercare; 3) and follow-up.
Other services include information and referral services, educational programs for community
groups, and training for volunteers, peer counsclors and students in human service professional
programs,

The shelter and crisis counscling program is the core of Huck House. The services include an
emergency residential shelter for three to four days and 24-hour a day crisis counscling
provided to young people and thcir familics. Counseling services arc available to youth
staying in the shelter as weii as to youth or their parents who call Huck House. Phone
coverage is provided 24 hours a day and extensive counseling is provided over the phone.

The overnight capacity for the shelter is 20 beds but any morc than 12 youth in the shelter
at a time severely strains the capacity of the program. Smallness and the ability to provide
individual attention arc critical to the program’s success beccause the key to trcatment depends
on observation, relationship building and engagement.

The aftercarc program, PAT, was cstablished in 1983 by a fcderal grant. Funded as a
demonstration project involving three agencies -- Huckleberry House, the Columbus Children’s
Hospital and the League Against Child Abusc -- the program was designed to explore
alternative approaches for cngaging abusive familics in counscling. Huck House found that
providing ongoing counscling to youth and their familics after crisis stabilization strengthened
the crisis program. Youth and families engaged with Huck House through the crisis could now
receive  ongoing support.  With this assurance of continuity, crisis counsclors were less
rcluctant to explore with the youth and family key issues that could not be resolved during
the crisis counseling.  Once the demonstration funds ceased, Huckleberry House sought
addiiional funding support to continue the program.
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1. Shclter and Crisis Stabilization

As mentioned previously, the shelter scrves as a vehicle (o cnable crisis stabilization to occur.
The shelter provides a safe haven where a youth's basic nceds can be met.  For runaways,
food, a place to slecp and altendance to any medical nceds are cssential before beginning to
deal with the issues that precipitated the youth to run. The shelter also allows a youth in
crisis and parcnls some respite from the conflict; this bricf "time out” can cnable conflict
resolution to take placc. The routines and proccdures of the shelter and the role of staff
provide thc context for Huckleberry House’s crisis intervention and trcatment model. The
modecl used is depicted in the chart below.

CRISIS CONSUMER FLOW
Initlsl Enlry ——————% Houss Rap —————— Engegament lo Interview ———
Inttial Interview ~ ———————  Engagement to Parent Conlact ———»
Phone Call Home/Other Parent Contact ————— Integration Into Sheiter ———>-
Shelter/Youth Contract ———————n Engagement to Crisis Stabilizalion e——p-
Crlsls Counselor Involvement/Crisls Stabliization ~—————
ExIt Ipterview ———————= Crisis Stabllization Foliow Up/Fina! Phone Call

» Relerral to Allercare
A"O'C!loget vices

Intake

Over 57 percent of the referrals to Huck House arc walk-ins or referrals from friends or
family members.  The local child welfare agency refers 29 percent of the youth, usually when
there is an abusive family situation. The rcmainder of the referrals come from other agencies,
the police and schools. Intakc can occur at any time during a 24-hour period.  About 40
pereent of youth come to the shelter between 7:00 p.m. and midnight. The other peak time of
cntry is between 1:00 and 6:00 in the afternoon,

Whether youth are referred by an agency or come to Huck House on their own, which is the
situation for the majority of youth, the intake procedures arc the same. Huckleberry Housc
has an open door policy. Each youth is grected at the door and given the House Rap by a
stafl member (cither a crisis counsclor or housc manager or voluntcer). The Housc Rap
provides basic information about Hucklcberry House, explaining the ground rules, how the
program can help and its limitations, As a shclter for runaways, staff arc obligated (o assist
youth in notifying their parents and in sccking a living arrangement that is a legal alternative
to running. If thc youth has bees involved in criminal activity, the policc must be notificd.
In addition to conveying informatica, the Rap is designed to obtain information from the
youth and tu crcate an acccpting atmosphere, It is the staff person’s responsibility to engage
the youth.

When the youth scems ready, the staff person conducts an initial interview. During this
intervicw, a full asscssment and history arc taken.  Stall arc trained to identify and assist
youth who are suicidal.  As part of the initial intcrview cach youth is asked a scrics of
questions that are indicators of suicide lcthality. Based on this assessment, if a youth is
highly suicidal, a stall member provides close supervision,  Huckleberry House makes a referral
for hospitalization if stafl determinc the youth requires further assessment or inpaticnt care.
Staff are traincd to utilize othcr communily resources if needed.
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In the initial intcrview the staff person helps the youth to identify the problems or events
precipitating a crisis and to explore possible options. Thc intent is to devclop a plan of
action. For 75 to 80 percent of the youth that plan includes making contact with the family.
The phone call home is critical to the family’s ultimate reconciiiation. It is the first step
toward re-establishing communication after the runaway or crisis episodc. It is also the
agency staffs first opportunity to view the family relationships and dynamics and to hear "the
other side of the story."

The same person who conducted the House Rap and the initial interview helps the youth to
prepare for the telephonc call home.  After thc youth makes the call, the staff person
introduces himself and Huckleberry House’s program to the parents and explains his role as a
communicator and mediator. Staff help the youth and parents discuss issues and problems and
begin to help them consider options. The call concludes when the parcnt and youth have
made a decision about how they plan to procccd. The basic options incltrde a decision to
return home, to scek othcr help, to continue running, or to use Huck House scrvices -- the
temporary shelter and counseling.

The next step dcpends upon the decision made. If thc young person returns home, staff will
arrange for a crisis or aftercare counsclor to mect with the family for further counseling and
follow-up. If thc young person decides to stay, staff help the youth to integrate into the
shelter, and a new plan is developed with the youth. This shelter plan includes the youth’s
activities while in the shelter and any exccptions to housc rules as well as planned next steps.
Each phase of the intake process is carcfully documented on a sct of forms developed by the
agency. -

risi g ler Involvement and Crisis Stabilization

After the intake is concluded, a crisis counsclor is assiened, The counselor works with both
the youth and the family, if possible. Within 24 hours after the phone call home is made, an
initial scssion is scheduled for the crisis counsclor to mect with the youth and family. In
most cascs, the family comes to the agency, but in somc cases a home visit is made. Limited

resources and the nced to have staff at the shelter make home visits, as a gencral practice,
difficult.

During the three to five days that the youth stays in the shelter, the crisis counsclor meects
jointly with the youth and family as well as having individual sessions with the youth and the
parents. In thesc scssions, the crisis counscling focuses on the following four arcas:

0 Assessment of issues, nccds and dynamics for both the youth and thc family -- This
process of identifying long and short-term issues and understanding individual and family
dynamics continues throughout the crisis stabilization proccss.

o Resolution of the precipitating event -- Initial family sessions focus on the precipitating
cvent as a way to begin to identify old patterns of coping and examinc possible strategics.

o Decision making about crisis resolution -- In this phase the family begins discussion of
the options for rcsolving the crisis and .cciding on the youth’s future living situation.
Discussion ccnters on what the youth would need to occur in order to rcturn home and
what the parent’s nceds are.  Agrcements arc based on family members trying new
solutions to old problems. If agrcements cannot be worked out, altcrnative living
situations arc discussed.

o Decision about futurc needs -- The crisis counsclor sccks to help the family recognize
that longstanding problems and bchavior patterns cannot be resolved in three to four days;
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as a result continued services may be nccessary to belp replace current patterns with
more hcalthy alternatives and avoid future crises.

In addition to providing individual and family counseling, the counsclor is a link to other
community resources and assists the family and young person in gaining access to other
services if needed. The counselor also monitors the implementation of the youth’s trcatment
plan while the young person is in the shelter. During an average three- to five-day stay, the
counselor meets frequently with the youth and at least one to two times with the family.

