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CHILDREN'S MENTAL HEALTH: PROMISING
RESPONSES TO NEGLECTED PROBLEMS

TUESDAY, JULY 14, 1987

HOUSE OF REPRESENTATIVES,
SELECT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,

Washington, DC.
The Select Committee met, pursuant to call, at 9:05 a.m., in room

2261, Rayburn House Office Building, Hon. George Miller (chair-
man of the Select Committee) presiding.

Members present: Representatives Miller, Boggs, Durbin, Skaggs,
Coats, Hastert, and Holloway.

Staff present: Ann Rosewater, staff director; Anthony Jackson,
professional staff; Lisa Naftaly, research assistant; Ellen O'Connell,
secretary; Mark Souder, minority staff director; and Carol Statuto,
minority deputy staff director.

Chairman MILLER. The Select Committee on Children, Youth,
and Families will come to order.

Today, the Select Committee will examine the significant yet
often unspoken concern: children's mental health. Emotionally
troubled children are not unfamiliar to any of us. These are the
children who are too aggressive or too withdrawn, who have prob-
lems learning in school, or who will get into trouble with the law.
Yet what is relatively new is the recognition that these problems
often are, in fact, mental health problems and not simply the pass-
ing problems of childhood. And what is even newer is that emotion-
al problems can beset even infants and toddlers.

For too long, children's emotional problems have oeen so stigma-
tized that many parents have not sought the help their children
need, and when they have sought help, most often it was not avail-
able. Yet, left untreated, these problems can not only devastate a
child's life, but also unravel the fabric of the entire family.

A recent study by the Office of Technology Assessment found
that as many as 15 percent of America's children, up to 9.5 million,
suffer mental health problems warranting treatment, yet it also
found that 70 to 80 percent of them receive either inappropriate
care or no care at all.

A great deal remains to be learned about how to treat troubled
children. Meanwhile, children are falling through the cracks be-
cause appropriate care is unavailable in some communities, uncoor-
dinated in others, and unaffordable by many families across the
country.

Without community-based care, mentally ill children are unnec-
essarily taken from their homes, hospitalized or institutionalized;

(1)
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and, in some cases, families are forced to give up custody of their
children to get treatment at all. Children get bumped from agency
to agency, from group home to foster home, further exacerbating
their mental illness.

Our Government has accepted no obligation to ensure that chil-
dren with mental health rroblems receive the care th'y need, and
our progress in improving mental health care for children during
this decade has been modest at best.

Legal protections to help emotionally impaired children have not
been given the resources to make them fully effective. For exam-
ple, the Education For All. Handicapped Children Act entitles emo-
tionally impaired children to an appropriate education in the least
restrictive setting, yet the lack of mental health services often pre-
vents these youngsters from realizing the promise of the law.

In California, early pioneering efforts to improve mental health
care were thwarted by a wholesale dumping of the mentally ill
from State institutions without providing' community-based serv-
ices. Since then, it has taken nearly a decade for the State to im-
plement Public Law 94-142 for emotionally disturbed children.

Three years ago, the State enacted a law to ensure that every
special education student suffering emotional problems receives a
comprehensive evaluation by county mental health per onnel, as
well as appropriate treatment. But despite $15 million in start-up
funding in the past two years, the magnitude of the referrals
coming into the mental health system greatly outdistances the
funds available.

County mental health departments, like the one in my home
district, Contra Costa County, have been overwhelmed by a rapid
increase in the number of children with severe mental health
problems, particularly violent children from families torn apart by
economic pressures or disintegrated because of drug and alcohol
problems.

The overloaded mental health system can only provide triage,
not treatment. Mental health resources are being channeled
toward the most self-destructive youth, leaving little for quieter
crises that then go untreated. Waiting lists in county mental
health clinics number in the hundreds. Many of these children are
removed from home, and when no appropriate placement can be
found, some end up on inpatient psychiatric wards for ,.dults. This
practice, once a drastic temporary alternative, is now common.

Today we will learn about Vae prevalence of mental illness
among children, barriers to effective treatment, and innovative re-
sponses that are effective in helping children and families.

I welcome all of our witnesses here today. I am especially pleased
that Stuart McCullough, director of the Department of Mental
Health in Contra Costa County, has traveled from California to
share with us the disturbing problems of mentally ill children in
our community and the model public/private efforts that the
county has undertaken to support these troubled families.
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OPENING STATEMENT OF HON. GEORGE MILLER, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF CALIFORNIA, AND CHAIRMAN, SELECT COMMITTEE ON CHILDREN,
YOUTH, AND FAMILIES

Today, the Select Committee on Children, Youth and Families will examine a sig-
nificant yet often unspoken concern: Children mental health.

Emotionally troubled children are not unfamiliar to any of us. These are the chil-
dren who are too aggressive or too withdrawn, who have problems learning in
school, or who get into trouble with the law. Yet what is relatively new is the recogni-
tion that these problems often are, in fact, mental health problems and not simply
the passing problems of childhood. And what is even newer is that emotional prob-
lems can beset even infants and toddlers.

For too long, children's emotions! problems have been so stigmatized that many
parents have not sought the help their children need. When they have sought help,
most often it has not been available. Yet left untreated, these problems can not only
devastate children's lives, but also unravel the fabric of the entire family.

A recent study by the Office of Technology Assessment found that as many as 15
percent of American childrenup to 9.5 millionsuffer mental health problems
warranting treatment. Yet it found that 70-80 percent of them receive either inap-
propriate care or no care at all.

A great deal remains to be learned about how to treat troubled children.
Meanwhile children are falling through the cracks because appropriate care is un-

available in some communities, uncoordinated in others, and unaffordable by many
families across the country.

Without community-based care, mentally ill children are unnecessarily taken
from their homes, hospitalized or institutionalized; in some cases, families are forced
to give up custody of their children to get treatment at all. Children get bumped
from agency to agency, from group home to foster home, further exacerbating their
mental illness.

Our government has accepted no obligation to ensure that children with mental
health problems receive the care they need. And our progress in improving mental
health care for children during this decade has been modest at best.

Legal protections to help emotionally impaired children have not been given the
resources to make them fully effective. For example, the Education for All Handi-
capped Children Act entitles emotionally impaired children to an appropriate edua-
tion in the least restrictive setting; yet the lack of menta! health services often pre-
vents these youngsters from realizing the promise of the law.

In California, early pioneering efforts to improve mental Health care were thwart-
ed by wholesale dumping of the mentally ill from state institutions without provid-
ing community-based services. Since then, it has taken nearly a decade for the state
to implement P.L. 94-142 for emotionally disturbed children. Three years ago, the
state enacted a law to ensure that every special education student suffering erro-
tional problems receives a comprehensive evaluation by county mental health per-
sonnel as well as appropriate treatment. But despite $15 million in start-up funding
in the past two years, the magnitude of the referrals coming into the mental health
system greatly out distance the funds available.

Despite these recent efforts, county mental health departments like the one in my
home district, Contra Costa County, have been overwhelmed by a rapid increase in
the number of children with severe mental health problems, particularly violent
children from families torn apart by economic pressures, or disintegrated because of
drug and alcohol abuse.

The overloaded mental health system can only provide triage, not treatment.
Mental health resources are being channeled toward the most self-destructive
youth, leaving little for quieter crises that then go untreated. Waiting lists at
county mental clinics number in the hundreds. Many of these children are removed
from home, and when no appropriate placement can be found, some end up on inpa-
tient psychiatric wards for adults. This practice, once a drastic temporary alterna-
tive, is now common.

Today we will learn about the prevalence of mental illness among children, bar-
riers to effective treatment, and innovative responses that are effective in helping
children and families.

I welcome all our witnesses here today. I am especially pleased that Stuart
McCullough, Director of Mental Health in Contra Costa, has traveled from Califor
nia to share with us the disturbing problems of mentally ill children in our commu-
nity, and the model public/private efforts that the county has undertaken to sup-
port these troubled families.
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CHILDREN'S MENTAL HEALTH: PROMISING RESPONSES To NEGLECTED PROIILEMS-A
FACT SHEET

MILLIONS OF CHILDREN SUFFER FROM MENTAL HEALTH PROBLEMS

From 7.5 to 9.5 million children in the U.S.-12 to 15% of those under 18suffer
from a mental health problem severe enough to require treatment. (Office of Tech-
nology Assessment [OTA), 1986)

During the 1985-86 school year, 376,943 emotionally disturbed children aged 3-
21 less than 1% of the total school populationreceived services under the Educa-
tion of the Handicapped Act. (U.S. Department of Education, 1987)

Seventy to 90% of runaway and homeless youth in the New York City area have
emotional problems. Thirty percent are depressed or suicidal; 18% are antisocial;
and 41% are a combination of these. Fifty percent of the children have been abused
by their parents. (Shaffer, 1984)

The most common childhood psychiatric disorders include: depression (between 5-
10% of youth. with a threefold increase in the frequency of depression from child-
hood to adolescence) ,(National Institute of Mental Health [NIMH I, 1987); conduct
disorder (about 4-10% of youth; prevalence appears to be at least three times more
common among boys than girls) (Melton, 1987); eating disorders (an estimated 1% of
high school and 3% of college age women are anorexic; 5-10% of that population
are bulimic) (NIMH, 1987); attention deficit disorder/hyperactivity (an estimated 3-
5% of the school-age population) (NIMH, 1987); autism (about 5 out of 10,000 chil-
dren; an additional 10 out of 10,000 children have related behavioral problems)
[NIMH, 19871; psychosis (an estimated 0.23% of youth) (Gillmore, Chang, & Coron,
1983 cited in Melton, 1987); suicide (nearly 1,900 teenagers, aged 12-19, took their
own lives in 1984.) (Select Committee on Children, Youth and Families, 1987).

SERVICES FOR CHILDREN WITH MENTAL HEALTH PROBLEMS LARGELY UNAW:LABLE

An estimated 70-80% of emotionally disturbed children got inappropriate mental
health services or no services at all. (OTA, 1986)

Less than 1%, or 100,000 children, receive mental I,Palth treatment in a hospital
or residential treatment center in a given year, and perhaps only 5%, or 2 million
children, receive mental health treatment in outpatient settings. (OTA, 1986)

Shortages exist in all forms of children's mental health care, but there is a pars-
ticular shortage of community-based care, case management, and coordination
across educational, judicial and other child serving agencies. (OTA, 1986)

Nationwide, there was a 13.5% shortage of special education teachers for the emo-
tionally disturbed during the 1984-85 .school year. (U.S. Department of Education,
1987)

THOUSANDS OF CHILDREN PLACED IN RESTRICTIVE SETTINGS, OFTEN INAPPROPRIATELY

A 1980 survey of one-third of the nation's public and private hospitals found an
estimated 81,532 persons under age 18 were admitted to inpatient psychiatric units.
Approximately 95% of these children and youth were between the ages of 10 and 17,
53% were males, and 82% were white. (Jackson-Beeck, Schwartz & Rutherford, in
press)

A 1983-84 National Inventory of Mental Health Organizations estimates that
about 26% of patients under 18 were served in private psychiatric hospitals, while
5.8% were served in State and county mental hospitals. (NIMH, 1986)

State hospitals absorb about 70% of state mental health dollars. (Frank &
Hamlet, 1985)

Studies suggest that at least 40% of the hospital placements of children are inap-
propriate. Either the children should never have been admitted to the institutions
or they have remained too long. (Knitzer, 1982)

Juveniles tend to be admitted for less serious and less precise mental health and
drug/alcohol disorders than adults, and their average length of stay is twice as long.
For example, in 1985, the average length of stay for juveniles admitted for neurotic
disorders was 23 days, as compared to less than 11 days for adults with the same
diagnosis; and the average length of stay for juveniles admitted for nondependent
use of drugs and alcohol was 23.4 days, as compared to 12.5 days for adults with this
diagnosis. (Jackson-Beeck, et al., in press)

Despite a decline in the population of 10-to-17 year olds in the Minneapolis/St.
Paul Metropolitan Area of Minnesota, admissions of juveniles to hospital psychiatric
units increased 25% between 1977 and 1985. This increase may not reflect any in-
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crease in the numbers of teenagers with psychiatric problems, but rather a means of
dealing with "problem" youngsters. (JacksonBeeck, et al., in press)

WHITE, MINORITY CHILDREN TREATED IN DIFFERENT SETTINGS

Non-white youth are twice as likely to be hospitalized in state and county hospi-
tals as white youth. (Truitt, 1985)

In a three-state survey of residential treatment, over 70% of youth in "health"
facilities were white, while the majority of youth in "justice" centers were from mi-
nority groups. About half of youth in public facilities but only V4 of youth in private
centers were nonwhite. (Government Accounting Office [GAO], 1985; Krisberg,
Schwartz, Litsky, & Austin, 1986)

Of 824 Florida youngsters in residential placements in 1984, 50% of those in Flori-
da training schools and 33% of those in the adolescent units at the state hospital
were black; in contrast only about 20% of the children in the other placement sites
were black. (Friedman Kutash, 1986)

MENTAL HEALTH CARE FOR CHILDREN INCREASINGLY FOR PROFIT

In 1966, 7.6% of the 145 psychiatric facilities for children and youth in the U.S.
were operated for profit; by 1981, 17.1% of 369 facilities were operated for profita
125% increase. (Office of Juvenile Justice and Delinquency Prevention, 1983)

Between 1980 and 1984, admissions of adolescents to private psychiatric hospitals
increased an estimated 45C%rising from 10,764 to 48,375. (National Association of
Private Psychiatric Hospitabo, 1985)

A survey of state certificate-of-need agencies showed that proprietary interests
now account for about % of applications for child and adolescent mental health/
substance abuse programs. (Scalora & Melton, in press)

FEDERAL SUPPORT FOR TROUBLED YOUTH LIMITED

In fiscal year 1987, $509 million was appropriated for the Alcohol, Drug Abuse
and Mental Health Block Grant ( ADMBG], of which approximately 50 percent went
to mental health services. In 1985 a 10 percent set aside for new mental health serv-
ices for severely disturbed childern and adolescents was amended to include under-
served pop .ations, such as the homeless and the elderly, diminishing the focus on
children. A GAO survey of 13 states found that some states chose not to fund chil-
dren's services at all with the 1985 set aside. (Congressional Research Service (CRS],
1987; GAO, 1985 cited in OTA, 1986)

Since the Community Mental Health Centers Act was repealed in 1981 and folded
into the ADMBG, funding for mental health services has dropped from $277.6 mil-
lion in FY81 to $248 million in FY87. (CRS, March 1987)

In FY85, 20.9 percent ($49.6 million) of NIMH's budget was spent on children and
youth-related activities. (NIMH, 12th Annual Report on Child and Youth Activities,
FY85)

NIMH's clinical training program has been cut 85 percent over the past seven
yearsfrom $70 million in 1980 to $15 million in 1987. Of that $15 million, only $3.3
million is used for training child mental health professionals. (American Academy
of Child and Adolescent Psychiatry, May 1987)

Although NIMH commits approximately 20 percent of its current research budget
to children's issues, available dollars have not kept pace with assessments of the
funds necessary. (OTA, 1986)

In FY86, the Federal Child and Adolescent Service System Program (CASSP)
spent $4.7 million to help 28 States and 3 localities develop a comprehensive inte-
grated system of care for emotionally disturbed children and adolescents. (NIMH,
1987)

COST-EFFECTIVE PROGRAMS IMPROVE CHILDREN'S MENTAL HEALTH CARE DELIVERY

Between 1981 and 1986, Florida's multi-agency network for severely emotionally
disturbed students, SEDNET, reduced both out-cf-ritate and out-of-region placement
by 50 percent despite a 28 percent increase in identified youth. (Clark, 1987)

Ventura County Mental Health Demonstration Project, which provides an inter-
agency system of care for the most needy children, has reduced state hositalization
by 25 percent, saving an average of $428,000 annually, reauced outof-county, court-
ordered treatment placements by 46 percent, reduced re-incarcerations by 47 per-
cent and has saved the state millions of dollars. (Ventura County Children s Mental
Health Project, 1987)
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Chairman MILLER. I would like to say that I understand Congress-
man Coats is on his way, but because of the time problems in the
usage of this room I would like to go ahead and call the first panel.
That panel is made up of Glenda Fine, who is a parent and director
of Parents Involved Network, from Philadelphia. Jean Gaunt, who is
a foster parent from Indianapolis, Indiana; Dr. Leonard Saxe, who is
the principal author of the Office of Technology Assessment Report
on Children's Mental Health; Dr. Jane Knitzer, who is the director of
the Division of Research, Development, and Policy, and senior
policy scientist at Bank Street College of Education in New York;
and Dr. Robert Friedman, who is the director of the Research and
Training Center for Improved Services for Seriously Emotionally
Disturbed Children, Florida Mental Health Institute, University of
South Florida. If they would come forward, please.

We will recognize you in the order in which I called your name.
Let me just say, without disturbing the integrity of your state-
ments, the extent to which you can summarize would be appreciat-
ed, because I want to make sure that we leave enough time for dis-
cussion and for answers.

So welcome to the committee, and thank you very much for your
time and your effort to get here and also for the help that you have
already provided the committee.

Glenda, we will start with you.

STATEMENT OF GLENDA FINE, DIRECTOR, PARENTS INVOLVED
NETWORK PROJECT, MENTAL HEALTH ASSOCIATION OF
SOUTHEASTERN PENNSYLVANIA, PHILADELPHIA, PA

Ms. FINE. Mr. Chairman, members of the committee, my name is
Glenda Fine, and I have a 16-year-old son who has serious emotion-
al problems. I am also director of the Parents Involved Network
Project in Philadelphia sponsored by the Mental Health Associa-
tion of Southeastern Pennsylvania. Parents Involved Network's pri-
mary goals are to organize self-help advocacy groups for parents of
children and adolescents who have severe emotional disturbances
and to train parents to become effective advocates for their chil-
dren.

I want to tell you about the serious problems I and other parents
like me across the country have encountered in trying to obtain
services for our children.

The mental health needs and problems of children are diverse in
nature and intensity. Some children have disorders that respond to
intervention, diagnosis, treatment, and services. Others with more
serious, complex disorders and needs often find their tragic plight
exacerbated by inadequate service systems. We struggle to become
our child's advocate, often learning how to make the system re-
spond by a trial and error process. We become overwhelmed, frus-
trated, confused, and emotionally drained by the process. Many of
us give up.

While some very promising changes are occurring throughout
the country in response to the mental health needs of children, it is
important for you to know that the range of services are frequently
unavailable, that there is very little coordination among the sys-
tems that are mandated to serve our children, and there is usually
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no plan to determine which agencies should be responsible for serv-
ing a particular child. This evasion of responsibility results in long
delays in providing children with desperately needed services. Con-
sequently, our children are unserved, underserved, or served inap-
propriately.

To illustrate, I would like to relate some of my personal experi-
ences. When my son Joshua was two years old, I kept thinking to
myself that he was not like other children and that something was
wrong. During this time, our second son was born, and five months
later my husband died. Joshua retreated into his own little world,
missing his father and confused because his mother was not htippy
and smiling any more. Joshua stopped talking except for an occa-
sional whisper of, "Where's my daddy?" He wrapped himself in a
cocoon because life was just too painful. I still remember weeping
night after night for my husband and for my little boy who was in
such distress. I did not know what to do for him; I did not know
where to go or how to get help.

My family urged me to have Joshua evaluated by a child psychi-
atrist. As a result of the evaluation, Joshua was diagnosed as
having a very' severe childhood depression and autistic tendencies.
I was told that his speech would eventually return but that I could
look forward to a child who would display serious emotional prob-
lems. Time passed, and I did the best I could to establish a warm
and nurturing environment.

Joshua was five when he entered kindergarten, and this was a
complete disaster. He was evaluated by the school district psycholo-
gist and diagnosed as hyperactive and learning disabled this time.
From the time pf my husband's death until kindergarten, Joshua
was seen by various psychiatrists, and each one tried a different
approach and gave a different diagnosis.

At the time of the school evaluation, I could no longer afford pri-
vate treatment, and I then turned to my county mental health
system. My first experience was devastating, as I was told that I
was the cause of my son's problems, and that I needed to be in
treatment, and that he was perfectly okay. I was incredulous that a
mental health professional could make this statement after meet-
ing with me, not with my son, for approximately 45 minutes. I
went to another community mental health center and was put on a
long waiting list. The phone never rang.

The following years were filled with disjointed and desperate at-
tempts to find help for my son. When Joshua was 10, he was hospi-
talized because of his destructive behavior to himself and to our
home. The diagnosis was that he was seriously emotionally dis-
turbed, and he was recommended for a partial hospitalization pro-
gram, but there were no openings!

When Joshua was 12, our home life was so chaotic that I feared
for my sanity and for the emotional stability of my other son. We
stumbled through daily living with the help, finally, of an excellent
therapist at a community mental health center. When Mr. Green
left eight months later for another position, we were once again
put on a waiting list.

When Joshua was 13, I approached our county children and
youth agency asking for any specialized support services they
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might have available. There was nothing, no respite, no in-home
services, nothing.

Mr. Chairman and members of the committee, it was at this time
that I would have sold my soul for the money to send my son to a
private boarding school with a therapeutic environment for chil-
dren with serious emotional problems. I had come to the realiza-
tion that I could not provide the structure and supports that my
son so desperately needed.

My next step was to ask the county office of mental health for
some type of residential treatment for Joshua. He was evaluated,
and again we had the same diagnosis. The treatment recommended
was a therapeutic structured environment in a residential place-
ment.

I was told that the county mental health system did not provide
this service and I would have to turn to the child melfare system.
In order for Joshua to be placed in a residential facility, I would
have to give the state custody of my child. My 12-year nightmare
had led me to this indignity and humiliation. The state, by assum-
ing custody of my son, had indicted me. I had not abused or ne-
glected my child. On the contrary, I had used every bit of my
energy and wherewithal in a desperate search for help for Joshua.
He now had to be adjudicated dependent becauseand I quote
"he was without proper parental care or control." This injustice,
all too commonplace, ib a grave indictment of our mental health
system. .

Another family story highlights the problems parents experience
with the public education system. Richard is six years old and has
serious emotional problems. Five weeks after entering first grade,
his parents were told that he could not return to school. Richard
had been talking about suicide in school, and the school district did
not feel that they could provide an appropriate program for him.
He was hospitalized, and, on discharge, the parents wer3 told that
the staff was baffled and diagnosed Richard as hyperactive with
mild brain damage. The school district refused to take Richard
back and recommended nome-bound instruction. Is this the best
that our society has to offer a six-year-old troubled boy?

The Education of the Handicapped Act was passed by Congress
to end such exclusion of disabled children from public schools and
to ensure that all handicapped youngsters receive appropriate spe-
cial education programs from their local school districts. Yet, as
Richard's story tells us, more often than with any other category,
children with serious emotional problems are excluded from public
school programs or are limited to a few hours of home-bound in-
struction each week.

To summarize, our troubled children are the casualties of sys-
tems that do not work or, at best, fall short of addressing their
complex needs. There is no public mandate for our children's
mental health needs.

We believe that our first-hand experiences and perspectives as
parents of children with severe emotional problems could do much
to inform legislative policy deliberations and choices about prior-
ities for our children. Representatives from the Parents Involved
Network would certainly be willing to participate in any forum you
deem appropriate for that purpose.

3
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Again, I urge you to listen to parents. We have lived with our
children, we have information and insight, and we are your best
untapped resource.

Thank you.
[Prepared statement of Glenda Fine follows:]

PREPARED STATEMENT OF GLENDA FINE, DIRECTOR OF THE PARENTS INVOLVED NETWORK
PROJECT, MENTAL HEALTH ASSOCIATION OF SOUTHEASTERN PENNSYLVANIA, PHILA-
DELPHIA, PA

Mr. Chairman, membera of the committee. My name is Glenda Fine and I have a 16-

year old son who has serious emotional problems. I am also Director of the Parents

Involved Network Project in Philadelphia sponsored by the Mental Health Association

of Southeastern Pennsylvania. Parents Involved Network's primary goals are to organize

self-help/advocacy groups for parents of children and adolescents who have severe

emotional disturbances. Historically parents of these children have not joined

together as have parents of children with other disabling handicaps. Stigma, parental

blame and isolation are but a few of the reasons this has not happened.

I want to tell you about the serious problems I and other parents like me across

the country have encountered in trying to obtain services for our young children.

The mental health needs and problems of children are diverse in nature and

intensity. Some children have disorders that respond to intervention, diagnosis,

treatment and services. Others, with more complex disorders and needs, often find

their tragic plight exacerbated by inadequate service systems.

We struggle to become our child's advocate--often learning how to make the

system respond by a trial-and-error process. We become overwhelmed, frustrated,

confused and emotionally drained by the process. Many give up!

While some very promising changes are occuring throughout the country in

response to the mental health needs of children,it is important for you to know

that the range of services are frequently unavailable, that there is very little

coordination among the systems that are mandated to serve our children and there is

usually no plan to determine which agency should be responsible for serving a

particular child. This evasion of responsibility results in long delays in pro-

viding child-on with desperately needed services. Consequently, children are

unserved, underserved or served inappropriately.
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When my son vas two years old I kept thinking to myself that he as not like

other children and that "something was wrong". My husband and our pediatrician

felt that I was an overanxious parent of a first child. However, they did agree

that Joshua was hyperactive and a very difficult child to manage. During this

time our second on was born and five months later my husband died suddenly

Joshua retreated into his own little world, missing his father, confused because his

mother was not sailing and happy anymore and occasionally physically attacking his

sibling. Joshua stopped talking except for an occasional whisper of "where's

my daddy". He wrapped himself in a cocoon because life was just too painful.

I still remember weeping night after night for my husband and for my little boy

who was in such distress. I did not know what to do for him, where to go or how

to get help. My family urged me to have Joshua evaluated by a child psychiatrist.

As a result of the evaluation Joshua was diagnosed as having a severe childhood

depression as well as hyperactivity and autistic tendencies. I was told that his

speech would eventually return but that I could look forward to a child who would

display serious emotional problems.

Time passed and I did the best I could to establish a warm and nurturing hone

environment.

At age five Joshua entered kindergarten and this was a disaster. He was

evaluated by the school districtand diagnosed as hyperactive and learning disabled.

From the time of my husband's death until kindergarten Joshua was seen by various

psychiatrists and each one tried a different treatment approach and gave a different

diagnosis. At the tic,. of the school evaluation, I could no longer afford private

treatment and I then turned to the county mental health system.

My first experience was devastating as I was told that I was the cause of my

son's problems and that I needed to be in treatment and that he was perfectly okl

I was incredulous that a professional could make this statement after meeting

with me not with Joshua) for approximately 45 minutes. I went to another community

mental health center and was put on a long waiting list. The phone never rang.

15
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The following years were filled with disjointed and desperate attempts to

find help for ray son.

When Joshua was ten he vas hospitalized because of his destructive behavior

to himself and our home. The diagnosis was seriously.emotionally disturbed

and he was recommended for a partial hospitalization program,. There were no

openings!

When Joshua was 12 our home life was so chaotic and life was like waiting for

a time bomb to explode. I feared for ray sanity and for the emotional stability

of my other son. We stumbled through daily living with the help, finally, of an

excellent therapist at a community mental health center. When Mr. Green left 8

months later for another position we were once again put on another waiting list.

When Joshua was 131/2 I approached our county children and youth agency asking

for any specialized support services they night have available. There vas nothing!

No respite, no in-h=e services,...nothing.

Mr. Chairman and members of the committee..it vas at this time that I would

have sold ray soul for the money to send ray son to a private boarding school with

a therapeutic environment for seriously emotionally disturbed children.

I came to the realization that I could not provide the care and.supports

that my son so desperately needed. My next step was to ask the county children

and youth agency for some type of residential treatment facility for Joshua.

Joshua was evaluated with the same diagnosis. The treatment recommended was a

therapeutic structured environment in a residential placement. I was told that

the county mental health system did not provide this service and I would have

to turn to the child welfare dependency s:otem. In order for Joshua to be placed

in a residential facility it vas necessary for me to give the state custody of my

child.

b
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My 12 year nightmare had led me to this indignity and humiliation. The state

by assuming custody of my son had indicted me. I had not abused or neglected my

child. On the contrary, I had used every bit of my energy and where-with-all in

a desperate search for help for Joshua. He now had to be adjudiAued dependent

because, and I quote, "he was without proper parental care or control". This

injustice, all too commonplace, is a grave indictment of our mental health system.

Another family's story highlights the problems parents experience with

the public education system.

Richard is 6 years old and is seriously emotionally disturbed. Five weeks

after entering first grade his parents were told he could not return to school.

Richard had been talking about suicide and the school district did not feel they

could provide an appropriate program for him. He was hospitalized and on discharge

the parents were told that the staff were baffled and diagnosed Richard as hyper-

active with very mild brain damage.

The school district refused to take Richard back and recommended homebound

instruction. Is this the best that our society has to offer a 6 year old troubled

boy?

The Education of the Handicapped Act was passed by Congress to end such

exclusion of disabled children from public schools and to insure that all handi-

capped youngsters receive appropriate special education programs from uheir local

school districts.

Yet as Richard's story tells us, more often than with any other category

of disabled children, seriously emotionally disturbed children are excluded from

public school programs or are limited to a few hours of homebound instruction

each week.
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To summarize, our troubled children are the casualties of systems that do

not work or at best fall short of addrtJaing their complex needs. In your efforts

to legislate and fund better systems of care I urge you to listen to parents.

We have lived with our children -- we have information and insight -- we are

your best untapped resource!

Thank you.
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Chairman MILLER. Ms. Gaunt.

STATEMENT OF JEAN GAUNT, FOSTER PARENT, INDIANAPOLIS,
IN

Ms. GAUNT. Thank you.
Mr. Chairman and members of the committee, my name is Jean

Gaunt, and I am the mother of an adopted child who suffers from
some emotional problems, as well as a foster mother who has cared
for children suffering from emotional problems. I would like to
share my son Jason's story with you.

Jason was removed from his birth home for severe abuse and ne-
glect at age three. Between the ages of three and six, Jason was
placed in 10 placements, 8 foster homes, and 2 failed adoptions. At
age six, Jason was diagnosed by two therapists with differing
views. At age six, he was also placed into my foster home. At age
seven, a pediatrician misdiagnosed Jason. At age eight, a neurolo-
gist wouldn't recommend referral to the children's hospital in Indi-
anapolis. At age eight, the school labeled Jason as emotionally
handicapped. His therapist said he had learning disabilities.

Our family moved a number of times to get services for Jason
when he was eight and nine. At eight, we finalized the adoption. At
age nine, Jason was tested and placed as learning disabled at
school. At age nine, Jason was referred by another pediatrician to
the school's hospital, where this time he was tested, diagnosed, and
treated, and the doctor said that Jason was hyperactive.

We have continued with Jason's therapist for his entire place-
ment even though the therapist has moved twice as well. We have
experienced problems with the system. For example, Jason wan-
dered around, was found by the police, and was placed in an emer-
gency shelter. Therapists for Jason feel Jason is not hyperactive
but is displaying strong tendencies of an emotionally handicapped
child. Jason will be ten years old next month. His therapist says
we can only wait to see what happens.

Please turn to pages 12 and 13 of my report on Ricky. Ricky is
another example of a foster child who was adopted. Ricky was re-
moved from his birth home for abuse and neglect at age four. No
services were provided for his birth home. Ricky bounced from four
foster homes, five temporary shelters, and three failed adoptive
placements from age four to ten. At age 10, he received his first
counseling until the age of 12. Therapists felt he was mentally de-
layed. Ricky's adoption in his fourth home was finalized. At age 12,
therapists diagnosed Ricky was depressed. The adoptive mother
said no appropriate intervention was offered to him or their family.

At age 12, Ricky attempted to molest his physically disabled
sister and one other and left home for seven institutional place-
ments, two residential placements, and two emergency shelter
placements, including some of out of State, in order to get a thera-
peutic setting. One of the institutions at age 12 implied Ricky had
a character disorder but advised the parents not to share it in
order for them to find a placement for Ricky, as all facilities he was
aware of did not take children with character disorders because they
didn't provide a therapeutic setting in our state.

/1
...

19
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At age 12, Ricky was adjudicated in order for his parents to get
services for Ricky. During ages 12 to 18, three institutions diag-
nosed Ricky as having a character disorder and sociopathic tenden-
cies. Some found him untreatable. Reports from one said Ricky saw
himself as beyond the law. Tomorrow, Ricky will be officially re-
leased as a ward of the court, and his service has been nil.

I see many parallels between Jason's and Ricky's lives. By the
way, last week we found burnt matches and paper in our basement
from our son. Yet I feel encouraged, and things are improving for
these emotionally handicapped children through some programs
that I have heard about. First of all, Jason was one of the first spe-
cial needs adoptions, which helped with some of our medical ex-
penses. Also, I have just recently become aware of a new program
called CASSP. This program gives me great hope that something
can be done through teamwork.

I was also present at a Families As Allies conference last month
where birth parents from nine states gathered with professionals
to share ideas on defining and breaking down barriers as they saw
them for the emotionally handicapped children.

Indiana listed their barriers as the following: number one, unsta-
ble and inadequate resources for severely emotionally disturbed
children; number two, lack of advocacy efforts; three, lack of co-
ordination and cooperation among Government agencies; four, un-
willingness of service providers to tolerate advocacy and the insti-
tutional refusal to be accountable; five, lack of parental support
groups; six, difficulty in assessing care; and, seven, lack of parental,
public, and professional awareness of the needs and the rights of
the severely emotionally disabled.

As a parent and foster parent, I developed a Rairden Resource
Center for Foster Care to assist foster parents to locate services, in-
cluding those for the emotionally handicapped children in the Indi-
anapolis area. I also advocate for Federal regulation or the number
of children in caseloads of a caseworker across the nation.

I feel encouraged in my state because my state is willing to in-
clude its foster parents as team members to improve training in
the near future, to care for children with emotional problems, as well
as to be supportive to foster parent associations, which provide
support for parents of these children.

Thank you very much.
[Prepared statement of Jean May Gaunt follows:]

4U0(1



16

PREPARED STATEMENT OF JEAN MAY GAUNT, FOSTER PARENT, INDIANAPOLIS, IN

I want to thank the members of this committee For the

opportunity to share with you as a foster parent. : have seen

many things that as a regular parent I would not have had the

opportunity. While we in this country ere consumed with the

issues of AIDS and Oliver North because they are issues that seem

immediate and pressing. I have witnessed over these lest fourteen

years an urgency that has been hidden in society. The other

day my daughter said to ma "Mom? Why .ee you a foster parent?"

When I became a foster.parent I told everybody that it was to save

children, but when ay daughter asked me that question, I had to

stop and re-examine why I was a foster parent. I am not a foster

parent to save the child today. Yes I am, but its more then just

that. It also to save families. Families are in crisis as

never before. Family units are eroding to the point that

irreversable damage is being done to our children. What

frightens me most is that we ere not taking care of the problem,

we are ignoring it, end as a result we have children like Ricky.

I suggest that you take a long look at the material I've included

about Ricky in a Fact sheet at the end of this report. It

represents a time line of his entering the system and the dollars

and time spent on Ricky.

Now many children should go through twenty-seven placements?

It seems extraordinary does'nt it? It is not, though. Ricky

represents or is more typical than we would like to believe.

21
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Se it Michele or Monnu or Jesse cr even Jason, mu own adopted son,

in Foster care thou are becoming more the rule than the exception.

Their Families have boon :Had upon. Thew have not been

serviced. Thew have not been treated with dignitu. Theo have. not

received the adequate help thou desperately need to remain intact

as a familu. We have taken these children out of the birth homes,

thrown then in Foster homes and in much of the nation there is not

enough adequate training For the Foster homes It is left up to

the Foster parent to seek it out. There is a desperate need

to educate our Foster homes to understand the problems of their

Fasts: children and just not sumptoms. Then not to contribute to

their problems, and last when possible to encourage growth and

nurturing to occur For re-unification back into the birth home.

Manu times we see children move back and Forth through the sustem

because of the lack of understanding of the dunamics involved.

What this has become affectionatelu known as is the foster

care drift; the drifting of children in and out of ten to fifteen

placements. Is it anu wonder that children become mare

emotionallu impaired.

Manu times children go through the adoption process and still

continue to bounce in and out of placements. Approximatelu, Forty

percent of our placements in our home in the last fivm uears have

bean adopted children that were either struggling in the adopted

home. Going back to Ricku, I would note that in all the

twentu-seven placements that Ricku has experienced, he has never

been treated For the sexually acting out, or his social pathic

tendencies that have been identified. Please look et his time
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line for placements, it is a cycle, round and round,just bouncing

From Foster home to Foster home and institution to institution and

back and forth never returning to his birth home. Ricky was never

really serviced. If left in his birth home, we doubt if he would

be worse, than what ho is today. I can tell you what he is. He is

like many like of our other children wo have had in our home

without social conscience becavze they have not bonded. IF we

don't get to them while they are still young we will continue to

not only have the Steven Judys' and David Woods' who I em more

Familiar with because the man he murdered was within five miles of

mU home and his sister resided in my home for several years.

You read about them in your papefis back home. You may not

'now who your new neighbor is next door. They will look like you

and I but they will not have a sense of conscientiousness that you

and I have, the

values in society. We will have to deal with it. We are

currently dealing with it now in our correctional facilities but

we can not build the jails as Fast as will be needed if we don't

take the time to realize and help work for a solution.

I also might suggest that wo not Just looking at funding.

I would strongly advocate that wo take a look at our

departments, agencies, and programs that now exist and their

cooperation and coordination with one another.

Birth homes are people that need lifted up. Do you know

Ricky's birth home is in tack and has not had any charges Filed on

them and if serviced in his birth home Ricky may not have been the

boy that will be let out of the system tomorrow morning.
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Families with children having emotional handicaps under the

best circumstances need services. When families) are placed under

1555 than ideal circumstances with those children we sae families

breaking up furthering the emotional problems of the child as well

as the family. We have witnessed first hand the care and concern

for children with physical handicaps and also the hurt and scorn

from the lack of services by schools and society with the

emotionally handicapped child. Foster Parents are there to

respite and help. Foster parent education should be mandatory in

every state.

I urge Congress to take a look at the caseloads that

caseworkers are handling. I have spoken directly with caseworkers

from Cleveland that had caseload of 110 . While Indiana regulates

their caseloads to 55 which is only an average.

That is not servicing of children. Children's Bureau 15

recommending caseloads of 20 to 30, I believe. We have watered

the soup down so low that there is .43ry little nourishment left.

I have great empathy for those caseworkers that are overloaded and

the difficulties that lead to high turnover rates because we give

them Mission Impossible. But I am not giving up hope because I am

seeing people beginning to cooperate. There was a time when there

was no communication.

We are beginning to recognize the need for more

specialized foster homes instead of more restrictive settings.

Specialized foster homes receive extensive training. We

personally went thru three years of training in a pilot program

0
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presented in Northeastern Indiana under Wayne Kepner.

I have just recently became aware of n new program celled

C.A.S.S.P. through working with Parents As Allies. This program

has given me new hope that something can be done, that the system

lent so large that we can't still keep our agencies intact,

revitalize them and redirect them toward working with one another.

It is necessary to get beyond turf Issues and concentrate on

solving problems and providing adequate services to children and

families.

Having fostered children for the last fourteen years, I

have _become a team member and team lender. I've called team

aaatings that included myself, cauNworker, probation officer,

therapist, guardian nd litem, and school representative, and can

say it is possible to get beyond turf issues. As n result some of

our worst senario foster children have had successful re-

unifications and or have experienced positive behavior changes.

I was at a Parents As Allies conference last month where birth

families from nine states gathered with professionals to share

ideas on defining and breaking down the barriers thou sew for

their emotionally handicapped children. I have included those with

my report. Indiana is the crossroads of America. We are a

cross section of America. When we ifft a child we help that

child but when we lift families we still lift that child ns well.

Your committee is able Lo lift families across America, it is

mu hope that being here today I can encourage you to continue to

do so and also to stress the importance of specialised foster

4 5
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homes, the de-.natitutionalization or children, and the Importance

of the team concept across the board.
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Goals of the Families as Allies

Tennessee

1. Lack of organized advocacy:

A. Knowledge of the system and how it really works
B. Use of media
C. Lack of data

D. Lack of coalitions and other groups

2. Service delivery orobless:

A. Lack of a com4cte system of care
B. Lack of training of professionals

C. Structural problems within state government
D. Other funding priorities

E. Lack of continuity in the treatment of childrens' issues (programs changing
L'om one administration to another)

F. Need for more rural programs
G. coordination problems

H. No commissioner serving directly the issues of children and their families
I. Poor quality control and a failure of professionals to take responsibility

for failure (a general lack of progress on 'turf' issues)
J. Problems with the school system

3. Problems of attitude and perception:

A. Blaming/fear

B. Lack of adequate knowledge concerning emotional problems

4. Family/Parent supports

5. Need for innovations in funAlog and resource allocation:

C. No recognition of children's needs (and a general disinterest in their

B. Lack of respect for families and the need for communication

D. Communication problems

B. Need to look closer at local charities (etc.), utilizing every available

E. Lack of proper training (professionals) regarding the treatment of children

A. Need for organized groups

C. Need for respite care
D. Lack of knowledge of the system

A. "More that just state money"

E. Need for improved communication and coordination (a 'team approach' between

problems)

and their families.

professionals and families)

way to allocate resources (approaching both the private and public
sectors, and at all levels)

4 I
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Illinois

1. LaCk of knowledge,communication, and coordination between parents, profession-
als,agencies,programs, and inter-agency networking).

A. Myths (re: parents)
B. Parents'/Professionals' lack of knowledge and resources
C. Lack of comrunity services due to *Confidentiality Law"
D. Level of trust between professionals and parents
E. Conflict between professionals (their attitudes toward parents and the

needed treatment)
F. Lack of state coalition
G. Professional detachment

H. Professionals' concern (re: lack of parent involvement)
I. Service providers "passing the bock" (mandating services only by the

'letter of the law' and a general lack of inter-agency cooperation
communication)

2. Lack of appropriate educational programs,services, and legal remedies for
children and their parents.

A. Inadequate intermediate services
B. Lack of comprehension of the degree to which a problem must be (before

it is even addressed or acted upon)

C. Parent skills to evaluate resources (need professional guidance and treat-
ment)

D. Restricted or inconsistent allocation of resources at all levels of govern-
ment (i.e.--schools,county serVices,etc.)

E. School administration's acceptance of role as the academic supporter
of the child

F. Leek of parent support-groups

G. Inadequate legal intervention
H. Professional refusal to place children into special programs
I. Lack of appropriate intervention at an early age
J. Lack of public awareness and publicity
K. Lack of appropriate services (especially to minority families)

3. Lack of needed funds and/or an inappropriate allocation of existing funds.

A. General lack of financial resources
B. Professional awareness and education as to the finer points of insurance

policies and other family-oriented fiscal matters

Li



24

Michigan

1. Inappropriate attitudes towards emotionally-impaired children and their families

2.GoveraTent agencies neglecting the role of parents as allies...

3. Coordination of services...

Ohio

1. Funding issues...

2.Early intervention/prevention (the lack of respite care,an immediate
access to services,severe lack of legislative support)...

3. Networking of service providers...

Minnesota

1. "Shame/Blame syndrome"-- patronization of families by service profession-
als...

2. Lack of system flexibility...

3. Lack of education by professionals;also, the existence of professional
insecurity in referring and assistance...

Wisconsin

1. Prioritizing of funds and fiscal incentives...

2.Perception of parents as uncooperative and uninformed...

3. Lack of a clear,central state philosophy regarding exactly what services
should be and how they should be provided...
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Kentucky

1. Parent - professional coalitions (advocacy and support and understanding)...

2. More funding for services...

3. More ccemunity-based services to prevent,in the end,instituticnalization...

Kest Virginia

1. Better cammnicationimechanisms for parental input...
2. Sumner programs (not just within the educational system)...
3. Inter-agency accounting (or responsibility) for the problems...
4. Lick of trained service providers...
5. Resource hot-line approach providing information to parents needed...
6. More resources on a county by county basis;and,the delivery of these

services in a systematic fashion...
7. Teachers (and other professionals) need training in developmental psy-

chology,theory,etc. (and,more inservice training)...
8. Cam-amity awareness and responsibility in concert with greater advocacy

within the legal and legislative structures...
9. Cooperation: a need-forPartnership in Planning services for Children

(Financial innovations for bringing children badc base)...

Indiana

1. Unstable/inadequate resources for S.E.D.
2. Lick of advocacy efforts...
3. Lack of coordination and cooperation among government agencies...
4. Unwillingness of service providers to tolerate advocacy and the institut-

ional refusal to be accountable...
5. Lack of parent support-groups...
6.Difficulty in assessing care...

7. Lack of parental,public,and professional awareness of the needs and rights
of S.E.O.

tf)1,.")



26

Jean M. Gaunt

307 S. Audubon Rd.

Indianapolis, In. 46219

(317) 357-8022

Parent- five children ages 8-16 (one adopted)

Foster Home - fourteen years, Specialized Foster Homefive years

Parented- living in a major metropolitan area- Indianapoli

living in a suburb of medium sized city- Fort Wayne

living in a small town- Garret

living on a small rural farm in Dekalg County

Activities-

--Parents in Action Advisoiy Committee for IPS

Marion County Foiter Care Task Force

Marion County Advisory Committee on AIDS

Indiana Foster Care Association, Board of Directors-lst Vice Pres

FamiLtesas Allies

Indiana Chapter of the Association for Persons with Severe Handicapps

Civilian Volunteer Police Officer for the Indianapolis Police Dept.

National Foster Parent Association

Rairden Resource Center for Foster Care-Director

Types of children cared for-

unwed mothers
suicide
emotionally handicapped
physically handicapped
learning disabled
mentally handicapped
minorities-Asian, Spanish, Black
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bAl cost

0-4 0

5-6 $1,712.

480

7 0.

*

480

*

8

9

*

1,712

574.

*

10-12 3424

13 36,000

0

14-15 53,000
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RICKY

Placement #

2 two months

3 one year

4 three months

5 three months

6 three months

7 three months

8 three months

9 six months

10

11 one year

12 four months

13 three months

14 two years

15 six months

16 nine months

17 two years

RECORDS REVEAL AT THIS POINT AN ERROR

Placement Counseling

Birth Home

Guardian Home #1

Foster Home #1

Foster Home #2

Adoption Home #1

Guardian Home #2

Return to Foster #1

Guardian Home #3

Adoption Home #2

Guardian Home #4

Foster Home #1

Adoptive Home #3

Guardian Home #5

Foster Home #3
Foster placemnt #5
Turns into Adoption

Institute #1 26hr

4hr

Adoptive Home #4

Institution #2

ON BIRTH CERTIFICATE OF

none

none

none

none

none

none

none

none

none

none

none

begun during
last month

none

began again

#4

. by nonpro-
fessional

. by profes-
ional

cont.

20hr total
without for
7 months

ONE YEAR

14 8,460 18 seven months Residential Home#1 3/one hrs.

144-16k 68,620 19 two years Institution #3 208 hrs.
group

52 private

3,840 20 two months Residential Home #2 none

0 A_
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Age Cost Placements#

21 one month

22 four days

* 23 ?

* 24 ?

* 25 ?

* 26 NOW

* unable to find cost

RiLky-2

Placement Counseling

Guardian Home #6 none

Juvenile Center given 3 test

Correctional Facility costing-1400
to parents

Guardian Home #7 none

Youth Center #1 none

Juvenile Center none

YMCA none

THIS CHILD HAS BEEN DIAGNOSED TO BE A POTENTIAL THREAT TO OTHERS AND

IS TO BE RELEASED WITH OUT TREATMENT FOR HIS SEXUAL MISBEHAVIOR AND

IS DIAGNOSED UNTREATABLE. HE WILL BE RELEASED AS A WARD OF THE COURT

TOMORROW

July 15, 1987
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HOUSE BILL 1405

(Summary)

(House Bill 1405 was enacted by the 1987 General Assembly)

HISTORY
House Bill 1405 evolved out of the work of the S.B. 430 Task
Force. This Task Force was put in place by legislation
passed in the 1986 General Assembly. The Task Force was
appointed through the Interdepartmental Board. It's task
was to determine the availability of services for children
with a diagnosis of emotional disturbance and to identify
the service gaps that need to be addressed. The Task
Force vas mandated to report directly to the Legislative
Service Agency with findings on how services could be better
coordinated among state and local agencies. The Task Force
met bi-weekly through the summer and fall of 1986 and
recommendations were presented to the Legislative Services
Agency.

House Bill 1405 was written by the Legislative Services
Agency to tie state and local agencies together. The goals
of House Bill 1405 are to 1) provide coordinated services to
children and youth, 2) reduce the use of restrictive care and
2).increase the availability of community based programs. The
primary sponsors were Representative Ray Richardson (R)
Greenfield, Representative Dennis Avery (D)
Representative Stan Jones (D) West Lafayette, Representative
Brian Bosma (R)Indianapolis, Senator Roger Jessup (R)
Summitville, Senator Katie Wolf (D) Monticello, Senator
Robert Hellman (D) Terre Haute, and Senator Thomas Wyss (R)
Fort Wayne.

PROVISIONS
Sections One and Five of the Bill are designed to ensure
more appropriate use of state psychiatric hospitals for
children. The Task Force identified problems of responsible
county agencies refusing to assume wardship of children who
have been hospitalized in state institutions when the
children had reached maximum benefit from the
hospitalization and were ready for discharge. These two
sections assure that the Department of Mental Health will
not charge the county welfare departments for state
hospitalization of wards, and the county welfare departments
will assume wardship of the children upon discharge from
state hospitals.

4:"., 4

78-911 0 - 88 - 2
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Chairman MILLER. Thank you very much.
Dr. Saxe.

STATEMENT OF LEONARD SAXE, PRINCIPAL AUTHOR, OFFICE OF
TECHNOLOGY ASSESSMENT REPORT ON CHILDREN'S MENTAL
HEALTH, AND ASSOCIATE PROFESSOR AND DIRECTOR, CENTER
FOR APPLIED SCIENCE, BOSTON UNIVERSITY, BOSTON, MA

Dr. SAXE. Thank you, Chairman Miller. Thank you for holding
these very important hearings. I have submitted a statement for
the record, and I will try to summarize it very briefly.

The OTA report documents what has long been known. The ma-
jority of children with mental health problems fail to receive ap-
propriate treatment. Many of the perhaps 8 or 9 million children
in need of mental health treatment receive no care; others, perhaps
50 percent, receive inappropriate treatment. The shame of the
present system is that we know how to do better. It is not simply a
question of scarce resources.

There are several reasons for our current predicament, but one is
central, how we pay for mental health care. Rather than children's
needs being paramount, treatment is driven by the health care fi-
nancing system. This system forces hospitalization of children and
fails to support community-based services. If we are to develop a
more responsive system, the system will have to focus on children
as individuals. Instead of avoiding responsibility, we will have to
emphasize prevention and treatment in the least restrictive setting.

