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NMHA Presents Invisible Children Report

A ncw study on children with scrious
cmotional problems, conducted by the
National Mental Health Association
(NMHA), has found that "state agencics
often did not know the cxact number of
children they placed in out-of-statc and
in-statcresidential treatment facilites, the
amount of moncy being spent on their
trcatment, their diagnoscs, and even their
whercabouts.”

The results of the study were
presented at the annual meeting of
NMHA in Hartford, Connccticut,
November 18, 1988 by Chris Zcigler-
Dendy of Atlanta, GA, and Ann Ince of
Knoxville, TN. The information for the
report was gathered through a survey of
state officials.

The particular focus of the report was
on children served in out-of-state
residential treatment facilitics, statc men-
tal hospitals, and in-statc residential
trcatment facilitics. The project was
called the “Invisible Children Project” by
NMHA which used the term as "a

Preston Garrison, NMHA Executive
Director and Chris Zcigler-Dendy at the
presentation of the [nvisible Children
Report in Hartford, CT.

cuphemism for children and adolescents
with serious ¢cmotional problems who are
not rcceiving proper trecatment.”

Data from 37 states showed that 4,926
children and adolescents were placed in
out-of-statc  residential  treatment
facilitics in a onc-ycar time period. An
additional 22,578 children and adolces-
cents were placed in state hospitals in the
50 states in a onc-year period.

The average length of stayin treatment
was found to be slightly over one year for
out-of-state placements, just under one
vear for in-state residential placements,
and approximatcly four months for state
hospitals.

The use of out-of-state placements
was found to vary from states that had no
out-of-statc placements to 847 such
placements. The placements were made
by a varicty of agencics, including child
welfare, juvenile justice, education, and
mental health.

While the report indicates that treat-
ment in these types of facilities is some-
times nceded, concern is expressed that
“many Invisible Children could have been

Continued on Page 16.

Parents Plan National Agenda For Children

A group of 24 profcssionals and 26
parcnts of chiidren who are expericncing
cmotional problems mect in Arlington,
VA, Dec. 10-11, 1988 to discuss a nation-
al agenda for the families and their
children. After two days of sometimesin-
tensc discussion, the group decided that
a national organization with a single focus
on children who arc expericncing cmo-
tional problems and their familics was
nceded.  This organization would work
with alrcady cxisting groups, and would
be parent-driven.

The mecting was snonsored by the Re-
scarch and Training Center at Portland
State University with planning assistance
{rom thc National Institute of Disability
and Rchabilitation Rescarch, the Nation-
al Institute of Mcntal Health, the Nation-

a' Alliance for the Mcntally I, and the

E lC‘ional Mental Health Association.

Representatives  from  advocacy
groups representing local, state, and na-
tional organizations spoke to the group
and sharcd cxpericnees.  Federal offi-
cials also addressed the group and spoke
of the value of a single voice in advocacy
cfforts.

The conference focused on four major
issucs: Family Support Scrvices; Access
to Education; Rclinquishing Parental
Custody to Obtain Scrvices; and Coor-
dination of Services at the Individual
Level. A professional and a parent
presented an issue paper on cach of the
topics and then the group divided into
four sub-groups to develop a set of goal
statcments and an action plan for cach
issuc.

The group was charged to not adjourn
the mecting until some mechanism was
cstablished to continue the momentum
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that had been established.  After much
discussion about the pros and cons of

Continued on Page 16.
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DIRECTOR’S UPDATE

There arc several recent developments
that have great promise for improving scr-
vices for children and their familics that |
would like to comment on in this column.

-- The new children’s mental health in-
itiative of thc Robert Wood Johnson Foun-
dation is bold, exciting, and well-conccived,
and I would like to congratulate the Foun-
dation on this cffort. This initiative
provides the best opportunity that the
children’s mental health ficld has ever had
to demonstrate the power and cffectivencess
of comprchensive community-based sys-
tems of carc.

-- The "Invisible Children’s Project” of the National Mental Health Associa-
tion represents a monumental effort, and provides the ficld an important scr-
vice by calling attcntion to the continued over-reliance on out-of-state and statc
hospital placcments in many arcas. Despite the progress in the development of
innovative approaches to reducing the inappropriate usc of such placements, as
we highlight in our Program Updatc scction of this issuc. it is obvious that we
sti'l have a long way to go in our endcavors to scc family and community-bascd
systems implemented.

-- The efforts of parents of children with scrious emotional disordcrs to agrec
on a common agenda and to strengthen the mechanisms for getting action on
that agenda arc exciting to scc, and of great importance if substantial progress
is to be ma ic.

-- The new rescarch program of the National Institute of Mcntal Health
spccifically on "Mental Health Services for Children and Adolescents™ is another
encouraging sign. There is a major nced to enhance the cmpirical basc for our
system-building cfforts and although the new NIMH program is limited in sizc,
it is significant in recognizing the nced for a specialized service system rescarch
program for: childrcn and adolescents.

-- While speaking of rescarch, we have scen a sizeable incrcasc in the num-
ber of papers submitted for presentation at our rescarch conference this year
compared to last ycar. This incrcascd intercst bodes well for cfforts to
strengthen services. The conference will be in Tampa, Feb. 27 - March 1, 1989
(scc page 6).

-- The cfforts of national mental health organizations to mect together and
form a coalition to promotc improved menta! health scrvices for all groups is
also very exciting and promising. Such coalition cfforts have been an important
missing picce in the past, and arc a critical complement to the activitics of in-
dividual organizations in their cfforts to improve mental health services.

We were greatly saddened to learn of the death of Dr. John Butler, 45, on
November 25, 1988, from cancer of the pancreas, and would like to express our
deepest sympathics to John’s wife Pat, and his son Andrew, 9, and his daughter,
Louisa, 5. John has been alcader in cfforts to improve services for children with
handicaps for many ycars, and among his accomplishments werc his leadership
rolc with the Congressional Sclect Pancl for the Promotion of Child Health, and
the Collaboration Study of Children with Special Needs of the Robert Wood
Johnson Foundation.

I had a chance to mect John in mid-1987 as he focused his cfforts in the
children's mental health arca on behalf of the Robert Wood Johnson Founda-
tion. The cxciting new initiative of that Foundation is partially a rcflcction of his
work on their behalf. John was an individual of cxccptional wisdom, vision,
dcedication, humility, and terrific optimism, and we will remembcer him for these
wonderful qualitics as we appreciate his cnormous contributions or behalf of
children.

In tributc to John, the John A. Butler Mcmorial Fund has been established
at thc Boston Foundation, 60 State St., Boston, MA (02109. to pursuc, in his wifc’s
words, "activitics that reflect the valucs John brought to his roles as children's
policy rescarcher, educator, and father.”
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National Mental Health Leaders Establish Forum

An effort to establish a national mental
health agenda with broad-based organiza-
tional support was initiated in Hartford,
Connecticut, on November 15-16, 1988.
With funding support from the National
Institute of Mcntal Health (NIMH), the
National Mecntal Health Association
(NMHA) convened a meeting of Presi-
dents and Executive Dircctors of national
mental health organizations to begin this
cffort (sce list of organizations present in
box).

The mecting opened with a prescata-
tionbyDr. Lewis Judd, Director of NIMH,
who cmphasized that the mentally ill "have
been distinctly underserved and disad-
vantaged” in relation to other health
problems. He proposed as an all cncom-
passing goal the development of a major
campaign to rectify this situation.

Such a campaign, according to Judd.
nceds to raise  national consciousncss
about the prevalence and scriousness of
mental  disorders, dcmonstrate  that
citizens with mental illness and their
familics arc underserved, and demon-
stratc that the research ficld is ready and
able te make substantial progress.

Presentations were made to the group
on the politics of mental health, research
policy, child and adolescent issues, public
scctor issues, and developments in the
privatc sector.

Dr. Bob Fricdman of the Rescarch and

State Child MH Representatives Identify

Interagency collaboration, financing of
services. and development of a children’s
mental health data base, were identified as
top priority issues in a recent survey of
state dircctors of children’s mental health
services.

The survey was conducted by the State
Mecntal Hcalth Representatives  for
Children and Youth (SMHRCY), and

American Mental Health Fund
American Psychiatric Association
American Psychological Association

National Alliancc for the Mcntally 11l

National Institute of Mcntal Health
National Mental Health Association

NATIONAL MENTAL HEALTH LEADERSHIP FORUM

American College of Neuropsychopharmacology

National Alliance for Rescarch on Schizophrenia & Depression

National Association of Private Psychiatric Hospitals

National Association of Social Workers

National Association of State Mental Health Program Dircctors
National Council of Community Mental Health Centers
National Depressives and Manic Depressives Association

National Mental Health Consumers Association

Training Center for Children's Mental
Health presented on child and adolescent
issucs. He emphasized the important con-
tributions made by the Child and Adolcs-
cent Service System Program of NIMH,
and the need to continue this program.

Fricdman also addressed the issucs of
financing, particularly through Mcdicaid,
the nced for more rcsearch, concerns
about the adequacy of school programs for
children with serious emotional problems,
and the nced for interagency cfforts on a
federal level as well as at a state and com-
munity level.

results  were  presented  at the
organization’s mecting in Lake Lanicr,
GA. Nov. 17-18, 1988. According to Paul
Vander Velde, Chairperson of the or-
ganization, “this was an excellent meeting
whetc people came together to develop
issuc papers, bascd upon the results of the
survey, that will be used to assist creating
the SMHRCY agenda for 1989."

Pl ol e

scrvices.

o

tion systems.

~ quent.

TOP PRIORITY ISSUES FOR CHILDREN'S MENTAL HEALTH

Dcvelop better multi-system programs between mental health and child welfare.
Decvelop new sources of funding child mental health services.
Improve collaboration with special education.

Develop better guidclines for use of existing funding sources for child mental health

Asscss cffectiveness of home-based treatment.
. Develop better guidelines for adequate child mental health management informa-

7. Improve collaboration with the juvenile j justice system (ticd for sixth place).

8. Expand the range of child mental health services.

9. Provide carlicr identification of children with mental health problems.

10. Develop new treatment models for youth who are emotionally disturbed and delin-
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"Participants cxhibited a strong desire
to meet regularly to help create a strong
mental health agenda for the nation,” said
Preston Garrison, cxccutive director of
NMHA. He noted that there is a growing
desire to clevate national consciousness
concomitant with the level of mental ill-
ness in our nation.

The group plans to meet in carly
Fcbruary, 1989. For morc information
contact Leroy Goldman, Acting Director.
Office of Policy Analysis and Coordina-
tion, NIMH, 5600 Fishers Lanc, Rockville,
MD 20857.

Priority Issues

Out of 44 scparate scorcable items on
the survey, the highest ranked priority was
"develop better multi-system programs be-
twcen mental health and child welfare.”
The intcragency arca received consistent-
ly high ratings. The third highest rated
arca was collaboration with special educa-
tion and the sixth highest item was col-
laboration with the juvenile justice system.

The sccond highest rated item was
“"develop new sources of funding child
mental health services.” The interestin the
financing arca was also reflected on the
item “develop better guidelines for usc of
cxisting funding sources for child mental
health services™ which received the fourth
highest ranking.

Bascd on these ratings, SMHRCY
developed position papers which were
presented at the State Mental Hecalth
Commissioners mecting Dec. 10-13 in
Washington, DC to help develop the 1989
SMHRCY agenda.

Morc information is available from Roy
Praschil, National Association of Statc
Mental Health Program Dircctors, 1101
King St., Suite 160, Alcxandria, VA 22314.
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OSERS Report:

Enrollment Shows Slight Increase

"The Tenth Annual Report to Congress
on the Implementation of the Education
of the Handicapped Act" summarizes a
dccade of federal assistance in special
cducation. The Forward to the report by
Madcleine Will, Assistant Sccrctary, of
the U.S. Department of Education, notcs
that "as a nation we have madc substantial
progress toward our goal of providing an
appropriate cducation for all children
with handicaps.”

During the ‘86-‘87 schooi year 4,421,601
children with handicaps were served. This
represents an increase of 1.2% over the
numbecr scrved in ‘85-86.

served in ‘86-‘87 increascd compared with
‘85-86 for children who are SED. In '86-
'87, 384,680 children were served, repre-
scnting a gain of 7,737 which is more than
double the previous yearly gain. The
variability betwecn statcs in the percent-
age of children scrved as SED continues to
be large, ranging from 0.03% to 1.76%.
The Tenth Annual Report presents
data on program complction and on wherc
scrvices are delivered in terms of restric-
tiveness. As in the last rcport, children
who have emotional problems continue to
have the poorest outcome in terms of suc-
cessful program completion. In addition,

| 1,5-'86 1o "86-'87

I * Based on estimated resident population (age 3-21) counts, U.S. Bureau of the Census.

Table One
Number/Percent of Children Served by Handicapping Conditions
Lcarning Mentally Emotionally

All Conditions Disabled Rctarded Disturbed

’86 -’87 4,421,601 1,926,097 664,424 384,680
6.47%* 2.83%* 0.95%* 0.57%*

’85 -’86 4,370,244 1.872,339 686,077 376,943
10.97% 4.73% 1.68% 0.95%

Change + 51,357 + 53,758 -21,653 +7,737

However comparisons to the percent-
ages of children served in previous years is
difficult since the Office of Special Educa-
tion and Rchabilitative  Secrvices
(OSERS), uscd a different figure in cal-
culating these percents.  Previously, the
number of children cnrolled was used as
the divisor, whereas in the Tenth Annual
Report the estimated total population of
3-21ycar olds is uscd. Conscquently, while
the absolute numbers of children has in-
crcased, the "percent scrved” figure is
lower than last year (scc table onc). )

The absolute number of children

they arc served in the most restrictive sct-
tings comparcd to the other major excep-
tionalitics (scc table two).

OSERS is studying alternative methods
by which states can provide more accurate
data on related educational services. Con-
cerns about the quality of these data, as
presently collected, have been raised. For
cxample, states usc different definitions of
what constitutcs arclated service and what
should be reported.

The report may be orderca from
OSERS, Switzer Building, 330 C Strect
SW, Washington, DC 20202.

Table Two
Exiting/Placement Comparisons
Diploma or Regular Homebound/
Certificate Drop-Out Schooi Bldg.  Hospital
All Conditions 60% 206% 91% 0.74%
SED 2% 41% 79% 233%
LD 63% 26 98% 0.097¢
62% 24 84C¢ 0414

CASSP Minority
Initiative Produces
Draft Monograph

At its October 10 meeting in St.
Petersburg, the CASSP Program’s
Minority Initiative Resource Commit-
tec reviewed the draft monograph on"a
culturally-competent system of care.”
The monograph is intended to serve as
a resource for developing effective ser-
vices for minority children who are
severely emotionally disturbed.

The draft was developed by a sub-
committee that included Terry Cross of
Portland, Oregon, Dr. Barbara Bazron
of Pittsburgh, Karl Dennis of Chicago,
and Dr. Mareasa Isaacs of Washington,
DC.

At an afternoon session of CASSP
Project Directors, Marva Benjamin,
Minority Initiative Director for the
CASSP Technical Assistance Center,
monitored a panel presentation by the
subcommittee on the monograph.

Cross, subcommittee chairman,
gave an overview of the committee’s ap-
proach in developing the report. "Cul-
tural competency,” he noted, "is defined
as a congruent set of attittudes, policies
and practices that come together at
every level of service to make sure that
the cultural needs of the child are con-
sidered in the process of helping.”

Cross indicated that culturally com-
pctent systems of care are ones that ac-
knowledge the importance of cultural
differences, conduct self assessment of
cross cultural relations, understand the
dynamics that result from cultural dif-
ferences, share cultural knowledge and
provide adaptation of services to cul-
tural needs.

While the monograph talks about
working with people who have a cul-
tural orientation different from the sys-
tem of the provider, the subcomittee’s
efforts focused on going beyond cul-
tural differences and stressing the
development of skilis needed to under-
stand the concept of cultural com-
petence. Recommendations on policy
dcvelopment, training, research and
resources will also be included in the
final report.

For information contact Marva Ben-
jamin, CASSP Technical Assistance
Centcr, Georgetown University Child
Devclopment Center, 3800 Rescrvoir
Rd, NW, Washington, DC 20007 (202)
364-4164.
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Advocates Call For Action On New Medicaid Rule

Even though recently cnacted federal
law now clarifics the availability of
Medicaid (Title XIX of the Social Security
Act) funding for educationally-related
services to low-income, handicapped
children, infants and toddlers, states necd
to bc more aggressive in pursuing
Medicaid rcimbursement for such scr-
vices, according to child advocates.

PL100-360, the Medicaid Catastro-
phic Prevention Act of 1988, signed into
law on July 1, assurcs federal Medicaid
matching funds are available to rcimburse
scrvices related to education cven when
thosc scrvices arc required under a hand-
icapped student’s individualized cduca-
tion programor a disabled infant/toddler’s
individualized family scrvice plan.
Schools and residential facilitics may now
usc Medicaid funds for “related services”
such as transportation, corrective
developmental, and supportive services
including psvchological and counscling
services. (Sce Update, Summer 1988.)

But many states arc unawarc of the
amended language or arc unsurc of the

Health Care Financing Administration’s
(HCFA) guidclines for Mcdicaid rcim-
bursemcent, confirms a rcport by thc Na-
tional Association of Statc Dircctors of
Special Education. To datc, HCFA has
not issucd dcfinitions pertaining to the
new amendment and it may bc months
before HCFA proposcs new rcgulations.

"HCFA has taken limited action to
develop dcfinitions and regulations under
the new amendments,” notes Joc Mancs of
the Mental Heaith Law Project and coor-
dinator of an 18-mcmber coalition that
supportcd passagc of the tcchnical
amcndment.

In general, “related services” must be
included as optional scrvices in most state
Mcdicaid plans, which further limits
HCFA rcimbursement. Few states offer
these optional categorics and other tech-
nical concerns face local providers and
statc agencics.

In acknowledging the delay HCFA of-
ficials point out that two cxisting Mcdicaid
mechanisms alrcady can be used for
provision of health scrvices to the cmo-

tionally handicapped: the usc of the Early
Pcriodic Screening, Diagnosis and Treat-
ment Program to provide expanded treat-
ment scrvices, and the use of "targeted”
casc management as a covered service.

"Thesce examples restrict states to a con-
scervative reimbursement approach,” said
Allan Bergman, an official with the United
Cerebral Palsy Association. "In cither
casc, states nced to be aggressive in
amcnding their Medicaid policics and
sccuring statc matching funds. Clearly
HCFA places the burden upon states to
scck reimbursement.”

He urges advocates, professionals and
providers to work with their state agencics
to define and encourage needed changes
and expanded coverage in their Medicaid
laws.

For morc¢ information on how states can
increase funding strategics, request a copy
of "Mecdicaid Can Now Pay For Education-
ally Rclated Scervices” in Word From
Washington, Junc-July, 1988, United
Cerebral Palsy Association, 60 East 39th
St, NY, NY 10016.

Report Evaluates States on Treatment of Serious Mental Illness

Asscrting that "the lack of adequatc scr-
vices for the scriously mentally i1l is the
major failure of American medicinc and
social scrvices,” the Public Citizen Health
Rescarch Group and the National Al-
liance for thc Mentally 111 released their
sccond report on the status of statc mental
hcalth programs for the scriously mentally
ifl.

The nation, as a whole, was cited for
failurc to provide adequate carc for the
scriously mentally ill. “Few states place
priority on providing quality mental health
services,” noted onc of the authors, Dr. E.
Fuller Torrey.

The 1988 survey broadens the scope of
thc 1986 study comparing statc mcntal
hcalth programs. The 1988 survey added
two indices, rchabilitation and housing, to
the carlicr focus on hospital carc and out-
paticnt scrvices. It continucs its primary
1ocus on the nation’s 2 million adults with
major mental illness.

A varicty of collection methods were
uscd including surveys, guestionnaires and
ficld visits te state mental hospitals, com-
munity mental health centers and mental
health facilitics across the nation. Inter-
views with familics, consumers and offi-
cials, as well as reviews of federal reports
and accrediting agencics were also per-
formed in this study which attempts to ad-

Q ss thc question, “If T had a family

Dr. E. Fuller Torrey of the Public Health
Research Group and co-author of their
Report on Mental Health Care.

member with a scrious meutal illness, in
what state would the person be most like-
ly to receive good services?”

The report was authored by Dr. Sidncy
Wolfe and Dr. Torrey of the Public Health
Rescarch Group, and Lauric M. Flynn,
Exccutive Dircctor of the National Al-
liance for the Mentally 11l

The report states that carc for the
scriously mentally ill in statc mental hospi-

tals is worse than two years ago while out-
paticnt scrvices were moderately better.
Rchabilitation and housing remain the
most scrious problems of the current sys-
tem.

“The intent of this report,” noted Dr.
Torrey, “is to bring about nceded changes
on a major social issuc.” A third report is
scheduled in 1990, and will enlist the help
of the State Mental Health Program
Dircctors.

Some  controversy has arisen  in
response to this report.  According to
Charles G. Ray, Exccutive Director of The
National Council of Community Mcntal
Hecalth Centers (NCCMHC), the report is
well meant but flawed by “rhetorically ex-
cessive tone” and questionable data sour-
ccs. Ray maintains that the report may
“serve to divide consumers, familics and
providers -- pecople who should be working
together 10 assurc the availability and ac-
cessiblity of quality mental health ser-
vices.”

The report, Care of the Seriouslv Men-
tally lI: A Rating of State Frograms is avail-
able from: Hea'th Research Group, Dept.
CSMI, 2066 P St., NW, Washington, DC.
$10 per copy. The comments of Charles
G. Ray arc available from Jim Finley,
Dircctor, Government Relations,
NCCMHC, 12300 Twinbrook Pkwy.,
#320, Rockville, MD 20852.
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Session Urges Parent Involvement

A special session at the CASSP Train-
ing Institutes held in Boulder, Colorado in
July was devoted to the involvement of
parcnts in all aspccts of service delivery to
children and adolescents who arc severcly
cmotionally disturbed.

* Judith Katz-Leavy, Program Director
of CASSP at the National Institutc of Men-
tal Hcalth, promoted the concept of
"familics as allics” in the system of care,
cmphasizing the critical need to cnsurc
that parcnts are full participants in the
planning and delivery of services at nation-
al, state, and local levels. Katz-Leavy
notcd that parcnts’ involvement with their
childis usually lifc-long and that the parent
is frequently the onc consistent carc
manager that ke child can count on.
Thus, scrvice systcms should support
parcats and include their perspective in
planning.

She also acknowledged that parents of
children with emotional disturbances have
nceds of their own including the need for
rclicf through respite care and for sharing
cxperiences with other parents.

Katz-Lcavy stressed that while therc
arc dysfunctional, abusive, and ncglectful
familics which may causc serious cmotion-
al damagg to their children, "there literal-
ly arc thousands of familcs in this country
composcd of perfcctly competent parents
who still have a child with severc cmotion-
al problems, familics who love that child

RESEARCH CONFERENCE

The Research and Training Centcr
for Children’s Mental Health, Florida
Mental Health Institute, is pleased to
announce the Second Annual Research
Conference "Children’s Mental Health
Services and Policy: Building a Re-
search Base" at the Harbour Island
Hotel in Tampa, February 27 through
March 1, 1989.

Presentations will be made by na-
tional leaders on topics such as service
system effectiveness, service need as-
sessment, prevalence of emotional dis-
turbance, and approaches to
measurement and design.

The registration fee is $150 per per-
son. Conference information, brochure
and registration forms are availablc
from Kelly Enzor-Kise at the Research
Center, Florida Mental Health In-
stitute, 13301 Bruce B. Downs Blvd,,
Tampa, FL 33612 or call (813) 974-
4500

MAKE YOUR RESERVATIONS
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and would do anything to help restorc the
child’s mental health. And cven in those
familics where dysfunction does cxist,
there arce strengths, and we need to work
with those families as well to build on those
strengths.”

Judith Sturtevant, the parcnt of an 11
ycar-old son with severc cmotional
problems and the Parent Representative
on the Statc of Vermont Intcragency
Tcam, spccifically addressed ways in
which scrvice systems can bccome morc
responsive to the nceds of parents and
familics. Among the strategics she dis-
cusscd werc:

e Provide scrvices at times when work-
ing parcnts and parcnts with other
children can morc readily take ad-
vantage of them.

e Solicit parcnts to serve on boards.
planning committees, ctc. to help
design and oversee programs.

e Providc specialized day carc and a
resource list of individuals qualificd
to provide respite carc.

e Listcn to parcnts as partncrs, not as
clicnts.

e Sharc information about the child in
terms that parents can understand.

e Attunc yoursclf to the family’s
strengths, resources and unique
coping styles, and trcat cach family
individually.

e Assist parcnts in locating or organiz-

Judith Sturtevant, parent-presenter at a
special session of the CASSP Training In-
stitutes held in Boulder, CO.

ing parcnt support groups.

e Kccpinmind that as with other men-
tal and physical illncsses, children
and adolcscents with scvere cmo-
tionai disturbances and their
familics go through up and down
periods.

e Hold IEP mcctings on ncutral ter-
ritory after school hours, and en-
couragc parcnts to bring an
advocatc and/or tapc rccorder to
these mectings.

*Note: Thic azticle was prepared for
UPDATE by Beth Stroul. More infonna-
tion on the special session can be obtained
from the CASSP TA Center.

Strong Response to RW] Program

Ncarly all 50 statcs, the District of
Columbia and Pucrto Rico submitted let-
ters of intent to the Robert Wood Johnson
Foundation under their new  grant
program, "Mcntal Hcalth Scrvices
Program for Youth." This ncw initiative
secks to improve mental health services for
scriously mentally ill children and youth
through the encouragement of multi-agen-
cy, statc-community partncerships (scc Up-
datc, Summer 1988).

"The responsc is tremendous,” said Dr.
Robert Cole. Deputy Director of the
program, "and there is a lot of cnthusiasm
for the program.” Over a five-ycar period
the program will gencrate $20.4 million in
awards.

At the state level, the RWIJ grants will
foster coordination among statc agencics
and promotc cxpansion of funding
stratcgics. At the community level, the

S

grants will promotc intcragency coordina-
tion of rclated scrvices for children among
cducation, juvenile justice, child welfarc
and mental health agencies.

Under the program, 12 onc-ycar
devclopment grants of up to $100,000 will
be awarded. Of thesc sites, cight grantees
will then be cligible for 2 two-ycar im-
plementation grants of up to $2.4 million
cach. These grants will make it possiblc to
cxpand cxisting scrvices in a given com-
munity by $1 million when matching funds
arc included. Application decadlinc is
February 6, 1989. Grant awards will be an-
nounced August 1, with project start-ups
to begin in the fall of 1989,

Morc information on this program can
be obtained from Dr. Mary Janc England,
Prudential Insurance Company, 56 N.
Livingston Ave., Roscland, NJ 07068
(201) 716-6882.




New Reports on Children’s MH

The initiation of thrce separatc reports
in the child and adolescent mental health
ficld was announced recently.

The U.S. Office of Technology Asscss-
ment (OTA), as part of an overall ex-
amination of adolcscent health issucs, will
do a paper specifically on adolescent men-
tal health, according to Kirsten Rowe, an
OTA analyst in the Health Program Of-
ficc. OTA addresscs topics at the request
of Congress.

In December, 1986, OTA issued a back-
ground paper on "Children’s Mental
Hcalth: Problems and Services.” Accord-
ing to Rowe, the new paper "will focus on
young pcoplc 10-19," while the carlicr
papcr was broader in focus.

Rowe indicated that a pancl of advisors
tothe OTA studyon adolescent health em-
phasized the importance of both the men-
tal health and substance abusc arcas. Asa
result, scparate papers will be preparcd on
cach of thesc topics.

The National Governors' Association
(NGA) has commissioned a study that will
cxamine the status of children’s mental
health services. This study is expected to
take a broad perspective and to address
major issucs such as barricrs to cffective
delivery of services and financing of scr-
vices.

The report is an outgrowth of an earlicr
report on scrvices for chronically mentaily
ill adults. It will bec donc under the
auspices of the Human Resources Com-
mittce, chaired by Governor Celeste of

Ohio. Dr. Steve Hill of Tallahassce,
Florida will serve as a consultant to the
Committee. The report is cxpected to be
compieted by spring, 1989, in time for the
NGA to adopt a policy statcment on
children’s mental health at its summer,
1989 mecting.

At the same time, the Institutc of
Medicine of thc National Academy of
Sciences is conducting a study for the Na-
tional Institute of Mental Health that
specifically focuscs on the research needs
in the children’s mental hcalth arca. This
study includes task forces specifically look-
ing at rcscarch nceds on "Causes and
Dcterminants of Childhood Mental Disor-
ders,” "Treatment Rescarch,” "Asscss-
ment, Classification and Epidemiology:
Scope and Magnitude of the Problem,” and
"Manpower and Institutional Supports for
Rescarch.”

This report should be completed by the
summer, 1989. The Chair of the Stcering
Comnmittee is Dr. James Leckman of Yale
University, and the Vice-Chair is Dr. Glen
Elliott of Stanford University.

Additional information on the studies
can bc obtained from the following in-
dividuals: OTA, Ms. Kirstcn Rowe,
Health Program Officc, OTA, US Con-
gress, Washington, DC 20510; National
Governors’ Association, Ms. Alicia Smith,
444 N. Capitol Strcet #250, Washington,
DC 20001; and Institutc of Mcdicine,
Frederic Solomon, MD, 2101 Constitution
Ave., NW, Washington, DC 20418.

NIMH Issues Call
For Services Research

The National Institute of Mental
Health (NIMH) has issucd an an-
nouncement calling for rescarch
proposals specifically on "Mcntal
Health Scrvices for Children and
Adolescents." The announcement was
issued in December, 1988, and the first
due date for proposals will be April |,
1989.

According to Dr. Kelly Kellcher of
the Division of Biometry and Applied
Sciences, which issued the an-
nouncement, the new rcsearch
program is part of a larger NIMH plan
to improve research on service systcms,
and is consistent with NIMH’s effort to
improve research both on child and
adolescent mental disorders and on
service systcm issucs.

The scope of the rescarch that can
be covercd under this announcement is
broad, including topics such as the or-
ganization and dclivery of carc, coor-
dination of mental health scrvices
across agencies, rescarch on services to
special populations, and financing is-
sucs.

The total amount of funding for the
research programis not definite yct, ac-
cording to Kelleher. The next decadline
period for submissions after April I,
1989 will be June 1, 1989.

Information can be obtaincd from
Kelly Kelleher, Division of Biomctry
and Applicd Scicnces, NIMH, 5600
Fishers Lane, Rockville, MD 20857.

Congress Approves 10% Set-Aside For Children

Immediately before adjourning, Con-
gress passed the Omnibus Anti-Drug
Abusc Bill, which provided incrcased
authorizations for thc Aicohol, Drug
Abusc and Mental Health Block Grant. It
included a 10% sct-aside for children’s
mental hecalth scrvices. as well as  sct-
asides for ncw services. data collection and
alcohol trcatment scrvices for womes. The
bill also revised the allocation formula
uscd to distribute block grant funds to the
states.

As a condition of thc community mecn-
tal heaith block grant. the children’s sct-
aside specifically states that:

"10% of funds must go to support scr-
vices for scriously cmotionally disturbed
children and adolescents beginning Oc-
tober 1, 1988. By the cnd of fiscal year
1990, 55%% of the 10% must support ncw or
cxpanded services that werc not in cxist-

@ casof October 1, 1988."
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For FY 1989, $805.6 million is ap-
propriated for the cxpanded Alcohol,
Drug Abusc and Mental Health Block
Grant, of which $204 million is designated
for mental hcalth services.  Although
funds for the ADM block grant werc in-
creascd, mental health will receive a far
smaller portion of the total as compared
with the previous ADM Block Grants,
notcs the National Mental Hcalth As-
sociation.

Aftcr wecks of negotiation, Congress
approved the Omnibus Drug Bill which in-
cludes provisions from carlicr versions of
Housc and Scnatc approved bills, and in-
corporated scveral other frcestanding
bills. The bill signed by President Reagan
as PL 100-690, provides for stronger drug
cnforcement cfforts and cxpands drug
abusc cducation, prevention and treat-
ment programs.

Reaction to the various sct-asides con-

)

taincd in the approved bill, such as the onc
for children’s mental health scrvices, is
mixed. On onc hand advocates arc
plcascd that increased focus is placed
upon children’s services. Brian Wilcox,
Ph.D., Dircctor of Public Intcrest Legisla-
tion, American Psychological Association
noted that “this sct-aside provides a sym-
bolic purposc rather than just financial
support. Through this lcgisiation, the
fcderal government can point out to the
states the scrious plight of underfunding
for children’s services.”

On the other hand, state officials arc
concerned that the set-aside will backlash
as other interest groups demand similar
trcatment. "Wc¢ have always been opposed
to any type of sct asides and feel they
provide a dangcrous precedent,” said
Harry Schnibbe, Exccutive Dircctor of the
National Association of State Mental
Health Program Dircctors.




PROGRAM UPDATE

Alternatives to Residential Placements

Within a system of care, there is a need for each type of ser-
vice from the least restrictive to the most restrictive and from
the least intensive to the most intensive. However, one of the
guiding principles for a system of care is that children with emo-
tional problems "should receive services within the lcast restric-
tive, most normative environment that is clinically appropriate”
(Stroul & Friedman, 1986).

The report of the "Invisible Children Project” of the Nation-
al Mental Health Association (NMHA), released in November,
1988, highlights the fact that approximately 5,000 children are
being placed out of their own state, and 22,000 childrcn are
being placed in state hospitals within a one year period. As the
NMHA report indicates, not all of these placements arc inap-
propriatc. However, the experience of a number of states indi-
cates that there arc a varicty of strategics for reducing these
types of placements, and insuring that they arc restricted to
youngsters for whom there is an absolute nced. This edition of
Program Update builds on the findings of the Invisible Children
Project to briefly review some of thesc developments.

There arc a number of strategics that states have uscd for
devcloping alternatives to residential placcments.  These
strategics arc not mutually exclusive and can be uscd in com-
bination with cach other. They include the following:

e Devcloping New Scrvices

e Modifying Fiscal Incentives

o Establishing Stricter Gatckeeping Mechanisms
e Increasing Accountability

e Dcvelopment of Policics/Statutes

e Modifying Attitudes and Belicfs

Developing New Services

Onc of the first and most intluential demonstrations that
most youngsters can be served within a community-based sys-
tem took place in North Carolina in the afte: math of a class ac-
tion lawsuit known as "Willic M. et al. v. James B. Hunt, Jr. ¢t
al," filed in1979. As arcsult of the sctticment of this suit, North
Carolina developed a broad range of community-based services
targeted specifically at "scriously emotionally, mentally, and
ncurologically handicapped children and adolescents who are
also violent and assaultive” (Behar, I€ 5).

The approach developed in North Carolina emphasized that
“the full continuum of carec must be in place,” and "individual-
ized treatment and cducational planning, with broadly defincd
casc management as the backbonc is essential to the success of
the service system” (Behar, 1985). After four years of program
development, North Carolina found that only 6.8% of this very
severe population needed to be served out of their region and
in sccurc scttings (Bchar, 1985).

A recent report on this program from a psychiatric perspec-
tive concludces that "the North Carolina Willic M. program is a
significant social experiment that is demonstrating that through
the provision of adequate resources, the majority of chronical-
ly mentally ill, violent youth can be provided mcaningful,
stabilizing supportive community carc” (Kcith, 1988).

The emphasis on individualized treatment was carricd to an

even greater extreme in bringing children back from out of statc
placcments in Alaska. This multi-agency cffort, called the Alas-
ka Youth Initiative (AYT), emphasizes the conducting of an in-
tensive environmental assessment for cach youngster, and the
development of a highly individualized trecatment plan (Van-
DcnBerg, 1988). The individualized nature of the trecatment is
a major hallmark of the success of this program which, over a
three year period, has brought back from out-of-statc or
prevented placement for 50 youngsters. This is done not by
simply "placing" youngsters closer to home, rather it is done by
developing individualized scrvice approaches for cach child.
The AYI is having an impact outside of Alaska as well. For
cxample, Washington State is in the process of developing an
initiative modeled after the creative programming efforts of the
AYI and the Kalcidoscope program in lilinois. In a Request
for Proposals recently issucd by the Washington Department

S

"Individualized treatment and educational planning,
with broadly defined case management as the backbone
is essential to the success of the service system”

— Lenore Behar, 1983

of Social and Hecalth Services, an emphasis is placed on in-
dividualized programs that provide unconditional care, nor-
malized care, include familics, and offer an habilitation focus.

A multi-agency cffort to divert youngsters from residential
trcatment through providing a coordinated range of services
has had success in Ventura County, California (Ventura Coun-
ty, 1986) and will soon be cxtended to other areas of the statc.

Within the 1980s there has been considerable progress in the
development of particular service models that have ap-
plicability tc cffortsto keep children in their family, or in a fami-
Iy type of situation. if at all possible. Many of these have been
reviewed in carlicr issucs of Update (Home Based Services, Day
Treatment, Therapeutic Foster Care, Case Management,
Crisis/Emergency Service', and Individualized Approaches), and
werc highlighted at the summer, 1988, Training Institutes in
Bovlder, Colorado, sponsored by the Child and Adolescent
Service System Program (CASSP) (sec article, page 11). Each
of these approaches, when embedded in an integrated system,
appcars to have the potential to climinate the need for restric-
tive residential placements for some youngsters, and to insurc
that those youngsters who end up in such placements genuinc-
ly need them.

For cxample, after reviewing the cvaluation findings on
home-based scrvices recently as part of the CASSP, Stroul con-
cluded that “"grcater availability of these services will enable
many troubled children to remain with their familics and will
cnsure that those children placed in residential treatment set-
tings truly nced to be there” (1988).

Similarly, in a review of crisis services Goldman concludes
that “increasingly, other alternatives (to inpaticnt psychiatric
hospitalization) that providc trcatment to youth in crisis arc
being viewed as therapeutically effective, more appropriate for
serving children and adolescents, and less costly” (1988).
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There arc scveral models that have been developed that
specifically look at the balance of services in the intensive non-
rcsidential components compared to the residential com-
ponents (Behar, Holland, & MacBeth, 1987; Fricdman, 1987).
These models emphasize the need for a greater capacity in in-
tensive non-residential components, if the inappropriate usc of
residential placements is to be reduced.

Modifying Fiscal Incentives

Within an effective system of care, fiscal policies “should
crcate incentives for effective, community-bascd systems of ser-
vice” (Stroul & Friedman, 1986) rather than incentives for usc
of restrictive placements. In a system where the cost of place-
ment in astate hospitalis assumed by astatc agency and is there-
forc “frce” to the local community and the cost of
community-bascd scrvices arc assumed by local agencies, then
the fiscal incentive is towards state hospital placcment rather
than service in thec community.

In their cffort to bring youngsters back from out-of-state
placements, the AYI got a commitment that they could usc the
moncy being spent on out-of-state placcments for local services.
They were then able to develop not only effcctive local services
but also less expensive services (VanDcnBerg, 1988).

In Vermont, a waiver was obtaincd from the Health Carc
Financing Adminisiration (HCFA) to use Mecdicaid funds to
provide home and community bascd scrvices for youngsters
who might otherwise rcquire statc hospitulization. This
resulted in a marked decreasc in the number of childrenin state
hospitals (Update, 1987). Despitc this, however, no other state
waivers have been allowed and states that have liberal hospital
coverage for children with emotional problems have scen their
cxpenditures in this area grow rapidly.

New legislation passed in Ohio in 1988 secks to gradually

o

"Greater availability of these: services will enable many
troubled children to remain with their families...”

— Beth Stroul, 1988

transfer funds used to manage statc hospitals to community
mental health boards (Update, Summer 1988). Asthisis done,
placements in state hospitals for children and adalts will ccase
to be "frec” to the local communities. This is designed to place
greater responsibility at the community level, to establish incen-
tives for less restrictive ~nd morce cost-cffective services, and to
cstablish closer coordination between community and hospital
scrvices. With such a system in operation in Wisconsin for
adults, some communitics have shown major decreases in their
usc of state hospitals (Alpha Center, 1986).

In Florida, most of the public funds available for residential
trcatments arc decentralized and placed under the control of
the 11 service districts in the state. Since the money s their own
to use under certain controls, cach district has an incentive to
be frugal so that it may get the largest benefit for its resources.

Q

A sccond ‘mportant fiscal issue, in addition to the types of
incentives that arc created by the funding policices, is funding
flexibility. Most of the funding for mental health scivices in
statcs has to be expended for particular categorics of service,
c.g, day treatment, or placcment in a residential treatment
facility. This produccs situations where a trcatment tcam may
wish to provide an in-home counsclor for a family, for cxample,
but where the only available moncy is for a slot in a day treat-
ment or residential program. As a conscquence, the youngst.'r
may cnd up in a program that is more cxpensive and less benefi-
cial.

Some of the morc promising innovations, such as AYI, the
Kalcidoscope program in Chicago, thc Willic M. program in
North Carolina, and casc managem~nt in Florida, cmphasize
the nced for funding flexibility to provide the ability to genuine-
lv individualizc treatment, and to reduce the need for residen-
tial treatment (Update, 1986). The provision of flexible funding,
with proper monitoring procedures, is an action that can
provide improved services without costing any morc (and pos-
sibly saving moncy).

Establishing Stricter Gatekeeping
Mechanisms

According to the Invisible Children report, fewer than half
of the 15 states surveyed on this issuc had an interagency

gatckecping mechanism in place to screen children to insure -

that an out-of-home placement was needed and appropriate.
Such a committce is an important protection for a child and
family at the time a placement is being considered, and is also
an important protection after a child has been placed, by peri-
odically reviewing progress and asscssing the need for such a
placcment (Stroul & Fricdman, 1986).

In Florida such a committee operates in cach of the service
districts, and is closcly coordinated with case management ser-
vices. No child can be placed in a residential setting because of
cmotional problems with public moncy unless that committee
has revicwed the situation and determined that the child in fact
needs the service, and that less restrictive services have already
been tricd. This includes children who are dependent, delin-
quent, both, or ncither.