While the youth is in the shelter, he or she continues a normal routine of activities, Meals
arc provided in the shelter. If the youth is working or in school, participation in these daily
activities is expected to continue. Youth also have chores, since these are part of family
living. Volunteers, house staff, crisis and peer counselors are available at all times to talk
with youth and engage in informal activitics. Group meetings for youth in the shelter occur
twicc a day at 4330 p.m. and 830 p.m. for an hour. There is also a morning meeting for
youth not in school. These group sessions focus on house issues and on the development of
problem solving and social skills.

Termination

When the youth leaves the shelter, the crisis counsclor conducts an exit interview. In
situations where the outcome has been unsuccessful (c.g., the youth is leaving, the parents
have refused involvement), the staffs focus is on helping the youth consider the possible
consequences of the decision to leave, informing him or her of other resources and options
and encouraging the youth to rcturn if the plan does not work out. In situations where the
outcome is successful, the crisis counselor helps the family to continue to reach closure
around the crisis experience. Most families are encouraged to use Huckleberry House's
aftcrcare program or may be referred to another agency for service. An aftercare counselor
may join the exit interview to facilitatc the transition. At this time, a feedback questionnairc
is given to the youth and family.

2. Aftercare

Huckleberry House’s aftercare program, "Parents and Teenagers® (PAT), has a staff scparate
from the crisis program, PAT provides, at no cost to the clients, ongoing individual, family
and marital counseling, case management and support groups. About 50 percent of the youth
and families in the crisis program are referred to the aftercare program at Huckleberry House.
A rcferral usually is made unless a family is recciving scrvices clsewhere, rcfuses services, or
the youth is from out of state or out of county. If possible, the aftercare counsclor
participates in the exit interview when the youth leaves the shelter in order to "hook up"
with the family. Otherwise, contact is made with the family within 48 hours of exit from the
crisis program. The purpose of the immediate cngagement is to maintain the trust developed
in the crisis program and facilitate the development of an individualized plan that is workable
for the family. PAT has no waiting list, and a family is generally scen within a week of the
initial phone contact or exit interview,

The initial aftercarc session usually takes up to two hours. The counsclor, youth and family
members identify nceds and goals. A contract is signed and an cvaluation agrcement date set.
Usually within four to six weeks all partics meet to evaluate the process to determine whether
it is meeting the family’s needs. An attempt is made from the outset to set realistic
expectations about the counscling process. At the time of the cvaluation a determination is
made as to whether the family will continue in counscling, and goals arc reviewed and revised,
if nccessary.
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If a youth is assessed as suicidai or at risk, a safety plan is developed. ke crisis program
continues to provide 24-hour back-up if the afiercare counselor is unavailable. If a young
person does re-enter the crisis program, the aftercare counselor remains the primary
vounselor, working closely with the crisis counselor assigned to the vouth and family.

In aftercare the counselor generally meets with the family weekly for hour-long sessions.
However, flexibility is one of the program’s strengths. If necessary, a family and youth can
bc scen daily. If a family engages, aftercare treatment in most cases will continue for six
months,

The trcatment approach tends to be reality-based and systems-oriented. Treatment plans focus
on the accomplishment of concrete goals. Interventions vary depending upon the style of the
counselor and the families.  Role playing often is used to provide insight, improve
communication and explore options.  For clients who have difficulty verbalizing, nonverbel
techniques are used such as drawing, relaxation cxercises and games. In addition to
counscling, case management constitutes an important aspect of treatment. The counselor’s
role as casc manager is multifaceted. The counselor assists the youth and family in obtaining
scrvices elsewhere, if needed, and provides ongoing support to insure involvement; the
counselor serves as an advocate for the client in hearings or other situations; and the
counselor provides follow-up when terminating cases.

Several support groups have becn established through aftercare. A teen group has been
mceting with two PAT counselors for three years. Skill building groups for adults and youth
were in the process of being developed at the tise of the site visit. It was planned that
these group sessions would run for six wecks with 12 in a group.

3. Follow-Up

The youth and families receiving crisis and aftercare services from Huckleberry House may
terminate at a number of junctures. The termination may be the result of a successful
resolution of a crisis or may be because the youth or family leaves the program. Before a
case is determined inactive, a crisis or aftercare counselor tries to make contact with the
youth and family, clarifying the decision to stop services. Sixty to ninety days after a case is
transferred to an inactive status, Hucklcberry House staff attempt a final follow-up phone call.
The purpose is to determine the need for further services and to provide follow-up
information for the agency. Often families become reinvolved with Huckleberry House through
this call.

Nctworking and Linkages

Hucklcberry House works closely with and interfaces with a number of community agencies and

systems for multiple purposes, for funding support, refcrrals to and from the agency, scrvice
integration for its clients and community planning,

As will be discussed more fully in the scction on resources, Hucklcberry House has service
contracts with the county mental health board, the children’s protective service agency, and
the Dcpartment of Youth Services. Huck House works closcly with these agencics around
client referrals and follov/-up care.

Through the crisis counseling and the aftercare program Huckleberry House staff develop
working relationships with the staff of numerous community agencies in order to link youth
and their familics with an array of needed services. Most of the families and youth served by
Huck House requirc services from multiple agencics. The aftercare program, in particular,
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places a strong emphasis on case management and assisting families in getting the various
supports they neced to cope.

Staff have also developed cooperative relationships with programs and agencies that are used
as backup to the crisis shelter such as hospital emergency rooms and the inpatient psychiatric
facilities serving the community. As noted earlicr, Huckleberry House’s aftercare program
cvolved from a joint venture of the Columbus Children’s Hospital and the League Against
Child Abuse.

In addition to the rclationships with health, social service, and juvenile justice agencies Huck
House works with local schools on several different lcvels, including case consultation,
consultation and education on particular topics such as youth suicide, and teaching a course
on peer counseling at two alternative high schools in the area.

The cxecutive director of Huckleberry House is actively involved in a number of interagency
cfforts dealing with issues of community concern such as suicide prevention, a crisis scrvice
nctwork for youth, and development of more community-based services alternatives for older
yort.. He is a member of the Ohio Youth Services Network as well as other interagency
committees.

Huckleberry Housc is viewed in the community as a nontraditional agency. That perception is
important because youth turned off by more traditional agencics may be encour«ged to seek
out Huck House services as a more acceptable altcrnative. At the same time, positive
perceptions on behalf of the provider community cnd the community-at-large arc critical for
Huckleberry House’s survival. Because of this factor, the executive dircctor places a strong
emphasis on building community support. This is accomplished in numerous ways. Huck House
trics to be an available resource for agencies, for service and for consultation and cducation;
the executive director plays an active role in community-wide planning and interagency
activities; a strong link and good working rclations are maintained with the police.

Clients

The shelter has an open door policy in accepting youth; thus Huckleberry House attempts to
serve all youth who come seeking help. However, as a shelter for runaways it has certain
legal commitments, and as a result there are some youth that Huck Housc can assist in very
limited ways. It is Huckleberry House's responsibility to assist youth in securing an
alternative to running that constitutes a lcgal living arrangement. For thosec young people
committed to not working with their familics, Huckleberry House can offer limited assistance
in exploring other alternatives. If there is a warrant out for the arrest of a youth, staff can
play an advocacy and advisory role, supporting the youth in contacting or going to the police.
But Huckleberry House cannot hold a person. Huckleberry House does not turn away youth
who are on drugs, psychotic or suicidal. Psychiatric and/or medical backup are sought when
appropriate. The program is not well suited to assist youth who are rctarded or those who
are actively psychotic, becausc in the latter case youth are not able to feel safe given the
open structure of the program and facility.