Children's mental health problems result from an interaction be-
tween a child's own condition and the child's environment. A wide
array of psychopathology can affect children from infant's prob-
lems, such as failure to thrive, to school-age problems, such as hy-
peractivity, to adolescent problems, such as depression and drug
abuse. The child's environment can exacerbate these problems, can
help in their resolution, or can precipitate them.

Treatment needs to be as complex as children's problems, yet it
is not, at least as the system is available to a typical child. There
are a number of treatment choices, but particularly important is
the treatment setting. Whether the child is treated as an outpa-
tient, whether in a private office or group home or in a residential
facility such as a hospital, the treatment setting affects outcome,
and the treatment setting very much affects the cost.

Unfortunately, selecting a treatment setting is typically based
not on the needs of the child but on the insi ,r,mce available to the
child or the availability of public programs. as a result, a dispro-
portionate amount of treatment resources are directed at the ex-
tremes, individual outpatient treatment or inpatient hospital treat-
ment.

Some changes to the health financing system may only com-
pound the problem. For example, implementation of prospective
payment, based on DRG's [Diagnosis Related Groups], fails to take
account of the child's overall situation. The result may be restriction
of treatment to hospitals or denial of treatment.

There are, however, some encouraging developments. For exam-
ple, the State of North Carolina is collaborating with DOD at Fort
Bragg to build a network of coordinated child-mental-health serv-

35



31

ices. CHAMPUS, the military dependent insurance program, cur-
rently spends over $2.5 million per year at Fort Bragg to treat 125
children on an inpatient basis and another 55 children outpatient.
Under the demonstration that is being developed, it is projected
that 800 children, 4 times as many, can be served for the same
amount of money.

Undoubtedly, part of the problem is the inadequacy of resources.
Even relative to other health and mental health populations, chil-
dren are short-changed. The benefits of helping children should be
obvious. The troubled children we neglect today are going to be the
troubled and costly (to society) adults of tomorrow. We can do better.

What is probably most important is to establish the principle
that children have a right to mental health treatment. Establish-
ing that right, perhaps using Public Law 94-142 as a model, would
be an extremely important step. There are also a host of specific
policy changes that should be considered, and I will run through
a quick list.

First, spend the set-aside provision of the ADM block grant to
ensure funding for children's services; second, institutionalize
NIMH's efforts to -id states in planning children's mental health
services; third, expal I prevention efforts through grants and set-
asides; fourth, ensure that funds are available for research on chil-
dren's mental health problems; fifth, review Federal health pro-
grams to ensure that coverage for children's mental health disorders
provides appropriate treatment; do likewise and provide incentives
for private insurers; sixth, increase to at least 1981 levels direct
Federal support for children's mental health programs; seventh, de-
velop a demonstration program of alternative treatment systems
for participants in government health programs; and, finally,
eighth, coordinate children's mental health services and programs
across Federal agencies.

No single policy change is likely to resolve the problems of our
current mental health system for children. The perceived intracta-
bility of the problems, however, should not cause us to shrink from
our responsibility. There is an urgent need to close the gap between
what we know about aiding children and what we are doing.

Thank you, Mr. Chairman.
[Prepared statement of Professor Leonard Saxe follows:]
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PREPARED STATEMENT OF LEONARD SAXE, PRINCIPAL AUTHOR, OFFICE OF TECHNOLOGY
ASSESSMENT REPORT ON CHILDREN'S MENTAL HEALTH, AND ASSOCIATE PROFESSOR AND
DIRECTOR, CENTER FOR APPLIED SCIENCE, BOSTON UNIVERSITY, BOSTON, MA

Cbairmn Miller and Members of the Committee:

I am pleased to appear today to discuss the problems of care for

children with mental health problems I am Professor Leonard Saxe, a

psychologist on the faculty of Boston University and Director of the

University's Center for Applied Social Science. I am the principal

author of a recent Congressional Office of Technology Assessment (OTA)

background paper, 'Children's Mental Health: Problems and Services,'

prepared at the request of the Senate Appropriations Committee. This

report is the latest in a series of a reports I developed for OTA on

the costs and effectiveness of mental health treatment.

Provision of Appropriate Care

Our OTA report documents what has long been known that the

majority of children with mental health problems fail to receive

appropriate treatment. Many of the six to eight million children in

our Nation who are in need of mental health interventions receive no

care; other children, perhaps 50% of thine in need of treatment,

receive care that is inappropriate for their situation. Mental health

treatment for children is often provided piecemeal, is disconnected

from the child's everyday situation, or is disruptive to the child's

ongoing family and school relationships. The shame of the present

situation is that we know how to deliver appropriate treatment

services, but fail to do so. It is not simply a question of scarce

resources; in fact, although more resources are needed, we do not

spend our precious resources for children well.

The reasons for the present inefficient and ineffective system

are many, but one is increasingly central: Our methods for paying for

mental health care. Rather than childten's needs being paramount in
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dcziding whether and what type of treatment will be proffered,

treatment decisions are increasingly driven by the health care

reimbursement system. This system is forcing hospitalization of

children, even when there are more effective and less expensive

alternatives. The system does not provide the continuity of care and

provision of outpatient services that should be the central feature

of a mental health system. The reimbursement system is distorting

conceptions of mental health in an attempt to control health costs.

It is neither successful in controlling costs or in providing, adequate

services.

If we are to develop a mental health treatment system for

children that is responsIse to their needs, we arc ping to have to

redesign it thoroughly. The focus will have to be on children, as

individuals, who live within a family and a community. Our goals will

have to change from avoidance of responsibility for providing services

until a problem becomes 'serious', to one that emphasizes prevention

of mental health problems. If problems are manifest, the child should

be treated in the least restrictive setting possible and with

techniques appropriate to the child's situation.

One of the underlying reasons that we have allowed the

reimbursement system to govern care for children with mental health

problems Is that our treatment system incorporates a fundamental

misconception about children's problems principally, such

difficulties arise from both the child's physical and social

environment. Based on my work for OTA, i would like to offer a

somewhat different view of the nature of children's problems and the

services available to treat such problems. This is the context within

3,
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which decisions about restructuring the funding of children's mental

health services can be made.

Nature of 'ems

Children's mental health problems result from an interaction

between the individual child's vulnerability to mental health problems

and the hazards of a child's environment. Children are highly

dependent on their environment; tl'.s, the nature and course of

disorders that they have depend both on the child and the stresses or

support from their family, school, and neighborhood.

A wide array of psychopathology affects children. For example,

infants can suffer fror problems such as failure to thrive, while

young schoolage children may experience school phobia, chronic

problems with attention and hyperactivity, difficulties with peer

relations and control of aggression. In adolescence, childrene

disorders look more like those of adults (although their treatment

needs differ) and include depression, suicide and abuse of drug;

aleohG1 and other substances. Often, multiple problems appear in an

Individual child.

The child's environment plays a crucial role in mental health

problems and can either exacerbate particular problems or help in

their resolution. The environment may even be the precipitating cause

for a mental disorder. Poverty, minority status, parental

psychopathology,xmaltreatment, and the effects of divorce, arc but a

few of the environmental factors which eon lead to or aggravate mental

health problems In children.
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The complex childenvironment relationship has a number of

implications. It suggests the need for multiple forms of treatment

and interventions that address both the child and the child's

context. It argues against an emphasis on diagnosisbased systems

which establish treatment planning on the symptomatology of the

child. It argues for a multilayered coordinated system of Cafe with

an emphasis on prevention of mental health problems.

Treatment

Treatment should be as diverse and complex as children's mental

health problems, yet it is not, at least as the system is available to

a typical child. Mental health treatment runs the gamut from

schoobased interventions desisned by mental health specialists, but

implemented by teachers, to hospital treatment supervised by

psychiatrists and other mental health Professionals. Probably the

most common mental health treatment is psychotherapy, provided on an

outpatient basis by psychiatrists, psychologists, or social workers.

Such treatment takes on a number of forms. including group therapy and

family therapy, and is sometimes combined with other treatments, such

as the use of drugs.

Probably more important for policy purposes than the type of

treatment is the setting in which it takes place. Individual

treatment can take place virtually anywhere, from a mental health

practitioner's private office to a hospital ward. Because dealing

with a child's environment Is a crucial part of treatment. the choice

of setting is essential. Whether the child is provided assistance on

an outpatient basis or as a hospital inpatient is central, both in

teems of outcomes for the child and for the cost of treatment.
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Often overlooked in discussions of children's mental health

policy is that the treatment system is far more variegated than

outpatient vs. inpatient treatment. In fact, there are a vast number

of treatment setting models for children, including day hospital

treatment, group homes, therapeutic respite care, and various ways of

delivering outpatient treatment -- through schools, health centers,

juvenile justice centers, and mental health settings. Ideally, the

choice of setting should be based on an assessment of his/her family,

school and medical situation.

Reimbursement

Unfortunately, selecting a treatment setting is typically based

not on the needs of the child, but on the insurance available to the

child or the availability of public programs. Currently,

disproportionate treatment resources (both public and private) are

directed at the extremes individual Outpatient treatment at one end

of the continuum and inpatient hospital treatment at the other end.

There are, to be sure, important differences across states,

differences between rural and urban areas, and most importantly,

socioeconomic differences, but the basic distortion in where resources

are placed affects virtually all children.

Consider, for example, a child whose behavior becomes

increasingly aggressive and bizarre at school, partly as a result of

abuse at home from his or her overwhelmed young, working single

mother. The child, having experienced ongoing difficulties from

birth, is learning disabled as well. The child may not be able to

remain at home and requires mental health services in addition to



child protection services. Ideal immediate treatment might include

brief placement of the child with a professional parent and intensive

crisis intervention involving mother, child and teachers. Longer-term

intervention might include intensive day treatment services providing

a therapeutic environment to the child along with a parents' support

group for the mother.

Yet, this range of services is often not available to the child

and mother they do not exist or there are not funds (e.g., private

insurance, Medicare) to pay for them. Because the only service that

is reimbursable may be hospitalization, there may be no other option

available. This is unfortunate, because it is more intensive

treatment than the child n*.eds and is inefficient in such a case.

Once a child is hospitalized, such functions as parent support and

work with teachers become difficult both because of the isolation of

the hospital from the community and because of the difficulty of

paying for such services in a system based on reimbursement of direct

treatment methods.

Changes to the health care reimbursement system, to prevent

overuse of hospitalization, are only compounding the problem. Thus,

for example, implementation of the Prospective payment system based on

DRGs (Diagnosis-Related Groups) fails to take account of the child's

overall situation. The payment attendant to the diagnosis based on

an unreliable estimate of length of stay in the hospital and,

probably, more benign cases -- would not support sufficient

therapeutic work with the mother and the school. The child eventually

may be 'dumped out of the hospital. This often occurs without

,,.....,y._.-
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adequate follow-up care, perhaps because there were not adequate funds

to allow for planning for subsequent treatment in the community. The

abuse, learning disabilities, and child's emotional reactions would

continue undertreated, setting the stage for another crisis leading to

another hospitalization. Many professionals recognize this sort of

scenario, and try to address the inevitable problems of these children

within the constraints of the treatment system. But a system geared

toward providing narrowly-focused treatment when problems have become

severe is probably unfixable.

There are, however, several encouraging developments providing

alternative systems of children's mental health treatment. Thus, for

example, the State of North Carolina is collaborating with the

Department of Defense to build a network of child mental health

services at the large Army installation at Ft. Bragg, in Fayetville,

NC. The insurance program for military dependents, CHAMPUS, currently

spends over 52.5 million per annum on children's mental health

treatment at Ft. Bragg. It is estimated that this pays for 125

children to receive inpatient services and another 50 children

outpatient services. Dr. Lenore Behar, Director of Child Mental

Health Services for the State of North Carolina, projects that 800

children can be served for the same amount of money spent on less than

200 children. This improvement in services will be achieved by

insuring that more appropriate treatment in less restrictive settings,

is provided. The demonstraticri project at Ft. Bragg, will be

carefully evaluated, both to dccument its cost-benefit and to assess

the quality of care.
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Undoubtedly, part of the problem is the inadequ le of resources

available to aid children with mental health problems. As a nation.

we spend too little on the needs of children and, even relative to the

funds spent on other health and mental health populations, children

are short-changed. This applies to research, as well as to monies for

treatment. Although conducting a formal cost-benefit analysis is

admittedly difficult, the benefits of helping children are obvious.

The troubled children whom we neglect today are, unfortunately, going

to be the troubled and costly to society adults of tomorrow.

Even without expanding resources available to treat children

with mental health problems, we can do far better utilizing available

funds. The governing principle has to be making available the most

appropriate treatment for a child at as early a stage as possible.

This will require developing mechanisms to fund mental health

treatment that are not primarily based on labeling a child's

psychopathology. We also need to develop means to make a broader

range of mental health settings and services available to children and

we have to develop the means to coordinate services so that

appropriate treatment in the least restrictive setting can be

guaranteed.

Conclusion

As a policy matter, what is probably most important is to

establish the principle that children, both at risk of mental disorder

and those with mental health problems, have a right to treatment.

Children do not have the ability to care for themselves -- they would

not Le children if they could and we have an especially important



40

responsibility toward children with mental health problems.

Establishing a child's right to mental health treatment, parallel to

the provisions a P.L. 94.142 that guarantee a child's right to an

education, is perhaps the most important step that Congress could

take, even if it did not result in a specific appropriation. Such d

provision would, however, encourage states and local agencies to work

in concert with government to develop more effective policies.

There are also a host of specific policy changes which should be

considered. These include

Expand the set-aside provision of the ADM Block Grant to
ensure that children's services have adequate funding.

Institutionalize NIMH's efforts to aid states in planning
for children's mental health services and requirement that
state plans incorporate a continuum of care.

Expand prevention efforts through both planning grants
and, perhaps, set-asides to require prevention efforts.

Insure that funds are available for research on
children's mental health problems and that epidemiological and
biometric studies be conducted and reported.

Review the provisions of federal health programs (e.g.,
Medicaid), to insure coverage for children's mental health
disorders provides appropriate treatment. Incentives should
also be developed for private insurers to include adequate and
appropriate children's mental health services.

Increase, to at least the levels of 1981, the amount of
federal support for children's mental health programs.

Develop a demonstration program of alternative treatment
systems for participants in Medicaid, CHAMPUS and other
govenrment health programs.

Develop a program to coordinate children's mental health
across Federal agencies including the ADAMHA components,
NIH, other HHS units, the Department of Education, and the
Department of Justice.
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No single policy change is likely to resolve the problems of our

current mental health system for children. The difficulties faced by

the troubled children served by this syste:i are extraordinarily

complex. The perceived intractability of the problems should not,

however, cause us to shrink from responsibility. There is an urgent

need to close the gap between what we know about aiding children and

what we are doing. The sooner we begin, the more quickly we will

reach our goal of better serving those children most in need.
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Chairman MILLER. Dr. Knitzer.

STATEMENT OF JANE KNITZER, DIRECTOR, DIVISION OF RE-
SEARCH, DEVELOPMENT AND POLICY, AND SENIOR POLICY
SCIENTIST, BANK STREET COLLEGE OF EDUCATION, NEW
YORK, NY

Ms. KrtrrzER. Thank you.
My name is Jane Knitzer and I am very delighted to be here and

that you are holding these hearings. I am tempted just to say
"amen" to everything that everyone else has said. As you can see
from my written testimony, it covers much of the same ground.

Let me just tell you that in 1982 when I. was at the Children's
Defense Fund, we did a study called "Unclaimed Children". They
were called unclaimed because of the failure of public systems. You
heard about them this morning. I don't need to say more about
that. The OTA report found much the same kinds of patterns of
nonservice that we did.

To set a context, though, what I would like to do is talk about
some of the changes that have occurred, some of the positive kinds
of changes that have occurred since 1982, since we did Unclaimed
Children. So let me just very briefly highlight our findings. First,
two-thirds of the seriously disturbed children and adolescents do
not get services, or get inappropriate ones.

The second major finding was that policy attention to the needs
of emotionally disturbed children and adolescents was virtually
nonexistent. Shockingly, in 1981 when we did this survey, only 21
States even had one live full-time person working on child and ado-
lescent mental health. You all know how large mental health bu-
reaucracies are; one person.

We also, when we did Unclaimed Children, looked for interagen-
cy efforts because, as you know from many of the hearings that
you have held on other subjects, troubled children are not just the
responsibility of the mental health system but are found in all sys-
tems that serve children in child welfare, in juvenile justice, in spe-
cial education. We therefore tried to find out what States were
doing in an interagency way; and we found out, virtually nothing.
This was particularly shocking since we know that many of these
children are really exchangeable children. Whether they end up in
juvenile justice or child welfare or mental health is as much a
matter of chance as it is any differences in assistance or in the
kids, and that is really very important.

The third major finding was about our only positive one. There
were indeed some programs that worked. These tended to be com-
munity-based, nonresidential programs, many of them serving chil-
dren who were on waiting lists for residential services. The pro-
grams tended 1-,o he, as Dr. Saxe just said, complex, not just ther-
apy, which is not enough for the kids that we are talking about,
but therapy with the provision of case management, case advocacy
kinds of services to link the children, to package the kind of serv-
ices that they needed. The problem was that most of these pro-
grams were precariously funded and did not have the stability of
funding streams that residential services had and continue to have.
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The fourth major finding from our study was that advocacy on
behalf of these children is woefully lacking and that both the
mental health advocates and the general children/generic chil-
dren's advocates were not paying too much attention to this group
of children.

Today, many of these findings, as you have heard, still hold; but
some things have changed for the better, and this is largely be-
cause of a very small Federal initiative called CASSP, the Child
and Adolescent Service System Program. Very small is exactly
what I mean. It was initially funded at $1.5 million. Much to every-
one's surprise, 44 States applied for that money, which suggested
that States were finally beginning to recognize they had some re-
sponsibility to meet the needs of troubled children.

CASSP is important because it, first of all, is serving as a cata-
lyst to the states to provide some leadership on children's mental
health; secondly, because it requires the states to develop some
real interagency efforts; and, third, it calls on states to develop
what we have come to think about as systems of care, to provide
the range of services that we know we need to have in different
communities if children are to be effectively served, and particular-
ly to provide some of the nonresidential services that we are begin-
ning to see really can make a difference: respite care, intensive
crisis, in-home family services; what we call in-child welfare family
preservation services, and day treatment programs. All of these are
absolutely essential, and we have some evidence that they really
can make a difference for very troubled children.

The systems of care, of course, should also include some residen-
tial components, including specialized foster care, therapeutic
foster care, and case management services, which we are becoming
increasingly convinced is a very significant way to glue services to-
gether for these children who interact with so many different sys-
tems and whose family needs are so great for support.

CASSP now is in 28 States. At least 10 of them at the time of
Unclaimed Children had absolutely no mental health presence.
That, right away, is progress. In addition, I think CASSP has led to
a number of important beginning changes, sort of setting the con-
text for some real changes for these children.

First of all, I think it has increased the visibility of children's
mental health issues in general. Second, it has set a framework for
change in many ways comparable to what permanency planning
has done for the child welfare system. There is a vision of where
states can go. CASSP has given them some direction.

In some states, there has actually been an increase in targeted
funds for children's mental health through the set-aside block
grant monies. And some states are also targeting some special
monies for children's mental health that they didn't before. There
has been, I think, a great increase in parent advocacy largely
through efforts of CASSP and some of the states to encourage par-
ents to come together and begin to work with professionals in a dif-
ferent way.

There are some beginning efforts to implement systems of care.
Probably North Carolina is the State with the most advanced
system of care, and, ironically, that really was the result of a law-
suit, not CASSP. But, nonetheless, it set a very significant model
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for the rest of the country and said that, in fact, we really could
keep children out of residential placement, keep these very trou-
bled, behaviorally disordered children out of residential placement.

I think the other trend that we are beginning to see is some seri-
ous interagency efforts that go beyond the usual, "We need more
interagency cooperation and collaboration," and I think we can see
it in three ways. One is around programs, particularly family pres-
ervation intensive crisis programs, where, particularly, child welfare
and mental health are coming together. Secondly, we can see it
around case management efforts, where a case manager really
pulls together the package of services and is there for the child, is
one person that the child can connect with and the family can con-
nect with, which is incredibly important in such a fragmented
system. So we are beginning to see those kinds of interagency ef-
forts.

Third, we are beginning to see interagency efforts around plan-
ning and the development of new services, and CASSP is one
model. I know you are going to hear from Randy Feltman later
on about a model in Ventura County. Florida has also set up a very
interesting model that really tackles the educational issue that has
been raised by both the parents this morning. Specifically, Florida,
as a result of legislation, provides funds to different regions to
bring together education, mental health, and residential serv-
ices to provide a focus for case planning, case management,
generating new services, et cetera. That really, I think, has led to
some changes in Florida. Bob Friedman may have some comments
on that.

These are all very positive developments, but they only skim the
surface, and basically they are really very fragile. CASSP. has a
very, very small amount of money, and the fiscal disincentives to-
wards providing the system of care that we need that Len Saxe
talked about are absolutely critical. We desperately need continued
Federal leadership if the momentum that has just been started is
to continue. Without Federal leadership, I don't think it will con-
tinue.

The first challenge is to ensure that funding and mandates to
continue these reform efforts are in place. With, I think, strong
leadership from the Federal Government, that can happen, and I
would just reinforce what other people have said. Unlike child wel-
fare services or educational services, which really specify a broad
mandate, there is now no mandate to provide a range of services to
troubled children. In fact, the State legislation around the mental
healtn of children generally concerns the conditions under which a
child can be hospitalized only. No statutes call upon the States to
provide a range of appropriate services. We need to develop models
for such mandates.

Even more immediately, we need to strengthen and expand
CASSP. Continued strong Federal support for nonresidential serv-
ices, for the development of a balanced system of care, and for pa-
rental support groups and advocacy is absolutely essential.

The second area where Federal initiatives could make a differ-
ence is around the role of a school in meeting the mental health
needs of both children and adolescents, and, as you have heard,
these chi) wren have clearly received less attention than other chil-

49



45

dren identified and serv,.:d through Public Law 94-142. It is begin-
ning to be clear that there is some activity in the states at this
level, and actually I am presently engaged in a study where we are
taking a hard look at what the relationship is between the schools
and children's mental health, and we are going to need some lead-
ership and help from the Federal Government in moving this
aspect forward.

The third challenge, I think, is to focus some programmatic and
policy initiatives on behalf of troubled and at-risk younger chil-
dren. The reality is that most of the current initiatives focus on
adolescents. Most of the resources have been targeted to adoles-
cents. We need to use some of the knowledge that Congressman
Miller mentioned in terms of infants. We know a lot about
working with dysfunctional families, with infants and toddlers,
with children who fail to thrive, et cetera. We know a lot about
working with preschool children, because we did a lot of that in the
1970's. Most of those programs have been defunded, however.

We need to provide some leadership, I think, so that States will
again focus on these younger children, and, informally, I have to
sayand maybe others can confirm thisI am hearing that there
are more younger, seriously troubled children, and I don't think we
have made any response to that. Public Law 99-457 is clearly a
step in the right direction, but I think it is going to take more to
create a sharper mental health focus.

The fourth way in which the Federal Government can play a sig-
nificant role is by tincouraging and supporting experimentation with
funding issues, with fiscal issues. I know you all know about this; J
am not going to say anything more. Medicaid, for example, is often
not helpful. Money is most easily available for the most restrictive
placement, rather than for less restrictive altern..tives.

Fifth, I think we need increased incentives for demonstrations of
interagency approaches to children's mental health. I think the
time is right for these. Child welfare and menta' health people are
beginning to understand that they have something in common. We
need to provide some demonstrations around joint assessments.
The problem of ..,Inotimally disturbed children being evaluated and
evaluated and evaiGaced is a very serious one. It is also a serious
waste of money. We need joint programs, joint monitoring, and es-
pecially joint training with people from child welfare, mental
health, juvenile jtv;tice, et cetera.

Finally, we need R.-'eral help in assessing the impact of some of
these new initiatives: Are v:e rPmlly making a difference? I think it
is very important that we do r .e of the kind of hard evaluation of
these new services and the new inftiatives and see whether, in fact,
we are really maki...).g inroads i- the way services are delivered to
troubled children awl adolescents.

Thank you very much.
[Prepared statement of Jane Kritzer follows:]
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PREPARED STATEMENT OF JANE KNITZER, ED.D., DIRECTOR OF THE DIVISION OF RE-
SEARCH, DEVELOPMENT AND POLICY AND SENIOR POLICY SCIENTIST, BANK STREET
COLLEGE, NEW YORK, NY

My name is Jane Knitter. I am currently the director of the Division of

Research, Demonstration and Policy at Bank Street College. Prior to that I vas

a member of the staff of the Children's Defense Fund where I carried out a

national study about children's mental health. That study, Unclaimed Children

vas released in 1982. What I'd like to do this morning is summarize, very

briefly what we found, what progress has been made since then, and what remains

to be done on behalf of troubled children and their families.

The CDF Study

First let me highlight four major findings from the CDF study. The first

vas that children who need services often don't get them. We estimated,

conservatively that there are at least three million seriously emotionally

disturbed children in this country. Of these, only one million receive

services. Moreover, even for those children who do get something, the services

are often inadequate. Repeatedly, for example, data that we reviewed shoved

that between 40 - 80T of the children who were in psychiatric hospitals were

there by default, because no less restrictive programs, such as day treatment,

or intensive in-home crisis intervention services vest available. Parents

reported painful, frustrating efforts to get the schools and mental health

agencies to provide appropriate services to their children. And, in far too

many instances, parents of emotionally disturbed children who need residential
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car, report that they can only get it by giving up custody of their children--in

some cases the only way to do this is to charge parents with neglect.

The second major finding vas that policy attention to the needs of

emotionally disturbed children and adolescents vas virtually non-existent. A

state by state survey highlighted the incredible reality that in 1981. only 21

state departments of mental health had even one full time staff person assigned

to child and adolescent mental health. Virtually all the attention vas focused

on the needs of chronically mentally ill adults. Only 15 states had any

separate service standards for children and adolescents, and almost none could

provide information on how such the state spent on child and adolescent mental

services other than inpatient care. Interagency efforts on behalf of troubled

children were hard to find. This was particularly surprising since both state

data and clinics? experience point to the reality that troubled children are

found in all child serving systamsu6ild welfare. juvenile justice and special

education- -not just mental health.

The third major finding vas that from a programmatic and clinicsl

perspective there were (and are) some program approaches that seen to be

responsive to troubled children anc; their families. These programs not only

provide therapy, but also help the children and families with concrete

needs--for housing for example, or for changes in IEP's. Informal evidence

suggest these programs were (are) successful with children otherwise headed for

residential placement. But they were few and far between, and usually fiscally

precarious.

r 0
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The fourth nalor finding from the CDF study was thtt unlike many other

rows of children with bandies in conditions, enotionall disturbed children

were lar.el unclaimed not onl b the states and the federal overnment but b

advocates as veil - -in part because of the difficulty of understanding what

children's mental health is all about--in part because parents of emotionally

disturbed children and adolescents had not organized their own support and

advocacy groups.

Current Realities

Today, many of these findings still hold. The recent report of the Office

of Technology A ment, for example, estimated that 801 of the 7.5 million

seriously and moderately disturbed children and adolescents do not get services.

But some things have changed for the better. This is largely because of a

very small federal initiative entitled the Child and Adolescent Service System

Program. CAM was funded initially at $ 1.5 million in 1993. Nov it is funded

at $ 5.9 million. (During the 1970's, the federal government through the

community mental health centers act provided about $ 20 million for children's

mental health services.) CASSP provides money to the state ,to-create or

strengthen a policy presence vithin departments of mental health. But it also

requires evidence of meaningful interagency efforts around mentally ill

children, and evidence that the state is moving toward developing "systems of

care for troubled children." It calls on states and communities, in other

vords, to support a) a range of non-residential services (such as respite care

for parents, intensive in-home crisis interventi-As, often known in child

welfare circles as family preservation services, and day treatment); b) a range

of residential treatment services, including therapeutic foster care, and
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c) case management services to glue together the many servicec often involved in

a troubled child's life.

The CASSP initiative, although clearly funded at a minimal level, has had

an important impact. CASSP grants have been given to 28 states. at least 10 of

which vere making no effort on children's mental health in 1982. Most

importantly, CASSP, along with the CASSP technical assistance center. two

national research and training centers also supported by federal funds and the

new visibility to children's mental health have provided some badly needed

direction to the states about what to do for troubled children. This, in turn

has resulted in a number of changes.

First. there is now widespread recognition that children's mental health

issues are part of the larger children's agenda--as witness these hearings.

Second, a number of states are putting some new resources into children's rental

health, either with state funds, or by using some of the set aside mental health

block grant monies. The result is some new services are ch./eloping,

particularly non-residential ones. Third, parental advocacy is beginning to

grow, nurtured in part by CASSP and the research centers. Fourth, it a fey

places, states (for example. North Carolina) and some communities (for example,

Ventura County, California) are trying to implement systems of care. Fifth, new

approaches to real, rather than token interagency efforts are emerging within

the states. Some of these are focused on specific programs that work for

troubled children in all systems, such as family preservation services. others

are focused on efforts to improve existing linkages across systems. Florida's

legislatively mandated SED Network (Multi-Agency Service Network for Severly

Emotionally Disturbed Students) for instance, has resulted in a joint effort



50

between education, mental health and residential services in 15 regions of the

state. Sixth, in a scattered way, we are beginning to have data shoving that

providing community-based services, along with serail; case management efforts

can really make both a cost difference and a difference in the lives of

children. (Florida data on this point are particularly compelling.)

Future Challenges

All these are very exciting and positive developments, but they are also

fragile, and barely even skin the surface of the need. The positive

developments in children's mental health services, for example, are threatened

by the great increase in for-profit psychiatric hospital beds for

adolescents--unconnected to any efforts to prevent hospitalization. Moreover,

CASSP does not provide money for services, and the reimbursement patterns for

mental health services both through insurance companies, and state funds still

reward removing children from their hones. These, and other barriers, mean that

sustaining the momentum for change will be difficult. Continued and

strengthened federal leadership is therefore especially urgent. In particular

there are six areas in which we face critical challenges.

The first challenge is to ensure that funding and mandates to continue

recent reform efforts are in place both within the states and especially at the

federal level. Unlike either child welfare services, or educational services

which specify a broad range of obligations, the public mandate to provide

services to troubled children largely concerns only the conditions under which

children may be hospitalized. No statutes call upon the states to provide a

range of appropriate services.

55
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We need to develop models for such mandates. Even more immediately,

however, it is crucial to strengthen and expand CASSP. Continued strong federal

support for non-residential services, for the development of balanced systems of

care, and for parental support groups and advocacy is essential. Without such

federal support, it is unlikely that the current momentum will contir

The second are.. where federal initiatives could make a difference concerns

the role of the schools in meeting the mental health needs of both children and

adolescents already identified as troubled under P.L. 94-142 and those at risk

of developing behavioral and emotional disorders. Emotionally handicapped

children have clearly received less attention than other children identified

under the mandate of P.L. 94-142. Often for them, these is nothing more than a

token economy classroom. Yet it is clear, from research that I am now involved

in that there are ways to serve them better; ways that link the school with

other agencies, and that focus attention on what the children learn as well as

how they behave.

The third challenge is to encourage, either through an expanded CASSP

program or in other ways, the development of programmatic and policy initiatives

on behalf of troubled and at risk younger children. At present, much of the

effort around children's mental health has focused on adolescents, and to a

lesser extent, elementary school-aged children. State mental health agencies

need incentives to focus more energies on the needs of seriously troubled

infants and preschoolers, and on young children at risk of developing behavioral

and emotional disorders. Given the continued increase in children battered by

poverty, abused or neglected by those who care for them, parented by teens who

are often ill-equipped for parental roles, and growing up homeless a greater
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concern with prevention and early Intervention seems imperative, especially

since we have sone strong models.
(In this respect, P.L. 99-457 is clearly a

step in the right direction, but probably not enough.)

The fourth way in which the federal government can play a significant role

is in encouraging and supporting
experimentation with alternative forms of

reimbursement to fund systems of care. Some states are already undertaking

small efforts, but serious inroads can only be made if the federal government is

involved.

Fifth, we need increased incentives for and demonstrations of interagency

approaches to children's menta: health to encourage such efforts as joint

assessments, joint programs, joint monitoring, and especially joint training

-jith children, welfare, special education,
and juvenile justice providers and

agencies at the state level, and multi-agency
planning and case management at

the local level.

Finally, we need federal help in assessing the impact of some of these new

initiatives in children's mental health--are they making a real difference in

the lives of real children and families?
Here too, federal support and

leadership in funding programmatic and
longitudinal evaluations can provide

crucial cost and impact data as well as a needed perspective on the emerging

initiatives on behalf of troubled children,
adolescents and their families.
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Chairman MILLER. Thank you.
Dr. Friedman.

STATEMENT OF ROBERT FRIEDMAN, DIRECTOR, RESEARCH AND
TRAINING CENTER FOR IMPROVED SERVICES FOR SERIOUSLY
EMOTIONALLY DISTURBED CHILDREN, FLORIDA MENTAL
HEALTH INSTITUTE, UNIVERSITY OF SOUTH FLORIDA, TAMPA,
FL

Mr. FRIEDMAN. Mr. Chairman, members of the committee, I'm
very happy to be here today to participate in this very important
set of hearings that I hope will continue the increased Federal
focus on the needs of emotionally disturbed children.

I was asked first to discuss the issue of the prevalence of emotional
disturbance in children. Unfortunately, this is not an easy task.
The complexity in defining and measuring emotional disturbance
in children and the cost of conducting epidemiologic research have
held back progress in this area.

However, at our research and training center we recently con-
ducted a review of studies done in several countries during the
1980's. In five of the seven studies reviewed, the overall point prev-
alence of emotional disturbance ranged between 14 percent -And 19
percent. This means that at any point in time 14 to 19 percent of
young people in the population surveyed may be experiencing a
moderate or severe emotional disturbance. Such disturbance may
be transient or long-standing.

This does not indicate that the public sector needs to plan to pro-
vide services for such a large percentage of children. In some cases,
particularly with less serious problems, there will be improvement
without treatment. In other cases, treatment will be provided in
the private mental health sector or in the nonspecialty mental
health sector.

For purposes of planning with public funds, it is more useful to
note specifically the prevalence of serious emotional problems.
These are the problems that tend to have a major impact on the
clay-to-day functioning of the individuals involved or are pervasive in
that they affect performance in several settings and are likely to
persist or worsen over time without assistance.

Data for determining the prevalence of serious emotional prob-
lems, unfortunately, is even less adequate than that for determin-
ing overall prevalence, partly because of the absence of adequate
longitudinal research. Using pervasiveness of disturbance as an in-
dicator of severity, the proportion of disturbed children in need of
services is reduced, and our estimates are between 5 percent rind 8
percent.

With regard to persistence of emotional problems, there is gener-
al consensus in the field that problems such as aggressiveness, im-
pulsiveness, and noncompliance are more likely to endure than
problems of anxieties and fears. About all we can conclude at this
time because of the few studies that have addressed this issue is
that the percentage of children with problems that are the most se-
riously handicapping, pervasive, and persistent, is something less
than 5 percent.
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Several efforts to plan children's mental health services in the
public sector have based their plan on the assumption that 1 per-
cent to 2 percent of children may require services at any point in
time from the public sector, and such estimates seem reasonable
based on the available data on prevalence and on patterns of serv-
ice utilization.

While this percentage of children for whom the public sector
should plan services is considerably lower than the overall preva-
lence, indications are still that our public systems are falling con-
siderably short of effectively reaching even these children who are
most in need.

The emotional difficulties that children experience vary consider-
ably in type as well as in severity. These problems can and do
range from serious depression to moderate anxieties and fears and
from highly aggressive behavior to noncompliant behavior of a
more passive nature. The consequence of these problems may in-
clude suicide, serious harm to others, and inability for some young-
sters to live within their families. Some of these problems may be a
reaction to temporary environmental stresses, such as loss of a
loved one, and others, and particularly the most serious problems,
are part of a long-term pattern of difficulty in functioning effective-
ly.

Much as the behavior of the youngsters varies, so too do their so-
cioeconomic, ethnic, and racial backgrounds. Families historically,
as we have heard today, have been inappropriately blamed for the
problems of their children, and the reality is; that many disturbed
youngsters come from very caring and very competent families.

Our rzysearch and training center at the Florida Mental Health
Instituk, with funding support from the Nationvl Institute of Dis-
ability and Rehabilitation Research and the National Institute of
Mental Health, is currently conducting a four-year longitudinal
study of over 800 seriously emotionally disturbed children served in
the public sector in six States.

Children in this study were interviewed using a structured psy-
chiatric interview that permits multiple diagnoses. The most
common diagnosis was conduct disorder, with over 60 percent of
the children receiving this diagnosis. A conduct disorder diagnosis
indicates the presence of aggressive behavior, poor impulse control,
and difficulties in interpersonal relationships. The long-term out-
come for youngsters with this diagnosis is not favorable, and the

youngsters with the most serious problems, we see these problems

&use and neglect, separation and divorce, children living in pover-

potential cost to society is enormous.

show aggressive behavior; 53 percent of them also receive the diag-
nosis of anxiety or depression, and this reflects the fact that with

reflected both in their overt behavior and in their internal emo-
tional functioning. These youngsters often also suffer intellectual
and cognitive problems, social skill deficiencies, and family conflict.

increased over the last few decades. It does appear, however, that
the burden to the public sector has grown. Families in the 1980's
experience increased strain, as evidenced by high rates of child

preva-
lence and/or severity of emotional problems of children has really

These youngsters with behavioral disturbances do more than just

It is not possible to determine at this time whether the preys-
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ty and single-parent households. These strains have made it more
difficult for families to deal with children with serious problems.

Similarly, the problems of the children have added to the strain
already present in many families functioning at a marginal level.
As a consequence, the public system has clearly acquired an in-
creased responsibility not only for treatment but also for family
support, and particularly when that family support is lacLing for
out-of-home placements. -

In recent years, there has been a growing consensus about the
types of services needed for emotionally disturbed children and
particularly those with multiple and serious problems. Essentially,
there has been increased recognition that overall the need is not
for one or two particular magical services but, rather, for an over-
all system of care that provides a range of services, flexibility to
tailor services to meet individual needs, that is community based
and family focused, is balanced between the more and less restric-
tive services, and is interagency in focus.

As Dr. Saxe pointed out, while there is considerable knowledge
about how to serve these youngsters, unfortunately, there is a large
gap in application of this knowledge. Particularly troubling
is that the field of children's mental health services continues to be
characterized by an over-reliance on out-of-home placements, often
in expensive residential settings that not infrequently cost
over $100,000 per year, and often in settings far removed from the
yLungster's home. In one State I visited recently, there were more
than 400 youngsters placed out of the state in residential place-
ment settings.

This problem of placement of children at a distance from home
was addressed in Florida through a successful Bring Our Children
Home Campaign which is now being carried forth nationally by the
National Mental Health Association.

Unfortunately, within most States appropriate family-focused
and intensive alternatives to residential treatment programs have
not been developed despite their cost-effectiveness, and the largest
portion, often two-thirds to four-fifths, of mental health funding for
children goes towards residential services.

While these services are an important part of a system of care
and are absolutely needed for some youngsters, an imbalance in a
system of services and an over-reliance on residential placement re-
sults in children and families being separated at great human and
economic cost, oftentimes when it is not necessary.

It should be pointed out that there is a trend in the public sector
toward increased development of the intensive and relatively non-
restrictive services, such as day treatment, intensive home-based
and family preservation services, case management, and therapeu-
tic foster care. However, at the same time, there is a concurrent
trend towards increased private psychiatric hospital beds for
youngsters within the private for-profit sector.

This trend in the private for-profit sector can be positive if effec-
tive public-private partnerships can be developed. However, this
has been rare. It is a very risky trend because it may result, and
has already begun to result, in the overuse of expensive services for
which a need is artificially generated by aggressive marketing
strategies, by fiscal incentives towards hospitalization, by persist
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ent lobbying of state legislators by large corporations to get poli-
cies favorable to hospitals, and then by the dumping of children on
the public system by ;-,11e private system aftt the insurance bene-
fits have been used.

There are several encouraging developments in recent years on
behalf of services for emotionally disturbed children that I would
like to emphasize. On the Federal level, as has already been men-
tioned, a very positive effort has been the Child and Adolescent
Service System Program, or CASSP, operated by NIMH. This pro-
gram has contributed to an increased emphasis on children's
mental health services within states, stronger planning, and inter-
agency collaborative efforts.

As a part of this effort, an improved technical assistance capacity
was developed partly through the Georgetown University Child De-
velopment Center. In 1984, for the first time, two research and
training centers were established to focus specifically on seriously
emotionally disturbed children. These are funded jointly by NIDRR
of the Department of Education and NIMH and are located at the
Florida Mental Health Institute, where we are fortunate to sponsor
one, and Portland State University. These centers conduct critical
research in the field, provide consultation and training, and make
a variety of materials available. The joint funding of the centers is
one example of the type of interagency effort at a Federal level
that is needed.

Within States, interest in services for emotionally disturbed chil-
dren and particularly in building systems of care is probably at a
peak, though our estimate is that probably only about 15 percent of
state funding for mental health goes for children.

There has also been increased recognition of the important roles
of families as advocates and as allies in planning and implement-
ing services and of the general importance of advocacy on behalf of
children. There has probably been less growth in system-focused re-
sear-h activities than in the service area.

Within education, there has been a gradual increase in the
number of children identified and served as seriously emotionally
disturbed under the Tiducation For All Handicapped Children Act.
However, still less than 1 percent of schoolchildren are identified,
and efforts to evaluate the impact of school-based services for this
group so that we can really know whether we are helping these
youngsters are seriously lacking.

In summary, emotional disturbance is a serious problem in terms
of its prevalence, in terms of the human impact it has on the chil-
dren and families affected, and in terms of its cost to society. While
the problems of children and families are varied, there is general
agreement about the need for balanced, community-based, family-
focused systems of care with strong alternatives to residential
treatment and with fiscal structures to support these.

While there has been encouraging growth and interest in the
field and new and more effective models of service have been devel-
oped, many youngsters are still inappropriately and ineffectively
served, if served at all.

The following recommendations are offered: At a Federal level,
there needs to be continued support of the CASSP effort, the re-
search and training centers, and interagency activities on behalf of



57

emoticaally disturbed children. There needs to be an increased em-
phasis on system-oriented research targeted specifically for this
group, and plans should be developed to conduct more longitudinal
and epidemiologic research. Unless there are increased efforts
within the National Institute of Mental Health and other agencies
to focus specifically on children, then the attention continues to be
largely on adults within the mental health field.

Efforts to strengthen the impact of the Education For All Handi-
capped Children Act for tLis population and to systematically
assess its impact should be continued. At all levels of government,
there needs to be a continued emphasis on building community-
based systems of care with a particular focus on alternatives to res-
idential treatment. Such alternatives are economical, promote
family preservation, and are in the best interests of many children
who end up being separated from their parents. There needs also to
be an increased effort on the entire prevention and early interven-
tion area both for younger children and older children.

All levels of government and both the public and private sector
need to reexamine the fiscal structure for services. This is critical
given the limited financial resources available and the increasing
need to provide cost-effective services. Reimbursement mechanisms
and alternative financing strategies should be studied with the goal
of providing flexible funding that will meet the child's need for
services rather than restrict the range of options available. Medic-
aid policies need to be closely examined to ensure that thay don't
contribute to excessive use of hospitals instead of alternatives.

In my State of Florida at the present time, there is an effort by
the private psychiatric hospital sector to include inpatient hospital-
izations for children under the State's Medicaid plan. In esser.:e,
this would really be a subsidy for the private psychiatric hospitals
at great cost to the State.

Finally, there needs to be a reexamination of professional train-
ing issues in mental healththis was illustrated by the example
that Glenda Fine gave of her experiences with the mental health
systemand in related fields to ensure that students acquire skill
in and an understanding of newer approaches to working as part of
multi-agency teams on behalf of multi-problem clients in the public
sector.

Thank you.
[Prepared statement of Robert M. Friedman, Ph.D., follows:]
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PREPARED STATEMENT OF ROBERT M. FRIEDMAN, PH.D., DIRECTOR, RESEARCH AND
TRAINING CENTER FOR IMPROVED SERVICES FOR SERIOUSLY EMOTIONALLY DISTURBED
CHILDREN, FLORIDA MENTAL HEALTH INSTITUTE, UNIVERSITY OF SOUTH FLORIDA,
TAMPA, FL

Scone of the oxg)22gri

The initial step in addressing a social problem is
determining its scope. To provide mental health services for
children and adolescents, the prevalence of emotional
disturbance must first be determined. Unfortunately, this is
not an easy task. The complexity in defining and measuring
emotional disturbance in children, and the cost of conducting
epidemiologic research have hindered progress in this area.

A recent review conducted at our Research and Training
Center, however, provides several prevalence estimates
(Brandenburg, Friedman, & Silver, 1987). This review
discusses findings from general population surveys conducted
in several countries during the 1980's. These studies used
similar techniques in sampling populations and defining
emotional disturbance.

In five of the seven studies reviewed, the overall point
prevalence of emotional disturbance ranged between 14% - 19%.
This means that at any point in time fourteen to nineteen
percent of young people in the populations surveyed may be
experiencing a moderate or severe emotional disturbance.
Such disturbance may be transient or longstanding.

The overall prevalence estimate offered here of 14% to 19% is
somewhat higher than the 11.8% median estimate presented in
the late 1970s for the President's Commission on Mental
Health (Gould, Wunsch-Hitzig, & Dohrenwend, 19E1). This
11.8% estimate was based primarily on studies using teacher
ratings conducted prior to 1980. The higher estimate offered
here may reflect changes over time, different measurement
strategies, changes in diagnostic systems, or different
samples.

This does not indicate that the public sector needs to plan
to provide services for such a large percente,:e of children.
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In some cases, particularly with less serious problems, there
will be improvement without treatment. In other cases
treatment will be provided in the private mental health
sector, or in the non-specialty mental health sector.

For purposes of planning with public funds, it is more useful
to know specifically the prevalence of serious emotional
problems. These are problems which tend to have a major
impact on the day to day functioning of the individuals
involved, are pervasive in that they affect performance ia
several sittings, and are likely to persist or worsen over
time without assistance.

Data for determining the prevalence of serious emotional
problems is even less adequate than that for determining
overall prevalence, partly because of the absence of adequate
longitudinal research. If the pervasiveness of disturbance
is used as an indicator of severity, the proportion of
disturbed children in need of services is reduced.
Brandenburg et al. (198'0 noted consistency among recent
studies in the proportion of children identified as disturbed
both at home and at school. Most estimates ranged between 5%
and 8%.

With regard to p.rsistence of emotional problems, there is
general consensus in the field that problems such as
aggressiveness, impulsivity, and non-compliance are more
likely to endure than problems of anxieties and fears (Quay &
Werry, 198'. About all that can be concluded at this time
from the few igitudinal studies addressing these issues is
that the poi .ntage of children with problems that are
seriously hamicapping, pervasive, and persistent is
something less than 5%.

Several efforts to plan children's mental health services in
the public sector have based their plan on the assumption
that 1% to 2% of children may require services at any point
in time (Behar, Holland, & MacBeth, 1987; & Friedman, 1987),
and such estimates seem reasonable based on the available
data on prevalence, and on patterns of service utilization.

While the percentage of children for whom the public sector
should plan services is considerably lower than the overall
prevalence, indications are still that our public systems are
falling considerably short of effectively reaching the
children most in nee (Friedman, 1984; & Knitzer, 1982).

Types of Problems

Children experience emotional difficulties that vary
considerably in type as well as severity. These problems can
and do range from serious depression to moderate anxieties
and fears, and from highly aggressive behavior to
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non-compliant behavior of a more passive nature. The
consequences of these problems may include suicide, serious
harm to others, and an inability for some youngsters to live
within their families.

Some of these problems may be a reaction to temporary
environmental stressors, such as loss of a loved one, while
others (particularly the most serious problems) are part of a
long-term pattern of difficulty in functioning effectively.
As the recent Office of Technology Assessment Report
indicates (1986), "mental health problems are a source of
suffering for children, difficulties for their families, and
great loss for society."

Much as the actual behavior of youngsters varies, so too do
their socio-economic, ethnic, and racial backgrounds. While
families have historically been inappropriately blamed for
the problems of their children, many disturbed youngsters
come from very caring and competent families.

Our Research and Training Center at the Florida Mental Health
Institute, with funning support from the National Institute
of Disability and Rehabilitation Research (NIDRR) and the
National Institute of Mental Health (NIMH), is currently
conducting a four-year longitudinal study of over 800
seriously emotionally disturbed children in six states. This
study is focusing on children who are receiving at least some
publicly-funded services, and therefore the results may not
be representative of all youngsters with serious emotional
problems. As part of the study, information is being
gathered about the youngsters by directly interviewing them,
interviewing their parents, getting reports from their
teachers, and reviewing case records.

Children in our investigation were interviewel using a
structured psychiatric interview that permits multiple
diagnoses. Conduct disorder was the most common diagnosis in
the sample. Over 60% of the children and you h received this
diagnosis. A conduct disorder diagnosis indicates the
presence of aggressive behavior, poor impulse control and
difficulties in interpersonal relationships. The long term
outlook for youngsters with this diagnosis is not favorable.
Many of them will continue to engage in socially
inappropriate behavior as adults.

These youngsters with behavioral disturbances are more than
just "bad kids", however. Fifty-three percent of them also
received a diagnosis of anxiety or depression. They may
commit bad acts but they also suffer serious emotional
disturbance.

The multiplicity of difficulties these youngsters experience
extends beyond the fact that over 70% of them received
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multiple diagnoses. Thdy also suffer intellectual and
cognitive problems, social skill deficiencies, and family
conflict. As this study proceeds, it should provide
important information on the long-term ctcome of these
problems both for the children and families involved, and for
society.

It is not possible to determine at this time whether the
prevalence and/or severity of emotional problems of children
has increased over the last few decades. It does appear,
however, that the burden to the public sector has grown.
Families in the 1980s experience increased strain, as
evidenced by high rates of child abuse and neglect,
separation and divorce, children living in poverty and in
single parent households. These strains have made it more
difficult for families to deal with children with serious
problems. Similarly, the problems of the children have added
to the strain already present in many families functioning at
a marginal level. As a consequence, the public system has
acquired an increased responsibility not only for treatment
but also for family support and often for out-of-home
placements (particularly when family support is lacking).

Services for Emotionally Disturbed Children

In recent years, there has been a growing consensus about the
types of services needed for emotionally disturbed children,
and particularly those with mur..iple and serious problems
(Behar, 1985; Friedman, 1986; Knit_er, 1982; OTA, 1986;
Stroul & Friedman, 1986). Essentially, there is increased
recognition that the overall need is not for one or two
particular "magic" services, but rather for an overall system
of care that provides a range of services, flexibility to
tailor services to meet individual needs, is community-based
and family-focused, is balanced between the more and less
restrictive services, and is inter-agency in focus. While
the knowledge to serve all youngsters effectively is still
not present, there is an accumulation of information
suggesting that there are effective treatments for many
youngsters, and that the application of these treatments is
lagging (OTA, 1986; Stroul & Friedman, 1986).