In Nebraska, the Department of Social Scrvices in 1987
developed a "Mental Health Review Team” to monitor the care
of children placed in restrictive residential settings (Nichols,
1988). Within 30 days after its initiation, there was a reduction
in thc number of voungsters in restrictive residential scttings
from 89 to 59, with no child being removed against medical ad-
vice and all 30 youngsters being moved to less restrictive set-
tings. Within a 12 month period, the number of youngsters was
reduced by a total of 54 with very few youngsters requiring
rchospitalization.

In many statcs, the procedure that is followed to determine
whether a child nceds residential placement because of emo-
tional problems varics from agency to agency, or community to
community. Given the i nportance of this decision in the life of
the child and the family, and the substantial cost of residential
placements, the cstablishment of consistent, carcful, multi-
agency gatckeeping mechanisms is an important protection.

Aruitoxt provided by Eic:
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Alternatives to Residential Treatment
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Increasing Accountability

Another mechanism for recducing inappropriate placcments
involves careful data collection and community-based account-
ability. There is a long way to go in this regard, however. For
examplc, the Invisible Children study found that "many states
didn’t know very much about their Invisible Children. They
didn’t know how many there were, where they were being
trcatcd, nor how much money was being spent on trcatment.”

In particular, even in instances where states are aware of the
number of children placed in statc hospitals or out-of-state, they
do not always break this information down to identify the
rcgions of referrals. Within an effort to develop a community-
bascd system of care, such a breakdown is cssential to increasc
community accountability and responsibility for their children.

The "Bring our Children Homc" campaign in Florida in 1984
provided monthly data, presented very pubiically in the newslet-
ter of the Florida Council for Community Mcntal Health, of the
number of children in out-of-state placcments per service dis-
trict. Data were also included on the percentage of children
placcd out-of-statc from cach district in rclation to the overall
percentage of the state’s population of children placed out-of-
statc (Dcndy, 1988).

Such an approach allowed districts with few placcments to
get public acknowledgement whilc increasing public awarcncss
of the districts with excessive placements. This simple usc of
data heightened accountability and contributed to the success
of the effort.

Another approach to reducing placements in statc hospitals
and in out-of-statc facilitics is the devclopment of formal
statutcs, mandates, or policics. Arkansas is an cxamplc of a
statc that recently reccived a legislative mandate to bring back
all children from cut of state. This mandatc has been followed
by a rapid reduction in such placements.

In Massachusctts in the mid 1980s, the Governor decrecd that
no adolescents would be on units with adults in statc hospitals.
This resulied in an assessment of cach youngster in the state
hospital to determine if he/she still needed to be there. Asa
result of the effort, not only were youngsters removed from units
with adults but about onc-third of the total group was placed in
community scttings.

In addition statc policies about the use of residential place-
ments, particularly out-of-state, arc of symbolic value in provid-
ing a clear statement of valucs and philosophy. This i< oftcn a
needed step before scrvice changes arc made.

Modifying Attitudes and Beliefs

Other important and yct intangible factors affccting the usc
of state hospitals and out-of-statc placements includc the at-
titudes and Helicfs of key decision-makers about the relative cf-
fectiveness of such placements in comparison to somc of the
more intensive and individualized community-based altcrna-
tives, The belicf in the valac of restrictive residential place-
ments in rclation to community-based scrvices is oftri
cxtrcmely strong despite the abscnce of rescarch support
(Curry, 1986; Fricdman & Strect, 1985: U.S. Office of Technol-
ogy Asscssment, 1986).

The main approach that states arc taking to modify these
belicfs is to bring information about new scrvice developments
and rescarch findings to the attention of decision makers and
advocates. This is accomplished through a varicty of methods:
conducting conferences and workshops at which information on
ncw developments is presented, distributing written informa-
tion, and arranging consultation with cxperts in the ficld.

Morc and more, as intcerest in these issucs grow, states are
taking small delegations of criticai leaders to visit communitics
in other states so that the new approaches car be observed
dircctly.

Overall, there arc a varicty of approaches that states have
taken and can consider in their efforts to reduce inappropriatce
placements of children in state hospitals and in out-of-statc
facilitics. These approaches clearly include the development of
new services but also include other important features such as
cxamining gatckeeping mechanisms and fiscal incentives.

Without question there will always be a small numbcr of
youngsters who will require trecatment in restrictive scttings.
The results of the Invisible Children study and the experience
of many communitics indicate, however, that there is con-
siderable room for improvement through use of the proccdures
described here.

Alternatives to Residential Treatment
References and Resources

Alpha Center. {(1986). Redirecting State Dol-
lars to Build Community-Bascd Mental
Health Systems. Available from David
Goodrick, Cosmos Corp., 1011 D St., SE,
Washington, DC 20003.

Arkansas. Information available from Bill Un-
derwood, Division of Children and Family
Svcs. DHS, PO Box 1437, Little Rock, AR
72203.

Behar, L. (1985). Changing patterns of state
responsibility: A casc study of North
Carolina. Journal of Clinical Child Psychol-
ogy, 14, 188-195.

Behar, L., Holland, J., & MacBeth, G. (1987).
Distribution of mental health service com-

27611.

ponentsand their costs within a comprehen-
sive system for children and adolescents:
The North Carolina Plan. Available from
Dr. Lenore Behar,
Resources, 325 N. Salisbury St., Raleigh, NC

Curry, J. F. (1986). Outcome studics of
psychiatric hospitalization and residential
trcatment of youth: Conceptual and re-
scarch implications.
annual meccting of the Amecrican
Psychological Association, August.
Washington, D.C.

Dendy. C. (1988). For information contact
Chris Zcigicr-Dendy. 821 Cramac Dr.,

I.awrencewille, GA 30245,

Florida. Information available from DeVon
Hardy, HRS. Alcohol. Drug Abusc and
Mecntat Health Program Office. 1317
Winewood Bivd., Tallahassce, FL 32399.

Fricdman. R. M. (1987). Sernvice capacity in a
balanced system of senices for senously
cmotionally disturbed children. Un-
published manuscnpt, available from the
Rescarch and Training Center for
Children's Mental Health. Florida Mental
Health Institute. 13301 N, 301h St.. Tampa.
F1.33612.

Dept. of Human

Paper prescnted at

Continued on Page 16. |

Aruitoxt provided by Eic:

(2




In Sept. 1988, the Child and Adoles-
cent Service System Program (CASSP)
announced the award of 12 new grants.
Thesc included three Capacity Building
Grants to Arkansas, New Hampshire,
and Utah; scven State-level CASSP
Grants to California, Maryland, Mis-
souri, North Carolina, Oregon, South
Dakota, and Tecxas; and two Community-
level CASSP Grants to Mississippi and
Pennsylvania. With the announcement
of the new & ards, CASSP is now active-
ly operating in a total of forty states.

In addition to the ongoing grant
program, CASSP continucs to cxpand
the scope of its technical assistance cf-
forts. The CASSP Minority Initiative
(sce article page 4) expects to publish in
carly 1989 Part I of a two volume publi-
cation conceptualizing a culturally com-
pctent system of carc encompassing
philosophy, principies and actual ex-
amples of culturally competent prac-
tices. Part II will be based on a national
survey and will include descriptions of
culturally competent services, program
components, and dclivery systems.

To help states in their efforts to plan,
develop, and finance a coordinated sys-
tem of care, CASSP in collaboration with
the National Association of State Mental
Hcalth Program Directors sponsored a
workshop on Sept. 14-15. 1988 on
Mcdicaid funding for community-based
mental health services for children and
youth with severe emotional disturban-
ces. The workshop focused on six
specific  options:  clinic  services,
rchabilitation services, personal care scr-
vices, home and community-based
waivers, carly and periodic screening,

By Judith Katz-Eeavy
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Judith Katz-Leavy, Asst. Chief, Child
and Family Support Branch, NIMH, ad-
dressing the CASSP Training Institute in
Boulder, CO.

diagnosis and trecatment, and casc
management. The CASSP Technical As-
sistance (TA) Center is preparing a
workshop report.

As part of the continuing effort to ex-
pand the "Families As Allies” momentum,
CASSP made available, through the
Portland Rescarch and Training Centcr,
$100,00 to support five statcwide parcnt
networking grants. The project’s purposc
is to promote the organization of parcnts
of children with serious emotional disor-
ders to provide support, acquirc informa-
tion about their children’s illness, and
learn to advocate. Awards were made to
parent organizations in Hawaii, Montana,
Minncsota, Virginia and Wisconsin.

Another offspring of the "Families As
Allies” effort was the working conference

~
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held Dec. 10-11, 1988 in Washington,
DC. The purposc of this mecting was 1o
develop five year goals addressing key is-
sues and to lay the groundwork for anon-
going national coalition of familics,
professionals and other citizens con-
cerned with improving scrvices for
children and adolescents with scrious
cmotional problems.

The High Risk Program within the
Child and Family Support Branch
(CFSB) continucs to develop informa-
tion and tcchnical assistance matcrials
rclated to homeless children/adoles-
cents and to children at risk for HIV in-
fection. A curriculum is now available
from the Branch for use in training shel-
ter personncel to work more cffectively
with homeless familics. A description of
various programs scrving the homcless
will be available by March.

In conjunction with the CASSP TA
Center at Georgetown, the Branch com-
missioncd the Child Welfare Leaguce of
America to develop a sct of rccom-
mended AIDS policics for residential
carc facilities. Anothcr publication,
soon to be available through Gceor-
gctown, includes the presentation froma
Junc 1988 workshop which focused on
AIDS prevention for children with
scrious cmotional disturbances.

A September workshop on rcfugee
children who had come from zoncs of
violence was held to summarize what is
known about the mental health needs of
rcfugee children and to identify both ser-
vice nceds and rescarch gaps. Con-
ference  proceedings arc  being
developed through the CASSP TA Cen-
ter.

E «uider Institutes Provide In-depth Training

Over 350 people from 46 siates at-
tended the Training Instituics on Com-

The Institutcs went beyond typical

pendence Service (TRIS). Sicklerville, NJ;

workshops by providing in-depth, practi-
cal information on thrce types of innova-
tive community-bascd scrvices -- crisis
scrvices, home-basecd  scrvices  and
therapeutic foster care. Staff from cight
programs served as faculty for the In-
stitutes. with cach program lcading day-
long scssions describing its program
modc! and approach.

The programs providing Institute facul-
ty include: Child and Adolescent Emer-
geney Service and Respite Hoase, South
Shore Mental Health Center, Quincy,
MA: Children's Crisis Intervention Scr-
vices, Transitional Residence  inde

Family Advocate Project, Counscling Scr-
vice of Addison County, Middicbury, VT:
Family Network and Individual Residen-
tial Trcatment, Lec Mental Health Center,
Ft Mycrs, FL; Homcbuilders, Behavioral
Scicnces Institute, Federal Way, WA
Huckleberry  House, Columbus, OH;
Pressley Ridge Youth Development Ex-
tension  (PRYDE), Pressley  Ridge
Schools, Pittsburgh, PA; and Satcllite
Family Qutrcach Program, Kalcidoscope,
Chicago, IL.

Information is available from CASSP
TA Center, 380K Reservoir Rd., NW,
Washington, DC 20007.

(3 11

munity-Based Services for  Scverely
Emotionally Disturbed Children and
Youth held in Boulder, Colorado from
July 25-28, 1988. Participants and faculty
represented mental health, child weifare,
juvenile justice, and education agencics as
well as policymakers, advocates, and
parcnts.  Great intcrest was shown in
lcarning how to develop more clfective
programs for cmotionally disturbed
children reported conference organizers
Sybil Goldman and Beth Stroul, of the
Georgetown CASSP  Technical  Assis-
© nccCenter,




CROSS COUNTRY UPDATE

“

GEORGIA

Uncxpected new funding became avail-
able in FY ’89, due to the development of
a multi-ycar capacity building plan which
containcd a description of scrvices and
dollar amounts nccessary for a com-
prchensive community-based system of
carc, and the cfforts of a strong local ad-
vocacy group. The $450,000 allocation will
give ascven countyarca, a 20 slot daytreat-
ment  program, a 6 slot adolescent
therapeutic group home and $5,000 for
purchasc of respite carc. This total alloca-
tion is the first new funding for child and
adolescent  community-bascd  mental
hcalth services in four years.

As part of its continuing cfforts to
promote narcnt/professional collabora-
tion, Georgia CASSP will sponsor 8
rcgional onc-day “Familics As Allics”
workshops. In cach arca, planning com-
mittces will develop an agenda and invite
parcnts and professionals to attend.
Psychocducation centers will also be asked
1o participate as cO-sponsors.

IDAHO

The Idaho CASSP project was trans-
ferred from the Burcau of Mental Health
within thec Division of Community
Rchabilitation to the newly-formed
Division of Family and Children’s Services
(FACS) within the Department of Health
and Welfarc. This relocation will allow
CASSP projcct staff to cxpand the range
of technical assistance services offered
throughout the state.

Major CASSP activitics include com-
pleting a Migrant Head Start Project,
funded by CASSP and administered by the
Idaho Migrant Council; improving mental
hcalth scrvices to Head Start children and
their familics through the usc of bilingual
mental health professionals; working with
foster paicnts to provide training, respite
and support group assistancc; and
developing a rcgional training agenda for
disseminating policy on the placcment and
monitoring of children in intensive com-
munity-based, residential and institutional
trcatment facilitics.

The CASSP project staff were very
plcascd to have Bob Fricdman, Bcth
Stroul, Barbara Fricsen and Richard Vos-
ler-Hunter at the national "Empowering
Familics’ 88" conference held in Boisc on

Q@ tober 17.
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MINNESOTA

As Minncsota begins developing a child
and adolescent mental health system, three
major cfforts are underway. Applications
arc currently being reviewed to fund coun-
ty-level children’s mental health projects
beginning 1989.  Thesc projects will
demonstrate how the CASSP model will
work on a county level (both urban and
rural) in Minnesota.

Minncsota is circulating the initial draft
of its children’s mental health legislative
plan for statewidc input. The plan will be
presented to the Legislature in January,
1989. This effort will amend the 1987 Min-
ncsota Comprehensive Mental Health Act
to include the specific needs of children
and is drafted from the CASSP modcl.

Nceds asscssment surveys arc coming in
from cach of Minncsota’s 87 countics.
These surveys ask countics to describe
their system of care, including scrvice
quality and availability.

MISSISSIPPI

hance intcragency coopcration on a con-
tinuing basis, and to dcmonstrate cost
savings while providing quality casc
management SErvices.

NEW JERSEY

New Jerscy’s Division of Mental Health
and Hospitals rccently announced a $1.6
million "Challenge Grant” initiativc,
designed to facilitate and cncourage the
development and cxpansion of county-
based scrvices for SED children and
adolescents. Three grants will be awarded
bascd on established categorics which
recognize the wide varicty of population
sizes between counties.  These grants
proposc a "challenge” to countics to design
and coordinatc a system of carc based on
local nceds, maximizing cxisting and
potential fiscal resources from other child
scrving systems.

NEW YORK

Mississippi CASSP began its fifth ycar
with particular attention paid to Family
Empowcrment and Minority Develop-
ment. On-going CASSP activitics involve
facilitating the development of parent sup-
port groups and parent involvement nct-
works. CASSP will target onc county in
cach of its threc rcgions to develop
minority support and advocacy nctworks
during the current grant year. A cross cul-
tural training manual will be coordinated
with the Division of Human Rcsources.
within the State Department of Mental
Hecalth.

The 4th annual statewide Networking
for Change conference was held Sept. 14 -
15, 1988, and was co-sponsorcd by CASSP.
The conference focused on  family-
centered scrvices delivery at local and
state levels.

With a ncw NIMH grant, Mississippi
CASSP plans to further develop the direct-
scrvice case management model toinclude
services provided to youth cxiting the
Dcpartment of Youth Services’ juvenile
delinquent residential programs and the
Dcpartment of Public Welfarc foster care
program. The purposc of thc community
levei system development model is to
demonstratc for three years the ability of a
coordinated casc managcment system to
improve identified child problems, to cn-
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This ycar New York Statc CASSP is
funding the operation of 13 Family Sup-
port groups that will providc informa-
tion/education, skills  building, and
support to familics who have a child who
is serisusly cmotionally disturbed. The
groups will cover a number of topics from
behavior management to advocacy. On
Scpt. 28, 1988, 24 parcnts and profes-
sionals participated in a 2-1/2 day train-
the-trainers program. The training was
conducted by the Mental Health Associa-
von in Ulster County and fundcd by
CASSP. The Mecntal Health Association
in Ulster County is also complcting a train-
ing manual on thc development and
facilitation of parcnt support groups. This
manual wili soon bc available to other
CASSP states.

Landmark legislation was passed that
will allow the state to grant awards to local
governments to fund the establishment of
community-nased scrvices for youth at
100% nct deficit funding. This legislation
will have a main impact on the develop-
ment of mental health services for children
with scrious cmotional disturbances and
their familics.

Governor Mario Cuomo called for the
cstablishment  of an  Intcragency
Children’s Task Force to look at: a) access
to scrvices; b) the planning proccess; and ¢)




capital improvements to children™
facilitics. One outcome of this task force
is the development of an interagency Mar-
shall Plan approach to revitalize distressed
communitics in New York State. Twelve
communitics arc targeted for this initia-
tive. CASSP welcomes the opportunity to
collaboratc with other state agencics to
develop creative solution options for
providing the wide range of scrvices re-
quircd by these at-risk communitics.

OKLAHOMA

On September 23-24, 1988, Okiahoma
CASSP participated in Oklahoma’s 2nd
Annual Familics as Allics conference.
NBC Nightlv News covered this con-
ference to film a story regarding respite
carc for children with scvere emotional
disturbances. Ficld Producer Richard
Berman, and Correspondent Jennifer Mc-
Lougan were impressed with the Familics
as Allics concept and overwhelmed by the
lack of respite for families of children with
cmotional disturbances. The scgment
aircd on November 12th.

RHODE ISLAND

The Department of Children and Their
Familics, Division of Childr.n’s Mcntal

Health Resources has had as its goal since
1985 planning, imnlcmenting and monitor-
ing of a system of carc for childrcn who arc
mentally ill. Present focus is on better
coordinationamongstatc dcpartments, in-
clusion of 3rd partyinsuicrs and incrcased
community impact. Recent activitics have
involved development of a collaborative
cffort among local cducation authoritics,
community mental health services and the
Dcpartment; development of Medicaid
options for ambulatory outpaticnt trcat-
wcnt for children and youth; and obtain-
ing state appropriations for staffing a
residential counscling center.

VERMONT

In June 1988. the local and state inter-
agency system which Vermont CASSP has
developed and worked with for two years,
was signed inio law. Esscntially, the new
legislation, $165, mandatcs a coordinated
dclivery of services to children and adoles-
cents who have a scvere emotional distur-
bance (SED) and their familics from the
planning and budgcting process of the
major departments to the individual plan
of cach quaiificd child or adolcscent.

Vermont has made significant progress
in the arca of program development. In
October, Vermont's Department of Men-
tal Health was awarded a grant to provide
respite care Lo familics of children who are

SED. Not only will respite services be
developed statewide. there will also be
training and cvaluation of respite workers
and program design.

Ninc intensive family-based scrvice
programs now opcrate throughout Ver-
mont as a result of additional state fund-
ing. It is hoped that funding for three
additional programs will be allocated this
year, creating intensive family-based ser-
vices programs in cach region of the state.

WEST VIRGINIA

The new CASSP Project Director for
West Virginia is David Majic. Efforts arc
undcrway to expand the regional projects.
The results will be a statewide parent ad-
vocacy organization that spcaks as one
voice, the development ol a grassroots
constitucncy, media campaign for children
(anti-stigma, family preservation,
children’s rights, ctc.), a health promotion
projcct, public hcarings, an annual
Governor’s  Conference,  plus  three
rcgional symposiums, and ten full-day
workshops throughout the State.

A consultant has been hired by the
State Council for Children’s Services for
onc year to address interagency policies
and procedures, to develop a statewide in-
teragency tracking system and to address
the need to reduce fragmentation in ser-
vice delivery.

STATE CONTACTS:
Ron Caldarone
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RESEARCH UPDATE

Learning Disabilities

The report to the U.S. Congress of the Interagency Commit-
tce on Learning Disabilities calls for a new definition of learning
disabilitics, and more emphasis on multidisciplinary research.

As a result of its work, the Commiltee estimates that 5 to 10%
ofthe U.S. population is affectcd by learning disabilitics, and that
prevalence is somewhat higher among socioeconomically disad-
vantaged populations, and higher in males than in females. The
Committee proposed a revised definition of learning disabilities
to focus more on social skills deficits, and to indicate that atten-
tion deficit disorder may accompany learning disabilities.
However, the Committee represcntative from the Department
of Education disscnted from this recommendation on the basis
that such a change might affcct eligiblity requirements under the
Education of All Handicapped Children Act.

The Committec called for more coordinated multidiscipli-
nary rescarch, one goal of which would be the development of a
classification system that clearly distinguishes between Iearning
disabilitics, attention deficit disorders, and conduct disorders.

The report by the Intcragency Committce on Learning Dis-
abilitics, cntitled 4 Report to the U.S. Congress (1987) is available
from the National Institutes of Health, 9000 Rockvilic Pike,
Bethesda, MD 20892.

Preventing Teenage Suicide

Efforts to prevent teenage suicide are reviewed in arecent ar-
ticlc by David Shaffer and his colleagucs in the Journal of the
American Academy of Child and Adolescent Psychiatry.

Shaffer indicates that the rate of suicide in 1984 for all 15-19
year olds was ninc deaths per 100,000 population. As a result of
this relatively low rate, he suggests that preventive efforts tar-
geted towards high-risk groups may be "a more cfficient strategy”
than cfforts dirccted to the genceral population.

He concludes that the rescarch findings on general educa-
tional programs do little to support their valuc. "Most students
do not need them, and those who do would probably be better
served by an individualized approach to their clinical problems,”
according to Shaffer.

While reaching this conclusion, Shaffer indicates that "it is too
soon to draw closurc on suicide prevention,” and that cfforts
should be directed towards focused, high-risk interventions, and
towards gaining incrcased knowledge of specific risk factors.

"Preventing Teenage Suicide: A Critical Review”, by David
Shaffcr, Ann Garland, Madelyn Gould, Prudence Fisher, and
Paul Trautman, Joumal of the American Academy of Child and
Adolescent Psychiatry, 1988, 27.675-687.

Social Supports and Mental Iliness

A special section of the American Joumal of Psychiatry
reviews rescarch on the relationship between social supports and
mental illncss. The guest editor for this section, Marc Galanter,
indicatcs that while it seems intuitively correct "that our emotion-
al well-being is affected by the support of people close to us,”
only in recent vears has the research been done to demonstrate
"the way social .upports are relevant to the course and treatment
of mental iliness.”

Galanter concludes in his editorial on the special section that
"we have reached a point where patients’ treatment plans should

@ cindividualized to include assessments of their social networks
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and the steps that may be taken in collaboration with community
resources to address observed deficiencies.”" He indicates fur-
ther research is needed to test out the efficacy of various ap-
proaches for strengthening social support networks.

The special section is published in the October, 1988 edition
of the American Joumal of Psychiatry, 145:1248-1270.

Cost-Benefit in Special Education

The potential valuc of bencfit-cost analysis in special cduca-
tion is discussed and illustrated in a recent article by Darrell R.
Lewis. The value of this approach is illustratcd in a follow-up
study of students classificd as mildly retarded and who com-
pleted at least 12 years of education in a suburban school district
in Minnesota.

The resuits of the study indicate that "with appropriately iden-
tified, measured,and valucd costs and benefits, it is possible to
cmploy a formal benefit-cost framework to assess the efficiency
of special education services.” The model takes into account not
only benefits and costs that can be clearly given a monctary value
but also other bencfits including increased self-sufficiency, self-
esteem, and quality of life.

The authors conclude that while the most promising applica-
tions of this framcwork involve comparisons of alternative treat-
ments, particularly where random assignment to conditions has
taken place, the model can be employed with other types of com-
parisons as well.

The article is entitled "Using Bencfit-Cost Analysis in Special
Education," by Darrell Lewis, Robert Bruininks, Martha Thur-
low, and Kevin McGrew, and is published in Exceptional
Children, 1988, 55:203-214.

RTCCMH Studies Available

Early results of a six-statc study of children identified as
seriously cmotionally disturbed cither by the public mental
health or school system are now available. The study is being
conducted by the Rescarch and Training Center for Children’s
Mental Health at the Florida Mental Health Institute, and the
precise titles of the manuscripts are listed in the resource sce-
tion (page 15).

The first papers provide general descriptive information on
measures of intelicctual and educational functioning, cmotional
and behavioral problems, and adaptive behavior. They also
present a description of the major diagnoses of the youngsters,
bascd on the administration of a structured psychiatric interview
for children (DISC). Findings on family cohesion and adaptive-
ness, as perceived both by the youngsters and their parcnts, are
also presented.

JUST AVAILABLE

A monograph on Improving Practice Technology for Work
with High Risk Families: Lessons from the "Homebuilders" So-
cial Work Education Project has just been released.

Order from: Monograph, University of Washington,
School of Social Work, JH-30, 4101 15th Avenue, NE, Sezat-
tle, WA 98195.

Price: $10.
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RESOURCES UPDATE

The Research and Training Center
for  Children’s Mental Heaith
(RTCCMH) of the Florida Mental
Health Institute is funded by the Nation-
al Institute of Disability and Rehabilita-
tion Research and the National Institute
of Mental Health. The RTCCMH mis-
sion is to improve services for children
with emotional disturbances and their
families by increasing the knowledge
basc for such scrvices. As part of its com-
mitment to this mission, RTCCMH
provides a variety of training, consult-
ation, and dissemination activities.

Recent publications bythe RTCCMH

Research and Training Center xor Children’s Mental Health

staff include:

#503 Service Trends in the Children’s
Mental Health System: Implica-
tions for the Training of
Psychologists, September 1988.

#504 The Role of Therapeutic Foster
Care in an Overall System of Care:
Issues in Service Delivery and
Program Evaluation. January,
1988.

#505 Characteristics of Children with
Serious Emotional Disturbances
Identified by Public Systems
December, 1988.

#506 The Diagnostic Interview Schedule

for Children: A Studyof Its Utility
with Children and Adolescents
Idcntificd as Emotionally Dis-
turbed by Mcntal Health and
Special Education Systcms.
December, 1988.

An Annotated Bibliography describ-
ing papers preparcd by RTCCMH staff
is available upon request.

Copies of material or further informa-
tion can be obtaincd from Dr. Al Duch-
nowski, Dircctor of  Training,
Consultation and  Disscmination,
RTCCMH, 13301 Brucc B. Downs Blvd.,
Tampa, FL 33612, (813) 974-4500.

Minority Children Services

The New Jersey CASSP Program
released the proceedings from a 1987
planning session, "Devcloping Mcntal
Hcalth Services for Minority Youth and
Their Families.”  These proccedings
prescnt an overview of the special needs of
culturally diverse, cthnic minority groups.
The workshop participants, in strategizing
wayvs to affect change in the service
dclivery system, identificd an Action Plan
of specific tasks te be undertaken by the
CASSP staff. Available from: Burcau of
Children’s Services, Division of Mental
Hecalth and Hospitals, N.J. Department of
Human Services, CN 700, Trenton, NJ
118625.

Kecping Indian Families
Together

A Special Issuc of the American Indian
Newsletter is devoted to developing the
potential  of family-based placement
prevention services for American Indians.
The issuc discusses the need for prevent-
ing placements and the relevance to Indian
child welfare, an overview of family preser-
vation services with specific project cx-
ampilcs, as well as policy issucs relating to
Indian familics.

Available from the Amcrican Indian
Law Center, P.O. Box 4456 - Station A, Al-
buquerque, NM 87196.

Homeless Training curriculum
A “Training Curriculum on Hclping
Homcless Famiiics™ has been prepared by
Lorence A. Long for the National Institute
@ Mental Health. The training manual
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provides a comprehensive review of this
social problem, methods for working with
homeless familics, and approaches to
working within organizations and com-
munitics. The curriculum is available
from: Jean Garrison, Ph.D., Child & Fami-
ly Support Branch, NIMH, 5600 Fishcrs
Lanc, Room 7C-14, Rockville, MD 20857.

Networking Guide

A guidc on nctworking mental heaith
services for children and adolescents has
been prepared by the llinois Joint Scr-
vices Children’s Initiative (JSCI). Spon-
sorcd by the Hlinois Department of Mental
Hcaith and Decvclopmental Disabilities
and the Department of Children and
Family Scrvices, this guide discusses the
collaborative cxperiences of ninc state
agencics.

This guide was prepared by Robin M.
Cranc and is cntitled "Our Children
Descrve the Best: A Guide to Networking
in Mcntal Health and Human Services for
Children and Adolescents,”  Available
from Ken Wade, IHinois Dept. of Mental
Hecalth, 401 Stratton Bldg, Springficid, IL
62706.

CASSP Monograph Series

A monograph scrics on providing com-
munity-bascd scrvices to children and
adolescents with scrious emotional distur-
bances is being preparcd by the CASSP
Technical Assistance Center. Volume I
Home-Based Services and Volume I
Crisis Scrvices arc currently available ($10
cach) from the CASSP Technical Assis-
tance Center, Georgetown University
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Child Development Center, 3800 Resevoir
Rd.,NW, Washington, DC 20007. Volume
111: Therapeutic Foster Care and Volume
IV: Systems of Care are in preparation and
will be available in the future.

RWJ Special Report on
Handicapped

"Serving Handicapped  Children: A
Special Report” summarizes the findings
of a S-ycar Collaboration Study of
Children with Special Needs conducted by
the Robert Wood Johnson Founda-
tion(RW1J). The study shows that the pro-
cedural guarantees of PL 94-142 arc
indced in place; that health and related
scrvices arc available although collabora-
tion with non-school medical providers is
weak; and that there are some positive in-
dicators on the cffectiveness of special
cducation,

The Report is available from RW)

Communications Office, P.O. Box 2316,
Princeton, NJ 085-43-2316.

This newsletter is prepared by
RTCCMH staff to provide information
about developments in services for
children with emotional disturbances
and their [amilics. We invitc you to
reproduce the matcrial and distributc
the information in any way you wish for
the purposc of increasing knowledge
about nceds and scrvices in children’s
mental hecalth.

We ask you to acknowledge the
source, and lct us know how you uscd it.
Thanks!
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National Agenda

Continued from page 1.

coalition building versus cstablishing a
separate national organization, the group
agrced to continue mecting for the pur-
pose of devcloping a national organiza-
tion.

A small stecring committce composed
of parents was formed and accepted the
task of arranging the next meeting. Marge
Samclsof Kensington, MD agreed to serve
as interim coordinator and Dr. Arn
Turnbull of the Beach Center, University
of Kansas, agreed to be facilitator for the
next mecting, Dr. Barbara Friesen of the
Portland Rescarch and Training Center
was aprointed to the stecring committec
and can be contacted for further informa-
tion at P.Q. Box 751, Portland, OR 97207,
(503) 464-4040.

Invisible Children
Continued from page 1.

scrved as cffectively in their own home
community if appropriatc commurity ser-
vices had been available.”

Dendy emphasizes the “importance of
advocacy to bring about scrvice change,”
and that alternatives to these placements
for many youngsters "arc definitely avail-
ablc” in terms of the state of knowledge in
the ficld.

The report rccommendations em-
phasize the development of comprehen-
sive, balanced, systcms of community-
based carce. The report also recommends
the development of  "gatckceping
mcchanisms”  with  formal committec

structurcs to determine the appropriate-
ncss of placement of chiidren in out-of-
home trcatment facilitics, the
implementation of case management sys-
tems, and the development of flexibility in
the use of funds.

Other rccommendations call for statcs
to develop specific plans to bring children
home from state hospitals and out-of-state
placements, the implementation of better
data and monitoring systems, and ex-
panded advocacy efforts.

Information on the report can be ob-
tained from NMHA, 1021 Prince Strect,
Alexandria, VA 22314-2971. In addition
to the report, a poster summarizing the
findings is available.
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Continued from page 10.
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The National Governors Association
(NGA) declared, at their meeting in Chi-
cago in July, 1989, that a commitment is
needed to translate c.dsting knowledge
about emotional disorders "into an effec-
tive system to assist these children and
their families in a comprehensive manner.”

A policy statement based on a 1989
study was approved, according to Richard
Jensen of NGA. The study was conducted
by the Human Resources Committee of
NGA under the leadership of Governor
Richard Celeste of Ohio.

"The National Governor’s Associa-
tion is deeply concerned with the issue of
children’s mental health in this country,”
Celeste said. "There is a critical need to
promote and deveiop a real system of care
for children with serious emotional distur-
bances. Parents and families of seriously
disturbed children care about what hap-
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Govemor Richard Celeste of Ohio, Chair of
NGA Human Resources Committee.

pens to their kids, and need to be included
in all levels of program and treatment

planning. The NGA supgorts a more co-
ordinated and integrated system of care
for this country’s youth so that they have
every opportunity to lead full and produc-
tive lives.”

The policy indicates that, "Major
changes are needed to change the focus of
state program structures so that they are
child-centered and family focused. This
simple, but often overlooked, principle
will require states to re-evaluate their pol-
icies, program planning and funding
mechanisms in order to meet the complex
and changing needs of individual children
and their families, including the specific
nceds of minonty and culturally diserse
populations.”

The statement calls for a broad array
of community-based treatment alterna-
tives, with a special focus on therapeutic

Continued on Page 24.

Institute of Medicine Releases Report on Research

Expressing "excitement about the de-
monstrable progress occuring in many
segments of child mental health research,”
in June, 1989, the Institute of Medicine
(IOM) of the National Academy of Sci-
ences released its report entitled, "Re-
search on Children and Adolescents with
Mental, Behavioral, and Developmental
Disorders.”

The report was requested by the Na-
tional Institute of Mental Health (NIMH)
in June, 1988, and was prepared by a 17-
person IOM committee, chaired by Dr.
James Leckman of Yale Universsity, with
Dr. Glen Elliott of the University of Cali-
fornia at San Francisco serving as Vice-
Chair.

The report proposes a national plan
that is intended to be capacity-building in
nature, and "focuses oa three interrelated
. arcas: the need to develop viable and at-
tive indivi-lual careers in child mental

health research; the need {5 eacourage
4nd support programmatic research at the
frontiers of scientific inquiry; and the need
to enhance NIMH’s ability to provide sus-
tained leadership in the area.”

Overall, the plan calls for an increase
in the recommended NIMH budget for
research, training and support in child
mental health from a present annual level
of $52.2 million to $111 million during the
first year of the plan, and $198.5 by the fifth
year of the plan. In calling for such an
increase, the IOM committee indicated
that while it was excited about prior prog-
ress in the field, "it was impress:d that
advances in the field and in related spe-
cialties hold promise of even more impres-
sive gains in the near future.”

Dr. Lewis Judd, NIMH director,
hailed the report as a "pathbreaking exam-
ination of research nceds and opportuni-
ties.” He indicated as well that "progress

within the past two decades has been con-
siderable, and the field is now rcady to
advance rapidly. I am commiticd to sce-
ing that those advances occur.”

Continued on Page 24,
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IRECTOR’S UPDATE

D

By Bob Friedman

Five years ago, we were very fortunate
at the Florida Mental Health Institute
(FMHI) to receive a grant from the Na-
tional Institute on Disability and Rehabili-
tation Research and the National Icstitute
of Mental Health (NIMH) to establish a -
research and training center.

This summer we received the good
news that we have been funded for five
more years. We axe excited and delighted
with this news. Duriag the past five vears,
we have worked with a network of talented
and dedicated individuals from across the country to address important issues
confronting children and families. Personally I have had the good fortune to
work with a wonderful Center staff, a supportive administration at FMHI, and
a very committed group of Ceater advisors and consultants.

We look forward ic comtinuiag to work with people in all capacities from
across the country who share a commitment to troubled children and their
families. We invite you to call or write us if we can be of any assistance.

Much as the Center completes its fifth year of operation, so, too, this is the
fifth birthday of CASSP -- the Child and Adolescent Service System Program
of NIMH. In recognition of the tremendous importance of CASSP, we have
included a four page section on CASSP (pages 16-19).

First, I would like to wish CASSP a Happy Fifth Birthday, and commend it
on what I consider to be an enormous set of accomplishments in a relatively
short time period with very limited funds. Second, 1 would like to especially
thank and congratulate Ira Louric and Judith Katz-Leavy of NIMH along with
others such as Jim Stockdill and Juay Jacobs who have provided outstanding
leadership for CASSP since its inception.

Third, I would like to briefly list what I consider to be the major accomplish-
ments of CASSP.

@ There has been an increased recognition that services for childrea with
serious emotional disturbances and their familics have been greatly
lacking;

e There has been a major conceptual shift in the thinking about service
needs for this population. Specifically, there has been a movement to
recognize the need for community-based, muiti-agency systems of care,
and an increasing focus on developing individualized service ap-
proaches;

o There has been significant progress in re-defining the role of parents and
considerable movement to empower parents to act both on behalf of
their individual children, and on behalf of the larger group of children
and families in need of service;

e There has developed a tremendous network of information-sharing;
e The base of knowledgeable leadership has grown enormously.

There are certainly other important accomplishments of CASSP as well as
arcas in which progress has been less striking. The overall record is clear to me,
however. This five year old child called CASSP, from a developmental stand-
point, has clearly been precocious. The next few years will be critical in
determining if this foundation will serve as a base for important improvements,
or if the growth that bas been achieved so far will be gradually chipped away.
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Robert Wood Johnson Grant Recipients Announced

Twelve states have sccured a grant
under a Robert Wood Johnson Founda-
tion program that will generate up to $20.4
millicn in awards over the next five years
The program cncourages multi-agency,
state-community partnerships to improve
services for children and youth with seri-
ous mental iliness.

The twelve sites approved by the
foundation’s Board of Trustces in July,
1989, are California, the District of Colum-
bia, Kentucky, Michigan, North Carolina,
North Dakota, Ohio, Oregon, Penasylva-
nia, Washington, Wisconsin and Vermont.

The states approved will receive a
onc-year $100,000 development grant to
begin their program, said Michacl
Beachler, program officer for the founda-
tion.

The national program office, directed
by Mary Jane England, M.D., will provide
technical assistance to the sites.

During the first year, the states will be
expected to secure matching funds, obtain
any necessary statutory authority, develop
interagency agreements and develop re-
fined work plans for the integrated system.

Congressional Spouses Hold
Child Mental Health Conference

Declaring that progress in mental
health services for children has seriously
lagged behind progress for adults, a bi-
partisan group of Congressional spouses
conducted its first educational conference
on "Child Mental Health Policy and the
101st Congress," in Washington, D.C. on
June 8, 1989.

The group of Congressional spouses is
chaired by Tipper Gore and consists of ten
spouses who have adopted children’s men-
tal health as a special concern. The con-
ference was co-sponsorcd by the National
Mental Health Association (NMHA), and
many other professional organizations.

The conference followed the release
carlier in the week of the findings of the
NMHA'’s "Invisible Children Project,” and
the National Academy of Scisnce’s (NAS)
report on rescarch nceds in children’s
mental health. Ana Ince presented a sum-
mary of the findings of the NMHA study
while Dr. Joseph Coyle gave an overview
of the NAS recommendations.

In July of 1990, up to cight of the
participating states will be chosen to re-
ceive four-year grants of up to $2.4 million
to implement their programs.

"We were really pleased with the qual-
ity and variety of proposals submitted,’
Beachler said. "There are a lot of agencies
that care for these youth and alot of people
willing to work together and pool re-
sources across categorical lines.”

The proposals and workplans of the
states chosen have a number of common
features, Beachler said. Most states have
proposed to reduce the number of resi-
dential placements, increase the range and
number of community based services and
improve the statewide financing mecha-
nisms for providing services.

Many of the states also planto develop
centralized intake units for all systems that
serve these children, such as child welfare,
mental health, special education and juve-
gile justice, and (o unify the clicnt tracking
process acrass those systems. The sites
also plan 10 let the client’s needs guide
their efforts and involve the families as
advocates for change in the systems.

Dr. Lewis Judd of the
National Institute of Men-
tal Health made a presen-
tation on the causes of
mental disorders. A family
perspective was offered by
Barbara Huff, Kristin Huff
and Mary Jo Quinlan. Dr.
Jane Knitzer of Bank Street
College of Education pre-
sented on service needs.

Reporters from
Children’s Express. a
group of children and ado-
lescents who cover news as it impacts
youth, followed each panel of presenters
with questions.

Founding members of the NMHA's
Child Mental Health Interest Group are
Corrine Conte, Susan DeConcini, Nancy
Domenici, Penny Durenberger, Tipper
Gore, Barbara Johnson, Norma
Lagomarsino, Alice Lancaster, Sharon
Rockefeller, and Claudia Weicker.
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All the states plan to use a multiplicity
of financing strategics including expansion
of the use of Medicaid, and creation of new
state or local funding over the next five
years. A number of states also plan to
blend the resources of various agencies,
use private insurance enhancement strate-
gies and reallocate existing state funds
from institutional care to community-
based services.

Beachler stressed that cooperation
between the various agencies and different
levels of government is a central part of this
program, "It is not just a state initiative, but
a state and community partnership,” he
said.

The states were chosen by the founda-
tion with assistance from a 12-member Na-
tional Advisory Committee chaired by for-
mer governor James Huant of North
Carolina.

For more information on the program
contact Dr. Mary Jane England, Pruden-
1al Insurance Company, 56 N. Livingston
Ave., Roseland, NJ 07068 (201) 716-6882.

Anne Ince, Chair of NMHA’s Children's Committee and
Tipper Gore, Chair of Child Mental Health Interest Group at
June meeting.

The group met again on June 15 and
decided to hold an educational luncheon
series beginning this fall with a focus on
specific mental health disorders and
children’s mentat health.