The typical youth who arrives at Huckleberry House ..as been gone from home less than 24
hours and usually lives within a 15-mi'¢ radius of the shelter. In about a quarter of the
cascs, the youth have not run but are sceking crisis counseling. The majority of the youth
(80 percent) are between the ages of 14 and 17. Eighteen percent are 13 or younger. About
60 percent are female. About one-quarter of the youth are minority, predominantly black.
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The youth coming to Huckleberry House have multiple problems, The most frequently cited
reasons for the crisis, offered by the youth, include general family confusion and abuse or
emotional neglect.  One-third of all the clients are involved with the children’s protective
services agency; however, close to two-thirds of the youth receive a high child abuse score i
the assessment tool used by Huck House staff. About half sccre high to medium on suicidal
lethality measures.  Fifty percent of the youth have either drug or alcohol abuse problems.
Huckleberry House does not ascribe a primary diagnosis according to DSM III; rather, staff
essess the situation of the youth and family. For 43 percent of the youth, the crisis is
attributed to family situations that are chronically dysfunctional. In 23 percent of the cases
the problem is morc of a situational issuc involving the family such as a recent divorce. For
38 percent of the youth, this is the first time they have run. Their most critical nceds
con>rn family and personal counseling as well as counseling about other resources available
to them,

In 1986 there were 698 crisis cases: 530 youth were scen for the first time; 168 had previously
used Huckleberry House services. Three quarters of the youth stayed in the overnight shelter
at last one night. The average length of stay was 4.1 nights.

Staffing

Staff at Huckleberry House include 30 paid staff, 20 volunteers and generally 8 to 12 trainces
of graduate and undcrgraduate programs from universitics in the arca. The executive director
provides overall dircction to the staff. Staff arc assigned either to the shelter and crisis
stabilization program, the aftercarc program or administration.  Each unit has its own
coordinator.

The shelter opcration and staffing are similar to most residential programs. House staff are
assigned to shifts and provide 24-hour coverage. Staff include a full-time house coordinator;
eight part-time adult housc managers; four youth housc managers who are high school
students; and three part-time night managers. The local workfare program assists with facility
maintenance and cooking staff.

House managers and the house coordinator are responsible for the day-to-day running of the
facility.  Responsibilitics include intake, establishing daily acuvity schedules, writing daily
summarics, planning menus, ordering and maintaining an inventory of food and supplies, and
participating in case and clinical reviews and shift mectings. On the night shift, which
extends from 1000 p.m. to 10:00 am, there is always an adult housc manager and a night
assistant house manager on duty, with a crisis counsclor on call. Room and board in a
carriage house bchind the shelter arc provided to the night assistant house managers. Adult
house managers usually work a 20-hour work week and youth house managers 10 to 13 hours
per weck. Shifts rotate to include evenings, latc night duty and weekends. House managers,
for the most part, are juniors and scniors in college, many majoring in the human services.
The youth house managers arc high school juniors and seniors in a peer counseling program.
These adolescents provide positive role models for the shelter youth,

The crisis counseling staff arc on the premiscs from 10:00 a.m. to 10:00 p.m. daily, with on-
call back-up support in thc latc cvening, early morning hours. There are thrce crisis
counselors on staff; all have a bachelor’s degree or cquivalent experience,  All are committed,
highly skilled and like working with and relate well to youth. These attributes are considered
to be more important than clinical degrees. The crisis coordinator started ten years ago as a
voluntcer and moved through the ranks of the program, Tae aftercare staff also include the
cquivalent of thrce full-time counsclors, Because of the longer ‘crm therapeutic counseling
they provide, this staff has more graduatc training and clinical experience, Two of the staff
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have master’s degrees in social work and two have bachclor's degrees, onc with 13 years
experience.

Volunteers, screened and supervised by a full-time volunteer coordinator, participate in all
aspects of the program.  Voluntcers work four-hour shifts and must make a six-month
commitment.  Student trainces work onc-on-onc with the crisis or aftercare counselors. In
order to provide continuity for the clients and the students, when assigned a case, the student
stays involved until termination. Experience in intake and assisting the house coordinator are
also integral parts of the students’ training.  Placement students have proven to be a
successful source for recruiting staff.

Onc of the characteristics of the Huckleberry House staff is their diversity as individuals.
The addition of the aftcrcare staff brought a new dimension to the staff complement since the
aftercarc staff are older, more experienced and have more professional credentials. Despite
their differences, all staff adhere to two common values, a belief in the importance of the
family and in youth taking responsibility for their decision making,

Huckleberry House is committed to ongoing training and staff development, which are built
into the program in a variety of ways. Staff meectings arc an intrinsic aspect of the program
and occur often. They are used to support staff, provide training and carry out treatment
planning. At each of the three shift changes, staff meet and confer on youth in the shelter
and on any issues which have arisen. House managers also meet for two hours weekly; this
time is used for training on issucs identified by staff. Supervision is provided for an hour
monthly, but is available any time if needed. Crisis and aftercare counselors each attend
weekly casc review meetings. On a monthly basis, full-time paid counseling staff have two
hours of consultation with a psychiatrist. The exccutive director meets with the coordinators
weekly for onc hour. A monthly meeting is scheduled for all full-time staff, Volunteers mect
monthly.

All staff of the agency receive an orientation on agency policy and procedures.  Other
training for full-time paid staff is developed by the crisis or aftercare coordinator and is
based on individual needs and experience. The crisis coordinator and volunteer coordinator
conduct an extensive training program for all voluntcers, part-time staff and placement
students who work in the program. This training program was recently augmented to include
suicide intervention tcchniques through a cooperative cffort between the North Central Mental
Health Services’ Suicide Prevention Scrvice and Huckleberry House as a result of funding to
Huck House from a federal grant from the Officc of Human Development Services. The 60-
hour training program extends over a scven-weck period and provides, among other skill
building cxpericnces, training and techniques for early detection, intervention and treatment to
prevent suicides in the adolescent runaway populativn.  Training methods include didactic
approaches, small group engagement in role playing and problem solving, and one-to-onc job
shadowing, Usually 12 to 15 trainecs participate at any one time in the training sessions.

As with most crisis services, staff turnover and burnout are issues that must be addressed,
Crisis and altcrcare counsclors generally stay at least two years and some longer, but there is
morc frequent turnover among the house staff. To alleviate burnout, efforts are made to help
staff in managing stress such as using students and volunteers help to support staff and
rclicve them from being overburdencd. The agency has a liberal vacation policy, with three
weeks leave for full-time paid staff and four wecks after a threc-year tenure. Staff also have
access to outside training paid for by the agency. Efforts arc made to reward staff by
promotions within the agency. Attention is paid to tcam building. Staff do not work in
isolation but arc supported by other staff; if nccded, other staff make themselves available to
assist a collcague in dcaling with a young person. There is frequent communication among all
staff with numcrous vehicles to crcatc and support communication channels; for example, client
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information is sharcd among staff. As noted previously, staff meet regularly together and
with their supervisor. The agency also holds retreats at lcast annually as another means of
building ctaff bonds and dealing with staff concerns.

Resources

Huckleberry House’s total operating budget for the fiscal year ending in 1987 was $517,620.
Major sources of revenues were derived from agency contracts, federal grants and United Way
dollars, Clicnts are not charged for crisis or aftercare scrvices at Huck House, so client fces
arc not a source of revenue. Twenty-three percent of the agency’s budget ($118,713) came
from a contract with the Franklin County Children’s Services; 27 percent ($140,579) from a
coniract with the local mental health board; 20 percent ($101,000) from a three-year grant
from the Youth Dcvelopment Burcau (Runaway and Homeless Youth Act funds); and 24 percent
($125,438) from the United Way. In 1987, monies were also available through local revenue
sharing and thc Ohio Decpartment of Education’s Office of Missing Children.  Contributions
from parents, church groups and others generated approximately $15,000 in revenue, or about 3
percent of the total operating funds. A small amount of funding (approximately $7,000 cach)
came from the Ohio Department of Education for food reimburscment and from the Department
of Youth Services for purchase of bed nights in the shelter.