In particular, the field of children's mental health services
has been characterized by an over-reliance on out-of-home
placements, often in expensive residential settings, and
often in settings far removed from a youngster's home. This
problem of pla-lement of children at a distance from home is
not uncommon and was addressed in Florida through a
successful "Bring our Children Home" campaign which is now
being carried forth nationally by the National Mental Health
Association.
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Unfortunately, within most states appropriato family-focused
and intonsivo alternatives to rosidontial troatment programs
havo not been dovolopod, and tho largest portion of mental
hoalth funding for childron goes toward residontial sorvices.
Rosidontial servicos aro an important part of a system of
care, and aro absolutoly flooded for some youngsters. In
particular, some oncouraging modals of thorapoutic fostor
caro havo boon growing (Updato, 1986). Howevor, an imbalance
in a systom of sorvicos and an ovor-rolianco on rosidontial
placements doos not serve childron or familiar; well, and is
inordinatoly oxponsivo for public systems.

It should be pointod out that thore is a trond in tho public
sector towards incroased development of intensive and
rolatively non-rostrictivo sorvicos, such as day treatmont,
intonsivo home-basod and family presorvation servicos, case
managomont, and thorapeutic foster caro. However, thore is a
concurront trond towards incroased psychiatric hospital bads
for youngsters within the private, for-profit sector (Miller,
1985; Schwartz, 1985). This trond in tho privato for-profit
soctor can bo positivo if offoctivo public--privato
partnorships can be developed. It is risky if it results in
ovor-uso of exponsivo sorvicos for which a noed is
artificially goneratod by aggrossivo markoting strategies and
fiscal incontivos towards hospitalization.

Although thore is goneral agreement about the need for
balancod, community-based systems of caro, thero are a numbor
of barriers impeding progross toward tho development of such
systems. Thoso include a lack of clarity about
responsibility for theso youngstors, inadoquato offorts by
agoncies to work togothor, profossional attitudos that
intorforo with tho development of nowor modals of sorvico:
fiscal incentivos and roimbixsement mochanisms that emphasizo
rosidontial troatmont, lack of adequato advocac- for improved
sorvicos, and absonco of knowledgo in tho gonoral mental
hoalth community about newer sorvices. These barriers must
bo addrossed, and aro discussed later in rocommendations.

Developments in the Field

Thore aro soveral oncouraging developments in rocont years on
behalf of improved servicos for emotionally disturbed
childron. On tho Federal loyal, a vary positivo offort has
been tho Child and Adolescent Service System Program (CASSP)
operated by HIMH. This program has contributed to an
increasod emphasis on childron's mental hoalth sorvices
within states, strongor planning and intor-agoncy
collaborative efforts, and enhanced training. As a part of
this effort, a much-needed improved technical assistance
capacity was devoloped through the Georgetown University
Child Development Canter. Tho CASSP program along with

67



63

related service system efforts is pert of a newly developing
Child and Adolescent Servi,:e System Branch at NIMH.

For the first time in 1984, two research and training centers
were established to focus on seriously emotionally disturbed
children. These are funded jointly by VIDRR and VIMH and are
located at the Florida Mental Health Institute and Portland
State University. Those centers conduct critical research in
the field, provide consultation and training, and make a
variety of materials available. For example, to help
disseminate information about new developments in the field
and to make it easily readable by busy policy makers, the
Florida Cantor publishes the only national newsletter that
focuses specifically on new efforts in the field. The joint
funding of the Centers is one example of the type of
inter-agency effort at a Federal level that is needed.

Within states, interest in services for emotionally disturbed
children and particularly in building systems of care is
probably at a peak. This is very exciting since states have
the major responsibility z.r planning, funding, and
ova:seeing children's mental health services. Thera is also
increased recognition of the important role of families both
as advocates and as allies in planning and implementing
services, and of the general importance of advocacy on behalf
of children.

Thor* has probably boon less growth in system-focused
research activities than in the service area. Despite the
fact that there is much knowledge that is not yet being used,
there are many important questions about the organization and
financing of systems of service that remain to bo studied.
There is a particular need for increased attention to system
financing and management structures, and their impact on
services, at both a Federal and state level.

Within education, there has been a gradual increase in the
number of children identified and served as "seriously
emotionally disturbed" under the Education for Al
Handicapped Children Act (OSERS, 1986). However, still loss
than It of schcol children are identified, and efforts to
evaluate the impact of school-based services for this group
are lacking.

Surnary and RPcornendations

In summary, emotional disturbance is a serious problem in
terms of its prevalence, the human impact it has on the
children and families affected, and its cost to society.
While the problems of children and families are varied, there
is general agreement about the need for balanced,
community,,based systems of care with strong alternatives to
residential treatment, and fiscal structures to support
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these. While there has been encouraging growth in interest
in the field, and new and more effective models of service
have been developed, many yo,ngsters are sti)1
inappropriately and ineffectively served, if served at all.
Those services that have been in operation for the longest
period of time, such as psychiatric hospitalization and
school-based services, tend to be among the least
well-evaluated for effectiveness.

The following recommendations are offered:

1) At a Federal level, there needs to be continued support
of the CASSP effort, the research and training centers, and
inter-agency activities on behalf of emotionally disturbed
children. There needs to be an increased emphasis on
systems-oriented research targeted specifically for this
group, and plans should be developed to conduct more
longitudinal and epidemiologic research. Efforts to
strengthen the impact of the Education for All Handicapped
Children Act for this population, and to s,stematically
assess its impact, should be continued.

2) At all levels of government, there should be a continued
emphasis on building community-based systems of care with a
particular focus on alternatives to residential treatment.
This will require flexibility in the systems, good management
structures, strong support of families, and fiscal incentives
for non-residential services. It wil' also require that
there be a coordinated, multi-agency approach to planning,
funding, and operating programs.

3) All levels of government, and both the public and private
sector, need to re-examine the fiscal structure for services.
This is critical given the limited financial r ,ources
available and the increasing need to provide at- effective
services. Reimbursement mechanisms and alternative financing
strategies should be studied with the goal of providing
flexible funding that will ms..t the child's need for
services, rather than restrict s.11e range of options
available.

4) There needs to be a re-examination of professional
training issues in mental health and related fields to insure
that students acquire skill in and an understanding of
approaches that involve working as part of multi-agency teams
on behalf of multi-problem clients in the public sector.
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Chairman MILLER. Thank you very much.
If I am hearing all of this testimony in a correct fashion, it would

seem to me that you are describing a system where, if a child re-
ceives treatment, proper treatment, appropriate treatment, that
that child is, in fact, the exception, not the average child, certainly
not the rule by any stretch of the imagination.

What worries me is, in almost all of your recommendations, in
the discussion of saying what we really need is a range of services
and what we need is case management, that you are sitting here
this year after decades of looking at this problem saying what t!--;s
ought to be is a child-based, family-based operation, and we ougnt
to look at these families and these children individually, and we
ought to figure out what is going to be help' ul to that particular
person, and then make an application of those 1:ervices.

But what you have is a child like Ricky, who is running through-
out the system, and nobody quite knows where he is at any given
time, and really what you are doing is just figuring out how you
are going to pay for Ricky. You just shuffle him off between differ-
ent programs. Today, I'm sure you would be trying to provide
"homeless" funding for Ri' because there would be some avenue
of funding available.

He reminds me of the ois._ thing of the clerk stamping; he is just
getting his portfolio stamped as he moves from age one to 18. If
you just look at the dollar amounts that were spent on him, where
little or noin most cases, where no counseling or services were
provided other than shelter, this is a very expensive child.

Now when you couple that with the notion, Mrs. Gaunt, that he
is going to be released tomorrow or today out into society, and you
look at the history of his problems and the history of services that
were provided for him, chances an he is going to get very expen-
sive as an adult. Not even addressing the issue of whether he is
going to become dangerous or not, he is going to become very, very ex-
pensive. If this were a racing form and we were looking to see how
he was going to run on the track tomorrow, we would say we have
one dangerous horse here.

It is hard, I guess, for me to accept, as one of you started out
by saying, that we know what we should be doing, but then
immediately revert to the notion that we are not doing it. Again, in
addressing all of your testimony, there is a strong suggestion, to be
polite, that what we have is children in search of reimbursement
rather than children in search of placement, and that you have the
combination of state legislators and hospital corporations driving
reimbursement toward empty hospital beds. Now in my area, those
beds are being taken up by AIDS patients, so I am not sure that is
going to work much longer.

But, in fact, what we have in the San Francisco Bay area is a lot
of overbuilt hospitals who decided that this wing could be farmed
out to some private care unit and we could lock up children, and
then in six months we could deliver them back to their families for
a happy reunion. The evidence starts to suggest that that is not
really true; what we do is, we deliver them to the public service
because now, as you pointed out, Dr. Friedman, they have creamed
the insurance reimbursement system, and now they are just dispos-
ing of the child and making room for another.

4 /....... ,
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I just wonder if you might address this, because obviously a
couple of you have referred to the fact that CHAMPUS is now re-
thinking this reimbursement system, that there is a way to offer
lower intensity, more appropriate care to a greater number of fami-
lies and children in need, and yet each of you has touched upon
the notion that reimbursement is driving the decisions as opposed
to the needs of the families with the children.

I just wonder if we could have a bit of expansion, because we are
somewhat responsible for reimbursement systems also, to whatever
extent we match or provide.

Maybe we will start with you, Dr. Saxe.
Mr. SAXE. Yes, Chairman Miller.
Chairman MILLER. It took you about three sentences to get into

this issue.
Mr. SAXE. Right. It is a fact. The shame of it is that we have

known for a long time. You go back to the White House Conference
on Children in the early part of the century, and then the White
House Conference during the 1930's on Children and Families, the
Joint Com,,aission at the end of the 1960's, the President's Commis-
sion in 1978. Eve body has said the same thing: We have got to
move in this direction.

Now as illogical as the system may seem, there is a kind of per-
verse logic to it which explains how Congress has allowed it to
happen and how private insurers have. The idea was, well, we
don't want everybody to get services, because if we open it up too
wide, then every kid on the block is going to have services. The
public purse is then going to be empty, we won't have money for
defense and other important things, so we have got to restrict it to
those most in need. This means the severest cases, and since we
can't demonstrate very easily the benefits unless we do a very com-
plicated cost/benefit analysis, we can demonstrate the benefits at
least to budget people of helping kids and preventing serious disor-
ders. We had this system focused on the most severely disordered.

The assumption of the system was fallacious, that if you wait
until the end it will be cheaper to take care of. If you get it early, if you
provide a community-based system, you can serve a lot more kids at a
lot lower level and provide in the end what we now know is much
better care. As other people have pointed out in dirierent ways, there
is an important Federal responsibility here to try to turn around this
system that has gone haywire.

Chairman MILLER. Anybody else?
Mr. FRIEDMAN. I think there has been a real carryover from the

general medical field that has influenced this dramatically. There
has been the notion that hospitals are a benign place for treat-
ment, at worst, if not actually the desired place for people with se-
rious problems.

In the children's mental health field, as Dr. Saxe said, for a long
while there was concern, and there continues to be some concern,
that it is hard to identify who the kids are and that obviously those
people with the most serious problems need the most expensive
treatment, that being hospital treatment.

In reality, in the children's mental health field, there is not any
indication that hospitals are any more capable of serving kids with
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more serious problems than some of the intensive nonresidential
services and some specialized residential services in nonhospital
settings.

There is evidence that when a child is removed from his or her
family, that is extremely disruptive, and what is going to make the
difference is probably not so much what happens while the child is
in the hospital, but whether anybody is working with the family
while the child is in the hospital, and what services are going to be
provided afterwards? Those seem to be the critical thir_tx.

But I really think there has been a carryover to look at the hos-
pital as the place to treat those with the most serious problems.
That doesn't seem to be supported by the data. It is supported,
clearly, by the fiscal incentives that over the last few years have
become even more p-onounced as insurance benefits have become
greater and as the profitability of psychiatric hospitalization for
children has increased.

Ms. GAUNT. I would like reiterate a point that, Mr. Miller, you
made. I am not a professional person in thesense that I don't have the
expertise that the other people on this panel have, but you brought
tc mind a child who was in my home just this past year, Shannon,
an inner-city black girl who was released out of a psychiatric hospi-
tal after two months of services. She was in my home, and in that
two months I felt we were doing pretty good, and all I got was a
half-hour of counseling cut of it.

I am a specialized foster home, and
Chairman MILLER. Keep that up, and you will be a professional.
Ms. GAUNT. I can't share licm frustrated I feel. I felt that I let

that child go, but, you know, I knew there was no way by myself I
could continue the care of that child. If I could have just had sc-ne
support, if I could have gotten the counseling quicker, and faster,
and more intensive, I could have kept that child, and I really feel
with all my heart that child would be in placement and be much
farther than she is today. It was like the hospital was to be a pana-
cea; it was the end, and that was it.

So this institution we paid over $400 for, on top of the psychia-
trist, went into my home as a specialized foster home with a mini-
mum rate of $25 a day, and we couldn't even provide any services.

Ms. KNITZER. I just want to underscore the implications of what
you are saying, and that is, one of the real problems that we
haven't specifically articulated is that very often mental health
funds mean that you have to see the child, you can't talk to the
foster parent; you can't get reimLarsed for doing work with a foster
parent.

Chairman MILLER. How can that be in this day and age?
Ms. KNITZER. I don't know. It has been that way for a long time,

and you have heard this a lot.
Chairman MILLER. I know I have heard this a lot, and, in fact,

heard it in other descriptions of the same child. You know, we
meet this in the juvenile justice system or the foster care system; it
is all the same child. I mean we sort of have the same population
wandering around from service to service.

But how do we cling to a reimbursement system the. ggests
that you can'tI mean the child is a component of this family, and
I think Stuart or somebody else in the other panel is going to start
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telling us that we are starting to receive children because of disin-
tegration of families because of drugs or alcohol. Do we really
think we are going to short-circuit that process by looking at the
child and then putting the child back in that nest a month later?
60 days later? 90 days later? What is the evidence t'-at that ap-
proach works?

Ms. IcsurzEa. We don't 11,_ ye any.
Chairman MILLER. There zs none, is there?
Ms. KNITZER. NO.
Chairman MILLER. I mean if you look at the number of children

that have wandered through the system under that approach, they
have just waited out the system.

Ms. KNITZER. There really is none. That is what is so terribly
frustrating.

Chairman MILLER. But you are saying there are formal rules of
reimbursement that preclude you from talking to the foster parent
or talking to even the birth parents, the natural parents, of this
child.

Ms. T.r...NrrzEit. Well, you can talk to them, but you can't get reim-
bursed for it.

Chairman MILLER. That precludes a lot of discussion, let me tell
you, in this day and age.

Ms. KrurzEa. Exactly. It is a very 0- ..rt conversation, that is
right, and this is not a new problem.

Chairman MILLER. But you are saying that that is really the cur-
rent model for delivery of these services. Is that right?

Ms. KNITZER. It is in most places, yes.
Chairman MILLER. Except where the Department of Defense fig-

ured it out in North Carolina.
Ms. KNITZER. Yes.
Mr. SAXE. Well, the Department of Defense, I don't want to give

them too much credit.
Chairman MILLER. I'm willing to give them a lot at this point.
Mr. SAXE. The State of North Carolina, Dr. Lenore Behar, who is

the had of their Child Program, was instrumental in that, and, as
a remit of language that I think Senate Appropriations wrote into
the DOD appropriations this year, this program was essentially
mandated by Congress. Although CHAMPUS is experimenting
with various things, it is not something that they naturally devel-
oped. The state came to them and said, "Please let us help you
take care of this large gr--,n of kids who are being sent off because
there aren't services in th.. Fayetteville area." They are being sent
all over the country to residential treatment centers.

Mr. FRIEDMAN. And there are other examples. The state of
knowledge has advan-ed beyond that, and I think there are demon-
strations of effective services. However, they are too few and too
far between, and I think what troubles me is that we are becoming
more aware (and the folks in the public sector who are extremely con-
cerned about the cost of services and reaching the largest number
are looking for these kinds of solutions) but, at the same time as the
public sector is moving in one direction to let's work with the family,
let's provide that supportand that was an excellent illustration the
home, to keep a child in a home with his or her parents or foster
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parentsat the same time there is this conflicting trend and pressure
from the private for-profit sector that is not without its influence on
what goes on in the public sector. That trend is really towards where
we had been for years, either outpatient treatment, and, if that
doesn't work, into a hospital. Even where the hospital is built by the
private for-profit hospital by itself, it has its cost to the public sector
and contributes to draining some of the resources for the other kinds
of services that we have been talking about.

Ms. KNITZER. Let me just say one other thing about this, because
it really puzzles me, too. I think part of the problem is that tradi-
tional mental health services, which really do mean sitting and
talking to a child or a parent, et cetera, simply do not work for this
large population of kids, and the mental health professions them-
selves, both psychologists and psychiatrists, have really not rushed
to do all the other kinds of things that are m cessary to provide ap-
propriate treatment to these kids. So it in some ways is a comforta-
ble stance, I think, for many of the professionals clinically as well
as in terms of reimbursement; and that is part of what makes it so
hard to challenge.

Chairman MILLER. Congressman Coats.
Mr. COATS. One thing that I heard most of you stress is ihe lack of

agency cooperation. I hear this at home as I meet with the agencies
there and talk with the people. They all agree there is a woeful lack of
coordination and cooperation between agencies. Yet every attempt
that is made to try to bring that together, to coordinate that, results in
failure, probably because no one really wants to give up any turf. They
all want to retain their funding, they all want to retain their jobs, and
they all want to build their statistics to show that they really are
meeting the needs. They all probably have somewhat ofa parochial
feeling that, "We really do a little bit better job than the rest, and I'm
not sure we want to turn our clients over to that."

How do we break through that? How do we achieve that coordi-
nation and cooperation between agencies that almost everyone
here, I think, agrees needs to be done?

Ms. KNITZER. I think there are some signs that some of the
States are really trying. It is baby steps, but, for example, in Penn-
sylvania recently all the county agencies agreed to have one
annual meeting; the probation officers, the directors of special ed,
the child welfare people, all had one meeting focused on how they
could begin to work for ether. Obviously, an annual meeting is just
a first step, but, nonetheless, this was unprecedented that they
all came together. The model in Florida, the SEDNET model that I
mentioned earlier, is also a step in the right direction.

It is hard to know what the magic ingredient is. Some of it is
getting people talking to each other, and some of it is having some
incentives. CASSP, fsm example, is really serving as an incentive.

Mr. COATS. Well, I find they are now all talking to each other.
There is a lot of talk going on about how all of us pull together. I
don't see a lot of action.

Ms. KNITZER. Well, there are a few things we can cling to, but, as
usual, they are scattered.
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Mr. COATS. Sometimes I feel like we almost ought to mandate a
czar over all the social services for a particular area and let that
person direct how the whole thing is going to fall in place.

Mr. FRIEDMAN. That approach is being used in some places.
Mr. COATS. Explain that. How does that work?
Mr. FRIEDMAN. The approach of having more of an umbrella

human services agency and having it perhaps on the state level or
on a community level.

Mr. COATS. It probably almost has to be directed from the state
level, doesn't it, since so much of the funds and the administration
of the funds come from the States?

Mr. FRIEDMAN. Yes, but it is not sufficient if it is just at the
state level. It almost has to be replicated at a community level,
and there are those communities that do it in spite of the absence
of leadership from the State.

I think that the agencies listen most not to us professionals but
they listen most to legislators, parents, and advocates, and folks
have not paid much attention to the needs of these kids who fall
between the cracks and are not clearly defined as being the respon-
sibility of one system or another.

What I see happening is that there is more effort. The CASSP
program has contributed to that, some new funding policies have
contributed to that, but perhaps more than anything else, people
are getting more adamant, they are getting more angry, they are
getting more irate at the fact that agencies are not only in some
cases not cooperating but in some cases almost running parallel
competitive systems with each other.

I would hope that state legislators and others would be much
more demanding that there be joint budget requests from agencies,
and that is beginning to happen, that there be joint planning of
services for groups like this, and I think some of that is beginning
to happen.

I really think that, left to their own, each agency has good people
who are overwhelmed by their responsibilities, who are over-
whelmed and don't have the resources and are looking for direc-
tion. I think, left to their own, it would be a very slow process, and,
really, the impetus is going to have to come from the higher up
policy-making levels of government with a strong push from the
advocates.

Ms. GAUNT. I would like to point out that the State of Indiana
has passed House bill 1405, which mandates that the groups do get
together and do as a team take a look at our children before they
go any further into the system past foster care. I have found that
very encouraging.

Mr. COATS. Was that piece of legislation based on something that
has been tried in another state or was that originated in Indiana?

Ms. GAUNT. I will be honest. I heard almost nothing about
this House bill until after the fact, and I felt so greatly encouraged
about it, I wondered why I hadn't heard anything from my perspec-
tive. But I also understand that not everybody was happy with
that. As, a parent, I found it the most encouraging thing that could
happen.

Mr. COATS. Who was unhappy with it?
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Ms. GAUNT. Well, whenever we have got groups trying to work
together, again, they are not necessarily going to be happy that
they are going to have to sit down all together, so it is probably
some of those same parties that are struggling over turf issues and
the same parties that were still struggling to get together. That
would be my guestimate, and that is all it could be. But I find it
very encouraging, and I would hope to see it implemented in the
next year and carried out.

Mr. COATS. My feeling is that there will be some communities
that, through the extraordinary leadership of a person or extraor-
dinary cooperation or communication, will set up their own inter-
agency cooperative efforts, but probably for the most part we are
dealing with a situation where the law almost has to mandate this
kind of action. That gives them the reason to go ahead and do it,
and probably it has to be tied to funding, I would think.

Mr. FRIEDMAN. Absolutely.
Ms. FINE. I just wanted to say one thing on that. I think it is

wonderful to talk about what 'the cigencies should be doing and
what the states should be budgeting, but what I don't see happen-
ing is services translated down to the local level, parents spoken to at
the local level; everything is at the state level, and we see nothing
happening at our local level.

That is something that I think we all have to be very careful
about, that these services do get translated, and the children do get
what they are supposed to get, and that parents aren't toldthis is
something else that you were talking aboutparents are told, "If
your child goes in the hospital, he will be there about 30 days, and
everything should be fine." At the end of the 30 days, they leave
the hospital, there is no instant cure, and the parents are out on
that ocean of not knowing where to go again. That goes back to the
hospital being an instant cure; it is not.

If they had services for children in their own homes, people who
could come in and stay in the house, and watch what goes on in
the home, and help th parents there, that would be much better
than sending them to ..ospitals for 30 days just to use up their in-
surance money for that year.

Mr. SAXE. Yes. I think the financial link of agencies is particu-
larly important. What we may have to do is go toward capitation
systems where there is an actual financial link between all of the
service systems, there is a pot of money to take care of the child,
and it is somebody's responsibility to make sure that that is best
spent. That is why in some closed systems, like the military, where
the ;Q responsible for whatever happens to the child or the
family, it is easier to do demonstrations, it is easier to tie these
things together.

Mr. COATS. Let me just pursue one other line quickly here. Most
of our discussion has revolved around treatment and intervention,
and particularly early intervention, but what are your thoughts re-
garding prevention? Maybe you don't have thoughts or don't have
answers, but what kinds of things should we be exploring and talk-
ing about in terms of preventing it in the first place?

Mr. FRIEDMAN. I think that is a critical area. One of the most
difficult dilemmas that state administrators have is trying to bal-
ance out what they considerand I agree with themis a serious
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responsibility for those who have the most significant problems,
with the recognition that unless they do something at the fr mt end
they are not going to make any long-term progress.

I think we need to recognize first of all that there is a variety of
types of problems that we are talking about. Some of them, a low
percentage of them, but some of them have more of a biological
origin, and the approaches to prevention need to involve more
basic research in that regard.

But many of them involve a significant component of family
strength, of support to the family, of identification of youngsters
who are beginning to show learning and emotional and behavioral
problems at an early age, and that we can identify families at risk,
youngsters in those families, and begin to work with them at an
early stage.

We have spent some time talking about foster care, and we
should recognize that any child, whatever age, who is abused or ne-
glected and has to be removed from his or her home because of
that is at risk for emotional problems as well and that all of these
cannot be separated.

So I would suggest that there is much that can be done and
should be done in this area, that we don't have the knowledge to
address all of the forms of emotional disturbance in children, but
that in many of those, particularly where there is a strong family
and environmental component, where families mean well and want
to help and need the support and assistance, or where children
have already experienced trauma and need the services at an early
stage, we should be directing much more of our efforts towards
them.

Ms. GAUNT. I want to thank you for asking that question. I
thought nobody would.

At 7:30 or 11 o'clock at night, when the case workers have ,all
gone home and I've got that kid all to myself, I can tell you just
what I need, and it is much the same as what a birth parent needs,
because I am just respiting birth parents a lot of times. I have in-
tensive training, and I am able to handle that child and under-
stand them and not contribute to their problems.

Birth families many times are not bad people. My father was a
foster child, and I have a great deal of empathy for birth families
that are under stress. I am not out to adopt other people's children,
and neither would I have done it with the child that I had except
that that child just could not go through one more placement, and I
did not have the heart to pass him on.

But respite care, quality respite care, for these children, because
these are kidswith the breakdown of their home and the destruc-
tion of marriages, they cannot get away from these kids. When you
are talking about kids like Jason and Ricky that are pounding on
your nerves 24 hours a day, respite, as dumb as it sounds, is some-
thing that is extremely valuable. Somebody supporting, if some-
body could come into that home right then, if that home is not edu-
catedI'm not talking about that they haven't had training.

I have parented a lot of children, but the emotionally handi-
capped children take a great deal of understanding and education
to be able to work with and handle them.

7 9'
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My commitment level is extremely high after having been the
child of a foster child, but, at the same time, it was that education
that has held me together and has provided stability for my adopt-
ed son. It is the one thread that the therapist says may pull him
through, so I hang in there. He is fortunate to be in one of the only
specialized foster homes in Indiana, and it is because I came from a
pilot project in northeastern Indiana, and I am very thankful.

Mr. SAXE. Prevention is probably one of the most important new
areas of research and, I think, one of the areas where we are learn-
ing lots of new things about how to help children before problems
become serious.

As Bob said, we are now gett much better handle on what
are the at-risk conditions, and makes it possible for us to in-
tervene before it is necessary to rimove a child from a home or the
child gets so out of control that the teacher doesn't want to have to
deal with him.

Mr. COATS. What are those at-risk conditions?
Mr. SAXE. They are everything from conditions of family instabil-

ity, a parent being alcoholic, separation of the parents, psychopa-
thology in the parents. There are other things that just appear in
the child. For example, a child that may be overly shy in school or
abnormally shy in the first or second grade may not be able to de-
velop the peer relations that are necessary to learn school materi-
al, to learn how to develop social skills.

Identifying kids who have problems early on, even if we wouldn't
call them psychopathological, we wouldn't want to send them to a
therapist, but indentifying them and intervening may be fiery useful.

There was an interesting experiment a couple of years ago in
England where they identified with parents and teachers kids who
were just exhibiting abnormal behavior. They tried a variety of
interventions. Those kids six months, a year, a year and a half
down the road were doing significantly better than kids who hadn't
been treated at all--very cost-effective kinds of interventions.

NIMH has a research centers program in prevention. What
NIMH now needs to do is to take the findings of this research pro-
gram and implement them, and the states need to Bmplement
them, and there is a crucial link that needs to be made there.

Ms. KNITZER. Can I just quickly say that we don't do anything
with prevention. There are levels of not doing anything. I was
really shocked in Unclaimed Children.

Chairman MILLER. Could you say that a nicer way?
Ms. KNITZER. I thought at least that we would pay some atten-

tion to children of mentally ill parents in the mental health system,
and we found almost no programs for those children or for children
who were addicted or substance abusers. There is a very clear high-
risk population. That isn't even talking about the general poverty
issues: housing, homelessness. We are clearly in need of some
massive interventions that go beyond, I think, a narrow mental
health definition of prevention, but even that we don't do very much.

Mr. COATS. Thank you.
Thank you, Mr. Chairman.
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Chairman MILLER. Congressman Holloway.
Mr. HOLLOWAY. I really don't have any questions because I didn't

hear the testimony of the witnesses, but it is such a tremendous
burden we have out there. How do we handle it? Exactly what di-
rection are we taking? From the testimony ofyou all or from your
answers, I am not sure that evenI am hopeful that you would
have the answers from experience in this oa a daily basis, but it
seems to be a pretty tremendous problem that we do have to try to
do something with.

Undoubtedly, we do have money there. It is just a matter of
trying to put it together and get it to work in the right direction or
try to pool our resources and what is out there to where it is effec-
tive.

I know that this is probably the one aspect of our society where
the problem is so complicated that it is going to be quite a moun-
tain to climb to try to put the right agencies in the right places. I
wish, if there were any further discussion or answers that you all
have to this problem, you could touch on them at this point, be-
cause I think the whole solution to the problem is, if we can just
ever rigure out how to get these agencies all working in the same
direction in a way that they can be effective.

Ms. KNITZER. There is a model in CASSP though, and I think it
is a very important one, and it is a direction, particularly if we can
link it with some of the other kinds of relevant reform effortsfor
example, permanency planning. Federal leadership in linking those
two efforts, I think, would be really very significant.

There is not a lot of Federie money in children's mental health;
there is shockingly little Federal money in children's mental
health, taunted monies. I think CASSP is now only $5.9 million.

Chairman MILLER. Excuse me. Your argument is that CASSP
does thisright? It appears that it is bringing these agencies to-
gether and bringing about some coordination?

Ms. KNITZER. Yes.
Chairman MILLER. Is that what you are telling us?
Ms. KNITZER. I think it is probably the best thing we have going

in terms of a framework for moving forward. As everybody has
said here, obviously, getting the services in place, however, really
means dealing with some of the fiscal issues, and those are the
tough ones, the reimbursement systems.

Mr. HOLLOWAY. I have no further questions.
Chairman MILLER. Congressman Durbin.
Mr. DURBIN. One of the things that we have been told repeatedly

is that where the Federal Government has cut back in funding for
this type of program or has held it steady, that the states have
movid in to fill the gap. We have been told that in education, for
example, where, over the past six years, under this administration,
we have almost held the line at the same dollar level of spending
at the Federal Aid to Education Program. Yet the suggestion has
been made by Secretary Bennett and others that that really
doesn't tell the whole story. The majority of the money on educa-
tion is being raised and spent by sta. and local units of govern-
ment.

I see here that since the Community Mental Health Centers Act
was repealed in 1981 and folded into the block grant we have seen
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an actual decline in Federal spending for that block grant since
1981. Can you tell me whether the suggestion that the local and
State governments have moved in to fill this gan and to provide the
needed resources is accurate in this ini,ance?

Mr. FRIEDMAN. The needed resources are nr" there. I have not
seen evidence that state governments have ne %red in in a signifi-
cant way to fill the void. There are some data that show that state
mental health expenditures for mental health services have in-
creased at a relatively steady rate, at least in the early 1980's. So
there has been some growth. However, we are in a situation where
we are playing such a catch-up game where the funding was inad-
equate to begin with.

Part of the problem is clearly the way the funding is structured
and the way the funding is used. But I don't want to diminish the
fact that part of the problem is that there is just an absence of ade-
quate resources also, and I really, particularly over the last couple
of years, have not seen indications of large amounts of new funds
that are coming for the kind of services we are talking about.

Ms. KNITZER. I think it is important to distinguish between gen-
eral mental health budgets and targeted monies for children, and it
is very clear. For example, the only targeted monies now for chil-
dren through Federal dollars are CASSP monies, and some States
have used the set-aside from the block grant, but basical'y most of
the block grant money goes for the adult chronically mental ill.

There is some evidence, and I haven't seen any systematic
survey, ol community mental health centers cutting back on chil-
dren's services, which tend to be more costly because you need
more specialized people; somebody who deals with pre-school chil-
dren may not be so good working with an adolescent, whereas that
is not necessarily true in dealing with adults.

So there is some evidence that the easiest thing to do is to reduce
children's outpatient mental health services, for example, which
have never been very extensive to begin with. ThE. are many
commiAaity mental health centers in this country that have no
children's specialists at all.

Mr. SAxE. If I could just add a couple of things. One is that the
ADM block grant, the first appropriation for it was approximately
half of what the amount had been previously under what was then
the Mental Health Systems Act, the Community Mental Health
Centers Program. That has created a tremendous problem.

Now there is a lot of money being spent on children, and some of
the burden has been shifted to the private sector, but our analyses
for OTA indicate that it is going in the least efficient places. There
has been a substantial shift to private hospitals and hospitalization
in nonpublic facilities. That is tremendously costly and serves only
a couple of kids. That is the story today.

Also, it should be pointed out that the National Institute of
Mental Health has lost funding to do some of the basic biometric
and epidemiological studies which are necessary even to tell us how
much of an effect the funding shifts have had since 1980. We are just
not able to collect and report the data any more.

Mr. DURBIN. If I can ask one other question, and forgive me for
trying to draw parallels with concerns we have about education,
but we have found that many of the health issues and education
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issues at the Federal level run in parallel. What about the level of
quality and competence of counselors in the system? We know now
that we are losing many good teachers because, frankly, we don't
pay them enough; they are not attracted to the profession.

In my congressional district, a high school counselor once told
me that the only young men and women who come before her in-
terested in teaching can't spell the word "college," and that is a
sad commentary when you think that we are going to be turning
over our children and grandchildren into that system. Now that
may be too harsh, but I think statistics suggest that we are losing
some of the best and the brightest from the teaching profession.

I would like to apply that to your circumstance here. I have read
the testimony where some of you have had experiences with people
who clearly were not the best at diagnostic ability in terms of prob-
lems that the children were encountering. Is this endemic to the
system? Was this an exce, tion? Are we really preparing people or
encouraging them to get involved in this?

Ms. KNITZER. The answer is no, we are not really preparing
people and encouraging them to get involved.

There are difficulties at all levels. There really are not very
many mental health people trained specifically in child and adoles-
cent services, and when they are trained; very often their trei- ing
is traditional and trains them to do either ot,tnatient or in, snt
therapy rather than the more complex kinds treatment that; we
are talking about. So that is a tremendous k.sue.

It is also a tremendous issue with respect to personnel in the
schools. The most serious teacher shortage for working with handi-
capped kids is in seriously emotionally disturbed chil :ren. There is
the greatest amount of burnout among those teachers. They get
almost no support whatsoever, and I think there is some real ques-
tion as to how we are using mental health resources in the schools.
Because of Public Law 94-142, most mental health professionals do
little else except test, which may not be the best way, the most
cost-effective way of really using their time, because it isn't clear
that those evaluations ever feed back into a plan for working with
the child either clinically or educationally.

So the issue of resources and the pool whom we select is a very
critical one, and actually I suspect that both the APA's have data
on the shortage issue around persca power.

Ms. GAUNT. Since J deal on a regular basis with these kids and
take them regularly for their counseling and all, it was -eally sur-
prising when I moved to the eleventh largest city in tliu country
that there were no black therapists at the facility that is coi.tract-
ed to provide services for my county. Now that was really difficult,
to take my emotionally handicapped inner-city black to someone
that he really could not begin to relate to. It set us up for failure.

In response to the schools, the way schools handle it is, they
ignore you. You tell them that yot, would like to have the child
tested, you put it in writing several ,imes, you make some phone
calls, the child gets suspended, the child gets arrested on a minor
altercation at school, and after that you pick up and move to an-
c41-,z part of town where you try for a better school that is going to
try to respond to your child.

83
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Let me tell you where I moved. I moved into a house directly
behind the emergenc:- shelter center in my city, and I picked that
house for one reason, because I figured if those schools worked
with those kids, 100 kids every day, they must have learned some-
thing.

But, you know, if the school does not recognize a child is S5, they
do not have to pay for that education of that child, so he becones
the problem of Welfare, or Probation, and they ignore their respon-
sibility.

So I have also found from personal experienPe that I think some-
times our private services are better than some of the ones we are
mandated to use. Medicaid, I can use any therapist, but if it is a
child from my local county, right now, I can only use the center
which does not have any black therapists and doesn't necessarily
meet all my children's needs. So my children have to be molded
into what is available right there.

That is unfortunate. I think foster parents would really like to
seebecause I think I could get my kids back home even faster,
and I have probably one of the highest success rates, I feel, for a
specialized home, to get my kids back home.

Mr. FRIEDMAN. Let me perhaps be a little Lpbeat for a change on
that question, and it perhaps relates back to Mr. Holloway's earlier
question.

First, if we look at whene we are in this field in relation to what
the need is for services for children and families, we have a tre-
mendously long way to go, and there is just tremendous pain and
anguish as a consequence of the deficiencies in the system.

However, if we look at where we are now in 1987, we can be
pleased that there is more interest in the field, and there have
been more new programs and services developed. Although it is not
the rule around the counts y, there are some models of very effec-
tive community systems of service, some agencies are beginning to
work together, so that, in a sense, we have made substantial
progress. The CASSP program that has been referred to has been
one of the impetty es for it. The whole movement of state mental
health leaders ror children has contributed to that. So there have
been some positive things.

In the area of training of professionals though, we have moved
fairly rapidly in developing new program models, and ono of the
things that I think has happened is it has made the training of pro-
fessionals become somewhat obsolete fairly rapidly.

What we have learned a seriously disturbed child require.. now
in the 1980's is something di -Yerent than the kind of talking ther-
apy that we used to think of 10, and 15, and 20 years ago. So many
of the folks who are out there and many of the people who are
training our new generation of education and mental health profes-
sionals really don't have the skills and the knowledge and the ex-
perience to provide the training, and maybe even more seriously,
they have the kind of attitudes that are inclined towards more of
the t-aditional approaches that sometimes prevent that.

It is unfortunate that, even within our public universities, it
seems to me there is a major gap between what the public sector
needs in terms of the type Lf training for social workers, counsel-
ors, teachers, psychologists, psychiatrists, and the type of training
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that tends to be provided in the universities. The type of training is
much more geared toward people who will be working for more
third-party payments or outpatient and hospital kinds of services.

Mr. DURBIN. If I could ask a folio wup question on that, could you
identify any univen,ities, colleges, or sources of training that you
think are innovative now and responsive to modern needs, modern
therapy, as opposed to the more traditional methods you discussed?

Mr. FRIEDMAN. Well, in fact, the National Institute of Mental
Health has funded some programs to begin to develop curricula
that are geared that way. I am hard put in the children's area. In
the adult area, I could mention several that are looking at much
more psycho-social models with a heavier case management focus.

Frankly, one of the fields that has played such a leading role
over the years has been social work, and that has been a field that
has been much more aggressive in reaching out to families, and
they are beginning to move away from that.

So I am hard putand others may be able toto mention specif-
ic universities as exemplary.

Ms. FncE. I just wanted to mention that while speaking with sev-
eral parents last week, they asked me to bring you a message.

These parents and many other parents throughout the country
want their children with serious emotional problems to remain in
their own homes. The parents I spoke with felt that the money
spent on foster care and residential placement should be used to
provide intensive in-home services which would dramatically
reduce the risk of out-of-home placements. Family coping skills,
respite care, education and therapeutic services are but a few of
the services that would reduce the risk of out-of-home placements.

Chairman MILLER. Congressman Hastert.
Mr. HASTERT. Thank yei, Mr. Chairman. I'm sorry for being late,

but I am interested in what the topic is here and going through
some of the testimony.

Let me just ask some opinions to get the feel of where you are
coming from here. On your statement about universities, isn't it
probably trueat least my experience in the state legislature, car-
rying the appropriation bills for all these agencies for a number of
years, for instance, social workers wanted to organize and become
certified, and they wanted to get certified through the university
system. It seerns that instead of being the spontaneous and innova-
tive type of programs that you need to meet the state of the art,
once you start ingraining that system and institutionalizing; quote/
unquote, whatever a social worker is you become more static and
are less flexible. What is your reaction to that?

Mr. FRIEDMAN. Yes, but there needs to be a balance. There clear-
ly need to be some protections and safeguards and some certifica-
tion procedures, but I think the caution that you are raising is an
important one. We need to be cautious of that and not set up a pro-
cedure that is conservative and works against innovation and pro-
gressive change.

Mr. HASTERT. The people that I saw coming to me were the old-
timers who were protecting their turf, and that is exactly why they
wanted the certification, from my pt,:nt of view, and would really
stifle new ideas, new programs, and the flexibility that you need to
adjust.
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One more frustration while we are talking here, in Illinoisand
I see that there is a syr, opsis of Illinois problems, and I probably
agree with most of thosewe had rather a broad range of agencies
that dealt with children's problems.

One of our biggest problems was meeting Federal mandates. You
know, the block grant money came through, but when the Federal
mandates came through, sometimes what appeared to be a very
minor portion of that program because the mandates drained off a
very major part of the resources, both from general revenue funds
and from block grant funds. How do you react to that? Do y Al see
the more mandates that come gown from on high, the more diffi-
cult it is to meet specific needs and sohe problems?

Mr. SAxE. In the case of children, I think the set-aside which es-
sentially mandated certain kinds of services amounted to only a
small portion of the block grant funds, less than 10 percent, and
that was an appropriate share of the funds that should be spent.
The problem was, the pot was too small, or the pot is too small.

Then go back to your question about training. One of the most
important ways that innovation has been maintained over a long
period of time-20 years, I thinkis the program of training
grants in the National Institute of Mental Health. Giving universi-
ties funds to innovate, to try new things, has been one of the ways
to develop new models. Over the last five years, virtually all money
for people who were going to do clinical work has dried up. There
are no longer NIMH training funds, certainly not on the order that
there were 10 and 15 years ago, and that, from a university's per-
spective, is inhibiting our ability to train people.

Mr. HASTERT. That is interesting, because the experience I had
was that the most innovative and new programs came out of those
people who were the providers, who were on the street, who met
the problems day in and day out, and not academia, who is sitting
up there and trying to pass paper down through level after level
after level of bureaucracy. So I disagree with you.

One of the things that we foundand I was the sponsor of a bill
that put forward training grantsa check-off system in Illinois for
child abuse prevention happened to be that specific program, just
to circumvent those academia, the universities that went on theory
and weren't down in the field of practice. We found that the best
programs and probably the most effective programs were the pro-
grams that came off the street, those people who had to dealthe
foster parents, the people who had to deal with the problems day in
and day out; they had the answers; it wasn't academia.

Chairmen MILLER. Thank you.
If the news isn't bad enough, it appears that for this next fiscal

year of the CASSP program, I think we have 19 States that have
applied for fundingit appears that we are only going to be able to
fund 4 of those states that Congressman Coats and Congressman
Holloway and others have talked about in terms of hringmg some
interagency agreement and cooperation. It appears that it is going
to take longer than some people have anticipated; an that appears
to be the bright spot in this testimony this morning, so that con-
cerns me.

My other concern is that in the set-aside that we did have,
apparently, we have included more under - served populations than

36 .,



82

just childn,h now. I think Senator Hatch expanded it to the homeless
and to others. So we have the same pot of money that has now been
diluted by people who are clearly in need of these services, but,
nevertheless, we have not expanded that pot.

I. assume that when we talk about the providing of services, and
when we then get to the poor and the minority communities, we are
just talking about this problem in a much more exasperated condi-
tion than our discussions this morning. Is that fair to say? I think
that is the subject of another hearing, but your experience, I assume,
would lead you to believe that that is the case, that the services are
much less likely to be appropriate and be provided in that fashion in
that community.

Thank you very much for your time, and your testimony, and
your help. As you know, this is an ongoing effort of the Select Com-
mittee to look at mental health in young children, and we appreci-
ate your help very much.

The next panel that the committee will hear from will be made
up of Stuart McCullough, who is the director of the Contra Costa
County Department of Mental Health from Contra Costa County,
California; Marilyn Mennis, who is the vice president of service ad-
ministration, Philadelphia Child Guidance Clinic, Philadelphia,
Pennsylvania; Bertrand L'Homme, who is the executive director of
City Lights, Washington, D.C.; Thomas Davis, who is the mental
health program manager, Alexandria Mental Health Center/Chil-
dren's Services, Alexandria, Louisiana; Randall Feltman, who is
the program manager, Children's Services Demonstration Project,
Ventura County, California; and Judith Shan ley, who is the assist-
ant commissioner, Erie County Department of Mental Health, in
Buffalo, New York.

Welcome to the committee. Again, to the extent to which you can
summarize your testimony will be appreciatedas you can see, the
testimony is raising a number of questions with members of the
panelso that we can leave time for those ipiestions. Your entire
statement and supporting documents will bemade part cf the formal
record of this hearing.

As we usually do, we will leave the record of this hearing open
for a period of 2 xx io that people have an opportunity to re-
spond or p-P-ic:e additional documentation or information that
they think will be helpful to the committee.

Stuart, we IR start with you. Thank you for coming on relative-
ly short notice; but it is either here or the Board cf Supervisors;
you can take your choice. We appreciate it, and we will start with
you.

STATEMENT OF STUART McCULLOUGH, DIRECTOR, CONTRA
COSTA COUNTY DEPARTMENT OF MENTAL HEALTH, CONTRA
COSTA COUNTY, CA

Mr. McCuuouGH. Thank you, Congressman Miller.
In California, Governor Ronald Reagan in the early 1970's

cleaned out the State hospitals and transferred the responsibility
for caring for the mentally ill to the local level. In California,
the local level means the counties, and we were wholly unprepared
to take on that responsibility. There was, in fact, no political orien-
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tation to our boards of supervisors; they were wholly unprepared to
take on a clinical and administrative responsibility, and there was
no clinical and administrative infrastructure set up to accept these
folks.

In addition, the governor usurped a tremendous percentage of
those dollars into his general fund, which is partially the reason
that we had such a large surplus, and, as a result, the mental
health system in California has been on a poverty basis ever since.

We were primarily focusing on the adults through this early
process, and in the last 10 years a very strong lobby has developed
across the State to demand that we provide services to children.
We now have what is called Eglin language in California stating
that the community mental health system, if it isn't spending at
least 25 percent of its funds towards the treatment of children,
must spend 50 percent of all new dollars for that end.

I would like the committee to know today that in California, and
I'm certain in all the other States, we are seeing an increasiniy
more disturbed and difficult child. Children are more violent, they
are more suicidal, there are incredibly high rates of increases of vi-
olence; we are seeing very poor family communication. We believe
it is a seriously under-understood problem of the polydrug phe-
nomenon in families and in children. Half the kids we are seeing
are, in fact, polydrug abusers.

We talked a moment ago about staff training.
Chairman MILLER. Children, or the family, or both?
Mr. MCCULLOUGH. Both.
We talked about staff training: Staff awareness of drug abuse,

and how to treat it in the family, is woefully inadequate.
In California, we are not talking just about poor folks, we are

talking about all income stratas in terms of family disintegration.
In the social services, probation, special education departments, all
of them recognize that at the root they are dealing with mental
health problems and refer to us consistently to help them out.

We are under the gun in California because of increasing State
mandates such as SB-14, which made our social services depart-
ments become just what you heard earlier, which are basically pro-
tection mills, where we are pulling children out of homes really
without much idea what we are going to do with :nem once we get
them out of those homes.

We have seen a 400 percent increase in the rate of child abuse
reporting in California. In California today, there are 9,000 chil-
dren placed out of home in intensive residential treatment facili-
ties. The ccst is $220 million a year, and that rate is growing at 20
percent per year. That is only for the most intensive residential
programming. It doesn't count the less intensive foster care system.

In our probation department, juvenile probation officers are carry-
ing case loads of between 65 and 80, typically in the range of 80,
children a day. There is no way on earth they can adequately serve
that number of kids. Our outpatient clinics have a waiting list typi-
cally of 50 children. We are triaging. We are only seeing those chil-
dren that are imminently hostilethat is, violently hostile or im-
minently suicidal.

There are studies that are showing that cre in four children
today will be born into a home where one or both parents will be
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significantly abusing substances. One in three female children and
one in seven boys, according to a study recently completed at Mills
College, will undergo some sort of abuse.

The mental health system in California, as you have heard earlier,
is flat-out overwhelmed. All the other departments are asking us for
help. We are trying to cooperate as best we can and to provide
services, with the exception of the Social Services Department, to
these kids, but we are being constantly criticized for not doing
enough. The pain is that we know we are not doing enough.

There are some things that are occurring, and you are going to
hear down the line here about the Ventura Project, a model pro-
gram in California to try and help departments work together. In
Contra Costa County, we have the Services Board where the
mental health directc the social services director, the chief proba-
tion officer, and the county administrator meet monthly.

We have been, and I personally have been, criticized as part of
that group for not doing enough. by our children's advce,ates. They
have organized themselves into subcommittees of that board and
are now basically kicking us around, some saying, "You're not
doing enough. For instance, you don't have a system set up where
your line staff talk to one another," and I am embarrassed to say,
in fact, we didn't. But it is our local lobby that has been demanding
that we start to do that kind of planning together, where it isn't just
department heads meeting but also, in fact, our line staff is starting
to talk to one another.

They have also asked us mid, in fact, taken the lead for '.s in
organizing 7. placement committee where we have organized to see
if we can increase the number of residential placementsthat is,
group homesin our county, and since that group was formed six
months ago we have seen an increase of 80 beds. That is almost a
doubling of the beds in uur county, and it is again because, at the
local level, things are getting organized And I think that is really
what I would like to drive as my theme today; that we really have
got to get organized at the local level if we are going to, in fact,
really affect this problem.

Anything you do at the Federal level, I would ask that it include
incentives For instance, if you want departments to work together,
rather Vian mandating it, I would suggest that you try and create
systems ander which it pays for us to work together. We are all
very competitive people, and if you put us in a position where we
have to go for dollars and demonstrate that we can work together,
I think you will see a significant improvement in that area.

In Contra Costa County, we are clear that if we double the
budget, if we double our budg,_1, in mental health, probation, social
services and special education, we couldn't keep up with the need.
It is huge. What can we do as government, what can any of us do?

What we have begun to organize under the leadership of our
county administrator, Phil Batchr!oL, is a number of symposiums
on the family. We have formed a family alliance foundation in
which we are trying very hard to find, locate, and publicize pro-
grams that often are not expensive, that are working to improve
family communication, working to make parenting a high priority
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in our society, working to make being a parent, being a family
member, as important as being successful, being powerful.

We are having a lot of success with these symposiums. The latest
one brought the leaders f1.3m the education system, private enter-
prise, county schools, priv, organizatiorr and social clubs like
the Rotary Foundation, all together for a day to talk about ways
we could strengthen the family, because it is at that level we are
really going to have to make some impact.

We can pull these -9,000 kids out of abusive homes; we can pull
18,000 kids out of these homes, and spend a billion dollars. Those
kids are going to want to go home. It is a phenomenon that a kid
will be in a very loving foster care home and will work to get
home to an abusing parent because he or she is their parent. We have
got to work with those families, and we have got to do it in a soci-
etal way, in a way in which we create some norms, where it be-
comes important to be a parent.