Further information on the chudren’s
mental health conference or the group is
available from Gina White, NMHA, 1021
Prince St., Alexandria, VA 22314-2971,
(703) 684-7722.
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Reauthorization of EHA Being Studied

A reauthorization of programs in the
Education for the Handicapped Act
(EHA) will feature a major emphasis on
children with serious emotional distur-
bances (SED) asiit is introduced into Con-
gress, staff members of Senate and House
subcommittees say.

Programs that were recommended by
the National Mental Health and Special
Education Coalition to help better educate
children with SED have been incorporated
into the legislation, said Chris DeGraw,
staff member of the Senate Subcommittee
on the Handicapped.

A rough draft of the legislation has
been proposed and is expected to be pre-
sented to the House in September, said Pat
Laird, staff member of the House Select
Education Subcommittee. The House ver-
sion will also use the Coalition’s testimony
to gear funds for programs to children and
adolescents with serious emotional distur-
bances.

Chris Koyanagi, Director of Federal
Relations for the National Mental Health
Association (NMHA), said the legislative
process is going more slowly than the asso-
ciation had hoped it would. "We’re getting
veryimpatient. We hope that the proposals
of the coalition will be a part of the legisla-
tion.”

Dr. Steven R. Forness presented the
Coalition’s proposal to the subcommittee
in April, 1989. Forness is a professor and
inpatient school principal at the Neuropsy-
chiatric Institute and Hospital, University
of California.

The Coalition asked for grants for
studies of the status of special education,
onhowto reduce the use of out-of-commu-
nity residential programs, on how to de-
velop collaboration between agencies, on
how to synthesize knowledge and dissemi-
nate the information and grants for pro-
jects to develop curricula. Priority should
be given to projects that address the needs
of cthnically and culturally diverse chil-
dren and their families, Forness said. The
Coalition asked for $15 million for these
grants in federal fiscal year 1990.

The amount of funding had not been
decided at presstime and DeGrawsaid the
Senate’s decision on money for the grants
will be based on funding available. Laird
said the House will not grant the full $15
million requested by the coalitinn but there
will be some funding for some of the pro-

grams suggested by the Coalition.

Children with SED are the most
under-served population of students with
handicaps. According to Forness, only
about 19 percent of students with SED are
currently being served under P.L. 94-142.
P.L. 94-142 requires all states to provide a
free and appropriate education to children
who have a handicapping condition.

States and agencies vary in their inter-
pretation of the federal definition of seri-
ously emctionally disturbed, which many
professionals consider to be a major factor
inthe under-identification of students with
SED, Forness reported. Children with
SED have the highest dropout rate and the
lowest graduation rate of ail children with
handicap» in educational programs.

The Coalition also asked for at least
one study to look at the use of out-of-com-
munity residential programs, the factors
that influence such placements and the
factors that facilitate or impede transition
of students back to educational programs
in their communities.

A full copy of the Coalition statement
or an edited version of the testimouy inthe
June, 1989, "NMHA Speaks” is available
from the NMHA Public Policy Depart-
ment at 1021 Prince Street, Alexandria,
VA 22314 or call (7C3) 684-7722.

Study Complete on
Medicaid Funding

The National Association of State Di-
rectors of Special Education (1{ASDSE)
has conducted a survey of state agencies
billing Medicaid for services for children
with special needs. A report on the survey
has been prepared by the University of
Iowa and is currently at press.

A recent federal law made Medicaid
available for educationally-related ser-
vices to low-income, handicapped chi
dren, infants and toddlers. PL 17
the Medicaid Catastrophic Prevent..
of 1988, provides federal Medicau
matching funds to reimburse services re-
lated to education even when those ser-
vices are required under a handicapped
student’s individualized education pro-
gram or a disabled infant/toddler’s indi-
vidualized family service plan.

The study looks at how states have
used these new funding options, said Don-
ald Kates, Financing Technical Assistance
Coordinator at the Georgetown Univer-
sity Child Development Center.

The study can be ordered through the
National Maternal and Child Resource
Center, Law Building, University of lowa,
Iowa City, A 52242

systems.

Kelly Enzor at the above address.

Research Conference 1990

The Research and Training Center for Children’s Mental Health of the Florida
Mental Health Institute presents it's third annual research conference on"A System
of Care for Children: Building A Research Base." The conference will be held
February 12 through 14, 1990 at the Harbour Island Hotel in Tampa, Florida.

Scheduled speakers include Dr. Thomas Achenbach of the University of Ver-
mont, Dr. Cliff Attkisson of the University of California at San Francisco, Dr. Len
Bickman of Vanderbilt University, Dr. Barbara Burns of Duke University, Dr. Len
Saxe of Brandeis University, and Dr. Jim Whittaker of the University of Washington.

Attkisson, Bickman and Saxe are scheduled to speak on the evaluation of large
Whittaker is to speak on evaluation of residential treatment and
Achenbach will discuss thé proper use of hisinstruments in services rescarch. Burns
will discuss service utilization in the children’s meatal health ficld and will partici-
pate in a panel on building supports for systems of care research.

Individuals interested in speaking or presenting a poster must submit a 300 word
abstract by October 1, 1989 to Al Duchnowski, Director of Training, Consultation
and Dissemination, RTCCMH, Florida-Mental Health Institute, 13301 Bruce B.
Dowas Blvd., Tampa, FL 33612-3899. Speakers will be notified by November 30,

1989. Registration for the conference is $165. For more information, contact Ms.
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" Conference Discusses
System of Care for
Minority Children

Approximately 150 legislators, agency
administrators, parents and clients met
and learned about culturally sensitive ap-
proaches for delivering mental health ser-
vices during a conference eatitled "Imple-
menting a System of Care f{or High Risk
Black and Latino Children and Youth"
held Juse 1 and 2, 1989 in New York City.

*A system of care is strengthened
whenit acceptsthat the people it serves are
from very different backgrounds and will
make different choices based on culture,”
said Dr. Aminifu Harvey of the Maat Insti-
tute for Human and Organizational En-
hancement.

Points brought out during the confer-
ence include the repercussions of a cultur-
ally insensitive system, the importance of
working with the foster care system in a
creative and culturally competeat manner
and the importance of matching culturaily
competent services to the specific client
population.

Dr. Mareasa Isaacs, administrator of
the Child/Youth Administration in Wash-
ington D.C., presented a framework for
implementing a culturally sensitive system
of care and Dr. Hope Hill, a divisiox: direc-
tor with the administration, gave specifics
on how to "put the system in place.”

A dclegation from each state con-
ducted a scif-assessment of their state’s
seasitivity to cultural differences and ca-
pacity to deveiop a comprehensive cultur-
ally competent system of care. The states
had varying degrees of development along
the culturally competent coatinsum.

The conference was sponsored by the
National Institute of Mental Health; the
Child and Adolescent Service System Pro-
grams of Brooklyn, Delawarc, New Jersey,
New York State and Pennsylvania; and the
New York City Department of Mental
Health and Mental Retardation and Alco-
bolism Services.

A summary of material from the work-
shops will be consolidated into a confer-
eace abstract. For more information con-
tact Marva Benjamin, CASSP Technical
Assistance Ceanter, Georgetown Univer-
linInld Development Ceater, 3615 Wis-
contin Avenue NW, Washington, D.C.
20016 or cail (202) 364-4164.
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New Parent Organization Focuses on
Youth and Families

A new organization with a focus solely
on youth with emotional, behavioral or
mental disorders and their families met on
June 10, 1989. The Fedaration of Families
for Children’s Mental Health, the first na-
tional organization of its kind, adopted a
sct of by-laws and elected an interim slate
of officers.

"Our only focus is children and ado-
lescents and we intend to do some very
intense lobbying on the federal and state
level” said Barbara Huff of Kansas, pres-
ident of the Federation. "In the past, there
has not been enough of a focus on children
and their families.”

Huff said the lobbying efforts will
push for community-based services in the
least restrictive environment. Children
should not have to fit into existing services,
the services should meet the needs of the
individual child, she said.

The group plans to focus on four
areas: the lack of services available for
children and adolescents with serious
emotional problems; family support and
family support services; the issue of par-
ents having to relinquish custody to the
state in order for their child to receive
trecatment; and the inability of special ed-
ucation and regular education to meet the
needs of the children.

The Federation’s plan is to develop a
strong presence on the national scene and
have a well developed network of state
affiliates. Membership is solicited from
parents, other family members, any caring
private citizeas and professionals as weil
as any organizations.

The group also plans to promote pub-
lic education and awareness of the issues
around children and adolescents with se-

Barbara Huff, President, Federation of
Fanmilies for Children’s Mental Health.

vere emotional disturbances.

The Federation officers are: Huff,
president; Glenda Fine of Pennsylvania,
first vice president; Creasa Reed of Ken-
tucky, second vice president; Marge
Samels of Maryland, secretary; and Dixie
Jordan of Minnesota, treasurer. The offi-
cers have been assisted by a steering com-
mittee of 20 people from 12 different
states.

The group’s first national meeting is
set for November 11-12, 1989, at the Sher-
aton National in Crystal City, VA (a sub-
urb of Washington, D.C.). Particicants
will be limited so early registration is ad-
vised. A larger national confereuce is also
planned for April, 1990. The meeting and
conferences are to be annual events.

For information on the Federation
and the meeting in November, contact
Federation of Families for Children’s
Mental Health, 1021 Prince Street, Alex.
andria, VA 22314-2971, (703) 684-7722.

their families.

Federation of Families for Children’s Mental Health

Mission Statement

To ensure the rights to full citizenship, support and access to community-based
services for all children and youth with emotional, behavioral, or mental disorders and

To address the unique needs of children and youth with emotional, behavioral or
mental disorders from birth through the transition to adulthood.

To provide information and engage in advocacy regarding research, prevention,
carly intervention, family support, education, transition services and other services
nceded by these children, youth and their families.

To provide leadership in the field of children’s mental health and dcvclop neces-
sary human and financial resources to meet its goal.

23




CASSP is finishing its fifth year and
is in the process of studying the results of
the first five years and setting directions
for the future. Currently, CASSP is in 42
states. The process has been expanded
down to the community level in many of
the states and there are curreatly 11 local
CASSP grants. The potcatial exists for all
states to have grants by the end of this
fiscal year. Fiscal year 1989 funding for
CASSP is $9.8 million of which $1 million
has been tapped to fund services research
for the homeless.

Special emphasis is being placed on
the evaluation of CASSP projects. There
is a study currently in place looking at the
results of the first ten state grants. In
addition, extra monies have been made
available for all grantees to compete for
special evaluation additions to their
CASSP projects.

Child and Adolescent Service System Program Update

by Judith Katz-Leavy

New directions for CASSP in the
next fiscal year include an increased em-
phasis on local extensions of the CASSP
process and the development of a re-
search program to study those service de-
livery questions which have grown out of
the CASSP experience. .-

In the context of the CASSP goal of
family involvement in services for chil-
dren with severe emotional disturbances
and their families, CASSP continues to

work with several parent a ) -
nizations. Through the R )
Training Center at Portland Stw€ Uni-

versity five state-level parent support or-
ganizations have been funded. CASSP is
working with NAM" "™MHA, and the
new Federation Families for
Children’s Mental Health to assure par-
ental input into the planning process for
children and adolescents.

The CASSP minority initiative has
published a monograph entitled, “To-
ward a Culturally Competent System of
Care: A Monograph on Effective Ser-
vices for Minority Children Who are Se-
verely Emotiopaliy Disturbed.” This
study builds on the system of care as de-
scribed by Stroul and Friedman in the
monograph, °~ System of Care for Se-
verely Emotionally Disturbed Children
and Youth." It will lead to a new study of
the service components that cemonstrate
the principles of the culturally competent
system of care to be done this coming
fiscal year,

Homeless children and children in
homeless families are also a special focus
within CASSP grants. All new grants will
have homeless objectives and old grants
will be encouraged to include them in
their upcoming plans.

Research Conference Addresses Service System Issues

A need for more scientific research in
the field of children’s mental health ser-
vices and for empirical data to support
policy decisions were the two predomi-
nant themes at the Second Annual Re-
search Conference on Children’s Mental
Health Services, sponsored by the Re-
search and Training Center for Children’s
Mental Health, at the Florida Mental
Health Institute in Tampa, Florida in Feb-
ruary, 1989.

Calling on the need for "new knowl-
edge"in children’s mental health research,
Dr. Alan Leshner, Deputy Director of the
National Institute of Mental Health
(NIMH) reviewed the range of federal ini-
tiatives in this area. NIMH's own direc-
tives include emphasis on public agency-
university  collaborations,  increased
fundis.g as a result of the block grant set
aside for children’s mental health and a
major commitment to children’s mental
health services research.

Dr. Barbara Burns, of the University
of Maryland's School of Medicine defined
three separate but interrelated research
issues that pose serious rescarch chal-
lenges: over-use of inpatient and residen-
tial services which serve a relatively smail
number of children, under-use of mental
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Dr. Alan I eshner, Deputy Director of
NIMH , presents at Research Conference in
Tampa.

health services by large numbers of chil-
dren whose emotional problems are un-
recognized, and the inadequate use of
many mental health services by children in
the mental health systems.

She suggested that the forthcoming
federal research funds for children’s men-
tal health -- nearly double the amount
available in previous years -- be used to
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study these issues and resolve these dis-
crepancies.

John VanDenBerg of the Alaska -Di-
vision of Children’s Mental Health cau-
tioned participants not to forget the polit-
ical realities of children's mental hcalth
services; that researchers must make their
findings understandable and uscful to ad-
ministrators, legislators and taxpayers.
Several parent advocates aiso expressed
the need for researchers to communicate
with parents about research findings.

Dr. Jane Knitzer of the Bank Street
College of Education reported results of a
national study on how public schools serve
children with emotional problems. She
stressed the importance of the mental
health ficld taking a more active role in
working with school systems.

Conference proceedings are being
prepared and may be ordered from the
Center. Next year's conference is sched-
uled for February 12 through 14, 1990 in
Tampa. For information coniact Kelly
Enzor at the Research and Training Cen-
ter for Children’s Mental Health, Florida
Mental Health Institute, University of
South Florida, 13301 Bruce B. Downs
Blvd., Tampa, FL 33612-3899 or cali (813)
974-4500.




Children’s Mental Health Centers Funded

Starr Sibver, Al Duchnowski, Krista Kutash and Bob Friedman of the Research and Training
Center for Children’s Mental Health at the Florida Mental Health Institute.

Three centers that have been conducting research, training, and technical assis-
tance activities in children’s mental health for the past five years, including the
Rescarch and Training Center for Children’s Mental Health at the Florida Mental
Health Institute, received federal grants this summer to continue their work for the
next five years.

The other two programs are the CASSP Technical Assistance Center at the
Georgetown University Child Development Center, and the Research and Training
Center at Portland State University. The Center for Psychiatric Rehabilitation at
Boston University, which focuses on adults, also received an additional five years of
funding.

The Research and Training Center in Florida reccived $600,000 for the first year.
The funding is jointly from the National Institute on Disability and Rehabilitation
Research (NIDRR) and the Naticnal Institute of Mental Health (NIMH).

Dr. Bob Friedman, Center Director, was particularly pleased that the Center will
be able to continue its six-state longitudinal study of children with serious emotional
problems. The youngsters were between nine and 17 years of age during the first year
of the study, and will now be followe: . up until they are between 16 and 24 years of age.

This Center will also study successful transition programs for older adolescents
moving from school to work, will conduct a six-site study of alternatives to residential
treatment, and will cxamine financing options to support community and home-based
services.

The Technical Assistance Center is part of the National Network for Children with
Special Needs and is funded jointly by the Office of Maternal and Child Health and
NIMH. This Center, led by Dr. Phyllis Magrab, Director, Sybil Goldman, Deputy
Director, and Ellen Kagen, Coordinator, will receive $500,000 for CASSP-related
activities its first year.

The Research and Training Center at Portland State University, under the direc-
tion of Dr. Barbara Friesen, will receive $600,000 its firs* year from NIDRR and
NIMH. This Center will focus specifically on issues related to the families of children
with serious emotional disturbances. '

For the Center at Boston University the new award marks its third consecutive five
year grant. Under the direction of Dr. Bill Anthony, this Center will receive $750,000
its first year, also from NIDRR and NIMH. One unique rescarch project will involve
collaboration with *“¢ Florida Center to look at the scrvice needs of older adolescents
and young aduits. Other research projects at the Boston Center will focus on case
management and consumer involvement in service delivery.
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Children’s Plans
Undergo Review

A striking feature of the children’s
mental health plans submitted by states
to the National Institute of Mental
Health (NIMH) in January, 1989 was
the high degree of agreement on a gen-
eral vision of what the ideal system of
care should be like, according to Judith
Katz-Leavy, of NIMH's Child and Fam-
ily Support Branch.

The children’s plans were submit-
ted in resporse to Public Law 99-660,
the Mental Health Planning Act,
passed by Congress in 1986.

Katz-Leavy’s comment was based
on the initial review of state plans for
children with serious emotional distur-
bances. The vision of the ideal system
drew heavily upon the system of care
monograph sponsored by NIMH and
prepared in 1986 by the Georgetown
CASSP Technical Assistance Center
and the Research and Training Center
for Children’s Mental Health at the
Florida Mental Health Institute.

According to Katz-Leavy, the pro-
cess by which states developed their
plans included far greater representa-
tion of parents than prior planning ac-
tivities.

A meeting of representatives from
five states (Nebraska, Ohio, Pennsylva-
nia, Tennessee, and Virginia), NIMH
officials, and staff from the National
Association of State Mental Health
Program Directors on February 23,
1989 identified issues for further exam-
ination from the plans.

These included the relationship of
child mental health planning to the
overall state mental health planning ef-
fort, strategies for financing services,
the establishment of quantitative tar-
gets for a full range of out-of-home
placements, the definition and provi-
sion of case management services, and
the role of families and cuitural differ-
ences in the design and implementation
of services.

Revised plans are due by Septem-
ber, 1989. Further information is avail-
abie from Maury Licberman or Susan
Salasin at the State Planning and
Human Resources Development
Branch of NIMH, 5600 Fishers Lane,
Room 7-99, Rockville, MD, 20857 or
call (301) 443-4257.




CROSS COUNTRY UPDATE

ARIZONA

Two children’s bills acknowledging
the nced for a coordinated comprehensive
continuum of behavioral health services
were passed in 1988. HB 2335 created a
Children’s Behavioral Health Council
(CBHC) charged with making recommen-
dations and oversecing the development
of the continuum of services through
1993. HB 2338 designated Arizcna De-
partment of Health Services as the lead
agency in planning, developing and imple-
menting the comprehensive continuum of
behavioral health services for children and
includes a centralized screening and in-
take process which also provides on-going
case management services. HB 2338 re-
quires all state agencies serving children
with behavioral health problems to enter
intergovernmental agreements to develop
a coordinated system of care.

GEORGIA

Georgia CASSP sponsored cight re-
. gional one day Familics as Allies work-
shops between November and June.  All
workshops had legislative participants and
most had media coverage. CASSP is
working with key parents, identified
through these workshops, to develop a
statewide parent nctwork. The legisla-
turc has also appropriated funds to a
seven county area to increase Ouipatient
Service capacity, Day Treatment service
slots, and Respite Care, and to develop
Therapeutic Foster Care and In-home
Crisis Services.

HAWAL

Under the Governor’s reorganization
of the Department of Health, a Child and
Adolescent Mental Health Division has
been created, effective July 1, 1989. This
brings children’s services to an equal or-
ganizational level with adult services for
the first time. The legislature has ap-
proved expanding the system of care for
Hawaii's children by funding cight adoles-
ceat day treatment programs, a staff-se-
cure adolescent crisis evaluation unit, five
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positions for local system managers for the
Hawaii Cluster System and flexible funds
to be utilized by regional children’s ser-
vices units to prevent hospitalization.

JRPAHO

Marilyn Sword of the Idaho CASSP
staff chaired a statewide Parent Task
Force mecting to begin designing a Parent
Information Packet for the parents of any
child placed in an Intensive Treatment Fa-
cility statewide. In September, CASSP
will co-sponsor a collaborative, statewide
conference with the Mental Health Advi-
sory Council, the Community Mental
Health Centers and the Division of Family
and Children’s Services.

As of July 1, 1989, Idaho CASSP split
funds a "Child Meatal Health Coordina-
tor” position with the Division of Family
and Children’s Services (FACS). Funding
for the position will be assumed entirely by
the Family and Children’s Services Divi-
sion as CASSP phases out. This position
will represent the first such child mental
health position ever established within the
Idaho Department of Health and Welfare
and will provide post-CASSP child mental
health programming expertise to the
newly-formed FACS Division.

IOWA

The Iowa General Assembly has in-
creased the funding for a family support
subsidy. Families with children with men-
tal health or retardation problems that are
headed to institutionalization can receive
a family support subsidy to prevent a resi-
dential placement for the child. In fiscal
ycar 88-89, $75,000 was budgeted and 54
families were served. For fiscal year 89-90,
$400,000 is available in payments of
$245.34 a month to families with incomes
less than $40,000 a year.

KENTUCKY

Kentucky’s Department for Mental
Health and Mental Retardation Services
(DMHMRS) recently hired a parent con-
sultant to help parents find available re-
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sources and to establish parent support
groups across the commonwealth. Re-
cently, Kentucky's DMHMRS hosted its
first Mental Health Institute on the cam-
pus of Eastern Kentucky University. This
event provided 500 professionals with in-
tensive training on community -hased ser-
vices for children with serious emotional
problems, families experiencing domestic
violence and adults with severe mental ill-
ness.

MAINE

Maine’s CASSP project has gradua-
ted and federal funding of the program is
being exchanged for state funding. A re-
cent session of the Maine legislature ap-
propriated funds ..r CASSP project posi-
tions as part of the state’s Bureau of
Children with Special Needs. New funds
have been appropriated for case manage-
ment/mediation, family support and inten-
sive residential services. The state legisla-
ture also completed Maine's Children’s
Rights Regulations. The regulations are
now being implemented for recipients of
services from the Bureau of Children wath
Speical Needs. This summer, Dr. David
Born of the University of Kansas has beca
helping Maine develop outcome indica-
tors for children’s mental health contracts.

VARYLAND

The recently created Governor's Of-
fice for Families, Children, and Youth is
reviewing the entire youth service system
to consolidate and improve coordination
of all youth services from carly interven-
tion to long term institutional care. In
addition, $3.2 million is available this vear
to enhance new community-bascd mental
health services for children and vouth,
continuing an expansion process begun in
1988 which will total approximatcly $9 mil-
lion over three years. The state has under-
taken a significant systems reform process
in partnership with the Casey Foundation
which emphasizes family preservation, in-
teragency planning and budgcting, andthe
local development of a single, non-cate-
gorical point of eatry. Maryland CASSP
is working closely in coordination with ail




of these initiatives and is concentrating
efforts on the return of SED youth from
out-of-state placement and the continued
growth, expansion, and empowermeat of
the Pa: ent Assistance Network.

MASSACHUSETTS

Massachusetts has entered into for-
mal Interagency Agreements with the De-
partment of Social Services (DSS) and the
Department of Youth Services (DYS) re-
garding crisis intervention, screening and
psychiatric hospitalization for all clients in
the care or custody of these agencies. Any
child or adolescent in the care or custody
of DSS or DYS may only access psychiat-
ric hospitalization through the Depart-
ment of Mental Health, which functions as
the gate keeper.

Administrators from cach of the
agencies involved are developing joint
plaas to mect the crisis intervention needs
of children and adolescents who do not
require hospitalization. A unique Inter-
agency Agreement, spearhcaded by the
Executive Office of Human Services and
signed by all of the State human service
agencies that serve children, has been de-
velopedto address the speciai needs of the
juvenile sex offender population. The
agreement includes assessmeat, trcatment
on an inpatient and outpaticnt basis, aad
staff training. Massachusetts has, for the
first time in its history, imposed 3 cap op
the number of child and adolescent psy-
chiatric inpatient beds and on the census
of public sector npatient services. This
new policy has resuited in fewer admus-
sions and higher quality inpatient care.

MINNESOTA

The Minnesota state legislature has
approved a mental health plan incorporat-
ing the CASSP model and mandating a
comprehensive set of services for
children’s mental health. By mid-year
1991 cach county is to have an carly iden-
tification and intervention program, case
management services, family community
support scrvices, day treatment services,
professional home-based family treat-

Q wnt, and therapeutic foster care.

MONTANA

The Mental Health Burcau of the
Montana Department of Institutions has
recently requested proposals on the im-
plementation of a new mental health/spe-
cial education joint services program for
emotionaily disturbed children. Through
interagency agreements, Community men-
tal health centers and local school districts
will collaborate to serve children and ado-
lescents identified as cmotionally dis-
turbed by school personnel. The state’s
mental health planning process has iden-
ified interagency collaboration on the
local level as the most important issue per-
taining to mental health services for chil-
dren and youth in Montana.

NEW HAMPSHIRE

New Hampshire's CASSP project has
set up advisory and management planning
committees involving staff members from
several state ageucies, other allied provid-
¢rs and advocates. Systematic interagency
collaboration between the Division of
Mental Health and Developmental Ser-
vices and the Didsice of Children and
Youth Services has begun around case re-
views in order to attend to children with
the most pressing probieina.

Legislatively, effective July 1, 1989,
New Hampshire has expanded Medicaid
coverage for certain childrzn with severe
disabilities who live at home. This ex-
panded coverage is known as the "Katie
Beckett" option and will allow certain eli-
gible children to receive Medicaid cov-
ered services.

NEW _YORK

Twenty-one family support service
programs modeled after the CASSP-
funded family groups will soor be operat-
ing throughout New York State ductoa$1
million state appropriation. Respite, fam-
ily support groups, family recseation, and
parent advocacy training arc to be pro-
vided. Thirteen goups were funded dur-
ing 1989. For a group facilitators manual,
write to the New York CASSF Coordina-
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tor. Also available is a parent-profes-
sional training manual. The New York Of-
fice of Mental Health and the Edna McC-
onnell Clark Foundation will be jointly
funding several programs targeted at for-
merly homeless families and children.

New legislation being introduced this
year would create a New York State Fam-
ily Policy including a set of guiding prin-
ciples against which all state agency pro-
grams serving families and children would
be measured.

(HIo

The Ohio Department of Mental
Health (ODMH), Bureau of Children’s
Services, recently provided Cultural
Awareness/Sensitivity Training to aine se-
lected mental health board areas.

Participants received a comprehen-
sive training guide from ODMH that pro-
vided a substantial amount of information
on various cultural and ethnic groups in
Ohio. Eachboard arcareccived intensive
training that included skill building prac-
tices, learning by doing exezcises, expand-
ing agency and individual cultural compe-
tency, and other related topics.

()KLAHOMA

OCASSP is secking to restructure the
funding mechanisms used to pay for men-
tal health services to allow for the reimbur-
sement of programs which are more tai-
lored to a child or adolescent’s specific
mental health need. A coalition of repre-
sentatives from the public and private sec-
tor has been created to look at Oklahoma’s
current system of care and to recommend
changes. By providing technical assis-
tance and education to insurance carriers,
business coalitions, and service providers
on the benefits and cost-cffectiveness of
home and community-based services, OC-
ASSP and others involved hope to change
the way meatal health services for children
are conceptualized and subsequently
funded in Oklahoma.




CROSS COUNTRY UPDATE

RHODE ISLAND

"TENNESSEE

The New England Childrea’s Mental
Health Task Force is celebrating its 20th
anniversary. The task force encourages
an exchange of ideas from education, child
welfare, mental health and pareat support
group networks. The task force has three
functions -- advocacy, education and in-
formation sharing on children’s mental
health issues. Since 1970, the group has
written booklets on services, created two
award-winning films on par-nting, held a
national conference on disturbed youth,
developed economical workshops and has
overseen the New England Head Start

program.

Parents of children with severe emo-
tional problems testified for the first ime
on their children’s needs before the
Commissioner’s Task Force on Children’s
Mental Health. A CASSP minority consul-
tant has been hired to coordinate the
state’s efforts to serve black children and
youth with severe emotional problems and
their families. The state is negotiating with
the Bureau of Medicaid to be reimbursed
for community based services. More than
200 children’s mental health professionals,
advocates and parents attended a CASSP
and Children and Adolescent Services
sponsored statewide conference. A dem-

onstration project called Assessment, In-
take and Management System is to elimi-
nate departmental custody of childrenand
turn custody over to the state. An inter-
agency team will assess each child and
direct services. The Tennessee Depart-
ment of Mental Health and Mental Retar-
dation and The Tennessee Department of
Human Services have begun a Home
Based Demonstration project with six
pilot programs to help build a central in-
take system for all youth entering state
custody or in need of out-of-home care. A
federal DHHS, OHDS grant of $150,000
has been granted for a respite program for
families of SED, autistic or dual-diag-
nosed emotionally disturbed and mentally
retarded children.
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TEXAS

For the first time in Texas history, the
state legislature has appropriated $2 mil-
lion to provide services to children with
severe emotional disturbances. Com-
bined with Medicaid expansion to provide
reimbursement, this funding creates new
opportunities for the CASSP population
statewide. CASSP will be active in devel-
oping training modules for case manage-
ment and in-home services, as well as fa-
cilitating  interagency  coordination
groups. Other CASSP projects include
expansion of parent support/advocacy
groups, and enhancement of the client in-
formation system to include CASSP-re-
lated data.

VERMONT

Vermont CASSP has moved ahead in
cfforts to implement the System of Care
Plan for severely cmotionally disturbed
childrea and adolescents and their fami-
lies. Highlights in program development
include the statewide implicmentation of
Respite Care and the Community Integra-

tion Demonstration Project.

The Vermont Respite Care Demon-
stration Project is developing under a fed-
cral grant. One parent and respite care
coordinator from each community meatal
heaith center have been trained and are
responsible for identifying respite fami-
lies, hiring respite workers, offering train-
ing and participating in ongoing program
cvaluation.

The Community Integration Demon-
stration Project is a small pilot program
focused on bringing children back from
intensive out-of-state piacements through
coordinated case management and indi-
vidualized service planning.

‘V‘IRGIN ISLANDS

Virgin Islands parents attended the
March 1989, CASSP Project Director’s
meeting. This year, a parent and current
CASSP Board member will be officially
serving as liaison for all CASSP/Parent
activities, the first of which will be a parent
survey to assess and assist with current
parent needs for information and training.

.-
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VVASHINGTON

Washington state has begun a $1 mil-
lion initiative to help local communities
develop the capacity to care for their most
difficult-to-serve  seriously cmotionally
distrubed children. Tied to a mandatory
service called community support, seven
sites received funding for three year pro-
jects to provide “individualized wrap-
around" service to children with few op-
tions and most likely to be removed from
the community in order to receive care.
Three of the seven sites focus on minority
populations. Key features of this initiative
consistent across all sites include: 1) In-
teragency gatckeeping mechanism con-
sisting of high level administrators from all
the publicly funded systems legaily re-
sponsible to serve children. 2) Once ad-
mitted, a treatment tcam consisting of all
key people in that child’s life is established
and meets as needed to develop, imple-
ment and reconfigure an individualized
wrap-around program. 3) Intensive ongo-
ing consultation and technical assistance
is available from national and local experts
as well as networking among the seven
sites.

Report Focuses on Out-of-State Placements

The National Mental Health Associa-
tion (NMHA) released its report on the
"Invisible Children" project at a press con-
ference in Washington D.C. on June 6,
1989.

The two-year, national study tracked
the residential placement of children with
emotional disturbances and found states
tend to over-use out-of-home treatment
placements, according to Chris A.
Zeigler-Dendy, report consultant. The re-
port also found many of the childrea could
have been served as cffectively in their own
community, if appropriate community ser-
vices had been available.

The study coined the phrase "Invisible
Children" to describe children and adoles-
cents who are not receiving proper treat-
ment.

Anne Ince, chairman of the NMHA
Children's Committee, used a quote from

colleague Dr. Robin Kirk to summarize
the situation at the press conference.
"Children and families have access to ei-
ther outpatient counseling or inpatient
hospitalization, a situation analogous to a
patient with heart disease having access to
only an aspirin, or a transplant,” Ince said.

Ince urged the creation of a commu-
nity-baused, family focused system of care
for children with emotional disturbances.
"We are spending well over a billion dol-
lars to serve about 26,000 children in state
hospitals and out-of-state care. And, what
are we getting for our money?" Ince asked.

The study found there is a lack of
information regarding children with emo-
tional disturbances including their num-
bers, their diagnoses, their treatment costs
and their whereabouts. The study also
found a lack of communication and
gatekeeping between the various agencies
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that place these children including child
welfare, juvenile justice, education and
mental health.

The study recommends treatment
should be offered in a less restrictive set-
ling before placement in a hospital or res-
idential facility is considered. Dendy said
these children need intensive trcatment
but intensive treatment is 0ot synonymous
with residential care.

Some states have initiated changes to
improve the situation since the “Inwisible
Children" project first began. In most
states more funding is needed 10 establish
a community-based system of care. Deady
wrote.

For a copy of the full report and ree-
ommendations, write the Exccuuve Of-
fice, The National Mental Health Associ-
ation, 1021 Prince Street, Alexandria, VA
22314-2971.
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Interagency Collaboration
By Jane Knitzer and Susan Yelton

This article was an outgrowth of projects supported by the
Edna McConnell Clark Foundation.

During the last few years, calls for coilaboration between
public child mental health systems and child welfare systems
have been increasing. These public systems, confronted with the
many complex needs of the children, strapped by the high cost
of placements, limited by inadequately trained staff with un-
manageably high caseloads, and, to some degree, pressured by
legal mandates, are actively searching for new solutions and new
approaches to these tough issues.

In addition, recent evidence being gathered by states is
suggesting that many of the families coming into the child
welfare system have more emotional problems than in years
past and child mental health caseloads are looking more like
child welfare caseloads. For example, in August 1987 the Wash-
ington State Children’s Interagency Committee developed a
plan for the 31 emotionally disturbed children in out-of-state
placements. They reported that 80 percent were victims of
abuse and neglect and 60 percent had more than five out-
of-home placements. New York State’s Family Based Treat-
ment Program, 1989 annual report indicates that the majority
of the children placed with professional parents are in the
custody of the Department of Social Services (DSS). Thereport
suggests that to serve the most disturbed youth in DSS custody
in a Family Based Treatment home is not a duplication of effort,
but the creation of an alternative currently lacking for these
youth in the system as a whole. Issues such as these have led to
a new receptivity to cross system collaborations, particularly
those involving public child welfare and child mental health
agencies.

Service Delivery Initiatives - Family Preservation

From a program perspective, perhaps the most important
development in the service delivery system is the growth of short
term crisis interventions, often known as "family preservation
services” (Edna McConnell Clark Foundation, 1985). These
interventions are defined by characteristics that, taken to-
gether, mark a paradigm shift in thinking about working with
families. They are home based; they are time limited, typicaily,
four to six weeks in the shorter ones and up to three months in
the longer ones; they are intensive, with between five and twenty
hours of direct, face-to-face contact and the workers have small
caseloads, between two and five families per week.

Today the notion of in-home therapy has gained consider-
able credibility, and intensive in-home programs are springing
up all over the country. The Homebuilders program in partic-
ular has become the model for many of these. Now run under
the auspices of the Behavioral Sciences Institute, it has grown
enormously; its direct services reach into six counties in the
State of Washington and into a recently established program in

New York City, while its training staff has spread around the
country offering technical assistance to countless programs and
public officials (Kinney et al., 1988).

From a system perspective, what is most significant is that
family preservation services have served as a catalyst for child
welfare-mental health collaboration at both the program and
policy levels. Most notably, the service has fostered the devel-
opment of cross-system referral procedures, community-based
interagency planning teams and joint funding of programs. For
exampie, programs carried out under mental health auspices,
such as those run by community mental health centers, accept

o ——————————————————

“These interventions are defined by characteristics that,
takewn {opether, mark a paradigm shift in thinking about
working with families.”
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referrals from child welfare. In fact, abuse and neglect referrals
from child protective services sometimes constitute the major
eligibility category. Going one step beyond referral, a smaller
number of programs rely on an iuteragency group to screen
referrals to determine who gets into the program. In Kentuck
and Louisiana, the family preservation programs supported b
mental health have incorporated this approach.

In Berkely County, South Carolina, the family preservation
program operates through the local community meatal health
center serving a rural but fast growing community. Reaching
into the community, the program has established a multi-agenc
board, including the sheriff, Ythe director of special education
and representatives from youth serving and substance abuse
programs to help sclect cases, navigate follow-up servces for
the clients and garner community support.

Equally exciting is a new initiative beginning in Contra
Costa, California. There, four publicsystems that place children
-- child welfare, probation, mental health and special education
-- have come together to form a steering committee to plan and
implement a family preservation program that will accept chil-
dren from all four referral sources. It has been Maine’s expeni-
ence that mandating the creation of multi-agenc
interdisciplinary stecring committees, consisting of representa-
tives of child serving agencies within the area served by a famil
preservation program and appropriate representatives of edu-
cation, human services, mental health, and corrections, is essen-
tial to effective program operation.

Fiscal cost sharing is perhaps one of the most obvious and
most central (and most difficult to bring about) routes to cross-
system collaboration. In Kentucky, for example, collaborative
state planning has resulted in child welfare funds being made
available to several community mental health centers for the
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development of a range of home-based programs delivered
through commiunity mental health centers and modeled, to
greater or lesser extent, on the Homebuilders program, some
in rural areas, some in urban. In North Carolina, efforts are
underway to supplement the existing network of family preser-
vation programs funded and dclivered through mental health
agencies that serve child welfare clients with new programs that
are collaboratively funded. Virginia’s State Interagency Con-
sortium on Services for Seriously Emotionally Disturbed Chil-
dren funded six interagency family preservation programs for
fiscal year 1989-90 as well as other interagency service projects.

Given the interest in family preservation from muitiple
systems. and especially child welfare and mental health it is
virtually inevitable that states will have to rationalize, across
systems, the geographic distribution, the systems for monitor-
ing and training, the approaches to the legislature, differences
in program design and a host of other aspects that are involved
as states make a deeper commitment to family preservation
services. Without careful planning we can expect controversy
about model design and contracting procedures, concern at
the local level about recruitment efforts, salary differentials
and potential oversaturation in one community while other
communities have nothing.

It should also be noted that as a reflection of the interest
among states in cross system collaborations, during 1988 two-
thirds of the states participated in Edna McConnell Clark
Foundation supported mectings to which representatives of
both mental health and child welfare were invited in order for
both to learn about family preservation as an intervention
strategy and to explore the poteatial for cross-system collabo-

~
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"Experience to date suggests that there are three critical
ingredients to a successful collaboration: leadership, a set of
shared goals, and a realistic sense of time.’
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rations. In some states, these meetings have stimulated further
cross-system dialogue, and sometimes, more small changes.
For example, state administrators in Wiscoasin jointly planned
and sponsored a replication of the national conferences which
resulted in cross-system planning at the county level. In Mas-
sachusetts, regiona! child weifare and mental health adminis-
trators met to discuss alternatives to hospitalization. This was
the first time Massachusetts held a meeting for regional admin-
istrators from both child welfare and mental heaith agencies.
In Nevada an increase in Title IVE funding resulted in the
state’s first family preservation program. It is operated by

mental health and targets families referred by child protection
staff.

Other Points of Collaboration

Many of the collaborative program ventures around the
country have centered around family preservation services,
however there are scattered attempts to work collaboratively
at other pressure points between child welfare and mental
health systems, long identified as problematic. There are also
long-identified pressure points that remain, as yet, in search of
substantive models.

Ensuring appropriate placements: Both at the state and
local levels, cross-system efforts have developed around the
placement process itself. At the local level, a number of com-
munities have mobilized cross-system/cross-discipline com-
mittees, sometimes including advocates and parents,
sometimes only providers, to decide collectively whether a
child needs residential placement. Sometimes these inter-
agency placement committees are targeted to all children at
risk of placement, other times only the tougher cases. Increas-
ingly, with experience, they are evolving into broader roles,
including helping to package community-based services, and
sometimes orchestrating the use of casc managers as well.
Florida has been using its network of case review committees
for several years and, in a number of communities, it scems to
have had an impact. Vermont, too, with leadership initially
from the state level CASSP office, has set up a network of
interagency committees throughout the state. In Ohio, since
1984, there, multi-agency clusters, both at the state and local
levels, focus on trying collectively to meet the needs of the most
difficult to serve, multi-need children and families.

Preventing Disrupted Adoptions: A pressing issuc in child
welfare, with clear mental health implications, is that as we
become more successful at the adoption of children already
seriously damaged by early trauma, including sexual abuse, we
need to work harder to prevent the failure of these adoptions
once they ha'e been finalized.

Anumber of states are beginning totryto plan preventively
to forestall what has become known as disrupted adoptions.
Both Kentucky and North Carolina, for example, have recently
mounted such efforts. As a result of statewide cross system
training on adoption issues, both states report much success in
sensitizing ‘nental health personnel to the issues surrounding
the adoption of children with special needs.

Returning Children from Out-of State Placement: In 1978
when the Children's Defense Fund released its examination of
the child welfare system, one of the findings concerned the
heavy reliance on out-of-state placements. In 1988, the Na-
tional Mental Health Association re-examined the issue of
children in out-of-state placement and once again, the patterns
are sobering.

The problem s so visible and so troubling that in a number
of states, the data have propeiled a new look at alternatives.
One of the most comprehensive and collaborative of these has
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been the Alaska Youth Initiative, spearheaded by the Alaska
CASSP program. There, the CASSP agency has joined with the
education agency and the Division of Family and Youth Ser-
vices. Together, they have both pooled monies and developed
careful individualized plans for the return of Alaskan children,
many of them Native Americans, placed in other states. What
is particularly interesting about the effort is that in creating
support systems for these children in their own communities,
the AYThas turned to the Native American communities them-
selves. It has both paid and trained parents, family members and
the like to respond to and cope with specialized needs. States
such as Washington, Montana and Wyoming are seeking to
replicate the Alaska model.

One program model that has developed specifically to
address the need for alternatives to restrictive residential place-
ments is therapeutic foster care. This is a highly specialized
model that often involves child welfare and child mental health
collaboration (see UPDATE, Volume 2, Number 1, for more
discussion of this model).