For that same time period, total expcnses were approximatcly $532,000.  Salaries and fringe
benefits accounted for approximately 69 percent of the costs. The remaining costs can be
attributed primarily to administrative support and facility costs. To cover the shortfall the
agency used carryover dollars and money from its unrestricted fund balance.

The actual costs, including all overhcad and administrative expenses, for 1987, based on actual
units delivered, are as follows:

Emergency/crisis counseling (the first 24 hours) $ 23.57/hour

Emergency follow-up counscling (post 24 hours) 22.78/hour

Aftercare 36.40/hour

Shelter care 45.04/night

Consultation and education 129.21/hour

Training  (Costs are based on 9,046 hours of voluntcer 4.04/hour
time in 1987)

For both historical and political reasons, crisis services have been calculated as days or nights
of scrvicc so that the units will be more comparable to similar services such as non-
therapeutic group homes or long-term residential programs.  As such the hours of crisis
intervention servicc are ‘rolled into" shelter costs to derive a unit of scrvice that mental
health and children services agencies will pay. Each pay $100 per =ight per youth. The
county children’s services agency pays only for youth referred, while mental health pays fer

all youth up to a maximum amount. United Way and other resources augment these "artificial"
units,

Huckleberry House’s funding also is complicated because cach of the funding agencics specifies
thosc scrvices to be provided and paid for in the contractual arrangement or grant
requircments.  Mcntal hcalth covers the costs of shelter carc and cmergency crisis counscling
for clicnts who arc "walk-ins" to Huckleberry House; whercas, the children’s service agency
covers the costs of shelter care and follow-up crisis counscling for those youth they refer to
Huck House. Children’s Services can also cover 120 days of care after the crisis. The Youth
Development Bureau’s grant covers costs of aftercare for those clients who are not referred
by the county children’s services agency or who remain in trcatment after 120 days. Not only
do funding agencies have diffcrent rates of payment for different units of service, but
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Huckleberry House’s four major funding sources all have differcnt funding cycles, further
complicating thc administration and budgcting for a small agency.

Based on 1987 figures a morc rcalistic cstimatec of the cost of shelter carc and all crisis
counscling in the first 24 hours ( ic, to cngage the youth, most of whom are self referrcd,
cffect trcatment plans, and make parcnt contact) is $227.00 per youth for the first night. The
average cost for all subscquent nights and all other crisis counscling is $118.29. The average
cost for each of the 733 cpisodcs in 1987 was $481.85 per youth. However, because somc
youth had morc than one episode, the actual average cost for 1987 per youth was $558.85.
This average is bascd on the total units of counscling in the first 24 hours, the actual number
of first nights and subsequent nights and the total units of counscling after 24 hours.

As is the casc for many nonprofit agencics serving youth, funding stability is a major issue.
United Way funds havc grown over thc ycars, but monics from Franklin County Children’s
Scrvices, a fairly stable source for about nine years, have rccently been cut back. In
addition, local rcvenue sharing dollars are no longer available. The Runaway and Hoincless
Youth Act has provided a consistent sourcc of funding sincc 1976, but this resource depends
on fcderal funding. Given the federal dcficit, these dollars are never secure. In the past, the
community’s perccplion of the program and the level of concern about troubled, vulnerable
youth rcpresent other variables that impact on agency funding and can fluctuate over time.
Howcver, balancing the next ycar’s rcvenucs and cxpenses is a necessity for the agency.
Hucklcberry Housc’s executive dircclor has found that providing extensive documentation of
the program’s activitics and results with clients has proven highly succcssful in obtaining and
sustaining funding support.

The agency has not sought Medicaid rcimbursement because in order to qualify, the clinical
staff of the crisis counscling program arc rcquircd to have master’s degrecs in social work.
The program wants flcxibility in the staff they hirc because the type of person, not the
degree, is considered to be most critical to the program’s success. Agency salaries also make
it difficult to hirc graduatc traincd professionals. The agency is, however, exploring the
possibility of Mcdicaid coverage for the aftercaic scrvice.

Evaluation

Hucklcberry Housc collects cxtensive data on the clicnts it serves and on stafl and agency
activitics. ~ This information is aggrcgated and presented in monthly and ycarly statistical
reports that are impressive for a small agency, especially onc devoted to serving youth and
familics in crisis. Data arc uscd lo mcasurc the program’s succcss in accomplishing its goals
and objcctives in order o document achicvements or make programmalic improvements. As
notcd previously, this information has been a nccessary tool for the program’s survival, since
shelters can be vulncrable to criticism from more traditional agencies and funders.

At intakc and during the initial intcrview for both the crisis counscling and the aftercarc
programs, dctailed information is oblaincd and rccorded for cach youth scen in the program.
At the cxit interview a fecdback questionnairc is completed by both parents and youth. A
follow-up phonc call also is made to all clicnts 60 to 90 days after tcrmination. When
conducting follow-up, at lcast threc attempts arc made to reach the youth. Any information
obtained about the youth is recorded at this time as well.

The agency has not had the funding or staff capability to cngage in in-depth, longitudinal
studics with comparison populations or to track individual clicnts. But it has amassed
comprchensive and valuable data on the approximately 700 runaway youth and youth in crisis
that it scrves cach year. Dala include profile information on the age, sex and race of youth;
the running patterns; individual and family problems; and outcomes.
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Huckleberry House tracks the following outcomes during and after the treatment process and
uses these outcomes as criteria for determining success:

o The number of young people seeking out Hucklcberry House as a resource.

o Engagement of youth in thc program.

o Acall home

o  Family reunification and return to home, as opposed to a placement situation.

o Remaining with thc family.

o No contact with juvenile justice.

o No other episodes of running.

Outcome data show that 53 percent of youth rcturn to the primary family home; 18 percent go
to another home situation; 7 percent are placed in an institution; and 6 percent are placed
through the children’s service agency. In 85 percent of the cases, a legal alternative is
achieved. Scven percent of the youth never cngage initially in the program, and another 7
percent return to the streets. In 76 percent of these cases, youth engage with a parent or
parents in improving communication and working towards solutions of problems. Of the 47
percent of cases referred to the aftercare program, 55 percent of the families actually engage
in aftercare. Forty-six percent of the youth had no contact with the juvenile justice system,
19 percent a brief contact only, 10 percent a contact before the crisis, 5 percent an informal
contact, 5 percent were ruled dependents, and 7 percent charged or placed. The follow-up
phone call provided information on 77 percent of the youth; 83 percent had not run again.
About 5 percent of the youth return to Huck House multiple times.

Major Strengths and Problems

Staff of Huckleberry Housc, youth and families served by the program, and representatives

from community agencies cited a number of positive factors, which contribute to the agency’s
success:

o Clarity of goals and values that provides an underpinning for staff and their decision
making,

o Strong leadership to guide a diverse staff, provide sound management, anc develop good
community relationships.

0 A belief in an adolcscent’s ability to make dccisions for him or hersclf.

0 A commitment from all staff to being truthful, opcn and dircct with youth.
0 Team work and opcn communication among staff.

o Effective training and supcrvision for paid and unpaid staff.

0  Use of volunteers and placement students to generate fresh ideas and prevent burnout.
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o  Flexibility on the part of the agency’s staff and administration and willingness to lcarn,
to change and to improve.

0  An cxcellent reporting system.

A strength expressed by both the staff and youth, in different words, is that Hucklcberry
Housc provides a program that is structured and yet at thc same time appears to be
unstructured.  This secming contradiction is an important ¢.ement in the program’s success.
The level of staffing, the intensity of service, the basic supports provided through the shelter,
and the cfficicncy of management all cnable the youth to feel a-sense of nurturing and safety.
At the same time, the informality and low key naturc of the staff, the involvement of youth
ccansclors, and the rclaxed cnvironment arc welcoming to yonth skeptical of adults, formal
organizations and scrvice agencics.