We in government, of course, can't mandate how people should
run their families. None of us are advocating that. I don't want the
government telling me how to run mine. But we have got to create
a way in which we strengthen the commitment as a culture to
being good family members.

To that end, we have created a peicy by organizing a number of
our leading citizens in the county and parents groups that basical-
ly says four things: that if you are going to talk about alcohol, drug
abuse, and violence, you can't simply talc about doing that in the
schools alone; we are already asking our schools to take care of
child abuse, teen suicide, pregnancy; we have more and more asked
the schools to imbue values to our children, and it has got to be our
responsibility in the home to do that.

I am willing to bet, if you ask your friends, not one of them has
had a family dinner with the television off in the last seven or
eight days, because we just don't have time. So how the heck are
we going to imbue those kids with values if we don't take the time
to talk to them?

We have a culture that is going mo fast; how does one take time
Wit? So we can't ask the schools to do it alone. When you have a $100
billion illegal drug market in the United Stateswe spend $100 bil-
lion on drugs in the United States, if the numbers are accurate, that
is not a children's problem; it is the adults buying those drugs.
We have got to get to adults, and the way to do that is in the work
place and through the media.

Alcohol is the number one consumed beverage on television. The
average child will see 18,000 murders before the age of 18 on televi-
sion. It is the television that is imbuing values today more than we
are as parents.

So we have to work, and this policy calls for working 'lard cre-
ating a positive environment in the home, the school, and the com-
munity; for including private enterprise, private business, and our
social organizations. Schools, parents' groups, youth groups, county
services, and community agencies, law enforcement, all have got to
be working together basically at the cellular levelthat is, at the
local community levelliterally little Soviets, if you will, wUre
people are getting organized to attack this problem- the local level.
If we try and do it on high, it won't work.
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attack this problem at the local level. If we try and do it on high, it
won't work.

In addition, folks here have said that we have to work at the
early intervention stage. I am working in Contra Costa County. We
are a Prop 13 State. The citizens have made it very, very clear that
they are taxed at about, the level they want to be taxed.

My county is growing at 10,000 people per year, and in C-lifornia
that is a slow rate of growth; 10,v00 people a year is a slow rate. In
some of the larger counties, that number is three and four times
that high in numbers of people. So I am working to see if I can get
organized politically to see if the citizens would be willing to vote a
property tax increase to raise about $7 million for a host of early
intervention programs, including respite care for parents, working
in the homes with young kids, working in day care, and the like.

I am competing against a sheriff for a new jail and against my
boss for a new county hospital, and many other necessary and posi-
tive things that have to be done, but it is something that I hope to
see taken to the citizens, and I am simply going to ask this ques-
tion, and I think it might work. People are laughing at me at
home, but I think it might. How many of you can honestly say in
the last five years and in your own immediate family, or certainly
in your extended family, there hasn't been at least one significant
alcohol, drug, or mental health problem? When you went to get
help, what happened? I think if I can ask those two questions, we
will have a chance of see! ig that ballot initiative passed.

Congressman Miller has already noted in his opening state-
ments AB-3632 in California. We are attempting to implement
Public Law 94-142. In our county alone, I have seen an increase in
referrals of 175 additional children who, before that bill was
passed, were not part of the mental health system, from the
schools. We are not even remotely close to having sufficiently hi-
creased funding for staffing to meet that need, but the intent is
very positive. These kids, in fact, are very disturbed. They are not
psychotic. That is, they don't have significant delusions, but they
certainly act in ways that are not social, and we are working hard
to see tnat that bill be implemented.

We are also working very hard to increase conflict resolution
panels in our schools ali the way down to the elementary level.
When kids get into a fight now in Contra Costa County, in most of
our high sc*.00ls and increasingly in our intermediate and elemen-
tary schoolswell, at least a few of thosewe have teams of spe-
cially trained mediatorsthat is, kids themselves, who step in,
break up the fight, with no parental, no administrative, or faculty
input at all. They set the kids down; they have very specific ques-
tionstraining, that is. For instance, they never ask the question
"Why?" There are lots of things that they do as part of their train-
ing. They get the conflict resolved and never have parental involve-
ment, never have adult involvement, rather.

The impact of this program has been significant in reducing
truancy and expulsion rates in the involved schools. It has been
significant in breaking down the racial cliques, and, most of all, it
is teaching the kids that there are other ways to solve problems be-

9i



87

sides bashing your opponent in, which is what they see on televi-
sion and what the media portrays daily.

So prevention has got to occur. I don't think in California there
will be ever enough dollars to meet the need. We have got to work
at getting that basic cellular system, that basic family, to function
better. We have got to make parenting the most importa At part of
being part of our culture. Whatever you can do here in ..,ngress to
accentuate that, to make all of us aware of it, is critically impor-
tant. Basically, I am talking about creating mores where the family
comes first and our capacity to consume or to demonstrate con-
sumption or the like is significantly secondary.

[Prepared statement of Stuart McCullough follows:]
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PREPARED STATEMENT OF STUART MCCULLOUGH, CONTRA COSTA COUNTY MENTAL
HEALTH DIRECTOR, CALIFORNIA

rn the State of California, Anring the early 70'2. Governor

Ronald Reagan significantly reduced the state mental hospital

system and transferred responsiblity to the " lccal level". Tte

local level is, in fact, the county mental health systems.

Counties were and are ill-prepared to assume this responsibility.

Mere was very little, if any, political orientation of the local

Boards of Supervisors to prepare them for this new and complex

responsibility. Suddenly, counties wore expected to provide an

array (or continuum) of mental health services without any time

to prepare an administrative and clinical infrastructure. The

result has been chaos, unfulfilled promises and a great deal of

bitterness on the part of the mentally ill and their families.

TO make ratters worse, the Governor usurped a substantial portion

of the state hospital savings into the Genera, Fund. Therefore,

the California ccznvnity mental health system began significantly

underfunded and has continually operated on a poverty basis.
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Initially the California mental health system focused primarily

on the persistently mentally ill adult. However, over the past

ten years a very strong lobby has been demanding that children

services be a high priority in all county mental health sYstema.

In Contra Costa County, the mental health system is receiving an

ever-increasing number of referrals. It is very important for

the Select Committee to know th.' we are seeing an increasingly

disturbed child. Typically diagnosed as borderline

personalities, many of these children are violent, have a poor

prognosis and come from a very dysfunctional family. A very high

percentage of the children are polydrug abusers. We are seeing

children frozen economic and racial backgrounds. This is

reflected throughout the entire State of California.

Other County Departments, such as Social Service, probation and

Special Education, recognize they are workiag with mental health

problems. Increasingly these departments are asking mental

health for assistance as they attempt to carry out their

respective mandates. All of the above named nepartnents are

inundated with kids and all are seeing the quality of services

deteriorate under the sheer magnitude of their caseloads.
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In California we currently have over 9,000 children placed in

group and specialized foster home care. The cost to the State is

over $220 million annually. This expense is increasing at the

rate of 20 percent per year. In our Probation Department the

typical Juvenile Probation Officer is carrying a caseload between

65 and 60 children. There are three outpatient clinics in Contra

Costa County that serve children. To date, each is averaging a

waiting list of at least 50 children. We find ourselves

operating on a triage basis, being sure to take care of the most

self-destructive or imminently hostile children first.

In Contra Costa County, 1:,:e in many other counties around the

State, we are forced to have children with placement difficulties

on our adult acute inpatient wards. We do this only as a la..

resort. For the past eight weeks, we have had a 13-year old

developmentally disabled girl on our adult ward because we are

finding it impossible to locate any program willing to accept ter

because of multiple mental and health problems.

Certainly an increase in funding for the mental health system for

children needs to be a high priority. In addition, we rust do

something to strengthen the basic family unit whatever its

structure; i.e., single parent, both parents working, blended

family, etc. One in four children is raised in a family where

there is serious alcohol abuse. In a study recently completed at
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Mills College, it was determined that one iu three girls and one

in seven boys will be sexually abused before the age of 18. It

has also been estimated that 80 percent of the sexual abuse or

children occurs from someone known to them in the home.

In Contra Costa County we are corking at a number of levels to

&ttempt to create a preventien system to work in supporting

families and head off these problems before they become acute and

require the etorcention of county services. The County

Administrator, Mil Batchelor, has organized two symposiums on

the family and created the Family-Alliance Foundation to help

promote programs in the community that strengthen the family and

assist parents in the complex talk of raising children in cur

ever-changing society. :hese symposiums, attended by over 3u4

citizens in the County, have brought leaders from the schools,

private industry, community agencies and county services together

to create a common strategy to support the family.

We have formed a large citizens task force and developed a

drug/alcohol and violence prevention policy. This policy

stresses that the drug and alcohol problem is first and foremost

an adult problem. Estimates are that there is a 8100 billion a

year market for illegal drugs in the United States. It is not

the children buying these drugs; it is the adults. The policy

dertBetetites that these problems cannot be addressed in the
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schools alone. Each community must establish a comprehensive

prevention group at the local level to in:lue private agencies,

schools, law enforcement, community service organizations and

parent organizations all working together. We need to work with

the media, particularly television, to continue the progress they

are making toward positive family models. The average child will

see 18,000 murders on T.V. before the age of 18. The number one

consumed beverage on T.V. is alcohol.

We have asked every school district governing board and City

Council in the County'to adopt this policy. Our goal is to have

every city and school district working within a common framework.

The County Board of.Supervisors and the County Board of Education

have already adopted the policy.

What is the role of government in trying to strengthen the

family? Surely it is not our role to tell people how to manage

their families. But government, at all levels, should do all

that it can to ask people to question their values as they relate

to their children and families. we seem to be letting other

people imbue our children with values; those being the schools,

television and the streets. soisehow there has to be a way for

our,society. to take a break and decide what is really important.
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What does fulfill us an Americans? The media tells us it is what

we are able to consume. I can tell you from my perspective of a

County Mental Health Director that our fulfillment needs to be

that our children live in a family that has the following

components. The child can articulate a position by the age of 12

against the use of alcohol and drugs; the child lives in a home

with at least one parent who is free from the Influence of

alcohol and drugs; the child is a significant participant in

making family decisions; and the child has been imbued with a

sense of the.spiritual beauty and harmony of this world. How

any of us can stay that this is our priority in this high-paced

t(Jbnologiesa. world. we 'Lye in? Is it any wonder that our county

health and human service systems are inundated and losing ground?

78-911 0 - 88 - 4
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Material Diatributed by Stuart McCullough to The Select Cmmittee
on Children, Youth and Families:

Letter from Chairperson of Mental Health Advisory Board to the
Board of Supervisors

Contra Costa County Health Promotion Pol%cy: Focus on Alcohol/
Drug Abuse and Violence Prevention

Presentation to Advisory Committee on Funding County Servles
Regarding Proposed Ballot Initiative

Article to Editor of CONTRA COSTA TIMES
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CONTRA COSTA COUNTY
HEALTH SERVICES DEPARTMENT

Advisory Committee on Funding
County

7_,,t

Services

())

SESgi'McCullough
Assistant Health Services Director
A/DA/Mil Division

Date:

Subject:

July 14, 1988

Need for Improved Community

Based Alcohol, Drug and
Mental Health Services

Increasingly, the Mental Health system is asked by other county departments,
cities, and the State to provide therapeutic services. The Departments of
Probation, Social Service, Sheriff and County schools all look to Mental Health
to provide critical and essential community-based mental health services to
assist them in the successful completion of their respective tasks. In spite of
this increasing demand, the Mental Health system has been undergoing a steady
decline in available resources. This will be documented throughout the body of
this report. Each specific population is described in terms of the needs and
service priorities.

In addition, attached for your review are the July 1985 "Mental Health Planning
Task Force Report" and the "Drug Abuse Inventory by Region". These reports
should prove helpful in understanding the nature and scope of the problems faced
by the Mental Health system.

Adult Mentally Disabled Needs and ServicePriorities

According to a recent study by the National Institute of Mental Health, at least
one out of every four individuals in the nation will suffer from some form of
mental disorder during his/her lifetime. Using these national projections, we
estimate that during any one-year period, 13 percent of Contra Costa's popula-
tion experiences a mental disorder ranging from family and individual inter-
personal crises to disabling mental illnesses including schizophrenia, manic
depression and psychoses. A 1985 needs assessment, "The Mental Health Planning
Task Force Report", indicates that there are 10-15,000 adults in Contra Costa
County who are severely; and chronically mentally disabled.

Until recently, seriously disturbed adults were cared for in State Mental
Hospitals. In 1972, a deinstitutionalization process began by reducing the num-
ber of beds in State hospitals. It was the intent to pass on to the counties the
State savings that resulted from closing these hospitals. This transfer of funds
never occurred; instead the funds were transferred to the State General Fund.
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In 1960 there were 37,000 State hospital beds available to a total State popula-
tion of 16 million people. Today there are 5,000 State hospital beds available
for a population of over 26 million people. The reduction in State funding
available is illustrated below:

1985-86 Projected State General Fund Costs
for State Hospital; at 1960 Bed Capacity

37,000 beds at 37,000 beds
5150.00 a day 52.025 billion
(actual number 1960)

Actual I985-26 State General fund Expenditure
for Mental Health

State hospital beds
at $150.00 per day

County Mental Health
Programs

5,000 beds
$274 million

$447 million

Total $721 million

1985-86 Projected State General Fund Savings
for Mental Health

At 37,000 beds $1.3 billion

Today the County is mandated to care for the mentally ill with frighteningly
inadequate resources. Contra Costa County, with a population of 700,000 people,
has a major gap in our service continuum. For example:

° There are only 18 residential treatment beds in the County for adults.

In East County there are no residential treatment beds and no day treatment
services.

There are no long-term subacute treatment facilities in the County. At any
point in time, over 100 adults are placed in Skilled Nursing Facilities as
distant as Merced and Santa Cruz.

In excess of 100 residential treatment and Board and Care beds have been shut
down in the past five years due to lack of funding and financial incentive.

1V
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° All outpatient clinics have waiting lists, even for those persons who are
seriously disturbed and at risk of psychiatric hospitalization.

The County Psychiatric Inpatient Service releases seriously disturbed adults
to their families or the streets after an average of 6 to 9 days because
there are no facilities in which to place them.

The real costs of an inadequate system of mental health care are borne primarily
by those who are mentally ill and their families who struggle to care for their
children and parents without relief. In addition, neighborhoods and businesses
complain about the homeless, disoriented mid disquieting individuals who wander
their streets.

The Mental Health Planning Task Force Report identifies services -equired to
properly treat our mentally disabled adult population. The most critical needs
include: residential treatment facilities in Central and East County, intensive
day treatment/day hospital services for individuals discharged from psychiatric
inpatient care, sucialization and vocational services for the severely and
chronically mentally disabled, an in-county long-term secure treatment (Skilled
Nursing Facility) facility, a residential treatment program for mentally
disabled adults who also abuse drugs and/or alcohol, and additional outpatient
and case management staffing.

Children Needs and Service Priorities

Children and adolescents are victims of overburdened mental health services in
Contra Costa County. The County has 204,000 children under the age of 19. It
is estimated that over 11 percent of the children in public schools have serious
emotional problems including drug dependency, emotional and behavioral disabili-
ties, neglect, physical and sexual abuse, and early pregnancy.

In February of 1995, the Mental Health Planning Task Force came together to
design a continuum of care for children. After five months of work the con-
tinuum was completed and presented to the Board of Supervisors in July. The
continuum was prioritized into three levels. These priorities included residen-
tial treatment, children and adolescent inpatient units, increasing outpatient
capacity, establishing a youth hotline, and increasing crisis services.

Contra Costa County has more children in the State hospitals than any other
county except for Los Angeles. There are currently a total of 10 residential
beds available for adolescents over 12 years of age with no beds available for
those under 12. All of our Mental Health clinics have waiting lists of 20 to 40
children. The Youth Interagency Assessment and Consultation Team alone is
booked through the end of August for assessments. Y.I.A.C.T. is a specially
designed interdisciplinary team made up of stef from the Social Service
Department, the Health Services Department and County schools to assess and
treat children and adolescents who are placed out of the home.

1
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Forty to sixty percent of these children have been physically or sexually abused.
They are desperately in need of mental health treatment. Many are severely
emotionally disturbed, violently acting out, firestarters, and self - mutilators.

It is common for those who have been abused to, in turn, abuse others. An

increasing number show suicidal tendencies.

Psychosocial stressors for this population 'e high, including multiple place-

ment failure, multiple hospitalizations, long-term institutionalization,
alienation from families, schools and community, and resistance to past

therapeutic efforts.

In addition, this type of client either does not have a support system or may be
involved with a family that is very dysfunctional; i.e., sexual/physical abuse,
murder, rape, hard-core drug abuse and/or alcoholism. This affects the child's
entire social system including the child's family and school. Without inter-
vention, these children are at high risk of going to Juvenile Hall, jail, the

State hospital or other institutions. Over 70 percent of children seen at our
mental health clinics are either wards of the court or referred by the Social

Service Department Child Protective Services.

Staff are working at their maximum capacity, some seeing more clients than is
appropriate in a given day. As waiting lists expand and referrals continue to

increase, pressure on the clinic staff is increasing. Expanded services, new
positions, and additional space will certainly reduce waiting lists and lessen
pressure on staff, so that they can do a better job with each child. In addi-

tion, it will lessen the risk of our children enuing up in Juvenile Hall, jail,
the State hospital or the streets.

The demand for services gets greater while our resources continue to diminish.
We are seeing a significant number of children whO are severely disturbed at a
younger age. Our intent is to keep families together, create therapeutic ve-
nues to foster reunification between children and their parents, and alleviate

the pressure on ar overburdened system.

Druo Program Needs and Service Priorities

Drug abuse has reached epidemic proportions in California and Contra Costa

County. For example, testimony presented to the Select Committee on Narcotics

Abuse and Control of the United States House of Representatives at a January
1986 hearing in San Diego cited an increase of more than 400 percent in
emergency room mentions and autopsy mentions involving cocaine between 1980 and
1984. In May of 1986, the California Attorney General's Commission on the
Prevention of Drug and Alcohol Abuse stated, "Given the awesome dimensions of
the problem - the social, health and economic costs of drug and alcohol abuse
we conclude that this problem is, indeed, an 'epidemic', as many of the wit-
nesses before the commission testified." Other indications of this growing

problem abound. AIDS is being spread by drug addicts through needle-sharing;
pregnant addicts/abusers are passing dependency to their unborn children; and
drugs are increasingly more accessible on campus as indicated in surveys of
school children and other members of the education community.
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New synthetic, highly dangerous (designer) drugs are appearing
readily available. Recently this County hosted a presentation
tive from the Ste Department of Alcohol and Drug programs on
drug" trend. We have a particular problem in this area. This
in which local street chemists have been able to fabricate new
drugs in clandestine laboratories on a made-to-order basis for
can afford them.

every day and are
by a representa-
the new "designer
is a phenomenon
compounds of
individuals who

The epidemic of human suffering resulting from drug abuse has far outstripped

available county resources to effectively address this problem. In fact, drug
programs are now in a pcsition of having to triage patients based on the limited
availabilitj of funds to provide services. For instance, there are currently no
outpatient services available for adult drug abusers for Central and East
County. As a result, many county residents are not able to receive drug treat-
ment services when they desperately need/want these services. 'he County Drug
Abuse Advisory Board is aware of the serious gaps in the system and is con-
tinually examining better ways with which to provide quality services.

In 1985, the Contra Costa County Drug Program Administration conducted a needs
assessment as part of the Annual Drug Abuse Plan. This Plan and Needs
Assessment made the following recommendations as to serious unmet needs in the
area of drug abuse services.

(1) Establish an 18-bed residential treatment center for adolescents. It is
anticipated this would allow for the diversion of approximately 50 youths
from the Juvenile Justice system.

(2) Establish a short-term, six-bed residential treatment program for women
with children. It is anticipated this would preclude the need to place
approximately 25 children in foster homes or shelters because these
children would be able to stay with their mothers during their recovery
period.

(3) Increase outpatient counseling services. The unmet need is particularly
acute with respect to the needs of adults and families.

The attached study "Drug Abuse Patterns in Contra Costa County, 1980-85" out-
lines what the drug abuse trends are in the various regions of the County for
adults and adolescents.

Alcoholism Program Needs and Service Priorities

In Contra Costa County, we have been pioneers in the State in bringing about a
complete change in the method of treating alcoholism. We have changed the
continuum of services from the County Farm, the Hospital and Napa State Hospital
to a regionalized comprehensive continuum of community-based contract and county
operated programs. This has resulted in a cost benefit ratio of six to one
and an ability to serve approximately four times the number of people.
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One indication of the success of this system is the fact that all our programs
are intimately involved with Alcoholics Anonymous which has grown from 41 to 181
meetings a week. In short, funding alcohol programs is simply good business.
Most of the individuals served get better, go back to work, and become tax-
payers.

Nevertheless, there are many remaining unmet needs. Nineteen percent of our
Nation's youti have problems with alcohol. One out of four children live in an
alcoholic family. One cut of every three individuals in a recent Gallup Poll
indicated that alcohol is a source of problems in their families. A 1984 study
of the Research Triangle Institute indicated that the cost of alcohol problems
to the United States was 5120,811 billion. Approximately 50 percent of our
Criminal Justice budget is expended for alcohol-related problems. Approximately
33 to 50 percent of our health care costs are attributable to alcohol.

Specialized alcohol programs for youth not available:

° Thirty-five residential beds for adolescents as alternatives to Juvenile Hall
and the Byron Boys' Ranch.

Expansion of the Friday Night Live Program to every school in the County.

Counter-media advertising depicting what alcohol is doing to our society.

Specialized alcohol treatment for women not available:

One 20-bed social rehabilitation model detox facility.

Twenty-five residential beds to reduce waiting lists.

Specialized alcohol programs for men not available:

One hundred residential beds to reduce current waiting lists.

Fifty-four social model detox beds to be used in lieu of taking drunk drivels
to Jail and thereby reduce overcrowding in the Jail system.

The Alcohol program faces some strong challenges. Our programs have long
waiting lists and strained budgets. We are constantly trying to find new and
better ways to address our problems. Public safety and prevention are
increasingly becoming parr of our treatment program. One of these, Friday Night
Live, is directed toward teenagers and is sponsored in conjunction with the
Rotary Foundation. Over the next several years we hope to effectively reach the
majority of the high school students regarding the danger of giving under the
influence of alcohol.

105
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Geriatric Program Needs and Service Priorities

There are 110,000 people in Contra Costa County over 60 years of age. This is a
population which often requires increased mental health services. Currently the
fastest growing problem facing our geriatric treatment system is the increasing
rate in the diagnosis of Alzheimer's disease. Twelve to fifteen percent of our
citizens, over 65 years of age, suffer from this disease. Forty percent of the
people over 80 are diagnosed as Alzheimer's patients. By the year 2000, the
number of people over 85 in Contra Costa County will have tripled.

At a recent meeting of retired Contra Costa County employees, a large number
were concerned about the availability of services for their parents. It is
indicative that our retired citizens are now concerned about the care of their
parents, who have long since retired.

Currently, we are supporting the Health Services Department plan to create a
30-bed locked skilled nursing component to Herrithew Memorial Hospital. He
are also working toward creating a more home-like program for our Alzheimer's
population in a rural area of the County. This will allow sufficient space and
security to humanely care for these people.

Conclusion

It is highly likely that every citizen in this County, over the next five years,
will have some contact within his/her extended family with the Alcohol, Drug and
Mental Health system provided by the Health Services Department. The simple
reality is that the demand continues to increase for all specialized popula-
tions. There is no indication that this increasing demand will subside. The
available resources continue to diminish in relation to the ever growing needs.
A ballot initiative in support of community-based mental health, alcohol and
arun services would be a ma or ste toward redressin. thil -roblem and contri-
FA" ing tower a ust and umane society or a our c t zens. t s mportant
to note, because of the cost of the care, only the very rich can afford to pay
privately for treatment, especially if the problem is chronic.

SHctvn

Attachments

cc: Phil Batchelor
Mark Finucane

Mental Health Advisory Board
Alcoholism Advisory Board
Drug Abuse Advisory Board
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Health Services Department
ALCOHOL/DRUG ABUSE/MENTAL BEAM

DIVISION

2500 Alhambra Avenue
Martinez. CA 94553

(415) 372.4416

'COMPREHENSIVE STRATEGY FOR THE PREVENTIDN
OF ALCOHOL/DRUG ABUSE AND VIOLENCE

IN CONTRA COSTA COUNTY

BACKGROUND

In the spring of 1986, a group of citizens representing various
segments of the community convened to improve upon alcohol and
drug prevention efforts for youth in Contra Costa County. After

numerous meetings, this group developed into a formal task force
whose focus evolved to include the concept of health promotion

and concerns about abuse and violence. It was agreed that
achievement of this involved both an overall health promotion
effort and specific prevention strategies targeting alcohol/

drug abuse and violence.

Following the lead of Attorney General John Van de Kamp's
Commission on Alcohol and Drug Abuse, the Contra Costa County
task force embraced the concept of the comprehensive prevention

plan outlined in the Commission report. Adapting several
elements of the Attorney General's report, the task force

developed a comprehensive health promotion strategy focusing on
Prevention of alcohol/drug abuse and violence in Contra Costa

County. The objectives include;

- Adoption of this Policy countywide by the Board of
Supervisors, City Councils, the Board of Education
and individual school boards;

- Development of prevention action plans by each of these
constituencies delineating the specific steps they will
take in their communities; and

- Development by the task force of a compilation of state-
of-the-art prevention methods and community-based
resources to assist each community in developing its
individualized prevention plan.

For more information call the Prevention Program at 372 -2511.
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2-4-87

CONTRA COSTA COUNTY HEALTH PROMOTION POLICY:

FOCUS ON ALCOHOL /DRUG ABUSE AND VIOLENCE PREVENTION

FOREWORD

Alcohol/drug abuse and violence are problems which have become
all too familiar to our society, impacting our health and quality
of life. As citizens of Contra Costa County, we are concerned
with the prevalence of these problems within our community,
particularly among our youth. We believe that the prevention of
alcohol/drug abuse and violence is possible through the coopera-
tion of all members of the community in a comprehensive health
promotion effort.

Attorney General Van de Kamp's Co.vnission on the Prevention of
Alcohol and Drug Abuse calls for a comprehensive plan of
prevention to combat alcohol and drug abuse among youth.
Consistent with this report, we propose a health promotion policy
which identifies and mobilizes community actions directed at the
prevention of alcohol/drug abuse and violence in Contra Costa
County.

ELEMENTS OF A COMPREHENSIVE PREVENTION STRATEGY

1. THE OVERALL EFFORT SHOULD BE COMPREHENSIVE, COORDINATED AND
INTEGRATE ALCOHOL/DRUG ABUSE AND VIOLENCE PREVENTION
ACTIVITIES.

1.1 Using multiple methods and strategies is essential as
research shows that no single approach alone is successful.

1.2 Alcohol/drug abuse and violence prevention are viewed
jointly as they have common elements which make them
responsive to broad-based preventive approaches. With
regard to treatment, they are distinctly different and
require separate treatment modalities.

1.3 Coordination of resources ane effort promotes efficiency,
reducing duplication and fragmentation. Systematic methods
to inventory and share expertise/information should be
enhanced. Utilization of lxisting community agency
expertise is essential. Many sectors of the community have
developed programs and/or policies which focus on alcohol,
drug abuse or violence. These efforts should be recognized
and used as an important basis from which to build a
comprehensive effort.

r,

i)
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1.4 All prevention efforts must reflect the cultural and ethnic
diversity found within each jurisdiction.

2. ALL SEGMENTS OF THE COMMUNITY. SHOULD BE INVOLVED IN ALCOHOL/
DRUG ABUSE AND VIOLENCE PREVENTION EFFORTS.

2.1 Youth must be involved as leaders in prevention efforts and
should be included at each stage of the development and
implementation of the overall prevention strategy and
individual action plans.

2.2 Parents, teachers, community service providers, health
professionals, law enforcement, religious groups, business,
unions and government all-have a critical role to play;
building upon each other's efforts translates into community
programs, campaigns and political action which are mutually
reinforcing.

?.3 Law enforcement a'd rejulatory officials must continue to
enforce laws governing alcohol sales and possession by
minors, reduce availability of drugs by arrest and seizure
and actively enforce laws governing violent behavior.
Additionally, they are in a critical position to participate
in community-wide prevention efforts, to educate the _mu-
nity about substance abuse and violence, and to promote
positive alternatives to them.

3. AN EFFECTIVE PREVENTIVE EFFORT TO REDUCE THE INCIDENCE OF
ALCOHOL/DRUG AMSE AND VIOLENCE REQUIRES WELL-CONSTRUCTED
STRATEGIES IN SCHOOLS, WORKPLACES AND THE MASS MEDIA.

3.1 Schools: Prevention curriculum and activities should be
infused into all appropriate aspects of the school's social
and learning environment. Students, parents, faculty,
administrators and community-members must be actively
involved in implementation and evaluation of each school's
prevention program. In developing new programs and curric-
ulum, or strengthening existing ones, emphasis should be
placed upon age-appropriate activities at every grade level.

Program element* might include: physiological and psicho-
logical effects of alcohol and drug abuse; improving self-
esteem; refusal skills; coping and communication skills;
decision making; identification of personal, social and
environmental risk factors for substance and physical abuse;
wellness concepts and positive alternatives; pre- and
early-parenting education; and conflict resolution.

Because of their access to youth on a large scale and their
role in the education process, schools are crucial to
prevention efforts. Steps must be taken to create a

109
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positive overall school environment. Joint planning and
coordination between community-based agencies, schools and
law enforcement is an essential part of successful school-
based prevention efforts.

3.2 Workplace: Prevention programs must focus on adults as a
primary target. As parents and community members, adults
influence the attitudes and behavior of youth. Addi-
tionally, adults need services and information to help
prevent their own participation in alcohol/drug abuse and
violence. The workplace is the best site for personally
reaching adults and employers should use-it to provide
information, resources and. alternatives. Unions have an
important role to play in this effort.

3.3 Media: The media's.help is needed to portray positive
alternatives to alcohol and drug abuse and to reinforce
school and community efforts. It is crucial for the commu-
nity to communicate to the media its desire to see news and
information which depict the health, social and economic
costs of alcohol/drug abuse and violence. In certain
circumstances, producers of television, radio and music
videos must be encouraged'to do a better job of self-
regulation to reduce their apparent glorification of
alcohol/drug use and. violence.

3.4 Information, Materials and Training: Individuals involved
in developing and providing prevention services need
information and training about current prevention concepts,
methods, skills and resources. Community agencies are a
vital component of this effort. Particular emphasis should
be placed upon the training provided teachers, law enforce-
ment, health and human service personnel.

3.5 Needs Assessment and Evaluation: Needs assessments and
evaluations must be an integral part_of all prevention
strategies and program designs. Data from needs assessments
will enable the particular community/school to best match
specific prevention techniques and action plans with local
needs. Ongoing evaluation is critical to assure that plans
continue to accomplish the goals for which they were
initiated.

4. IMPACTING ALCOHOL/DRUG ABUSE AND VIOLENCE DEPENDS UPON
CREATING A POSITIVE ENVIRONMENT THROUGHOUT THE HOME, SCHOOL
=COMMUNITY.

4.1 Strengthening of families and their involvement in community
prevention efforts is crucial. Parents must be aided in the
increasingly difficult task of successfully raising children
in our complex and ever-changing society. They should be
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provided with information and resbUrces to help 'thertraccom-
plish this. Assistance in enhancing skills as role models
and maintaining positive relationships with their children
should be made available to parents. All efforts targeted
toward parents must take into account the diversity of
family structures common to Contra Costa County.

4.2 Individuals must be provided with positive alternatives to
alcohol/drug abuse and violence. Examples of alternatives
should include programs which develop conflict resolution
skills, promote substance-free recreational activities and
establish community centers. The importance of a promising
future, particularly meaningful employment opportunities,
cannot be overemphasized.

4.3 All efforts must be designed with careful attention to
reducing the stigma commonly associated with people seeking
help with alcohol/drug abuse and violence.

CONCLUSION

The effort to prevent alcohol/drug abuse and violence will
require a strong commitment from all sectors and members of our
community. With the close cooperation of parents, educators,
youth, business, unions, government, health professionals,
community groups, media, service organizations and law enforce-
ment we can reduce the occurrence of these problems in
Contra Costa County.

SPECIFIC ACTION BY ELECTED BODIES

In adopting this policy, the
agrees to the following:

To promote the elements described above;

To direct the to develop and implement
an Action Plan by (date) to carry out
specific elements of a prevention plan;

To annually review this policy and Action Plan to make
revisions and assure that all important community elements
are working together; and

To function as a model employer with our own employees by
applying the appropriate elements of this policy to our
workplaces.
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STATEMENT OF ENDORSEMENT

We, the Board Members of hereby
endorse the above policy. In so doing we are agreeing to the
concepts put forth in the text and are supporting the actions of
the elected officials which designate specific action steps
within their jurisdiction.

Signed: Date:

Name

Title

Agency Address

Phone No.

Please return this page to:

Prevention Program
1111 Ward Street

Martinez, CA 94553
372-2511

Attention: Ellen Goodman
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CONTRA COSTA COUNTY

MENTAL HEALTH ADVISORY BOARD
2500 ALHAMBRA AVENUE

MARTINEZ. CALIFORNIA 14553
Phone (415) 3724395

TESTIMONY TO BOARD OF SUPERVISORS
DennisLepak, Chairperson

May 12, 1987

Madame Chair, Supervisors, Mr. Christen, fellow concerned
citizens. The Mental Health Advisory Board welcomes this
opportunity to testify in support of the Fiscal Relief Plan as
proposed by the County Supervisors Association of California.

Over the past few years the members of the Mental Health Advisory
Board have become concerned, appalled, and more recently, dazed,
by the ever increasing burden of responsibility placed on the
Mental Health System without the necessary funding to implement
mandated services.

A few of these underfunded services are: Services for the mentally
ill homeless; augmentation services, under 5B155, for Board and
Care Homes; conditional release programs for mentally disordered
offenders and mental health services for emotionally disturbed
children under the mandates of AB3632, perhaps the cruelest
legislative hoax yet.

I could quite easily take the entire morning telling you of
specific waiting lists, lack of beds, and non-existent yet
necessary services. I will mention only a few. This is a County
whose citizens command enormous resources of power, influence and
personal wealth. But, if you are one of the less privileged adults
in this county and are forced by circumstances to beg for help at
a public community mental health clinic you could be placed on a
countywide waiting list with 80 others. Apallingly, if you are a
child the wait is longer. Today more than 100 children line up to
wait months for outpatient services they desperately need now.
What kind of a society refuses services to suffering children
waiting while spending millions on regional parks, courthouses,
and prisons?

I am not going to take your valuable time relating "horror
stories". I could take the rest of the week telling you of
sodomized, raped and beaten children, many of whom are contained,
three youngsters to a sweltering, 96 degree, unventilated 10 by 8
room in our Juvenile Hall. Very disturbed children and adolescents

A-nc in Juvenile Hall because there are no humane facilities
available to them. Last year 56 children were placed in our County
run acute wards and mingled with adult patients. Children as young
as 8 are placed on J-Ward with psychotic adults. Often even this
inappropriate alternative is unavailable for children who Mental

3
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Health Staff at Juvenile Hall are recommending be immediately
hospitalized. I must repeat this, I think it should be emphasized.
Children suffering acute mental illness are being segregated and
locked down in county detention facilities under conditions
inferior to local facilities housing adult prisoners convicted of
violent felonies.

I feel I must also tell you of the plight of Mertal Health line
workers who serve these children and unfortunate adults. They also
suffer. They are asked each year to attend to cases of greatly
increasing severity in ever increasing numbers. Workers suffer
stress related illnesses, glaze over and they become emotionally
depleted. Individually they are exploited by the system in direct
proportion to their degree of caring.

Who is responsible? We all are. And,if we are all responsible then
we can all point our fingers and share the blame. and no one bears
the ultimate burden or responsibility.

Some of us must be more responsible than others of course. Line
workers who remain silent without protesting and organizing are
responsible. Department managers who give up and stop demanding
adequate funds in their budgets are responsible. Local political
leaders who do decline to look the suffering in the face and then
educate their constituents are responsible. And, of course, our
favorite responsible parties, the ones we point to this morning,
the Governor and Legislators who wheel and deal in Sacramento, far
from the screams of pain and the tormented children.

Ultimately, we the voters are responsible. We must demand a change
of priorities. We make that demand of and through you today.

1
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March 26, 1987

Ernest S. Hines, Editor
CONTRA COSTA TIMES
2640 Shadelands Drive
Walnut Creek, CA 94598

Dear Mr. Hines:

Health Services Department
ALCOHOL/DRUG ABUSE/MENTAL HEALTH

DIVISION
2500 Alhambra Avenue

Martinez. CA 94553
(415) 3724416

As one of the people responsible for providing alcohol, drug and
mental health services in the public sector, it is difficult not
to sound like Chicken Little. The needs are great and the
resources are few. To us it feels like the sky is falling, albe-
it incrementally. Twenty-five years ago there was no perceived
need for a mental health treatment system. Why is the need so
great today?

The American family has undergone a profound change in style and
structure since World War ?I. During this period few cultural
norms or rules have been established where we hold each other
accountable for how we manage our families. The automobile has
become an indispensable part of our lives, and we have become so
mobile that the nuclear and extended families have begun to breakdown. The participation of grandparents, aunts and uncles in the
raising of children is no longer the norm. Parents are often
raising children by themselves. Women, following World War II,
did not want to go back to being solely homemakers and have opted
to be active and full participants in the workforce. Currently,
over 50 percent of the mothers of preschool children work.
Thirty years ago it was 15 percent. The high rate of divorce has
put a tremendous strain on single parents who are trying to raise
their children in such isolation that it can be profound. Only
68 percent of American children live with both biological
parents.

These difficulties of the family have been exacerbated by other
cultural trends. Our society is dominated by television and
other electronic media. it drives our politics and has become
the primary source for the establishment of our values. The
result is that we determine our worth by what we are able to
consume. We are constantly told that sex appeal is the key to

A.371 Contra Costa County
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success. We are becoming immune to violence and abuse. The
average child will see 18,000 murders on television before the
age of 18.

Subtlely we arc turning into a two-dimension culture where our
primary link to each other is through a 19-inch screen where
there is literally no depth. The norm for children watching
television is at least two and one-half hours per day. This
consumption-driven televising process, combined with our
historical wealth, has lead to a narcissism which is creating a
natural breeding environment for the consumption of alcohol and
other drugs. We are consuming these substances at record rates
with extraordinarily destructive consequencs. It is estimated
that the total cost to the United States in health care,
insurance losses, absenteeism and lost productivity due to
alcohol abuse is 120 billion dollars. In 1985, estimates are
that the illicit drug market in the United States was in excess
of 100 billion dollars.

What has been the result? Our culture is declining. We fear
for what the future portends and with good reason. Parents are
afraid to take their eyes off their children every place they go,
even in the supermarkets. We have a society where violence is
commonplace. It is becoming the norm. In 1970, there was not a
single battered women's shelter in the United States. Today
there are 1100.

What can be done? There must be an awakening on the part of the
citizens of the United States that we are basically out of
control of the pace and content of our lives. That it does not
matter if we drive a BMW, dress in designer jeans or live in a
3,000 square foot house. What matters is that our children
advance in grade level each school year. Homework must come
first and we must be there to help with the difficult problems.
Our children must participate in making decisions for the family.
Our children must have a sense of the spiritual beauty and
goodness of this world. Our children must have parental models
who are free from the abuse of drugs and alcohol.

The family is the basic building block of our society and, as a
cultural norm, it must be paramount in relation to our careers
and attending status symbols.

Government will remain roughly constant in size and thus will
diminish in proportion to the growth of population. This will
translate into governMent becoming more of a crisis health and
welfare system. This is certainly true for the public mental
health system. We will not be able to continue to provide the
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already severely limited psychotherapeutic services that the
citizens have come to expect. That is why we helped form the
Family Alliance, first envisioned by County Administrator Phil
Batchelor. We are supporting this and other prevention programs
that will help to form networks to support healthy families.
John Naisbitt, in his book Megatrends, indicates that networking
is the key to the success of most human endeavors. Networking
basically means getting organized by linking and forming coali-
tions. Our mobility, television, consumerism and substance abuse
can all be a hindrance to human linkage. We must create norms or
expectations for each other where we demonstrate we are in
control of these factors in our lives, and that we recognize our
children are a reflection of ourselves, our families and our
culture.

Sincerely,

itt.T\
Stuart McCullough
Mental Health Director
Contra Costa County Health Services Department

SMc:vn
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Chairman MILLER. Thank you.
Marilyn.

STATEMENT OF MARILYN MENNIS, VICE PRESIDENT OF SERVICE
ADMINISTRATION, PHILADELPHIA CHILD GUIDANCE CLINIC,
PHILADELPHIA, PA
Ms. MENNIS. 'Thank you, Mr. Chairman.
I am Marilyn Mennis, vice president of the Philadelphia Child

Guidance Clinic. I am here to talk about some services that do
exist which are alternatives to institutionalization of our emotion-
ally troubled children and adolescents, based on my own experi-
ence as the service administrator at the clinic.

A little bit about the Philadelphia Child Guidance Clinic. We
were founded in 1925. We are a nonprofit, comprehensive mental
health organization serving children and adolescents. The Clinic is
nationally known for its family systems approach which recognizes
that a child does not live in isolation from his or her family and
community environment and that aspects of that environment
must be included in treatment.

For kids who have no immediate family, extended family or sub-
stitute care givers, such as residential counselors or foster par Ints,
are included in the treatment program. Other aspects of the child's
environment such as school and social services are also critical
aspects of the child's treatment.

The Clinic provides psychiatric hospitalization to about 400
youngsters a year and a range of outpatient and community pro-
grams for 2,000 children and adolescents and their families. Our
38-bed hospital admits youths between the ages of 7 and 24, with
an average length of stay of about 30 days, and that is about one-
third the national average for children and adolescents. Half of our
patients are on Medicaid.

We have two apartment units in our hospital where children
under seven can be admitted with their families, because we do not
believe it is appropriate or desirable to separate a child that young
from the family even for a short 30-day period. Our crisis and
emergency service sees about half of the child and adolescent emer-
gencies in the city of Philadelphia, about 500 a year. On the outpa-
tient side, we provide diagnostic assessments and individual, group,
and family therapy.

For most children whose difficulties are episodic, psychiatric out-
patient services are appropriate, but for the seriously disturbed
youngster, traditional psychotherapy is not particularly effective or
sufficient. Part of what I want to say here is that we need to stop
trying to fit round pegs into square holes or square pegs into round
holes and try to make the services fit the needs of the kids. I would
like to talk today about a couple of our rim alternative programs for
these very seriously disturbed youngsters.

In 1982, in the city of Philadelphia, there were less than 200
emergency room visits by children and adolescents, psychiatric
visits. In 1987, five years later, the figure is expected to exceed
1,000. That is a 500 percent increase in five years. On any given
day in Philadelphia, there are 2 to 15 youngsters awaiting a hospi-
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tal bed which is not available for them. I would like to tell you a
little bit about these kids.

Half of the emergency room visits result from suicide attempts
or suicidal behavior, including children as young as nine and ten
years of age. Not too many weeks ago, we had two nine-year-olds
who had made a suicide pact that was considered serious enough
that those two children had to be hospitalized; they were consid-
ered to be at risk.

The youngsters we see are more than ever before chronically dis-
turbed with acute symptomatology. Many seriously mentally ill
young adults experience their first episode in their teens, and I
think we are seeing a lot of those kids right now. Increasingly,
these children are without nuclear families, which means that
Child Welfare is involved, and placement becomes paramount and
seriously problematic.

One of the factors that extends length of stay in a psychiatric
hospital for children is the need for out-of-home placement and the
difficulty finding that. There are more emergency admissions, more
multiple hospitalizations, so that, in general, we are seeing a more
disturbed child with fewer family and financial resources.

In order to treat these difficult-to-serve kids more effectively, and
with the initiative, creativity, and support of the county mental
health authority, we began to develop alternative community-based
programs designed to reduce numbers of admissions to community
and State hospitals, to shorten length of stay, and to keep youths
at home or at least in the community.

Our Social Rehabilitation Program is an intensive outreach and
home-based program whereby an experienced clinician spends any-
where from 10 to 50, or more if necessary, hours per month with
the patient and family in their own home. The clinician's work
may include getting housing for the family, getting an appropriate
school placement for the child, obtaining health care for the child,
court issues, relationships with extended family, as well as provid-
ing therapy to the child and to the family. We will work to resolve
any family, community, or social service problem that will help
that family stay together, keep that child out of the hospital.

The program includes 24-hour emergency services and a home
visiting team whereby a ,hild care worker goes to the home when
there is a crisis and will remain with the family until the crisis can
be stabilized. That could be two hours, it could be two days, what-
ever it takes. It is an intensive intervention program.

In the first year of operation, we served almost 100 children and
adolescents; 15 of those 100 had been in a long-term-care State hos-
pital, 42 had been hospitalized in an acute-care setting at least
once, and many of those kids more than twice. Most had multiple
emergency room contacts, and their hospitalizations were often on
an emergency basis.

During the first year of the program, not one child had to go into
the State hospital. Only 8 of the 100 had to be hospitalized in an
acute-care setting, and these were planned admissions with well-de-
fined follow-up back in the community, back with the family. This
contrasts sharply with the history of emergency room episodes and
emergency hospitalizations.

9
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The second program I would like to talk about is our Host Home
Program, which is similar in intensity to the Social Rehab Program
I just described except that it is for youngsters who are unable to
live with their natural families. The ability to provide them with a
therapeutic foster family means that institutional care is avoided.

In addition to clinical work that we do with the child in the host
family, the program maintains the involvement of the natural
family as an integral part of the child's treatment with the goal
that possibly this child may be able to go home. The program pro-
vides a trainer-supervisor to the host home family, it provides a
case manager to the child and the family, and it provides a thera-
pist to the child and the family. This program, I would like to men-
tion, is a jointly funded program between the child welfare system
and the mental health system.

These programs result not only in an improved quality of life for
kids but in significant cost reductions, and I would like to men-
tion some numbers briefly. A year at a State hospital for a child in
Pennsylvania is over $1(u,000. The Host Home Program runs about
$35,000 a year for one youngster per year, and, by the way, we con-
sider host home parents members of our treatment team and we
pay them commensurate with their professional role in that pro-
gram.

The Social Rehabilitation Program, where the child lives at
home but receives intensive services, costs about $6,000 to $7,000 a
year for one youngster. So there are significant cost differences be-
tween programs.

T would like to mention briefly a couple of other programs
that we have. In 1981, we started a pilot project to provide a
family-based treatment program for adolescent sex offenders. I
think it is the only one in the State of Pennsylvania and is also an
intense program. It is not an hour a week of therapy; the adoles-
cent is seen, the family is seen, the adolescent is in a group, the
parents are in a group. It is really an intensive program. This pro-
gram often substitutes for incarceration for the children in it and
facilitates early release of incarcerated youths to bring them back
to their families.

The fourth program is new in Pennsylvania as well and is a
mental health service that we established at our Youth Detention
Center for Preadjt. 'icated Youths who basically had minimal
mental health services prior to this program. The program is de-
signed to prevent inappropriate hospitalizations by providing on-
site psychiatric assessment and treatment before crises erupt
which necessitate inpatient care.

We also provide a preschool program for children with mentally
ill parents or parents who are drug and alcohol abusers.

The county of Philadelphia also supports a number of other al-
ternative services, including crisis specialists, therapeutic group
homes, and intensive case management services. The availability of
all these programs has resulted in a significant reduction in the
number of Philadelphia children and adolescents in the State hos-
pital, but it is not enough. Every new program fills up immediate-
ly, new beds fill up immediately, and the continuum of services is
not complete.
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I would like to make a few recommendations based on our expe-
rience with kids' needs. I think we need to expand and replicate
the kinds of programs that I have described here and which the
city of Philadelphia is supporting and the Clinic is providing.

We need comprehensive crisis intervention services that are de-
signed for children and adolescents and their families, not for
adults but for kids. That should include mobile teams who could
travel to the site of the crisis where the youngster is. We need
more nonhospital therapeutic residential alternatives for children
who are mentally ill and also dependent and unable to live at
home. We need more short-term psychiatric hospital beds, includ-
ing secure beds, particularly for public sector patients or publicly
funded patients, and particularly for adolescents.

We need family support services. The parents in the first panel
spoke about this, and it is probably one of the most lacking areas.
We need respite care, baby-sitting, homemakers, parent training,
recreation, vacations, anything that can help a family cope more
effectively and keep their kids with them at home.

My final comments express both my frustration and my hope at
being a provider of and an advocate for children's mental health
services. There are some nights at the Philadelphia Child Guidance
Clinic when we have four or five suicidal or out-of-control kids in
our emergency service who need to be hospitalized and there are
no beds anywhere in the city for those youngsters.

In 15 years of examining policies, procedures, laws, and regula-
tions promulgated by city, State, and Federal Government, my as-
sessment has been, more often than notand if you will excuse me
for being flipoops, they forgot the kids. I am pleased to note that
in the Congress there is a committee of representatives who have
made a commitment to children and adolescents, including those
with mental health problems, and I appreciate the opportunity to
help you with your important work.

Thank you.
[Prepared statement of Marilyn Mennis follows:)
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PREPARED STATEMENT OF MA.dLYN MENNIS, VICE PRICSIDINT OF THE PHILADELPHIA
CHILD GUIDANCE CLINIC, PHILADELPHIA, PA

Mr. Chairman, members of the Select Committee, Ladies and

Gentlemen. I am Marilyn Mennis, Vice President of the Philadelphia

Child Guidance Clinic. Thank you very much for inviting me to

testify before you today.

Two years ago this Committee hold hearings on Mental Health Caro

for Adolescents in which the primary focus was the increasing use of

hospitalization for adolescents. Last September hearings on Children

in State Care mainly addressed institutional care. In both hearings,

speakers alluded to tho need for community alternatives to

institutional care. I am hero today to talk abC:t some of those

alternatives for our emotionally troubled children and adolescents

based on my experience, as Service Administrator at tho Philadelphia

Child Guidance Clinic.

Founded in 1925 as one of seven demonstrat!on clinics in th,

United States, we are a comprehensive mental hoAlth organization

serving children and adolescents. The Clinic is nationally known for

its family systems approach which recognizes that a child does not

live in isolation from his or her environment and that aspects of the

environment must be included in treatment. A child's primary

environment is the family, and Clinic therapists work extensively

with family members to enhrr.c. r4latilnshipa and interactions. For

children who have no 15.4ediate family, extended family or substitute)

care givers such as residential counselors are included in

1. AS
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treatment. Other aspects of the child's environment, such as school

and social services, are also critical aspects of the child's

treatment.