Comprehensive Systems Change

The cfforts just highlighted focus on particular aspects of
the placement prevention and placement processes. But the
most potentially significant developments in re-thinking ap-
proaches to troubled children and adolescents lies in more
comprehensive, holistic efforts to re-orient the service delivery
system in three ways simultancously: (1) strengthening, system-
atically, the range of non-residential services that are available
to children and families across systems, (2) anchoring respon-
sibility for individual children through a cross-agency case man-
agement system and (3) creating a new organizational
framework to facilitate cross-system decision-making and re-
source sharing.

These more comprehensive and ambitious efforts have
centered on better meeting the needs of the most seriously
troubled children and adolescents -- those at risk of highest cost
out-of-home placement. To a large extent, these have emerged
out of the CASSP program itself or the thinking that undergirds
it. Ventura County, California, is the home for perhaps the most
well-developed experiment in cross-system collaboration. The
Ventura County project provides for four systems-child welfare,
juvenile justice, education and mental health - to develop and
operate collaborative programs vshic' address the needs of
children who are at risk of out-of-hczae placement.

Other parts of the country have also demonstrated the
capacity to create new frameworks to facilitate cross-system
change. Examples are the Ohio Cluster Program, Florida Multi-
agency program for severely emotionally disturbed students,
the Virginia state-level interagency ‘aitiative and the Pennsyl-
vania county-based CASSP program. And we have to be en-
couraged by the initial response to the Robert Wood Jobnson
Foundation Children’s Mental Health Project.

Necessary Conditions for Successful
Collaboration

The goal of cross-system collaboration is an admirable oae.
But the truth is that talk about coordination of services is not
new. The rhetoric of cooperation and interagency coordination
has long been a part of service delivery jargon. The reality of
such cooperation and coordination, however, is quite a different
matter. What takes the current interest in collaboration one step
beyond the stock-in-trade rhetoric of interagency cooperation
is the emerging consensus about the importance of avoic:ag
unnecessary placements coupled with the tangible evidence that
new approaches, such as family preservation services or multi-
system collaborations or systems-of-care, seems to work. This
defines the paradigm shift that makes it possible to move toward
a new vision of services.

Experience to date suggests that there are three critical
ingredients to a successful collaboration: leadership, a se-
shared goals, and a realistic sense of time. Strong lcadersh::: ..,
of course, the most clusive. Somebody must, either by mandate
or by predilection, want collaboration to happen and must have
enough clout to draw in the other actors.

Equally important, however, is a set of shared goals. The
growing support from both child welfare and mental health
agencies for the policy driven goal of preventing unnecessary
placement thus represents a boom for collaborative efforts. It
defines atangible outcome, even as service providers arc creat-
ing new program models, such as family preservation services,
that provide the means to achieve the outcome. While this does
not guarantee the end of turf battles, it does provide a focus that
hitherto has not been as clear nor as widely articulated.

The third component, the need for time, cannot be under-
estimated. States, communities and individuals charged with
responsibility for troubled children develop their own histories
and ways of functioning. Changing these can be as complex a
process as trying to change a family’s functioning. There is no
one magic recipe. What is critical is starting the process; pro-
viding a context that will nurture and encourage goal-oriented
cross-system collaborations.

A successful collaboration is somewhat akin to a successful
cross-cultural endeavor. Different systems have different
strengths, different weaknesses, different fiscal resources and
different mandates. These must be openly explored at all levels.

In summary, the incontrovertible fact is that if we are to
provide more responsive services to troubled and at-risk chil-
dren and families, if we are to do better at keepingthem in stable
living situations, and wrapping the services they need around
them, mental health and child welfare need each other. The time
is ripe. The program models continue to emerge. The policy
challenge is to restructure the fiscal and organizational web that
has been created to support these new models.

For references on Interagency Collaboration see page 23.
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Replication of Model Programs Underway

Pastissues of UPDATE have described
significant system of care developments in
several states. This issue briefly describes
efforts to replicate the Ventura, Califomia
model in three other Califomia counties, to
transport the Alaska Youth Initiative model
fo other states, and to expand the system of
care in North Carolina to children who are
military dependents in the Ft. Bragg area.

California \

California has allocated $1.4 million
dollars per year for a replication of the
Children’s Demonstration Project of Ven-
tura County in three counties, according
to Betsy Burke, Director of the Special
Populations Branch in the California De-
partment of Mental Health.

The Ventura project was started in
July, 1985 to develop a cost-effective inter-
gency network of coordinated services for
children with serious emotional distur-
barn:ces who had been removed from their
home, or were at risk of being removed.
Under the leadership of Randall Feltman,
the project brought together services pro-
vided by mental health, child welfare, ju-
venile justice, and education.

In 1987 the California Legislature
passed a law paving the way to expand the
project to other counties. Proposals were
received from 22 counties, and three were
chosen, Santa Cruz, San Mateo, and Riv-
erside, according to Burke. California is
also funding an independeant evaluation of
the replication of the model.

Although the initial funding for the
Ventura Project was $1.5 million per year,
Burke emphasizes the replications are
"not as costly as it was for Ventura because
the new countics had already begun the
process...they needed money to complete
the process rather than to begin it."

The new counties have already started
operations and performance contracts
have been developed for these projects
emphasizing specific client outcomies
rather than units of service.

North Carolina .=

On September 1, 1989 a five year proj-
ect to develop, implement, and evaluate a
system of care for children and adoles-
‘ats who are military dependents was in-

itiated in Fayetteville, North Carclina near
Fort Bragg, according to Lenore Behar,
Special Assistant for Child and Family
Services for the North Carolina Depart-
ment of Human Resources.

According to Behar, the major objec-
tives of this program, funded by a Depart-
ment of Defense grant, are "to fully fund a
continuum of care to demonstrate it’s ef-
fectiveness in meeting the mental health
needs of the children, and to impact on
CHAMPUS and other third party payers
by demonstrating that this is both effective
and efficient.”

Under CHAMPUS, the insurance
program covering military dependents,
mental health coverage for children was
available for outpatient services, and ser-
vices provided either in residential treat-
ment centers or hospitals. The new pro-
gram will provide a varied range of
services, building on the prior system-
building activities that have taken place in
North Carolina.

An independent evaluation con-
ducted through Vanderbilt University will
include a comparison between children at
Ft. Bragg and Ft. Stewart in Georgia and
Ft. Campbell in Kentucky.

Behar hopes a successful evaluation
will spread the project to other military
installations and CHAMPUS in general.

Alaska }\

John VanDenBerg, Coordinator of
Child and Adolescent Meatal Health in
Alaska, reports that the highly individual-
ized multi-agency treatment approach uti-
lized to serve children in Alaska is being
used in states such as Montana, Washing-

The Alaska Youth Initiative (AYT)
was esseatially a statewide application of
individualized treatment approaches de-
veloped by the Kaleidoscope program in
Dllinois, VanDenBerg reports. AY1 is a
collaborative cffort between mental
health, child welfare, and education sys-
tems.
The AYT approach uses funds in a
flexible manner to develop individualized
trcatment programs rather than place
children in existing categorical programs.
While AYI was originally geared to bring
Alaska children back from out-of-state
placements, it is now used to maintain chil-
dren in their own home and community,
and avoid placement altogether.

Washington state is the furthest along
in using the AYI model to return children
from out-of-state placements. In a one-
year period ending March L 1989,
Washington’s program succeeded in re-
turning 38 out of 43 target children.
Monthly costs were redirected from
$4,490 per month to $2,020 per month, and
behaviors such as suicide attempts and
destructive acts were reduced.

Washington state emphasizes the im-
portance of interagency teams at the state
and local level, core treatment teams in-
cluding family and community staff, and a
case manager, to implement such a pro-
gram. Washington reports using flexible
funding as a method to allow “specific,
individualized and creative plans to be de-
veloped for extremely difficult youth.”

VanDenBerg is pleased with the
adaption of the AYT model, but empha-
sizes the need for a strong focus on quality
control issues and for evaluation of treat-
ment cffectiveness over an extended time

ton, and Wyoming as well. period.
For information contact:
John VanDenBerg, Coordinator
Betsy Burke, Director Qhild & Adolescent Mental Health
Special Populations Branch Division of MH/DD
Dept. of Mental Health Dept. of Health & Social Services
1500 9th Street Box HO4
Secramento, CA 95814 Junesu, AK 99811
(916) 323-9289 (9U7) 465-330
Lenore Behar, Special Assistant for Child Richard Westgard, CASSP Project Director
and Pamily Services Dept. of Social & Hezlth Services
Divisios of MH/MR/SAS Meatat Health Divisios
Dept. of Human Resources Mailstop: OB-42F
325 N. Salisbury Street Olmpia, WA 98504
Ralkigh, NC 2711 (206) 5863778
(919) 733059
S
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1. Ira Lourie, Director of CASSF, at Project
Director’s meeting in October, 1988.

2. Monographs produced as part of the
CASSP effon.

3. Diane Tucker and Susan Ignelzi, of Ohio,
speak at "Mental Health and Education”
conference held May, 1988 in Washington,
D.C.

4. Participants at October, 1987 CASSP
Project Director's meeting in Washington,
D.C.

S. Barbara Friesen, Director of Portland
State Research and Training Center.

6. John VanDenBerg, Alaska Coordinator
for Child and Adolescent Mental Health.

7. Ellen Kagen, CASSP Coordinator at the
Georgetown Child Development Center;
Karl Dennis, Executive Director of Kaleido-
scope-Chicago and Mareasa Isaacs, Ad-
ministrator of Child/Youth Services
Administration in Washington, D.C, at
CASSP Training Institute in Boulder, Colo-
rado, July, 1988.

& Judith Katz-Leavy , CASSP Deputy Di-
rector and Beth Stroul, CASSP Consuitant
at CASSP Training Institute.
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In the summer of 1984, the Child and
Adolescent  Service System  Program
(CASSP) of the National Institute of Men-
tal Health (NIMH) awarded its first grants
to ten states. Since then, NIMH has
awarded CASSP grants to more than 40
states. As CASSP turns five years old, this
special section of UPDATE was prepared to
review its progress, and to identify areas in
need of further growth and development.

This article presents views on the devel-
opment of CASSP from individuals in the
federal govemment, several states, and ad-
vocacy organizations. Included in this sec-
tion is a chronology showing the progression
of CASSP activities and funding.

Objectives of CASSP

CASSP -- an important step in the
right direction but only one of many steps
needed to raise mental health services for
children and families to the level at which
they should he. That is the consensus
opinion of those interviewed by UPDATE
for this article.

The original, basic goal of CASSP was
toget a child mental health personin every
state, according to Dr. Ira Lourie, director
of CASSP for its duration. A more ambi-
tious goal was to make "large scale changes
in the way services are delivered.”

The idea was to get states to pay more
attention to the mental health needs of
children, said Jim Stockdill, director of
NIMH's Division of Education and Ser-
vice System Liaison during CASSP’s first
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tal health, redefining it as a mutli-agency
challenge, and serving as a catalyst to de-
velop a strong system within communities
with a focus on non-residential care.”

A strong partner of NIMH in the de-
velopment of CASSP was the national or-
ganization of State Menta: Health Repre-
sentatives for Children and Youth
(SMHRCY), according to Lourie and
Stockdill. Martha Forbes, SMHRCY
Chairperson at the time CASSP was initi-
ated, recalls that it was her hope that
CASSP would lead to an increase in
"meaningful, responsive services® for chil-
dren through increasing coordination of
service, and developing a common lan-
guage among different systems.

As CASSP progressed, its goals
evolved, according to Lourie. An in-
creased Tocus on redefining the role of
parents and involving them more actively
in the system developed, he said. There
was also more of a focus on creating a
system that was responsive to culturally
diverse groups and developing strategies
for serving homeless children.

Dr. Judith Meyers provides further
perspective on the context in which
CASSP was created in an article published
in the Journal of Clinical Child Psychology
in 1985. While the provison of mental
health services is primarily the responsibil-
ity of states, she wrote, "the federal govern-
ment, however, has a role in ensuring that
states provide comprehensive and effec-
tive systems of care to all those who are in
need.” She also wrote that while this fed-
cral respoasibility is recognized, “the his-
tory of federal invclvement in mental
health services for children is a story of
failure marked bya series of initiatives that
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have neither survived beyond a few years

nor accomplished much of lasting signifi-
cance."

Accomplishments of
CASSP

It is against this background of inade-
quate children’s mental health services in
the states and short-lived prior federal ef-
forts in children’s mental health that the
success and failures of CASSP must be
considered.

On the basic goal of increasing atten-
tion to the needs of children and families,
CASSP reccived strong reviews from the
individuals interviewed by UPDATE.

"CASSP is an excellent national and
state level effort to try to meet and ade-
quately address the needs of serivusly
emotionally disturbed children and ado-
lescents,” said Kevin Concannon of Ore-
gon, who was Commissioner of Mental
Healthin Maine at the time CASSP began.
"CASSP funds are serving as a catalyst in
a change of state systzme specifically to
better serve these underserved popuia-
tions."

Marylee Allen of the Children’s De-
fense Fund also refers to CASSP as an
effective catalyst, particularly "in drawing
attention to the problem, and getting var-
ious systems to work together.”

The basic CASSP goal of getting a
children’s mental health person in every
statc has been just about met, reports
NIMH’s Lourie.

Barbara Huff, president of the new
Federation of Families for Children’s
Mental Health, emphasizes the accom-
plishments of CASSP in strengthening the
role of parents in developing better ser-
vices for their children.

"The CASSP program has been fabu-
lous overall,” she said. "For families it has

been the first thing they have had to latch
onto, be involved in." Those who stressthe
success of CASSP in increasing family in-
volvement include Khnitzer, Lourie,
Stockdill, and Paul VanderVelde of Mich-
igan, current SMHRCY Chairperson.
Through the five years of CASSP

there have been noticeable increases

within the states in parental participation
ia meetings and on advisory boards, in the
development of a range of parent support
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services, and in the overall re-examination
of the role of parents. The "Families as
Allies” project, developed by the Rescarch
and Training Center at Portland State
University, has provided training to par-
ents and professionais across the country,
conducted regional conferences in each
section of the country, and awarded grants
to five states specifically for strengthening
supports to parents.

CASSP has also had a positive impact
increating a vision of what a system of care
for children with emotional disturbances
and their families should look like, accord-
ing to Judy Katz-Leavy, Assistant Chief of
the Child and Family Support Branch of
NIMH. She indicates that "CASSP has
had tremendous success in disseminating
the philosophy and the principals of a sys-
tem of care.”

The first national conference on a sys-
tem of care, conducted in Colorado in
1986, and the monograph on a system of
care, prepared jointly by the CASSP Tech-
nical Assistance Center at Georgetown
University and the Research and Training
Centes for Children’s Mental Health in
Florida, has provided the model for this
Vandervelde agrees that CASSP has
been successful in "publicizing and making
available to states information about suc-
cessful models.” In addition to a mono-
graph on the overall model of a system of
care, CASSP has resulted in monographs
on home-based services and crisis ser-
vices. An additional report on therapeu-

tic foster care will soon
gram information has
issues of UPDATE, an
and national conferen
A significant mon
for minority children
lished. This has helpe
a "cuiturally competen

Future /

Despite the cons
CASSP has increased
the need for improve
mental heaith servi

state-level leadership,
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seminated a vision for a multi-agency sys-
tem of care and increased the invoivement
of familes more than ever before, there are
a number of items of unfinished business
and a general concern about the future.

One major concern is the continuing
need for improved services. According to
Lourie, while there have been "many signif-
icant changes at both state and local levels,
and there is a national movement towards
better service delivery that has joined with
a parent movement, changes arc not yet
deeply entrenched in any state or local
jurisdiction...there is no place where it is
truly complete or secure.”

There is a need to "educate and moti-
vate state legislators in every state in pro-
viding mental health services and support-

ing mental health systems,” emphasizes

Preston Garrison of the National Mental
Health Association.

CASSP does not provide service dol-
lars and there is a need for new dollars for
service implementation, indicates Knitzer.
Dr. Mareasa Isaacs, children’s mental
health director in Washington, D.C,, also
underscores that after planning is con-
ducted there is just not enough service
money available.

As a state-level administrator, Con-
cannon agrees with the need for more ser-
vice dollars. He indicates, however, that
"money for services should come from state

1983-84

Congress budgeted $1.5 million for
CASSP. 44 states applied for grants. 10
states received grants:  Alabama,
Alaska, Georgia, Hawaii, Kansas,
Maine, Mississippi, New Jersey, Ohio
and Wisconsin. CASSP Technical As-
sistance Center at Georgetown begins.
Research and training ceater grants
awarded to Florida Mental Health In-
stitute and Portland Statc University
jointly through Dept. of Education and
NIMH funding.

systems rather than from CASSP’
VanderVelde also emphasizes that
CASSP cannot be expected to remedy all
of the problems, he calls for increased fed-
eral involvement in funding for prevention
and carly intervention treatment pro-
grams.

Overall, the call for increased moncey
for services is a strong and consistent onc
but the specific form it takes is varied. It
includes a focus on generating more
money at state levels, developing addi-
tional sources of federal support, working
through interagency mechanisms to create
more resources, and modifying existing fis-
cal policies so that available money can be
used more effectively.

Another frequently mentioned con-
cern has to do with the future of CAGSP as
a program, and CASSP-type activities in
general. Allen indicates, for example, that
"keeping the momentum going is a chal-
lenge,” and Isaacs asks, "Now that CASSP
is not there in some states, will it con-
tinue?"

"More time is needed for consolida-
tion of gains," said Lourie who further re-
ports that the mechai..sm for that consoli-
dation "is not yet ciear and that is the next
struggle.” As part of that effort, Knitzer
calls for passage of Congressional legisla-

1985

4 states added from 1984 budget:
Indiana, Nebraska, Pennsylvania and
Vermont. $39 million budgeted for
1985. 22 states applied for grants. 8
states added: Delaware, Idaho, Illinois,
Kentucky, Louisiana, New York, Okla-
boma and Tennessee, raising total
grants to 22. All grantees required as
part of their CASSP project to include
as a goal increasing family involvement
in service planning. First issue of UP-
DATE published.

tion maintaining CASSP rather than con-
tinuing to depend simply upon a line item
in the budget. Forbes calls for more work
on developing a formal national policy on
mental health services for children.

The minonty initiative is another
major unfinished agenda item. As Lourie
indicates, this was not an original priority
of CASSP but has become a more critical
one as CASSP has evolved.

"The minority initiative has only been
afocus for two years. It is a very complex
issue," Isaacs reports. "It seems like an add-
onbut, it needsto be ordinary business. As
an add-on it doesn't really last.”

The issue of training mental health
professionals, particularly in university-
based training programs, was also men-
tioned.

"The CASSP philosophy has got to get
into the schools where they are training
mental health professionals. Universities
are not familiar with CASSP information,”
Issacs said. Katz-Leavy also emphasizes
the need to work more with university fac-
ulty as well as with professional organiza-
tions. Ties with the private sector need to

1986

2 states added from 1985 budget:
Washington and West Virginia. $4.7
million for new budget. 16 applications.
3 states and 2 local projects added:
Towa, Virgin Islands, Virginia, Brook-
lyn and Wichita, brining total to 27
states and 2 local projects. In January,
3-dayworkshop on "Mental Health Pro-
gram Development for Minority Youth
and Their Families® held in Atlanta. In
April, first “Families as Allies® confer-
ence held for Western states. In July,
national conference on systems of care
held in Boulder, Colorado, and mono-
graphon "A System of Care for Severely
Emotionally Disturbed Children and
Youth® published.

$1.5 Million

$3.9 Million

$4.7 Million
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be strengthened and efforts to determine
how the public and private sector can work
in effective partnerships need to be made,
said Katz-Leavy.

There is a need for an increased
knowledge base on how to work effectively
with these youngsters, Stockdill said. He
indicates that "we need to study the effi-
cacy of the newer treatment modalities in
the system of care.”

Summary

As CASSP completes its fifth year,
there seems to be little doubt according to
those interviewed that it entered a field in
great need of assistance and has played a
major role not only in assisting individual
states but in creating a national movemeant.
Some of the important accomplishments
are in increasing state-level capacity to ad-
dress the needs of children with emotional

1987

7 grants for local programs
awarded to Alaska, Georgia, Kentucky,
Louisiana, Massachusetts, Oklahoma
and South Carolina, and a grant
L awarded to District of Columbia. Two
projects in South Dakota and Massa-
chusetts jointly funded with Adminis-
tration for Children, Youth, and Fami-
lies, raising total number of grants t0 39.
CASSP program review meeting held in
Coolfont, West Virginia in August.
New pre-CASSP state-level capacity
building grants established. 4 addi-
tional "Familics as Allies" conferences
held in Midwest, Great Lakes, South,
and Noctheast arcas. All grantees re-
quired to add to their CASSP goals a
focus on improving services for minor-
ity youngsters and their families. Child
and Family Support Branch formed
within Division of Education and Ser-

disturbances and their families, gaining
greater recognition of these children’s
needs, establishing a vision of a system of
care, increasing parental involvement and
helping redefine the role of parents, and
disseminating information on approaches
to improving services.

Yet as long as the list of accomplish-
ments is, so is the list of tasks yet to be
completed. This includes translating the
gains made so far into increased services,
strengthening the effort to make the system
of care culturally comptent, working more
closely with universities and with the pri-
vate sector, and building a stronger re-
search base for system development.

CASSP is at a crossroads, say several
of those interviewed. While significant
gains have been made, and there is impor-

1988

$7.4 million new budget. Capacity
building grants awarded to Arkansas,
New Hampshire and Utah, states grants
to California, Maryland, Missouri,
North Carolina, Oregon, South Dakota
and Texas, & local grants to Mississippi
and Pennsylvania. Total grants now 50.
Minority Resource Committee estab-
lished. First national research confer-
ence on mental health services and pol-
icy for children held in Tampa in
February. Conference on collaboration
between mental health and education
held in Washington in May. Training
institutes held in Boulder in July on
*Community-Based Services for Se-
verely Emotionally Disturbed Children
and Youth® Workshop on Medicaid
financing held in Washington in Sep-
tember. Training for parcat-profes-
sional teams held in Portland and family
networking grants given to Hawaii,
Montana, Minnesota, Virginia and
Wisconsin. "Next Steps’ working con-
ference for parents of childrea with se-

tant momentum for further progress, the
gains that have been made are not yet sob-
idly entrenched and the momentum can
casily swing in another direction. The ef-
forts of the next few years will be critical in
determining if CASSP is another short-
lived federal initiative, or if a strong and
articulate constituency will insure that the
current gains will be maintained and the
unfinished business completed.

B. Friedman and A. Algarin

1989

$9.8 million budget. Final deci-
sions on new CASSP grants not avail-
able at press time. Possibility that al-
most every state will have a grant byend
of this cyde. Original 10 states com-
plete five year grant cycle. Increased
focus on evaluation with evaluation sup-
plements available through grant appli-
cation process. Second national re-
search conference on services rescarch
for children held in Tampa in February,
and Proceedings from first conference
pubished. Monograph on developing a
culturally competent system of care
published, and monograph on financing
of services published. After competi-
tive process, CASSP Technical Assis-
tance Center at Georgetown funded for
five more years, and Rescarch and
Training Centers in Florida and Oregon
cach funded for five more years.
CASSP completes five years of opera-
tion.

vice System Liaison of NIMH. rious emotional disturbances held in
Washington in December.
$5.6 Million $7.4 Million $9.8 Million
of CASSP
. (’
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ANALYSIS

Researching the Research Needs

The Institute of Medicine (IOM), and
particularly its Committee for the Study of
Research on Child and Adolescent Men-
tal Disorders have done a great service
through their report on the need to estab-
lish a strong child mental health research
program. There is much tobe encouraged
about both in the recommendations of the
Committee, and in the actions of the Na-
tional Institute of Mental Health (NIMH)
to use the report as a basis for developing
aNational Plan for Research on Child and
Adolescent Disorders.

The IOM report contains far too
much information to be adequately ana-
lyzed in a brief article. This article is in-
tended to briefly summarize some of the
special strengths of the report as well as to
identify areas of concern. The analysis will
focus primarily on the implications of the
report for the development of a sound
empirical base for establishing effective
systems of care for children with emo-
tional disorders and their families.

Training and Support of
Researchers

The IOM describes its recommenda-
tions as "capacity-building” in nature. The
focusis not simply on the substantive areas
within the child mental health field in
which more research is needed but also on
the capacity of the scientific community to
conduct sound and relevant research, and
the capacity of NIMH to provide strong
leadership in this effort. There is a great
need to strengthen research training and
support of beginning researchers, and the
report does an excellent job of calling at-
tention to these needs. Unless these areas
are attended to, increases in funding for
actually conducting research will produce
disappointing results.

As the IOM report indicates, "No
field has a greater or more pressing need
to recruit and support rescarchers than
child and adolescent mental health, yet
research in this area has almost always
lacked the support it deserves and re-
quires, both in professional schools and
universitics where most rescarch is con-
ducted, and among the private, local, state,
and federal agencies that fund research.”

It is also noteworthy that the report

Q

emphasizes the need for a multidiscipli-
nary focus in child mental health research.
Given the complexity of the problems to
be addressed, the development of malti-
disciplinary teams is becoming absolutely
essential. The report does an excellent job
highlighting the need for the

large increases in research in epidemiol-
ogy; assessment, diagnosis and treatment:
prevention and special populations; ser-
vices and systems of care; basic behavioral
and social sciences; and basic neurosci-
ence.

"core disciplines for child and

adolk: ‘~ent mental health re-
$200

RESEARCH BUDGET PROPOSED BY iOM

search” to be supplemented
both by professionals from
the basic sciences and the so- swsof
cial and behavioral sciences.
Clearly, from a perspective of

s100f
system of care research there
is a pressing need to involve
more economists, sociolo- sso
gists, epidemiologists, and
educators. 0

The report also indicates
that "A major effort is neceded
to recruit more researchers
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from minority groups.”

There is not only an important need for
this, but also to insure that the training of
all researchers includes a thorough prep-
aration to effectively deal with special is-
sues in resezich with culturally diverse
groups.

Similarly, within research training
programs there is a need to provide train-
ing on broad service system and policy
issues. This can play an important role in
generating interest in young researchers in
conducting mental health services and sys-
tem of care rescarch. At a more basic
level, however, it can increase the rele-
vance of research that is conducted, and
heighten the likelihood that the ultimate
goal of the research will be realized--the
translation of the findings into improved
services for children and their families.

As the role of families and consumers
change in the mental health field, new and
exciting research opportunities are cre-
ated. It becomes essential, as well, that the
perspective of family members and con-
sumers be considered in the design of re-
search and the training of researchers.

Focus of Research

The IOM report has well-recognized
the need for expanded research in various
areas. Thbe recommendations call for

.3

The report calls for an increase from
the current annual level of research sup-
port of $47.4 million to a level of $162
million in five years. This is an exciting
request which merits the strong support of
child mental health advocates.

The reports indicates that,"Three ele-
ments appear to be fundamental under-
pinnings for research progress in this field.
First, effective research must be motivated
by a sophisticated appreciation of the de-
velopmental perspective...Second, com-
prehensive but fundamental understand-
ing of the causes and determinants of
mental disorders of children requires a
multidisciplinary approach... Third, devel-
opmental studies demand longitudinal
analyses.”" There is no queston that an
application of these "fundamental under-
pinnings" would be a major step forward
for research in child mental health.

Specifically, in the area of research on
service delivery and systems of care the
report calls for an increase from the pres-
ent level of $1 million to a level of $10
willion in five years. The term “rescarch
on service delivery and systems of care” is
significant in and of itself. On the one
hand it recognizes the progress that has
been made in focusing on the nced for
systems of care in order to adcquately
serve children with the most serious emo-




tional disorders and their families.

More important, however, it provides
a focus for mental health services research
that has been lacking. As indicated by
numerous presenters at our Center’s an-
nual research conferences the last two
years, as mental health policy efforts in-
crease theiremphasis on the need for com-
munity-based systems of care, there is a
need for a shift in the research paradigm
within mental health services research to
take this into account. There is anced for
rescarch that will focus not just on com-
parisons between individual programs, or
small nuances in the delivery of services,
but will broach the broad issues of measur-
ing and describing systems of care, evalu-
ating their effectiveness, and assessing the
effects upon systems of care of a range of
organizational and financing variables.

Such research is complex, clearly re-
quires muitidisciplinary teams, and is ex-
pensive. The recommended budget for
this type of research in the IOM report is
in fact modest, given the expense of such
research.

There are scveral research policy is-
sues regarding system of care rescarch
that are only addressed in a cursory way in
the IOM report, and that should be ex-
panded upon as NIMH develops its na-
tional plan. These include approaches to
involving multiple systems in supporting
research much as systems of care aim to
involve multiple systems in supporting ser-
vices, mechanisms for integrating clinical
and services research, procedures for in-
creasing communication between re-
searchers and policy-makers, and mecha-
nisms for stimulating increased state
support for systems of care research.

The IOM report understandably has
its primary focus on the diagnosable men-
tal disorder as the unit of study, Within
this framework, the report recommends
that, "Priority for research, therefore,
should be given both to those disorders
with the greatest burden of suffering and
to those with the highest prevalence.® The
report then providss a list which includes
such diverse disorders as autism,
Tourette's disorder, and conduct disor-
ders.

n There is a concern, however, despite
. ble criteria presented for es-
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tablishing priorities, that in reality a dis-

proportionate amount of research has his-
torically been done (and may continue to
be done) on disorders that lend them-

selves to clear and casy diagnosis, and -

ready access to cooperative subjeci popu-
lations, such as autism or Tourette’s disor-
der. While additional research on these
disorders is clearly needed, there is an
enormous need for mote research on
problems like conduct disorder, which de-
spite its significance to systems of care,
appears to be under-studied. This is
largely because it is not as easy to clearly
diagnose as other disorders (in fact, diag-
nostic criteria and actual labels tend to
change frequently over time), cooperative
subject populations (particularly for longi-
tudinal studies) are harder to find, and in
general it doesn’t lend itself as well to
scientifically clean research as do other
disorders.

Given this reality, and the parallel re-
ality of the importance of these problems,
there is a need to look specifically at the
obstacles to research in certain areas, and
todevelop mechanisms to overcome them.
It may in fact be that one of the obstacles
is that certain conditions do not lend them-
selvesto disorder-focused research as well
as do others, and that unless the focus of
rescarch is broadened, they will continue
to be understudied.

Leadership for Child
Mental Health Research

The recommendation that NIMH es-
tablish an associate director for children
and adolescents to provide full-time lead-
ership in children’s research is an impor-
tant and valuable recommendation of the
report. So is the identification of some of
the carly tasks that need to be undertaken
out of that office. These include examin-
ing the process of initial review of research
proposals, advocating with other federal
agencies about the need for child and ad-
olescent mental health research, and in-
creasing the involvement of private foun-
dations in this area.

The proposed associate director
would establish an institute-wide consor-
tium concerned with child and adolescent
mental heaith research. Membership on

the consortium “would consist of ap-
pointed representatives from each of the
major research divisions within the extra-
mural program as well as representatives
from intramural research."

While the establishment of an associ-
ate director position, and such a consor-
tium are excellent ideas, it is recom-
mended here that repres=atation on the
consortium include the NIMH Division of
Education and Service Systems Liaison.
This Division has significant responsibility
for planning, training and education, and
service demonstration projects, and its
representation would not only add an im-
portant perspective but be a step towards
increasing communication betweea the
research and the service system communi-
ties.

In fact, anoverall theme that emerges
from a service system perspective is the
need for increased dialogue and coliabo-
ration between academic-based research-
ers, researchers in non-academic settings,
mental health policy makers, and family
members. The NIMH Public--Academic
Liaison initiative is a very positive and im-
portant step in that direction. Such dia-
logue and collaboration needs to be fo-
cused on individual research projects but
needs to be much broader as well. It
should be incorporated in the training of
rescarchers, the development of priorities
for research, the creation of improved
procedures for dissemination of rescarch
results, and the establishment of rescarch
policies as well.

The next few months, during which
the IOM report wil be reviewed., and
NIMH will be developing its National Plan
for Research on Child and Adolescent
Disorders, will be important in creating a
much-enhanced capacity and vision for
child mental health research. The 1OM
report has provided an excellent launching
point for this process, but the ultimate
success of the process will require the ac-
tive participation and input of other wndi-
viduals and organizations interested in
children’s mental heaith.

To offer comments for NIMH's con-
sideration as it develops its plan write to
Dr. Lewis Judd, Director, NIMH, Room
17-99, Rockville, MD 20857.

B. Friedman
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RESOURCES UPDATE

The Research and Training Ceater
for  Children’'s Mental Health
(RTCCMH) of the Florida Mental
Health Institute is funded by the National
Institute on Disability and Rehabilitation
Research and the National Institute of
Mental Health, The RTCCMH mission
is to improve services for children with
emotional disturbances and their fami-
lies by increasing the knowledge base for
such services. As part of its commitment
to this mission, RTCCMH provides a va-
riety of training, consultation, and dxs-
semination activities.

An Annotated Bibliography de-
scribing papers prepared by RTCCMH
staff is available upon request. Copies of
material or further information can be

Research and Training Center fo¥ Chlldren’s Mental Health ¥

obtained from Dr. AlDuchnowsh.Dl-
rector of Training Consultation and Dis-
semination, RTCCMH, 13301 Bruce B.
Downs Bivd,, Tampa FL 33612, (813)
974-4500. ... .- 3.
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Minority Monographs

Two monographs on services for mi-
nority children with severe emotional dis-
turbaiices have been released. "The Mi-
nority Severely Emotionally Disturbed
Child: Corsiderations for Special Educa-
tion and Mental Health Services,” is a task
force report recommending a CASSP net-
work to publicize information on the
needs of these children and the resources
available to them. "Towards a Culturally
Competent System of Care: A Monograph
on Effective Services for Minority Chil-
dren Who Are Severely Emotionally Dis-
turbed,” provides a philosophical frame-
work on improving the delivery of services
to minority children. These monographs
are available from the CASSP Technical
Assistance Center, Georgetown Univer-
sity Child Development Center, 3800 Res-
ervoir Road, N.W. Washington, DC
20007, or call (202) 687-8635.

Conference Proceedings

The 1988 conference on, "Children’s
Mental Health Services and Policy: Build-
ing A Research Base” identified key re-
scarch issues on children’s mental health
services and policy research. The pro-
cecdings are available for $10.65 from the
Office of Training and Consultation, Flor-
ida Mental Health Institute, University of
South Florida, 13301 Bruce B. Downs

Blvd., Tampa, FL 33612-3899.

"Invisible Children" Project
A resource kit on the "Invisible Chil-

dren” project conducted by the National
Mental Health Association -includes the
final report and recommendations, a
guide for advocates, and a copy of the
project survey. The kit is available from
NIMHA, 1021 Prince Street, Alexandria,
VA 22314-2971 or call (703) 684-7722.

Special Journal Issue

The winter 1989 edition of the Journal
of Mental Health Administration is a spe-
cial issue devoted to children’s mental
health services. For a copy of the journal
write Dr. Bruce L. Levin, Editor, Florida
Mental Health Institute, 13301 Bruce B.
Downs Blvd,, Tampa, FL. 23612 or call
(813) 974-4500.

TASPP Activities

The Technical Assistance for Special
Populations Program (TASPP), Univer-
sity of Illinois Office of the National Cen-
ter for Research in Vocational Education,
University of California, Berkeley has
completed a resource guide on transition
called "Resources to Facilitate the Transi-
tion of Learners with Special Needs from
School to Work or Postsecondary Educa-
tion.” The guide lists handbooks, curricu-
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Changing Faces

Robert Davila

Three people were recently approved for positions in the
United States Department of Education, Office of the Assis-
tant Secretary for Special Education and Rehabilitative Ser-
vices (OSERS).

Robert Davila, Ph.D., is the new Assistant Secretary of
OSERS. He last served as Vice President for Pre-College
Programs at Gallaudet University since 1978.

Michael E. Vader will serve as the new Deputy Assisiant
Secretary of OSERS. He most recently served as Deputy
Director of of the Department of Consumer Affairs for the
State of California.

Judy Schrag is the new Director of the Office of Special

Michael E. Vader

James Stockdill

Education Programs of OSERS. She last served as Assistant
Superintendent of Public Instruction since 1980 in Washington
state.

James Stockdill, Director of the Division of Education and
Service Systems Liasion of the National Institute of Mental
Health (NIMH) for eight-and-a-half years, resigned as of July
31, 1989. He had held this position during the entire develop-
ment of the CASSP Program and had been with NIMH for 20
of the last 23 years. Ernest Hurst, who had served as Deputy
Director of the Division of Education and Service Systems
Liasion, will serve as Acting Director.

Interagency Collaboration
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foster care, day treatment, intensive home-
based services, respite care, mobile crisis
services and case management. "Current
mental health programs focus too heavily
on cither outpatient counseling, which is
often limited, or on inpatient/residential
beds,” according to the report.

The NGA emphasizes the need for
joint planning, program development, and
funding by various child-serving agencies.

"More than any other single factor, the
methods of funding mental health and re-
lated services have limited the state ability
to provide responsive and effective mental
health services,” the statement indicates.
"Present federal and state funding streams
encourage discrete and categorical sup-
port that is too rigid to respond to complex
individual needs.” The report calls for
more flexibility in funding, and in public
and private insurance, an increased fund-
ing focus on community-based services
rather than inpatient care.

The NGA calls for more research,
program evaluation and advocacy for chil-
dren with serious emotional disturbances.

A need for improved relations be-
tween universities and public agencies in-
volved with these children is also
identified. The statement indicates that,
"States should work with universities to
enhance their understanding of ard re-

sponsiveness to children with serious emo-
tional disturbances and the publicly
funded systems that serve them.”

Copies of the policy statement are
availabie from NGA at 444 N. Capital St.
NW, Suite 250, Washington, D.C. 20001
(202) 624-5300.

IOM Report
Continued from page 1.

Judd reports that the National Advi-
sory Mental Health Council is in the pro-
cess of developing a "National Plan for
Research on Child and Adolescent Disor-
ders,” using the IOM report as a key re-
source. The completed National Plan will
be presented at the Council's February,
1990 mecting.

Committee Chair Leckman indicates
that he is very encouraged by the total
support from NIMH's Council, and the
support received from the field in general.

Commenting on the recommenda-
tiors, Leckman notes that the highest pri-
orityis increased "support for people at the
beginning of their rescarch careers who
had received good training.” He indicated
that, given the need for considerably more
rescarch, "the biggest tragedy is when you
have people who have been through train-
ing, and then have limited opportunity to
do research.” .

In addition to calling for increased
support for research training, and for the

rescarch itself, the report al.o recom-
mends the establishment of an institute-
wide consortium concerned with child and
adolescent research at NIMH. It says that
"an associate director of NIMH for chil-
dren and adolescents should provide full-
time leadership for the consortium.” (For
further analysis, see the article on page 20.)
NIMH has indicated its interest in re-
ceiving comments to assurc that the Na-
tional Plan it is developing "adequately
reflects the most important research prior-
ities of the field.” These comments should
be sent to Dr. Lewis Judd, Director,
NIMH, Room 17-99, 5600 Fishers Lane,
Rockville, MD 20857. Copies of the full
IOM report are availabls from the Na-
tional Academy Press, 2101 Constitution
Ave., NW, Washington, D.C. 20418 or call
{202) 334-3790. individual copies are $3.
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Congress Considers Children’s MH Services Bill

Members of Congress are being asked
to support a new children’s mental health
proposal that would provide grants to states
for children’s mental health services.

The Child Mental Health Services
proposal was created by an ad-hoc coalition
of natiopal child advocacy and mental
health groups spearheaded by Chris
Koyanagi of the National Mental Health
Association (NMHA). The proposal is
based on the recommendations of parents,
advocates, child mental health researchers,
scientists, and other professionals.

Preliminary hearings were held April
30 before the Subcommittee on Health and
Environment of the U.S. House of Repre-
sentatives Committee on Energy and Com-
merce. Testifying before this committee,
chaired by Rep. Henry A. Waxman of
California, were B. R. (Pete) Kennemer, of
Fort Smith, AR, representing the National
Council of Community Mental Health;
Marissa Brown, of Virginia Parents and
Children Coping Together; Dr. Bob Fried-
man of the Research and Training Center for
Children’s Mental Health, and Koyanagi.

The proposal, called the “Children’s
and Communities’ Mental Health Services
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Improvement Act of 1990 in draft lan-
guage, was strongly supported by each of
the witnesses testifying before the Commit-
tee. Koyanagi indicated that while there has
been much progress in the children’s mental
health field “to move beyond the planning
and basic state interagency discussion stage,
we need an infusion of funds to start up the
innovative services and develop the com-
plete community systems of care that will
enable us to belp these children.”

The proposal would create the only
pool of federal dollars targeted to help states
and communities create mental health ser-
vice components that are necessary to com-
plete the system of care for children and
youth who have severe mental or emotional
disabilities, according to Ellen B. Kagen,
Assistant Director for Technical Assistance
of the CASSP (Child and Adolescent Ser-
vice System Project) Technical Assistance
Center.

In the proposal, states would be
awarded five year grants on a competitive
basis and would be required to provide a 25
percent state match for the federal money.
At least 10 states would be funded the first
year with $100 million. The authorization
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Chris Koyanagi, Na-
tional Mental Health
Association and Dr.
Robert Friedman, Re-
search and Training
% Center for Children's
* Mental Health, give
testimony before the
Subcommittee on
Health and Environ-
ment of the U.S. House
of Representatives
Committee on Energy
and Commerce.

would grow to $200 million in the second
year and $300 million in the third year.

The grants would be used to provide a
range of community services including:

» day treatment

* case management

» home-based child and family

services

* respite care

« family-based crisis and other

emergency services

 therapeutic foster care

« therapeutic group homes

+ programs for transitions into

adult services or independent
living.

If the Chi'd Mental Health Services
proposal passes, states would be required to
demonstrate parental involvement in plan-
ning and follow the principals of CASSP in
developing local systems of care, in order to
receive funding. All relevant child-serving
agencies such as education, child welfare,
and juvenile justice would have to be in-
volved in the impleraentation of the pro-
gram.