Several problem arcas were noted as well.  Huckleberry House sometimes is criticized for not
having morc professionally trained staff on board and for using peer counselors and
volunteers.  These arc concerns expressed among some members of the provider community
who belicve that difficult, troubled youth cannot reccive adequatc ircatment in such a sctting
and that morc professionally trained staff arc required for crisis intervention wid: mentally ill
youth. According to this view, Huckleberry Housc works cffectively with a certain scgment of
the population, but is limited in those it can scrve.

Staff believe (and agency statistics tend to support this belief) that the agency works
cffectively with youth with many kinds of problems, generally multiple in nature. 'The role of
the crisis staff is to intervenc and stabilize the crisis, but aficrcarc staff, who have more
clinical training, play an cssential role in ongoing treatment for the youth and family. When

the agency cannot adequately scrve a youth, a referral to a more appropriate source of care is
made.

finother issuc that the agency continually struggles with is sustaining the delicate balance
between maintaining a good rclationship with the policc and maintaining credibility with youth
so that thc word on the streets is that Huck House is a good program.

Aftercare staff indicatc that dctermining when clients should be terminated is not always
clear-cut.  Many familics, in order to sustain gains in trcatment, reqrire ongoing support.
The cstablishment of more support groups is onc approach under consideration for dealing with
this issuc.

Recruiting stafi who have the right attributes to work in such a unique program is not an
casy task and is an issuc the agency perpctually faces. It takes a particular combination of
skills, sclf-csteem, savvy, presence, commitment and caring for youth to be cffective. Added
to these requirements arc the demands of the job, concerns about achicving a scxual and
racial balance, and the salary provided by a small, nonprofit, human service agency; thus,
finding staff to fill positions is a continual challenge.

Disscmination and Advocacy

One of Huckleberry House’s goals is to provide community education and information about the
problems of runaway and other youth in crisis. Although staff would like to have the time
and resources to do more community outrcach and prevention, a number of ongoing activitics
enable Huckleberry House to reach a broader community to assist youth at risk for crisis.

Through a contractual arrangement Huckleberry House produces a newsletter four times a year
that is sent to an exicnsive mailing list of community providers, youth organizations, parents
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and others. The newsletter varics in the topics covered; usually it highlights activities of
Huckleberry House, provides cxamples of youth and families helped through the program, and
gives information on such topics as youth suicide, potential warning signals, running away and
other stresses facing young people today. In a one-year period, staff made 75 presentations
to approximately 1,200 peoplc as another dimension of Huck House’s prevention and  community
outrcach activities. Extensive information also is given to providers over the phone.

Through its joint cfforts with the North Central Mental Health Services’ Suicide Prevention
Scrvice and funding from the Office of Human Development Services, Huckleberry House staff
have developed a comprehensive training manual. including a curriculum and intervention
procedures to prevent suicide among runaway youth. This manual has gencrated national
interest and has been disseminated to many providers and organizations working with youth.

While Huckleberry House is a service organization, not an advocacy organization per se, staff
emphasize that a significant part of their role is advocating on behalf of the young people
they work with both on an individual and community level. When youth cnter Huckleberry
House, they gain an advocatc in helping to work through issues and take control of their
lives. Staff become an ally for the youth in advocating for that youth with other agencies
and service providers. Agency staff arc also involved in advocacy for youth on a community-
wide level through participation in such organizations as the Ohio Youth Services Network.

- Case Examples

"F' was a 16 year-old who entered the crisis program with his 14 year-old sister, "L". F and
L were referred to Huckleberry House by friends with whom they were staying. Upon
entcring the program, F and L identified allegations of sexual maltreatment by parents.
Hucklcberry House staff helped the young people to contact the Child Protective Services and
provided support to F and L and their family through the investigation and decision making
process. The crisis counselor assisted in getting the young people to address issues related to
scxual maitreatment (e.g., sexual confusion and acting out), self-cstecem and overpro*:ctiveness.
The plan that the family, Huck Housc crisis coursclors and the Child Protective Services
developed was for L to live with relatives and for F to live with fricnds of the family, as the
Child Protective  Scrvices continued to investigate the sexual maltrcatment allcgations.
Huckleberry House continues in an aftercare management role.

"S" was a 15 year-old who .citcred the crisis program after leaving home because of intense
family conflict with parents over job expect‘ions and family roles.  Huckleberry House
provided S with support in reaching out to his family and developing a plan to begin to
address his identified issues. Through the family reconciliation process S and his parents
identified family issues (e.g., parenting techniques, family role expectations, marital conflicts)
as well as individual issucs (c.g., sclf-csteem and peer relationships) which began to be dealt
with in individual and family sessions. The young person returned home and became active
with the aftercare program,

"T" was a 15 ycar-old who ran from home after school due to the possibility of parents
confronting her on drug involvement issucs. T cntered the crisis program with cuts on her
wrist and identificd conflict with her stepfathcr and mother.  After deciding to usc
Huckleberry House, T and the staff made contact with T’s mother, at which time both were
unwilling to consider the family’s rcconciliation. However, both were willing to look at other
options for housing while using the program. T identificd strong feelings of suicidal ideation,
which increased as her list of housing options decrcased.  The crisis co.usclor provided
support to the family and to her as well as helping her to develop plans to deal with suicidal
fcclings.  After cxhausting all alternatives to the current living situation, T rcturncd home
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and began to decal with her family. She and her family arc continuing in ‘herapy with the
aftercare program.

Technical Assistance Resources

o A Manual: Emergency Intervention Procedures to Prevent Suicide Among Runaway Youth
(including Training Curriculum)

o Notebook of Crisis Counseling Procedurc Forms

Face Shect (Consumer Identification and Socio-Demographic Inforn  ion)
Individualized Counseling Assessment Plan and Services
Current Status of Service Goals

Daily Plans

Transfer and Service Arca Disposition

Information Alert

Case Review for Team Review Documentation
Termination Review

Final Follow-up Phone Call

Brief Contact Only Summary

Huckleberry House -- "How Are We Doing?" -- Questionnaire
Crisis Counseling Summary

Fact Sheet (Exit and Termination)

Service Planning: Objectives -- Activities -- Rationale
Engagement Activitics

Initial Interview Plan

Phone Call Home -- Other Parent Contact Plan
Integration Into Shelter Activities

Temporary Shelter Plan

Initial Interview and Beyond Narrative

Suicide Lethality Assessment

House Service Sheet and Shift Report

o Notebook of "PAT" Aftercare Procedure Forms

Face Sheet (Consumer Identification and Socio-Demographic Information)
Face Shect (Initial Entry, Exit and Termination)
Parcnts and Teenagers Counseling Plan Agreecment
PAT Counseling Goals Worksheet

Ind:vidualized PAT Counseling Plan

Transfer and Service Area Disposition

Case Review Form -- Team Review Documentation
Parcnt and Teenagers Exit Summary

Termination Review

Crisis Counscling Summary Sheet

Youth and Parent Feedback

PAT: Initial Information, Data, Asscssment
Problem List in a Role Performance Profile

Clicnt Scif-Evaluation Screen

Gencral Problem Description - Narrative

Staff Assessment

o  Program Pcrformance Standards, Centers for Runaway and Homeless Youth, Self
Asscssr-cent Instrument
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HUCKLEBERRY HOUSE, INC,
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IV. PROFILES L&' Kk .7, S'SRVICE PROGRAMS

The first phase of the study of community-basced services for children and adolescents who are
severely emotionally disturbed involved identifying existing programs. A range of programs
providing home-based services, crisis scrvices, and therapeutic foster care were identified
during the first phase of the study. A questionnairc was sent to cach identified program in
order to gather detailed information about the program’s characteristics.  The information
from these questionnaires was summarized in the form of a onc-page profilc of each program
in order to provide specific examples of a variety of programs.