The Clinic provides both psychiatric hospitalization and a range

of outpatient and community programs. It is also an academic

teaching and research institution, serving as the iivision of Child

and Adolescent Psychiatry of the University of Pennsylvania. our 38

bed hospital admits youths aged 7-24 with an average length of stay

of about 30 days - one third the national average. We have two

apartment units in our hospital where children under 7 can be

admitted with their families. Our crisis intervention and emergency

service sees half of the child and adolescent emergencies in

Philadelphia, about 500 per year. On the outpatient side, we provide

diagnostic assessments and individual, group and family

interventions.

However, today I want to talk about our relatively new

alternative programs for very seriously disturbed youngsters,

designed to keep these kids out of hospitals and in their communities

with their families. In 1982 in Philadelphia, there were fewer than

200 emergency room visits by children and adolescents. In 1987 this

figure is expected to exceed 1,000. I would like to tell you about

these youngsters. Half of these visits result from suicide attempts

or suicidal behavior including children as young as 9 and 10 years of

age. We are finding that the children we see are, more than ever

before, chronically disturbed with acute symptomatology.

Increasingly they are without nuclear families, which means that

child welfare is involved and placement becomes more paramount and

problematic. One of the factors which extends length of stay in a

psychiatric hospital for children is the need for out of home

placement. There are more emergency admissions and more multiple

1 2 3
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hospitalizations. The proportion of Medicaid and indigent patients

is increasing. In general, we are seeing a more disturbed child with

fewer family and financial resources.

In order to more effectively treat these difficult to serve

youngsters, and with the support of tho County Rental Health

authority, we began to develop alternative community based programs

designed tc reduce the numbers of admissions to community and State

Hospitals, shorten lengths of stay, and keep kids at home or at least

in Cce community. I would like to tell you about four such programs.

The Social Rehabilitation Program is an intensive community and

home based program, whereby an experienced clinician spends from 10

to 50 or more hours per month with the patient and family in their

own home. The clinician's work may include housing for the family,

an appropriate school placement for the child, court issues,

relationships with extended family, etc., as wall as providing

therapy to the child and family. We work to resolve any family,

community or social service problem which will help that family stay

together and keep the child out of the hospital. Emergency services

are ava1lable 24 hours a day. The program includes a "home visiting

team", in which a child care worker goes to the home when there is a

crisis and remains with the family until the crisis can be stabilized

- which could be from 2 hours to 2 days. In the first year of

operation we served almost 100 children and adolescents. Fifteen had

been in a long term care State Hospital. Forty-two had been

hospitalized in an acute care setting at least once, many more than

once. Most had multiple emergency room contacts. During the first

year, not one child had to return to the State Hospital. Only eight

had tc %cc hospitalized in an acute care setting; all were planned

admissions with well defined follow-up. This contrasts sharply with
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the history of emergency room episodes and emergency

hospitalizations.

Our Host Home Program is similar in its intensity to the Social

Rehabilitation Program, except that it is for children who are unable

to live with their natural families. The ability to provide them

with a therapeutic foster family means that institutional care is

avoided. In addition to the clinical work with the child in the host

family, the program maintains the involvement of the natural family

as an integral part of the child's treatment. The host hone parents

receive intensive training and ongoing supervision. They are

considered to be members of our treatment team and are paid

consistent with their professional role.

These alternative programs result not only in an improved

quality of life for the children, but in significant cost

reductions. A year at a State Hospital for a child in Pennsylvania

is over $100,000. The Host Home Program runs about $35,000 for one

youngster per year. The Social Rehabilitation Program costs about

$6,000-$7,000 per year for one youngster.

The two other programs I would like to briefly mention serve

children who are emotionally disturbed and delinquent, dependent or

neglected.

In 1981 we began a pilot project to provide a family based

treatment program for adolescent sex offenders. The program includes

individual counseling, we xly family sessions, and adolescent and

parent groups. This level of service intensity lasts six months to a

year, with continued follow-up. Active participation of the

adolescent and his family often substitutes for incarceration. The

program is also designed to facilitate early release of incarcerated

youths to bring them back to their families.

I
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Last year, for the first time in Philadelphia, a mental health

service was established at the youth detention facility for

preadjudicated youths. The program is designed to prevent

inappropriate hospitalizations and to obtain psychiatric treatment

when needed. It provides on-site psychiatric assessments and

individual and family interventions and includes training of

detention center child care workers.

These are examples of some of the innovations in community based

mental health services for children. The Philadelphia County mental

health authority also supports several other alternative services

including crisis specialists and therapeutic group homes. The

availability of all of these programs has resulted in a significant

reduction in the number of Philadelphia patients in the State

Hospital for Children. But it is not enough. Each new program fills

up immediately and the continuum of services is not complete. Based

on our experience in Philadelphia, I would like to make these

recommendations:

1) Expansion and replication of programs such as those

described here.

2) Comprehensive crisis intervention services designed for

children and adolescents and their families (not mixed

with adults); including mobile teams who travel to the

site of the crisis.

3) More non-hospital therapeutic residential alternatives for

youths who are mentally ill and also dependent and unable

to live at home.

4) More availability of short -tern psychiatric hospital beds,

including secure beds, to public sector patients, particularly

adolescents.
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5) Family support services such as respite care, baby-sitting,

homemakers, parent training,
recreation and even vacations;

anything which helps that family cope more effectively and

keep their child at home.

Hy final comment expresses
both my frustration and hope at being

a provider of, and an advocate for, children's mental health

services. In 15 years of examining many
policies, procedures, laws

and regulations promulgated
by City, State and Federal government, my

assessment has been more often than not, "oops, they forgot the

kids." / am pleased to note that in the Congress there is a

Committee of Representatives who have made a commitment to children

and adolescents, including
those with mental health problems. Thank

you for the opportunity to help you with your important work.

127



Child and Mole/cent Social Work
volume 3. Number 1, Spring 1986

To Reclaim a Legacy:
Social Rehabilitation

Ruth Sefarbi, M.S.W.

A fISTRACT- The article describes the first year of the Social Rehabilitation Pro-
gram for children and their families at the Philadelphia Child GuidanceClinic A
parallel is drawn with the beginning of family therapy and the ecological ape
proach under Salvador Minuchin in 1965 It trace: the difficulty in maintaining
outreach community work because of funding problems and productivity require.
menta of the funding agency, and ends with the return to the community ap-
proach under the new program The program is described primarily through case
examples

It is commonly held that 10 percent of the clients in the mental health
system utilize 90 percent of the services St tee services often include ex-
tensive psychiatric hospitalization which is extremely costly, funding
sources have been attempting to decrease institutionalization of the
chronically and severely emotionally disturbed.

Unlike programs blindly involved in "de-institutionalization" which
extrude individuals from institutions without sufficient planning and
provision for their survival in the community, social rehabilitation pro-
grams have been designed which do provide support for the transition.
One of the major goals of social rehabilitation programs is the integration
into the community of the hospitalized client, or at least the extension of
the periods that the client is able to stay out of the hospital. Social reha-
bilitation often consists of all -day programs where clients participate in
activities geared to developing or increasing competence in areas ranging
from personal hygiene and communication skills to vocational training
and job hunting.

The there:mots who worked on the newel are Pat Goodman. Sam Thomas. Rid Nelson.
Roosevelt Soya) and Muriel MAK.

Ma &Carta in armed director, Adolescent Sex Offender Poolroom. Philadelphia Child
Guidance Clinic, Two Children. Center. 34th St & CIVtc Center Blvd . Phil . Pa 19 tat

e 1956 Human Sciences, Press
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A Social Rehabilitation Program for Children

In July 1984, the Philadelphia Child Guidance Clinic IPCGCI was re-
quested by the County to institute a social rehabilitation program which,
to the best of our knowledge, was to be the first for children in the con n
try There is such a program in Motels. Sweden. begun in 198:1 under
the direction of Dr. Olaf !Avon. (thwart. Peterson, Jansson & itratbauk,
1985; 19850 During a visit here in August 1984. Dr. Glwan shored most
generously his experience with the program Since he also acknowledged
his debt to PCGC for his understanding of famdies, particularly disad
vantaged, multi-problem Lima:es, an understanding which had contrib.
uted significantly to the development of his program, Dr 111wan's visit
tmmaituted the completion of a rude.

The new bocsal rehabilitation program at PCGC restored to the Clinic a
practice of providing broad and intensive services to children and their
families in their homes and in the community as well Ho in the Clinic's fa-
cilities This was a practice Dr. Ulwaic and many others had learned from
us, and which in large part had been het because of changes in funding
and State requirements. Restorations or this sort always follow some ex.
ternal stimulation or famitation In this Cale, the facilitator wile Dr.
Richard Surles, the new County Administrator of Mental Health and
Mental Retardation. Dr. Surles is dedicated to preventing unnecessary
hospitalization and to salvaging childnII's lives Ills approach to those
problems fit in with an earlier conceptualization of the Clinit's, &straits'
below, and his rule in instituting the social rehabilitation program here
represents another closing of a circle.

An Ecological Approach

Since the introduction of structural family therapy to the Chic by Salva-
dor Minuchin in 1965, PCCC had been committed to working with cht
dren not only within their families but within the context of their total
environment. Therapists trained at the Clinic at that time unders nod
the importance of seeing clients in their homes, of becoming familiar with
their neighborhoods; of working closely with the schools; of acting as
"Ombudsman" in relation to the many agencies our disadvantaged cli
ents were entangled with Such an ecological upproach W 11.4 one of the rea-
sons for the tremendous excitement that pervaded the Clinic in those
days.

The roots of the structural-ecological framework may be found in the
work of Minuchin and his colleagues at the Wiltwyck School for Boys, a



residential facility for delinquents, prior to Minuchin's assuming the elt-
rectorship of PCGC. Families of the Slums (Minuchin, Montalvo, Guer
ney, Rosman, & Schumer, 1967) compared a group of disorganized, dis
advantaged family's containing more than one delinquent child with a
group of families who had many of the same characteristics but no de-
linquent children. The study provided a rich and complex body of infor-
mation which laid the ground work for the structural family model
Minuchin and Montalvo (1967) described techniques for working with
disorganized low socioecoaomic families by shifting the composition of
subgroups within families as a way of helping them to differentiate their
global responses and change communication patterns. Auerawald 11968),
formerly director of Wiltwyck, compared the interdisciplinary versus the
ecological approach, and emphasized the importance of the interfaces be-
tween the conceptual frameworks of different disciplines. lie contended
that they were largely ignored, and that, as a result, "the interfaces be-
tween the venous arenas of system.tic life operation (e g. biological, pay-

( chological, social or individual, family, community) represented by differ-
' ent disciplines are also ignored" Ip. 204). At PCGC, Minuchin and his
i staff continued to develop an "easstructurar philosophy. Minuchin ad-

vocated "change-producing interventions of such a nature that both child
and social structure become targets for concurrent change"(Minuchin &
Minuchin, 1976, p. 133)

, An illustration of such a change-producing innovation was the family-
school interview (Aponte, 1976), held at the school as a first session. The

"family-school interview was a significant development of that era and
was in keeping with Minuchin's (1964) recognition that a child's behavior
might sometimes be caused by "outside" factors such as his school
teacher, curriculum, peersrather than by intrapsychic factors. The for-
mat was used primarily when children who had no apparent problems at
home, were referred for problems. sometimes of a very serious nature, at
school. Holding the Interview at school allowed for the Involvement of a
maximum number of school personnel: principal, counselor, and teachers.
It was designed to find solutions rather than to dig for causes of trouble.
Making it the initial contact enabled the school to maintain a primary
sense of responsibility with the family, from the beginning, to find a solu
tion.

In a more encompassing manner, however, the following case best de-
scribes the way in which the ecostructural approach actually worked.
The case, described by Aponte (1974), concerns a single-parent mother,

'A phrase utilised by Harry Aponte, Director of PCGC from 1975 to 1979
1 n

depressed and often bedridden with severe psychogenic stoinadi paIna
She was

living in the twilight of heavy doses of prescrilsd drugs," and was di pendent on
her four children for physical and emotional austrnance,'fhe mother brought her
Will ear-old son in to l'ale as the identified patient because hr was having prob-
lems in school. Aponte notes that the two therapists assigns to the case could
have talked with the mother about many things What they ( J, idler assessing
the situation, was to go home with her, and have the family plan a meal under
the mother's direction The therapists went shopping with the family, joined the
mother in preparing the meal im her assista..(ts. and modelled giving the children
age-appropriate duties to perform for their mother In aunt, the therapists helped
the mother assume an executive role in relation to the meal preparation that eve-
ning and actively supported her taking charge of the household thereafter Such
support involved intervention at many levels At limo( the therapists saw (hr
family together, at times separately, at times with the entire family. on occasion
with one member alone, at other times with school permonnel. and in some in
stances with other members of the Community, The mother was depression fret(
and able to give up pain-killers oiler a few weeks Beyond the symptom removal,
the therapists helped the mother to become a competent adult who dated and in
valved herself in community activities, on well as to become a comps tent mother
With the help of the therapists. the family horned new patterns or communitu
lion and problem solving, and the mother could allow her I hildren to lunation as
children.

Losing the Legacy

By the late 1970s, funding restrictions and productivity requirements
mode it difficult to continue in that dins lion Stringent limits were
placed on the type of situation that would justify making a visit to 11 cli-
ent's home or school. Only "face-to-face" contacts with clients counted as
productivity. Conferences with school counselors, vocational rehabilita-
tion counselors, probation officers, for example, that did not include the
client, had to be eliminated or severely curtalltsl. The number of hours
one couldispend with a client at all was limited to seven a month, aide
quote for many families but not always for the most needy.

When the restrictions on home visits were later removed, clinicians re-
mained confused as to whether home visits were really legitimate and
under what circumstances. Since travel time slid not come within the pro-
ductivity quota. therapists often could not afford the time to go to a cli-
ent's home anyway. The ecological tradition continued at MCC It was
practiced to varying degrees however by only the insist dedicated ther
apists and those wellorganized enough to juggle the demands, often
bewildering. of productivity quotas and record keepingall the while at-



tempting to work with multiproblem, highrisk families among the ex-
treme poor.

The Dilemma

The new social rehab program, with its goal of preventing institutionali.
ration, sanctioned unlimited outreach. It was an exciting concept, but the
abrupt change of direction and the lack of guidelines for meeting the ex-
pectations of the program produced acute anxiety among the staff. It
seemed we were being asked to carry out a new type of program with no
precedent for how to do it. The day treatment model was not appropriate;
our clients were virtually all school age and attending local schools. Anx-
iety was reflected in staff meetings by the continually recurring question,
"Just what is social rehab?" and there was more than a little frustration
about not getting the answer. We thought we knew what itwas not. It
was not therapy. We were intimidated by our belief that recordings of in.

rviews were to reflect that we were not doing therapy but "rehabilitat.
ing" clients by connecting them with the appropriate resources in the
community. Faced with ambiguous and bureaucratic semantics, anxiety
threatened to give way to total paralysis. But the cases were coming and
s e had to respond to them.

'The Task

Gradually we recognized that there was no answer and that we had to
take responsibility for developing our own form of social rehabilitation.
We began to reconnect with our past and reintegrate the practices de-
scribed by Aponte (1974), which presaged the social rehabilitation pro-
gram.

Dr.111wan's presentation (19841 early in the life of our program was ex-
tremely helpful. There was a difference in age range: his program tar-
geted youngsters aged 16 to 24: our upper age limit for the children was
19 with no lower age limit. In both programs however families were ex-
pected to be part of the treatment. The families in 1.11wan'sprogram, like
the families in ours, were the most disorganized, the most resistant to
treatment yet the ones most in need of treatment. The two moat experi-
enced and skilled family therapists in Uhtan's group worked with the
families intensively in their homes for six months. Following that inten-
sive treatment period, the families were able to work on an outpatient ba-
sis with one of the other therapists in the program. There were a number

of important components to the program; e.g., they began each case with
a conference which included the family and all the agencies involved to
avoid sabotage by any one element, and there were regularly scheduled
g.oup meetings for the parents of the youngsters.

It is not the intention of this raper, nor would it be possible, to describe
their program in detail. It should be noted however that while Olwan's
group had several psychiatric beds on reserve, they had not had to hospi
talre a youngster for even one day since starting the program' From
our viewpoint, it was significant that tIlwan's program accomplished its
results by emphasizing both clinical and community work. This was a
model that was syntanic with our own approach and goals

At the same time, we recognized that we had to expand our knowledge
of community resources, even though we already had comniunityori-
ented backgrounds. In addition to years of experience at the Clinic, the
clinicians in the program had received their professional training in
schools of social work, or had participated in a twoyear, fulltime train
ing program at PCGC in family therapy. 'those in the latter group were
individuals who were indigenous to the community, and had been se
lected on the basis of their personal qualifications and their life expert.
ence. For both groups the training, to un infinitely greater degree than
the training provided for other discipline's, emphasized the role of cam.
munity resources in the lives of clients. Nevertheless the specialized
work in the social rehab program, we found, required much more in rela-
lion to community involvement and net.vorking than we had previously
needed to give, We unreservedly plunged in to exploring not only the tra-
ditional resources but to tracking down individuals and grass roots orga-
nizations that might provide furniture. clothing and other necessities for
our clients.

Another major difference was in the intensity of the service provided.
Clinicians can, and do, see clients several times a week, every day if nee-
essary to support them during a period of ininsttion: to help them cope
with a new environment, to motivate them to attend a new school or voca
tonal training program, or to monitor a potentially explosive situation.

While we do not, in the program, ignore individual problems. we take
seriously the "90CW" In social rehabilitation. Many of the sessions take
place in the clients.' homes and in other locations tie the communitythe
school, the court, the local recreation center. the Department of Public
Assistance Office. the employment ollieeand they include staff from
other agencies and institutions as well .is members of the client's ex.

"..'An of September I 9%5,111 wa program bud Hera 14 younp.1 VIP awl their families. and
tonanued to be Aweelaul . avmding b.wptholitadebw r.n.61 te.no etall on, 9. 1344.51
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tended family, all of whom comprise the client's network. When possible,
we refer clients to one of our adolescent groups and their mothers to the
mothers' group. We are sometimes able to supply families with tickets to
various museums and entertainment events in the city, or arrange for a
group to take a trip together. All of these activities fill an important
socializing function for the client and other family members.

The Program Population

Our client population is characterized by children and adolescents who
are often suicidal, compulsive runaways, chronic school adjustment probe
!ems, or uncontrollably aggressive. They come from families where the
parents themselves often have had extensive psychiatric outpatient and
inpatient histories. Many of them have backgrounds of alcoholism and
drug abuse, and have been neglectful and abusing parents. As already in-
dicated, this population is characterized as well by severe economic depri-
vation, which plays a major role in the problems of the families and the
children, and which requires connecting them to basic resources in the
community.

In our hierarchy of clients, the children being discharged from East.
ern State School and Hospital are our first priority since they require the
most intensive work to reintegrate them into the community Next are
the children in our inpatient unit at PCGC who may be diverted from
Eastern State by referral to our social rehab program. Fina:ly, and the
largest group in the program, are the children who typically are brought
to the Clinic only in times of crisis but whose families don't follow
through with treatment after the crisis is resolved. They disappear until
the next is at which time they again require an emergency response.
often including hospitalization for the child or for the entire family in one
of our inpatient apartments. The pattern may be repeated endlessly with
no apparent way to prevent another crisis and another hospitalization.
That is the situation in which the social rehab therapist intervenes, to try
and break the cycle by reaching out, by going to the family's home and
bringing to the family intensive therapy and other services.

Ccise Examples

Examples of some of the cases in the program': beat convey tfiltkinds of
. j

problems we work with and the ways we have developed to handle them.

Case

One young girl VII call Claire who is now 14 came from Dada with her family yes
oral years pg. The family is here illegally They speak little English, *nil they
struggle just i survive Claire was hospitalised in our inpatient unit four times

1910 anorexic on one admission, catatonic un another. In 1984 she was hospo
tabard again, for the fifth time, in a manic psychotic condition, and upon des
charge, went to Easters State, Since she went one. voluntary basis, she was able
to sign herself out, when, ,...e did after several weeks

At that point. Claire was admitted to our then newly formed sodal rebate pro.
gram Ifer therapist, worked with her and her family intensively, making
numerous home visits, She worked to develop a boundary between the father and
Claire tthere had been indications of inceeti She oho involved Claire on an ado.
Itecent group in the Clinic. and consulted extensively with the school counselor to
find a school that would meet her special education needs. Claire was eventually
admitted to the Delta School which IS a good school for special needs children. and
she 1$ adjusting well there In sum as !Imolai Muntalvu, consultant to the pro
rani.pictureastuely put it.lhe therapist really stitched the girl into a whole new
social fabric'

Case 2

Kale. who is 16 years; old, had been ichondoned by her mother who was herself
mentally ill, and had spent her entire life in foster homes and institution* After
getting into a fight at one of her residential placements. she was sent to Eastern
State because of her supposedly violent, uncontrollable anger While she was at
Eastern State. her mother died. At the funeral her relatives got together and de
cited to du something for Kale. One of her lin4hers offered to have her live with
him and his girlfriend, and Kate was released to them

After time, Kate ran into serious problems with her brother's girlfriend One
problem had to do with the economic situation and the attempts of the brother
and his girlfriend to eke out their food supply, Kate Mil not allowed to go to the
refrigerator and she was often literally hungry,

Fortunately. Kate had also been referred to us when she was discharged from
Eastern State. Her therapist worked with Kate to reacquaint her with her relit.
lives and help her to cope with them. She eventually got Kate connected c `
sister who had more resources than the brother, and was able to provide a sup.
port ive environment for her. After a lifetime of Institutionalization. Kate is going
to school and developing a network of friends so will as reconnecting with her
fancily and with the community.

Gasp :J

One of theme's! rehab therapists inherited a boy. Stephen, who at the age of 12
had already been an inpatient twice at and was tit Eastern State for the
second time. At age two, he had been sexually abused by Its father and his par.
ents' marriage broke up us a result. The mother resented Stephen for that. In an



irrational way, she held the boy responsible for the breakup of the marriage andthat treated pathological tie between them. The mother's behavior toward Stephen was tnggered by guilt, and his toward her by anger. He could never confront
his mother directly with any negative feelings but instead acted them out. Ste
phen wu never held accountable for his behavior bicause his mother protectedhim. She covered up for him when he got into trouble with the law. Stephen ran
away from Eastern State nght before the court heanng at which he wu *Med
riled to be discharged to his mother, When he was found, he was sent home any
way. He had been a problem to them at Eastern State; they didn't know what toJo with or for him.

The social rehab therapist worked with Stephen and his family this mother and
brother/ on restructuring their relationships. The mother was able to change her
perception about Stephen's responsibility for ending the marriage. Mother andson embarked on a proceed of psychological separation.

When the boy became homicidal at one point and was caught with a gun, hewas, alter a brief hospitalization at PCCC, sentenced to the Youth Development
Center at Bensalem for six months. Instead of protectinghim as she had in the
past, his mother cooperated in having him plated there, For the first time. Ste.
phen was held accountable and was expected to deal with his behavior in a strut.
lured setting. Stephen felt better about being at Bensalem than about being con.
sidered crazy. Especially important. Stephen was brought to PCGC from
Bensalem for muter family sessions. Work continued with the family during the
post.intarceratton period as well.

Case 4

A final example, which could serve as a model for social rehab cases; is that of
Melinda, one of five children, who was referred to PCGC several times pnor to theinception of the social rehabilitation program. She was 13 when she weariest re-
ferred because of depression. Melinda was retarded and had a speech problem in
that she was unable to express herself coherently. At one point, she became doe
oriented and started wandering around the eity, a situation which necessitated aperiod of hospitalization at PCCC.

The case bridged the period during which the social rehabilitation program was
formed. The therapist was assigned to the new program and he transferred Mel.
Inds to it as well. Following Ulwa Ws model 115841 in which the therapist works
intensively with .** family for a time limited period, he explained to the familythe reason for pus .; them into the social rehab program: he would be able to
give them as much ti. they needed for a specific period.

The therapist marahai d all the support he could find to break the cycle of re.
rested crises and escalating problems. lie brought in an older sister who had s
poor relationship with her mother and had left home lie was able to reinvolve
her to support her mother and Melinda. Melinda's speech problem dated beck to
early childhood when the family, aware that there was something wrong with the
child, would anticipate her needs so that she didn't have to speak. When she got
older and the family expected her to talk, her speech was incoherent. The family
would laugh at her or otherwise put her down, and the girl, filled with suppressedanger, withdrew.

The mother had refused to accept that Melinda was retarded Now the mother
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was helped to accept it. The therapist modelled for the mother and the older sister
how to help Melinda speak, how to track her cooversattem and help herto express
herself, The mother had complained about not undendlinding what young eats
needed The older sister helped both the mother and Melinda to learn how Mel.
coda could act in an age appropriate way The mother had only known how to
supervise the girl. Now she learned to nurture her so well She didvolunteer
work at Melinda's school in order to beconie mom involved with her

Tu provide more support for the mother. he referred her to the mothers" group
The group encouraged her to seeks paid job. which she eventually obtained Th..y
also encouraged her to take meter control over her children. and specifically to
get her 20.year.old son out of the house. hi turn, the son got limselfm job sod
government gift house which he has been rehabilitating himself Another son, re
leased from jail after 10 years. has been successfully integrated into the family
The relationship between the mother and he r older daughter has continued toimprove.

Our client, now almost 15. has been adjusting well iu special class in high
school, She has achieved considerable sunrise in spirts, hays in fact won three first
place trophies in Special Olympics for her performance in track. She isacquiring
a network of friends. and can speak more normally, She has learned to express
herself, and to communicate with her family

With so much improvement, the case was truioJi.rred Incase management eta.
lies which involves periodic vigils on follow, up Ionia with a case manager. Since
the family had been primed from the beginning to iew social rehabas extremely
intense but timelimited. they could accept the transfer *son achievement rather
than as a rejection or as a painful separation. Cite advance preparation also
helped the therapist to separate from Mem!,

The emphasis for this family in case management is an competence The
mother still has problems but she handles them in the ISIVISSO whichare held
every few weeks with our caw manager the mother talks about the way she ham
dies her problems The mothers competence is supported and expanded Cur.
rently, the mother is doing extremely well both in her ph as a full time school
aide, and in her social life which is complete with church activities and a gentle.
man friend,

Program Evaluation

The program Includes an ongoing evaluation component winch evaluates
both the program itself and the treatment outonnes of the families. The
program evaluation looks at whether we ore admitting the type of (emu.
lies we outlined in our hierarchy of priorities, and whetherwe are proved.
ing the kinds of services (intensive, communay.based) we intended For
the treatment outcomes, we look, among other things, at the number of
client hospitalizations after entering the progra tn. the type of holutahra
lion and the reason fur it,

According to our evaluation data at the end of the first year. the seven
clinicians in the program served 96 clients and their ft hes Fifteen of



the clients had been at Eastern State; ths rty.one had been hospitalized at
PCGC, many of them more than once; and eleven had been hospitalized
at other hospitals such as Philadelphia Psychiatric Hospital and Eagles.
ville.

In the first year, none of our clients had to be admitted or readmitted to
Eastern State. Only eight havo red to be hospitalized since entering the
program, six of them at PCGI3. Significantly, all were planned admin.
awns with definite plans for follow.up rifler discharge, very different from
the previous cycle of emergency hospitalization our clients had been in.
volved in.

Team Spirit and Support

One explanation for the effectiveness of the program may be found in the
unique team spirit of the staff. The group meets together for two hours
every week to share information about hard find resources. They also
share expenences, particularly in relation to difficult cases. gene of our
therapists had her life threatened by the boyfriend of o clientstaff
members are very supportive of one another at times like that.) Out of the
common goals of the program, a strong and cohesive group has developed.
As an example, when we recently trained a group of inpatient staff to
work with us, the training was primarily the responsibility done therm
Plat Yet every therapist in the program voluntarily participated in the
training, even though it took place on two weekends.

Still in the formative stage is the development of host homes as an al.
ternative to institutionalization for those children who have no families
or who are unable to live with them. Our staff will train the host home
parents. A therapist will work with the child and with the natural family,
if available, to enable them to maintain contact with one another, and to
facilitate the child's eventual return to the natural home, when that is
possible.

Plans for the host homes are being made with full and necessary ac
knowledgment that some families of origin use too incapacitated to im
mediately receive back home a youngster who had been institutionalized.

Conclusion

The impressive lesson of our experience thus far is that many families
can receive their children from institutions or prevent them from going in
the first place if they have the necessary support. Our clinicians are ex

tremely skilled and sensitive, but their results can be duplicated by clam
coins in tither programs given the willingness and the jurisdiction to
work in the same way

What is required to provide sink jurisdiction? In what context can this
type of program best Ilourisra Therapists may find it diffimilt to resist the
pressure for hospitalization, the demands on them are much greater
when working with a family in crisis outside the hospital. In order to sup.
port the families, they in turn need support from their parentorganiza.
lions to sustain them through those crises Such support is Olen difficult
for organizations to give beC111194. funding allocations ore so heavily on.
wiled toward the medical us opposed to the isiyilowocial aspects of
rehabilitation

Organizations fail to recognize that the type or program described
above not only results in the salvaging of human lives, but is economic
ally desirable in its effective use of available funds. It is u program in
which the inherent competence of the individual is valued, in which pri
only IR given to the normalization attic client with a watchful eye to
ward unnecessary institutionalization In short, it is a program in which
hospitalization is viewed and utilized only us a last resort
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Chairman MILLER. Thank you.
Mr. L'Homme.

STATEMENT OF BERTRAND F. L'HOMME, EXECUTIVE DIRECTOR,
CITY LIGHTS, WASHINGTON, DC

Mr. L'HOMME. Mr. Miller, members of the committee, thank you
for inviting me here today to tall you about City Lights.

In August of 1981, a District of Columbia Superior Court judge
approved a consent decree settling the landmark case of Bobby D.
v. Barry. The class action lawsuit filed in 1977 challenged the fail-
ure of the District of Cclumbia's Department of Human Services to
provide noninstitutional care for 600 children who had been adjudi-
cated neglect and placed in its custody.

In June 1987, 10 years after the Bobby D. suit was filed by the
Children's Defense Fund, a District of Columbia Superior Court
judge found that a residential treatment center in Texas that
charges $120,000 a year to treat District youth was grossly incom-
petent and literally life threatening. The charge was made after a
17-year-old District youth was injected with an antipsychotic drug
when he refused to put on his pajamas and then received daily dos-
ages of other powerful drugs despite no evidence of psychosis. It
would seem little has changed.

The Children's Defense Fund surveyed the Bobby D. case and
found the majority of underserved and misserved handicapped
wards were emotionally disturbed adolescents. Under the auspices
of the Children's Defense Fund, City Lights was founded by Judith
Tolmach Silber in September of 1982.

When City Lights opened its doors to its first students on the
corner of New York Avenue and North Capitol Street, literally in
the shadow of the Nation's Capitol, we intended to serve a group of
the most disturbed and delinquent adolescents in the District of Ca
lumbia. The mission of City Lights is to provide a community-based
day treatment program for adolescents as a last resort before insti-
tutionalization and to receive adolescents back into the community
subsequent to institutionalization.

City Lights claims no new insights into the causes of emotional
disturbance and juvenile delinquency. We have developed no new
technique that will cure the traumas of physical and spiritual ne-
glect. We have not found a way to remove the scars of physical,
psychological, and sexual abuse. But we have developed and imple-
mented a determined, structured, and consistent system of care
that allows students to grow, mature, and become independent.

When we talk about childhood trauma, we know one trauma can
often hamper normal childhood development. The students at City
Lights have suffered multiple traumas. For example, two years ago
a student came into my office and asked to speak to me. He related
a gruesome story that involved an adult male who had been in-
volved in his care previous to City Lights. He told me about several
hundred black adolescent boys and about several thousand nude
pictures of those boys that were taken by this adult over a 15-year
period. Sitting with him in a waiting room at the police station,
this young man told me that this was the third time he had been
to the police station for situations related to sexual abuse. A few
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months later, I asked this young man why he smoked Love Boat
PCPand he responded, "Mr. L'Homme, it's the only time I don't
hurt."

If there is a typical oudent at City Lights, he is 16 years old,
black, male, a ward (.. ..Le District of Columbia, emotionaily dis-
turbed, delinquent in reading and computing math below the third
grade level. All the students at City Lights are residents of the Dis-
trict of Col' mbia, where 44 percent of all students who entered
ninth grade in 1986 will not graduate and 10,000 children are out
of school every day.

In the District, there are 16,000 heroin users, 60,000 polydrug
usersPCP, cocaine, and marijuana. Every year, 4,000 juveniles
are apprehended for offenses ranging from very minor, noncri-
minal behavior to the most serious felony crimes. While 48 percent
of white adolescents are working, only 27 percent of black adoles-
cents are working.

Students at City Lights fill a very special category, the structur-
ally unemployed. Even if there are jobs, City Lights students will
not get them. Immediately, questions arise. Is it worth our effort?
Is it worth the investment of millions of dollars? And, is it worth
the allocation of already overwhelmed resources? If the answer is
yes, then how will we intervene in a vicious cycle of rejection and
failure?

In 1987, the answer all too often is to build bigger and more
secure detention facilities. City Lights set up a comprehensive
array of educational, clinical, and vocational services based on the
psycho-educational model which assumes that cognitive and affec-
tive processes are in continuous interaction. The staff believes
that the milieu itself is therapeutic and that everything in a child's
day can be used as a therapeutic intervention.

But the school that City Lights set up in 1982 was no longer
enough in 1984. There was no school to assist multi-problemed
older adolescents and young adults make the difficult transition
from school to work and from dependence to independence.

In 1984, under a grant from the Department of Education, City
Lights set up the Workplace, a school and work transition program
for students between the ages of 16 and 26 years old. City Lights
assembled a consortium of agencies that originally allowed us to
offer this crucial service for $10 a day; a service that included a
full remedial education program, complete clinical services, job
placement and monitoring and follow-up for $10 per day per stu-
dent; a service that took City Lights over two years to sell to the
District of Columbia and today, at the end of three years, is only 50
percent enrolled.

We continually ask ourselves what makes the difference in the
lives of the students entrusted to our care. Two years ago, under a
grant from the National Institute of Handicapped Research, we
found and interviewed 50 of our first 68 graduates. At the time of
follow-up, we determined to what degree students were working
and living independently.

The second question asked whether students were placed in a
more or less restrictive environment at the time of disposition and
follow-up. Quite simply, those students who attained a higher level
of independence and were in a less restrictive environment at the
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time of follow-up attended City Lights longer; had grown up in one
long-term foster home; had regular and SYEP work experience; and
were likely to be depressed rather than character disordered, read-
ing at least at the fifth grade level, and computing math at least at
the sixth grade level.

From preliminary anakvsis of our data, we identified several pre-
dictive factors that we hal no control over: diagnosis, foster home
placement, et cetera, and several factors that City Lights could in-
fluence: work experience, attendance, math, reading. We under-
stood that influence on these factors can only occur within the con-
text of our therapeutic community with a comprehensive and de-
termined strategy of education, therapy, vocational education, and
job placement.

City Lights has identified some of the problems, developed solu-
tio, implemented programs, and has proven our effectiveness, yet
the City Lights programs are in continuous danger of closing. It is
a fact of life that if City Lights is not able to secure additional con-
tracting grants in the next two months, City Lights will close
before school opens next September.

City Lights, like all nonprofit organizations who have proposed
solutions to complex problems, is dependent on contracts from
public agencies and private foundations. City Lights is confident
that, with fair contracting and granting procedures, we will contin-
ue to provide high quality services to the students of the District of
Columbia.

However, in light of recent events, City Lights, along with sever-
al other respected nonprofit agencies, suggests several proposals,
the first to include a request that District agencies secure
the services of third party specialists to sit on the contract
review boards. Second, we propose that each nonprofit agency be
reviewed and evaluated by a committee of its peers from the public
and private sector. These steps, we feel, will go a long way toward
restoring confidence and ensuring fair contracting procedures.

Beyond theory and technique, City Lights communicates and
models a set of values that allows students to become independent
adults in the community. Briefly, we value education, and we be-
lieve that learning to read and compute math is the most powerful
tool we possess for developing self-esteem and self-worth in our stu-
dents.

We believe that problems are solved by talking, listening, and
then acting. We value students and staff who take risks, and we
appreciate and accept differences of race, sex, and age. We expect
high standards of achievement from staff and students, and we be-
lieve only authentic relationships are therapeutic. We believe stu-
dents trust adults who can say no, and we believe we must be able
to collaborate with the student, with each other, parents, guard-
ians, public agencies, and the community. And, finally, we believe
that kids can get better and multi-problem, high-risk youths can be
helped to help themselves.

Thank you.
[Prepared statement of Bertrand Paul L'Homme follows:]
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PREPARED STATEMENT OF BERTRAND PAUL L'HOMME, EXECUTIVE DIRECTOR,
CITY LIGHTS, WASHINGTON, DC

In August 1981. a District of Columbia Superior Court Judge

approved a Consent Decree settling the landmark case of Bobby d. v

Barry. The class action lawsuit filed in 1977. challengea the

failure of the District of Columbia's Department of Human Services

to provide non-institutional care for the 600 children who had

been adjudicated neglect and placed in its custody.

In June 1987. ten years after the Bobby D. suit was filed by

the Childrens Defense Fund, a District of Columbia Superior Court

Judge found that a residential treatment center in Texas that

charges $120,000 a year to treat District youth was 'grossly

incompetent, and literally life threatening.' The charge was made

after a 17 year old District youth was injected with an

an.ipu'schotic drug when he refused to put on his pajamas and then

eceived daily dosages of other powerful drugs despite no evidence

of psychosis.

The Childrens Defense Fund surveyed the Bobby D. class and

found the majority of underserved and miserved handicapped wards

were emotionally disturbed adolescents. Under the auspices of the

Childrens Defense Fund, City Lights was founded by Judith Tolmach

Silber in September 1982.

When City Lights opened its doors to its first students on

the corner of New York Avenue and North Capitol Street, literally

in the shadow of the nations capitol, we intended to serve a group

of the most disturbed and delinquent adolescents in the District

of Columbia.

The mission of City Lights is to provide a community based

day treatment program for adolescents as a last resort before

Institutionalization and to receive adolescents back into the

community subsequent to institutionalization. City Lights claims

no new insight into the causes of emotional disturbance and
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juvenile delinquency, we have developed no new technique that will

cure the traumas of physical and spiritual neglect. We have not

found a way to remove the scars of physical, psychological and

sexual abuse. But, we have developed and implemented a

determined, structured, and consistent system of care that allows

students to grow, mature, and become independent.

When we talk about childhood trauma, we know one trauma can

often hamper normal childhood development. The students at City

Lights have suffered multiple traumas. For example, two years ago

a student came into my office and asked to speak to me. He

related a gruesome story that Involved an adult male who had been

involved in his care previous to City Lights. He told me about

several hundred black adolescent boys and about several thousand

nude pictures of those boys that were taken b this adult over a

fifteen year period. Sitting with him in a waiting room at the

police station, this young man told me that this was the third

time he had been to the police station for situations related to

sexual abuse. A few months later I asked this young man why he

smoked 'love boat' (PCP) and he responded, 'Hr. L'Homme it's the

only time I don't hurt.'

If there is a typical student at City Lights he is sixteen

years old, black, male, a ward of the District of Columbia,

emotionally disturbed, delinquent, and reading and computing math

below the third grade level.

All the students at City Lights are resident' of the District

of Columbia where 44% qf all the students whp entered 9th grade in

1986 will not graduate and 10.000 children are out of_school every

day. In the District there are J6.000 heroin users and 60 000

poly drug users (PCP, cocaine, mariJuana). Every year gAna

Juveniles are apprehended for offenses ranging from very-minor
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non-criminal behavior to the most serious felony crimes. While

48% of white adolescents are working, only 27% of black

Adolescents are working. Students at City Lights fill a special

category, the structurally unemployed, even If there are Jobs City,

Lights students will not net thew,.

Immediately questions arise -- is it worth our effort. is it

worth the investment of millions of dollars, and is it worth the

allocation of already overwhelmed resources? If the answer is

yes, then how will we intervene In a vicious cycle of rejection

and failure. In 1987, the answer all too often is to build bigger

and more secure detention facilities.

City Lights set up a comprehensive array of educational.

clinical, and vocational services based on the psychoeducational

model which assumes that cognitive and affective processes are In

continuous interaction. And the staff believes that the milieu

itself is therapeutic and that everything In the child's day can

be used as a therapeutic intervention.

But the school that City Lights set up In 1982 was no longer

enough In 1984. There was no school to assist multi-problemed

older adolescents and young adults make the difficult transition

from school to work and dependence to independence. In 1984.

under a grant from the. Department of Education LOSERS) City Lights

set up The Workplace, a school and work tranisltion program for

students between the ages of sixteen and twenty-six years old.

City Lights assembled a consortium of agencies that originally

allowed us to offer this crucial service for $10.00 a day. A

service that included a full remedial education program, complete

clinical services. Job placement and monitoring, and follow-up for

$10.00/day/student. A service that took City Ligh 3 over two
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years to sell to the District of Columbia and today at the end of

three years It is only fifty percent enrolled.

We continually ask ourselves, what makes a difference in the

lives of the students entrusted to our care? Two years ago under

a grant from the National Institute of Handicapped Research we

found and interviewed fifty of our first sixty-eight graduates.

At the time of follow-up we determined to what degree students

were working and living independently. The second question asked

whether students were placed in a more or less restrictive

environment at the time of dispositon and follow-up.

Quite simply those students who attained a higher level of

independence and were in a less restrictive environment at the

time of follow-up attended City Lights longer, had grown up In one

long term foster home, had regular and SYEP work experience, were

likely to be depressed rather than character disordered, reading

at least at the 5th grade level and computed math at least at the

6th grade level. Fran the preliminary analysis of cur data we

identified several predictive factors that we had no control over

(diagnosis, foster home placement.etc.) and several factors that

City rights could influence (work experience, attendance, math and

reading scores). We understand that influence on these factors

can only occur within the context of our therapeutic community

with a comprehensive and determined strategy of education,

therapy, vocational education, and Job placement.

City Lights has identified sane of the problems, developed

solutions. Implemented programs, and have proven our

effectiveness. Yet the City Lights programs are In continuous

dander of closing. It is a fact of life that if City Lights is

not able to secure additional contracts and grants in the next two

months, City Lights will close before school opens next September.



City Lights, like all non-profit organizations who have proposed

solutions to complex problems is dependent on contracts from

public agencies and private foundations.

City Lights is confident that with fair contracting and

granting procedures we will continue to provide high qualli

service to the students in the District of Columbia. However In

light of recent events, City Lights along with several other

respected non-profit agencies suggest several proposals. The

first :we include a proposal to request that District agencies

secure the services of third party specialists to sit on the

contract review boards. Second we propose that each non-profit

agency be reviewed and evaluated by a committee of its peers from

the public and private sector. These steps will go a long way to

restore confidence and insure fair contracting.procedures.

Beyond theory and technique. City Lights communicates and

models a sec of values that allow students to become independent

adults in the community. Briefly, we value education and we

believe that learning to read and compute math Is the most

powerful tool we posess for developing self esteem and self worth

I our students. We believe that problems are solved by talking,

listening, and then acting. We value students and staff who take

risks and we appreciate and accept differences of race, sex, and

age. We expect high standards of achievement from staff and

students and we believe only authentic relationships are

therapeutic. We believe students trust adults who can say no and

we believe we must be able to collaborate with each other,

parents/guardians, public agencies, and the community. And

finally we believe that kids can get better and multi-problemed,

high risk youth can be helped to help themselves.
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On the Road to the Street
Truants Feed D.C.'s 32% High School Dropout Rate

By Edward E Sargent

Since September, Sousa Junior High
School has been In session about 144 days,
and Donnell Robb 'don has been marked ab-
sent mote than 80 of them, according to h.
principal.

The seventh grader, who had a C'plus
avenge earlier this year and says he tikes
learning and hopes to be a policeman, spent
those days lunging out' or playing hide-
and-seek with friends.

At 14, Donnell is showing patterns of
truancy that, according to D.C. school of-
ficiah, almost inevitably turn students into
dropout statistics by age 16.

About 10,000 D.C. students stay out of
vbss school each day, putting the city's absentee

ncyll Kumillinn KO .r.0101 rate at 12 percent, among the highest inseen Minn sties& school about half time. the nation. according to Marilyn Brown.

assistant superintendent for student sec-
ekes.

About 32 percent of the city's high
school students drop out each year, result-
ing in considerable numbers of youths in
the District who are undereducated and
unskilled.

Administrators said that more than 20
percent of the truant youths and those who
drop out each year have borderline kaming
disabilities, like Donnell, who is enrolled in
a special education program at Sousa.

Some truants are casual class-cutters,
who may miss fewer than a half-dosen
school days each year to go 'homing or
take advantage of a nice day. But many. like
Donnell, are chronic truants who skip
school because they feel alienated.

He said of his many absences: 'I don't
like my teachers or the principal .... I
want to get transferred to another school'

Ste TRUANT. Db, Col 1 Dolma, II, o pends soother day *a a trout.
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SCOPE OF THE PPOPLEm

OVERVIEW

63,534 Alcoholics or Problem Drinkers

15,000 Heroin Addicts

60,000 Polydruo Users (Cocaine, P(:P, Marijuana)

12,955 Substance Abusers Treated Annually at ADAM
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AMERICAN PSYCHIATRIC ASSOCIATION'S 1986

Significant Achievement Awards
Building Interpersonal and Academic Competence
Among Troubled Inner-City Youths, City Lights. Wuhing
con, D.C.

At City lights, an unusual day
treannent program that combines
classroom instruction with psycho-
social thenP1. poor black tern'
ages aged 12 to 22 with serious
educational and emotional deficits
experience a phenomenon that is
new to them -- success. For the 30
students at City Lights, located in a
convened warehouse in a rundown
section of Washington. D.C. fail-
ure and rejection have been the
norm.

The typical student at City
Lights is a 16-year-old wars! of the
city who reads at the third-grade
level and has experienced multiple
out-ofthome placement: in, for in-
stance, residential treatment facili-
ties. foster cue. mental hospitals,
or init. Many students are distg.
nosed as suffering from borderline

or antisocial personality disorder.
character disorder. or depression.
and many are involved in aunthil
activity. Students are referred to
City Lights from the courts, tom-
munity merits: health centers, so-
cial service ,ageacies. parole offi-
cers, and, less o.'en, schools. By
the time a youngster reaches City
lights, he has exhausted the good-
will of nearly everyone who has
tried to help id=

City Lights is a private oonprofit
corporation developed as a direct
outgrowth of a 1977 lawsuit
brought against the District MCo-
lunibia on behalf of handicapped
wards of the D.C. Department of
Human Services. Filed by the Chil-
dren's Defense Fund, the George-
town Juvenile Justice Clinic, and
the Volunteer Attorney's Mee,

1 4 6'



the suit charged that many suds
had spent years in instituuons sole-
ly because appropnste notunstitu-
uonal cue was unavailable.

After the suit was resolved the
Children's Defense Fund hired so-
cial worker Judith Toltnath, cur-
rendy executive director of City
Lens to develop a conununiry-
based treatment program for emo-
tionally and educasoally handi-
capped youth. Initially the pro-
gram sus funded by pnvate grants
and foundations but ndw is sup-
ported mostly by annual contracts
with the Mental Health Services
Administration and Commission
on Socid Services of the District of
Columbia.

What Ciry Lights safer: that the
students' previous placements did
we is a total therapeutic and edu-
cational environment. Each week-
day students attend City lights
from 9:30 Lam to 2:30 p.m. In the
morning they attend that class-
es English. independent
and math. After taking a lunch
break, each homeroom class meets
with a teacher and social worker to
discuss issues that affect the group.
Lacer the afternoon, students
attend two more academic classes
and a physical education class.

The curriculum used by the
school is the Comprehensive Com-
petencies Program developed by
the latuedittion and Training In-
stitute lasted in Washington,
D.C. The Comprehensive Compe-
tencies Program is an integrated
computermanaged system of les-
sons that are aught using different
mediums, including paper and
pencil, computer, filmstrip, and
cassette. The lessons range in so-
phistication from the nonreader
level to the college level and in
subject muter Isom Life skills, such
as comparison shopping od job
interviewing skills, to basic math,
social studies, and reading.

When a student alters the pro-
gram, he is assessed on a battery of
standardised tests. Eased on .the
results. the school staff 04. an
individualised education program
for hint During classes, each stu-
dent works independently at his
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own pace while a tescner provides
supervision and guidance. Classes
consist of eignt to ten stucents.
Students must achieve a score of
80 percent correct on a computer.
iced test in each curriculum area
before moving to the next area.
The school owns 12 personal com-
puters.

The goals of the program vary
with the needs NA ability of each
student: for some students theta
is rejoining their family and re-
turning to public school: for others
the goal is passing the general
equivalency diploma examination
or enrolling in vocational training
and for others the goal is develop.
kg the job and social skills neces-
sary to pm ere entry-level position
in the workforce and live indepen.
dendy.

Extrscurriculu activities and
field trips to museums and the
John F. Kennedy Center for the
Performing Arts are scheduled
regularly to expand the students'
sources of confidence and pride.
With the help of a volunteer clam-
ad pianist, the students have
formed a thythas band and rock
singing group. Students go horse-
back riding regularly at a public
stable and are taught ice skating,
tennis, all swimming by a recrea-
tion therapist

Developing consistency and co-
hesion in the students' usually chs-
ode lives is a major pan of treat-
ment at City lights. Each student
has a cue manager on staff who
works with the student's family
and the nenvotk of professionals
involved with the student. sub as
his lawyer, physicisn, psychiatrist.
parole offices and social worker
from the Department of Human
Services. Further. the school is a
therapeutic milieu where cow:u-
m interactions between =Egad
students promote students' belling
and truss

Each student participates in
weekly individ au! or group therapy
with a social worker at City lights
or a therapist outside the program.
Some students receive both types
of therapy, and some receive art
therapy es an& The emphasis of

Hotpical and Community Psychiatry November 1986 VoL 32 No.11
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tr.erspy is on feelings Hilt undethe
bensvi or. hereand.now issues. de.
noon making. and protases soh.
mg. The major goal of individual
counseling is to help students build
sell esteem and generate life
choices

lams* many new students can.
not tolerate the intimacy required
in therapy and become defensive,
raspicious, and silent in a thera-
peutic encounter. Telephone-ther-
apy has been found robe an effec.
owe means of communicating with
students who need to maintain a
safe distance before developing a
trusting relationship. Staff usually
call these youngsters in the eve-
ning. In the first few calls they
prase the students for their ac-
complishments during the school
day. and eventually they are able to
develop a therapeutic alliance that
forms the basis for drawing the
students into face-to-face therapy.

Since City Lights opened in
1982, a total of 30 students have
graduated after an average say of
24 months. The progrusth success
can be measured by the 90 percent
altratance rue, an average in-
crease in reading level of IS
grades for every 100 hours of in-
struction, a voluntary drop-out
rue of only 7 percent, and in.
creased stability within antral or
foster facculies. Even more impres-
sive is the fact that only 10 per-
cent of students have been re-
turned to jails or hospitals.