Continued on Page 7.




Medicaid Changes Provide
Opportunity for More Services

UNIVERSITY OF SOUTH FLORIDA
FLORIDA MENTAL HEALTH INSTITUTE

13361 Broce B. Dewns Bivd. Significant changes in health coverage

Tamps, Florida 33413-3099 —reimburse all related treatment
(813) 9744900 for low income children, enacted by the U.S. services allowed under federa!

Congress last November as part of the Om- Medicaid law, when such ser-
ADVISORY BOARD MEMBERS nibus Budget Reconciliation Act of 1989, vices are identified as needed by

may expand mental health services, accord-

the EPSDT screen, whether or

s BEHAR, PHD. ing to several experts in the field. not these services are part of the
Dept. of Humen Ruscuress Health policy consultant Harriette Fox, state’s Medicaid plan.

Raleigh, North Carolna .

wm ina Jam.lary, 1990 report on the changes to According to CDF, requiring states to
ROSERT K. BRABHAM, PHD. the Medicaid program, stated that the poten-  pay for screening services at intervals in

tial impact of the changes “on children’s

addition to their basic periodicity schedule

BARBARA J. BURNS, PHD. health care can not be overstated.” Chris  corrects the previously existing problem
D bk Cer Koyanagi of the National Meatal Health st 3 child who is not due for an EPSDT
WALIAM BUZOGMIY. MO, Association (NMHA) said the changes Cre-  screening visit, yet has a pew (or worse)
Tampa, Rerida expand their Medicaid programs o improve  care.” Now, for example, a six-year-old
Dept of Edoadon services for the mental health population.”  child who s identified by ateacheras poten-
ook Nebraaka Medicaid is a federal-state costsharing  gially having a developmental problem can
New Hope, Penrwybveria program composed of a combination of  pbe immediately referred to the nurse and to
KARL W. D20SS mandatory and optional servicesdesignedto  an EPSDT provider for assessment, diag-
Chicago. b o, provide health services for low income ib-  postic, and treatment services even if the
Uriverslty of Callorria dividuals. The most significant changesin  gate’s periodicity schedule does not call for
mmm the recent legislation take place in the Early  ; re-examination for another year.
Topoha Karaee and Periodic Screening, Diagnosis and The changes make it possible for
Vertura Counly Mersl Helth Trea;me.nt (EPSDT) component of the  Medicaid-eligible childrentoreceive amore
o Medicaid program, 2mandatory component  expanded range of home and community-
::;-uwm of state Medicaid programs that wasenacted  pased services than currently exist in most
PACER Conter by Congress ip 1967. state plans. In fact, according to Fox, the
rpiieg enlofonyoy The purpose of EPSDT was “t0 assure  changes “are of particular importance for
e Deferwe Fund that all Medicaid-eligible children age 010 children who require less traditional inter-
povdrirboniioy 21 receive a broad range of primary and  ventions or intensive, on-going treatment
prmesied “"""H,M“:"“"““" preventive bealth services including regular  and who often have found the services they
;n::u:.mm well-child exams, dental care, and treatment  require to be entirely unavailable under the
New Oroars. Louiians ?;ut;medmall) meble’;‘:;; ?écggmg to the  gate Medicaid plan or else to be offered in
Aosccia n’s Defense - insufficient amount, duration, or scope.”
S Pevge Loviana olth In the past, the effectivencss of EPSDT pe

This includes such services as home-based

University of Miarmi in identifying and treating children’s mental  yreatment, case management, Tespite care,
g«‘;mnmmm bealth peeds has been limited . because day treatment, and therapeutic foster care.
The Jdohne Hophine Uriversity states have not ensured that all children are Koyanagi cautions that this change is
JUOMH A.“u*m::vm screencd regularly, have not included men-

tal health factors in their screenings, and
have oot taken advantage of a federal law

going to be a very expensive proposition for
many states, and that “it may result in
reduced funding in other areas, and mental

USF.ADVISORS option which allowed them to provide €x-  pealth services may be particularly vul-
SUE IIOHOR, PHD., RN panded services to children who bad  perable to reduction.”

ADLAI BOYD, PHLD. . . ” .

mCHARO DEMBO.PMD. | received an EPSDT screening,” according Further information about the changes
BETTY C. EPANCHIN, ED.D. to the NMHA. . can be obtained from the CASSP Technizal
o A SAVER D, However, the recent changes will BOW  Assistance Center, Georgetown University
JUEL SMITH, PHD. require states to: Child Development Center, 2233 Wiscon-
CENTER STAX¥ — assess both physical and mental sin Ave., NW, Suite 215, Washington, DC
ROBEAT M. FRIEDMAN, PH.D.

health development;

— provide partial and extra screen-
ings above and beyond the
regular screenings, whenever
such a screening is determined to
be medically necessary by a
qualified professional;
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Chiid Research Plan
Presented to Congress

“Scientific effort and progress in under-
standing and treating the mental disorders of
children and adolescents have not kept pace
with the scope of the problem, the urgent
need for answers and action, and the scien-
tific field's readiness to move forward,” ac-
cording to a National Advisory Mental
Health Council (NAMHC) repont presented
to Congress in March, 1990. Therefore the
council requested an immediate $60 million
increase in expenditures for research on
child and adolescent mental disorders.

The council’s report is based on a docu-
ment released in June, 1989, by the Institute
of Medicine (IOM) of the National
Academy of Sciences, prepared at the re-
quest of the National Institute of Mental
Health (NIMH). In the summer of 1989,
following the release of the IOM report, the
House Committee on Appropriations and
the Senate Committee on Appropriations
both requested that a national plan be
developed to implement the recommenda-
tions of the IOM report.

That report, prepared by a committee of
the NAMHC chaired by Dr. Felton Earls of
Harvard University, went beyond the IOM
report in its recommended level of funding.
Trie NAMHC report calls for a funding level
of $152.5 million during Fiscal Year 1991,
the first year the plan would be in effect,

with an increase by the end of the fifth yeur
to $283.3 million. The IOM report, in con-
trast, called for funding levels of $111 mil-
lion durir:g the first year and $198.5 million
in the fifth year.

Described as a “strtegy to accelerate
progress in understanding child and adoles-
cent mental disorders,” the plan uses the
IOM report as a base and includes recom-
mendations in the areas of clinical research,
basic research, research on services, re-
search career development and research
training support, the NIMH intramural pro-
gram, and dissemination of scientific
knowledge.

The largest increases would come in the
clinical research and basic research areas
($61 miilion each over the five years). Also,
$33 million is proposed to support the
development of researchers, and $19 million
more for research on services.

The plan indicates that, “The well-
being of our Nation depends on the health
and strengths of our young people...The
tragic consequences of mental disorders in
our youth — derailed young lives, unful-
filled potential, later drug abuse and crime,
and even suicide — represent an intolerable
waste of our Nation’s present and future
capabilities. We must do something about
this situation now, and we can.”

Dr. Lewis Judd, Director of NIMH, who
requested ihat the child research plan be
developed. ;

A summary of the plan was presented
in a Congressional brigfing, organized by
the National Mental He:dth Association, on
March 16, 1990. Presentations were made
by Dr. Lewis Judd of NIMH, Dr. James
Leckman of Yale University, Dr. Bob Fried-
man of the University of South Florida, Dr.
Joseph Coyle of the Johns Hopkins Univer-
sity, and L. Patt Franciosi of the National
Mental Health Association.

The report is now under study by Con-
gress.  Further information about the
NAMHC plan can be obtained by writing
the council at 5600 Fishers Lane, Parklawn
Building, Room 9105, Rockville, MD,
20857.

Mental health advocacy organiza-
tions are making mental bealth policies
for children a top pric ity.

L.Patt Franciosi, president of the Na-
tional Mental Health Association, has
made children’s mental health a major
goal for the association in 1990.

In ber address to the membership last
v~ - Franciosi called children’s mental
bea.... needs the most serious problem
facing the nation.

“Whatever the label or reason, there
are between 7 and 9 million children with
serious emotional problems. Incredibly,
and to our national shame, 70 to 80 per-
cent of them receive no appropriate men-
tal health services,” she said.

The association has launched a na-
ional public education and awarcness

Advocacy Croups Make Children a Priority

campaign, “Remember the Children,”
during May, 1990, for Mental Health
Month. Franciosi's plans for the year in-
clude building broad based coalitions
across the country, forming a nationwide
advocacy network for parents, and found-
ing an Office of Children and Adolescents
within the association’s National Public
Policy Department.

NMHA also sponsors a Child Mental
Health Interest Group, a non-partisan
Congressional spouses group chaired by
Tipper Gore and Ann Simpson. The 31
member Congressional spouses group is
holding an educational conference series
on children’s mental health issues.

The National Alliance of the Mental-
ly Il Child and Adolescent Network,
(NAMI CAN) sponsored a Child and

Adolescent Leadership Training Con-
ference May 4-6, 1990. The conference
discussed obstacles to gaining services
such as transfer of custody requirements,
finding financial resources, and prevent-
ing bumout.

NAMI CAN focuses on children and
strives to help children with mental illnes-
sess and their families through advocacy,
public education, and family-to-family
support.

For more information on the ac-
tivities of NMHA and the Congressional
Spouses group write the NMHA at 1021
Prince Street, Alexandria, VA 22314-
2971 or call (703) 684-7722. For infor-
mation on NAMI CAN write NAMI 2101
Wilson Blvd., Suite 302, Arlington, VA
22201 or call (703) 524-7600.
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- EDUCATION

Congress Studies Re-Authorization of PL 94-142

H

A Senate bill which reauthorizes
programs in the Education for the Hand-
icapped Act includes a new program for
children with serious emotional disturban-
ces.

The bill, S 1824, which passed the
Senate on November 16, 1989, will provide
$28 million over the next five years for
activities that focus directly on children with
serious emotional disturbance.

A draft of a similar bill was expected to
be finalized in the House in April and be
brought to the full committee on May 15.

The Senate bill requires the Depantment
of Education to fund a variety of programs
over the next five years. Those include:

« Studies on special education and
related services for children and
youth with serious emotional dis-
turbances and the creation of a
data base to assess those services
over time.

« Projects to develop ways to im-
prove special education and re-
lated services.

« Projects to develop approaches to
reduce the use of out-of-com-
munity placements and to in-
crease the use of day treatment,

»
,
%

-

Senator Tom Harkin (D-IA), sponsor of
Senate Bill 1824.

after-school and summer
programs.

« Projects to develop effective col-
laboration among special educa-
tion, regular education, and
related services professionals.

« Projects to develop innovative
approaches to prevent
children who have emotional and

Pl

behavioral problems from
developing serious emotional
disturbances that require special
education.

o A study of out-of-community

residential placements, the extent
to which children return to their
communities, and factors which
facilitate or impede their return.

The Senate bill will renew until 1994 a
federal discretionary grant program which
funds research, training, and demonstration
initiatives under P.L. 94-142. P.L. 94-142
gives children with disabilities the right toa
free and appropriate education.

Senator Tom Harkin (D-IA) sponsored
the bill and said that testimony given by the
Mental Health and Special Education Coali-
tion in April, 1989 spurred the addition of
the programs for children and youth with
serious emotional disturbances.

*“Testimony delivered at the April bear-
ing made it clear that students with severe
emotional disturbances remain significantly
under-served or unserved by the special
education system... The reauthorization
gives us the opportunity to address this long
neglected problem.”

The National Mental Health-Special
Education Coalition continues to make
progress on an ambitious list of activities
which are planned toimprove services for
children who are identified as having
serious emotional disturbances in the
pation’s public schools. Joe Ballard, of
The Council for Exceptional Children,
has replaced Fred Weintraub as co-chair,
while Chris Koyanagi of The National
Mental Health Association continues in
ber role as the other co-chair.

Since the last meeting of the entire
Coalition in December, 1989, sub-com-
mittees have been carrying out specific
assignments. At the December meeting,
Dr. Judy Schrag, Director of the Office of
Special Education Programs, requested

COALITION HAS BUSY AGENDA

input from the Coalition through a com-
mittee that would meet with her and ber
staff. The Coalition welcomed this op-
portunity and has begun such meetings.
The Coalition has targeted three specific
areas of immediate concem: increased
identification and delivery of appropriate
services; parent involvement and support;
and improved educational outcomes and
transition from school.

The legislative committee has been
the most active, focusing on strengthening
service for children who have serious
emotional problems through the Educa-
tion of the Handicapped Act (PL 94-142).
This federal law is being prepared for
re-authorization and an opportunity exists

to incorporate recommendations from the
Coaliiion into the new law.

One particular goal of the Coalition
isto ensure thatmore discretionary money
allocated through PL 94-142 will be used
for children with emotional handicaps.
The Coalition is recommending, for ex-
ample, that this money is a potential
source for funding collaborative activities
that may be program demonstations of
state-of-the-art service models.

For more information on the Coali-
tion, contact Chris Koyanagi, Director,
Federal Relations, National Meatal
Health Association, 1021 Prince Street,
Alexandria, VA 22314-7722 (703) 634-
7722.
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SED Enroliment Grows Slightly

Children who have serious emotional
disturbances continue to fare poorly in
education when compared to other groups of
handicapped youths, according to data from
the "Eleventh Annual Report to Congress on
the Implementation of the Education of the
Handicapped Act.”

The 1989 report indicates that while the
increase of children served for all conditions
was 1.2% over one year, the increase for
children who have serious emotional
problems was 0.7%. By comparison, there
was an increase of 2.0% for children with
leaming disabilities and 1.9% for speech
impaired.

These data, from the 1987-1988 school
year, also indicate a continued wide
variance between states. For the seriously
emotionally disturbed category, the range is
0.04% to 2.46% served. Unlike past years,
the states no longer report pre-school data
by exceptionality. Consequently, com-
parisons were only made for the age group
6-17. The percent of children enrolled, aged
6-17, who were served under the category of
serious emotional disturbance during '87-
'88,is 0.66% compared t0 0.57% in "86-'87.

The problems that students with serious
emotional disturbances face persist after
they leave school. The report presents

detailed results of a longitudinal study by
SRI of special education students who have
transitioned out of school. The study looked
at variables from living arrangements to
self-care skills and found that students who
have serious emotional problems have the
lowest full-time employment of all the
major exceptionalities, for students who
have been out of school longer than one
year.
As in the last report, exit and placement
data reveal that children with emotional
problems fare poorly. Table One shows that
this group of students has a graduation rate
of 42%, compared to 59% for all excep-
tionalities. This is the lowest rate for the
major exceptionalities.

In terms of placement, 93% of all ex-
ceptional students receive theireducation in
a regular school building, while the rate is
81% for children who have emotional
problems. In addition, 2% of the identified
children with serious emotional disturbance
are in cormrectional facilities compared to
0.03% for all conditions.

Copies of the report may be obtained
from the Office of Special Education and
Rehabilitative Services, Switzer Building,
330 C Street SW, Washington, DC 20202.

Graduation Rates
Diploma/Certificate

70% -

SED LD

MR All Conditions
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OSERS Family
Leadership Conference

The Office of Special Education and
Rehabilitative Services (OSERS) of the
U.S. Department of Education learned
how families visualize the fature at a
conference held January 8 - 9, 1990 in
Washington, DC, :

Family leaders presented their
visions for their sons and daughters with
disabilities and discussed what types of
research, training, and services OSERS
should strive to have in place by the Year
2000.

National leaders reviewed goals
developed by the new OSERS Manage-
ment Team, headed by Assistant
Secretary Robert R, Davila. The team and
families discussed how OSERS’
programs can best reflect state-of-the-art
research, training, and services for
children and adults with disabihi's and
their families.

This meeting was the initial stepina
multi-plan, goal-setting process that
Davila plans to take to a variety of
OSERS’ constituents. Davila said that it
is "essential to have an on-going, col-
laborative reiationship between OSERS
and families.”

Conference participants had the op-
portunity to interact with Michael Vader,
the Deputy Assistant Secretary for
OSERS and with the leaders of OSERS’
three componeats: James Reswick, Act-
ing Director of the National Institute on
Disability and Rehabilitation Research
(NIDRRY); Judy Schrag, Director of the
Office of Special Education Programs
(OSEP); and Nell Carney, Commissioner
of the Rehabilitation Services Ad-
ministration (RSA).

Barbara Huff, President of the
Federation of Families for Children’s
Mental Health, left the meeting feeling
that it had established a positive working
relationship between families and
OSERS. “I think that we are off to 2 good
start,” Huff said, “and I am very hopeful
about long term collaboration.”

For more information, contact
OSERS at 400 Maryland Ave. SW,
Washington, DC 20202 or call (202) 732-
1265.
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A diversity of services is needed for
respite care, said presenters at a national
conference, “Respite Care: A Key In-
gredient of Family Support,” beld October
28-30, 1989 in Covington, Kentucky.
Respite care provides caretakers of children
and adolescents with serious emotional dis-
turbances with support so they can have
temporary rest and relief from caring for the
child.

Services should be provided so that as
many families as possible can use respite
care, said Terry Butler, Coordinator of
Multnomah County Connections Program
in Portland, Oregon. “The themes or char-
acteristics are diversity, flexibility, and ac-
cessibility,” be said.

Butler said respite services can be
provided either in the ¢hild’s home or out-
side of the home.

“Perhaps our long-range task really is
to develop a system of respite care in the
context of family support,” Butler said.

Barbara Huff, Executive Director of
Keys for Networking in Topeka, Kansas and
president of the Federation for Children’s
Mental Health, said respite care has to be
affordable for families and agencies that
provide service need to be flexible.

Creasa Reed, a parent consultant with
the Department of Mental Health in
Frankfort, Kentucky, said respite should be
unique and individualized and should be
culturally appropriate. She is upset when
there is a lack of respite care available.

“T get angry and T get mad and I get
disgusted and I cry when people have to put
their kids in hospitals because they don’t
have any respite,” she said. “I don’t think
that should ever have to happen.”

The Research and Training Center on
Family Support and Children’s Mental
Health at Portland State University, spon-
sored the conference in collaboration with
the Child and Adolescent Service System
Programs (CASSP) in a number of states.
The Kentucky and Ohio CASSP projects

hhasizes Need for Respite Care

hosted the conference. Co-sponsors were
CASSP projects inIndiana, Tllinois, Kansas,
Kentucky, Ohio, Oklahoma, West Virginia,
and Wisconsin.

Approximately 200 people from 36
states attended. About 40 percent were
family members. Most participants wers
members of state delegations organized
through state mental health programs.

The goals of the conference were to
provide information about respite care con-
cepts, programs, and issues and to belp par-
ticipants develop plans for designing,
financing, and implementing respite
programs in their states and communities.

The Portland Research and Training
Center on Family Support and Children’s
Mental Health will publish conference
proceedings. For further information, write
Publications Coordinator, Research and
Training Center on Family Support and
Children’s Mental Health, Portland State
University, P.O. Box 751, Portland, OR
97207-0751.

In a survey of states’ efforts to coor-
dinate the delivery of services to children

and youth, the Child Welfare League of
America (CWLA) has found that more
than one-half of states are studying issues
related to coordination and are trying to
craft innovative solutions.

The group plans to use information
gathered in the survey to convince legis-
lators to pass the Young American’s Act,
an act that would establish an Administra-
tion on Children, Youth and Families
within the Department of Health and
Human Services. The plan would give
states the flexibility to develop their own
comprehensive, coordinated, planning
and support services to children and
youth.

The CWLA has been collecting sur-
vey information over the past year. “This
is the kind of activity that an Administra-
tion on Children, Youth and Families
could be doing,” said Tess Scannell,
Senior Policy Analyst for the CWLA.

The preliminary findings show that
only three states have state level depart-
ments which provide integrated services

Study Examines Coordination of Children’s Services

to children and youth: Connecticut,
Delaware, and Rhode Island. These states
provide integrated services in three areas:
child welfare (including protective ser-
vices), mental health, and juvenile delin-
quency.

Twelve states have task forces
charged with the coordination of services.
For example, North Dakota created a
coordinating committee, chaired by the
Lieutenant Govemor, charged with
developing a plan of interagency service
delivery. Many states’ task forces are
devoted to specific issues, such as delin-
quency, child abuse, and health education.

Sixteen states have study groups on
the issue of coordination, usually in the
form of a “Govermor’s Council” on a
specific issue. Three states are currently
reorganizing their entire state govern-
ments with plans to merge children’s ser-
vices into one agency.

Scannell said there is cumenly no
pational information available on
children’s services. “There is no database.
There is no way to know what is going on
around the country,” she said.

CWLA member agencies say there is

a need for federal leadership on the issue
of coordination. They ecio the National
Governors’ Association Task Force on
Children which called on the federal
government to develop a coherent nation-
al children’s policy based on prevention
and to streamline funding which it called
convoluted and restrictive. The Young
American’s Act would provide for some
direction and a statutory base for the Ad-
ministration on Children, Youth and
Families.

The Young American’s Act would
authorize grants to states for state and
community programs for children, youth
and families and for supportive services to
demonstrate methods of filling service
gaps identified in the planning and ad-
vocacy process. The Congressional
Budget Office estimated the cost of the bill
to be $20 million.

For more information on the act, con-
tactthe Child Welfare League of America,
440 First Street, NW, Suite 310,
Washington, DC 20001-2085.
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Michael Beachler, Program Officer for the
Robert Wood Johnson Foundation.

RWJ Set to
Award Grants

The twelve sites that received a Robert
Wood Johnson Foundation Grant to im-
prove services for children and youth with
serious emotional disturbances in July,
1989, have submitted reports on their ac-
complishments over the past year, said
Michael Beachler, Program Officer for the
founlation.

During March and April each site was
visited by members of the National Ad-
visory Committee.

By July, the number of sites will be
narrowed down to eight. Each of the eight
states chosen will receive a four-year grant
. of up to $2.4 million to implement their
programs.

The twelve sites are California, the Dis-
trict of Columbia, Kentucky, Michigan,
North Carolina, North Dakota, Ohio,
Oregon, Pennsylvania, Washington, Wis-
consin, and Vermont.

“We are pleased with the progress of
grantees to date in getting people employed
and pulling together the things needed to
implement the plans,” Beachler said.
Through the planning, some of the grantees
have found opportunities they did not know
were available before, Beachler said.

The grant program is to encourage
multi-agency, state-community partner-
ships to improve services for children and
youth with serious mental illness.

For more information on the program,
contact Dr. Mary Jane England, Prudential
0Imumnce Company, 56 N. Livingston Ave.
l: MC seland, NJ 07069, or call (201) 716-6882.

IText Provided by ERIC

Children’s Bili
Continued from page 1.

“CASSP has helped the process of
system development in many states —
now is the time for the development of
services,” Kagen said.

Mary Lee Allen, director of Child
Welfare and Mental Health for the
Children’s Defense Fund, views the men-
tal health services proposal as a "CASSP
follow-up”. She said now that CASSP
has spent five years preparing systems in
siates, more mooey is needed to continue
CASSP.

The National Association of State
Mental Health Program Directors
(NASMHPD) has issued a resolution
supporting the federal grant initiative.
The resolution states that while proven
and innovative service technologies have
become available for states, federal dol-
lars for mental health services for
chiidren have steadily decreased.

NASMHPD has resolved to urge Coon-
gress to act favorably upon the proposal.

The Child Mental Health Services
Proposal is one of 40 initiatives that are
being forwarded as proposals to improve
the continuum of sexvices for child wel-
fare, mental bealth, and juvenile justice.
The proposals are aimed at strengthening
familieg and preventing child abuse and
neglect, preventing unnecessary out-of-
home care, improving the quality of out-
of-home care, enhancing adoption assis-
tance, expanding -independent living
activities, and strengthening service
delivery.

For more information on the Child
Mental Health Services Proposal, write
the Department of Public Policy, Nation-
al Mental Health Association, 1021
Prince Street, Alexandria, VA 22314-
2971 or call (703) 684-7722. :

These National Organizations Have
Endorsed the Child Mental Health
Services Proposal:

American Academy of Child and Adolescent Psychiatry
American Association of Children’s Residential Centers
American Association for Counseling and Development

American Orthopsychiatric Association
American Psychiatric Association
American Psychological Association
Children’s Defense Fund

Council for Children with Behavioral Disorders

Council for Exceptional Children

Federation of Families for Children’s Mental Health

Mental Health Law Project

National Association for Family-Based Services (Board)
National Association of Protection and Advocacy Systems
National Association of School Psychologists

National Association of Social Workers

National Association of State Mental Health Program Directors

National Center for Clinical Infant Programs

National Council of Community Mental Health Centers

National Council of Juvenile and Family Court Judges

National Council of State Legislators, Children, Family and Social Services

Committee

National Court Appointed Special Advocate Association

National Mental Health Association

State Mental Health Representatives for Children and Youth

(A Division of NASMHPD)
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Conferees
Meet to Discuss
Clinical Training

A national conference, held in Sep-
tember, 1989, in Washington, D.C.
focused on the need to increase the con-
sistency between  university-based
professional training programs and the
vision of community-based systems of
care developed by the Child and Adoles-
cent Service System Program (CASSP).

The conference was co-sponsored
by the CASSP Technical Assistance
Center at Georgetown University, the
Clinical Training Branch of the National
Institute of Mental Health (NIMH), and
the Child and Family Support Branch of
the NIMH.

Dr. Jane Knitzer of New York
described the type of system of care that
is needed to serve children with serions
emotiona! &isorders and their families to
the conference attendees, which included
representatives of all of the major mental
health disciplines. Knitzer emphasized
the need for university-based training
programs to strengthen their focus on
pew, community-based services, on
changed roles for parents, and on col-
laborative efforts between different
agencies.

Dr. John Gates of Georgia indicated
that from his perspective as a director of
astate department of mental bealth it was
absolutely essential that a stronger
partnership be established between the
public and academic sectors.

Participants spent much of their time
in small groups developing strategies and
recommendations for increasing the
relevance of professional training to the
needs of the youngsters and families who
are being served within the public mental
health system.

Some of the reccommendations were
incorporated in the call for clinical train-
ing grant proposals issued by the NIMH
in December, 1989. A total of 63
proposals focusing on children were
received.

A summary of the conference along
with recommendations will be available
from the CASSP Technical Assistance
Center, Georgetown University Child
Development Center, 3800 Reservoir
ad NW, Washington, DC 20007.

Minority Initiative Studies Programs

There has been an overwhelming
response to a search for exemplary cultural-
ly competent programs for children with
serious emotional disturbances being made
by the CASSP (Child and Adolescent Ser-
vice System Program) Technical Assistance
Center at Georgetown University, said
Marva Benjamin, Project Coordinator.

More than 130
programs  have  been
nominated by various
project directors, mental ¥
health professionals, and |
minority consultants across
the country, Benjamin said.
Approximately 1,400
nomination forms bave §:
been distributed through a
variety of state and federal
mental health programs,
state and national associa-
tions, and at conferences
throughout the country.

Benjamin said she did

many Domipations as she University.
did. “This shows that there

is a great deal of interest in trying to improve
the system of care,” she said. “There are
some grass roots programs, especially in
rural and southern areas where people have
been utilizing their own community resour-
ces. They have been providing services to
kids that the system has had a hard time
reaching.”

Sixteen programs including five alter-
nate sites were recommended as study sites.
Visits to 11 sites were made in March and
April, 1990, Benjamin said.

The nominations were based on
programs which showed an outstanding
policy and clinical program, had high con-
sumer satisfaction, and followed the prin-

- ciples of a culturally com-
petent system of care as out-
lined in Towards A Cul-

The principles in the
monograph include: having
the family as the primary
system of support and point
of intervention; having the

Marva Benjamin, Project Coor- practioe. in the system of
- dinator for the CASSP Technical “*™ driven by culturally
not €xpect 10 TeCRIVE aS 4 gsistance Center atGeorgetown

preferred  choices; and
having the system sanction
the incorporation of cultural
knowledge into practice and policy making.

For more information, contact Marva
Benjamin at the CASSP Technical Assis-
tance Center, Georgetown University Child
Development Center, 2233 Wisconsin
Avenue NW, Suite 215, Washington, DC
20007 or call (202) 338-1831.

Notes...

A National Training Institute on “culturally competent” programs will be held in
Boulder, Colorado, July 22-26,1990. The Institute features presentations by staff from
programs serving minority children and adolescents. The Institute is sponsored by the
Child and Adolescent Service System Program Technical Assistance Center, Geor-
getown University Child Development Center, 2233 Wisconsin Ave, NW,
Washington, D.C. 20007, (202) 338-1831. (see related article on this page).

The results of a Research Training Institute (RTI) report on the Child and
Adolescent Service System Program (CASSP) should be released by the National
Institute of Mental Health in May, 1990, according to Dr. Rose Etheridge, research
psychologist for RTI. The report will present the findings of an assessment of the
activities of the 10 states that received the original CASSP grants.

services.

"

A report on adolescent health is expected to be released in the fall 0£1990 by the
U.S. Office of Technology Assessment (OTA), according to Denise Dougherty of
OTA. The report will include two separate documents on adolescent mental health
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Conference Summary:
3rd “System of Care”
Research Conference

Plans for evaluations of large systems
of care were presented at the third annual
research conference of the Research and
Training Center for Children’'s Mental
Health (RTCCMH) of the Florida Mental
Health Institute.

The conference, "A System of Care for
Children’s Mental Health: Building a Re-
search Base,” was held February 12 - 14,
1990 in Tampa, FL.. More than 260 research-
ers, policymakers, administrators, clini-
cians, advocates and parents attended from
37 states and Canada.

Dr. Len Saxe, professor at the Center
for Applied Social Sciences in Boston,
believes it is time to conduct an experimen-
tal test of a children’s system of care that
would randomly assign children to treat-
ment.

“No one system is universally ac-
cepted,” said Saxe, who is beginning a na-
tional evaluation of the Robert Wood
Johnson Foundation’s children’s projects
for multi-agency partnerships to improve

services. “We should
take ali the research
strategies and apply
them in a systematic
and coordinated
way.”

Dr. Clifford At-
tkisson, a professor
of medical psychol-
ogy at the University
of California’s
Department of
Psychiatry, believes that more fundamental
research is needed.

“We are not at a point of comparing one
system to another or assigning random ser-
vices to children,” Attkisson said. He is
evaluating a plan to replicate California’s
Children’s Demonstration Project of Ven-
tura County in other California counties.

Dr. Len Bickman, of the Center for
Mental Health Policy at Vanderbilt Univer-
sity, hopes his evaluation of a system of care
for children and adolescents who are
military dependents at Ft. Bragg, NC will
help discover how a system of care works.

“We are working from the idea that a
continuum of care is a more cost effective
way of delivering services,” Bickman said.

Above Left: Dr. Robert Friedman, Director,
RTCCMH and Beth Stroul, M Ed., Consult-
ant, CASSP TA Center.

Above: Dr.Judith Gardner, Bigel Institute,
Brandeis University.

Left: Dr. Kerry Hinkle, SC Continuum of
Care, answers questions from a participant.
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Left to right: Dr. Bill Buzogany, Mendota Mental Health Institute;
Krista Kutash, RTCCMH; Dr. Irving Phillips, Langley Porter
Psychiatric Institute; Dr. Al Duchnowski, RTCCMH; and John
Clark, Nebraska Department of Education.

His evaluation, sponsored by the State of
North Carolina, will document what the sys-
tem does right and what is not right, said Dr.
Lenore Behar of the North Carolina Depart-
ment of Human Resources.

The number of minority children suf-
fering from serious emotional disturbances
is increasing, said Dr. Freda Cheung, Chief
of the Minority Research Resources Branch
of the NIMH. Research is needed on the
outcomes of minority children treated in
community clinics, she said.

Dr. Charles Holzer, of the NIMH
funded Center for Cross Cultural Research
inGalveston, said minority researchers need
incentives to work in public sector mental
health facilities.

Thomas Lalley, Chief of the Biometric
& Clinical Application Branch of the
NIMH, said NIMH is now developing child-
focused services research activities. The
NIMH budget for the Division of Biometry
and Applied Sciences has increased from
about $4 million in the early 1980s to $24
million today.

“There are large gaps in the current
knowledge and much of what is already
known is not being used,” Lalley said.
“There is a need for expanded research
funding, training, and recruitment.”

The RTCCMH is preparing a con-
ference proceedings. The proceedings from
last year’s second annual conference,
Policy: Building a Research Base, are now
available. For more information, write Alis-
sa Algarin at the Florida Mental Health In-
stitute, 13301 Bruce B. Downs Bivd,,
Tampa, FL. 33612-3899.




PROGRAM UPDATE

Treatment Planning

By Michael K. Johnson, Ph.D. and Robert M. Friedman, Ph.D.

Recently, as the emphasis on the development of individual-
ized services for children and their families has increased, there
has also grown a recognition of the need for creative and effective
treatment plans. Despite its importance, the process of develop-
ing such plans has received little attention. The purpose of the
present article is to summarize issues and trends in the develop-
ment of effective treatment plans.

To provide a framework for such a review, the following
general definition of treatment planning in children’s mental
health is offered:

Treatment planning is a decision-making process
generally undertaken by a group of concerned in-
dividuals (both within and outside of the family) with the
intent of learning about the strengths, interests,
problems, and needs of an individual and hislher family
in order to develop a plan of action to enhance function-
ing.

This article will first address the participants involved in
treatment planning, then the process itself, next the relevant
information needed, and then briefiy, the plan of action. The
article will specifically address treatment planning in group situa-
tions.

Participants

Participants in the group treatment planning process typically
involve a combination of “standing’ members of the committee
and attendees who are present because of their interest in a
particular child The standing committee members often involve
professionals from different public agencies, including mental
bealth, schools, child welfare, and juvenile justice. They may also
include representatives of particular professional disciplines,
(such as child psychiatry and psychology), a parent representative,
a case manager, and a guardian ad litem. The purpose of having
standing members is to insure adequate representation of different
perspectives, and to provide a degree of consistency in treatment
planning from child to child.

The attendees who are present because of their interest in a
particular child may include the child, parents, teachers and other
professionals who are familiar with the child, and significant
others who play a special role in the child’s life, be they extended
family, neighbors, clergy, etc.

The involvement of parents, and particularly of children, in
group treatment planning meetings, is a relatively new develop-
ment in the field, and is still far from being widely accepted. In
some areas, however, it is considered to be an absolute necessity.
Dr. David Fairbanks, Coordinator of one of Florida’s SEDNET
projects, indicates that “the success of case planning depends on
the effective early involvement of parents and the child to ensure
that all parts of the system are working witk each other and are
not at odds.”

However, the best approach to involving parents and children
is not clear. The step of inviting parents and/or children into a
group primarily composed of professionals who they do notknow
can be frightening and intimidating, and may not result in the
development of a productive planning process.

Parents who were surveyed reported widespread dissatisfac-
tion with procedures in which the role of the parent was not ciear,

“Too often mental health service providers rush
in and feel like they have to ‘save’ families.”
' —Glenda Fine

the parent was given limited time to express his/ver perspective,
and the parent was presented with a new group of pecvle with very
little preparation. Glenda Fine, Director of the Pzrents Involved
Network in Philadelphia, emphasized that “i« is very important to
find out what families want from a case planning team. Too often
mental health service providers rush in and feel like they have to
‘save’ families.”

One approach to dealing with this situation involves the use
of a “parent advocate™ to meet with parents of children prior to
the team meeting to help prepare them for the meetings. Lenora
Stern and Pat Serra, Coordinator and Assistant Coordinator of
Pennsylvania’s Child and Adolescent Service System Program
(CASSP) report that, “the most successful case planning teams
that we have in Pennsylvania began with a parent advocate as a
core member of the team. This parent has been able to work with
parents and families of children who are referred for services prior
to a first meeting with the team thus preparing the parents for the
experience of working as peers with professionals.”

Also, the importance of proper training for team members is
often overlooked. If the goal of the team is to develop an in-
dividualized and family-based treatment plan, it is essential that
team members understand and accept the philosophy of in-
dividualized and family-based services within a community-
based system of care.

One approach to training, used instates like Florida and Ohio,
involves presenting simulated cases to different committees so
that the process of planning can be studied, and comparisons can
be made of the plans developed for the same youngster by dif-
ferent committees.

In reflecting on participation in interagency clusters in Ohio,
Dr. Susan Ignelzi, former Ohio CASSP director, reports that the
clusters worked best when an individual who really knew and
liked a child could work with the group and teach the members
about the child. “This person was generally one or both of the
child’s parents, however, it doesn’t have to be. As long as the
personis able to focus the cluster on the strengths of the child, and
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the team can avoid being so deficit-focused, we’ve found we are
much more successful,” she said.

Process

In many states, there is a heavy reliance on treatment plan-
ning in groups for youngsters with the most serious emotional
problems. This approach is based largely on the view that groups
of diverse individuals will somehow develop better and more
creative plans than individuals.

The most common approach used by the groups is “inter-
active,” in which there is relatively little structure. Instead, the
group primarily relies on spontaneous discussion between mem-
bers'to arrive at a decision. After reviewing the early social
psychological literature on this type of group, one observer noted
that “numerous researchers concur that decision-making with
interacting groups inhibits creative thinking” (Vande Ven, 1974).

In particular, Van de Ven indicates that factors that inhibit
creative thinking in interactive groups include a reluctance to
express ideas that might produce criticism, a tendency to pursue
asingle train of thought foralong period of time, low participation
by many members who feel less competent or of lower status, and
a tendency to reach decisions rapidly before all dimensions of a
problem have been considered.

In place of interactive groups, Van de Veu makes a case,
based on the general research available at that time, for more
structured group approaches, such as “nominal” approaches that
involve all participants, avoid evaluation of comments during the
iniiial statements, avoid the dominance of group output by a few
individuals, encourage the generation and expression of minority
opinions, tolerate conflicting ideas, and prevent a premature
closure to the process.

A review of Van de Ven's conclusions by Friedman (1989)
emphasizes that there has been very little empirical research on
group treatment planning, specifically in the human services area,

l\

“We feel that our local teams truly refiect the
unique aspects and needs of each of our com-
munities...”

— Sherry Schonberg

to allow comparative evaluations of the advantages and disad-
vantages of different approaches, such as interactive and nominal,
and techniques like "storyboarding." However, Friedman aiso
notes the importance of carefully considering group process,
given the complexity and importance of problems presepted to
groups and the fact that research evidence suggests that most
clinical decision-makers reach judgments rapidly, and utilize only

a small amount of the information they have at their disposal
(Tumer & Kofoed, 1984).

Van de Ven (1974) reports that more high quality ideas
emerge during the final one-third of a person’s time spent on an
issue than during the first two-thirds. Given this, the importance
of spending adequate time defining the problem before moving
on to the solution, and then adequate time developing a plan, has
been emphasized (Friedman, 1989).

Another process issue requiring further stucy is the popula-
tion base covered by a standing committee. In Vermomnt, for
example, with a total state population of about 500,000 people,
there are 12 separate commitiees to serve the state. This is
consistent with the philosophy of community-based systems of
care, ensures relatively ready access to a committee, and is likely
to increase the commitment of all individuals to the process.
Sherry Schonberg, CASSP coordinatorfor Vermont, reported that
given the dispersion of the population in Vermont combined with
the differences in needs and services available between com-
munities, the local planning teams were the only feasible option
for the state to adopt. “We feel that our local teams truly refiect
the unique aspects and needs of each of our communities, and are
much better able to develop therapeutic treatment plans based on
a philosophy of individualized services,” sbe said.

Information

In order for effective treatment planning to occur, the mem-
bers of the committee must have an adequate information base.
While such an information base certainly includes the type of data
produced by traditional psychological and psychiatric evalua-
tions, and oftentimes other medical examinations, the need for
other types of information is being increasingly emphasized if a
genuinely individualized plan is to be developed. This includes
an emphasis on the strengths and interests of the child and family
as well as the problems, an evaluation of practical, functional
skills, an understanding of the role of the individual’s cultural
heritage, an appreciation of the differing views of the situation
from the key individuals involved, and an ecological perspective
in which the functioning of the child is examined in the context
of the total community, family, and educational environment.

“In the Alaska Youth Initiative (AYI), we look at the major
life domain areas of vocational/educational/daily structure, be-
havioral/psychiatric, home/residential, social/recreational, medi-
cal, and legal/judicial, and assess the child’s strengths and needs
in each of these domains,” said John VanDenBerg, director of
AYI. “The most important thing to remember is that the evalua-
tion and subsequent treatment plan should be need-based as
opposed to providing the child or his/ber family with a service
because it (the service) is available. The plans we develop and
the services we offer need to be flexible and dynamic to account
for the maturation and changes within a child and his/her environ-
ment. If a plan isn’t dynamic, at some point it will cease to meet

-
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the needs of the child and family. If we can’t meet their needs
then we fail them,” VanDenBerg said.

Kar Dennis, Director of Chicago’s Kaleidoscope program,
emphasizes the importance of immediately determining a child’s
strengths and interests. This provides a foundation upon which
to develop a plan. Most clinicians who evaluate and work with
children and their families are well trained to identify problems
and shortcomings of both the child and his/her family. Itis much
rarer to find a clinician who routinely identifies strengths of a
child and his/her family, and subsequently builds atreatment plan
based upon these strengths.

The process of gathering information on all of these domains
and from each of the perspectives is complex and often time-con-
suming. At the Beach Center on Families and Disability at the

l!

“We’ve found that families really want to teli
thelr storles to professionals, and when they
are allowed to do so, feelings of trust are
established.”

— Rud Turnbull

ll

University of Kansas, a particular focus is placed on strategies
for gathering information from family members. A three stage
process for case planning is used, the primary aim being to
identify strengths of clients with handicapping conditions and
their families. The first stage, which is the most critical, is the
“story-telling” stage. Itisan informal relationship building stage
designed to build trust and rapport between families and profes-
sionals. “Families bave told us on many occasions that paper and
pencil evaluations as a means of first contact just don’t work,”
said Rud Turmbull, co-director of the Center. “We’ve found that
families really want to tell their stories to professionals, and when
they are allowed to do so, feelings of trust are established. After
the storytelling phase, the enrollment process occurs in which we
identify all services needed by the child and family and an
assessment of strengths and weaknesses takes place.” Intbe third
stage the treatment plan is actually carried out. “The ultimate
goal of our model is not just to ameliorate problems, but to
enhance the identified strengths as much as possible,” Turnbull
said.