The profiles contain the following information about cach program:
o Type of Community - urban, suburban, rural, or mixed.
o Type of Agency - agency type and whether public, private nonprofit or private-for-profit

o Capacity/Staffiug - number of children or familics served at a given timc and number of
full-time equivalent (FTE) staff.

o Age Range - range in age of children served.

o Majority Age - age categorics of majority of children served.
o Sex - percent of males and females served.

o Race - racial characteristics of children served.

o Diagnosis/Reasons For Not Accepting - percent of children served with various diagnoses
and reasons for which chilu.en would be considered incligible or inappropriatc for
services.

o Duration/Intensity - length of the intervention in weeks, months, or ycars and number of
hours per week spent with the child and family.

o Description - brief description of the program and the services provided.

o Observations - funding sources, other scrvices provided by the agency, intercsting aspects
of the program, availability of evaluation data, noteworthy cvaluation results, linkages
with other agencies, whether casc management is provided, advocacy activities.

It shculd be noted that programs were asked to usc readily available data to complete the
questionnaire so as to minimize response time as well as response burden. Programs without
data were asked to provide ustimates for purposes of these profiles.  Therefore, the data
contained in the profiles should be considered estimates.  Further, information in some
catcgorics (such as diagnoses) may be collecied and uscd differently by cach individual
program. Thus, certain categories of information arc not dircctly comparable across programs.

These profiles are not intended to represent the universe of crisis service programs. There
are, of course, many more programs in cxistence. These profiles arc intended as examples of
a variety of programs to assist states and communitics in their program design and
development cfforts.
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APPALACHIAN MENTAL HEALTH CENTER, YOUTH CRISIS SHELTER
Elkins, West Virginia

Reg. 111

Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFF ING AGE
Rurat Private 8 children 12-17 45% 13-15
nonprofit 10 FTEs 45% 16-17
10% 6-12
DESCRIPTION

o 30-day crisis shelter for adolescents
o Services include individual, family and group counseling,
evaluation and referral

F—A
%
~1

SEX

S0%
Male
50%
Female

RACE DIAGNOSIS/ DURATION/
REASONS FOR INTENSITY
NOT ACCEPTING

99% white 60% Behavioral/Conduct 30 days
20% Emotional 112 hours/week
5% Schizophrenic/Psychotic with child
Will not accept if: ? hor'rs/week
o suicidal gestures with family

o violent behavior
0 active psychosis
o0 severe retardation

OBSERVATIONS

o 100X funded by West Virginia Department of Human Services

0 Case management

0 Agency also has in-hoe services, therapeutiv foster care, wilderness
program (Appalachian Sojourns)
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BROWARD COUNTY MENTAL HEALTH DIVISION, CHILDREN AND ADOLESCENTS PROGRAM (CAP)
Hollywood, Florida

Reg. 1V

Established: 1984

COMMUNTTY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING ] AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Public “a children Infant - 17 35% 13-15 60% 76% White 50% Behavioral/Conduct 2 weeks
16.5 FTEs 35% 16-17 Male 21% Black 30% Emotional 80 hours
40% 3% Hispanic 10% Schizophrenic/Other with child
Female Psychotic Disorders 4 hours with
10% Substance Abuse family

Will not accept if:
o individuals are experiencing
acute, unstabilized medical

problems
DESCRIPTION OBSERVATIONS

o Crisis screening and stabilization services for medically indigent o State and county funding

population - in-patient, short-term residential and respite o Division is public receiving facility, also provides short-term
o 10-bed unit treatment, acute in-patient and short-term residential
o Spectrum of services includes: formal education, living skills o Variety of linkages with agencies

training, recreation, group therapy, one to one, aftercare, interface o Education provided by county schools

with other agencies o Case management for each youth

o Behavioral model
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CHILD GUIDANCE CLINIC OF JACKSONVILLE, CHILDREN’S EMERGENCY SERVICE TEAM
Jacksonville, Florida

Reg. IV

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE
Urban Private 20 new 7-17 70% 13-15
nonprofit children/ 20% 6-12
families per
month
2.5 FTEs
DESCRIPTION

o Family crisis intervention program fur walk-in emergencies and
families that have filed a status of fense against a child

0 Structured family therapy is primary therapeutic approach;
treatment is goal oriented; all family members are involved

0 Objective is to prevent placement

o Services include brief family focused treatment and referral

SEX

52%
Male
48%
Female

RACE DIAGNOSIS/ DURATION/
REASONS FOR INTENSITY
NOT ACCEPTING
61% White 100% Behavioral/Conduct 6 months
30% Black Will not accept if: face to face
1% Asian o sexually abused contact with

0 neglected or physically abused
o chemically dependent
o adjudicated youth

child and family
1.5-2 hours, not
necessarily weekly

OBSERVATIONS

o 100% state funding - HRS Prevention Program

0 Ongoing or auxiliary services are provided by parent agency, Child
Guidance Center

0 Ayency linkages either limited or not aelineated; referrals by HRS

0 Case management; advocacy



CHILDRENS CENTER OF WAYNE COUNTY, CENTRAL SCREENING
Detroit, Michiecan

Reg. V

Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Urban Priate 60 children/ 4-17 40% 13-15 55% 80% Black 50% Emotional & weeks
nonprufit month 30% 6-12 Femaie 15% White 35% Behavioral/Conduct 3 hours/week
3.3 FTEs 20% 16-17 45% 5% Hispanic 15% Schizophrenic with child
0% 0-5 Male 3 hours/week

with family

DESCRIPTION OBSERVATIONS
o Screen children referred for inpatient hospitalization o Agency also has in-home, foster care, outpatient, day treatment, group
o No further description provided home tutorial, teenage parent programs, etc.
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HOUSTON CHILD GUIDANCE CENTER, FAMILY CRISIS PROGRAM
Houston, Texas

Reg. VI

Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 30-40 6-21 40% 13-15 50% 70% white 50% Behavioral/Conduct 4-6 weeks
nonprofit children 40% 16-17 Male 15% Black 20% Emotional 5-120 hours/
17.2 FTEs 50% 15% Hispanic 10% Schizophrenic/Other week with
Female Psychotic Disorders family
10% Dual (Conduct and Substance
Abuse)

Wili not accept if;
o parents unwilling to participate

DESCRIPTION OBSERVATIONS
o Intensive crisis interventio: program working with family network . 0 Diverse public and - ivate funding sources
of up to 30 members 0 Agency linkages primarily referral sources
© Program integrated with day treatment program and family crisis 0 All cases assigned a case manager

in-patient unit (18 beds)

o Philosophy: brief, inte.se, systemic intervention teaching families
to use natur:l networks

0 4-6 therapists see approximately 150 families/year
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HUCKLEBERRY HOUSE, INC.
Columbus, Ohio

Reg. V

Established: 1970

COMMUNITY TYPE OF AGENCY CAPACITY/ ASE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURAT ION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private Up to 20 13-18 53% 13-15 60% 75% white 40% Chronic Dysfunction situation 3-4 days
nonprofit children 36% 16-17 Female 21% Black 30X Situational/Developmental 1 hour/day
Approximately 40% 2% Hispanic Situation individual
20 FYEs Male 30% Unknown/Not Enough Information sessions with
Will not accept if: youth
o past history of violent acting 1-2 family
out sessions in
o youth needs closely structured 3-5 day period
supervision

o severely retarded

DESCRIPTION OBSERVATIONS
o 24-hour comprehensive crisis shelter for runaway and other youth o Variety of funding sources: local, state, private
in crisis o Staffing supplemented by volunteer and high school aged youth
o Services include residential shelter, crisis stabilization, o Case related information exchange with wide range of agencies

counseling - family and group - post crisis counseling, 24-hour
intake and information and referral

o Family system develspment: communication, problem solving,
reconciliation, plan development, empowerment of youth and families
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NORTHEASTERN FAMILY INSTITUTE
Burlington, Verybnt