Each student costs the program
approximately 21.130 a month,
less than the cost of incarceration
ins juvenile detention center
(130,000 annually) or placement in
a residential treatment facility
(130.000 to 830.000 annually).

In addition to the 30 full-time
students at the City Lights day
treatment program. 20 students
between the ages of 16 and 26
participate in the schooko-wonk
transition program ailed the
'Moths ice. which was begun in
1983 with a three-yes: stirt-uP
grant from the U.S. Department of
Education. The students work 20
hours a week at paid employment
and attend classes 20 hours a week
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at the 1r otkplact. located else-
where in the cur. Alter a 60day
evaluation period, the prop=
plates the trudents in lobs and
mule' a network ofsupportive
senstes. nub as vomoonal mu*.
seats and seminars. to help them
cope with the demands of working
and becoming independent.

City Lights employs a full-time
staff of 13, a parotime staff of
three, and time psychisuic or Or
chological consultants. The full-
time staff consists of the executive
director and founder Judith Tel-
mach. school principal Bert
1:14ornose. clinks! director Annie
Brown. a secretary, a fiscal oScer.
a vocational counselor. a mere:,
don therapist. and eight trachea
and social wotkets. The parttime
staff include a psychiatric resident
from Childteds Hoapiul National
Medial Center. who spends one
day a week at City Ughu to pro-
vide therapy. psychiatric consulta-
tion. and phannacolotical
meat. Assisting the guff art a Lime
group of volunteers. inclutimg two
totter gnadpareou, and high
school and college student interns.
Their energy and optimism are io

seeing. Ms Tolialch said. A
mensou interracial bond of trust-
ee, advises the proysard.

Suf turnover has been surpns-
only low considering the cnronic
riunipulativeness and explosive
behavior of the students. Stal
tribute their tenuity to their close
collaboration with each other fos-
tered by the daily meenngs they
hold to discuss the students' pro-
gress and the biroonAly proem
group conducted by e -Ichoklost
from the A. K. Rice 4.r.te. The
multiraria' I tuffs (rats.", discussion
of racial issues that arise in the
treatment of an all-black student
body bas also contributed to staff
cohesiveness.

But perhaps the roost important
reason thst us.ff at City Lights any
on is that they feel good about
helping young people teetering on
the brink of chronic =caul Motu
or habitual criminal ctivity to
achieve their balance.

For off/ ilfir1114 fit( Attar Cir
Lisbn, claws Jalltb Tolman,
A.C.S.17. &mak Director, Cif,
Lista:, 7 Now York
Weeskiorma, D.C. 70002.
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Work-Study in-the Inner-Ci
Alternative education and job training can work together

In Malch, 198S, City Lights, a school for minimally Local businesses rankle employment for the ties; city
troubled Ns* teenagers in Wadtillgamt D.C. began 4trgiberefer students and -handle job-placenient and the
federally faded wortgiudY program fix chronic high Remediation and Training Institute has donated the sae ofschool truants. The project, called City Lights: The its teaming teaser and me equipment for the Manias
Workplace, has a dueoyea 5fe and, without new:unding, of the project

_will fold In October, 1987."' Bu;- The Workp- isay So far, the grogram &Roars to be sucassfuL Of he 30.
deserve repbottion. Not only is the program meeting a real students, L'Homme says, 25 will go bade to the public
void in worksasely for inneraty blacks, it's also well run schools this Septaaber with "upgraded basic skills sad aand cost efficient . positive job =pen= behind them. Attendance for theCity Light= The Workplace combines academic learning costa has been approximately 83-85 percent job
remediaticn, group counseling and vocational placement in attendance rates are about 90 pacent For chronic school
one progrsm. The students spend roughly half their time in truants, these figures are impressive.
a learning ante: and the other half on the job. Fourteen. City Lights The Workplace is only 85 percent funded
and 15yearolds, became of child labor laws, work only $ for the upcoming school year, which may be its last. But

w e e
school Some of the over on New Yak Avenue, in a concoct! warehouse. stn

older =dents, however, spend about 25 bows a week on original City Lights day treatment program has finallythe job and IS hours in a:hoot
established some &Asocial stability f cc itself. That program

Though funding was provided by the US. Depart. is more psychoeduational, less jobsoriented than The
meat of Education's OfIke of Special Education, the pilot Workplace. It opmed in 1983 in response to the Bobby D.
project is also cosponsored by the Ranaliation and Main. vs. Bony lawsuit filed by the Children's Defense Fund in
mg Institute, which doomed the Med it:tea:nut' g Center, 1977 on behalf of ban:trapped wards of the DC. Depart
Use Washington, D.C. Summer Youth Employment Pro meet of Human Services. At that time, there was no
VIM, which arranged job placements, and the D.C. Public community-based treatment program in Washington,
Schools' Special Attendance branch, which referred D C, outside of institutions, kr emotionally &stashed
students to Use program. innaaty adolescents. Under the vidnxe of a social

The most signifgant feature of C5.7 Lights: The worker named Judith Tolman's, City lights was ban.
Workplace is its integration of education and job training Various foundation provided funding for the pro-4.for innaaty teenagers. Vocational rehabilitation is gram's first year, when there were 10 students enrolled.
stressed from the beginning; students have a job counselor Having demonstrated its saxes; City Lights is now fund.
on staff and are assigned jobs that, usually, correlate with ed by tuition contracts from the District of Columbia's
their interests and provide them with some skills training. Mental Health Services Administration, the Commission ,
As for the education component, City Lights uses a pro. on Social Services and the D.C. Public Schools. These
gram of remediation that is fast becoming the most sus agenda refer yotmg peopleaU of whom have either been
cessful ' diagnosed as emotionally or mentally landkapped, delis

The Comprehensive Competencies Program a an ins mint or neglected, cr &task* truant to the PtVanl
Pressin system of computer-assisted instruction, developed There are now 30 swim a a time The agencies pay (Sty
by the Rau:diadem and Training Institute in 1983 and Lights aproxinntely $1,040 smooth per child, substantial-
now bang marketed aaoss the country. City lights was ly less than thecoa dinstimet.,ual confinement in juvenile
cne of the first sites to plot CCP and is coe of its origns/ jails, mental hospitals or resklendal care----the cnly ether
success stories Principal Bert L'Homme calls himself a options for City Lights students. f
"convert" to canputersaisted instruction. When he was a Tolmacb, now the executive director of City Lights,
teacher be says, there was a =flint between those who has written that her prop.= enrolls "adolescents who
taught as "technicians" and those who taught as "artists." have been written off by the schools as unsociable, by the t
I considered myself an tuft:," says L'Homme. juvenile justice system as intractabk, and by the mental

"But when you're icts.acbcol_dawatown,7 he.con.--beatth system-as ontrestablet--' ;
tissues, "you don't have the luxury to think that way. You The original City Lights program ties the same CCP =
have to be efficient" And that's where CCP cams in. nosh -el d remafiation that The Workplace uses. But the

,Vjjonnk shims that be Inns his school fa VS a day overall approach at the new project Is less therapeutic ant
per student, an amount which leaves little roan for ineffi. more tnunitional. The kids on New Yak Avenue
ciency. Partnerships are the key to the program's low cost. Man= san, are emotionally disturbed. Those st Th:
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No-Nonsense Remediation
A new approach to basic skills instruction, the Comprehensive

Competendies Program, is taking off

After only 2 years et widemread use, the Comprehen-
sive Conmeteneks Program has became the fastest grow-
ing development in remedial eche:it:on. The program,
which uses stated-the-art technology to teach basic sbils,
was detigrol in 1983 and implemented a yxr la ter.
Dienemination of the program began in 1985; and by the
end of 1986, that were 158 CCP Learning Centers
in operation or being implemented across the canary.

The program uses print, audiovisual and computer
based learning materials to cover "academic
compete:4es," everytling from elementary reading and
arithmetic through high school and inucdtetery college
level mathematics and humanities. "Functional =ape ten-
ds" include job getting and holding, consumer &es,
citizenship, health, and community partidpation. Instrue-
tkn, both by computer and pen-and-paper, is
individualized and seltdfrected.

CCP was developed by the Remediation and Training
Institute, with Ford Foundation support. It integrates the
most sucassful educational approaches developed over the
last sevr.al decades, including lersons learned from the
edwational programs of CETA and Job Gips. The
dissemination of the program since 1984 has been
phenomenal. Leaning Centers are now in 28 states and
the District of Columbia, situated in places where they are

needed she most Three of five centers, for example, are
located in poor neighborhoods where the unemployment
rate is above 10 percent.

CCP is used' n regular secondary and postsecondary
schools, adult basic education institutions and alternative
schools tEce Gty lights in Washington, DC). It is also
used by rationally-networked community-based organiza-
tions (ke local Opportunities Industrialization Centers...-
Nat/oral Urban Leave and SEE: Jobs for Progress af-
Mates and 70031 franchises). In addition. many goal Job
Training Partnership Act agencies and correctional insow-
dons are new using the program.

Grade-gain rates for CCP learners are substantial. Ac-
cording to the Reawdiation and Training Institute, which
wadi= AA =GEV analysis of CCP use- students gained
an averaged 1.1 grad= in reading, in 31 hours of reading
instruction and 1.6 grades in math in 28 math instructional
hours. Tte commonly-accepted success standard for most
beck skis instruction is one grade level gain in 100 hoses
inn:I:lexica in a subject. Put this way, CCP learners gained
an averar of 3.7 grades per 100 hours of rearag instrum
tarn and 5.1 grades per 100 hours of math instruction.
Even the most disadvantaged learners had impressive grade
pist rates. according to Eemediatico and Training Institute
research.

The program costs
an average of $305
per grade gain per

student, half :he
cost of a year in

public school. The
normal student,

using CCP, gains a
grade in every 27
hours of reading

instruction and
every 2.11tours
math instruction.

g
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Im=am,
Characteristics of ca, Learners

Actor in 1986
Sex

Male 43%
Fatale 57

Ethnic group
White 36
Black 45
Remark . 14
Amain= Infian
Asian . 3

Family stitus
Single parent 24
Living alone cc with friends 19
Married, spouse present 11

Living with parents or relatives 45

Percent weeks worked last 3 months
10 cc more 9
3-9 10
1.2 3
0 79

Setting of CCP Learning Centers
Alternative schools and adult education centers
National community-based organizations
JTPA agenciesfirth Corps
Postsecondary reboots
Secondary and ',national public schools
Loaf community-based organizations
Private sector and unions
Cerrectiores irstimtiOr3

25%
25
19
12
II
6
2
1

Who is CCP targeted to?
Target groups Percent cows with
Primary students
Secondary students
Dropouts
Young high school graduates
Okla Isfah school graduates
Postseccedary student

limited
Pcor

Engfish
Handicapped
Offender
Sob parents
Displaced workers

20%
54
92
52
54
27

94
20
39
51
62
28

Multi - Purposes
'CCP we can be initiated and supported under the

Job Training Partnership Act, vocations/ re-ha ...hi:ti-
tian. eccatioral education and union or employer job
alining. It can be part of state and kcal workf ore
and welfare efforts or Work Incentive Head Scut
programs. It can be supported by adult desk educa-
tion. public and grieve moxdary and pest-secondary
school budgets and special federal and state education
programs. CCP kerning can be financed with carec
bons and mental health resources available for com-
munity or irstitutional treatment. Economic develop-
ment, housing and recreation programs provide other
funding options. Insvuction co also be supported by
foundations, corporations and individual sponsors, or
delivered on a feetmserviee bash paid by Wan= or
parents." Robert Taggart, director

Remedktion and Training Institute
from "CCP: A Sumner:"

And students th=seha give the program high
marks. In a 1985 learner survey, four-fifths of respondents
felt they were kerning fester with CCP than in their last
regular school.

That alone would be reason enough for those working
in remecfsation cc job aiming to look into CCP. But the
program's cost-effective approach and businesslike
organization is perhaps its biggest selling point.

According to Robert Taggart, the director of the
Remedhtion and Trainiri Institute, the average cost of the
program per instructional ban was $13.09 per student in
the first quarter of 1986. This includes the considerable
capital costs of learning center equipment and software. A
normal public school. Taggart has written, IraluUy costs ap-
proximately $6.00 per bow of instruction.

But if avenge grade level pin is computed into this,
the canparisen tilts in the favor of CCP. In public school,
the "oorroar student pins one grade in each subject =oh
year, at a cost of $720. But at CCP. says Taggart. the ma-
!nal student pins cm grade every 27 hours, in reading, and
every 20 bans, in math, at an average cost of 8305 per
grade

At its present growth rate, CCP may have another
100 users by next year. 70001, for example, has just:
received a $275,000 pant from the Fad Famdatien to
assist" its kcal programs in financing CCP Learning
Centers. The march:anon reported that 70001 programs
which bad need the system hst year indicated t CCP
had "signifkantly enhanced their ability to provide
academic rensediadon." And that evaluation, coning from
the field, is probably the best indicator of the program's
moms

For more information on the Canprelansive Com-
petencies Program, contact Robert Taggart, Director,
Recoodiation and Training Institute. 1521 16th St, NW,
Washington, D.C. 20036; (202) 667-6091.

David Fleming
September 1986 17



Lights of the City
by Doman Gabe

s All through my morales
daises. when I glanced up jut
to make sure that the quiet in
the neon was a result of coo-
miaowed work rather than cat.
napping. I kept catching the
eyes of different students stu-
dying my face with mrpkted
expressions. Keith. in puma.
tar, looked as if it were taking
all of his effort to keep from
Ruining ova arid robbing my
face just M see if the sunburn
would come off, Although I
had already tourrered a barrage
of questions abouthow it hap-
peered. if it hurt. why I hadn't
used suntan oil. (menet/tins I
also kept asking myself), con-
bum was tall evideaL As
with many things they needed
to have the eapaience before
they could have the under-
standing - and unluckily with
red-hot suxburn. I doubted
sacb would ma be the case.

Skean.= like this. however,
just seas to highlight pool.
kb between my ttadeats and
myself. In facL my entire ea-
isteace for the put eight
meths has been a quest foe .
eaderstanding through open.
oven Before I joined the NC,
some Toy cost friends advised
that I Wok wed to complete.
ly submerse myself is a cal.
tare is ceder to do positive
wort within it. They assert-
ed. in fact. that I commute dai-
ly into the city. work intense-
ly with urban youths, but re-
torn home to my upper.
middle CUSS neighborhood be-
fore Ott. I disagreed. *Mesh
rye convinced that there are

e geed. dedicated teachers
ut sarburbia. I chose fat

,'cast kw a year) a different

route and thus far have la7 re-
vets. For me to begin to na-
da:tad my students, I needed
to make an effort to under-
stand meat enviroameriL pros.
nodes, drug pushers, and
tenches included.

Since September. I have been
working as a teacher at City
Lights, a day treatment pro- .
gram for severely emotionally
disoubed adolescents. Initial.
ly. I considered that the name
sounded mere Ike a Founecoh
Street bar than an almreative
high Khoo!: but the more I
came to understand the Pro-
grata and its motivating val-
ues, the nom I appreciate the
value of its calm. City Lights
is a place of warmth and vision
centered in outs or Washington.
D C's wan neishbahoods. It
is a program where previously Dona:., chronic numb net a 95 patent
attendance rate because they rose in stature from big your
lice to come to school. City gin' to academic scholar. His
Lie= Is a ruff of dedicated oche:nod. lee a wicond. Sol
molessionals willing to cater the best of him, and he yelled
to the lodivideli growth of in victory before the 'ain't
each or its thirty students. nothing' atomic reclaimed its
And It Is a group of troubled superficial control; foe one al.
arkiesentes who teach as ouch ternoon Andra was allowed to
as they are taeght. . throw off the stigma of

Yet while these truisms are 'troubled youth' and ripen-
c tperioneed on a more abstract erne fun place. Asa witness
plane, the concrete realities of to the event. I attired Andre's
City USW are not entirely eadturienL As Ms teacher. I
different. Last week. we held a shoed his somas. During the
school.wido spellingteola*Trthornerif bekaperienced'ykto-
which sic students had the Cf- fy.11CO3:fdt as if INA wen a
wonky to compete both fee great prize. or course. the cm-
individual prizes and fee a, phy went name with him. but
homeroom victory party.' 1 was the witness of a correct -
Eliminations were fast and ed injustice.
rims until only two students At my NC orientation. I
remained in the competition. nude the intik Cerement tOCce
After fony.five mine es of of my new housemstcs Nat fd
msaw spelling. Pam missed a 'never really thoqht much
weed, ad Andre immediajgjp about social justice before.' I
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Gabe
consider it fortonate that she
didn't hold it agair.st me too
much at the time, especially
since I haven't thought above
much else since. It Is =II M-
I-Kell for me to appreciate the
full impact of those two
words, but as I watch the stn.
dents at City Lights straggle
to overcome issues of sornecoe
rises making. I witness some
sort of justice moradins. De
tog my rest week in the pro-
gram. my Supervisor told me
not to &spat to change all the
students I worked with into
Rhodes scholars. Instead, he
told me to amides them as I
would a pie without sugar -
sprinkling sweetener on top
would not compensate for a
lack of an essential ingredient
the pie, as well as these
youths, would never be quite
right. Even as optimistic and

energetic as I was back in Sep-
ternbu. the analogy left me
with a pretty bleak view of
things.

Eight months of week have
ginn me a ha of perspective.
however, and the pies 1 rn con.
sidcnng today are quite a bit
different than the ones I
looked at last fall: I realize
that the sugar is matins. but
some unique spices. Cool
Whip, or a bit of Steve's ice
cream can help to mask many
flaws. The youths that I greet
every morning sad have come
to care for no mach have Del
been ceased fluty. Their lives
have been much more demand.
ins than mine will ever be, and
they have missed out on most
or the positive, happy things
that illuminate my chi' Rood
memories - this Is the alias=
or poverty, itemises. and
need.

ity provides justice.
AF9ji(trtights. the students
are given a chance to attempt.
to succeed, and to fail. Their
pasts bring them to the pro-
gram, but the hope of a more
gOeslive future keeps than at.
tending. They are allowed to
experience success, and with
their cape:knees come the un
derstanding that control of
their lives is possible with the
sight choices.

Donna Guise graduated
In 1914 frogs Loyola
College In Baltimore,
Maryland. She lives and
works in Washington,
D.C. Donna trachea at
City Light: a school for
emotionally disturbed
and delinquent adoles-
c att.
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"There Ain't Nobody on My Side": A New Day Treatment Program
for Black Urban.Youth.

Judith Tolmach
City Lights

Black, inner city, indigent youth present clinicians with an array of psycho-
logical, educational, social, economic. and behavioral problems that defy tradi-
tional treatment methods. Oty Lights is described as °comprehensive day treat-
ment model that has the potential to succeed with high-risk youth. The program
utilizesa se(fpaced computer-assisted education program within the context of
a therapeutic community. Innovative' strategies have been developed to accom-
plish both academic remediation and emotional development. Academic Coln-
perence is seen as an essential component of psychological well-being.

Key words: adolescents, black youth, day treatment, psychoeducation pro-
grim, community-based are

City Lights is a new day treatment program in
Washington. DC that enrolls adolescents who have
been written off by the schools as unteachable, by
the juvenile justice system as intractable, and by the
mental health system as untreatable. These are
youth so successful at failure that they exhaust and
disc.surage even the most idealistic amoag us who
reach :sato them with hope and one more chance.
Because :se), (Ail consistently at home, at school
and at work, such youths are rapidly ir,ving to per-
manently disadss staged status in our society
(Gibbs, 1984).

City Lights is designed to withstand the assaults
of troubled teenagers. In fact, in the two years since
it opened, City Lights has achieved an attendance
rate of SOW, despite a population of chronic
truants. This high attendance rate, as well as the
therapeutic and academic gains its high-risk youth
have achieved, are a result of the program's com-
mitment to a simple concept: creating an environ-
ment that guarantees the novelty of success to ex-
perts at failure.

Who are the St:idea's?

The students at City Lights, all of whom are
black, indigent adolescents from disorganized fam-

The mho( wishes to acknowledge the invaluobk coma.
tioa of &Ink Blown. arnica) Dacca. and Bert L'Horonse.
Pritscsoul. to the development and artoenpluhrnans of Cuy
Li has.

Requests foe reprou should be sent to Judith Totorsents.
ACSW. Cny Lights. 7 New York Avenue. N E.. Wastunktoa.
DC 2E002.

dies in the District of Columbia. replicate the de-
scription of "the deprived" in the Carnegie Insti-
tute's 1979 study of school dropouts:

For these youth, a combination of poverty. inade-
quate education, and weak psychological re-
sources results in a Mazy of human and social dis-
aster: high rates of criminal activity, drug and
alcohol addiction, chronic unemployment, phys-
ical and mental illness, dependence on public wet.
fare, and institutionalization. Society currently
spends large sums on these youth -0o the Poke.
the courts, jails and prisons.and systems of proba-
tion and parole: on drug abuse programs; and on
other forms of support. The real costs of depriva-
tion are infinitely greater. The threat to urban life
that tits in the high rates of violent street crime,
much of it committed by deprived youth, the loss
to the society of their potential eontnbutions, are
only the greatest of those hidden costs.... (Car-
negie Council on Policy Studies in Higher Educa-
tion. 1979. p. 249)

As Gibbs (1984) reportedjn a plea for new initia-
tives, "black youth in contemporary America can
aptly be described as an endangered species" (p. 6).
She reports numerous data that indicate that young
blacks are worse off in the 1980s with regard to em-
ployment, delinquency, substance abuse, teenage
pregnancy, and suicide than they were in the 1960s.
Despite the alarming social cost of such neglect,
shrinking resources and well-entrenched pessimism
have resulted in few innovative attnnyas to allevi-
ate the alienation of urban youth. The reluctance
of mental health professionals to treat these adoles-
cents can be attributed to the realization that such
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youth cannot profit from clinical intervention
alone the "presenting problem" ts inextricably
linked to the family, the school, the community
each of which is part of the problem and must be
pan of the solution. Treatment requires collabora-
tive efforts between professionals in different disci-
plines; the context of treatment must include not
only the child and his family, but the social system
with whias they interact. Extrinsic factors play a
role as significant in maintaining the dysfunctional
behavior of troubled adolescents as intrinsic devel-
opmental factors the person-centered variables"
(Kraft de Demaio.1982; Moos do Full'', 1982:Select
Panel for the Promotion of Child Health, 1981).

Here is a case in point:

Terry, a 17-year-old black male was referred to
City Lights by his parole officer while he was still
in juvenile detention for his fourth criminal
charge, fencing stolen goods. Previous charges in-
eluded ear theft and breaking and entering. The
second child been to a teen-aged mother. 'terry
lives in a household with his mother who is over-
whelmed and exhausted by her troubles, four sib.
KM. his sister's infant daughter and his mother's
male companion who is periodically violent when
drunk. Terry is of normal inter:gence but reads at
the third grade level due to infrequent school at-
tendance and disruptive belavior which led to
placement in a special education resource room in
fifth grade. Terry exhibits a swaggering self-
confidence that crumples in the classroom when
his inability to perform is revealed. His moods
alternate from bravado to profound sadness in
rapid succession. In addition, Terry's family tae.
itlyencourageshiscriminalpursuits which provide
than with much-needed income.

In many respects, black nib/A youth such as
Terry mirror the characteristics of a recently la-
beled psychiatric entity, the young adult chronic
patient." Bachrach (1984a) has described this
growing population as fragile with a marked inabil-
ity to cope with the demands of living, having poor
functional adz ive skills, an inability to form sta-
ble retationships, and a multiplicity of symptoms
that are exacerbated by frequentsubstance abuse
(Bachrach. 1984a; Lamb, 1984). Further, such pa-
tients are demanding and manipulative indivieals
whose presence engenders strong negative feel-
ingsanger, fear, helplessness. Pepper, Kirshner.
and itygiewiez (1981) indicate that such patients are
mired in the transition to adult life and therefore
unable to master the tasks of separation and indi-
viduation. It may seem premature to label City
Lights students as"ch conic," yet the typical student
at 16 years of age has experienced at least three out -
of-home placements (in residential treatmen., fos-
ter care, mental hospital, or jail).
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Certainly many troubled urban teenagers, such
as those at City Lights, will grow zp to swell the
ranks of the adult chronically mentally ill popula-
tion or the criminal justice system unless unique
service programs intercept their downward path.
The findings of a 1984 National Institute of Mental
Health conference report support this gloomy pre.
diction: 'There is a heavy concentration of young
adults who are now at risk for chronic mental ill-
nesses, which results in an appreciable increase in
the absolute number of homeless mentally ill indi-
viduals. Some part of the growth of the homeless
mentally ill population also results from the inade-
quacies of the service system" (cited in Bachrach,
19846, p. 515).

The Origins

City Lights was developed in response to a law-
suit, Bobby!). v. Bony, (Bobby D. v. Barry. C.A.
No. Misc. 16-17 DC Superior Court August,
1980).1n its recent report, Unclaimed Children, the
Children's Defense Fund (CDF) revealed a start-
ling. nationwide absence of services for adolescents
(Knitzer, 1982). Older adolescents, who 0J211P044
the largest percentage of children in institutional
care, simply "mark erne" until they can be
transferred to adult mental hospitals or jails.
Community -based Octane plograms to meet the
needs of this age group are nearly nonexistent.
Sadly, many of these children wou'd never have
been institutionalized in the first place if compre-
hensive programs had been available. The unneces-
sary institutionalization of children becomes more
ominous when linked to the President's Commis-

- - Omen Mental Health (1978) report that indicated
blacks under the age of 18 are twice as likely to be
admitted to state and county mental hospitals as
whites, ,V00 are treated more often on an outpa-
tient bun.

Because the practice of institutionalizing adoles-
cents in placements as far away as Texas.
Massachusetts, and Florida had become so well-
entrenched in the District of Columbia, CDF real-
ized the need to go beyond legal remedies to ensure
that these vulnerable children receive altem-tive,
community-based are In Fcburary, 1981, as a
continuation of its commitment to the Bobby D.
children, CDF formulated a plan to establish City
Lights to serve emotionally disturbed children in a
noninstitutional setting and to serve too as a cost -
effective model that can be. replicated in other
localities.

City Lights. which is housed in a convert..., ware-
house, enrolls youth for whom the treatment of
choice has been residential treatment in a pastoral
setting remote from the confusion and temptation

.1e4rulef aLskal child Psycliciou. Whine 14. Fan. 5915 215
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of big city life and equally remote from the realities
to which such youth return.' All too frequently,
such youth return to families who have lost interest
in them, and to a city that has no programs
educational, vocational, or residentialto bridge
the gap between institution and independence.

Initially, City Lights did not receive any public
sector contracts; skepticism about a program for
disturbed adolescents that eschews locks and medi-
cation forced us to underwrite our first year with
revenue raised from IS private foundations. The

,Commissioner on Social Services and the DC City
Council also provided strong support and 575,000
in start-up funds. With I year of funding in the
bank, City Lights solicited tuition-free referrals
from various agencies, including St. Elizabeths
Hospital and the public schools. In a year's time,
our track record with these first 10 students earned
public contracts for 30 youth at a monthly rate of
51040. Although this cost is high, it is fat less than
the cost of confinement in juvenile detentioa, men-
tal hospitals, or residential treatment the other
options for City Lights students.

City Lights is a nonprofit corporation that is
funded now by tuition contracts from the District
of Columbia's Mental Health Services Administra-
tion, the Commission on Social Services (responsi-
ble for delinquent and neglected youth) and the DC
Public Schools. A student is referred to City Lights
by a school, court, community mental health cen-
ter, social service, or parole officer. Students come
with a variety of labelsborderline personality,
antisocial personality, depressionbut all have
need of a total therapeutic environment: Over half
of the current enrollment live with foster parents,
the others live with a single parent, older siblings,
or in a group home. The community-based treat-
ment program serves 30 emotionally disturbed and
delinquent teenagers bet ween the ages of 12 and 22;
it is the only psychoeducatio nal program in the Dis-
trict for emotionally troubled teenagers over age
17, a group that borders on the fringes of adult-
hood and, usually, on the fringes of the mental
health community's attention.

More Than A School

What kind of service program is successful with
clients whose problems reflect an array of social,
psychological, educational, vocational, and eco-
nomic deficits? The literature is conclusive in its
support of cohesive, multidisciplinary comprehen-
sive Cale (Hobbs, 1979; Knitter, 1982). Yet typi-

.1/Atoms:lately, the current allocation of federal and state
dollars COOtiOUCS to CACOUtajt treatO1011 US residential rather

than.day ucattnent settings (Knitter, 19621.
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cally, troubled adolescents who_are not institu-
tionalized are offered a special education class-
room and a referral to community mental health
center for counseling. It is not surprising that such
narrowly conceived intervention fails to breach the
extensive fortress of failure that typifies thisppp-_,
ulation.

City Lights is more than a school and more than
a school with additional clinical services. Because
City tights represents our students'"last chance" to
turn away from failure, we are committed to meet-
ing almost every need that arises; when we are not
able to provide a required service (such as new eye-
glasses, trombone lessons, or an after-school job),
we as as advocates for our students in the commu-
nity, and we teach them to become their own advo-
mtes, as well.

i

Learning to Learn

The typical student at City Lights is 16 years of
age and has an average reading ability at the third
grade level. Such youth are prime candidates to be-
come high school dropouts; many already have
long careers as hard-core truants by the time they
reach junior high school. Yet without the cognitive
competency to read and compute, a successful
adaptation to adulthood u unlikely (Hobbs &
Robinson, 1982).

As an outgrowth of our belief that competence
can change behavior through increased self-
esteem, impulse control, and opportunities for suc-
cess (Shore & Massino, 1979), the education pro-
gram at City Lights is enriched by self-paced
computer-assisted instruct:an; optical scanners
correct lessons in IS seconds allowing students to
evaluate their own learning, control their rate of
progress, and receive frequent ego-building
affirmation.

Committed to convincing our reluctant students
that they can learn, City Lights installed nine com-
puters and the Comprehensive Competencies Pro-
gram (CCP), an integrated curriculum ot paper
and pencil lessons, software, cassettes, and film
strips. Compiled from the most effective materials
developed for CETA and Job Corps, CCP is an
elaborate system of teaching materials that offers
instruction that begins at the nonreader level and
proceeds tocollegelevel; life skills (such as compar-
ison shopping, application for food stamps, job in-
terview skills) taught simultaneously with bane
math, social studies, and reading; immediate posi-
tive reinforcement; objective evaluation of pro-
gress; and finally the pride of instrumental
mastery.

For a student like Terry who was described
earlier, CCP provides instruction on how to obtain

5'U
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a social secunty card written in third grade vocabu-
lary. The subject matter befits his age, the reading
level fits his ability, and the computer captures his
interest. This unusual combination of factors is es-
sential if students such as Terry are to succeed at
schcol.

Although CCP Is an effective method for
capturing the interest of reluctant students, its ef-
fectiveness is largely dependent on the therapeutic
milieu that frames every aspect of a student's ape-
rinks at City Lights. CCP offers no magic formula
for overcoming academic deficits. If there is any
magic, it is a trusting 4elationship that develops
with painstaking slowness between students.
teachers, and clinicians. Such a relationship, based
on mutual respect, understanding, and optimism
can repair the damaged egoalways a prerequisite
for learning (Rothman, 1980).

Not Too Late

The years between ages 16 and 22 are usually
"written off" by most mental health and education
programs as "too late" for significant change. It is
not surprising that rates of institutionalization en
jailsand mental hospitals) increase precipitously at
this age when way youth lose the omnipotent fan.
tasks of early adolescence and fill the emptiness
with rage and depression. Believing that late kdo-
lestence is an svpottunity too often missed, the
therapeutic milieu at City Lights is an eclectic com-
bination of strategies designed to fill a treatment
void.

&hada. 19, was born at St. Elizabeth; Hospital to
a schizophrenic mother who remained Belinda 's le-
gal guardian despite her frequent hossetalisadons
&dig which Belinda was placed with: a grand-
mother, a neighbor, and finally, a foster mother.
When her foster mother died Belinda became
"unmanageable and was 'temporarily' placed in
an inpatient psychiatric unit where she stayed for 2
years while another placement 1111 sought. Belinda
dung to the hope of returning to her mother de-
spite an adjudication of neglect requiring
altanative placement. Finally, because her behav-
ior deteriorated, Belinda was sent to a residential
treatment program in Florida where she stayed for
3 years before coming ,a City Lights.

Belinda comes to City Lights each day resistant
and defiant. "You all don't are about me, nobody
does. Ain't nobody on my side." Realizing that her
reluctance to cooperate reflects a justified fear of
trust, rtelinda's case manager (her primary thera-
pist) sod teacher meet with her each morning be-
fore school. Using Redl's (1959) Life Space Inter-
viewing technique, staff allow Belinda to express
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her anger and sadness; she receives empathy, help
with understanding her feelings, and coaching on
behavior all before entering the classroom. ..:uch
brief and timely -meetings' are available to City
Lights students at any time, enabling fragile egos to
borrow the strength they need to make it through a
school day.

Sum of the Parts

In addition to therapy on demand, City Lights
uses an eclectic approach to treatment and to be-
havior management. Individual therapy, group
therapy, and family counseling are a part of every
student's program, but these techniques are aug-
mented by individually "packaged" treatment plans
to remediate specific developmental deficits.

Men Therapy

Many students are not "ready" for individual or
group therapy when they enter the program.
Deeply distrustful of any human interaction, they
resist attempts to reduce their protective defenses.
We respect these defenses, realizing that only grad.
ually can we hope to repIrce them with a realistic
self-concept. Because the total environment at City
Lights is carefully planned to provide constant
therapeutic interactions, treatment begins as soon
as students enter the programeven if individual
therapy does not begin for many months or ever.
Every transaction provides an experience that is
ttostwonhy, consistent, and respectful. Over time
this predictable environment, in which communi-
cation is dear, becomes a medium for bea4ng. Stu-
dents learn to trust the program as prelude to trust-
ing individuals within the program. Their ultimate
ability to function as independent young adults is
preceded by a carefully nurtured dependence on re-
liable caretakersa critical aspe x of childhood
that they were denied.

Within the context of a therapeuet milieu, we
use a variety of innovative strategies to b..-p attend-
ance high and ep...odes of success frequ mt. Be-
cause we constantly try new methods of achirint
these :oak, this list of techniques is not definitive.

Musk. A gospel singer and accomplished mu-
sician meets weekly with students to increase
awareness of black culture, enhance vocal skills,
and form a choir able to perform for community
groups.

Ice skating. A staff social worker who is also a
professional skater teaches ice skating as a way of
helping students acquire self-discipline, delayed
gratification, motor coordination, and cooper-
ation with peers.

legisal of CUskal C:1111 PiRdielogy, Value 14, FAL WU 217
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Therapeutic riding. Learning to master and
control a horse helps students learn to control
themselves and to anticipate the consequences of
behavior.

Paid employment. All our students share a
strong desire to earn money. Many are adept at ac-
complishing this through illegal means. Offering
students who make acadark and behavioral gains
part-time employment is potent motivation for
growth. Students earn the right to attend school
half-dayan important step toward inde-
pendence.

Telephone therapy. Individual therapy re-
quires a degree of intimacy that is impossible for
some students, causing unbearable anxiety
anxiety that is typically released through explosive
behavior and profanity. Group therapy is not a
suitable substitute for individual therapy if Issues
that need exploring are deeply private. Calling stu-
dents on the telephone in the evening may not
sound like a therapeutic technique, but it lira pro-
duced surprising results. Initial calls are imper-
sonal, just a touching base" along with ample
doses of praise for the smallest achievement that
occurred during the day. "'cause sutdents are
amazed that an adult would-ea he phone to re-
port something other than a is charge, these
conversations have led to agar.. talc alliance and
the eventual ability to tolerate face-to-face encoun-
ters. An unexpected bonus of "telephone therapy"
has been a new relationship with the parent an-
swering the phone who is understandably wary of
talking to anyone about her child, since past en-
counters have been invariably negative. When a so-
cial worker, says, "I want to talk with Andy about
the good day he had at school," there is a long si-
lence e disbelief. After several such calls, the par-
ent who had refused to meet with us is willing to re-
consider her decision. This sequence of events has
enabled us to offer practical guidance to troubled.
resistant parents, which in turn has led to signifi-
cant changes in relationship:, within families

Community connections. Introduci. Su-
dents to the positive facets of urban life is another
aspect of our attempt to help black youth develop a
different self-image. The social, cultural, and spir-
itual programs offered by the city's black churches
are explored in our leisure education program,
which also includes Tae kwon do, physical fitness,
tennis instruction, chess tournaments, and visits to
museums and theatres.

Blurred boundaries. An important underlying
principle of our day treatment program is the belief

215 Joamal of algal Child Psychology, Volas. fa% Ins

that education is therapeutic and therapy is educa-
tion; therefore, the boundary between these two
program components is intentionally blurred. For
instance. class meeting. a daily part of the academic
schedule, is a form of group therapy. A tutorial in
the computer language LOGO, which allows stu-
dent and teacher to work and talk privately over a
period of months, has many aspects of individual
therapy. This intentional absence of distinction be-
twain disciplines requires close collaboration and
cohesion between educational staff and clinical
staff. Daily 30-minute meetings to review each stu-
dent's progress contribute to this essential who.
sion. In addition, all staff attend a biweekly proc-
ess group led by an outside consultant (trained in
th -.13ion-Tavistock technique) who assists us in un-
covering the unspoken and unconscious feelings
that inhibit cohesion.

The Outcome

Fewer than ten students have "graduated" from
City Lights in the 3 years that the school has been
open. We are now in the process of developing an
evaluation program that will measure both short-
term changes and longterm outcomes with regard
to institutionalization, ability to withstand crises,
vocational history, and quality of life. Until the
program's effectiveness has been confirmed by sta
tisticalineasures, we can make only modest claims
of success. These include the program's ability to
keep emotionally disturbed cl.ronic truants in
school; reading and math levels that have increased
an average of 1.5 grade levels in each school year,
(a notable achievement for students whose records
indicate many years of no progress at all); staLility
within natural and foster families that has dieing-
ically reduced additional instituional placements;
finally, the fact that only 10% of our students have
been returned to hospitals or jails; students who
dropped out of their own accord comprise an
equally low 77a.

Although the results an objective evaluation
will not be available for several years, we have dem-
onstrated in our fast 3 years at City Lights that
troubled black adolescentsWho have learned to be
distrustful, fearful, mean, and sullen can learn to
change, to trust, and to believe In their ability to
succeed.
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[YOUTH POLICY, DATED NOVEMBER 1986, VOL 8, No. 11]

STATE OF YOUTii

Education

I. Amerkans will spend a total of $278 8 billion on education this year, an increase of $15.4 bilhon
from 1984. National expenditures for schools and colleges represent 6.7 percent of the gross tut anal

product.

2. Spending for elementary and secondary education will amount to $170 bilbon. including $14 billion
by private schools. Higher education costs will be $108.8 billion. including $38.1 billion for pnvate

institutions.

3. Average annua. expenditure for each of the approximately 40 raison public school students in the
United States will be 54,203, up 5.2 percent from 1984.

Community Colleges

4. Between 1955 and 1985, the number of two-year community colleges has doubled from 611 to
1. 222. Eighty seven percent are public institutions, and 13 percent are independent.

5. In 1984-85, more than half of all first time freshman (1.2 million students) attended molar col.
kges. Women and minorities were more Rely to attend community colleges than any other type of

higher education instituti.'n.

Native Americans

6. About half .he nation's 1.4 million Indians live on reservations. Their land holdings total more
than 53 million acres.

7. Unemployment tuns as high as 70 percent on some reservations. Orkquarter of the Indian
workforce s seeking employment, and 27 percent of the total Indian population lives below the poverty

Youth Employment

8.3.2 million 16. to 24yeapolds are cificially out of work, nearly 38 percent of the nation's
unemployed.

9. Despite a declining teen population, over 100,000 more teens were unemployed in June, 1986 than
in June, 1985.

10. While 48 percent of wh.".1 teenagers are working, only 30 percent of Hispanic and 27 percent of
black scum have jobs.

Children by State Care

II. In Calico's's, the number of children placed monthly in emergency shelter care increased from 560
M 1981 to 3,280 children in 1985.

Souramt:
1.2 and 3The US. Department of Education. Center for Education Statistics 4 and 5The American Association
of Community and Junior Colleges. 6 and 7 TM U.3. Department of IM Interior. Bureau of Indian Affairs. 6.9 and
10Youth Employment. June. 1966. 11US. House of Repreuniatiuss. Select Committee on Children.
Youth and Familtas.
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Chairman MILLER. Thank you.
Mr. Davis.

STATEMENT OF THOMAS L. DAVIS, MENTAL HEALTH PROGRAM
MANAGER, ALEXANDRIA MENTAL HEALTH CENTER/CIIIL-
DREN'S SERVICES, ALEXANDRIA, LA

Mr. DAVIS. Thank you, Mr. Chairman, Mr. Coats, and especially
Mr. Holloway, for inviting me to appear before your committee
today.

I come to you as a mental health practitioner working directly in
the Community Mental Health Program in the largely rural area
served by Alexandria Mental Health Center. Our children's service
evolved from a child guidance center and survived as a distinct,
specialized children's program despite demands on staff resources
brought about by the growing needs of the chronically mentally ill
adult population and by periodic state budget crises.

From time to time, failure of statistical measures of cost rind effi-
ciency to recognize fully the additional professional time required
by the multi-faceted nature of children's problems has made the
struggle more difficult. The basis of our survival has bean strong
community relationships and a long-term local administrative com-
mitment to the preventive value of a children's program.

The strengths of our program lie in its development as a compre-
hensive system encompassing a range of service elements, instead
of being limited to one specific element of outpatient services, and
its long-term commitment to a philosophy of early inte vention and
treatment of children and adolescents while keeping them in the
community and in their own homes whenever possible.

In treating the child in the community, focus has been on
strengthening the natural support system present in the child's
family and social environment. This approach involves extensive
work with pacents as well as schools and many other private and
public resources.

In addition to its outpatient programs, the center and local
school system in Rapides Parish work cooperatively together in a
school-based program serving severely emotionally disturbed chil-
dren. As an adjunct to this program, the two agencies jointly spon-
sor a therapeutic summer day camp for children enrolled in or
under evaluation for the school program. Volunteers, local civic
groups, and the local United Way contribute to the success of this
program.

The center also has a contracted six-bed community home fnr
emotionally disturbed adolescent males, a program that invol
the interface of the mental health center, the contracting age
the school system, and the vocr.tional rehabilitation agency. ne
community home serves as an interim placement for reintegration of
hospitalized youth back into the community and as a deterrent to
hospitalization for others.

We have long identified the needs of children and families in our
rural areas as a primary concern. While there are strengths in the
rum areas, including the independence and pride of mahy rural
residents, as well as informal networks of support found in the ex-
tended families, churches, and schools, there are also significant
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barriers in delivery of services to troubled rural youth and their
families.

Availability of services in these areas is reduced as a result of
the low population density, making it difficult to justify specialized
programs, problems recruiting mental health and other profession-
als and the vulnerability of contributions by local governments
with poor tax bases.

With the more specialized mental health services for children
concentrated in relatively urban areas, there is a tendency for resi-
dents of our rural areas to underutilize their proportionate share of
services. This is a result of a number of factors, including transpor-
tation problems, time lost from school or work, lack of awareness
of the benefits and availability of services, and stigma regarding
mental illness. Low wages and unemployment complicate the prob-
lems.

The distance has deterred systematic coordination of services just
as it has created problems for families who need mental health
services. This issue is currently being addressed on the State level
through a broad-based effort at improving interagency coordination
and developing a comprehensive community-based system of care,
an initiative facilitated by funding through the Child and Adoles-
cent Service System ProgramCASSP.

It is clear that the challenge promulgated through the CASSP
initiative, that emotionally disturbed children have access to a
comprehensive community-based system of care that is responsive
to the needs of the child and the family, can never be met by
mental health services alone. Rather it requires a combination of
efforts of many agencies, advocacy groups, consumers, Government
officials, and legislators, all joining in a coordinated and effective
manner to get the job done.

Your membership on this co, mittee is evidence of your commit-
ment. I am proud to be part ,7. the process as we work together for
our children and their future.

[Prepared statement of Thomas L. Davis follows:]

1(14
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PREPARED STATEMENT OF THOMAS L. DAVIS, MSW, MENTAL HEALTH PROGR 1M MAN-
AGER, ALEXANDRIA MENTAL HEALTH CENTER /CHILDREN'S SERVICES, ALEXANDRIA,
LA

Thank you Mr. Chairman and Mr. Coats, and especially Mr. Holloway, for

inviting me to appear before your zommittee today, to address the important

issues of children's mental health services.

1 have been asked to share with you my local perspective on children's

mental health services in the largely rural Central Louisiana area served

by Alexandria Mental Health Center; I will identify strengths of our program,

as well as problems and barriers encountered in service delivery to our rural

population. 1 come to you as a mental health practitioner, havin worked

for the past thirteen years directly in the community mental health program

In Central Louisiana.

Alexandria Mental Health Center is one of 45 full-time mental health

Centers and 47 part-time outreach facilities forming a state-wide network

of community mental health cente. programs directly operated by the

Louisiana Department of Health and Than Resources, Office of Bental Health.

These facilities, together with 55 contracted community programs and F

state hospital-based programs operate as an interrelated system of services

under the Department of Health and Human Resources. The community-based

facilities and programs are administered through ten (10) state regions, with

Alexandria Mental Health Center located In Region VI, consisting of 8 rural

parishes in the Center of the State and comprising 72 of the State population.

Alexandria, located in Rapides Parish, has a population of 56,000 and serves

as the hub for commerce and medical and social services for the region.

Alexandria Mental Health Center directly serves six parishes which total

5137 square miles. The total population of the six parish area is 221,510,

approximately 612 of which reside in Rapides Parish.
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The Children's Service of Alexandria Mental Health Center, serving

children and adolescents under 18, is recognized as one of, if not the

strongest children's program in the State. Established in 1954, initially

as a Child Guidance Center, it actually preceded outpatient services for

adults which were started by our local state hospital in 1959. Later, both

services were placed under the auspices of the Community Mental Health

Center, as these programs were developed by the State. The current staff

of the Mental Health Center is composed of 8 administrative and support

personnel, 11.8 adult clinicians, and 6.4 children clinicians.

Alexandria has maintained an intact, specialized Children's Mental

Health Service in the face of increasing demands on staff resources over

the past 20 years, brought about by the growing needs of the chronically

mentally ill adult population and by periodic state budget crises. The

survival of the program as a specialized unit is a result of strong

community relr_ionships and longterm commitment on the part of administrative

personnel to children's programs. Justifying Children's programs has been

on occasion particularly difficult when planners or legislators arbitrarily

applied measures of cost and efficiency across .arious programs without

taking into account what was required to achieve effective results among

different client populations. In mental health services for children, work

with the identified child "patient" is just the tip of the iceberg of

interventions necessary to arrive at effective problem resolutions. For

example "Bill" was referred to our Center by his pediatrician at eight years

of age with complaints of hyperactivity. When we saw then, we learned that

not only was bill hyperactive from a medical standpoint, but also that

he, h:s mother and younger brother were living in a small trailer

I 6G
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without complete utilities, after having recently experienced the loss

of his father. Quite understandably, his mother was also depressed.

Our intervention has involved treatment of Bill, regular consultations with

his classroom teacher, and extensive vo.k with his mother, including

treatment of her depression, assistance in obtaining subsidized housing,

education and counseling regarding management of Bill's behavior, and

assistance in obtaining the support of her extended family in meeting Bill's

needs. We also put the mother in t, Joh with other community resources and

consulted with the local Boy's Club regarding how it could help Bill. Bill

has remained in a regular classroom setting, and his mother is successfully

employed, no longer receiving public assistance. The Center is currently

in the process of helping parents organize a support group for parents of

hyperactive children. Bill's case is illustrative of the fact that

effective work with children requires a multi-faceted approach. involving

parents, school, and a myriad of other resources. The professional time

involved in providing these services is not always apparent on statistical

reports.

Our administrative personnel in supporting the Children's Service program

have maintained that it is prevention at least at the secondary level, and

contend that early intervention with troubled children and their families

can reap long tern benefits by alleviating or reducing impairment in adult

life, enabling individuals to become more independent rnd productive memoers

of their communities. Expanding the preventive concept further, one can

speculate on the potential benefits to younger or yet unbota siblings as well

as future ofxspring of troubled children as a result of the reduction or

resolution of problems brought about by an early intervention with the

family.

.L 7
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The Children's Service has been developed as a comp'ehemsive system

encompassing a range of service elements, rather than being limited to a

specific element of service. Currently in place are formalized programs

of outpatient mental health services to children and their families,

consultation and education services to the community. school-based con-

sultation and treatment services for severely emotionally disturbed

children, a therapeutic summer day camp for emotionally disturbed children,

and a community home for emotionally disturbed adolescent boys.

Throughout the years, the Center has been c emitted to a philvsophy

of early intervention and treatment of children and adolescents in the

community and in their own homes. Application of this philosophy was

evidenced in the fact that the Region had the lowest per capita client

population in the Gary W. lawsuit, whict ,alved placement of children

in treatment facilities in Texas in the s and 70's. Clinical,

administrative, and clerical staff remain committed to keeping children

in their own homes whenever possible. psychiatric hospitalization is

considered only in the most severe cases of emotional disturbance.

In fiscal year 1985-86, two children and seventeen adolescents were

admitted to State hospitals at the.recommendation of the Children's Service.

A total of 312 children were admitted to the Children's Service casaload

during the same time period. Six additional adolescents from the catch-

ment area were admitted to state psychiatric hospitals without the recem-

mendation of the mental health center.

In treating the child in the community, our focus has been strengthening

the natural support system present in the child's family and social environ-

ment. Parents are engaged in a partnership with the Center in all aspects

of planning and service delivery, and in view of the fact that the school is
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a significant part of the child's environment, contact is routinely

Bede with teachers and other school perso.s. For severely emotionally

disturbed children, the Children's Service and local school system work

cooperatively together in a school-based treatment program. As an

adjunct to this program, the two agencies jointly sponsor a therapeutic

summer day camp for children enrolled in or under evaluation for the

school program. Volunt ers, local civic groups, and the local United

Way also contribute to the success of these programs.

On the State level, there has been active, broad-based support by a

full range of state child service agencies and child advocacy groups,

as well as parents and concerned citizens for the development of a

comprehensive community-based systeri of care for emotionally disturbed

children, this intiative facilit ted by funding through the Child and

Adolescent Service System program (CASSP). As part of this process, the

Mental Health Association of Louisiana and the Louisiana Alliance for

the Mentally Ill are cooperating in the development across the state of

support groups for parents of children with emotional problems.

Before looking at some of the problems I have observed relative to

the delivery of mental health services in our rural areas, I want to

first point out that I an not discounting the advantages of rural lifestyle.

Residents of rural areas are often independent, proud, and patriotic people

who try to instill these qualities in their children. There is often the

presence of an extended family to provide support in time of need and to

establish for the child a strong sense of identity. Also, in many cases,

the churches and schools form informal networks of support in rural comm nities.