Dr. wichard Munger of the North Carolina Department of
Human Resources has recently compiled instruments to assist in
conducting ecological assessments. He emphasizes that when
case planpers and clinicians begin examining the ecological
domains of a child’s life during the planning phase of treatment,
it broadens their views and allows them to do truly innovative
treatment planning. “What we really need to advance the field
of ecological evaluation are instruments or tools which are both
accessible and easy to use and that get people oriented to this type
of thinking. We will never have enough resources to serve all

people in all ways that are needed, and strategic decisions are
required to determine where to target the limited resources we
have at our disposal. Ecological evaluation attempts to identify
critical areas in which to intervene that will put a child oo a key
trajectory toward a life path that will make a difference in their
life,” bhe said.

In describing the focus of assessment within the Vermont
individualized system model, John Burchard and Richard Clarke
(1990) indicate that, “Individualized care necessitates a shift to
amore comprebensive, multilevel approach to assessment which
examines the social ecology of behavior and attempts to under-
stand children with severely maladjusted behavior by assessing
the total environment in which maladjustment occurs.” Bur-
chard and Clarke emphasize four levels of assessments: an
analysis of the child’s and family’s strengths and needs; an
assessment of the broader social environment in which the child
and family live; as assessment of service needs and available
community resources; and a plan for the assessment of ongoing
concerns and progress.

Interventions

As the emphasis on individualized treatment plans within
the context of community-based systems of care increases, the
potential interventions grow dramatically. The trend of states to
build strong case management services and to maintain a flexible
pool of funds to genuinely match the needs of children and
families with a treatment plan further increases the diversity of
interventions. Changes in Medicaid provisions, as reported here,
also increase the opportunity to develop individualized interven-
tions. These interventions will be discussed in greater detail in
future articles.

As interventions are implemented, the need for assessment
to continue remains strong. The development of “tracking sys-
tems” to monitor progress has been a particular focus of the
Vermont and Alaska groups (Burchard & Schaefer, 1990; Van-
DenBerg, 1990), and illustrates the continued interaction of as-
sessment and intervention.

Conclusions

In summary, treatment planning is a vital decision-making
process that has received little attention. Unless it is done well,
there is little likelihood of developing effective individualized
treatment programs. Particular attention needs to be given to
suchissues as insuring that parents and children are meaningfully
involved in the process, developing a group process that
generates rather than inhibits originality and reinforces a com-
munity-based focus, insuring that the adequate range of informa-
tion is collected, and developing strategies for monitoring im-
plementation of the treatment plan and subsequent progress by
the child.

References for Treatment Planning can be found on page 19.
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U.S. House Committee Reports on “‘Discai‘ded Children™

Services to children in the child wel-
fare, juvenile justice, and mental health sys-
tems have been deteriorating and there will
be a huge surge in out-of-home placements
in the coming decade, according to a report
issued in January, 1990 by the Select Com-
mittee on Children, Youth and Families, of
the U.S. House of Representatives.

In the report, “No Place to Calli Home:
Discarded Children in America,” Con-
gressman George Miller, chair of the com-
mittee, wrote “if current trends continue —
and they most likely will — the number of
children living in foster homes, hospitals,
and detendon facilities may jump from near-
ly half a million right now to more than
840,000 by the year 1995.”

“There has been a massive failure at all
levels of government in enforcing the laws
that were supposed to provide needy
children with services and protecticn,” be
said.

The committee prepared the repoit to
see if legislation made 10 years ago to sup-
port childzen in troubled families was suc-
ceeding.

Miller found that social and economic
conditions are hurting large numbers of
American families in ways that our current
child welfare, mental health and juvenile
justice systems were not created to meet.
The report found extraordinary failings in
these systems that are in the system’s
capacity to control and that too many of the
services which exist are uncoordinated, in-
efficient, and ultimately ineffec’*ve, as ad-
ministrators themselves attest, Miller wrote.

The report compiles expert testimony,
parent’s and children’s personal reports,
new survey data collected by the committee,
and recent independent, university, founda-
tion, and govemment sponsored research.

The report found that: preventive ser-
vices are rarely available for troubled
families in need of support; case-loads are
escalating rapidly for frontline workers;
and few workers, including foster parents,
receive the training they need.

Children are being driven into out-of-
home services because of child abuse,
homelessness and new conditions itom
crack cocaine and alcohol abuse, Miller
said.

“The net result is that more children are
haimed by the svstem that is designed to
Pmtect them, and more kids are separated

B KC 'm their families while only minimal ef-

forts are being made to strengthen their
families,” be said.

According to the report, the experience
in each out-of-home placement system is
similar. Children fail to receive counseling
and safeguards that would enable them to
return bome or find permanent families.
Their families are denied the essential ser-
vices necessary to help them retain or be
reunited with their children.

National foster care rolls grew an es-
timated 23 percent between 1985 and 1988,
the report shows. Despite an initial decrease
from 1980 to 1985 the number of children in
foster care rose from 303,500 in 1980 to
340,300 in 1988. The report projects that
number will increase to 553,600 by 1995.

The number of youth in public and
private juvenile correctional facilities in-
creased 27 percent from 1979 to 1987.
Despite a decrease from 1975 to 1979 the
number of children in custody rose from
74,270in 197510 91,646in 1987. The report
projects that number will increase to
119,700 by 1995.

In the mental health system, there was
a 60 percent increase in the number of
children as inpatients in hospitals or residen-
tial care between 1983 and 1986. The num-
ber of children in residential care rose from
34,068 in 1983 to 54,716 in 1986G. At the
same time, an estimated 70-80 percent of
children with emotional disturbances
received inappropriate services or no ser-
vices at all.

While the number of children in out-of-
home placements has increased over the last
few years, funding for the programs that
serve these children has not kept pace, ac-
cording to the report.

Funding for child welfare services has
not yet reached the 1980 authorized level of
$266 million. The funding for the foster care
program has
grown from
$163.5 million
in 1981 to
$246.7 in 1989,
less than a 10
percent real in-
crease in 1981
constant dol-
lars.

Fundmg

\
‘ —
\ _/-
for
Juvcmle
Justice and

Delinquency Prevention Act has declined
from $109.2 millionin 1981 to less than $§70
millionin 1989, a real decrease of more than
55 percent.

Funding for the Alcohol, Drug Abuse
and Mental Health Program has dropped
from $519 million in 1981 to $502.7 million
in 1989, a real decrease of 30 percent.

The report concludes that “family
preservation programs” which provide in-
tepsive family-based services can prevent
unnecessary removal of children from their
families. But thest programs are far too
limited in number and extent.

“We have failed to address the
problems of the 1980s that have devastated
millions of children and their families,” said
Miller. “In fact, decisions by govemment in
the areas of family services, bealth care,
housing, and drug policy have compounded
the crises. Unless we take action, far more
children with more complex problems will
be in care in the 1990s at a far greater cost
and with a completely unprepared
children’s service system.” Miller said.
“And in the 2000s, those children will be on
the streets, on the welfare rolls and in the
jails.”

For more information or for a copy of
the report contact the U.S. House of Repre-
sentatives, Seiect Commit-
tee on Children, Youth and Jreg
Families, 385 House Office §

Building Annex 2,
Washington, DC 20515, or
call (202) 226-7660.
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ALABAMA

Two new programs intended to fill gaps
in the service system have opened. In an
interagency effort to better serve children
and adolescents, both programs are jointly
funded by the Alabama Department of Men-
tal Health and Mental Retardation and the
Alabama Department of Human Resources.

A new intensive residential treatment
program opened at Glenwood Mental
Health Services in Birnmingham to serve 8
children with severe emotional disturbances
ages 6 to 12. Currently, the Hickory House
program in Mobile is the only intensive
residential treatment program providing ser-
vices to this population. The new program is
more accessible to the northem part of the
state.

A ten bed Short-Term Treatment and
BEvaluation Program (STTEP) is available
at the Brewer-Porch Children’s Center in
Tuscaloosa. STTEP will offer compreben-
sive diagnostic and evaluation services, and
short-term {7 to 90 days) residential treat-
ment to children with serious emotional dis-
sturbances.

COLORADO

Colorado kicked off its newly funded
CASSP project with a meeting of the Child
and Acolescent Mental Health Planning
Council on November 28, 1989. The Coun-
cil, which will advise the Division of Mental
Health on the implementation of CASSP,
consists of representatives from a broad
spectrum of state and local agencies and
organizations that serve children.

The Council meeting began with an
address by Dr. Jane Knitzer, on mental
bealth services for children and adolescents.
Dr. Knitzer’s talk was followed by a panel
discussion of collaborative program efforts
in Colorado, including a multi-purpose in-
teragency initiative in Colorado Springs/El
Paso County, parent-professional coopera-
tion and training on the Westem slope, and
a family and adolescent crisis team jointly
sponsored by the mental bealth center and
social service department in Jefferson
County. The meeting also included a review
of the CASSP workplan.

Q

DELAWARE

Children’s mental bealth in Delaware
may be uniquely organized: the Division of
Child Mental Health Services resides in a
separate cabinet level Department of Ser-
vices for Children, Youth and Their
Families. Recently:

Brandywine Project, an intensive fami-
ly-centered, home and community-based
project, became operational and will be
reproduced downstate.

Three day treatment programs have
opened: a program for young children 3-6
who have survived abuse, neglect, and other
severe trauma; a day treatment program for
children 6-12; and for adolescents, a com-
munity-based ethnically sensitive model in
the inner city.

The able leadership of Roberta Ray,
Ph.D. resulted in a Mental Health Systems
Improvement Project (MHSIP) grant from
NIMH.

Finally, Delaware’s model of managed
care is operational. It takes a team approach
to planning and monitoring, and eliminates
tensions between clinician and clinical coor-
dinator/case manager.

WASHINGTON ,DC

One of the principle objectives of the
District’s CASSP initiative is the estab-
lishment of an active family support group.
The Family Advocacy and Support Associa-
tion (FASA) was founded in 1987, under the
auspices of the Child/Youth Services Ad-
ministration (CYSA), to support families of
children with serious emotional disturban-
ces. CYSA provides parents with informa-
tion and resources. Presently, CYSA has
pledged $10,000 in a contract to support the
ongoing activities of FASA.

GEORGLA

The SE Georgia local CASSP
demonstration project has been approved
for the fourth and fifth years of its 5 year
CASSP grant. The project, operated by a 24
county interagency consortium (The
Southeast Regional Troubled Children’s
Committee, Inc.) will implement the Train-
ing and Family Support Network.

b6

CASSP will develop and support local
programs and organizations for parents and
caretakers of troubled children. In addition,
it will develop a regional interagency agen-
da addressing the needs of troubled home-
less children and troubled children at risk of
becoming homeless. An ongoing emphasis
will be on providing expert training
programs for all area professionals, parents,
and others concerned about services to
troubled children.

JPAHO

Idaho CASSP has been in the Division
of Family and Children's Services (FACS),
with the CASSP Director reporting to ihe
FACS Division Administrator. InJuly 1989,
fiscal and staff resources for children’s men-
tal health services programming were trans-
ferred from the community mental health
centers to FACS centers statewide. FACS
administers’ these services along with all
child welfare, youth rehabilitation, and
adolescent substance abuse services and all
privately contracted and institutional child
and adolescent treatment programs
statewide.

The Idaho CASSP staff have provided
extensive regional training related to this
transition of children’s mental bealth ser-
vices.

Marilyn Sword of the Idaho CASSP
staff chaired a Parent Task Force meeting to
design a parent information packet for the
parents of any child placed in an intensive
treatment facility statewide. This includes
mailings to parents of children placed in day
treatment and treatment family programs;
intensive residential, secure treatment and
psychiatric treatment programs. Technical
assistance was provided by Barbara Friesen
of the Portland State University Research
and Training Center.

In September, 1989, CASSP co-spon-
sored a collaborative, statewide conference
with the Mental Health Advisory Council,
the Community Mental Health Centers, and
FACS, which included an all day workshop
by Karl Dennis and Naomi Tannen on in-
home treatment and the rapeutic foster treat-
ment approaches.

Also in September, technical assistance
and training and a review were provided to
the Migrant Head Start Program by Josie




Romero, LCSW, of Alexian Associates in
San Jose, Califomia.

The Idaho Network for Children and
Idaho CASSP distributed to foster parents
narrative summaries from their collabora-
tive survey of foster parents.

KAN SAS

In 1989, using CASSP funds, Mental
Heaith and Retardation Services (MH&RS)
within the Department of Social and
Rehabilitation Services entered into a con-
tract with the Department of Psychology at
Wichita State University to provide training
for providers of Home-based Family Ser-
vices. That training is complete and has
resulted in video tapes of the training ses-
sions, an outline for amanual on developing
home-based intervention programs, an out-
line for a training manual for home-based
therapists, and proposed standards for
home-based services. Those standards are
being reviewed prior to their adoption.

Also in 1989, MH&RS entered a con-
tract with the School of Social Welfare at the
University of Kansas to provide training for
children and adolescent case managers and
their supervisors. That training is complete,
and follow-up sessions are scheduled. A
training manual is a product of that contract
also.

A parents manual for families of
children with an emotional disability in the
individualized educational plan (IEP) has
been developed by the School of Social
Welfare through a contract with MH&RS.
Standards for children and adolescent case
management services have been developed
and will be adopted in the near future. These
standards were developed collaboratively
with community mental health centers,
family advocates, schools, and MH&RS.
Finally, another contract bhas been
developed with the school by MH&RS to
conduct a comprehensive policy analysis of
the state’s mental health system for children
and adolescents.

KENTUCKY

Creasa C. Reed, parent consultant for

Kentucky’s CASSP, was recently elected

@ retary of the Federation of Families for
E mc‘ﬁldmn’s Mental Health.
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The Kentucky Coalition for People
with Handicaps, Inc. was recently awarded
a grant from the Portland State University
Research and Training Center for a parent
coordinator. The parent coordinator at-
tended an orientation in Portland.

Kentucky and Ohio CASSP co-hosted
the First National Respite Conference in
conjunction with the Center. There were
more than 170 registrants from all over the
United States. Participants attended a
variety of workshops and met with state
delegations to discuss the development of

respite programs in their respective states.

Each state presented their plan at the closing
luncheon,

]  QUISIANA

Louisiana’s Coordinating Council for
Children and Families has signed the first
statewide CASSP Plan and the accompany-
ing Collaborative Budget Agreement. The
plan assures coordinated policy develop-
ment, comprehensive planning, and col-
laborative budgeting among the various
departments and state and local agencies
that serve children with emotional distur-
bances and their families. It includes ac-
tivities for implementation of Louisiana’s
CASSP goals. An interagency budget re-
quest for Fiscal Year '90-"91, submitted by
the Governor’s Office, includes funding for
next year’s CASSP activities and continua-
tion of CASSP staff when the NIMH grant
ends.

CASSP has worked closely with the
Division of Mental Health to develop
Louisiana’s Three Year Mental Health State
Plan. The Plan represents over $32 million
in increased services for children and
adolescents with emotional disturbances.
The primary source for funding is expansion
of both the Targeted Case Management and
Psychosocial Rehabilitation options under
Medicaid. The Mental Health Planiis closely
interrelated with the CASSP Plan.

MARYLAN D

Maryland CASSP and a number of
other interagency initiatives have been
transferred to the Govemnor’s Office for
Children, Youth, and Families. These inter-
agency efforts will be supervised and coor-
dinated by the Govemor’s Special Secretary
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and the Subcabinet for Children, Youth and
Families. Pilot projects to create local
governing entities to retumn children from
out of state, and to prevent out-of-home
placements through early intervention are
expected to commence during the next fis-
cal year.

CASSP recently co-sponsored a con-
ference on system response to the needs of
homeless children and youth. Efforts were
coordinated with ail in-state service
providers. Maryland participated in a
federal-level strctegy session to increase
coordination between NIMH and the Ad-
mipistration for Children, Youth and
Families.

MINNESOTA

With the 1989 passage of the
Children’s Comprebensive Mental Health
Act, Minnesota is biisy developing the ser-
vices and coordination mechanisms man-
dated. Local advisory councils and local
coordinating councils ars currently man-
dated to be in all 87 Minnesota counties.
Service implementation dates are spread out
until January 1, 1992. Case management, to
be implemented by July 1, 1992, will likely
be the most significant new service. It will
provide advocacy and coordination across
systems for the child and the family.

Currently, eight Minnesota counties are
receiving project dollars to demonstrate
how the requirements of the legislation can
be implemented at the local level. These
projects feature a "customized" nature. Both
services and interagency coordination are
adapted to address the population they are
serving. These projects will be funded
through October 1991, when county dollars
will continue the efforts.

M ISSISSIPPI

The goal of the Mississippi CASSP
Community ILevel Case Management
Project is to demonstrate for three years the
capacity of a coordinated case management
system to enhance interagency cooperation
on a continuing basis, and to produce cost
savings while providing quality case
management services.

Local case managers are providing ser-
vices at the community level which center
around developing individualized service
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plans forthe entire family. Since September,
community level case managers have
received over 15 referrals. The Local Case
Manager assigned to work with the Division
of Children and Youth residential programs
has developed follow-up and aftercare plans
for over 40 clients exiting the Division’s
residential programs.

CASSP staff are increasing awareness
of service needs of children with SED by
providing in-service training and technical
assistance. CASSP staff participate in Case
Staffing and Interagency Councils to
develop a comprehensive service plan for
clients.

NORTH CAROLINA

The North Carolina Division of Mental
Health, Developmental Disabilities, and
Substance Abuse Services recently awarded
acontract to the North Carolina Alliance for
the Mentally Hl to develop a statewide net-
work of families with children who have
serious emotional problems. Over the next
year the Alliance will be developing self-
belp groups, providing training, and ex-
panding the NC AMI library to include
additional materials which specifically are
relevant for parents of children who have
serious emotional problems.

OHIO

In 1989, the Ohio Department of Men-
tal Health began a statewide certification
process for children with serious emotional
disturbances after a pilot study was con-
ducted by the department. A three part
process is used, including DSM-III-R diag-
nosis, duration of impairment, and
" Children’s Global Assessment Scale, to
determine if a youth is certified as SED.
Duration of impairment is directly related to
the CGAS score during the first twelve
months of impairment.

Of over ten thousand youth statewide,
62 percent of those submitted have been
certified as SED during the first six months.
Thirty-three percent are female and 67 per-
cent are male. Nata are being collected on
type of agency providing services, race,
educational program, other service
providers, current living situation, and other
disabilities. Preliminary results show that
(5*h with SED are more likely to be in
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special school programs, receive services in
other systems, and have other disabilities.
The purpose of certification of youth as SED
is to provide aggregate data for funding and
programming purposes, and to access the
needs of youth with SED in Ohio.

SOUTH CAROLINA

The South Carolina CASSP initiati-re
focuses on the relationship between mental
health and juvenile justice systems in Green-
ville County, South Carolina, a mixed
urban-suburban-rural area with a substantial
African/American population. The project
is to facilitate coordination between the sys-
tems and to serve youth with serious emo-
tional disturbances in the juvenile justice
system. SC CASSP plans to expand the
project throughout the state during the next
several years.

In brief, the CASSP initiative includes
three components. Locally, efforts are
directed toward developing a more effective
system of service delivery, coordinate cases
that the agencies have in common, and plan
services collaboratively.

Service provision has been an impor-
tant component of the designed systems
change. Family Preservation, intensive ser-
vices provided to the family in the home, is
focused on those “deep-end” children of the
juvenile justice and child mental health sys-
tems. Services include parent support, self-
esteem building, parent skills training,
school stabilization, crisis intervention, in-
dividual and family therapy, and assessment
and referral. The focus of this intervention
is to prevent further out-of-home placement
and further contact with the court. Ina Youth
Diversion Project, trained and supervised
college students spend several hours each
week advocating for the youth, tutoring, and
providing a good role model to the offender.
This project has favorable results and has
received enthusiastic support from both the
juvenile justice system and the Department
of Mental Health.

TEXAS

The Texas Department of Mental
Health and Mental Retardation and the
Texas Juvenile Probation Commission are
jointly funding a community-based system
of care for youth with severe emotional dis-
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turbances referred through the juvenile jus-
tice system. Five demonstraiion sites have
been selected, four through Mental Health
and Mental Retardation Centers and one
through the Juvenile Probation Commis-
sion. The sites’ executive directors met with
program sponsors April 19, 1990 to discuss
plans and begin the programs. This project
is one of five programs funded statewide
through a $2 million appropriation for men-
tal health services.

The Texas Alliance for the Mentally I
plans to begin ten child-adolescent network
groups throughout the state during the next
18 months through a CASSP grant. The
Mental Health Association of Texas recent-
ly published a report, “Do Kids Couint?,”
outlining system needs in the state, and is
developing statewide public awareness,
legislative liaison, and family advocacy.

WASHINGTON

Washington CASSP has proposed to
implement an effort that will enhance and
expand services avai'1ble tohomeless youth
with emphasis on providing shelter and ser-
vices that respond to the mental bealth needs
of this population. The Mental Health
Department has allocated $70,000 for
promoting the mental health component of
this multi-system effort.

The CASSP philosophical approach is
to develop services that respond to the
needs of homeless adolescents, provide for
their immediate needs, help maintain their
health and facilitate in the making of avail-
able choices. CASSP will utilize its ex-
perience with fostering collaborative ap-
proaches and will involve a unique coalition
of agencies in planning and implemeantation
of the proposed enhancements.

Washington state is implementing sig-
nificant reform in its mental bealth system
due to legislation passed in April 1989
providing $24 million for community im-
plementation. The legislation encourages
the development of county-based and coun-
ty-managed services with adequate local
fiexibility to assure eligible people have ac-
cess to the least restrictive treatment altema-
tive appropriate to their needs, and the
availability of treatment components to as-
sure continuity of care. Children and other
underserved populations were included in




the bill; however, most counties put an ¢m-
phasis on services for adults.

The legislation promotes a greater
range of service in the commmunity, with an
emphasis on housing options and case
management. This push away from clinic-
based programs is consistent with the
Washington CASSP effort to promote in-
dividualized services that serve children in
their own communities and in their own
families whenever possible.

Washington CASSP has initiated a
project that will integrate mental health ser-
vices for mentally ill homeless youth with
homeless and runaway services. The tar-
geted population includes youth who have
“failed” other treatment alternatives or who
have been terminated from treatment. This

The 1989 collaboration between mental
health and education has funded two service
management teams, three new day treatment
programs, three day treatment expansions
and two rural service models.

Our seven demonstration sites are

providing coordinated services to children.

considered the "hardest to treat." Referrals
are screened by an interagency committee of
administrators. Children’s case managment
staff provide an indepth assessment of the
child’s and family’s needs and strengths,
then create an interagency/family treatment
team. Crisis situations are anticipated and a
flexible wraparound fund is available for
individualizing services. Family members
are actively involved from the point of initial
referral and screening throughout the entire

L

VWESL VIRGINIA

West Virginia is in the process of a
government reorganization. The former
Department of Health, which was the home
for Children’s Mental Health, is now the
Department of Health and Human Resour-
ces. The merging of these two agencies is
expected to create smoother communica-
tion and an increased collaborative strategy
for service delivery to children with SED
statewide. )

Govemor Gaston Caperton, who is at-
tempting to consolidate government and in-
cease fiscal efficiency, has made children a
priority and has commissioned a task force
to study the needs and make recommenda-
tions.

will be a relatively small demonstration in  treatment/education process.
Seattle/King County.

STATE CONTACTS:
Charles L. Day Jody Lubrecht, PD. Joan Sykora Jerome H. Hanley, PLD.
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Moatgomery, AL 36193-5001 Boise, ID 83720 658 Cedar Street, 4th Floor Box 485

(208) 334-5520 St Paul, MN 55155 2414 Bull Street
William Bane (612)296-7905 Columbis, SC 29202
Child/Adolescent Program Specialist Raadolph Proctor (803) 734-7766
Division of Mental Health Director of Children and Tumutual B. Nortoa
3520 W Oxford Avenue Adolescents Services CASSP Project Coordinator Gerry M. McKimmey, MSW
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(303)762-4076 Services Division of Children and Youth Dept. of MHMR

Docking State Office Building Services POBox 12668
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Director Topeka, KS 66612 239 North Lamar Street (512)465-3761
Division of Child MH Services (913)296-3271 Jackson, MS 39201
Department of Services for Children, (601) 359-1288 Richard E. Westgard, MSW

Youth and Families CASSP Director CASSP Project Director

Delaware Youth & Family Ceater Dept. of ME/MR Scott Bryant-Comstock Dept. of Social & Health Services
Ceatre & Faulkland Roads Division of Mental Health Chief of Family Services Mental Health Division
Wilmington, DE 19805-1195 275 East Main Street NC Dept. of Human Resources Mailstop: OB-42F
(302) 633-2600 Frankfurt, KY 40621 Division of MH/MR/SAS Olympis, WA 98504

(502) 564-7610 325 North Salisbury Street (206) 586-3775
Gell Saunders Raleigh, NC 27611
CASSP Coordinator Elizabeth Sumrall David Majic
Child/Youth Svcs Administration CASSP Parent Coordinator Sarah-Jane Workmaa CASSP Coordinator
1120 19th Street, NW, Suite 700 Office of Mental Health Dept. of Mental Health Dept of Health & Human Services
Washington, DC 20036 PO Box 4049 30 Ezst Broad Street, 11th Floor Division of Health

Baton Rouge, LA 70821 Columbus, OH 43215 1900 Kanawha Blvd, Esst
Steven Tanner (504) 342-2540 (614) 466-1984 Charleston, WV 25305
Project Director
Southeast Regional Troubled Tom Merrick

Children’s Committee (SERTCC) CASSP Project Coordinator

516 Drayton Street, 4th Floor Mental Hygicne Administration
Savannsh, GA 31401 Div. of Child/Adolescent Services
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Baltimore, MD 21201

(301) 225-6649

53

17




RESOURCES UPDATE

The Research and Training Center for
Children’s Mental Health (RTCCMH) of
the Florida Mental Health Institute is
funded by the National Institute on Dis-
ability and Rehabilitation Research and the
National Institute of Mental Heaith. The
RTCCMH mission is to improve services
for children with serious emotional distur-
bances and their families by increasing the
knowledge base for such services. As part
of its commitment to this mission,
RTCCMH provides a variety of training,
consultation, and dissemination activities.

An annotated bibliography describing
materials prepared by RTCCMH staff is
available upon request. Copies of material
or further information canbe obtained from
Dr. Al Duchnowski, Director of Training,
RTCCMH, 13301 Bruce B. Downs Blvd.,
Tampa, FL 33612-3899 (813) 974-450C.

Research and Training Center for Children’s Mental Health

—2nd Annual Conference
Proceedings. Children’s Mental
Health Services and Policy:
Building A Research Base,
February, 1989.

— Conference Proceedings. Men-
tal Health and Education:
Partners in Serving Emotionally
Disturbed Children. May, 1988.

— Psychiatric Hospitalization of
Children and Adolescents: Tes-
timony to the HRS Committee,
Florida Senate. February, 1990.

— #550 Children’s Mental Health:
Challenges for the 90s. In The
Joumal of Mental Health Ad-
ministration, 17(1), Spring,
1990.

— #551 Examining The Research
Base for Child Mental Health

ministration, 17(1), Spring,
1990.

—#202 The Epidemiology of
Childhood Psychiatric Disor-
ders: Prevalence Findings From
Recent Studies. In the Journal
of the American Academy of
Chi Ado

Psychiatry, 29(1), January,

1990.

This newsletter is prepared by
RTCCMH staff to provide information
about developments in services for
children with serious emotional disturban-
ces and their families. We invite you to
reproduce the material and distribute the
information in any way you wish for the
purpose of increasing knowledge about the
needs and services in children’s mental
health.

We ask you to acknowledge the

New products available from Services. Also available in The source, and let us know how you used it.
RTCCMH include: Joumal of Mental Healih Ad- Thanks!
Screening Guidelines of rural and small school districts which  Supported Employment

The Task Force on Screening and As-
sessment of the National Eady Childhood
Technical Assistance System has released
guidelines for the identification and assess-
ment of children who should participate in
programs related to the infant-toddler
(Part H) and the preschool (Part B, Section
619) components of P.L. 99-457, the Educa-
tion for the Handicapped Act Amendments
of 1986.

To order a copy of “Screening and As-
sessment: Guidelines for Identifying Young
Disabled and Developmentally Vulnerable
Children and Their Families,” contact the
National Center for Clinical Infant
Programs, 2000 14th Street North, Suite
380, Asington, VA 22201-2500 or call
(703) 528-4300. A single copy costs $11.20.

AIDS Education

The National Rural and Small Schools
Consortium (NRSSC) has prepared a
manual on how to approach HIV/AIDS
education in rural communities. The “What
Works? HIV/AIDS Education in Rural
@ * merica” manual is based on a 1989 study
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have found effective strategies to develop
HIV/AIDS education programs in conser-
vative vural communities. The manual costs
$10.50 and is available from the NRSSC,
National Rural Development Institute,
Western Washington University, Belling-
ham, WA 98255, (206) 676-3576 The
NRSSC also has “A Resource Guide to Ef-
fective HIV Education in America’s Rural
Schools” at $10.50.

Community-based services

A three volume series on community-
based service approaches is available from
the CASSP Technical Assistance Center at
the Georgetown University Child Develop-
ment Center. The documentsare products of
a recently completed national study and
describe home-based services, crisis ser-
vices and therapeutic foster care respective-
ly.

Single volumes are available at $10; the
volume series price is $25. Contact Mary
Deacon, CASSP Technical Assistance Cen-
ter, Georgetown University Child Develop
ment Center, 3800 Reservoir Road NW,
Washington DC 20007, (202) 687-7537.
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Critical issues in implementing sup-
ported employment projects are presented
in “Special Report: An Examination of The
Impact of Supported Employment on Our
Nation’s Citizens with Severe Disabilities.”
The report, published by the president’s
committee, includes recommendations on
starting or improving supported employ-
ment programs.

Copies of the report are available at no
charge by contacting the President’s Com-
mittee on Employment of People witk: Dis-
abilities, Suite 636, 1111 20th Street, NW,
Washington, DC 20036-3470, (202) 653-
5044 or (202) 653-5050 TDD.

Hispanic Students

“Exceptional Children,” the official
journal of The Council for Exceptional
Children, has published a special edition
which focuses on meeting the multicultural
needs of Hispanic Students in Special
Education.

For a copy of the October, 1989 issue
of “Exceptional Children,” write Editor-
Designate of Exceptional Children: Dr.




Naomi Zigmond, Professor of Special
Education, University of Pittsburgh, SR23
Forbes Quadrangle, Pittsburgh, PA 15260.
Disabiiity in the US

The National Institute on Disability and
Rehabilitation Research has produced a
Chartbook on Disability in the United States
for the U.S. Department of Education.

The book has statistical information on
the prevalence of disabilities, characteristics
of people with disabilities, causes of dis-
abilities, disability and the elderly and
children, and work and disabilities. The in-
formation is generalized data from national
survey and program data.

To receive a copy of the book contact
the US. Department of Education,
Washington, DC 20202-2646.

Network on Disabilities

The National Center for Youth with
Disabilities has developed a computerized
petwork for youth-related information
regarding current research and literature,
legislation and public policy, model
programs and projects, consultants available
to serve technical assistance functions for
programs, and training or education
materials relevant to adolescence.

For more information on the Center or
the network, write the National Center for
Youth with Disabilities, Adolescent Health
Program, University of Minnesota, Box 721
UMHGC, Harvard Street at East River Road,
Minoeapolis, MN 55455 or call 1-800-333-
NCYD or (612) 626-2825.

NC Adoption Project

An analysis of post-service evaluation
instruments is being completed by the North
Carolina Adoption Project. The project,
funded under the Adoption Opportunities
Act by the Children’s Bureau, Washington,
D.C., has developed a service delivery sys-
tem to meet the pre- and post-placement
needs of families who adopt children with
special nceds. Data have been collected
from 150 families in four demonstration and
control sites.

For more information on the project,
write the North Carolina Department of
Human Resources Division of Mental
Health, Mental Retardarion, and Substance

o Ahyse Services, 325 North Salisbury Street,
KC tleigh, NC 27611 or call (919) 733-0598.

Rural Service Delivery

“The Rural Special Education Quarter-
ly,” the official journal of the American
Council on Rural Special Education
(ACRES), has recently produced two spe-
cial issues oriented toward effective service
delivery strategies for rural areas. The
RSEQ Vol 9, #4 issue addresses the use of
advanced technologies in serving rural stu-
dents with disabilities, and in providing
management, inservice and preservice as-
sistance. The RSEQ Vol. 10, #1 issue con-
cerns services to “at-risk” students, includ-
ing those with disabilities, alcobol and/or
drug problems, suicide attempts/low self-es-
teem, dysfunctional families, illiteracy, or
those who are migrant, minority and/or
poor.

The cost of each issue is $8. For more
information contact “Rural Special Educa-
tion Quarterly,” American Council on Rural
Special Education, Western Washington
University, Miller Hall 359, Bellingham,
WA 98225 or call (206) 676-3576.

Special Issue

“Administration and Policy in Mental
Health” will publish a special issue on
children’s mental health in Sept/Oct 1991.
Manuscripts should be no more than 20
double-spaced pages, including references
and a 100 word abstract, should be prepared
in American Psychological Association
style, and must be received by February 1,
1991.

For more information, or to submit a
manuscript, contact Lenore Behar, Ph.D. or
Richard Munger, PhD., North Carolina
Division of Mental Health, Developmental
Disabilities and Substance Abuse Services,
325 N. Salisbury St., Raleigh, NC 27611
(919) 733-0598.

Professional and Parent
Resource Center

The Professional and ™ :cent Resource
Center Child and Family Services Branch,
of the Department of Human Resources of
North Carolina would like to announce the
availability of a number of guidebooks and
papers for a nominal cost. To order a bibli-
ography, contact the Professional and Parent
Resource Center, 3132 Roxboro Rd., Dur-
ham, NC 27704.
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Treatment Planning

References and Resources

Alaska Youth Initiative information available froos:
John VanDenBerg, Coordinstor, Child and
Adolescent Mental Health; Alaska Dept. of
Health and Social Services; Division of Men-
tal Health and Developmental Disabilitics;
P.O. Box HO4; Juncas, AK 99811-0620.

Beach Center on Familics and Disability informa-
tion nvullblc from: Red Tuhll. PaD.,

Burchard, JD., &aut.k.'l‘ €1990). The role of
individualized care in a servioce delivery sys-
temfor children and adolescents with severely
maladjusted bebavior. Joumal of Mental
Health Administration, 17(1), 48-60.

Ecological Evaluation information available from:
Richard Munger, PhD: North Carolina
Dept. of Human Resourcess Division of
MH/DD/SAS; 325 N. Salisbury St.; Raleigh,
NC27611.

Fricdman, RM. (August, 1989). Creativity in
Group Decision-Making. Paper presented st
“Back to the Puture: A training workshop ca
multi-problem kids™; Orlando, FL.

Kaleidescope information available from: Kard W.
Dennis, Exccutive Director; Kaleideacope -
Chicago; 1279 N. Milwaukee, Suite 250;
Chicago, IL 60622,

Parent Involved Network information available
from: Glenda Fine, Mental Health Associe-
tion of Southcast Peansyivania; Parent In-
volved Network; 311 S. Juaiper St., Philadel-
phia, PA 19107.

Pennsylvania CASSP information available from:
Lenora Stem, CASSP Coordinalor; or Pat
Serra, Assistant CASSP Coordiantor; Pen-
nsylvania Office of Meatal Health, 309
Health and Welfare Bldg., Harrisburg, PA
17120.

SEDNET information available from: David Fair-
baoks, PhD.; SED Network District IIB;
1940 N. Monroe St., Suite 50; Tallahassee, FL
32303.

Susan Ignelzi, PhD. can be contacted at: RD#1,
Box 37; Henryville, PA 18332,

Tumer, JA, & Kofoed, L. (1984). Decision-
making, professional discipline, and program
affiliation: Selection of an inpaticnt treatment
alternative Journal of Clinical Psychology,
40(3), 858-865.

Tracking System Information presented at the Third
Annual Confercnce A System of Care for
Children’s Mental Health: Building & Re-
scarch Base, Rebruary, 1990, Tampa, FL.. For
more information contact: Joba Burchard,
PhD., or Mark Schacfer; Department of
Psychology; University of Vermont; Jobn
Dewey Hall; Burlington, VT 05403. Or: Joba
VanDenBerg, address dbove.

Van de Ven, AX. (1974). Group Decision-Making

) Pffecti . Ap Prperi 1 St

Kent State University Press, Kent, OHL
Vermont CASSP information available from: Sher-
ry Schonberg, CASSP Coordinator; Depart-
ment of Mental Health; 103 S. Maia St;
Waterbury, VT 05676.
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Special Publications Released on
Children’s Mental Health

Two recent publications, edited by staff
of RTCCMH, highlight both the progress
that has been made in serving children with
serious emotional disorders and their
families, and the problems thot remain,

Vi

is edited by
Robert M. Friedman, Albert J, Duchnowski,
and Elissa L. Henderson, and was published
in September, 1989 by Charles C. Thomas,
Publisher. According to the editors, the
book is intended “to be a tribute to the
tremendous efforts and enormous contribu-
tion of advocates, both from within the sys-
tem and outside of the system,” and to high-
light the need for partnerships between
researchers and advocates.

The book’s 12 chapters explore ad-
vocacy from a variety of perspectives.
Forewords are provided by Marian Wright
Edelman of the Children’s Defense Fund,
and Rep. George Miller, Chair of the Select
Committee on Children, Youth, and
Families of the U.S. House of Repre-
sentatives.

The second publication, edited by
Friedman and Duchnowski, is a special

Spring, 1990, issue of The Joumnal of Mental
Health Administration on “Children’s Men-
tal Health Services.” This special issue in-
cludes 11 articles discussing such topics as
innovative service delivery models, ap-
proaches to planning and service organiza-
tion, and the role of parents in service plan-
ning and service system development.

The issue begins with an article by
Duchnowski and Friedman that addresses
seven major challenges for the children’s
mental health field in the nineties. These
challenges relate to training and human
resources development, funding for ser-
vices, research, interagency collaboration,
overall service system development, ad-
vocacy, and children at-risk for developing
serious emotional disorders.

Copies of the book on advocacy may be
purchased from Charles C. Thomas, 2600
South First St., Springfield, IL. 62794-9265,
for $29.75. Copies of the special joumal
may be purchased from Dr. Bruce Levin,
Editor, f Mental H Ad-
ministration, Florida Mental Health In-
stitute, 13301 N. 30th St., Tampa, FL.
33612, for $7.50 each.

4th Annual Research
Conference Planned

Keep in touch with the latest re-
search on children’s mental health ser-
vices. The Research and Training
Center for Children’s Mental Health
will hold the 4th annual research con-
ference, “A System of Care for
Children’s Mental Health: Expanding
the Research Base,” on February 18-
20, 1991 in Tampa, Florida at the
Wyndham Harbour Island Hotel.

The Center is accepting sugges-
tions for sessions and abstracts for the
conference. If you are interested in
presenting either a paper or poster
send a 300 word abstract to the Re-
search and Training Center by Oc-
tober 1, 1990 to Dr. Al Duchnowski,
Director of Training, Consultation and
Dissemination, Research and Training
Center for Children’s Mental Health,
FloridaMental Health Institute, 13301
Bruce B. Downs Blvd., Tampa, FL
33612-3899 or call (813) 974-4500.
Watch for more information in future
mailings.
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Drug Abuse and Mental Health Adminis-

Children’s Mental Health Bills Introduced in Congress

Rep. Henry Waxman, Chair of the
House Subcommittee on Health and
the Environment

Several bills have been introduced into
Congress which would provide competi-
tive grants to states to improve services for
children’s mental health.

An omnibus mental health bill to im-
prove community mental health services
has been introduced by Representative
Henry Waxman of California,Chair of the
House Subcommittee on Health and the
Environment. The children’s component
of this bill, H.R. 2311, would replace a
children’s mental health bill, H.R. 1197,
which had been introduced earlier by
Representative George Miller of Califor-
nia.

Both bills would provide five-year grants
for states, on a competutive basis, toimple-
ment community-based, multi-agency sys-
tems of care for children with emotional
disorders and their families. The pro-
grams are to implement the philosophy
and model of a system of care developed
through the efforts of the Child and Ado-
lescent Service System Program of the Na-
tional Institute of Mental Health. $100
million would be provided for the first year
of grants,

In addition, Waxman'’s bill, H.R. 2311,

mc‘ould renew $270 million in Alcohol,

Aruitoxt provided by Eic:

tration block grants to states for commu-
nity mental health services. The money
would fund community mental health ser-
vices for adults and would provide a 10%
set-aside for children with serious emo-
tional disturbances.

The bill has been voted on favorably by
Waxman's subcomittee and is progressing
through the House, according to Elaine
Viccora of the National Mental Health
Association (NMHA).

In the Senate, a children’s meital health
bill introduced by Senator Edward Ken-
nedy of Massachusetts, S. 924, became
part of alarger omnibus mental health bill,
S. 1306. Kennedy'’s bill would have grants
administered through the Alcohol, Drug
Abuse and Mental Health Services Ad-
ministration instead of the National Insti-
tute of Mental Health asin the House bills.

It would place more emphasis on special
education and would require states to
contribute an increasing amount of fund-
ing for the grants each year while the
House bill would allow the state contribu-
tion to remain at 25%.