Reg. I ?f
Established: 1984

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/

SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 2 children 13-17 50% 13-15 50% 100% white 100% Emotional 7 days
nonprofit 13 FTEs 50% 16-17 Male
50%
Female
DESCRIPTION OBSERVATIONS
o Emergency beds (1 or 2) for adolescents in acute psychiatric crises 0 50% medicaid waiver OMH and 50% social services
O CMHC crisis team screens and refers clients who receive one-on-one emergency o Have virtually replaced use of VT State Hospital for adolescents

supervision, psychiatric, psychological and case management services
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NORTHWEST DADE COMMUNITY MENTAL HEALYH CENTER, INC., CRISIS STABILIZATION UNIT (C.S.U.)
Hialeah, Florida

Reg. IV

Established: 1985

COMMUNITY TYPE OF AGE.CY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private Evaluate as Infant - 18 35X 16-17 55% 55% Hispanic 37X Emotional 3 weeks
nonprofit many as 30% 6-12 Male 30% White 30X Behavioral/Conduct - inpatient
necessary 30% 13-15 45% 15% Black 21% Schizophrenic/Other Psychotic 6 months
Inpatient 5% 0-5 Female Disorder outpatient
capacity 12 10% Substance Abuse intensity:
outpatient 400 1% Mental Retardation outpatient -
12 FYEs 1% Developmental Disabilities 2 hours with
ALl youth are evaluated. Child child
must meet criteria for 1 hour with
hospitalization family
DESCRIPTION OBSERVATIONS
0 Contractual arrangement between state agency, a mental health center o Funding: state (Children, Youth and Family Services), 1/5 United Way
and hospi tal and fees
o Services include screening, evaluation, and case management services o Strong case management component
24 hours a day, 7 days a ucek; hospital provides in-patient beds for o Advocacy
stablilization, CMNC provides short-term psychotherapy o Linkage with community resources

o Data base available

2
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RIVERVIEW MEDICAL CENTER/CHILDREN'S PSYCHIATRIC CENTER MENTAL HEALYH SERVICES
Red Bank, New Jersey

Reg. 11

Established: 1977

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private .- 6-18 55% 16-17 52% 84X White 46% Other (Not Specified) Several hcurs
nonprofit 6.8 FYEs 20% 18-21 Male 15% Black 32% Affective to complete
18% 13-15 48% 1% Hispanic 8% substance Use psychiatric
5% 6-12 Female 2X Anxiety evaluation
2% 0-5 2X Suicide Threat
1% Bizarre Behavior/Thought
Disorder

Will evaluate any child

DESCRIPTION OBSERVATIONS

0 Crisis Unit and Helpline provide direct crisis intervention ard 0 Funded 87X by New Jersey Division of Mental Health and Hospitals, 4X
peychiatric evaluation 24 hours a day by telephone and face to face Medicare, 3X Medicaid, 2% Third Party, 2% Fees, 2% Riverview Medical
Joint program between Riverview Medical Center and cPc o Children have direct access to full range of services provided by the
Uses specially trained emergency services staff Children’s Psychiatric Center and are often seen on a priority basis
Helpline provides assessment and crisis intervention by telephone 0 Involved in case and class advocacy
wnd makes appropriate referrals for services o Families involved in evaluation and assessment

0 Crisis Unit provides evaluation, assessment and treatment of mental 0 Have JCAH and state reviews and internal program effectiveness evaluation
health crises, including crisis intervention, psychiatric evaluation, 0 CPC has comprehensive network of services including outpatient services,
rapid tranquilization, 24-hour holding, screening for state hospitals, 2 schools for SED children, therapeutic foster homes, group homes, in-
medical evaluation home services, partial hospital ization, summer camp, pediatric Liaison

services (psychologists placed in pediatrician’s office), substance
abuse services, consultation and education, etc.
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SOUTH SHORE MENTAL HEALTH CENTER, ADOLESCENT CRISIS TEAM
Quincy, Massachusetts

Reg. 1

Established: 1979

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 100 children 7-19 60% 16-17 60% 99% White 80% pual Diagnosis
nonprofit 10 FTEs 35% 13-15 Male Behavioral/Conduct and Emotional
5% 18-21 40% (1/3 have substance abuse problems)
Female 5% Schizophrenic/Psychotic
DESCRIPTION OBSERVATIONS
0 24-hour crisis intervention program which attempts to keep child 0 Funded 63% state DMH, 17X state social services, 10X Medicaid
in the home and communi ty 6% Bluer Cross, 3% fees, 1X commercial insurers
o Initial contact is 1-5 hours 0 Agency also has respite house and case management prograins
o Provides pre-screening, evaluation, short-term intensive family o Progtam has succeeded in substantially reducing state
therapy, referral and follow-up hosp tal admissions (89% decrease)
0 Uses respite house, family, friends and shelters when needed to o Strony linkages to schools, courts and other agencies
avert hospitalization 0 Acts as screening unit for all state hospital admissions

0 Provides consultation to schools, courts and other agencies
0 Outreach basis by mobile crisis team
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SOUTH SHORE MENTAL HEALTH CENTER, RESPITE HOUSE
Quincy, Massachusetts

Reg. 1

Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS!S/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 2 children 7-19 50X 13-15 50% 99% White 70% Dual Diagnosis 6 days
nonprofit 1.1 FTE 50% 16-17 Male (Behavioral /Conduct, Emotional, 39 hours/week
50% Substance Abuse) with child
Female 10% Behavioral/Conduct 2-3 hours/week
10% Emotional with family

10% Schizophrenic/Psychotic

DESCRIPTION OBSERVATIONS
Residential home with 2 beds for clients in crisis 0 100X funded by Hassachusetts Department of Mental Health
Used as alternative to hospitalization 0 Married, live-in couple. One is Resident Manager and has MSW
Maximum stay is 2 weeks 0 Agency also has emergency service and case management

Children must attend school, work or day treatment

Intensive family treatment is provided

Also used as a diagnostic setting to assess a child's placement
needs

0 Voluntary program
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TRANSITIONAL RESIDENCE INDEPENDENCE SERVICE (TRIS), CHILDRENS CRISIS INTERVENTION SERVICE (CCIS)

Sicklerville, New Jercey
Reg. 11
Established: 1980

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOS IS/ DURATION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING
Mixed Private 12 children 5-17 45% 13-15 50% 52% White 48% Emotional 23 days
nonprofit 27 FTEs Jox 16-17 Male 38% Black 12% schizophrenic/Psychotic 24 hours/day
23% 6-12 50% 10X Hispanic 36% Other (School problems, 7 days/week
2% 0-5 Female abuse/neglect, family problems) with child
Wil: not accept if: 1 hour/week
o mentaily retarded with family
0 autistic
o alcohol/drug addicted
o socially maladjusted without
psychiatric disorder
o disorder can be treated in a
nonresidential setting
DESCRIPTION OBSERVAT IONS

o Provides comprehensive mental health services to youth who would
have been institutionalized

0 Uses no locked rooms, quiet rooms or physical restraints
Provides psychiatric evaluation, individual, group and family
counseling, education, recreation/lefsure activities, case
management and referral
Has "home-like" atmosphere in open setting

0 Maximum stay 28 days

149

o Funded 89% by New Jersey Division of Mental Health, 1.5% by New Jersey
Department of Education, 8.6% Medicaid, .9X% Camden County Freeholders

0 Agency also has specialized foster care, interim group home, adolescent
partial care for day treatment

o Employs team concept across all TRIS programs

o Provides case management and case advocacy

o Families encouraged to participate in weekly treatment planning meetings,
to take children on passes, etc.