However, it should not be overlooked that there are troubled children out

there, and that there are unique difficulties and frustrations involved in

serving them.
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Generally speaking, the availability of various services is reduced

in the rural areas, as the lot population density makes it difficult to

financially justify many specialized programs. This is true for private

as well as public providers of service. Until recently, there were no

private treatment facilities available for children in our vicinity,

and local psychiatrists routinely referred children to our center. In

most of the rural areas, the only available option is referral to the

Mental Health Center. Also recruiting mental health professionals in

rural areas is very difficult, a problem compounded by comparatively

low pay scales. Further, due to the poor tax base in many rural areas,

contributions by local governments for community programs are adversely

affected by poor economic conditions as well as by state budget reductions.

For example, as a result of our state's current economic problems, which

have resulted in significant budget cuts across our State agencies,

several local governments in our region who have made small contributions

in support of community-based mental health services have been forced to

withdraw these funds.

With the more specialized mental health services for children concentrated

in relatively "urban" areas, there is a tendency for residents of rural

parishes to under-utilize their proportionate share of services. Distance

is a significant -.wrier to utilization of services, because of lack of

reliable transportation or any transportation at all, and because of time

loss from work or school. Low wages and unemployment are complicating

factors. The distance has deterred systematic coordination of services,

just as it has created problems for families who need mental health services.

Further, residents of rural parishes tend to be less aware of the emotional

aspects of problems and the benefits and availability of mental health services.
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In some areas, stigma regarding mental illness prohibits persons from

seeking needed help. Those factors combined result in very few self-referrals,

more skipped appointments, and poor follow-through with treatment recommenda-

tions. There is a tendency among some child service agencies to delay

referral to the mental health center until .le child and family are in a

severe crisis because of the awareness of the burden placed on the

family in obtaining these services. The overall result is that many of

these children are unserved; others are underserved or not served in a

timely manner.

Our Mental Health Center staff has long identified improving services

to emotionally disturbed children in the rural parishes as priority concern.

However, many of the same harriers which have prevented rural residents from

utilizing urban resources have interfered with delivering services to the

rural area. Tvo years ago, we allocated one clinician to work with

children one day each week in a rural outreach clinic serving three parishes

separated from us by poor roads and a large expanse of water. Also we have

requested CASSP funding for a local demonstration project which seeks to build

on the strengths and existing resources in the rural parishes by developing

a cocmnity-based system of care that combines an interagency service net-

work with the strong, natural support networks found in most rural communities.

We have proposed that the school be the point of entry into the system and

the locus for servic2 coordination. We have been informed that our proposal

has received P^er Review approval.

While there have been indications of significant progress over the years

in our efforts to improve mental health serv.ces for our children, we still

have a long way to go toward meeting the challenge promulgated through the

CASSP initiative that emotionally distu "-d children have access to a

171
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comprehensive community-based system of care that is responsive to the needs

of the child and the family. We are aware of many deficiencies and needs that

cannot be met with our present allocation of resources. It is clear that the

challenge can never be met by mental health services alone. Rather, it

requires a combination of many agencies, advocacy groups, consumers, government

officials and legislators, all joining in a coordinated and effective manner

to get the job done. Your membership on this committee is evidence of your

commftment. I am proud to be a part of this process as we all work together

for our children and their futures.

1 ?2
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Chairman MILLI 11. Thank you.
Mr. Feltman.

STATEMENT OF RANDALL FELTMAN, PROGRAM MANAGER, CHIL-
DREN'S SERVICES DEMONSTRATION PROJECT, VENTURA
COUNTY MENTAL HEALTH SERVICES, VENTURA, CA

Mr. FELTMAN. On behalf of the many people involved in this
project in California, I thank you for this opportunity to share our
experience and success.

The Ventura Model is a new way of doing business for public
mental health agencies and communities interested in helping
their highest risk and most vulnerable children live independent
and productive lives. Most important to our success, the Ventura
Model unites advocates for better children's services with persons
responsible for public agency cost containment.

Ventura County, California, spent seven years developing this
model comprehensive interagency children's mental health system.
Ventura County's recognized success led to its selection in 1984 by
the legislature as a demonstration project to develop and evaluate
an innovative, comprehensive, local mental health system for chil-
dren. A system of care is now defined and fully operational under
the Ventura Model. It provides a planning mechanism that fosters
continual modification and improvement.

The Ventura Model has five important characteristics. Number
one, the minimum client population is specified for the public
sector. The target population is multi-problemed children and
youth separated or at imminent risk of separation from their fami-
lies who are identified as mentally disordered juvenile offenders,
mentally disordered court dependents, seriously emotionally dis-
turbed special education students, and State hospital candidates
and residents.

California's currnt financial liability for its 10,000 identified
target population children exceeds $240 million annually in resi-
dential and State hospital costs alone, and these children's experi-
ence puts them at the highest ri.,k of remaining public charges for
their entire lives.

The second characteristic: Family unity and local treatment are
the primary goads. It is in the public's best interest to keep high-
risk children in their own homes and to maximize parental respon-
sibility and treat them in their own communities. If removal is re-
quired, local treatment maximizes family participation and mini-
mizes length of stay in costly and restrictive residential facilities
and hospitals.

Three: The system provides alternatives to out-of-home place-
ment and hospitalization. An effective system requires graduated
levels which provide necessary and appropriate treatment in the
least restrictive setting. A continuum also provides cost advantages
since highly intrusive and restrictive care is more expensive. The
Model's programs fill the gap between once-a-week office visits and
hospital placement.

The fourth characteristic: Mental health services are integrated
with home, schools, juvenile justice, and social services environ-
ments. Combining or blending agency expertise in resources to
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treat the full range of problems that put a child at risk is more
effective. Collaboration means the service needs of the whole child
rather than parallel efforts by separate agencies to treat parts of a
child's problem.

Blending funds across agencies provides leverage for single
agency sources of funds and increases program options. Thus,
mental health services are integrated with social services, special
education, and juvenile justice. Private sector involvemen, Ind par-
ticipation is solicited, coordinated, and focused on public sector
children.

The final characteristic: Systems level evaluation analyzes the
benefits for the child, family, and community and costs incurred by
the public sector. The mental health data base monitors outcomes
for the child over time and across agency environments. The effec-
tiveness of all interagency programs is measured by the number of
children who stay in or are returned to home and to public school,
lower recidivism among juvenile offenders, and reductions in resi-
dential placements and hospitalizations. Client costs for state hos-
pital, AFDC/FC group homes, and residential nonpublic schools are
reported.

What are the results? The benefits of the Ventura Model, after
18 months of operation, are dramatic. The project has lowered the
rate at which children are separated from their family and is off-
setting more than 50 percent of its costs through just short-term
reductions in other recoverable state general fund expenditures.

Specifically, Ventura County has reduced state hospital use to 25
percent of its previous 1980-81 level, which is also 25 percent of the
statewide average for children and youth. To date, amnia' savings
average $428,000, offsetting 31 percent of the project's yearly cost.

Two, since June of 1985, Ventura has reduced out-of-county,
court-ordered juvenile justice and social service placements from 89
to 48 children, a 46 percent reduction.

Three, since the project began in 1985, AFDC/FC placement costs
have declined 11 percent in Ve ,ura County, an annual savings of
$226,000, offsetting 16 percent the project's cost. With statewide
implementation, the projected savings in AFDC/FC costs alone
would be $22 million.

Four, in 1985/86, with the implementation of the Ventura Model,
reincarceration of mentally disordered juvenile offenders was re-
duced 47 percent, a potential savings of $385,500.

Five, Ventura County currently has only four handicapped spe-
cial education pupils placed pursuant to Public Law 94-142 in resi-
dential nonpublic st,l, -0 placement. This is 20 percent of the state-
wide average. This difference in public sector costs between Ven-
tura County and the statewide average equals $480,000 per year.
These results demonstrate concrete and measurable advantages to
both the child and the taxpayer.

In closing, the hope and request of Ventura County is that this
committee would consider action to add funding to CASSP for five
to ten regionally distributed local mental health service demonstra-
tion projects throughout the country and tie them together with
technical assistance and evaluation. This could show for the other
states and the nation what Ventura County has demonstrated in
California. Local mental health services integrated and in partner-

'
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ship with special education, juvenile justice, social services, and the
private sector, make a life-shaping positive difference in the lives of
children and pay for a large part of their cost by reductions in hoS-
pital and residential care.

Thank you.
[Prepared statement of Randall Feltman follows:]

1
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PREPARED STATEMENT OF RANDALL FELTMAN, MSW, PRC'ECT MANAGER, CHILDREN'S
SERVICES DEMONSTRATION PROJECT, VENTURA COUNTY MENTAL HEALTH SERVICES,
VENTURA, CA

The Ventura Model is a new way of doing business for public mental health agencies

and communities interested in helping their highest risk and most vulnerable children live

independent and productive lives. The Model builds on the Community Mental Health Servi..s

Act signed by President Kennedy. It adds what we have learned in the past 25 years and

clearly focuses public policy and planning on the future as we look toward the year 2000,

Most important to our success, the Ventura Model unites advocates of better children's

services with persons responsible for public agency cost containment.

Ventura County. California spent seven years developing this model comprehensive inter-

agency children's mental health system. In 1980, during the difficult post-Proposition 13

period in California. local initiative and leadership came from a newly elected Board of

Supervisors member, Susan Lacey, and a Juvenile Court Judge, Steven Stone, who sought

better, more efficient ways of delivering necessary public services to Ventura's children.

Ventura County's recognized success toward this goal lead to its selection in 1984 by

the Legislature (AB3920 by Assemblywoman Cathie Wright) as a demonstration project to

develop and evaluate an innovative, comprehensive local childt n's mental health system.

Assemblywoman Wright's goat was to improve inadequate and diffuse, independent, agency-

oriented, unaccountable children's mental health programs. Assemblyman Bruce Bronzan

;rained Assemblywoman Wright in a powerful bipartisan coalition of support. The Project has

been extended into its third year with the signing of AB 66 by Governor Deukmejian.

A system of care is fully defined and operational under the Ventura Model. It provides

a planning mechanism that fosters continual modification and improvement. The political

support for the Ventura Model across California is strong, unprecedented for a mental

health service, and intensifying. AB377 (Wright and Bronzant underscores this support as

it seeks to expand the Ventura Model throughout California, It has passed the California

Assembly and is progressing well through the Senate toward the Gi.iernoi's desk in August

We have every indication he will sign it if given the opportunity.
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The Ventura Model has five important characteristics:

I. THE MINIMUM CLIENT POPULATION IS SPECIFIED FOR THE PUBLIC SECTOR.

Treatment is not given on a *fuss come, first served; basis. Instead, the target

population is multi problem children and youth separated or at torninent risk of separation

from their ;mildly.% who arc identified as airmails disordered Juvenile offenders menially

disordered court dependents seriously emotional!) disturbed se.,.cial education students. and

state hospital candidates and residents When removed from their families, the State often

has legal responsibility for, and physical custody of, these children. California's

financial liability for its 10.000 identified target population children exceeds $200 million

annually in residential and state hospital costs, not inhiuding local mental health costs.

These childres's experience also puts them at at the highest risk of remaining public charges

for their entire lives.

2. FAMILY UNITY AND LOCAL TREATMENT ARE THE PRIMARY COALS.

It is in the public, t4st interest to keep high risk children in their own homes to maximize

parental responsibility, and treat them in their own communities. If removal is required,

local treatment minimizes length of stay in 4. tally and restrictive residential facilities and

hospitals. Thus. home-based and local programs provide maximum support to the lama). or

if separated, returns the child to the tomb as soon as possible.

3. THE SYSTEM PROVIDES ALTERNATI1 ES TO OUT OF HOME PLACEMENT AND
HOSPITALIZATION.

An effective treatment system rcqu.res graduated levels whihh provide necessary and appro-

priate, least intrusive treatment. in the least restrictive setting. A continuum of

service also provides cost adiantages sothe highly intrusive and sestrihtive case is more

expensive A child's state hospital bed hosts $95,000 per year. Residential are hosts

between $25,000 and $50.000 per year The Model s programs fill the gap between one a

week office visits and hospital placement 4/1 I (mum Counts children with pub/.

multi-mem unJ ai rid,. of too of nom, placement are svrerned At final nu-mai health

and linked wah appropriate least °muslin IrealMCIII in the least restrrittic setting
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4. MENTAL HEALTH SERVICES ARE INTEGRATED WITH HOME. SCHOOLS. JLA ENILF
JUSTICE. AND SOCIAL SERVICE ENVIRONMENTS.

Combining or blending agency expertise and resources to treat the full r..ge of proo..ms that

put the child at risk is more effective Collaboration meets the service needs ot the

'whole' child. rather than parallel efforts by separate agencies to treat parts of a child's

problem, Blending funds across agencies provides leverage for single agency sources of funds

and increases program options Thus mental health services are integrated with social

services. special education, and Juvenile Juiuce All new programs blend services. staff.

and funding across agencies. Parallel services are eliminated and the result is a communn -

based. integrated. tmeragency continuum o/ servie.. Written. formal interagency agrcernott,

provide clear expectations in all arras between agencies. Private sector involvement and

participation is solicited, coordinated. and focused on publts sector children.

S. SYSTEMS LEVEL EVALUATION ANALYZES BE' ;EFITS FOR TILE CIIILD. FAMILY.
AND COMMUNITY. AND COSTS INCURRED BY TI E PUBLIC SECTOR.

Community based programs should provide higher client benefits and significantly reduce

residential and hospital costs, Thus. the mental health OM base monitors outcomes for a

child over time and across interagency environments, The effectiveness of all interagency

programs is also measured by the number of children who stay irror are returned to the home

and public school, lower recidivism among juvenile offchders. and reductions in residential

placements and hospitalizations Cicnt costs for the state hospital. AFDC4C group homes.

and residential nonpublic schools arc reported.

WHAT ARE THE RESULTS?

The benefit of the Ventura Model and the local mental health services provided is

Shown in the results prevented in our most recent report after 18 months of operation The

results are dramatic The Project has lowered the rate at which childr,:ra arc separated

from their family and enabled thcm to town to their home and public school sou=

Moreover. the Project is or fulling mute than 5040 of its costs through just short-term

reductions in other recoverable state general fund expenditures

,-)
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1 Ventura County has reduced state hospital use to 25% of its previot.s 1980.81 level

which is also 25% of the statewide average for children and youth. To date, the annual

savings average 5428,000, offsetting 31% of the Project's yearly cost. California

could save about $17 million a year in state hospital costs with the Ventura Model.

2 Since June 1985. Ventura has reduced out-of.county. court ordered juvenile justice and

social services placements from 89 to 48 children, a 46% reducon.

3 Since 1978, AFDC-FC payments for court ordered placements in residential facilities

have increased steadily in California and Ventura County b} 15% per year. However.

since the Project began in 1985, placements have declined 11% in Ventura County an

annual savings of 5226,000) offsetting 16% of the Project's cr.t. With ongoing

refinements in the system of care, additional savi-gs will be reported Ili the upcoming

two ,ear report. With statewide implementation, the i ojected savings in AFDC-FC costs

would be about 522,000,000.

4, In 1983.84. prior to the Project, Ventura County spent. oased on the daily rate, about

$815,800 on reincarcerations for 140 juveniles who reoffended after being

incarcerated in Colston Youth Center. In 1985-86, with the implementation of he

Ventura Model. reincarcerations were reduced 47%. a potential County savings ii

$385,500. The results suggest that treatment can reduce recidivism. an important

social goal. and one with a long term impact on the need to construct juvenile

detention facilities, and eventually adult prisons.

5 Ventura County currently has 4 handicapped special education pupils placed pursuant to

an Individual Education Plan in a residential, nonpublic school placement. This is

20% of the statewide average of 20. The average stat...wide cost per placement is

530,000. The difference in public sector costs betv.cen Ventura County and the

statewide average of 16 placements equals 5480.000 per }car.

These results demonstrate concrete and measurable advantages to ttr hild and taxpayer.

1 " cit...



175

Th. committee has been provided with a copy of our most recent IS month report, our

written interagency agreements, and other project materials. In addition we hay... pro%ided

opies of A83920, AB66 and AB377.

In closing, the hope and request of Ventura County is that this committee would support

the Child and Adolescent Services System Project of the National Institute of Mental H..aith

(CASSP). If Congress would add funding for five to ten regionally distributed ...cal menta,

health service demonstration projects throughout the country and tie them tog, her w h

technical assistance and evaluation we could show for other States and the Nation what

Ventura County has demonstrated in California. Local Mental Health Sersices, integrated

And in partnership with special education, juvenile justice, social services and the

private sector make a life-shaping positive difference in the lives of children and pa; for

a large part of their cost by reductions in hospital and residential costs.
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Chairman MILLER. Thank you.
Ms. Shan ley.

STATEMENT OF JUDITH A. SHANLEY, ASSIST INT COMMISSIONER,
ERIE COUNTY DEPARTMENT OF MENTAL HEALTH, BUFFALO, NY

Ms. SHANLEY. My name is Judy Shan ley. I am the assistant com-
missioner of the Erie County Department of Mental Health, which
is in Buffalo, New York. I am an agent of government. I am the
bureaucracy.

The focus of my testimony then will be more on the planning,
organisation, and financing of children's services by this local gov-
ernmental unit in the State of New York.

Given some of the estimate of need factors that were identified
in the earlier panel, we figure there are some 275,000 adolescents
in Erie County 18 years of age or less and, of that, some 28,000 are
apt- to be in need of mental health services annually. In 1986, we
served somo. 6,000 children.

The prevalent rationalization for the failure of the mental hearth
system to meet estimated need has been the level of service avail-
ability provided through other auspices such as the Department of
Social Services, Division for Youth, education systems, and family
court. Mental health planners must be more exact in defining the
numbers and kinds of children in specific need of services.

Children's Services as a component of the mental health service
system in Erie County currently has a waiting list of some 600 chil-
dren for outpatient mental health services. A period of one to two
months on a waiting list before entrance to service is to be expect-
ed. Whereas several years ago the preelominant source of referral
for mental health services came Loin schools and pediatricians,
today the most frequent sources of referral are the Department of
Social Services and the court systems.

There is no acute care, psychiatric, inpatient unit for children in
Erie County. The long-term unit operated by the stalk. serves eight
western New York counties, has a certified capacity of 56, and has
had an average census closer tr.: 75 for most of this year.

The lack of sufficient capacity in outpatient programs results in
the children on waiting lists deteriorating between the time of re-
ferral and the time of admission to care. The lack of inpatient ca-
pacity results in the admission of seriously mentally ill children to
pediatric units or to adult psychiatric units, neither of which area
suitable treatment environment for these children.

Recent data in Erie County suggest that we will have a tworold
increase from 1986 to 1987 in the number of ohildren under 18
who present fo- psychiatric admission at the emergency room of
our county hospital when there is no unit there for them. The
increase is from 157 for the total year of 1936 to 164 in the
first six months of 1987. This extraordinary increase in demand for
the highest level of care for children is neither well anticipated nor
well understood in our County Hall.,The degree of alarm felt was
caused only by the degree of frustration at ou_ incapacity to con-
duct real analysis and achieve real understanding of what is going
on.
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I would like to look at some system issues that we suggest are
causing this new wave of children seeking hospitalization. The last
decade has seen a significant thrust in social policy based on the
premise that children should remain in their natural settings, both
school and home. We support that thrust.

One of the impacts of the Child Welfare Reform Act in Erie
County is a 30 percent reduction in foster care placements. The
children being placed are more severely disabled and more alt to
require institutional care rather than residential care.

The preventive programs financed by the Department of Social
Services primarily intend to prevent foster care placement, not
mental illness. The resultant focus by the Department of Social
Services on open and founded cases often seriously curtails a child':
continued care in the mental health programs.

The entrance of PINS Diversion in New York State, which is the
family court placement of children in need of supervision, has re-
sulted in a real press away from taking kids out of their homes and
away from their families, with the expectation that mental health
services can impact on the problems of these children and their
dysfunctional families. This program in its first three years in New
York State did not require the involvement of the mental health
programs and the mental health system.

The mental retardation developmental disability system has also
tightened the admission criteria to its system, again removing a
previous resource for children in need of service, a particular prob-
lem in Erie Cc-anty that has resulted from the transfer of New
York City juveniles into Erie County Division for Youth facilities
and has reduced even further the number and range of potential
placement options for children.

These policy changes in other areas of the children's service
sector were not planned in cooperation with the mental health
sector such that we could be prepared for the kinds of children and
their unique needs, much less have in place the needed treatment
options.

In some ways we are mirroring what we did with the chronically
mentally ill when we deinstitutionalized in the late 1960's and
early 1970's. We are taking people out of one system before we
have really put in place what we know are the preferred options.
This must be coupled with the increasingly sophisticated citizen
demand for due process and full substantiation of allegations in the
legal processes of family court, probation, social services, school
systems.

All this leads to an increasing demand on he mental :iealth
system, which has no mandated criteria for wl should be served.
Our largest children's treatment service provider has an active
case load of 900 children With their involvement in terms of social
services and serving sexually abused children, their caseload of
900 is almost one third sexual abuse/sexual assault cases. The re-
lated court time required has increased four times from last y.tar
in terms of the amount of time that cliaicians are spending in
court giving expert testimony as we end up with a legal system
that is very, very fast learning how to protect perpetrators.

The profile of these children shows that they are younger, more
violent, and more disturbed. I hear again the echo from Erie
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County of all of th,.) other areas of this country that we have heard
likely to be suicidal, more likely to befrom today. They are more

involved with alcohol and drugs, and they are more likely to come
from single-parent families.

While single-parent families constitute 24 percent of the family
units in Erle County today, they represent 70 percent of the peti-
tioners to family court. These children and their families are more
likely to need more intensive clinical services and need to be
served by several agencies at one time. This demands more coordi-
nation of services. Children and their families are more likely to
miss appointments, not engage in the treatment plan regimen, and
are more likely to drop out of care. If they drop out of care, they
are more likely to surface again shortly in either the same sector
or another sector of the children's service world.

The uncoordinated involvement of these multiple sectors in pro-
viding service to children must be considered a principal cause of
the ineffective, discontinuous, unresponsive care to the children
and is anathema to the meaning of the word "system."

At the direct care level, the various sector operate in such inde-
pendence and isolation from each other that nobody, nct the psy-
chiatrist or the social worker, nor the teacher, nor the probation
officer, least of all the poor parent, can put it together in a way
that brings the extraordinary public resources available to bear
on the whole child and his or her problems.

The expected outcome of the human service institutions, what
they consider a success, can be different, depending on which sector
the child entered. Where the Department of Social Services wants
to prevent placement and to close an abuse or f. xual assault case,
Mental Health wants to keep that case open to work with the child
to assure resolution of interpersonal issues and maximize the po-
tential that that child could develop into an adult able to have re-
lationships.

Whereas Probation is focused on dismissing a petition by parents
to remove children from the home. Delontal Health is focused on
identifying and addressing the family dynamics that led parents to
that degree 3f powerle .,sness that court action was the only re-
source they saw to help them out.

In some of the areas of greatest unmet need there is administra-
tive chaos and very significant expenditure of .public dollars in the
aggregate. Currently, the duplicative expenditure on assessment
alone can result in children being assessed by all of these different
systems. There is no comprehensive, integrated method for assess-
ment that looks holistically at the child as a single system, that
has social, familial, educational, and psychiatric problems.

The specialized sources of authority for the different children's
service sectors make integration of service planning at an individ-
ual or systems level not possible in any real way. There is no man-
agement information system that tracks the highly troubled youth
and families as they are processed through multiple sectors.

The attention to the confidentiality issues and the desire to not
have a child's record follow them into adulthood becomes a true
barrier to contiruity of care yet remains an ethical dilemma. In
Erie County, we attempted to address this diversity of auspice by
establishing the Erie County Child Mental Health Consortium
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made up of all major stakeholders in services to children, from vol-
untary, government, health, education, courts, and social services.
The :.'ommissioner of Mental Health has specifically delegated a
systemwide planning role to this body. The other auspices have not
delegated similar planning authority and responsibility to the con-
sortium. Hence, the capacity to assure implementation of plans by
all service sectors has not been realized.

I have begun to introduce the next topic of my testimony, and
that is the organization of children's mental health services. The
capacity to pull together these disparate auspices on behalf of chit.
dren currently rests with the personal capacities of skilled clini-
cians or particularly innovative Government officials. Thus is no
system design directed at the comprehensive needs of children and
the, modular elements of service that need to be brought in and out
as the intervention process occurs.

Tne failure to reconcile the competing concerns of the various
sectors involved in children's services results in a level of fragmen-
tation, or duplication or unmet needs, or unsuccessful outcomes
that cannot even be measured as we try to observe the current way
we do business.

There is a consensus in many parts of New York State and Eri-i
County that the children's mental health system must design a
comprehensive assessment tool and establish referral policies and
practice to assure clear identification of needs and access to a fall
range of services. The use by children's mental health needs of the
other than mental health sectors must be carefully integrated, and
a management information system with a child tracking capacity
should be present. We suggest that a central entry point be used
for children in the community needi,..g mental health services, as
identified by the various other sectors.

The attempt to address children's mental health services cannot
occur in isolation or as a response to a new wave demand without
integrating these other sectors. The couLty departments of mental
health, social services, and division for youth are responsible for co-
ordinating services across 33 school districts in Erie County alone.
Flexibility exists at the county level to organize and arrange serv-
ices that are responsive to unique nee-Is of children in communities
within Erie County while being consistent with state mand9tes.

ft is possible at this local level to identify and propose resolution
of tin. apparent conflicts, inconsistencies, gaps, and areas of dupli-
cation. A source of authority that charges localities to complete
this management job is necessary. There must be a delegation and
a source of authority. There must be a way of balancing the man-
date of social serv...:e law with the mandate of family court law,
with the mandates of education law to the best interests of a child
in a manner that fits a particular community.

Children spend six hours per day in the school. There is a poten-
tial' role of the school as a base for service integration though not
as the sole agent or sole authority. Services need to go to children
and not set undue demands on mobility or parental motivation.

Mental health services must be core to the design and the goal of
providing services to the needs of the child and the family, not
service to the needs of the system No county government could
embark on a course of integration because of the risk of violating
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Federal and state mandates of categorical care and the risk of loss
of revenue under the current system. These obstacles must be re-
moved and incentives and sanctions put in place to force the inte-
gration and coordination of public resources to the child.

The precedent model exists in the community support services.
The Federal Government provided the initiative for the design and
facilitated the development of comprehensive systems of care for
the chronically mentally ill through the Community Support
System Program of the late 1970's.

The principles of the Community Support System Program recog-
nized the need for social, residential, and mental health services to
the chronically mentally ill while identifying strategies for financ-
ing that crossed barriers and boundaries. The potential role of the
Federal Government in such a manner for children's services holds
great promise.

The development of necessary elements of care as predicated on
the availability of adequate numbers of appropriately trained pro-
fessionals necessary to operate programs and provide careagain, I
echo many of the testimonies you have heard this morning. The
Federal Government has traditionally taken leadership roles in
training. The necessity for responding to the need for child mental
health professionals lends great urgency for a strong, innovative
Federal effort in this area.

The last topic I would like to speak to is the financing of mental
health services for children. The reimbursement mechanisms for
child mental health services are derived from the adult service pa-
rameters. Whereas adults may be expected to be responsible for
managing their access to health care across boundaries, it is clear
that children cannot be expected to operate at that level of mobili-
ty awl independence. A child in a dysfunctional family or a child
with multiple problems needs case management and advocacy to
obtain services and make sure those services work towards
common goals.

A higher proportion of case management is required to serve
children, and these services, as we have mentioned earlier, are not
reimbursed from third party sources. The degree to which children
require these services requires child mental health clinicians to
serve fewer children per day, again reducing potential levels of rev-
enue.

Appropriate care to children may necessitate individual sessions
and family sessions and other services on the same day. Reimburse-
ment policies generally only support one bill per day. These are se-
rious financial disincentives currently in place that make good
service to children not financially viable or attractive for mental
health treatment agencies.

The degree to which mental health services to children are based
on parental motivation and understanding of the relave value of
treatment is another barrier to children r,-xeiving mental health
services. When insurance coverage for mental health treatment is
nonexistent or lapses before care is completed, the parent faces a
dilemma in deciding how to allocate family resources.

The large number of funding streams available to support
mental health services to children across the education, social serv-
ices, family court, and men .11 health sectors must be carefully re-
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viewed and ana.yzed to identify the degree to which the level of
funds available is the constraint or the degree to which these meth-
odologies of financing create barriers to service. The greatest bene-
fit probably comes from a pooling of resources, but there are also
new discrete funds needed for servir.s to seriously mentally ill chil-
dren.

In summary, there is much work ahead for policy-makers and ad-
ministrators to address the convoluted and complex responses we
have put in place over the last decade on behalf of helping our chil-
dren. The work will require all of us to approach the .rental health
problems of children with creativity and flexibility. System bound-
aries must be permeable; ,andates and requirements must be de-
veloped that protect children, not bureaucracies; financing must be
available at levels to support needed services; and professionals
must not specialize such that children are left in no-man's-zones
unable to be assisted by the collective public agencies.

Thank you.
[Prepared statement of Judith Abbott Shan ley follows:]
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PREPARED STATEMENT OF JUDITH ABBOTT SHANLEY, ASSISTANT COMMISSIONER, ERIE
COUNTY DEPARTMENT OF MENTAL HEALTH. BUFFALO, NY

My nure is Judith Abbott Shanley. I am the Assistant Camnissioner of the

Erie County Department of :natal Health. The Erie County Department of

Mental Health is the local gayerrrnental unit responsible for the prov:sicnof

mental health services to the citizens of BuffaLu and Erie County which is

the sword largest metropolitan area in New York State. I have held this

position for five years, and have for ten years been involved in a variety of

roles in relationship to the administration of child mental health services

in Erie County.

The focus of my testirony will be the planning, organization and

financing of children's survices by the local governmental unit in the State

of New York.

In the planning of children's mental health services the traditional

'estimate of need' figures employed are: 11% of children will be in need of

mental health services in any given year, and 2 - 3% of children will be

seriously mentally ill. In Erie Malty, there are 275,000 adolescents and

children, 18 years of age of less in a population of about one million

people. Using established need estimates, sane 28,000 children are in need

of mental health services annually. In 1986, 6,000 children were served.

The proportion of unmet need is significantly higher for children needing

mental health services than it is for adults. The prevalent rationalization

for the failure of the mental health system to meet estimated need is the

level of service availability through other auspices such as Department of

Social Services, Division for Youth, Education, and Family Court.

Mental health planners must be more exact in defining the numbers and

kinds of children in specific need of psychiatric services.

1 87
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Children's services as a carponent of the mental health service system in

Erie County currently has a welting list of some 600 children for outpatient

mental health services. A period of one to two months on a waiting list

before entrance to service is to be expected. Whereas several ye-as ago the

predominant source of referral for mental health services came fran schools

and pediatricians, today the most frequent sources of referral are the

Department of Social Services and the court system. There is no acute care

psychiatric inpatient unit for children in Erie County. The . ng-term unit

operated by the state serves eight Western New York counties, has a certified

capacity of 56 and has had an average census closer to 75 for most of this

year.

The lack of sufficient capacity in outpatient programs iesults in the

children on waiting lists deteriorating between the time of referral and the

time of admission to care. The lack of inpatient capacity results in the

admission of seriously mentally ill children to pediatric units or to adult

psychiatric units, neither of which are a suitable treatment envilarnent for

children. Recent data implicates a two-fold increase between 1986 - 1987 in

the number of children under 18 who present for psychiatric admission in the

emergency room of the county hospital (fran 157 in 1986 to 164 in the first

six months of 1987). This extraordinary increase in demand for the highest

level of care for children is neither well anticipated or well understood in

County Hall. The degree of alarm felt is caused only by the degree of

frustration at the incapacity to conduct real analysis and achieve real

understanding of what is going on.

We can only guess at some system issues causing this new wave of children

seeking hospitalization and the real clinical psychiatric needs of these

children.

188
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The last decade has seen a significant ,hrust in social policy based on

the premise that children should remain in their natural settings -- both

school and hare. One of the =pacts of the Child Welfare Reform Act in Erie

Oannty is a 308 reduction in foster care placements. The children being

placed are more severely disabled and are more apt to require instiaitional

care rather than residential care. The preventive programs intend to prevent

foster care placement, not primary ,revention of mental illness. The

resultant focus on open and founded cases often seriously curtails a child's

continued care in mental health programs. The entrance of PINS Diversion,

the family court placement of children in need of supervision, has resulted

in a real press away fran taking kids out of their homes and away fran their

families, with the expectation that mental health services can impact on the

problems of these children and their dysfunctie al families. This program in

New York did not for its first three years require the involvement of

mental health in the development of local PINS Diversion plans. The mental

retardation /developmental disabilities system has also tightened the

admission criteria to its system, again removing a previous resource for

children in need of service. A particular problem in Erie County which

resulted fran the transfer of New York City juveniles into Erie County

Division for Ycuth facilities has reduced even further the number and range

of potential plaoement options for children. These policy changes in other

areas of the children's service sector were not planned in cooperation with

the mental health sector such that it could be prepared for the kinds of

children and their unique needs much less have in place the needed treatment

options for children. This must be coupled with the increasingly

sophisticad citizen demand for the process and full substantiation of

allegations in the legal process in order for Family Court, Probation,

Department of Social Services, or school systems to complete a formal
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determination. All of this leads to an increasing demand on the mental

health system which has no mandated criteria for who should be served.

The profile of these children shows that they are younger, more violent,

mare disturbed, have more serious and multiple problems, are more likely to

be suicidal, more likely to be involved with alcohol and drugs, and are mpre

likely to cane from single parent fannies. While single parent families

constitute 24% of the family units in Erie County "day, they represent 70%

of the petitioners to Family Court in 1986. These children and their

families are more likely to need more intensive clinical services and need to

be served by several agencies at one time. This demands more coordination of

services. Children and their families are more likely to miss appointments,

not engage in the treatment plan regimen, and are more likely to drop cut of

care. If they drop out of care they are more likely to surface again shortly

in either the same sector or another sector of the children's service world.

The uncoordinated involvement of these multiple sectors in providing

service to children must be considered a principal cause of the ineffective,

discontinuous, unrcspcosive care to the children and is anathema to the

meaning of 'system'. At the direct care level, the vario zector.s (the

public institutions of mental health, education, social services, and Family

Court) operate in such independence and isolation from each other that

nobody, not the psychiatrist or the social worker, nor the teacher, nor the

probation officer, and least of all the poor parent can put it together in a

way which brings the extraordinary public resources to bear on the whole

child and his/her problems.

The expected outcome of the human service institutions -- what they

consider success -- can be different depending on which sector the child

entered. Where the Department of Social Services ,;ants to prevent placement

and close an abuse or sexual assault case, rental health wants to kt.-+p that
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case open to work with the child to assure resolution of Interpersonal issues

to maxindze probabilities that develgrent into an adult able to relate to

others will occur. Moms Probation is focused on dismissing a petition by

parents to scram children fmxn the bane, mental health is focused on

identifying and addressing the family dynamics that lead parents to a degree

of powerlessness that court action was the only resources parents saw to

impact on a dysfunctional situation. In the area of greatest unmet need

there is the greaten..: degree of administrative chaos and very significant

expenditure of public dollars in the aggregate.

Currently, the duplicative expenditure on assessment alone can result in

children being assessed by all of these different systems. There is no

comprehensive, integrated method for assessment that looks holistically at

the child as a single systan that has social, familial, and educaticn

problems. The specialized sources of authority for the different children's

services sectors make integration of service planning at an individual or

systxans level not possible in any real way. There is no management

informaticn systan that tracks the highly troubled youth and families as they

are processed through multiple sectors. The attention to the confidentiality

issues and the desire to not have a child's record follow them into adulthood

becomes a true tarries to continuity of care.

In Erie County we attempted to address this diversity of auspice by

establishing the Erie County Child Mental Health Consortium made up of all

the major stakeholders in services to children fran the voluntary and

govermnental sectors of mental health, education, the courts, and social

services. The Ccamissicnerof Mental Health has specifically delegated a

system -wide planning role to tk.s body. The other auspices have not delegated

similar planning authority and responsibility to the consortium hence the

capacity to assure implementation of plans by all the service sectors has not

been realized.
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I have begun to introduce the noct topic of my testimony, and that is the

organization of children's rental health services. The capacity to pull

together these disparate auspices on behalf of children rest with the

personal capacities of skilled clinicians or partizularly innovative

gcvernment officials. There is no system design directed at the

comprehensive needs of children and rho modular elanents of service that need

to be bro4ght in and out as an intervention orecess occurs. The failure to

reconcile the carpeting concerns of the various sectors involved in

children's services results in a level of fragmentation or duplication or

unmet needs or unsuocessful (=tames that cannot even be measured as we try

to observe the current way we do haziness.

There is a consensus in many parts of Neo York State and Erie County that

the children's mental health system man design a comprehensive assestment

tool and establish referral policies and practices to assure clear

identification of needs and access to a full range of services required to

address thcee needs. The use by children with rental health needs of the

other dux-- Ttal healtA sectors rust be carefully integrated such that a

managarrett information systirowith a child tracking capacity is present. We

suggest that a central entry point be used for children in the camunity

needing :rental health services as identified by Department of Social

Services, Education, court systems, cantunity agencies, and families.

The attirpt to address children's nental health needs cannot occur in

isolation or as a response to a no wave darand oithcut integrating with the

other children's sectors. The County departrunts of rental health, social

services and division for youth am responsible for coordinating services

across the 33 =hoe. districts within Erie Ctunty. FlexibUi.y exists ant the

county level to organize and arrange services that are responsive to the

unique needs of children and communities within Erie County while being

consistent with state mandates.
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It is possible at this local level to identify and propose resolution of

the apparent conflicts, inconsistencies, gaps, alod areas of duplication

across the children's service sector. A source of authority that charges

7...ma/Wes to oxrplete this management Job is necessary. There must be a way

of balancing the mandate of social service law with the mandate of family

court law with the mandates of education law to the best interest of a child

in a manner that fits the services of a particular community. Children spend

six hours per day in the school. There is a potential role of the school as

a base for service integration, though not as the sole agent or sole

authority. Services need to go to children and not set undue demands on

mobility or parental motivation. Mental health services rust be core to the

design in the goal of providing service to the needs of the child and family,

not service to the needs of the system. No county government could embark on

a course of irtegration because of the risk of violating Federal and State

mandates of categorical care and the risk of loss of revenue uncle* the court

system. These obstacles must be removed -- and incentives and sanctions put

in place to force the integration and coordination of public resources to the

child.

The precedent model exists in connunity support services. The Federal

government provided the initiative for the design and facilitated the

development of carprehensive systems of care for the chronically mentally ill

through the carmunity support system program of the late 1970's. The

principles of the community support system program recognized the need for

social, residential, and mental health services to the chronically mentally

ill while identifying strategies for financing that cross various

administrative and financing boundaries. The potential role of the federal

government in such a manner for children's needs holds great promise.
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The development of necessary elements of care is predicated on the

availability of adequate numbers of appropriately trained professionals

necessary to operate programs and provide care. We do not have professional

training opportunities in each of the core disciplines critical to serving

children. Most professional programs do not require specialty training and

experience in serving children, and few disciplines other than medicine have

special advanced requirements prior to allowing a clinician to serve

children. Most professionals become child specialists on the basis of

experience and the pursuit of continuing education opportunities by choice.

This is true even in larger metropolitan areas like Buffalo with a large

number of academic institutions. We do not have sufficient numbers of

professionals to staff the programs we need. The Federal goverment has

traditionally taken 1PAAPrship roles in training. The necessity for

responding to the need for child mental health professionals lends great

urgency for a strong federal initiative in this area.

The last topic I mould like to speak to is the financing of mental health

services for children. The reirbursement mechanisms for child mental health

services are derived fran the adult service parameters. Ishereas adults may

be expected to be responsible for :reneging their access to health care

services across bondaries, i.e., needing to see a mental health clinician

for treatment of manic depressive illness, or vocational counselor for

entrance into a training program, and a physician for a regular physical

exam, a child cannot be expected to operate at that level of mobility and

independence. A child in a dysfunctional family or a child with multiple

prOblans needs case management and advocacy to obtain services and make sure

those services work together tarards cannon goals. The school teacher needs

to knew the treatment plan of the mental health professional and how it can

be used to change the teachers patterns of responding to the child as
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treatment prcgresses. A higher proportion of case raragement is required to

serve children. These services are not reimbursable from third party

sources. The degree to which children require these services requires child

mental health clinicians to serve fewer children per day, again reducing the

potential levels of revenue. Appropriate care to children may nec .ssitate an

individual session and a family egnion on the sane day. Reimbursement

policies generally only support cane bill per day. These are serious

financial disincentives currently in place that make good service to children

not financially viable or attractive for rental health treatment agencies.

The degree to which mental health services to children are based on parental

motivation and understar.ding of the relative value of treatment is another

barrier to children receiving mental health services. When insurance

coverage for mental health treatment is nonexistent or lapses before care is

carpleted, the parent faces a dilenra in deciding has to allocate family

rescurces.

She large number of funding streams available to support mental health

services to children across the education, social services, family court,

mental health sectors must be carefully reviewed and analyzed to identify the

degree to which the level of funds available is the constraint to expanding

health services to meet the needs of children, or the constraint is

the methodologies of financing create barriers to service. She greatest

benefit probably comes fran a pooling of resources, but there are also new

discrete funds needed lot services to seriously mentally ill ..niidren.

In sannary, there is ruch work ahead for policy makers and actainistrators

to address the convoluted and ecmpleic responses we have put in place over the

last decade on behalf of helping our children. She work will require all of

us to approach the mental health problems of children with creativity and

flexibility. System boundaries must be permeable, mandates and requirements
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must be developed,that protect children not bureaucracies, financing must be

available at levels to support needed services, and professionals must not

specialize such that children are left in no sa's zones, unable to be

assisted by the collective public agencies.

1%
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Chairman MILLER. Thank you.
I was taken by the phrase at the end of your remarks there on

the ability to address the convoluted and complex responses we
have put in place. I get the sense after this morning that, in fact,
that is probably an accurate description.

Is it fairand I will start with you, Stuartthat you are describ-
ing to us not only the problems in terms of dealing with the num-
bers of people who are presenting themselves for treatment on
their own volition or because somebody else has recommended it,
but you are telling us you have a more difficult case load?

Mr. McCuixotiom. Yes, sir. We are seeing increasingly dysfunc-
tional children capable of higher degrees of violence than was true
two years ago, one year ago. There is a propensity towards vio-
lence, sexual, and other kinds of assaults.

Chairman MILLER. Let me ask you this. When you say you are
seeing increasingly dysfunctional children with a greater propensi-
ty to violence, are you talking about the child being violent or the
child coming to you out of a more violent situation or both?

Mr. McanzouGH. Both, but I am specifically saying that the
child himself or herself is more violent. There is less impulse con-
trol. They just flat out are capable of doing things to other children
primarily, sometimes adults, that weren't common, were very un-
usual, two or three years ago, and are becoming frighteningly
common.

Chairman MILLER. That is your time span? You are talking
about a comparison of two or three years?

Mr. McCumouGH. Two, three, four years.
Chairman MILLER. You are not talking a decade ago, you are

seeing a change within a relatively short period of time.
Mr. MoCti LumiGH. The last 4 years, yes-48 months. The last two

years, it has become acute for us.
Chairman MILLER. Now let me ask you. Are drugs a part of that,

or are drugs laid on top of that, in the sense that you then have
children who are also more violent, in more violent situations, who
are then either drug users or the victims, if you will, if their par-
ents are using drugs? Are the things one and the same, or do they
show up in combination?

Mr. McCuixouGH. The environment that they live in iscount
alcohol and drugs, count prescription drugs, and you have just a
phenomenon of drugs out therealcohol, prescription drugs, street
drugs. I don't think the violence is caused by drugs, I think it is
just another exacerbating factor.

Ms. SHANLEY. May I add something?
Chairman MILLER. Just a second.
You are the county hospital. .
Mr. MCCULLOUGH. Yes, sir.
Chairman MILLER. What about when you compare that, the cli-

ents, if you will, of what were described earlier as the for-profit,
intensive care, some of these psychiatric hospitals who sort of say,
"If you have got a problem with Johnny, come down to "--

Mr. McCuuouGH. I've got to tell you, Congressman--
Chairman MILLER. Are we talking about families that manifest

the same problems but at different economic levels?
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Mr. McCuuzuGH. Different economic levels. This is not a poverty
phenomenon. At one of the private hospitals that I think should
remain nameless, there have been some extraordinary experiences
in the last month with kids trying to get out of that hospital using
very innovative, almost guerrilla fighting techniques for
those kids to get out of there: fires in hallways, opening doors, and
the like. That is a program only for families that can afford private
insurance. So this is a phenomenon for both poor and upper middle
class, and middle class as well. This is not a phenomenon restricted
to the poor. Certainly it is ti ue for the poor but not just poor.

Chairman MILLER. Let me ask you this. A number of you testi-
fied to the notion that you are seeing children of single-parent fam-
ilies. If a distinction can be made, is that because of the increased
number of single-parent families that you are seeing, or is it con-
ceivable thatwhat do I want to say?the increased stress that
perhaps single-parent families now find themselves under that
might be different now as opposed to a number of years ago; or is
there a way to tell?

Mr. McCuuouGH. One of the things that I think it is really im-
portant for all of us to remember is that the extended family no
longer is nearly as active in raising the child as it used to be. The
aunts, and uncles, and grandparents who used to coach us on how
to be parents very typically are not there any more, and they are
not there to support us when we get tired. If you really exacerbate
that by being a single-parent family and you are working a full-
time job, sometimes a 10-hour-a-day job, you come home and you
are really very, very, very tired. The help that we used to get when
we were part of an extended family isn't there these days, and it is
really making things extremely difficult for folks.

Chairman MILLER. Anybody else?
Mr. FELTMAN. A couple of points. One, in California, like a lot of

other states in the nation, the cost of necessities has increased
dramatically over the last five years, particularly the cost of hous-
ing. And the people that are functioning at the marginal economic
levels, such as single parents, are faced with a degree of pressure
to provide essentials that provides a kind of relentless day-to-day
pressure that manifests itself frequently in the lack of supervision
of their children, short-temperedness, intolerance, and inad-
equacy in terms of their ability to cope when problems get present-
ed to them by the school or by a local policeman with their child.

Chairman MILLER. Mr. Davis, is there something comparable
going on in a rural area like the one you serve? Are you seeing a
change in family stress or the types of clients that you are receiving?

Mr. DAVIS. No. People from rural areas are not exempt from any
of the basic stresses that families experience everywhere, including
urban areas, stresses including marital problems, separation of par-
ents, loss of a parent through death, the single parent. All of these
problems are prevalent throughout our society, they are not limit-
ed just to urban areas.

Chairman MILLER. Would it be reasonable to draw a conclusion
that this phenomenon you are talking about is across the national
landscape? It is not a question of economic position, and apparently
it is not so much a question of geography. The numbers, obviously,
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are different, but the phenomenon is recognized in each one of
your settings. Is that accurate?

Ms. SHANLEY. The degree to which they show up in the mental
health system appears to be one of the things that is increasing. As
foster care has become a less available option, as Division for Youth
has had different ways of doing detention, there is more and more
a sense that when all else fa.''s we will see if the mental health
system can help us.

You talk to the psychiatric facilities, and they say they are get-
ting a child now that they would never have had before, and they
are not sure that they are truly psychiatrically ill in the degree to
which current methodologies can help them intervene.

There is some concern that you are dealing with -.
Chairman MILLER. That is a mouthful. What are you telling me?
Ms. SHANLEY. There are so many more conduct disorders that

are ending up as admissions to psychiatric centers, at least in Erie
County, and in need of admission, that may have been previously
dealt with through traditional juvenile or juste kinds of systems.

Mr. McCumouox. Conduct disorders, the parents just flat out
can't handle them. If they have private insurance, they are ending
up in private hospitals. We are talking about building bonfires,
throwing them out in the hallways, setting off the fire alarms,
having the doors opened, and splitting. We are talking guerrilla
warfare to get out of these institutions.

These are not psychotic kids that are having significant mental
disturbance sufficient not to know where they are in time and
space or that kind of thing; they are conduct disorders, but they
are well-to-do. The poor folks are ending up in our juvenile facili-
ties. These folks are ending up in private institutions. You have
heard that today, and I have read in your previous testimony from
other hearings that this phenomenon is occurring across the cowl,
try.

Chairman MILLER. I am going to stay through the vote, so let me
go ahead and let other Members ask questions.

Mr. Holloway.
Mr. HOLLOWAY. We have described before us already what is a

typical mentally ill child. What type family does this child come
from? What is a typical family of a mentally ill child?

Mr. L'HommE. I would just like to respond to both of your ques-
tions, if I could. To start off, City Lights has dealt with children
who are not from families at all but have been in man), many
foster families. What we are finding is a reluctance on the part of
the mental health system to deal with those kids who are conduct
disordered, who are violent, who are lighting fires, and they are
showing up not in mental health but they are showing up in the
juvenile justice system. We have more and more referrals from
kids from the Superior Court, from PINS, from any number of dif-
ferent places.

When we look at foster families and we keep saying return the
kids to their natural family, return the kids to their natural
family. Let me just say one little piece that is different. Some long-
term foster care in our research has found that those kids are actu-
ally functioning at a higher plane than the kids who have stayed
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in families. The kids that have remained in families in the District
of Columbia, they are families that are so dysfunctional I couldn't
begin to describe them.

Chairman MILLER. You are getting kids at the end of the process.
I think Mr. Holloway is asking, when we start to get referrals from
families, what are we looking at in terms of the profile of the
family?

Mr. L'HOMME. I am sure that somebody else is going to respond
to that, but one of the things we are finding is that the families are
as disturbed and as delinquent as the children that we are getting
into our programs.

Mr. HOLLOWAY. Are they from single-parent families?
Mr. L'HOMME. Considering the demographics of the District of

Columbia, they are overwhelmingly single parents.
We look at natural family as far as the grandparents, their

aunts, and their uncles, and there are those kids who attempt to
stay within the community, and just because they are so out of con-
trola kid that I referred to in the beginning of my testimony, a
kid who just was out of control, was sent to a residential treatment
center in Texas, with no psychotic behavior whatsoever besides
being out of control.

Mr. HOLLOWAY. Are yours very similar to that?
Mr. L'HOMME. Our kids are very, very similar to that, over and

over again.
Mr. HOLLOWAY. But I am speaking from a rural standpoint much

like Louisiana or any other rural society.
Mr. L'HOMME. Oh, I'm sorry.
Mr. HOLLOWAY. Are most of the problem children coming from

single-parent families?
Mr. DAVIS. Two-thirds of the children in our cace load are not

living with both biological parents. Now in some cases there is a
stepparent involved, but two-thirds are in that category.

Ms. MENNIS. The Philadelphia Child Guidance Clinic serves a
range of kids in terms of financial resources, poverty, and privately
insured and publicly paid, and I'm not sure that there is a typical
family and a typically mentally ill child. The kinds of changes that
I am seeing are increases in a range of kinds of kids.