Chris Koyanagi of the NMHA played a
lead role in efforts to establish the

63

Rep. George Miller, former Chair of
Select Committee on Children, Youth
and Families

children’s mental health legislation.
Koyanagi indicated that she is very opti-
mistic that the bills will be voted on favor-
ably when Congress reconvenes in Sep-
tember, 1991,

For more information on any of the bills,
contact the Department of Public Policy,
National Mental Health Association, 1021
Prince Street, Alexandria, VA, 22314-
2971, 703/684-7722.
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IRECTOR’S UPDATE

By Bob Friedman *

We clearly are at a very troubling time. At a
. point when the needs of children and
families are perhaps greater than they have
ever been, not only is there an enormous
federal deficit but states and cities around
the country are experiencing major budget
problems.

As individuals committed to enhancing the
well-being of children and families and also
committed to increasing the effectiveness
and efficiency of our system of supports and
. services, how are we to respond to this
P A situation? At the same time as we seek new

- revenues so that the nceded supports and
services can be provided, another response that we should make is to look
to redirect existing resources to more humane and effective use.

As I travel around the country and colleagues tell me of the needs of children
and families in their communities, more and more often I hear of families
where needs for multiple services and supports exist. One modest example
of this is a family that was described to me in which there are three children
under the age of seven. One child already has an identified emotional
disorder, a second has a physical health problem, and a third has a leaming
and emotional difficulty. The parents, operating on a low income and
without much in the way of extra-familial supports, are struggling to make
the best of their situation..

This is one of many families that I think of as being “million dollar families.”
By the time all of the children in this family have reached the age of 18, in all
likelihood we will have spent oveér a million dollars of public funds on behalf
of the children, despite the best efforts of the parents. And the expense may
not end there — it may simply switch to a different system. In fact, if the
problems aren't adequately attended to they may carmry on to the pext
generation of family members, and beyond.

1 would suggest to you that we have the knowledge and skill to identify
“million doltar families” at an early stage, and we have much of the
knodedge we need to provide substantial help to them. Yet we consistently
fail to apply this knowledge. Why? If we were operating a business, and we
identified a problem today that would eventually cost a million dollars if not
fixed, you can count on the fact that we would fix that problem immediately
or we would not survive in business for long.

Whythendon't we applythe knowledge that we have to do this in the human
services area? The answer to this question is complex but an important part
of it is the way our system is set up — since the cost of serving these families
is going to be spread out over a number of years, and divided in an
unpredictable way between various systems (¢.g, regular education, special
education, mental bealth, child welfare, public bealth, substance abuse,
juvenile justice), there is no fiscal incentive for any single agency to provide
the needed services. Given the tight budgets that agencies hawe, and the lack
of clear responsibility for families like this, the inceative is to delay providing
service, or providing only limited service, in the hope that the problem will
be inherited by some agency or system other than one’s own.

As a consequence of these two factors — the lack of organizations having
the clear responsibility for family-focused, comprehensive, prevention and
early intervention services; and the manner in which the fiscal incentives
operate — we find ourself with the humanitarian and financial tragedy of
many, many million doliar families. And government at all levels gets in
dcetper and deepertrouble. And more and more of our children and families
suffer from the lack of help provided at the right time in the right way.

Given the increasing prevalence of a wide range of problems and the
shortage of needed resources, we can no longer afford as a country to pay
the financial and human price for these types of system deficiencies. It is
essential that they be addressed, and given the tight fiscal picture now is
probablyan especially good time to address this. Within thisissue of Update
there are articles describing important and innovative efforts to tackle this
problem in the states of Iowa and Illinois. It is essential that we learn from
these efforts and expand upon them so that we can avoid so much avoidable
suffering and use our resources more wisely.

G4

Continued on page 19.
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Congressional Committee Discusses Systems of Care

A panel of experts presented issues con-
cerning community-based mental health
services for children before the U.S.
House of Representatives Select Commit-

tee on Children, Youth and Families on-

April 29, 1991.

Committee Chairwoman Pat Schroeder
said direct service costs for children with
emotional disturbances and their families
have risen to more than $3 billion a year.
“Beyond the financial costs to our society
is the staggering emotional cost of
children’s mental disorders on every
member of an afflicted child’s family,” she
said.

Rep. Frank R. Wolf, of Virginia, said that
“since it is clear that institutional care is a
costly and overused option and children
deserve a more familial setting for treat-
ment, our programmatic approaches must
allow for innovative solutions that adaptto
the changing needs of the community, yet,
put children first.”

Doug Wilder, Governor of Virginia, re-
ported that the children involved in the
welfare, juvenile justice, school and men-
tal health systems are often the same chil-
dren. In Virginia, 14,000 names of children
across four agencies were in fact only
4,993 children. In 1989, Virginia taxpayers
spent more than $100 million on group or
institutional care for those children, $72.8
million of it on restrictive care.

Wilder said government must be fiscally
responsible in searching for effective care.
While federal reimbursements to states
for foster care services have grown from
$309 million in 1981 to $1.8 billion in 1991,
federal child welfare funds to prevent
these placements rose only 10 percent
from 1980 to 1989 and currently only total
$273 million, he said.

Virginia has established an interagency
Council on Community Services for Youth
and Families which is funded in part by
redirected funds that had been used for
residential care. Virginia has awarded $3.4
million to five Virginia communities to de-
velop a system of community services.

Lenore B. Behar, Ph.D., Special Assis-
tant for Child and Family Services, North
Carclina Department of Human Re-
sources, discussed the Child and Adoles-
cent Mental Health Demonstration Proj-
ect at Ft. Bragg, N.C. The project isdevel-
oping a full continuum of child mental
health services providing the most ap-
propriate and cost effective services. The
services are funded by CHAMPUS, the
military’s medical insurance program for

O iependents of soldiers.
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From June, 1990 to February, 1991, the
inpatient utilization rates for children
have dropped from 7.0% to 1.6% ofthose
children served.

At the same time, there has been an in-
crease in the number of services received
by children. The average cost per day for
services in the Ft. Bragg project is $91.53
compared to $286.13 for CHAMPUS,
Behar said.

Rep. Pat Schroeder, Chair of the Select
Committee on Children, Youth, And Fami-
lies

Sandra Cornelius, Ph.D., former admin-
istrator, Delaware County Government
Dept. of Human Resources, said Dela-
ware County found that by establishing
community-based services, case manage-
ment, and support services and using
available funding, the county could sup-
port families caring for children with emo-
tional problems and the vast majority of
the children could remain at home. Cor-
nelius said private insurance companies
should be encouraged to reimburse non-
traditional family-based services as a way
of keeping families together and keeping
costs down.

Clifford Attkisson, Ph.D., Professor of
Medical Psychology, Univ. of California -
San Francisco, spoke about three child
services research projects that focus on
implementing a model system of care. The
system of care, initially demonstrated in
Ventura County, is now being imple-
niented in San Mateo, Santa Cruz, River-
side, and San Francisco. The model sys-
tem of care emphasizes preventing out-of-
home placement — maintaining educa-
tional achievement, reducing recidivism in
the juvenile justice system, and reducing
costs.

The three projects include a study of a
Robert Wood Johnson Foundation
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project supporting the implementation of
the model system of care in San Francisco,
a study of the implementation of the
model system of care in the other three
counties (the AB377 Evaluation Project),
znd a National Institute of Mental Health
study of clinical epidemiology in the three
counties.

California has been spending more
money on group homes each year ($347

. million) than on any othcr type of out-of-

home placement. In 1989, California spent
64% of the state’s AFDC funds on 11,100
youth who were in group homes, accord-
ing to Attkisson.

Resuits from an evaluation project show
that establishing a model system of care
can help reduce the amount of money
spent on group homes. The counties in the
studyhave a lower per capita cost for serv-
ing youth than the rest of the state, $2.78
versus $3.66. The state could have saved
$171,132,063 in group home costs from
February, 1989 to January, 1991 if the en-
tire state was using the model system of
care.

Attkisson gave several recommenda-
tions for the federal government to im-
prove research on systems of care: provide
training support with at least sixnewmajor
training programs; develop at least six
child mental health service research cen-
ters; fund research demonstration pro-
jects at the federal, state, and community
levels; support development of measures
and research methodology; stimulate in-
novation in the organization and financing
of systems of care; and disseminate infor-
mation about innovations and system of
care knowledge.

Dixie Jordan, Parent Advocacy Coali-
tion for EducationalRights (PACER Cen-
ter), gave the legislators this advice, “ser-
vices must reflect the context of the lives
of youth and acknowledge that the least
restrictive environment for this age group
is their family homes, their schools, their
communities.”

Barbara Huff, President of the Federa-
tion of Families for Children’s Mental
Health, and George A. Rekers, PhD.,
Professor of Neuropsychiatry and Behav-
ioral Science, University of South Caro-
lina School of Medicine, also gave presen-
tations.

For more information on the committee,
contact the U.S. House of Representa-
tives, Select Committee on Children,
Youth, ard Familics, 385 House Office
Building Annex 2, Washington, DC,
20515-6401.




New Regulations Increase Opportunity for Supplemental Income

The Social Security Administration
{(SSA) has published new regulations that
will increase the number of children eligi-
ble for supplemeniai income and Medi-
caid benefits.

The newregulations require a functional
assessment step to be added to the deci-
sion-making when determining if a child
has a physical or mental impairment.

"These new rules are extremely signifi-
cant," said Joe Manes, of the Mental
Health Law Project, one of four ¢ *ganiza-
tions that helped the SSA draft its new
policy. “It will liberalize the program and
could result in thousand’s and thousand’s
of families qualifying for the program.”

Currently, about 312,000 children with
disabilities receive the $407 a month ben-
efit from the SSA. With the new regula-
tions in place, the SSA expecis to approve
up to 114,000 new families over the next
five years and expects to pay them up to
$3.1 billion in SSI and Medicaid benefits.

Manes said the new regulutions will in-
crease the number of families approved
for the benefit from last year’s rate of
about 50 percent to about 65 percent of
the families that apply.

The new regulations, published in the
February 11, 1991 Federal Register, are

the resuit of a supreme court ruling in
Sullivan v. Zebley made in February 1990.
The court held that the SSA’s method of
evaluating children was stricter than that
for adulis and did not carry out the “com-
parable severity” standard in the law.

The SSA had beenevaluating children by
comparing the child’s condition to those
described in a “Listing of Impairments.”
If the child’s condition did not match one
in the list, the family was denied assis-
tance. The court held that the “listings-
only” approach did not provide an assess-
ment of the child’s overall functional im-
pairment.

Under the new rules, if a child’s condi-
tion does not match one in the listings, an
individualized functional assessment will
be completed to determine if the child has
physical or mental impairments that limit
him/her from functioning independently,
appropriatelyand effectivelyinan age-ap-
propriate manner. The effects of medica-
tion, structured or highly supportive set-
tings, and multidisciplinary therapy will
be considered when making the deci-
sion. Manes said applications for the pro-
gram are already beginning to increase as
more families learn about the new regula-
tions. Another consideration is the fami-

lies who have been denied benefits under
the old regulations. “The old rules were in
effect for 11 years. Any child denied ben-
efits will have to be reconsidered,” Manes
said. There are about 450,000 children
that the SSA knows of that could poten-
tially be affected by the new rules, Manes
said.

Manes said the SSA will try to contact
those families through letters, public ser-
vice announcements, and newspaper arti-
cles. If a case is reopened, and it is deter-
mined that a child would have qualified
under the new regulations, the family will
be reimbursed at the amount of benefits
they would have received at the time. In
some cases that could result in as much as
$50,000 paid to a single family, Manes
said.

The SSA is also currently training staff
on how to apply the new regula.ions and
cannot currently deny children unless the
new regulations are applied.

For more information on the regulations,
see the February 11, 1991 Federal Register
or contact the Mental Health LawProject,
2021 L Street NW, Suite 800, Washington,
DC, 20036-4904, 202/223-0409.

Planning Act Increases Focus on Children

In November, 1990, amendments were
added to the Mental Health Planning Act
that focus specifically on children. The
amendments call for the development ofa
plan that is for children and adolescents
as well as a plan for adults.

The Child and Adolescent Service Sys-
tem Program (CASSP) Technical Assis-
tance Center will be calling states monthly
to assist them with the new child require-
ments in the Mental Health Planning Act.
PL. 99-660, according to Maury Lieber-
man of the National Institute of Mental
Health (NIMH).

The CASSP TA Center will also possibly
offer critiques of state plans, Lieberman
said. All of the CASSP assistance will be
coordinated with other assistance pro-
vided by NIMH on the plans so there will
be no replication.

The amendment emphasizes that care
should be delivered in the most therapeu-
tically appropriate and least restrictive
setting. Grants provided by the amend-
ment will be authorized for the develop-

ment of comprehensive mental health sys-
tems for children and adolescents with
serious emotional and mental distur-
bances and for adults with serious long-
term mental illnesses.

The amendment requires that state men-
tal health plans include descriptions ofthe
health and mental health services, rehabil-
itation services, housing services, educa-
tional services, and other support services
to be provided to individuals and children
with serious emotional and mental disor-
ders that will allow them to function out-
side of residential institutions to the max-
imum extent of their capabilitics. The ed-
ucational services would include services
provided by local school systems under
the Education of the Handicapped Act.
Funding for the services is to come from
federal, state and local public and private
funds.

Lieberman said special workshops will
be provided that will focus on interagency
data collection and how to present the
data that has been collected in the plan.
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Clark Ross, a federal liaison for the Na-
tional Association of State Mental Health
Program Directors (NASMHPD) has said
that the most substantial features of the
amendments are the child focus, the inclu-
sion of private sources as a resource for
mental healtk care and the requirement of
documentation of inpatient care.

NIMH is currently drafting guidelines
for states that will address the legal impli-
cations of the amendments for states,
Lieberman said.

Other grants that will also be offered
through the amendments include preven-
tion of youth suicide, treatment of depres-
sive disorders, prevention of sex offenses
and treatment of victims of sex offenses,
and provision of mental health services to
victims of family violence.

For more information on the amend-
ments contact the National Institute of
Mental Health, Parklawn Building C, 5600
Fishers Lane, Rockville, MD, 20857,
301/443-3673.




First National Conference on Conduct Disorders Held

Pathways involved in the development of
conduct disorders and prevention and
treatment through intensive, community-
based, multi-system services were dis-
cussed at the recent conference, “Conduct
Disorders: How Should our Service Sys-
tems Respond?”.

The Research and Training Center for
Children’s Mental Health at the Florida
Mental Health Institute sponsored this
first national conference on conduct dis-
orders. Approximately 100 researchers,
administrators, advocates and parents at-
tended the conference held May 6-8, 1991
in Arlington, Virginia.

Scott Henggeler, Professor of Psychol-
ogy at the U.S. International University,
said, “youth with conduct disordered di-
agnoses consume much of the resources
for child mental health services, and those
who persist into adulthood consume many
of the services for the seriously mentally
iL”

The stability of anti-social behavior over
time has led to a small percentage of fam-
ilies accounting for a large percentage of
crime in a community, Henggeler said.
“Male adolescents and young adults have
the highest arrest rate for violent crime,”
he said.

The incidence of violent crime has risen
10 percent in the last year, said James
Breiling of the Violence and Traumatic
Stress Research Branch of the National
Institute of Mental Health.

“Just witnessing violence puts kids at risk
for becoming a victim of violence or a
perpetrator of violent acts,” said Hope
Hill, Assistant Professor in the Depart-
ment of Psychology at Howard Univer-
sity. Hill is studying the effects of commu-
nity violence on children v+ho live in areas
of high street crime.

Rolf Loeber, Associate Professor of
Psychiatry and Epidemiology at Western
Psychiatric Institute, describes the devel-
opment of conduct disorder problems in
terms of pathways. The earliest manifesta-
tions of the problem can be seen in pre-
school when the child shows symptoms
such as attachment problems, hyperactiv-
ity, aggression, and poor peer relations. By
elementary school, the child is showing
academic problems, delinquency, and
substance abuse.

Loeber suggested some of the risk fac-
tors which may be attributed to conduct
problems include neurotoxins/neurologi-
cal insult, parental substance abuse, ge-
netic factors, pregnancy/delivery compli-
cations, socio-economic status, harsh dis-
ciplinary practices, neglect, and violence
on television.

Neighborhood and the family environ-
ment also contribute to the development
of conduct disorders, Henggeler said. “If
you want to maximize the treatmenrt effect
you need a model that cuts across the
childs social environment,” he said.

Naomi Karp, Vice-President of the Feder-
ation of Families for Children's Mental
Health

Henggeler gave several general princi-
ples for designing multi-systemicinterven-
tions:

* understanding the “fit” between the
identified problems and the broader sys-
temic context;

* that interventions target sequences of
behavior within and/or between multiple
systems;

*+ that the efficacy of interventions
should be evaluated continuously from
multiple perspectives; and

* that interventions be designed to pro-
mote treatment generalization and long-
term maintenance of therapeutic change.

Steve Forness, Professor and Inpatient
School Principal at the Neuropsychiatric
Hospital Center for the Health Sciencesat
the University of California in Los Ange-
les, said it is currently very difficult for
children with conduct disorders to be
served by the schools. Children are ex-
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cluded from services if their problem is
considered to be social maladjustment
and in many states “conduct disorder is
used as a synonym of social maladjust-
ment,” he said.

According to the 12th annual report of
the Office of Special Education Service,
only .7 percent of children are being
served as emotionallydisturbed despite all
reports that prevalence rates are much
higher. “We should be serving about 2
percent of all school aged children in this
category,” Forness said.

Naomi Karp, a mental health consultant
and Vice President of the Federation of
Families for Children’s Mental Health,
said, “We have failed in schools. Special
education, as it exists, is not working.”

Karp said there is a need for intensive
interdisciplinary training in the use of spe-
cial education techniques, non-aversive
techniques, and early prevention and
identification of conduct disorder.

There is also aneed for more interagency
collaboration, said Mark Soler, Executive
Director of the Youth Law Center in San
Francisco. Statutory barriers to coordina-
tion and catzgorical funding should be
eliminated, and reducing the confidential-
ity requirements to allowagencies to share
more information would be helpful, Soler
said.

Soler also believes that there should be
enhanced training of staff. He said cur-
rently, social workers are trained in com-
munity support but still believe that if
those options don't work, they should ter-
minate parental rights.

Bill Grawves, Director of the National In-
stitute on Disability and Rehabilitation
Research (NIDRR) announced that “one
of the ways to improve the quality of life
for kids with conduct disorder and all peo-
ple is through knowledge.” He added,
“There should be intensive interaction be-
tween the recipients of research dollars
and those for whom the research is in-
tended to benefit. We want to do research
with people rather than on people.”

For more information about the confer-
ence, contact Alissa Algarin, Research
and Training Center for Children’s Mental
Health, FMHI, USF, 13301 Bruce B.
Downs Blvd., Tampa, FL, 33612-3899.




Children’s Mental Health Needs Included in National Health Objectives

The national health objectives for the
pnext 10 years, published in the report
Healthy People 2000, include goals to re-
duce the prevalence of menta! disorders
among children and adolescents and in-
crease prevention services to children.

The Public Health Service, the Institute
of Medicine, and the Healthy People 2000
consortium of 300 national organizations
and all state health departments released
the report in September, 1990.

A similar report published 10 years ago,
Promoting Health/Preventing Disease: Ob-
jectives for the Nation, did not include
mental health issues. The National Men-
tal Health Association (NMHA) and
members of the National Prevention Co-
alition (NPC) have been working to en-
sure that a mental health objective was
part of the current report.

The current report lists “Mental Health
and Mental Disorders” as one of the
nation’s 22 priority health areas. The
mental health section lists 14 national
goals which include health status objec-
tives, risk reduction objectives, and ser-
vices and protection objectives.

Some of the objectives, included in the
mental kealth section under health status
objectives, focus on children and youth
and include: reducing suicides among
youth aged 15 - 19 to no more than 8.2 per
100,000 {1987 baseline 10.3 per 100,000);

reducing by 15 percent the incidence of
injurious suicide attempts among adoles-
cents aged 14 - 19 (no baseline available);
and to reduce to less than 10 percent the
prevalence of mental disorders among
children and adolescents (1989 baseline
12 percent).

Under the services and protection objec-
tives in the mental health section, is an
objective to increase to 75 percent the
proportion of primary care providers for
children who include assessment of cogni-
tive, emotional, and parent-child func-
tioning, with appropriate counseling, re-
ferral, and follow-up in their clinical prac-
tices (no baseline data available). -

Some of the other mental health objec-
tives include increasing the utilization of
community support programs, increasing
the use of broad social support mecha-
nisms for those with trouble coping, more
attention by employers to services related
to managing employee stress, and better
access to mutual-help clearinghouses.

The Alcohol, Drug Abuse and Mental
Health Administration (ADAMHA) will
be responsible for seeing that the mental
health objectives are carried out.

Advocates were pleased that the mental
health objectives have been included in
the report, but theystrive for more empha-
sis on mental health and clarification in
the future.

By Judith Katz-Leavy, Chief Technical
Assistanc Program and Diane
Sondheimer, Chief, Research Demon-
stration Program.

Dr. Ira S. Lourie, who had served as the
first and only Chiefofthe Child and Family
Support Branch of the Natiopal Institute
of Mental Health (NIMH) and as the
ieader of the Child and Adolescent Ser-
vice System Program (CASSP) since its
inception in 1983, retired from federal
service on March 29, 1991.

Dr. Lourie will continue to work in the
field of public child mental bealth as a
consultant on both the state and federal
levels, however, his formal leadership of
CASSP at NIMH will be deeply missed.

Currently in its seventh year, CASSP has
been active in all 50 states, the Virgin Is-
lands and the District of Columbia.

The Branch will also administer a new
Child and Adolescent Mental Health Re-
search Demonstration program. Based on

Child and Adolescent Service System Program Update

recommendations in the National Plan for
Research on Child and Adolescent Men-
tal Disorders and as part of the NIMH
Public-Academic Liaison initiative, a Pro-
gram Announcement (PA-91-40) has been
released to stimulate investigator-initi-
ated research demonstration projects
(R 18s) of state and local-level service sys-
tems for children and adolescents with or
at risk for serious emotional or mental
disorders.

In FY90, in response to a Request for
Applications (RFA) for CASSP-related
R18s, the Child and Family Support
Branch funded 8 projects and is in the
process of funding 3 additional projects.
Individuals interested in obtaining further
information are encouraged to contact
program staff at 301/443-1333.

For more information on CASSP, write
the National Institute of Mental Health,
5600 Fishers Lane, Rockville, MD, 20856,
301/443-3673.
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“Although the ‘Mental Health aud Men-
tal Disorders’ priority area should have
encompassed the mental health field and
referenced allied objectivesin other prior-
ity areas, the content is fragmented and
without internal coherency,” wrote Bev-
erly Long, NPC chair, in the Septem-
ber/October 1990 issue of NPC Update.
Long said there is confusion between what
is promotion of health and what is treat-
ment to reduce severity. However, Long
believes that the section offers a number
of opportunities for support and advo-
cacy.

NMH A points out that the report recog-
nizes the demand for preventive interven-
tions to deter disorder or disability and
prevent the staggering costs that the pres-
ence of disorders or disabilities can cre-
ate.

“Achievement of the Healthy People
2000 goals over the next 10 years will not
only result in significantly improved
health, but also economic gains for this
country as health care costs are dimin-
ished,” wrote Sandra McElhaney, preven-
tion coozdinator for NMHA.

For a copy of the report Healthy People
2000 (stock number 017-001-00474-0)
write the Superintendent of Documents,
U .S. Government Printing Office, Wash-
ington, D.C. 20402-9325 or call 202/783-
3238. The report costs $31.00.

Call for Papers for Sth
Annual Research Conference

Suggestions and abstracts are now being
accepted for the Research and Training
Center for Children’s Mental Health's 5th
annual research conference, “A System of
Care for Children’s Mental Heaith: Or-
ganizing the Research Base.” The confer-
ence will be held March 2to 4, 1992 at the
Hyatt Regency Tampa in Tampa, Florida.

If you are interested in presenting either
a paper or poster at the conference, send
a 300 word abstract to the Research and
Training Center by October 1, 1991 to Dr.
Al Duchnowski, Director of Training,
Consultation and Dissemination, Re-
search and Training Center for Children’s
Mental Health, Florida Mental Health 1n-
stitute, USF. 13301 Bruce B. Downs Biwd.,
Tampa, FL 33612-3899.

For more information on submissions
call Dr. Al Duchnowski at 813/974-4500.
Watch for more information in future
mailings.




Reorganization of ADAMHA to Bring Changes to NIMH

The three research institutes of the Al-
cohol, Drug Abuse, and Mental Health
Administration (ADAMHA), including
the National Institute of Mental Health
(NIMH), are to be transferred to the Na-
tional Institutes of Health (NIH), and a
new federal agency to administer mental
health and substance abuse services is to
be created, according to a proposal an-
nounced on June 17, 1991.

The proposed change was announced by
Dr. Louis Sullivan, Secretary of the De-
partment of Health and Human Services.
This announcement was accompanied by
the introduction of S. 1306, entitled the
ADAMHA Reorganization Act, by Sena-
tor Edward Kennedy of Massachusetts
and Senator Orrin Hatch of Utah, the
ranking senators on the Committee of
Labor and Human Resources.

The nroposal would transfer NIMH, the
National Institute on Drug Abuse
(NIDA), and the National Institute on Al-
cohol Abuse and Alcoholism (NIAAA)to
NIH. At the same time, ADAMHA will be
converted to the Alcohol, Drug Abuse,
and Mental Health Services Administra-
tion (ADAMHSA), according to S. 1306.

Within ADAMHSA will be the Office
for Substance Abuse Fievention and the
Office for Treatment Improvement, both
of which currently exist within AD-
AMHA, and a new Office for Mental
Health Services. S. 1306 calls for separate
Associate Administrators for Mental
Health and Substance Abuse.

According to Secretary Sullivan, “The
Institutes in NiH and those transferred
from ADAMHA will benefit from the
greater exchange of information and the
sharing of expertise in neuroscience and
behavioral research.”

Missions Separated

In introducing the legislation in the Sen-
ate, Senator Kennedy indicates that, “We
have examined whetber it is useful to ask
a single agencyto research the causes and
the cures of a disease at the same time that
it provides services to those suffering from
the disease ... Our conclusion is that the
present coafiguration of ADAMHA isnot
appropriate... It might seem logical to
keep research and services under the
same roofin order to facilitate ‘technology
transfer,’ the process by which research

findings are applied in the field. In prac-
tice, however, the research and service
enterprises are so different that they can-
not be effectively administered in one
agency. Researchers and service provid-
ers share a common goal, but theyspeak a
different language and thrive in different
professional cultures.”

CASSP Fate Unknown

According to Dr. Thomas Plaut, Acting
Chief of the Child and Family Support
Branch of NIMH, the organization of the
children’s mental health programs is still
under discussion. “There is some talk that
different components of CASSP should be
split, but there is no consensus,” Plaut
said. CASSP includes a state grant pro-
gram for system capacity building, techni-
cal assistance compogents including re-
search and training centers and the
CASSP Technical Assistance Center, and
a research demonstration program.

In his remarks, Senator Kennedy indi-
cated that, “the statutory authority to con-
duct services research, most of which
would be characterized as behavioral re-
search, is to be transferred with the re-
search institutes. There are, however, ex-
isting ADAMHA programs which have
been labeled as services research but
which have come to be relied on by the
field as services. These grant programs
will remain in ADAMHSA.” No specific
mention of CASSP is made in this com-
ment, however.

Senator Kennedy also notes that, “While
the research institutes are leaving AD-
AMHA, we recognize that it would be
unwise to create a services agency that
spent money without the authority to help
determine which iypes of services work,
and which work best. Our bill addresses
this concern in two ways. First, AD-
AMHSA will have an independent obliga-
tion to evaluate the programs it funds.
Second, there will still be substantial op-
portunities for collaboration between the
research institutes and the Services Ad-
ministration.”

In his comments, Secretary Sullivan an-
nounced his intention to appoint Dr. Fred-
erick K. Goodwin, current administrator
of ADAMHA, as Director of NIMH. Dr.
Goodwin is a psychiatrist and biomedical
researcher, and one ofthe main architects
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of thisreorganization, along with James O.
Mason, M.D., Assistant Secretary for
Health of HRS,and Bernadine Healy,
M.D., Director of NIH.

Secretary Sullivan also indicated that
ADAMHA's deputy administrator, Rob-
ert L. Trachtenberg, would be named act-
ing administrator of ADAMHSA while a
national search is made for a permanent
administrator. Frank Sullivan, Ph.D.,
whose former positionsinclude Acting Di-
rector and Deputy Director of NIMH,
would serve as Acting Director of the new
Office of Mental Health Services within
ADAMHSA. .

Advecacy Reaction

The proposal for reorganization was
strongly supported by the National Alli-
ance for the Mentally Iil. Executive Direc-
tor Laurie M. Flynn indicated that, “Mov-
ing NIMH to NIH sends an important
signal that mental illness is a disease, like
heart and lung and kidney disease. It is at
NIH that mainline research on organic
diseases is centered.”

The proposal, which is expected to be
approved by Congress, and implemented
in the fall of 1991, also has the support of
the National Associatioa of State Mental
Health Program Dizectors (NASMHPD),
and the National Mental Health Associa-
tion (NMHA). In testifying on S. 1306 on
June 25, 1991, on behalf of NASMHPD,
Commissioner Dennis Jones of Texas in-
dicated that the basic reorganization pro-
posal made sense.He did call for “a strong
and viable services research and demon-
stration responsibility” within AD-
AMHSA, indicating that “this would af-
ford public mental health systems with the
technical assistance and capacityto review
financing, organizational structures, and
methodologies to improve mental health
services for persons with serious mental
illness.”

Testifying on behalf of NMHA, Elisa-
beth Rukeyser of Knoaville, Tennessee
applauded the establishment of OMHS
within ADAMHSA, urged retention of
CASSP and the Community Support Pro-
gram in OMHS, and called for “a strong,
viable, and valued services research com-
ponent in ADAMHSA.”
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Special Education Report Released

% Receiving Failing Grades

% Graduating or Certificate

Outcomes of Special Education Programs

Grade Point Average (4 Point Scale) 2.0

% In a Regular School Bidg. 94 99 89 .81

% In Residential Placement 0.80 0.09 1.02 3.46

% On Homebound or Hospital 072 0.12 034 221
instruction

% Increase Need of Teachers 9 8 8 15

KEY - All = all disabllities MR = mental retardation

LD = learning disabilities SED = serious emotional disturbance

Al LD MR SED

31 35 2 45
19 20 17
53 56 56 39

An analysis of the “Twelfth Annual Re-
port to Congress on the Implementation
of the Education of the Handicapped
Act” reveals a situation in which children
who have serious emotional disturbances
continue to fare poorly in comparison to
other groups of youngsters who have dis-
abilities.

In each category, results for the group
with emotional disturbance were worse
than for all other types of disabilities.

During the '88-'89 school year, the num-
ber of children served through all of the
categories provided by the act increased
1.76%. (All data are for children who are
61021). The increase in learning disabili-
ties was 3.03%, 1.56% for speech im-
paired, and 0.69% for emotional distur-
bance. The total percent of all children
served as part of special education pro-
grams were: all conditions—7.41%; learn-
ing disabilities—3.53%; speech im-
paired—1.71%; mentally retarded—
1.03%; and 0.67% for emotional distur-
bance.

In the table above, several findings are
summarized comparing all exceptionalit-
ies (ALL), learning disabilities (LD),
mental retardation (MR ), and emotional
disturbance (SED). These results indi-
cate that children who have serious emo-
tional disturbances: have the poorest aca-
demic success, including graduation rate;
are taught in the least normalized settings;
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and need more teachers at a rate almost
double the other exceptionalities. All of
these findings are consistent with those
reported in the last several years.

When the report compared different
rates of children served bythe states, more
variability in the rate of children who have
emotional disturbances was found than
the other exceptionalities. Mississippi
identified 0.03% of the state’s population
of children as having serious emotional
disturbances. Utah served 1.74%, the
highest rate of any state, and 58 times
higher than Mississippi. In contrast, the
difference between the highest and lowest
rates for learning disabilities is a factor of
3.5 and 2.3 for all handicapping condi-
tions.

In twenty states, the rate of children
served as emotionally disturbed actually
decreased, the highest number of reduc-
tions for all conditions. In the District of
Columbia, for example, there was a de-
crease of 27.6% , while the percent served
as learning disabled increased 52.6%.
The Department of Education reportsit is
beginning a study to improve the compa-
rability of data between states.

Copies of the report may be obtained
from the Office of Special Education and
Rehabilitative Services, Switzer Building,
330 C Street, S.W., Washington, DC,
20202.
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Unique Meeting Held
on Collaboration
Between Systems

Denver, Colorado was the site of a
unique meeting, October 3-5, 1990, at
which 10 states came to grips with devel-
oping action plans for a collaborative sys-
tem of care for children who have serious
emotional problems and their families.
Glenn Latham, Director of the Mountain
Plains Regional Resource Center (RRC),
and Richard Zeller, Director of the West-
ern RRC led the conference.

The program was designed to allowstate
leaders in special education and mental
bealth to meet with each other and repre-
sentatives from other child caring agen-
cies in their states and to assess and ini-
prove their state’s service system for chil-
dren who have serious emotional distur-
bances and therr families. A parent rep-
resentative was also a member of each
state team.

The goal of the meeting was for each
state team to leave the meeting with a
written action plan, specific to their state,
that would result in improved services for
children wno have serious emotional dis-
turbances and their families. Implemen-
tation of the plans would be realistic since
the participants were at the decision-
maker level.

More than 60 participants from 10states
attended, with several states bringing rep-
rcsentatives from child welfare and juve-
nile justice agencies.

The conference was keynoted by Dr.
Judy Schrag, Office of Special Education
Programs (by speaker phone) and Dr. Ira
Lourie, formerly of the National Institute
of Mental Health. In the spirit of collabo-
ration, remarks were made byrepresenta-
tives of the State Mental Health Repre-
sentatives for Children and Youth, the Na-
tional Association of State Directors of
Special Education, and the Federation of
Families for Chiidren’s Mental Health.
State-of-the-art program presentations
described efforts in Alaska, California,
Kentucky, and Vermont.

For more information, contact Dr. Glen
Latham, Mountain Flains RRC, 1780
North Research Parkway, Suite 112,
Logan, UT, 84321, 801/752-0238.
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Mental Health - Special
Education Coalition
Reaching Goals

The National Mental Health-Special
Education Coalition has seen one of its
goals achieved with the targeting of $1.9
million in federal discretionary funds for
the area of emotional disturbance. This
money is part of the allocation used to
fund PL 94-142, and the Coalition has
worked hard to ensure that at least some
of the discretionary money in this alloca-
tion would be used specifically for pro-
grams in the category of serious emotional
disturbance.

Coalition members have attended meet-
ings with Dr. Judy Schrag, Director of the
Office of Special Education Programs, to
give input on the specifics of how this
discretionary money should be spent.
These details will be announced soon.

Apother of the Coalition’s projects is
closer to realization with the introduction
of the “Children’s and Communities’
Mental Health Services Improvement
Act”inthe U.S. Congressunder the spon-
sorship of Rep. George Miller of Califor-
nia. The proposed bill would establish a
grant program for states to receive federal
funds to create mental health services that
are necessary to complete the system of
care for children who have severe mental
or emotional disturbance.

A third project of the Coalition, led by
Dr. Steve Forness, U.C.L.A., and Dr.Jane
Knitzer, Citizens’ Coramittee for Children
of New York, has been sceking a new
definition of serious emotional distur-
bance which would be recommended for
use in the Individuals with Disabilities Ed-
ucaiion Act (PL 94-142). Several associa-
tions that are members of the Coalition
have examined the proposed definition
and, with minor revisions, are close to sup-
porting it for adoption by their member-
ship. The proposed definition will be pre-
sented to the Department of Education
and appropriate committees in Congress.

The Coalition is co-chaired by Chris
Koyanagi of the National Mental Health
Association and Joe Ballard of the Coun-
cil for Exceptional Children. For more
information, contact Chris Koyanagi, Di-
rector, Federal Relations, NMHA, 1021
Prince Street, Alexandria, VA, 22314-

722, 703/684-7722.
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Knitzer’s Book Examines the Educational System

Jane Kanitzer, author of “Unclaimed
Children” (1982) and director of The
Citizen’s Committee for Children of New
York, has published a book that examines
the inadequacies of the education system
in helping children with emotional prob-
lems.

“At the School House Docr,” co-au-
thored by Zina Steinberg and Brahm
Fleich, is a report “intended to serve as a
map of promising programs and policies,
as well as to synthesize what is known
about the characteristics of the students
and the quality of their school life.”

According to Marian Wright Edelman,
of the Children’s Defense Fund, “The re-
port provides an agenda for reform that
must involve all appropriate public child
serving agencies, as well as a variety of
community agencies.”

Knitzer said a large number of school
districts across the country have ordered
the book. “This suggests that the climate
is really right for taking a bard look at
these issues,” she said.

The information presented in the book
was gathered through site visits to 26 pro-
grams, phone interviews with staff from
130 programs, a review of the relevant
literature, and questionnaires completed
by state directors of special education,
child mental health officials, and parents.

The book begins with data from the
1987-88 report to Congress on the imple-
mentation of the Education of the Handi-
capped Act (now titled the Individuals
with Disabilities Education Act). The
book points out that less than half of all
school districts reported baving mental
health counseling services and the number
of children with emotional disturbances
using the services could not be deter-
mined. The report listed a dropout rate of
more than 50 percent, poor achievement
scores, and no effective transition services
for children with emotional problems.

The book went on to analyze the day- to-
day life of students in a program for chil-
dren with behavior disorders and found a
widespread abuse of behavior modifica-
tion methods. In class after class, the au-
thors observed teachers who were more
focused on controlling the behavior of stu-
dents than with academics. A sense of
isolation emerged in the students, their
teachers, and their parents, according to
the authors.
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The second part of the book presents an
in-depth look at programs that reveals a
wide variety of approaches.

In the third section of the book, the role
of the state in supplying leadership for
change is explored. The autbors describe
examples from 16 states in which the com-
mitment to collaboration is strengthened
through grants, legislation, and innova-
tion. The authors advocate new legisla-
tion, collaborative ventures, and the pool-
ing of funds to reinvest the money in com-
munity based programs.

Finally, the authors present a blueprint
in which educators, clinicians, policy mak-
ers and parents are challenged to take the
necessary steps to develop an agenda of
change. The appendices offer sources of
help, names, addresses, helpful facts, and
definitions of important terms.

To order acopy ofthe book, send a check
or money order for $17.50 to the Citizen’s
Committee for Children of NY, 105 East
22nd Street, New York, NY, 10010.
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Mark your calendars for the Sth
Annual Research Conference:
March 2 to 4, 1992 at the Hyatt
Regency Tampa: Tampa, Florida




ROGRAM UPDATE

Strength-Based Assessment

By Michael K. Johnson, Ph.D. and Robert M. Friedman, Ph.D.

John is a 16-year-old who was first identified as having learn-
ing problems in the first grade and was retained in his same grade.
He not only displayed academic difficulties, but was reported to be
restless and inattentive in class, and by the fourth grade he had been
identified as being both non-compliant and aggressive. He has
been in and out of special education classes, and has had several
encounters with the law. While he appears very sad in group
situations, in a one-to-one situation, he is described as being very
likeable, and he has a strong interest in electronics. His parents
have been very responsive to suggestions from professionals for
help but find themselves wondering just what it is they have done
wrong that has led to John's problems. The family is concerned
about the problem, and has participated in family therapy but
terminated it after feeling that it was not helpful. John himself has
been involved in individual therapy but his attendance was erratic,
he often sat quietly, and still the problems seem to grow. Finally,
John and his family were scheduled for a multi-agency treatment
planning meeting in their community. At this meeting they sat with
about 10 individuals representing different agencies and profes-
sions, and essentially listened as the group discussed all the indi-
vidual andfamily problems, and sought to develop a treatment plan.
By the end of the meeting, both John and his parents felt more
discouraged and defeated than they had when they entered the
meeting.

Inprevious issues of UPDATE, articles have focused on topics
such as case management, individualized treatment, and treatment
planning. This article builds on these previous writings to specif-
ically emphasize an important and yet often overlooked part of
developing effective individualized treatment plans — the assess-
ment of individual and family strengths. As the brief description of
a simulated case, presented above, illustrates, all too often there is
almost an exclusive focus on problems and deficits of an individual,
and of his/ber family. This frequently occurs at the intake level in
individual agencies, as well as at the treatment planning level. For
individuals and families who are already feeling inadequate, if not
depressed, and who are not sure if they wish to continue their
involvement in special services, the result of focusing on the nega-
tive can be to drive them into greater despair and further away from
seeking help. This section of UPDATE seeks to focus specifically
on assessment of strengths and interests because of the importance
of this area in engaging individuals and families who are already
feeling inadequate and distraught, and the importance of this in
beginning an effecti: .« intervention process.

Background

The idea of developing interventions based on strengths is not
pew in working with children with disabilities and their families.
However, it is a concepr that has often been neglected by mental
bealth providers who instead have been wedded to models that focus
almost exclusively on the identification of problems and deficits.

Dr. Elizabeth Mount, a political scientist who has worked in the
developmental disabilities field since the mid-1970s, suggests that
strength or capacity-based assessment evolved originally from a
model for providing economic aid to developing third world coun-
tries (Mount, 1987). As planners entered third-world countries they
found that the sheer number of problems they encountered were so
overwhelming that they provided a poor starting place for achieving
change. Rather than get bogged down in identifying ways to reme-
diate each problem, these planners chose to look at the situation from

S
"Our focus on strengths as opposed to prob-
lems significantly decreases the amount of

conilict between parents, children and agen-
cies as it unifies them in a building process.”

— John Poertner
pr————————
the perspective of “what kind of strengths and resources does this
country have, and how can we enhance and build upon them for the
good of all involved?” Mount developed a model called “Personal
Futures Planning,” based on this philosophy. She notes that while
this model was originally developed for use with children who have
developmental disabilities, it has recently begun to be used for
treatment planning in collaboration with children with challenging
emotional difficulties and their families.

Karl Dennis, Director of the Kaleidoscope program in Chicago,
indicates that the focus on strengths “is more than just a process...it’s
a philosophy and a whole different way of looking at kids who are
troubled or troubling. The process is based on trust, and building a
relationship with a child and his or her family. You have to believe
that the child and his or her family and/or friends really know what
is best for them.”