VENTURA COUNTY MENTAL HEALTH SERVICES, VENTURA COUNTY CHILDREN’S MENTAL HEALTH DEHONSTRATION PROJECT, SHOMAIR-CRISIS INTERVENTION

Ventura, California
Reg. IX
Established: 1985

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY
SERVED STAFFING AGE
Mixed Public 5-7 children/ 0-18 S57% 6-12
week 350-400/ 25% 13-15
year 10X 0-5
8% 16-17

DESCRIPTION

0 Provides mental status assessment of all children entering shelter
care as a result of an abuse/neglect repr-¢

0 Provides feedback on child’s emotional state and need for services
to Child Protective Services Agency

0 Can make one additional visit for crisis intervention or reter child
for needed services

0 No contact with natural parents

0 Provides support and consultation to shelter care parents

SEX

63%
Female
7%
Male

RACE DIAGNOSIS/ DURATION/
REASONS FOR JNTENSITY
NOT ACCEPTING

84% White 50% Emotinnal 1-2 visits

16% 8lack 30X Behavioral 1 to 1-1/2 hours
5% Schizophrenic/psychotic with child

5% Substance Use

5% Mental Retardation

5% Developmental Disabilities
All children are assessed

OBSERVATIONS

o 100% state funded

o Behavioral checklists and demographic data obtained on all children
screened

0 Part of Ventura County Demonstration project with comprehensive
system of children’s mental health services

0 County has 10.5 FTE case managers (“brokers") to coordinate full
continuum of services and interagency network

0 Other services provided include enriched foster care, youth center,
mental health services to juvenile hall, group homes, day treatment on a
school site, outpatient services, case management, prevention, etc.

o County has interagency policy council, interagency case management
council, written interagency agreements and is working toward an
interagency service system 1-'“z]
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YMCA CENTEPR FOR YOUTH ALTERNATIVES, SHELTER HOUSE FOR RUNAWAYS
Louisville, Kentucky

Reg. 1v

Established: 1974

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURAT ION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Urban Private 24 youth 13-17 60% 13-15 55% 75% white 80% Behavioral/Conduct 2 weeks
nonprofit 12 FYES 40% 16-17 Female 25% Black 12X Emotional staff with

45% 5% substance Abuse youth 100X

Male Will not accept if: 10 hours/week
o suicidal counsel ing youth
o violent 12 hours/week
¢ retarded with family
o psychotic

o program cannot handle

DESCRIPTION OBSERVATIONS
0 24-hour, 7-day a week runaway shelter o Funding: federal and local grants, private, donations
o Services include intensive counseling (individual, group and o variety of linkages with agencies
femily), life skills, recreation, aftercare in addition to shelter 0 Comprehensive outreach provided in 205 sites
0 Intensive, gshort-term focus with emphasis on client advocacy and 0 Each counselor assigned provides case management and advocacy

family reunification




YOUTH ALTERNATIVES OF SOUTHERN MAINE, GREATER PORTLAND YOUTH SHELTER
Portland, Maine

Reg. |

Established: 1977

COMMUNITY TYPE OF AGENCY CAPACITY/ AGE RANGE MAJORITY SEX RACE DIAGNOSIS/ DURAT ION/
SERVED STAFFING AGE REASONS FOR INTENSITY
NOT ACCEPTING

Mixed Private 12 children 7-17 60% 16-17 100% 99.9% White 85X Behavioral/Conduct 12 days
nonprofit 10 FTEs 25% 13-15 Male 15X Emotional 7 hours/week
15% 6-12 Will not accept if: with child in
o history of arson fndividual
o actively suicidal counseling
o actively homicidal 1 hour/week
o profoundly violent with family
DESCRIPTION OBSERVATIONS
o Provides emergency shelter 24 hours, 7 days a week to homeless, runaway o Funded 56X by Maine Department of Human Services, 16% Federal grant, 13%
youth Department of Education, 6X Department of Agriculture, 5% county and 4X
0 Maximum stay is 21 days Juvenile Justice
o Provides counseling, assessment, tutoring, outreach family counseling, o Provide outreach family counselors to work with client and fami ly to
placement assistance, coordination of community resources, follow-up promote reunification
and aftercare for a minimum of 3 months o Agency also has foster care, emergency foster care program, therapeutic
o Daily program includes counseling, recreational activities, educational group home, (ROADS) juvenile justice alternative service
activities and group meetings o Emphasizes assessment and long-term planning involving all external
o Emergency foster care in trained foster homes is a component of the program, signfficant parties

providing placements for an average of 2 weeks




APPENDIX

LIST OF PROGRAMS RESPONDING TO SURVEY

Appalachian Mental Health Center

Youth Crisis Shelter

Rt 1, Box 4-1

Elkins, West Virginia 26241

(304) 636-2431

CONTACT: Angela Garcia
Director

Broward County Mental Health Division

Children and Adolescents Program

1000 S.W. 84th Street

Hollywood, Florida 33025

(305) 963-3156

CONTACT: John A. Spencer, Ph.D.
Clinical Psychologist

Child Guidance Center of Jacksonville

Children’s Emergency Service Team

1283 East 8th Street

Jacksonville, Florida 32206

(904) 353-9121

CONTACT: William Devereux, Ph.D,
Coordinator

Children’s Center of Wayne County

Central Screening

3245 East Jefferson

Detroit, Michigan 48207

(313) 259-8780

CONTACT: Angela Tzelepis, Ph.D.
Coordinator

Houston Child Guidance Center

Family Crisis Program

3214 Austin Street

Houstin, Texas 77004

(713) 526-3232

CONTACT: Chris Hershberger
Executive Director

Huckleberry House, Inc.
1421 Hamlet Street
Columbus, Ohio 43201
(614) 294-5553

CONTACT: W. Douglas McCoard, MSW

Executive Director

Northeastern Family Institute

P.O. Box 83

Burlington, Vermont 05401

(802) 658-2441

CONTACT: Lisa Natti
Program Director

Northwest Dade Community Mental
Health Center, Inc.

Crisis Stabilization Unit

106 W. 9th Street

Hialeah, Florida 33010

(305) 884-4400

CONTACT: William Delaney

Director

Riverview Medical Center

CPC Mental Health Ser+ices

Hewline & Crisis Unit

1 Riverview Plaza

Red Bank, New Jersey 07701

(201) 530-2438

CONTACT: Miles Wagman, MSW, ACSW
Coord. of Emergency Serv.

South Shore Mental Health Center
Adolescent Crisis Team and

Respite House
77 Parking Way
Quincy, Massachusetts 02169
(617) 770-7700
CONTACT: Pamela Maltz, MSW

Dir., Child & Adolescent Serv.

Transitional Residence Independence
Service (TRIS)

Children’s Crisis Intervention
Service (CCIS)

628 Sicklerville Road

Sicklerville, New Jersey 08081

(609) 728-0200

TRIS Main Office

1 Colby Avenue

Stratford, New Jersey 08084

(609) 346-1800

CONTACT: Clement D. Maynard
Executive Director



Ventura County Mental Health
Services

Children’s Demonstration Project

Crisis Intervention

300 Hillmont Avenue

Ventura, California 93003

(805) 652-6737

CONTACT: Randall Feltman

Project Manager

YMCA Center for Youth Alternatives

Shelter House for Runaways

1410 S. First Street

Louisville, Kentucky 40208

(502) 635-5233

CONTACT: Elizabeth Triplett
Executive Director

Youth Alternatives of Southern Maine

Greater Portland Youth Shelter

175 Lancaster Street

Portland, Maine 04101

(207) 874-1175 (Adm. Ofc.)

(207) 874-1184 (Shelter)

CONTACT: Michael Tarpinian
Executive Director