John Poertner of the University of Kansas continues this
thought. “In mental bealth, we have so much to learn from the
developmental disabilities fields...The way we see it, problems and
deficits take a back seat, or shouldn’t be focused upon...Our focus
on strengths as opposed to problems rignificantly decreases the
amount of conflict between parents, children and agencies as it
unifies them in a building process. Qur model is focused on func-
tional adaptation rather than on deficits.” Currently, Poertner is
writing a manuscript on how to conduct strength-based assessments.

Another proponent of focusing on strengths is Jane Wells, who
has developed a training curriculum based on the early work of
Mount in “Personal Futures Planning.” She agrees with Poertner
that the focus of the strength-based assessment needs to be on the
future, and on developing the strengths and talents of the child and
doing whatever it takes to ensure that the child can live indepen-
dently and productively in the community.

In Wells’ model, even the designation for the child is different.
The child is known as the “focus person” to avoid deficit model
references such as identiried patient, client, etc.
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Within assessment models that focus on strengths, there is
acknowledgement that important problems exist in the lives of the
individuals. However, the model asserts that strengths and capac-
ities are the building blocks for change and should receive primary
emphasis.

In discussing challenges facing the children’s mental beaith
field in the '90s, Duchnowski and Friedman (1990) acknowledge
that there is an important role for traditional models of assessment.
However, they go on to emphasize that to genuinely develop
individualized treatment programs, the field must rely “not only on
a traditional assessment but on a broader ecological assessment.
The program must address not only needs and problems, but it must
also build on strengths and interests.”

Assessment Models

The Personal Futures Planning model is used to develop treat-

ment plans for children referred for interagency staffings at the
Child and Adolescent Service Center in Canton, Ohio. As de-
scribed by Michael Johnson and Thelma Coss of that agency,
whenever possible staffings are held in a setting other than the
Center or a school in an attempt to “de-institutionalize™ thinking.
The participants include the child, parent(s), professionals from
involved agencies, and any and all other people who have aa interest
in the focus person.

In following the Personal Futures Planning model, the parent(s)
is asked to tell the story of his or her child’s life. Others who have
knowledge also contribute in order to produce a comprehensive,
ecologically focused story of the chiid’s life. “The life story process
serves two purposes: First, it allows the parents to tell their story
and be heard without being judged, which, for many of our parents,
is the first time they’ve ever been able to do this. Second, it really
engages all the members of the team. In a sense, they all become
co-authors in this very compelling story,” reports Coss.

Johnson adds that, “After the story is laid out, we are able to
see clear patterns of variables and events that tend to precipitate
crises. Most important, however, is that we are also able to very
clearly see the strengths that are present that can be built upon or
enhanced to prevent crises in the future.”

At the Kaleidoscope program, the process is less formal. It
starts by finding out who a child trusts and wko knows the child
best. After this is done, according to Dennis, it then becomes
important to find out what a child likes, and to focus on these likes.
“If problems are readily identifiable, we do everything we can not
to get stuck on them, and to reframe the problems as strengths. For
instance, if a child is aggressive, one approach may be to involve
the child in a Gold Gloves Boxing program. If a child is really
obsessive-compulsive, the child should be allowed to use that as a
strength and be involved in a vocational program that rewards such
traits, such as hotel maintenance,” reports Dennis. He further
indicates that. “I believe that what's more important than having
assessment tools or a formalized process is that you must have a

positive attitude toward working with these kids, and you must foster
a positive atmosphere toward the child. If you can’t do this and you
can't figure out what a child’s strengths are, then you have no
business working in the field.”

An important aspect of identifying strengths is to have the
ability to view values, attitudes, beliefs, and behaviors within a
cultural perspective. Marjorie Sullivan of the Edna S. McKinley
Center on Chicago’s south side, indicates that “It is essential to
obtain an understanding of what is functional and adaptive behavior
within a given culture, and to be sensitive to areas ¢ differences
between the therapists’ culture and the clients’. We work with our
therapists to get them to attend to both the verbal and the nonverbal
behavior of their clients. If a therapist is culturally naive, they are
unable to ask for clarification of words or actions of their clients that
they do not understand. This misunderstanding frequently leads to
agencies labeling behavior disturbed or pathological when, in fact,
it is quite adaptive.”

At the Progressive Life Center in Washington, D.C., the focus
on strengths is incorporated within an assessment and treatment
approach that is based on principles of Afrocentric Spirituality,
according to agency director Fred Phillips. He indicates that the
assessment process is comprised of both traditional and non-tradi-
tional methods, including methods such as “family sculpting and
culturally specific questionnaires to look at such things as self
esteem, values, and beliefs as they relate to a child’s race or culture.”

Use of Strengths and Interests in Developing
Treatment Plans

One of the best known models of individualized care is the
Alaska Youth Initiative, developed initially to bring Alaska young-
sters who were placed out of their state back within Alaska. AsJohn
VanDenBerg, director of the Alaska Youth Initiative until April
1991, describes the model, the emphasis in assessment is not to
simply look at the availability of existing services, or the problems
that are presented. Rather the emphasis is on assessing strengths,
normal developmental needs, and creative solutions, even though
they may initially appear to be impractical. The task of taking what
may appear to be impractical and making it practical is a challenge
to be faced by the treatment team in this model.

VanDenBerg (1990) presents an example of a 16-year-old Es-
kimo youth, whose sole interest was in fishing, an interest that had
not been capitalized upoa in his out-of-state placement. This young-
ster was without a family with whom be could live, and got along
best with young adults. Based on the assessment of strengths and
interests, the treatment plaa focused on identifying an appropriate
young Indian, in his iwenties, who was acommercial fisherman, with
whom this youngster might reside ard receive training to himself
become a commercial fisherman,

Jacqueline Jones, Executive Director of Black Family De-
velopment, Inc., in Detroit, describes a referral that ber agency
received from the local child welfare agency which had identified a
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Strength-Based Assessment

need to remove three children from their mother because the chil-
dren were reportedly abusing the mother. She reports that upon
visiting the family, ber staff found that the “two biggest children
were indeed holding down the mother while the third took the
family’s food stamp coupons from her so the oldest child could go
buy groceries. The mother, it tumed out, bad a fairly serious
substance abuse problem which was preventing her from attending
to the basic needs of her children. Rather than viewing the
children’s behavior as abusive, we saw it as being adaptive in that
they were resourceful enough to do what was necessary to provide
for themselves during some very tough times. We were able to get
ope of our in-home therapists to work with this family, the mother
went through a rehabilitation program, and now the family is doing
quite well. Had we initially gone in and removed the children as
was suggested, this family may have never recovered,” she reports.

Within a South Carolina agency, called the Continuum of Care,
flexible money is used to purchase the services of “positive role
models” for youngsters. These role models are selected onthe basis
of sharing interests with the youngsters with whom they will work.
Similarly, case managers in Florida seck to identify individuals who
share specific interests with youngsters. These individuals then
serve as combination respite care workers, big brothers, and para-
professional counselors.

To build on the strengths and abilities of particular youngsters
served within their program, Kaleidoscope staff have assisted inthe
development of small businesses. This approach puts a new mean-
ing to the concept of “capitalizing” on strengths and talents.

Preparing Staff to Implement Strength-
Based Assessments

Based on his visits to sites around the country, Research and
Training Center Director Bob Friedman reports that there is far
more discussion about using strength-based approaches than there
is actual implementation of them. He indicates that many individual
programs and state offices have begun to include on their specific
assessment forms a spot to list strengths and interests, both of the
child and the family. “There are typically far fewer strengths listed
than problems, however, and in most cases the treatment plan that
is developed does not build on the strengths. The approach of
requiring that reports and assessment procedures specifically iden-
tify strengths is certainly a step in the right direction. However, the
pattern of most professionals of focusing almost exclusively on
problems is not easy to break, and there needs to be considerable
training if we are to move beyond just rhetoric: and actually begin
to build treatment plans based on strengths.”

One approach to training involves groups going through the
process of developing treatment plans for real or simulated situa-
tions under the direction of facilitators. According to David Fair-
banks of the SEDNET program in Tallahassee, Florida, and Kathy
Roberts of Northside Centers in Tampa, this approach can be very
revealing. They describe a recent training session they conducted

for case managers that involved developing a treatment plan. Over-
all, the group listed less than five strengths for the youngster and
family while creating an extensive list of problems. One of the
effects of this was to leave the group feeling overwhelmed and
discouraged.

Upon prompting by Fairbanks and Roberts, the group expanded
the list of strengths, and proceeded to develop treatment plans
specifically building on the strengths. This created a much more
hopeful anc optimistic feeling amongst the participants, and helped
them recogrize their strong habit of focusing almost totally on
problems.

Part of the process of changing this habit, in addition to training,
should be careful review of assessment procedures, the results of
assessments, and the final treatment plans. These reviews can help
insure that the assessment and treatment planning did include a
strong focus on strengths.

An additional aspect of this review process can be consumer
feedback to determine the satisfaction of both the youngster and
family with the entire assessment and treatment planning process.
This mechanism, which can be systematized and made a routine,
ongoing part of standard practice, can specifically ask about the
focus of the assessment and can provide valuable information for all
of the participants in the assessment and treatment planning process.

Advantages and Limitations of a Strength-
Based Approach

One of the advantages of a strength-based approach, used as part
of an overall individualized treatment planning process, is that it
operationalizes basic values of asystem of care (Stroul & Friedman,
1986). As described by individuals who utilize this approach, it also
serves to promote Creativity and innovation, and to secure informa-
tion from a variety of sources. Another potential bepefit is that it
may be a more successful way of engaging youngsters and families
in treatment, particularly when these youngsters and/or families are
not certain they are interested in treatment or have a long history of
feeling mistreated by professionals.

The intuitive and affective appeal of this methodology is quite
strong. Therein, however, may lie the most significant concemn
about the approach. To date, while there are some encouraging
research findings on individualized treatment approaches, there is
litle empirical reseasch on the utilization of this strength-based
assessment approach. In particular, there is very little knowledge on
the manner in which a focus on strengths and the assessment ap-
proaches which permit such a focus can best be combined with
traditional assessment methods, and with appropriate attention to
problems and deficits.

The broad challenge to the field is how to develop and evaluate
the most effective assessment and intervention approaches based on
new developments in assessment and individualized treatment plan-
ning, such as those described here, and the best of the more tradi-
tional procedures.
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Advocacy Groups Strive to Improve Services

National advocacy organizations are for-
mulating plans to improve services for
children who have serious mentalillnesses
and emotional disturbances and to in-
crease support for their families.

NAMI CAN, the child and adolescent
network of the National Alliance for the
Mentally Il met in Chicago this past sum-
mer and announced a comprehensive net-
work plan entitled “Moving Mountains.”
Several resolutions were adopted, advo-
cating for an end to the need to relinquish
custody to obtain services, better insur-
ance coverage for mental illnesses, and
improved educational programs.

GNAMI

An eleven-point goal statement was
adopted, including one which challenged
pnlicy makers to place the needs of chil-
dren who are mentallyill and their families
at the top of the national agenda. In addi-
tion to advocacy activities, NAMI CAN
has developed several support activities
for children and their families. For exam-
ple, pen pal clubs have been established
for children who have mental illness and
their siblings.

On November 9-11, 1990, The Federa-
tion of Families for Children’s Mental
Health held their annual conference in
Arlington, Virginia. In its second year, the
Federation membership has grown to 500
family members, professionals, advocates,
and interested citizens.

g National

Mental Health
a=mw Association.

More than 120 participants from 33
states “Dared o Dream” and then
strategized to make their dreams of an
improved system of care come true. On
the 9th, a full-day, intensive workshop was
beld for the state coaiacts. Topics ranged
from developing parent support groupsto
increasing membership.

During the main conference sessions,
the emphasis was on the federal role in
meeting the needs of the children and
their families. Federation president, Bar-
bara Huff of Kansas, moderated a pro-
gram featuring representatives from the
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National Institute on Disability and Reha-
bilitation Research, the Natiopal Institute
of Mental Health, the Administration for
Developmental Disabilities, Office of
Special Education Programs, Social Secu-
rity Administration, and the National Par-
ent Network on Disabilities. The message
from these agencies was uniform and
clear—no longer would families be left on
the sidelines, they would playa meaningful
role in all aspects of policy development
and service implementation.

The National Mental Health Associa-
tion has concluded a three-year children’s
campaign by producing a new guidebook
for parents. “Troubled and Troubling
Children: A Guide for Parents Seeking
Help for Their Children With Emotional
Disorders” is a culmination of the educa-
tional campaign, “Femember the Chil-
dren,” which addressed the serious short-
age of services, funding, and research tar-
geted for children’s mental heaith.

The guide offers parents solutions and
resources for obtaining help through the
schools and the mental health system.

\V/

“Tarents are finally being freed from
guilt and armied with information that ad-
dresses the confusion of serious emotional
disorders and the frustration in getting
appropriate treatment and services,” said
Elisabeth Rukeyser, NMHA’s chair of the
board.

For more information on the activities of
the groups listed above contact:

*The NAMI CAN chairperson, Rebecca
Viers-Padilla, 7732 Hermanson Place,
NE, Albuquerque, NM, 87110, 505/296-
5317.

*Federation of Families for Children’s
Mental Health, 1021 Prince Street, Alex-
andria, VA, 22314-2971, 703/684-7710.

*National Mental Health Association,
1021 Prince Street, Alexandria, VA,
22314-2971, 703/684-5968 or toll free
800/969-NMHA.
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OTA Report Takes Holistic Approach to Health

The Office of Technology Assessment
(OTA) has gone beyond basic physical
and mental disorders in their recent re-
port on adolescent health.

In the report, “Adolescent Health: Vol-
ume I -— Summary and Policy Options,”
the OTA defines adolescent health as in-
cluding social competence, perceived
quality oflife (from the adolescent’s point
of view), and consideration of social (com-
munities, public policies, etc.) and physi-
cal (fluoridation, automobile and highway
design, etc.) influences on health.

The OTA found that adolescents face
formidable barriers in obtaining health
care and adolescents who are both poor
and members of racial or ethnic minorities
are particularly at risk in terms of health
problems and access to services.

The report looked at a number of health-
related issues including school problems,
chronic physical illness, nutrition and fit-
ness problems, AIDS and sexually trans-
mitted diseases, pregnancy and parenting,
homelessness, and mental health.

The report stated that 18 to 22 percent
of adolescents experience diagnosable
mental disorders, primarily conduct dis-
orders, and 10percent of adolescents ages
10 to 17 have multiple serious behaviorally
based problems.

Program development needs listed in the
area of mental health include social com-
petency-based mental health promotion
efforts, information to adolescents about
when and how to seek mental health ser-
vices, systematic comparisons of inpatient
versus outpatient treatment, innovative
approaches to case management and fi-
nancing, and innovative treatment ap-
proaches, such as home-based and thera-
peutic foster care.

Identification of adolescents as needing
help is often based on adolescents’ out-
ward behavior rather than adolescents’
subjective distress. “When asked, an aver-
age of one out of four adolescents report
symptoms of emotional distress and the
rate is higher among rural and Native
American adolescents,” according to the
report.

The rate of suicide, one of the most se-
vere manifestations of subjective distress,
has increased three times among adoles-
cents since the mid-1950s. Accordingto a
1987 National Adolescent Student Health
Surwey, one out of seven 10th graders re-
ported having attempted suicide.

While access to mental bealth services
has increased, it is still very limited, ac-
cording to the report. Medicaid and pri-
vate insurers place limitations on reimbuz-
sement for mental health servicesthat they
may not place on services for physical
problems.

Research is essential on the availability
and effectiveness of standard providers
and settings and promising innovative
treatments and approaches, such as
home-based care, crisis intervention ser-
vices, therapeutic foster care, transitional
living, partial hospitalization (day treat-
ment), and “wraparound” services, the re-
port states.

The OTA suggested a range of options
that Congress may want to consider in-
cluding improving adolescents’ access to
appropriate health services, restructuring
and invigorating Federal efforts to im-
prove adoiescent health, and improving
adolescents’ social environment.

Some strategies suggested to improve
access to health services include: support-
ing the development of health centers
specifically for adolescents
in schools and communities;
increasing financial
access to health
services, and
increasing
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legal access to health services through
substantive changes in consent and confi-
dentiality regulations.

Strategies suggested to restructure fed-
eral efforts include creating a new locus
for a strong federalrole and strengthening
traditional U.S. executive branch activities
in program development, research, and
data collection.

Some of the strategies suggested to im-
prove the social environment for adoles-
cents include: increasing support to fami-
lies of adolescents; supporting additional
limitations of adolescents’ access to fire-
arms; and supporting expansion of recre-
ational opportunities for adolescents.

For a copy of the report “Adolescent
Health: Volume I — Summary and Policy
Options,” stock number 052-003-01234-1,
send a check for $9.50 to the Superinten-
dent of Documents, U.S. Government
Printing Office, Washington, DC, 20402-
9325 or call 202/783-3238.




Conference Summary:

4th Annual Research Conference

Research on organizing and financing
community-based systems of care for chil-
dren and their families is an area of in-
creasing importance in the current eco-
nomically difficult times, according to re-
searchers at the fourth annual research
conference of the Research and Training
Center for Children’s Mental Health of
the Florida Mental Health Institute.

The conference, “A System of Care for
Children’s Mental Health: Expanding the
Research Base,” held February 18-20,
1991 in Tampa, FL drew more than 300
researchers, policy makers, administra-
tors, clinicians, advocates, and parents
from 38 states, Washington, D.C. and Can-
ada. Information on current research in
the area of organizing children’s mental
health services was presented by more
than 60 national leaders in the field.

Dr. Robert Friedman, Center Director,
said that now, more than ever before,
“public policy makers are asking the hard
questions about services — what services
are we providing and how does that com-
pare with what we should be providing,
how can we best organize the services so
that they form a coherent and cohesive
system, how should they be funded, what
types of outcomes are we achieving, and
how can we improve these outcomes?”
Friedman said these questions demon-
strate the need for strong programs of
research on service delivery and systems
of care.

Dr. Jack Burke, Jr., Director of the
newly formed Division of Applied and
Services Research at the National Insti-
tute of Mental Health (NIMH), said one
benefit of the new division should be a
closer collaboration between service sys-
tem researchers and policy makers. He
said funding opportunities for child men-
tal health services research will be en-
hanced.

Dr. William Graves, Director of the Na-
tional Institute on Disability and Rehabil-
itation Research (NIDRR), said insuring
that research contributes to an improved
quality of life for consumers is a priority.
He said NIDRR seeks to improwe the re-
search it funds by increasing input from
people with disa' ‘ities,

The presentations included research on
risk factors for children’s mental health
and empowering families.

Terry Sullivan, Ph.D., acting executive
director of the Premier’s Council on
Health Strategy in Ontario, said the
government sought research data to help
solve the problem of children with serious
emotionai disturbances. David Offord,
MD., research director of the Chedoke
Child and Family Centre at McMaster
University, led the Ontario Child Health
Study, which sought to find risk factors.

The study found a strong relationship be-
tween low family income and mental
health problems with children.

Center Director Bob Friedman introduces a
conference session with Center Advisory
Board Chair Christina Young and David
Offord, M D. of McMasterUniversity in On-
tario, Canada.

Offord found that between the ages of 6
and 16, one in five children have a diagnos-
able emotional disturbance including con-
duct disorder, attention deficit disorder,
somatic disorders, and anxiety disordess.
Of children between age 4 and i2, 48 per-
cent of those with conduct disorders still
had the disorder 4 years later.

Based onthe research, Offord gave three
possible public health approaches for in-
tervention: a milestone approach provid-
ing children with services at certain ages;
an approach targeted at high risk groups
of children; and a community approach
such as focusing on children who live in
subsidized housing.

Offord’s results were used bythe provin-
cial government to establish preventive
programs for children at bigh risk. The
children will be tracked for 25 years in
order to evaluate the effectiveness of the
services, Sullivan said.

Carl J. Dunst, Ph.D., director of the
Family, Infant, & Preschool Program at
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the Western Carolina Center focused on
family empowerment. Dunst said empow-
erment should focus on strengthening the
competencies families already have
through straight-forward and simple in-
terventions.

Dunst presented astudy comparing fam-
ilies who were given respite services only
to families who were taught how to mobi-
lize resources on behalf of their child. The
resource mobilization group positively in-
creased their sense of control and self-
concept. The group that received only re-
spite services did not increase their sense
of contic: and their self- concept declined.

One study presented gawe insight into
children’s point of view. Luciile Eber,
Deputy Director of the Department of
Special Educaticn in LaGrange, Illinois,
followed four children taken from a resi-
dential treatment center and placed in a
regular junior high school. She found that
friendship and socialization were the most
important issues for the adolescents. One
child became popular and played sports at
the regular school but was regarded as
having a bad attitude by the staff at the
residential center where he was living.
Eber found that children placed in a more
normal environment behaved more nor-
mally and stayed within the bounds of
what was acceptable at the school.

Other presentations included research
issues on financing of mental health ser-
vices. Richard Frank, assistant director of
the Center on Organization and Financing
of Care for the SeverelyMentallyIllat The
Johns Hopkins University said economic
research should be conducted on topics
such as the financial inceatives contained
in intergovernmental grants and contracts
and on the efficiency of various types of
governmental structures for mental bealth
services.

Conference proceedings should be avail-
able by the end of the year. Proceedings
from last year’s conference, 3rd Anaual
Research Conference. A System of Care
Research Base, are now available. For
rmore information on this year’s confer-
ence or to order proceedings from last
year, write Alissa Algarin at the Florida
Mental Health Institute, 13301 Bruce B.
Downs Blw., Tampa, FL, 33612-3899.
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National Public Hearings Held on Children’s Mental Health

“Mental illnesses as they occur in chil-
dren and adolescents are among the most
important and vital underserved health
problems.” With that declaration, Dr.
Lewis Judd, Director of the National In-
stitute of Mental Heclth (NIMH) at the
time, convened a one-day national public
hearing on children and adolescents with
mental disorders in Los Angeles, October
9, 1990.

The national hearing was the second in a
series of hearings on “Mental Illness in
America,” co-sponsored by the National
Advisory Mental Health Council (the ad-
visory body to NIMH) and the National
Mental Health Leadership Forum (a co-
alition of mental health organizations).
The first hearing, on rural issues, was held
in Marshall, Minnesota on April 12, 1990.

In opening the hearings, Dr. Judd indi-
cated that mental disorders “occur far
earlier in life than we ever thought be-
fore.” He refered to the results of a re-
cently released study by NIMH rescarch-
ers (K. Burke, J. Burke, D. Regier,and D.
Rae). The study found that obsessive-
compulsive disorder often begins as early
as 15-19 years of age; 15-19 years of age is
one of the peak ages for onset of serious
depression; the peak time of onset for
phobiasis between 5 and 9 years old; and
the peak age for development of alcohol
and drug abuse dependence is 15to 19.

Actress Patty Duke described her per-
sonal experiences as a young adult with a
major mental illness. This presentation
was followed by a panel of six families
describing the nature of their children’s
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Actress Patty Duke shares her experiences with mental illness during a hearing in Los

Angeles.

disorders, and their experiences in seek-
ing assistance.

A series of concurrent hearings were
held on topics such as risk factors for men-
tal disorders, depression and suicide in
children and adolescents, the impact of
stigma, financing of services, advocacy, ac-
cess to services, public-private sector co-
ordination, service System issues, gradu-
ate education, and hospital issues. Alto-
gether, almost 100 hearing witnessesmade
presentations to the hearing officers.

The service system panel specifically fo-
cused on recent developments in the
states of California and Pennsylvania. The
California panel described the success of
an inter-agency children’s demonstration
project in Ventura County and presented
a broader pictureof inadequate resources

and severe cutbacks in areas such as Los
Angeles.

The Pennsylvania panel focused on Phil-
adelphia and also described the dilemma
of ihe absence of adequate financing as
the need for services was increasing. This
panel indicated that through the efforts of
the NIMH-funded Child and Adolescent
Service System Program there has been
significant progress in developing county-
based, inter-agencye fforts to improve ser-
vices.

The testimony will be summarized, dis-
tributed to the U.S. Congress, and made
awailable to the general public. For more
information, contact the National Advi-
sory Mental Health Council, NIMH,
Room 17C-20, 5600 Fishers Lane, Rock-
ville, MD, 20857, or call 301/443-3175.

RTI Report Finds CASSP States Made Progress

The first ten states to receive Child and
Adolescent Service System Program
(CASSP) grants generally achieved their
goals of increasing the availability of less
restrictive services, according to a report
by the Research Triangle Institute (RTI)
Center for Social Research and Policy
Analysis.

The RTI report by William E. Schlenger,
Rose M. Etheridge, David J. Hansen, and
Doreen W. Fairbank, gave an overview of
the activities of the original cohort of
CASSP states.

In 1984, 10 states (Alabama, Alaska,
Georgia, Hawaii, Kansas, Maine, Missis-
sippi, New Jersey, Ohio, and Wisconsin)
were given $150,000 each to support new
initiatives in the service delivery system for
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children and ac‘olescents with serious

" emotional disturt ances. The goals of the

project were to: i iprove and create con-
tinuums of care; improve the availability
and access to services across child service
systems; increase allocations of re-
sources for child and adolescent mental
health services increase the levels of col-
laboration; and develop and provide tech-
nical assistance.

In most of the states, services became
available that had been previouslyunavail-
able and the new services tended to be
less-restrictive, community-based ser-
vices.

In all of the states, the size of the central
office for child and adolescent programs
in the departments of mental health in-
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creased, and the allocations of funds for
programs and services increased.

Some of the other accomplishments of
the state_ inciuded: more types of com-
munity-based services became available;
the capacity of existing services was in-
creased; in some states, inpatient treat-
ment funds were redirected to support
community-based services; interagency
coordination improved due to CASSP;
and family participation improved.

For a copy of the RTI report, Fipal Re-

. The CASSP Initial Cot Stud

: - ings, contact
William E. Schlenger or Rose M.
Etheridge at the Research Triangle Insti-
tute, Research Triaagle Park, P.O. Box
12194 ,NC, 27709-2194,




About 300 people from 44 states gath-
ered in Boulder, Colorado, july 22 to 26,
1990 for training institutes designed to il-
lustrate effective services for African
American, Asian American, Hispanic
American, and Native American children
and families.

The training institutes w:re sponsored
by the Child and Adolescent Service Sys-
tem Program (CASSP) Technical Assis-
tance Center. The CASSP Minority Initia-
tive Resource Committee planned the in-
stitutes as part of an effort to dewelop
“culturally competent systems of care for
children of color who are severely emo-
tionally disturbed.”

The concept of a culturally competent
system of care was described to the partic-
ipants in a plenary session by Terry Cross
of the Northwest Indian Child Welfare
Institute. In his presentation, Cross ex-
panded on the concept of a culturally com-
petent system which was originally de-
scribed in a monograph produced by the
CASSP Minority Initiative Resource
Comnmittee, Towards a Culturally Compe-
tent System of Care. He illustrated with
specific activities that would help promote
such a system.

The keynote presentation for the train-
ing institutes was given by Dr. Wade No-
bles of the Institute for the Advanced

Terry Cross, Northwest Indian Child Welfare Institute and Wade Nobles, Institute for the
Advanced Study of Black Family Culture, at a training institute in Boulder, Colorado.

Study of Black Family Life and Culture in
Oakland, California. His talk focused on
the importance of culture in improving
services.

In addition to the presentations at ple-
nary sessions, program descriptions were
made by about a dozen organizations
identified by the CASSP Minority Initia-
tive Resource Committee as illustrating a
high level of cultural competence.

According to Marva Benjamin, Director
of the Minority Initiative for the CASSP
Technical Assistance Center, “the Insti-
tute seemed to serve as a catalyst for future
dewelopment in the field.” In particular,

she emphasized that two of the most im-
portant things that have come from the
Institute were the creation of a minority
parent caucus, and the increased attention
to the concept of culturai competence
from training programs within the general
university community.

Additional information about the Insti-
tutes or the CASSP Minority Initiative is
available from Marva Benjamin, CASSP
Technical Assistance Center, Georgetown
University Child Development Center,
2233 Wisconsin Avenue, NW, Washington,
DC, 20007,202/338-1831.

RW]J Grants Making Progress

The eight states chosen to receive four-
year grants from the Robert Wood John-
son Foundation are improving services for
children and youth with serious emotional
disturbances, said Michael Beachler, Pro-
gram Officer.

The eight states and their grants:

California $1,488,378.00
Kentucky 1,491,266.00
North Carolina 1,468,611.00
Ohio 1,500,000.00
Oregon 1,369,192.00
Pennsylvania 1,480,706.00
Vermont 1,460,041.00
Wisconsin 1,500,000.00

“There is startingto be a realchange in the
way services are financed,” Beachler said.

ERIC
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The eight states were chosen from 12
sites which were first given planning grants
in July, 1989. Beachler said the factors
which made the eight states stand out
were their ability to demonstrate the es-
tablishment of a continuum of services and
to work together on the state and commu-
nity level as a team.

The program seeks to dewvelop state-
community partnerships that can make
changes in financing, organization, and
delivery of services. States are expected to
create financing plans to maximize exist-
ing resources and secure additional fund-
ing. Communities will be expected to de-
velop strong interagency agreements co-
ordinating mental health services with
medical care, child welfare, education,
and juvenile justice.

79

Some of the states have already made
significant progress towards thei~ goals.
Kentucky's state legislature has approved
an additional $19 million for mental health
and supportive services for children.
Ohio’s Cuyahoga County has appropri-
ated an additional $500,000 per year in
new mental health related funds for chil-
dren. North Carolina has expanded its
Medicaid and child welfare financing to
cover approximately $21 million in new
mental health and supportive services for
children.

The program is directed by child psychi-
atrist MaryJane England, M.D. For more
information, contact ber at the Washing-
ton Business Group on Health, Suite 800,
777 N. Capitol St. NE, Washington, DC,
20002, 202/408-9320.
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Study Reports State Mental Health Dollar Expenditures by Age Group

A recent report on expenditures of state
mental health agencies in fiscal year 1987
shows that of the money that could b:
accounted for by the age of the client
served, only 18% was spent on children.
In contrast,70% was spent on adults (age
18 through 65), and 12% was spent on
geriatric clients (over the age of 65).

These findings come from a study con-
ducted jointly by the National Association
of State Mental Health Program Directors
and the NASMHPD Research Institute,
Inc.

The totalmental health expenditure con- -

trolled by SMH A for FY 1987 was slightly
over $9.3 billion. Of this amount, approx-
imately 80% of all SMHA revenues were
from state government sources {mostly
state general funds) and the remaining
15% were federal funds.

Only 44% of SMH A expenditures couid
be broken down by age group. Of this
total, 8% was for children, 31% for adults,
and 5% for geriatric clients. When these
percentages are projected to total SMHA
expenditures, it is estimated that 18% or
$1.7 billion was spent on children.

Children and adolescents represented
27% of the total United States population
in 1987. This indicates that children and

Fiscal Year 1987
SMHA-Controlled
Expenditures For
Mental Health
Services By Age

Child/Adolescent

/ Combined
56%

adolescents were under-represented in
expenditures relative to their percentage
of the population, white both the adulr and
geriatric group were over-represented.
These figures may represent a slight un-
derestimate of the actual percentage of all
state mental health expenditures for chil-
dren and adolescents, however, because
other state and community agencies also
provide funds for services for children
with severe emotional disturbances.
SMHA expenditures were also broken
down for the major SMHA programs. For

example, 1987 expenditures for state men-
tal hospital programs represented 63% of
total SMHA-controlled expenditures
while community-based programs aver-
aged 32%. SMHA expenditures for state
mental health hospital programs de-
creased 9% while community-based pro-
gram expenditures increased 8.4% from
1981 to 1987 when compared in constant
(1981) dollars.

For a copy of the report, contact
NASMHPD at 1101 King Street, Suite
360, Alexandria, VA, 22314, 703/739-9333.

IMinois Begins Assistance Program for Families of Youth With SED

The state of Illinois has begun the first
program that provides direct cash assis-
tance to families with children with serious
emotional disturbances, said Connie Sims,
coordinator of the Family Assistance and
Home-Based Support Services Program.

The program is modeled after similar
programs in Michigan and Wisconsin that
provide entitlements to families with chil-
dren with developmental disabilities, Sims
said. The pilot program inIllinois provides
moneydirectlyto families so that theymay
purchase services within their communi-
ties, improve the quality of the services
theyreceive, and reduce the rates of insti-
tutionalization.

A monthly payment of about $400, equal
to the SSI payment in Illinois, will be pro-
vided to families who have children with
serious emotional disturbances (SED) or
have developmental disabilities (DD} and
have a family income of less than $50,000.
There are no restrictions on how the
money may be spent nor will the state
attempt to track how the money is spent.
The program is limited to 280 families, 140

each from the SED and DD groups.

While the DD slots are full, the state is
still trying to fill the SED slots. Sims said
that most of the initial applications for
SED were actually eligible for the DD
group, such as families with children who
are autistic.

Sims said the program will continue
through the next fiscal year, beginning July
1, 1991, and the search will continue for
families until all the SED slots are full. She
said all families that are eligible will con-
tinue to be funded for as long as they are
deemed eligible for the program.

The Illinois legislature has tried repeat-
edly in the past to begin an assistance
program for families with children with
dewelopmental disabilities; however the
funding was never approved because so
many families would be eligible, Sims said.
This program, with its limited number of
applications, was approved to serve as a
demonstration project and was funded for
$6.5 million.

An evaluation of the children’s portion
of the program is being completed by
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Robert Goerge of the Chapin Hall Center
for Children in Chicago. Goerge will be
looking at the families’ experience of the
application and verification process and
what services the families buy in relation
to what is available.

“I hope thisis going to make a difference
in the quality of life for these families,”
Sims said. “We hope to reduce the rates of
institutionalization.”

Sims said the families who have applied
for the assistance represent a Cross-sec-
tion of all types of people in Illinois, from
middle-class families to those who are cur-
rently receiving supplemental income
benefits.

“The families have had nothing but won-
derful things to say about the program,”
Sims said.

For more information on the program,
contact the Family Assistance and Home-
Based Support Services Program, Room
405, Straton Office Bldg., Springfield, IL.,
62765, 217/782-7393.
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Decategorization Efforts in Iowa Foster Collaboration

A project to decategorize the funding
for child welfare services in four counties
in Iowa is intended to lead to improved
services for families and greater collabo-
ration between the agencies that serve
families, according to Dr. Judy Meyers of
the Iowa Department of Human Services.

The Iowa General Assemblyin 1987 told
the Department of Human Services to de-
welop a decategorized child welfare fi-
nancing system to counsolidate the funding
which was available through 30 different
funding streams into one child welfare
fund, according to Charles Bruner, direc-
tor of the Child and Family Policy Center,
in a monograph about the program .

“The biggest complaint was that the sys-
tem was not terribly effective or efficient,”
said Susan Yelton, a consultant to the proj-
ect. “There was duplication and differ-
ences in policy and procedures.”

A highly fragmented service deliverysys-
tem made service coordination and inte-
gration difficult, according to Meyers.
Program-specific rules and funding con-
straints were hindering innovative service
responses and clients were often having to
fit into service categories rather than re-
ceive the service most appropriate for
their needs.

The program was begun in Scott (Des
Moines) and Polk (Davenport) counties

Continued from page 2.

in July, 1989 and was expanded to Du-
buque and Pottawattamie countiesin July,
1990. The initial two counties each devel-
oped a governance structure for the fund
that required the consensus of the county
department of human services, the county
board of supervisors and the county juve-
nile court, wrote Bruner. The counties in-
itiated more prevention and early inter-
vention services by finding ways to serve
existing child welfare clients more effi-
ciently. Each county also developed a bet-
ter client tracking system that was based
on the family, restructured the roles of
front line workers, and identified service
gaps, Bruner wrote.

The results were resource and funding
flexibility without increasing the current
budgetary levels, services based on client
need, rather than narrow categorical pro-
gram criteria and increased interagency
cooperation through planning, resultingin
an improved service delivery system, ac-
cording to Meyers.

In Scott County, several 9-to-11-year-
olds in residential treatment were re-
turned home with the development of a
day treatment program and collaboration
with the school system and special educa-
tion funding, Bruner wrote.

One 7-year-old boy who had been in 16
different placements in the past 3-and-

one-half years was going to be sent to a
hospital in Texas, Yelton said. Instead, a
private provider helped to design a pro-
gram for him in his community that in-
cluded one on one tutoring for the child,
counseling and tutoring for his mother
who could not read or write, helping the
mother get to the facility and helping ber
to get housing.

“Traditionally they would not have been
able to put together this type of plan,”
Yelton said. “It is a real family plan with
help from people in the community. Now
the counties have the capacity to give
money to the workers so they can buy
things for families. It empowers the work-
ers to be much more effective.”

Some of the other improvements made
through the project, according to Meyers,
include coordinated, interagency services
intake; increased and enhanced in-home
and aftercare services; enhanced, local
residential treatment resources; in-
creased local day treatment resources;
and innovative individual programming to
serve youth in the community as an alter-
native to out-of-state placement.

For more information on the project,
contact the Iowa Department of Human
Services, Hoover State Office Building,
Des Moines, Iowa, 50319-0114, 515/281-
3582.

* * *

As this issue of Update indicates, there
is another major federal reorganization
taking place with regard to the National
Institute of Mental Health. This reorgani-
zation will result in a split of the research
and service efforts into separate agencies.
To many of us who believe that the federal
government has a major role to play both
in supporting research and improving ser-
vice delivery, and who further believe that
these two efforts should operate in part-
nership with each other, this split is unfor-
tuuate. In particular, our Center has al-
ways emphasized the need for all kinds of
research but especially for strong pro-
grams of service delivery and system of
care research in order to provide an em-
pirical basis for improving services. We
have been gratified to see an increased
recognition of the need for this type of
research, and have been pleased as well to
see considerable growth in the capacity of
the field to conduct services research.

Within the federal mental health struc-
“1re as it is about to be reconfigured, we

must ask where system of care and service
delivery research should be placed so that
it can flourish and have its greatest impact.
As a service system researcher, I clearly
believe that there is a need for a focus on
such research both in the scientifically ori-
ented NIMH and the more service ori-
ented Office of Mental Heaith Services.
Any well-rounded program of health care
research must have a strony services focus
if it is to be of maximum benefit, and this
is particularly the case in mental health
where the services required are often mul-
tiple and come from a variety of agencies
and funding streams. Similarly, anyeffort
to suppost mental health services must be
based on a research base and must include
the capacity for ongoing services research
and evaluation.

It is therefore hoped that services re-
search will be included prominently in
both organizations, and that steps will be
taken to insure that there is close collabo-
ration on services research issues beuween
the two organizations.
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From the inception of the Child and Ad-
olescent Service Systems Program in 1984
until his retirer.2nt from federal service in
April, 1991, Dr. Ira Lourie served as
CASSP Director. It has been my personal
good fortune, and the good fortune of our
Center, to have an opportunity to work
closely with Ira during these seven years.

Under Ira’s leadership during this time
pericd, the children’s mental health field
has undergone improvements that far ex-
ceed anything that I ever anticipated
would result from a federal program op-
erating on a limited budget.
While many people made important con-
tributions to the overall effort, in his own
unique and caring way, Ira provided both
the technical and spiritual leadership
needed to advance the field. On behalf of
our Center, I want to thank you for all you
have done, Ira, and for the special style
and grace that you bring to everything you
do. Here’s to many more personal and
professional successes, and to our future
activities together.
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RESOURCES UPDATE

Research and Training Center for Children’s Mental Health

The Research and Training Center for
Children’s Mental Health (RTCCMH) of
the Florida Mental Health Institute is
funded by the Nationa!l Institute on Dis-
ability and Rehabilitation Research and
the National Institute of Mental Health.
The RTCCMH mission is to improve ser-
vices for children with serious emotional
disturbances and their families by increas-
ing the knowledge base for such services.
Aspart of its commitment to this mission,
RTCCMH provides a variety of training,
consultation, and dissemination activit-
ites.

An annotated bibliography describing
materials prepared by RTCCMH staff is
available upon request. Copies of material
or further information can be obtained
from Dr. Al Duchnowski, Director of
Training, Consultation and Dissemina-
tion, RTCCMH, 13301 Bruce B. Do..as
Biwd., Tampa, FL 33612-3899, phone

New products available from RTCCMH
include:

-# 704 "Major Issues in Improving Men-
tal Health and Substance Abuse Services
for Adolescents,” January 1991, R. Fried-
man, B. Burns, and L. Behar, White paper
prepared for the American College of

Mental Health Administration.
-# 560 Researchers and Advocates: Si-
: p Chi '

December 1989,
Duchnowski, A.J., Kutash, K.B., & Fried-
man,RM. .

- EPA 136 ($35.10) 3rd Annual Confer-

ence Proceedings, A System of Care for
i 's Mental H : Buildi -
search Base (Feb. 12-14, 1990).

-EPA 132 ($35.00) 2nd Annual Confer-
Mﬂwi Ith Services & Policy: Buildi Re-
search Base (Feb.27to March 1, 1989).

-EPA 134 ($12.00) Conference Proceed-
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ners in Serving Emotionally Distyrbed
Children (May 16-17, 1988).

-# 551 Examining The R 2search Base for
Child Mental Health Services. Also avail-
able in The Journal of Mental Health Ad-
ministration, 17 (1), Spring, 1990.

-#702
and Service Systems Issues, December,
1990, Friedman, R M.

This newsletter is prepared by
RTCCMH staff to provide information
about developments in services for chil-
dren with serious emotional disturbances
and their families. We invite you to repro-
duce the material and distribute the infor-
mationin any way you wish for the purpose
of increasing knowledge about the needs
and services in children’s meatal health.

We ask you to acknowledge the source,
and let us know how you used it.

Thanks?
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Research and Training Center for Children’s Mental Health

Florida Mental Health institute
13301 Bruce B. Downs Bivd.
Tampa, Florida 33612-3899
813/974-4500
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