We are seeing more psychotic or prepsychotic kids, who will be
your chronically mentally ill young adults. We are seeing more sui-
cidal kids. We are seeing more child abuse kids. We are seeing
more kids who need placement. Their families really range also.
There is certainly a preponderance of single-parent families, but
you have ordinary families, who ordinarily function quite well, who
are under an enormous amount of stress from a kid who is out of
control; and you have very dysfunctional families who are under the
enormous environmental stresses of poverty, lack of employment,
poor housing, and a variety of other things, who are perhaps less
able to cope.

But I really think that you can't say there is a typical family,
that a mentally ill child lives in this kind of family.

Mr. HOLLOWAY. I agree with you, but still we gave an illustration
of a typical child, and I think there is a higher percentage of chil-
dren who are going to come from a single parent.
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Continuing that a little further, of the ones that come from fami-
lies with two parents, both living, is there any comparison with
families where mothers work in the family versusI know there
are all types and you are going to have every kind, but there has
got to be more of one type. Are there more of the children coming
from where both parents work?

Mr. IVIcCuixouGH. I don't have any indication that that is true,
no. We are seeing no typical profile family, no socio-economic,
racial, geographic family. What they do all have in common, I can't
stress too strongly to you, or a high percentage of them have in
common, is a lot of substances that exacerbate the already severe
communication problems.

If people are having problems communicating well at the adult
level as parents and they are drinking a lot or doing a lot of drugs,
their chances of improving that communication are significantly
decreased. That doesn't make any difference whether you are a
single-parent family, both parents working, or you have dad stay-
ing home while mom works. It really doesn't seem to matter.

Mr. HOLLOWAY. Mr. Davis, of course, being from my area, is
probably one of the few witnesses we have from really what we
would call a rural area. I realize Rapides Parish is probably 125,000
people, but all the area around us is parishes made up of 8,000 to
probably 40,000 people.

You mentioned in your testimony that for two years you have
designated a doctor to go out one day a week out to some of the
rural parishes. Are you still doing that? number one, and what has
been the effect of that program of going into these rural parishes? I
think you might have even mentioned Concordia or some of the
other parishes that you have gone to.

Mr. DAVIS. Yes, we do send one worker one day per week to
cover three parishes that are separated from us by poor roads
and e. pretty large expanse of water. It has made services more ac-
cessible to those people. However, we are not able to provide a full
range of services to those people in that area with such limited re-
sources.

Mr. HOLLOWAY. Do you notice a difference in the children in the
rural area versus the city areawell, I would even say in the com-
munity mind. I grew up as rural as you can grow up. Do you notice
a difference? I know what happens where a child is almost an out-
cast, whereas in the city you can kind of get lost back into the
numbers, but when you are in a rural area you have pretty well
got a star over your head that says, "This kid has got mental prob-
lems, and we don't want anything to do with him." I think maybe
that has a lot to do with them coming forward to seek treatment.
Do you notice problems along that line?

Mr. DAVIS. I think in many ways the stigmr is greater. Because
everyone knows everyone else's business, people are less likely to
want to be identified as having a child with emotional problems.
Often, that results in a delay of referral to the clinic for services.

Mr. HOLLOWAY. I think a lot of times we forget about the rural
areas of country and everything is aimed toward the large cities
where the bulk of the population is. My personal feeling isand I
would like to hear from youthere has to be more of a need in the
rural areas for, I think, all services, not only for mental but all
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services, that we have really forgotten about, and that is where un-
employment is going to be high. Many of the problems we have
come from the rural areas, and they are problems that are going to
be harder to conquer. Do you have any comment along that line?

Mr. DAVIS. Yes. I think it is just important that we not forget
that there are troubled children out there, that they do have many
of the same problems as urban children.

Also, there are some unique problems of children in rural areas.
Children and adolescents have less group recreational opportuni-
ties. There are fewer opportunities for peer relationships. We have
some parents who say they live at the end of the road, the child
has no friends, there are no opportunities for peer relationships.

Parents, while they may have an extended family, sometimes
live in isolation when it comes to having to bear the burden of the
problems of their children alone.

Mr. HOLLOWAY. I am going to run vote, so I appreciate it.
Thank you, Mr. Chairman.
Thank you.
The CHAIRMAN. Congressman Skaggs.
Mr. SKAGGS. Thank you, Mr. Chairman. I have to leave for a vote

in just a minute as well, so I'll be very brief.
I wanted to ask you all, and I know you are in the program side

rather than perhaps the clinical diagnostic side, but do you see any
potential for us making some improvements as to the young part of
the population that is diagnosed as mentally ill in better screening
to weed out misdiagnosis?

I am familiar with some of the work that has been going on, par-
ticularly in looking at nutritional and other biochemical bases for
misdiagnosis. 1+ would seem to me that, particularly in the poverty
portions of yLir client populations, the potential for nutritional
connections with early childhood emotional and mental disturb-
ances is great and that that might be a potential area for interven-
tion on causative levels that could be done much more efficiently
than waiting for symptoms to emerge that can be classified as
mental illness or emotional disorders.

Mr. FELTMAN. I think there is a very important role in the public
sector for a child psychiatrist, for medical doctors, as part of a
multi-disciplinary team, and from whe I understand, across the
country we are seeing fewer and fewer psychiatrists available as
part of these public agency teams; the training in medical
school is increasingly aimed at those who can afford private psychi-
atric treatment on an outpatient level. These programs we are
talking about don't include much participation of psychiatrists, and
we are vulnerable in the area you are talking about because we
don't necessarily have the degree of medical expertise to screen the
child that we would have if we were turning out more child psychi-
atrists that had an interest in working in the public sector.

Ms. MENNIS. I would agree with the gentleman's comments about
the serious shortage of child psychiatrists in the country and cer-
tainly in the public sector, but I would also add that if there is any
error on the diagnostic side it is probably on the error of under-
diagnosis rather than over-diagnosis. Mental health clinicians, in-
cluding psychiatrists, tend not to want to stigmatize a child with a
very serious label that they will carry with them for the rest of
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their lives, and I think that is why you see significant numbers of
adjustment reaction diagnoses in the child psychiatric system.

Mr. SKAGGS. I wasn't necessarily saying over or under but mis,
which I don't think carries the same implication that once behav-
ior has gotten to the point where people are looking at that expla-
nation, at least with the adult population, sometimes the medical
explanations in a traditional sense are not looked at. I wonder
whether you are also suggesting that we need pediatricians that
ha-/e more training on what may or may not be, in fact, psychiatric
conditions as well as more psychiatrists that are specializing on the
child's side.

Ms. SHANLEY. It gets even more complex when you begin to look
at adolescents, and adolescent health care is not really well carried
out.

In Erie County, in a recent study that was done on alcohol use, it
suggested that 24 percent of 15- and 16-year-olds are considered
moderate and heavy drinkers. How many of the pediatricians that
they go to, if they go, when they started talking about some level of
anxiety or some level of depression, would automatically think to
ask, "When did you have your last drink?" You really have a lack
of overlap between the pediatric and the adult world for a major
segment of our population, which is where they first begin to have
problems.

You also have to remember that children and the diagnosis of
children, even from a pediatrician's viewpoint, is the most difficult
area for differential diagnosis.

Chairman MILLER. Let me interrupt. You are going to miss a
vote.

Mr. SKAGGS. Forgive me for having to cut out. Thanks.
Chairman MILLER. Stuart, you were shaking your head on the

point that Ms. Shan ley made on this alcoholism.
Mr. MoCuuouGH. I think one of the questions we might ask is,

how many mental health workers would ask, "When was the last
time you had a drink?" The awareness of that phenomenon is only
slowly beginning to dawn on us.

You have to remember that our business is one of waking up
slowly to things. Six or seven years ago, we had no idea that we
were seeing nearly as many sexually abused kids as we were
seeing, and we just didn't see it. Three years ago, we weren't
asking too many questions about alcohol and drug abuse. So we are
really the blind men around the various ends of the elephant
slowly piecing together a mosaic of what it is we are actually look-
ing at as we become more sophisticated.

Chairman MILLER. There is a story in our local newspaper where
you are quoted, or you are looking at a study that was done in
1983, where you are indicating that 82 percent of the patients that
you referred to the State hospital had alcohol and drug-related
problems.

Mr. McCuLtoucii. That is right.
Chairman MILLER. So what you are saying is that you have got

to back all this up a little bit.
Mr. MCCULLOUGH. Back it up a little bit.
When we took a look at that, it shocked us. In not one of those

charts had we addressed that problem from a clinical standpoint.
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We were talking about all kinds of psychiatric symptomatology; we
weren't talking about substance abuse at all. When we !coked into
it, we found that there is very little training.

We were talking earlier about universities, and no one could par-
ticularly name to you a good university for training good children's
clinicians, especially around the areas of being comprehensive
around case management and other kinds of more community-
based treatment.

Well, there are no universities, to our knowledge, anywhere that
are training peoplethere is no unified theory anywhereabout
how to treat people that are substance abusers and also providing
severe mental disturbances as symptoms. So we have a long way to
go before we can even begin to provide our staffs or ourselves high
quality training, because we are going to have to create it our-
selves. Right now, unless other members of the panel are aware of
any, I don't know any good training going on anywhere in the
country.

Chairman MILLER. How dki Ventura make sense of all of this?
Mr. FELTMAN. I think we were very fortunate in having some po-

litical muscle at the top that made this a priority and said we are
going to accept some responsibility for some public sector children
that exist already, and that was a county supervisor and a judge
who teamed up and basically cracked heads with these agencies
that were independent.

Chairman MILLER. What did the judge use for enforcement?
Mr. FELTMAN. Really, face-to-face kinds of pressures. A lot of

these turf issues dissolve when people are talking across a table
about a particular youngster or policy development at a local level.
The problems are much more apparent when they are dealt with
anonymously by telephone or through some memo by people who
don't know each other and don't feel any kind of personal pressure
to work out a rational and responsible approach.

If the judge, who is seen as an authority, and a county supervi-
sor, who is seen as an authority, says, "We will have one set of pro-
grams for Ventura County children, not mental health programs,
social service programs, juvenile justice programs, and education
programs; we are going to target these kids most at risk, and you
just do what you do well for those children, that is your responsi-
bility," then you have a whole theme going forward.

We have written interagency agreements that are absolutely es-
sential to the development of definitions between what we do
versus what other people are expected to do in the area of treating
children that have multiple problems.

I think that was the beginning of it, and many of us, as are
many of the people here and witnesses in the previous panel, are
very interested in developing a system of care, because they know
that is more effective, and they know that children have multiple
problems. If we can just get the ball rolling, then I think the tide,
the pressure, would sweep those residuals or vestiges of turfdom
that exist at agencies particularly and say, "Well, I just do this
over here."

Chairman MILLER. Congressman Hastert.
Mr. HASTERT. Thank you, Mr. Chairman.
I have been interested especially, Mr. McCullough, in your testi-

mony where you ttlk about creating almost community mores, cul-
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tural values, as something that has to be done. You also talk about
local leadership. I agree; I think you are right on target. The ques-
tion is how you do that and, once you do that, how you focus and
harness that leadership. What is your insight? How is this being
done, or is it?

Mr. McCunouGH. I think all of us can safely tell you that in-
creasingly we have citizenswe are all bureaucrats, at least I
think we are all bureaucrats, herecitizens on us pretty strongly
saying, "We want you to organize better."

I think we have to begin to see ourselves as what I call social
engineers. We are really in the business of getting folks organized
to work collaboratively and collegially and cooperatively, and it
means listening to those citizens, it means getting them involved, it
means taking their criticisms not personally but listening to them
and applying them and harnessing their energy in a focused way.

People are willing to put in an amazing amount of work if you
are, but you have got to listen to them, and you have to share
power, share control, both. The way that you are providing services
may not go the way it would go if you were traditionally making a
decision with just a few of your st.- .. In fact, things are going to be
different than you probably even could imagine they were going to
be, and you have got to be willing to go with that and see what
develops.

We are talking a quantum step. Typically, when you take a
quantum step, you are stepping into an area that you know initial-
ly you can't control and you are going to have to grow up to. That
is a career phenomenon.

Mr. HASTERT. So actually you are saying a change in this area, if
there is going to be change, has to start from the ground up.

Mr. MCCULLOUGH. Absolutely.
Mr. HASTERT. How about funding? Do you find as more people

get involved there is a greater acceptance to put resources in these
types of programs?

Mr. McCumouGH. I think it is cyclical, and I think we are at the
low end of the trough right now. I think as more citizens get in-
volved we will begin tc see more funding.

In "Megatrendi," Nesbitt talks about more and more local con-
trol, networking, neighborhood groups. I think folks want more and
more local control about specifically where their dollars go. We
have a massive transportation problem in Contra Costa County,
and the citizens voted down local dollars to change that and im-
prove it because they are mad about the developers making money
and the people not making money having to put up with the traf-
fic. When I go to them and say, "I want you to fund a children's
mental health system very early for little, tiny kids, to get to them
very young and to the families very young," I think they are going
to vote for it, and I am either dreaming or I'm right, and we will
find out.

Ms. MENNIS. I would like to comment on the funding question. I
think the changes need to occur from bottom up as well as top
down. People at the top, people at the level of county authorities
have to begin to recognize problems that exist in children's serv-
ices. They also have to be able to look at money in a different kind
of way.



201

The Medicaid system does nothing but provide disincentives to
providing services to children. There are disincentives at the level
of hospitalization because they don't pay enough to cover the costs
of services; there are disincentives at the level of outpatient treat-
ment because they don't pay enough to cover the costs, and they
place a lot of limits on the way you do those services; you can only
do x number of services a day or month; you can't see the kid in
the home; you can't see the kid in the school; you can't get paid to
see the foster family or the child welfare worker.

In order to get around those kinds of constraints, you sometimes
have to forego some Medicaid moneywhich is a real problem for a
State, which is matching State money with Federal moneyand re-
allocate resources locally. That is, in fact, what happened in the de-
velopment of the Social Rehab Program that I described earlier.
We took a chunk of outpatient money, added a little more money,
and the county added a significant amount more money to that
and said, "Don't worry about the Medicaid money. The families
and these children need a different kind of service."

So you have to be able to look at it differently, and the Medicaid
system needs to begin to change, I think, to respond to the needs of
the kids that are out there needing services.

Mr. HASTERT. So are you saying that, as somebody else men-
tioned before, the service provision facilities out there track adults,
and actually children are a different entity in themselves?

Ms. MENNIS. Well, you know, both the service system and the
funding of the service system reflect, I think, an earlier model of
the provision of services both at the adult and the child level. They
were looking at a time when what you did was provide outpatient
services and inpatient, so Medicaid funds outpatient and inpatient.

We are looking at a different kind of kid with more longer-term
needs, with more disorganization in their lives, and with more serv-
ice intensity needs, and Medicaid doesn't pay for that and the serv-
ice system isn't organized around that.

Mr. HASTERT. Mr. Feitman, you brought up an interesting aspect
here, and I think I understand what part of the problem is. Where
I come from, we really have a strong county system, we have a
State system that delivers services from the top down, or tries to
deliver those services from the top down. I think they make a good
effort.

Anyway, you talked about Public Law 94-142. Where I came
from, it seemed like that was almost for a select group of people in
society; that was a good way to send their children off and not ever
see that problem again. It took a lot of resources away from the pot
both on the local level and certainly in the State area. Would you
make any recormendations in that area?

Mr. FELTMAN. Well, in the area of local mental health services, I
am very supportive of Public Law 94-142, and I believe that these
children, as all children, have a right to a free and appropriate
education and that this is, in fact, identified as a handicap.

The problem has occurred because education sees itself as provid-
ing education services, not mental health treatment, and here they
have a seriously emotionally disturbed kid, which they in fact label
seriously emotionally disturbed, and they provide an educational
program devoid of mental health treatment.
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Now what we have said is that public mental health dollars
should first go to the priorities that are mandated under law. This
is Federal law for handicapped children. Public mental health has
the responsibility to provide treatment, not education. So mental
health ought to deliver the treatment that is part of the individual
education plan of a handicapped youngster in public school and, in
that way, form a partnership between public schools and mental
health.

We have the schools supporting mental health services, because
we have said that we will use our money to facilitate the proper
education of your handicapped kid so they don't end up going into
residential nonpublic schools because the public schools have to ac-
knowledge they can't serve them and then pay the bill to send
them off to no man's land. That is bad for the kid, and it costs a
fortune.

Mr. HASTERT. That is exactly the point. We found, and a lot of
our schools are saying, maybe there is a way to purge ourselves of
these problems. In the Midwest, we have sent kids all over the
country. Texas is another area that you talk of. The New England
schools that we have sent kids out to. I am talking about millions,
and millions, and millions of public dollars being spent for a very
small number of kids, where those dollars probably could be spent
much better, with a better return across the board, if we start to
set up those services on the local level. Yes.

Mr. L'HOMME. I don't think it is entirely true that mental health
has not been in public education. There have been models that
have been in existence for nearly 20 years. Both the Rose School in
psycho-education and the reed models that are in North Carolina and
in Tennessee have been doing exactly that: bringing the mental
health professionals and teachers together to work in a collabora-
tive effort to keep kids out of institutions and in the community.
City Lights is definitely an outgrowth of those kinds of pro-
grams that have been in existence for a long time. The only trouble
is that those programs are very, very small. They deal with very
few kids, and there is a law of diminishing returns.

Chairman MILLER. But I think the model is more along the lines
Mr. Hastert is talking about, where schools are very nervous about
making this kind of commitment, because they are very concerned
that they are going to end up spending what they view as their
educational dollars on placement of those children in specialized
educational facilities to deal with those problems. At least in our
area, there seems to be a real nervousness.

I agree with you, there are models to do it another way and to
prevent those dollars from being spent in that intensive fashion,
but I don't see many school officials coming forward and saying
let's develop this model together. They would rather not label that
child, they would rather not place that child, they would just as
soon not even see that child come through the front floor of the
school. But for the attorneys in most instances, I don't think you
see school districts responding voluntarily to that one.

I understand the problem, I understand the finite dollars that
every one of these competing institutions is working with, but I
think the model you are talking about is really an exception as we
scan the landscape.
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Mr. L'Homm.E. I think you are absolutely right, but I also think
that we do have a direction to go in. We know what to do, and how
do we go about. doing it? Even beyond regular education, there is a
guy at Harvard University Graduate School of Education, Perry
Landon, who says to move the mental health centers into the
schools. That is where the kids are at the beginning. It is just not
mental health and birth control, it is health for our children.

Chairman MILLER. That is what Richard Lugar said 20 years ago.
Mr. HASTERT. In your statement though, you said that even your

problems are becoming much more intense year after year and the
returns are diminishing. Is that not correct?

Mr. L'HOMME. It is diminishing returns even after you establish
a program with as little as 30 children in it. You keep adding, and
it becomes overwhelmed, and you do less instead of more.

Mr. HASTERT. One thing I think underlies the whole issue, and I
think you have brought it up time and time again. Really, to solve
the problem, it takes a core of dedicated people, those people who
are willing to take special types of foster children into their homes
and take the time and the intense emotional strength that goes
with it. There are not many people like that.

Mr. L'HommE. That is right.
Mr. HASTERT. To develop those resources and reinforce those

people back in the local level, to keep those kids in the local set-
ting, is really the objective.

Mr. MCCULLOUGH. If I could just quickly say, in AB-3632 imple-
menting Public Law 94-142 in California, what we are finding
across the State is that our poor school districts have been very
loath to respond. Our more affluent school districts have been a
little quicker to respond. The parents have gotten in touch with ad-
vocates, and they recognize that they cannot be billed, no matter
what, for these services.

So in Contra Costa County, we have our most affluent folks using
this bill. We have $35,000/$40,000 automobiles tooling up to our
outpatient clinics for an hour of outpatient free therapy in our clin-
ics, because they are corning through this Public Law 94-142
avenue, and in our poor school districts we have got like eight re-
ferrals from the whole place.

So there is a game being played here where the folks that are
poor are being very cautious and the folks that are a little better
educated and a little more aggressive are really taking advantage
of this, and it really disconcerts us.

Mr. HASTERT. It was to my dismay through the appropriation
process in finding out that we had a cadre of very fine attorneys.
They were whipping up this clientele in certain areas of our State,
and it was the "thing to do." That is frustrating, to see how those
dollars are spent and where the allocations go.

Ms. SHANLEY. In Erie County, for the city of Buffalo, which is not
an affluent city, we have some 60 children on home-based instruc-
tion because they are too emotionally disturbed to be in the class-
room. That is untenable. So I am not sure where the options are in
this, but we must do something.

Mr. HASTERT. Thank you very much.
Thank you, Mr. Chairman.
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Chairman MILLER. If I can put a positive spin on this hearing, I
think for us as policymakers as we look at this, from City Lights
which dealsif your description of your caseload is correctwith a
lot of kids that spent a lot of time in the system before you saw them,
and to Ventura, that is trying to develop the model from the time of
first encounter throughout that system and everything in between.

I think what you are telling us this morning is, in this popula-
tion that most adults consider the most difficult, the adolescents or
children with emotional problems, there is a whole series of models
out there that can dramatically reverse the manner in which we
spend money.

Not to suggest that you can solve the whole problem by stretching
the dollars, but clearly, examples that we have been given here this
morning suggest that by rethinking how we are expending those
dollars, by coordinating how we expend those dollars, and by provid-
ing comprehensive services, we can serve a greater number of
children. We can also apparently have better results if one of the
goals is at least to try to keep those children that need not be in
state hospitals out of state hospitals.

Also, it appears that if we are willing to recognize some of the
related problemsalcoholism, drug abusein the family and in
the client, that we also have some potential for changing the meth-
ods of treatment. I have got to say that so I don't go out and
commit suicide after I go to these hearings. Now I feel better.

This has been very helpful. The concern I have is for us to start
to seeand we are going to need your help in the sense that you
are on the line of delivering these serviceswhere is it that we can
make some changes at the Federal level or encourage changes at the
state level to facilitate these models.

The thing that interests me about Ventura is, in the five years of
this committee, in most of the areas where I see comprehensive
change, whether it is in adoption, foster care, or mental health
services, I usually find some Superior Court judge or municipal
court judgewhatever the system iswho gets fed up with the
system, like Public Law 94-142 in Louisiana, and says, "Wait a
minute. This is the law, and we are going to enforce it, and now
the political body is going to have to respond to it," which brings
about some of these changes.

Bit even if you do that, the descriptions of Medicaid barriers, of
funding and reimbursement barriers, of insurance barriers, I think,
warrant an examination certainly by the Congress to see, if we are
not going to have a lot of new dollars to appropriate, that we have
some ability to facilitate these effective models and what appear to
be more efficient models. So we will probably be getting back to
you on that one, because I think we clearly need some help. What
we need, I think, is a greater understanding of where those bottle-
necks exist and where maybe small changes at the Federal level
can have fairly big returns at the local level, the key people.

It is a theme here where we constantly pound on the dais and
say we want coordination, and cooperation, and interagency action,
and then we find out that in many instances it is the Federal law
that prevents some of that from taking place, because you are re-
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quired to chase reimbursements,in a complex and convoluted fash-
ion.

Thank you for your help. I really mean it. This is not a subject
which the committee intends to leave at one hearing. We appreci-
ate all of your input and all of your help. Thank you.

[Whereupon, at 12:40 p.m., the committee was adjourned.]
[Material submitted for inclusion in the record follows:]

PREPARED STATEMENT FOR THE HON. GEORGE C. WORTLEY, A REPR=IINTATIVE IN
CONGRESS FROM THE STATE OF NEW YORK

Mr. Chairman, I commend you for holding this hearing on a very sensitive topic
Children's Mental Health. The topic of mental health is very difficult for many to
discuss. When a child is involved, it can become more difficult to face.

There are two areas of children's mental illness that are of concern to me. First,
the labeling of children at a very young age. Sometimes children are misdiagnosed,
but the label remains with them throughout grade school. Just because a child may
have a difficult time adjusting to school does not mean that the child is emotionally
disturbed. There could be some problems in the home that manifest themselves in
other ways.

Another area of concern is that e institutions and restrictive settings. Countless
studies have shown that most people with mental illnesses benefit from living in a
less restrictive setting as opposed to an institution. Furthermore, the cost of living
in a group home setting is about half of the cost of residence in the institution.
These people deserve to be mainstreamed into society as much as possible and not
sheltered and hidden away in a large antiseptic looking building.

I look forward to hearing the testimony of our expert witnesses today. I hope that
they will be able to address some of my concerns and enlighten me in progress in
these areas. Thank you.
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PREPARED STATEMENT OF GARY B. MELTON, PH.D., PROFESSOR OF PSYCHOLOGY AND

LAW AND DIRECTOR OF THE LAW/PSYCHOLOGY PROGRAM, UNIVERSITY OF NEBRASKA-

LINCOLN

Mr. Chairman and Members of the Select Committee on Children, Youth,

and Families:

As pest president of the Division of Child, Youth, and Family Services

of the American Psychological Association (APA) and chair of Its Task Force

on Economics and Regulation of Children's Services, I am pleased to present

this statement on the subject of financing of child mental health services.

Many of APA's 87,000 members are Involved la scientific research or

professional practice related to mental health. In particular, APA members

have contributed much of what Is known about the nature of child mental

health problems, the efficacy of various means of preventing or treating

such problems, and the systemic variables that affect delivery of services

to children, youth, and families.

Unfortunately. procise statistics are generally unavailable to show the

frequency of delivery of various forms of mental health services to children

and youth and the sources of funds for such services. Partly as a result of

a lank of reporting requirements for states receiving mental health, child

health, and child welfare block grants (a situation that we hope Congress

will remediate), the picture that Is available of the child mental health

system Is Incomplete. Many states cannot even Identify the proportion of

their public funds for mental health that is provided to children. With the

rapid, largely unregulated rise of the for-profit .sector In children's

services, this picture is likely to become even fuzzier. Major Problems

exist In preserving accountability of Programs serving children and youth.

Nonetheless, two general conclusions are clear. First, children's

services are underfinanced. As psychologist Jane Knitzer graphically showed
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in her report for the Children's Defense Fund In 1982, states generally have

not developed even the rudiments of a continuum of care. Some state

departments of mental health do not have a single professional staff member

whose primary Job Is to develop and supervise children's services. The

situation has improved somewhat In the past five years because of

Initiatives In some states that were stimulated by the Child and Adolescent

Service System Program (CASSP) In the National Institute of Mental Health

and the children's 'set-aside° In the Alcohol, Drug Abuse, and Mental Health

Block Gran .

1
Still, mere examination of the proportion of mental health

dollars that goes to state hospitals and other largely tcluit inpatient

facilities shows clearly that children do not receive their fair share of

exponditures for mental health services.

Second, the problem Is not simply one of insufficient financing: the

distribution of available resources is pervese. Providers are rewarded for

providing services that are unnecessarily restrictive of children's liberty,

destructive of family integrity, and unduly expensive. Indeed, the

demonstrated efficacy of services and the financing available for them are

inversely related. The result, unsurprisingly, Is that the forms of service

that have the best demonstrated efficacy for the sorts of children and youth

referred for mental health services are the services that are least

available In most communities.

To understand this conclusion, it Is necessary to know about the

epidemiology of child mental health problems and the organization of

children's services. Most children and youth with persistent and pervasive
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mental health problems-have behavior disorders, not classical '"mental

Illnesses.' Even in cases of depression, the Incidence of which rises

sharply In adolescence, troubling antisocial behavior rather than troubling

feelings commonly leads to the referral of children and youth for evaluation

and treatment. Uoreover, adults with serious mental disorders generally

showed significant symptoms as children and youth, but p',johotic adults

usually were conduct-disordered children and adolescents.

Thus, although severe behavior disorders In childhood are serious

disorders of mental health, responsibility for preventing and treating such

conditions is widely diffused. A patchwork of child treatment services (and

financing for them) has developed In an unplanned fashion. Essentially the

same Population is served by the child mental health system, the Juvenile

Justice system, the child welfare system, and the special education system

(programs for severely emotionally disturbed pupils). All of these systems

provide essentially the same services, especially on a residential or

Inpatient basis. Private treatment programs frequently receive funds from

all four systems. The result Is that decreased funding or Increased

regulation In one system merely pushes children Into another residential

treatment system. Especially given the Incentives that private insurors and

Uedicald provide for realdential treatment, the easiest. If not the best,

way to obtain financing of services to troubling youth from troubled

families le to remove them from their homes.

Unfortunately, the changing organization of health care Is intensifying

this mIsdIstributIon of avallabie funds for child mental health services.
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recently comoletel a study of certificate-of-

need applications for alit mental health and substance abuso programs.

This study documented what Is obvious to the most casual observers of child

mental health services. The rate of applications for certificates of need

by for - profit hospital corporations is shyly explosive, And moat states

have nsithar the means nor, Insome cases, the authority tc determine

whether investment is psychiatric hospitals for children is In the public

Interest. The rata of psychiatric hospitalization among children and youth

is rising much faster than among adults, In part-:xt:use of the diverse

sorts of public payment for residential treatment of minors. At the same

time, slick and questionably ethical advertising Is creating new 'markets'

for child mental health and substance abuse programs.
2

Beyond the unnecessary restrictiveness, intrusiveness, and expense

stimulated by the funds that are available for inpatient treatment but not

for "alternative' treatments, the cost - efficiency of the current system of

financing is poor. Not a single controlled study has shown inpatient

treatment to be superior to less restrictive treatments for children and

youth.

In contrast to the liberal Inpatient mental health benefits In many

Insurance plans, both Medicaid and private insurors generally piaco

unrealistically tow 'caps' on outpatient mental health services for children

and youth.3 This problem Is of concern, because the efficacy of outpatient

psychotherapy is damonstrata for children with circumscribed mental health

problems (e.g., specific phobias) or self-perceived disturbance (i.e.,

2
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children who are troubled and wo.rid-weak-help-If 'itwere available).

Particularly for the latter group, though, the problem may be more one of

organization than of financing of wervices. In that regard, we support

efforts to increase children's access to mental health services through

school health clinics (which must. of course, be publicly financed) and

Provisions for minors' consent to services.

For the sorts of children and youth who commonly are referred for

services, though. unit-based reimbursement systems that have been adopted

from adult health care are 'Ili-suited to child mental health services.

When. as is common. youth who are referred have severe family problems,

serious deficiencies In academic and vocational skills, and persistent and

pervasive conduct problems. It is unrealistic to expect 50 minutes per week

of psychotherapy to make a significant di aaaaa nee in their own or their

fami'les' lives--a point that outcome research generally supports.

Integrated services that respond to the affective. social, and

aducationsi/vocational needs of behavior-disordered children and the mental

health needs of families In crisis cannot be rendered In an office-based,

hour-per-week practice. Simple 'coordination' of traditional psychotherapy

with social and educational services also Is Insufficient. Rather, to be

maximally effective. treatment must intgrate. training In problem-solving

and mastery of feelings and conflicts with practice In real-ilfe situations

and support for families-and communities.

Various treatment models--e.g., therapeutic day schools; home-based

services; clinical advocacyhave been proven successful In decreasing the

troubling behavior of severely disturbed children and youth, Increasing

2 S 5
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their self-esteem, and preserving their families. However, all of these

models require availability of therapists as needed (typically.

substantially more than BO minlits Per week), a broad thrapeut lc-

educat lonal-social approach, and availability of therapists outside the

office In homes, schools, and other settings In which children encounter

day -to -day problems. For the most part, third-party Payors. particularly

those In the health system (both public and private), do not provide

reimbursement for such services.

In short, a major problem Is that financing for child mental health

services is insufficient. However, an equally significant problem is that

the financing that Is available Is used Inefficiently. Child mental health

Professionals are constrained by rostrIctions on funding from providing the

services f)r which efficacy Is best demonstrated and which generally are

lees expens!:e than the residential treatments that currently are rewarded.

Both psychmkogicil theory and research indicate that 'alternative' services

for severely disturbed children and youth might be better termed 'optimal'

services. Inzentives need to be provided for delivery and evaluation of

such programs and disincentives created for programs that result In

unnecessary removal of children and youth from their homes and communities.

Although this statement has focused on the children and youth most in

need of therapeutic services, the need for financing of preventive mental

health services also should be emphasized. Time-and-motion studies In

community mental health centers (CILHCs) have shown that Prevention never was

given great attention In most ClaiCs and that the amount of attention given

It has shrunk across time as direct federal aid has decreased. The most
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significant factor In this neglect of preventive services Is obvious'

prevention does not pay In a unit-based. fee-for-service. Illness-based

system of financing.

This point should not be lost, because It has become fashionable in

some puartere to argue that the lack of attention to prevention Is the

natural result of a lack of efficacy. Although we recognize that some

programs have not been we:1 ccoceptuallzed, a conclusion that prevention Is

doomed simply does not square with outcome $$$$$$ ch. In fact. some child

mental health prevention programs have substantially better documented

efficacyin tares of both absolute outcomes and cost-effectivenessthan

most common therapeutic programs. Literally scores of studies have shown

remarkable effectiveness of 'secondary' prevention programs (i.e.. programs

designed to prevent major mental health problems In children Identified as

Winning to show some disturbance). often based In schools and relying on

paraprofessionals trained and supervised by mental health professionals.

'Primary' prevention programs (1... programs designed to prevent

mental health problems from occurring at all) and projects Intended simply

to promote the mental health of children have boon less extensively studied.

However, substantial bodies of research have developed about the Situation:

that precipitate mental health problems and the 'co- factors' that dampen or

exacerbate stress In children. Some Pointe In the development of children

(04.. transition to junior high: repeated AnsOltalizatinn) and families

(e.g., divorce) are known to be high -risk situations asenable to preventive

strategies.
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Thus, the need 'e move away from unit-!zsed, fee - for - service models is

demonstrated not only by the disincentives that the current system creates

for integrated services to severely disturbed children and youth. The

current system of financing also chills the development of preventive mental

health services that ultimately would result In decreased suffering and loss

of economic and social productivity.

To summarize. APA strongly supports initiatives designed to increase

the availability of a continuum of mental health services to children.

youth, and families. We recognize that underfinincing and Inefficient.

flawed financing have contributed to the underdevelopment of such services.

In addition to Increases In funds for 'alternative and preventive services.

we would support funding for demonstration Projects, with substantial

evaluation components, to determine the effects of various potential systems

for financing child mental health services.

2
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FOOTNOTES

1. Although they have relatively small budgets. CASSP and the Alcohol,

Drug Abuse. and Mental Health block grant setaside have had Important

symbolic effects and have stimulated more r'anful approaches by states to

child mental health servIceS. We strongly urge continuation and expansion

of such programs.

2. A resolution condemning this practice has been enacted by the APA

Division of Child. Youth, and Family Services, the APA Division of

Psychologists In Public Service, and the APA Committee on Children. Youth

and Families. ,A copy of the resolution Is appended to this statement.

3. We are mindful also of the substantial drop in the proportion of

children covered by private health insurance at all. We also are concerned

about Insurance plans that are unduly restrictive of the range of mental

health professionals who may provide services.
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Divi/lon 37 the
) AMERICO rITCHOIOGICAt ASIOCIPT1011

RESOLUTION ON ADVERTISING BY PRIVATE HOSPITALS

The Division of Child, Youth, and Family Services of the American Psychological

Associati . expresses grave concern about the strategies of sone private hospitals and

other residential treatment programs in "marketing" their child and adolescent inpatient

programs to the general public. Sensationalist advertising about teenage suicide and

parent-child conflicts, for example, may foster unwarranted fear in parents and youth.

It also may exacerbate the stigma attached to mental disorders of childhood and adol-

escece and the revative stereotypes sometimes associated with adolescence itself.

Agsressive marketing of inpatient services without attention to alternative forms of

service may lead parents and youth into unnecessarily restrictive and intrusive care.

"Scare" advertising is an unfair and deceptive practice which is expressly forbidden

by the Ethical Principles of Psychologists. Advertising which fails to illuminate

choices is also misleading and inconsistent witn the promotion of prospective clients'

autonomy and, therefore, the spirit of the Ethical Principles.

As proprietary health services develop, the diminished public regulation of services

heightens the significance of professional self-regulation. Individual psychologists

and the profession as a whole have a weighty obligation to guard the interests of

clients and prospective clients. we urge psychologists employed in private residential

treatment facilities to exercise appropriate professional and ethical scrutiny of the

facilities' policies regarding advertising and client rights. We call upon tne APA

Ethics Committee and the APA Committee on Cnildren, Youth, ana Families to consider ways

of responding to the ethical iss.es raised by privatization of children's services.

(1,11() Adopted by the executive committee

" ' February 16, 1996
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EXECUTIVE SUMMARY

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

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

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

BACKGROUND

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

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

2 2
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Currently, there is broad agreement about the critical need to improve both the range
and coordination of services delivered to severely emotionally disturbed children and
their families. The development of comprehensive, coordinated 'systems of care' for
children and youth has become a national goal.

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

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

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

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

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

SEVERELY EMOTIONALLY DISTURBED CHILDREN AND THEIR NEEDS

The Federal CASSP initiative is focused on severely emotionally, disturbed youngsters
whose problems are so severe as to require the longterm intervention of mental
health and other agencies. To assist states and communities in identifying this
population, N1MH developed a set of basic parameters for defining the target
population (Strout, 1983).

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

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

Based on a review of a number of epidemiological studies, Gould, WunschHitzig dt
Dohrewend (1981) estimated that the prevalence of 'clinical maladjustment' among



220

children is at least 114 percent. Despite methodological inconsistencies and
deficiencies in the research, the estimate by Gould et al. of 11.8 percent appears to
be a reasonable, if not somewhat conservative, estimate.

A subset of this group of children showing emotional problems can be considered
ly emotionally disturbed. From a review of existing prevalence research,

Knitzer (1982) concluded that a conservative estimate of serious emotional disturbance
in children is five percent cr approximately three million youngsters. In the
description of CASSF, NIMH (1983) has adopted the same figure. While this figure is
not firmly based empirically, it appears to be generally consistent with the research
and reasonable as an estimate. It should be kept in mind that this five percent
estimate includes only youngsters whose problems are severe and persistent, while the
114 percent estimate includes all emotionally disturbed youngsters.

While differences around definition and prevalence may persist, there is greater
consensus about the needs of severely emotionally disturbed children. These children
require a range of mental health services which are age appropriate and at varying
levels of intensity. However, mental health services alone are not enough.
Emotionally disturbed children almost universally manifest problems in many spheres
including home, school and community. As a result, they require the intervention of
other agencies and systems to provide special education, child welfare, health,
vocational and, often, juvenile justice services.

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

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

The situation is complicated by an overreliance on more expensive and more
restrictive services than are actually needed. Behar (1984) reports a strong tendency
to remove children from their families and natural environments with the belief that
effective treatment can only be accomplished in a residential setting. Knitzer (1982)
identified efforts to increase residential care in almost half of the states, while
nonresidential services remained either nonexistent or rudimentary. Thus, residential
services appear to be overutilized, although recent experience indicates that intensive
services in the home and school may reduce the need for residential care (Friedman
and Street, 1985). When residential care is indicated, leu restrictive, community-
based alternatives such as therapeutic foster etre are often neglected in favor of
institutionally-based services.

While these problems remain, there are indications of progress in services for severely
emotionally disturbed children. The need for comprehensive, community.based systems
of service that incorporate a wide range of different services is receiving more and
more recognition. Isaacs (1983, 1984) found that a number of states have identified
children's mental health as one of their top mental health priorities, and many states
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are now initiating sys,:m development activities. Nearly half the states in the nation
are now involved in the CASSP initiative, and both funded and unfunded states areparticipating in technical assistance activities related to system of care development
such as regional and national conferences. It seems clear that interest in developing
comprehensive systems of care has increased markedly.

PRINCIPLES FOR THE SYSTEM OFCARE

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

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

The two core values are central to the system of care and its operation. The firstvalue is that the system of are must be driven by. the needs of the child and his orher family. In other words, the system of care must be child-centered, with theneeds of the child and family dictating the types and mix of services provided. This
child-centered focus is seen as a commitment to adapt services to the child and
family, rather than expecting children and families to conform to preexisting serviceconfigurations. It is also seen as a commitment to providing services in an
environment and a manner that enhances the personal dignity of children and families,
respects their wishes and individual goals, and maximizes opportunities for involvement
and self-determination in the planning and delivery of services.

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

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

SYSTEM OF CARE FRAMEWORK AND COMPONENTS

The, system of care model presented in this document represents one approach to asystem of care. No single approach has as yet been adequately implemented andtested to be considered the ideal model. The model presented is designed to be a
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CORE VALUES FOR THE SYSTEM OF CARE

I. The system of care should be child-centered, with the needs of the child and
family dictating the types and mix of services provided.

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

GUIDING PRINCIPLES FOR THE SYSTEM OF CARE

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

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

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

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

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

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

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

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

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

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

227
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guide, based on the best available empirical data and clinical experience to date. It isoffered as a starting point for states and communities as they seek to build their
systems, as a baseline from which changes can be made as additional research.experience and Innovation dictate.

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

States and communit es are also expected to establish different system developmentpriorities. An approach frequently used involves defining a else or minimal set ofservices as the first priority for system of are development efforts. When goals inrelation to this core set of services are achieved, states and communities may then
begin to develop an expanded array of service options.

The system of are model is organized in a framework consisting of seven major
dimensions of service, each dimension representing an area of need for children andtheir families. The framework Is graphically presented on page ix, and includes thefollowing dimensions:

I. Mental health services

2. Social services

3. Educational services

4. Health services

S. Vocational services

6. Recreational services

1. Operational services

The system of ease model is intended to be function-specific rather than agency.specif ic. Each service dimension addresses an area of need for children and families.
a set of functions that must be fulfilled in order to provide comwehensive services to
meet these needs. The model is sot intended to specify which type of agency shouldfulfill any of the particular functions or needs. Certainly, particular agencies
typically provide certain of these services in communities. Educational servites, for
ex insole, are most often provided by school systems, and sccisl services arc generally
associated with child welfare or social welfare agencies. One right assum: that the
menial health services should be provided by mental health agencies. This, however,is often not the case.

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

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

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

It should also be recornizcd that services are not always provided by agencies. Some

functions within Mt: system of are may be fulfilled by families, parent cooperatives
or other such arrangements. Private sector facilities and practitioners can also play a
pivotal role in the system of care, providing a wide range of services within each of

the major dimensions.

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

An important aspect of the concept of a system of care is the notion that all
components of the system are interrelated, and that the effectiveness of any one
component is related to the availability aed effectiveness of all other components.
For example, the same day treatment service may be more effective if embedded in a
system that also Includes good outpatient, crisis and residential treatment, than if
placed in a system where the other services are lacking. Similarly, such a program
will be more effective if social, health, and vocational services are also available in
the community than if they are absent or of low quality. In a system of care, all of
the components are interdependentnot only the components within a service
dimension such is mental health, but all of the seven service dimensions that comprise
the model. -- -

A critical characteristic of an effective system is an appropriate balsnee between the
components, particularly between the more restrictive and less rest-letive services. If
such balance is not present, then youngsters and families will not have a full dunce
to receive less restrictive services before moving to more restrictive services. If, for
example, within'communIty there are mo intensiretornebased services, only 20 day
treatment slots and 50 residential treatment slots, the system is not in balance.
Youngsters and families will most likely not have the opportunity to participate in
homebased or day treatment services because of their relative unavailability, and the
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residential components of the system will be ovaloaded with youngsters. some ofwhom might have been diverted from residential treatment if there had been motenonresidential services available,

At the present time there arc no clear, empirically-based guidelines about theappropriate capacity -t-"ln each component of a system of ore. As a consequence,no specific quantitati.- ...idelints are presented in this document. implicit within amodel system of service, however, is the expectation that more youngsters will requirethe less restrictive services than the more restrictive ones, and that service capacityshould, therefore. diminish as one proceeds through the system. in particular, thesystem capacity in the more intensive of the
nonresidential services should exceed thesystem ::apacity in the residential' service components. As additional research andfield experience arc accumulated with respect to systems of eau for severelyemotionally distutbed children. it may become possible to define the optimal ratios ofcapacities In the different system components.

Within each of the seven service dimensions Is a continuum of service components.These dimensions and the components within them are displayed on the followingpage, and are described within the monograph. The major focus, however, is on thecontinuum of mental health services since these are critical services for all severelyemotionally disturbed children. While the mental health dimension is described insome detail, brief descriptions are provided with respect to the other dimensions.These descriptions are intended as intcoduetions to the service dimensions, and not ascomprehensive reports on all the services included in the system of care.

Throughout the discussion of the individual services, It should be recalled that theseare component parts of an overall system of care. The boundaries between thevarious dimensions and components are not always clear, and frequently there isoverlap among them. While they are described individually, the system of caredimensions and service components cannot be operated in isolation. Only when theservices are enmeshed in a coherent, well- coordinated system will the needs ofseverely emotionally disturbed youngsters and their families be met in an appropriateand effective manner.

The mental health tervices of the system of care are shown on page xill. They aredivided into seven nonresidential categories, and seven residential categories. Thecomponents often overlap to some degree. For example, the difference betweentherapeutic group care and residential treatment Is not always clearly distinguishable.Further, there are a variety of different program models for each component, such asseveral distinct approaches to therapeutic foster care. Some of these different modelsare noted in the discussion of the components in the monograph.

The operational services dimension is somewhat different from the other system ofcare dimensions. This dimension includes it range of support services that can makethe difference between an effective and an ineffective system of case, but do not fallinto a specific category. Instead, they tend to cross the boundaries between differenttypes of services. They are called 'operational services' because of their importanceto the overall effective operation of the system. The services included In thisdimension ate Me management, self-help and support groups, advocacy,transportation, legal services and volunteer programs.

Case management is an essential service that can play a critical role in the system ofGM Behar (1985) calls ease management 'perhaps
the most essential unifying factorin service delivery. This indicates the important role that case management can play
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COMPONENTS OF THE SYSTEM OF CARE

I. MENTAL HEALTH SERVICES

Prevention
Early Identification & Intervention
Assessment
Outpatient Treatment
Home.Based Services
Day Treatment
Emergency Services
Therapeutic Foster Cue
Therapeutic Group Care
Therapeutic Camp Services
Independent Living Services
Residential Treatment Services
Crisis Residential Services
Inpatient Hospitalization

2. SOCIAL SERVICES

Protective Services
Mauch! Assistance
Home Aid Services
Respite Care
Shelter Services
Foster Care
Adoption

3. EDUCATIONAL SERVICES

Assessment & Planning
Resource Rooms
Self-Contained Special Education
Special Schools
HomeBound Instruction
Residential Schools
Alternative Programs

4. HEALTH SERVICES

Health Education & Prevention
Screening & Assessment
Primary Care
Acute Care
LongTerm Care

S. VOCATIONAL SERVICES

Career Education
Vocational Assessment
Job Survival Skills Training
Vocational Skills Training
Work Experiences
Job Finding. Placement &

Retention Services
Sheltered Employment

6. RECREATIONAL SERVICES

Relationships with Significant Others
After School Programs
Summer Camps
Special Recreational Projects

7. OPERATIONAL SERVICES

Case Management
SelfHelp & Support Groups
Advocacy
Transportation
Legal Services
Volunteer Programs
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DIMENSION I: MENTAL HEALTH SERVICES

NONRESIDENTIAL SERVICES:- -RESIDENTIAL SERVICES:

PREVENTION

EARLY IDENTIFICATION &
INTERVENTION

ASSESSMENT

OUTPATIENT TREATMENT

HOMEBASED SERVICES

DAY TREATMENT

EMERGENCY SERVICES

THERAPEUTIC FOSTER CARE

THERAPEUTIC GROUP CARE

THERAPEUTIC CAMP SERVICES

INDEPENDENT LIVING SERVICES

RESIDENTIAL TREATMENT SERVICES

CRISIS RESIDENTIAL SERVICES

INPATIENT HOSPITALIZATION
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in a system of service, a role that has been increasingly recognized in recent years
but has only been operationalized in a few states.

Case management serves youngsters involved in both residential and nonresidential
programs. It involves brokering services for individual youngsters, advocacy on their
behalf, insuring that an adequate treatment plan is developed and is being
implemented, reviewing client progress and coordinating services. Case management
involves aggressive outreach to the child and family, and working with them and with
numerous community agencies and resources to ensure that all needed services and
supports are in place.

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

The second type of advocacy is 'class' advocacy, or advocacy on behalf of a group of
individuals. Class advocacy, if successful, can have a greater impact than case
advocacy because it can produce changes that affect more children (Knitzer, 1984).
Class advocacy is typically a lengthy process that requires not only considerable
knowledge and skill, but also enormous persistence.

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

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

MANAGEMENT OF THE SYSTEM OF CARE

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

Proper system management should insure good coordination between components of the
system. Such coordination is- necessary because most youngsters require services from
more than one component at a particular point in time. Only in a wellmanaged
system would it be possible for one youngster to receive all of these needed services,
and particularly to receive them in a manner that produces coordinated efforts by
different professionals and agencies to achieve the tame goals. Effective system
management should also insure that as a child's needs change, he or she will be able
to easily move into different services, or that existing services will adapt to the new
needs.
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A major issue with respect to system management is the relationship between statelevel and community level agencies in managing the system. This includes suchquestions as the extent to which fis:al resources are controlled at the state level orcommunity level, the degree of flexibility that communities are allowed to developsystems tailored to meet the specific needs within their area, and the degree towhich decision making takes place at the community level versus the state level.

In order for the system to be able to be most responsive to the needs of the childand family, the community should most logically be responsible for system managementand coordination. However, the state must also play a major role in systems of care.The role of the state in relation to the community should be to share in providingresources for the system, to establish standards for communities to meet in developingservices, to monitor and evaluate the performance of communities, to establish policiesand procedures to facilitate effective service delivery, and to provide consultation andtechnical assistance to help communities. States may also provide certain limitedservices that are best provided at a regional or state level, either because they areextremely specialized or deal with problems too low in prevalence to supportcommunity level efforts. Overall, the role of the state should be to promote thedevelopment of strong and effective community-based systems of services.

Within an overall framework of community-based system management of the system ofcare, there are three basic approaches that can be taken. These approaches includemanagement by a consolidated agency, management by a lead agency, or managementby multiple agencies through formal agreements. Each approach is described withinthe monograph.

Case management plays a critical role in all three system management approaches.Case managers are the 'glue which holds the system together, assuring continuity ofservices for the child and family. Whether a consolidated agency, lead agency ormultiagency management model is used, case managers see to it that the variousservice components are coordinated and that service needs are assessed and reassessedover time.

Some states and communities have been experimenting with case review committees asan additional management structure (Friedman, 1985). Such committees are used tomake or review decisions about appropriate
treatment or placement for youngsters inorder to insure that the rights of children are protected and that decisions are in thechild's best interests.

Several points with respect to system management appear to be important, althoughthey have not yet been empirically tested. It seems essential that, whatevermanagement approach is selected, it should be community-based. Trying to manage adirect service system for youngsters in communities across a state from a state officeis cumbersome and inefficient. Further, centralized state level management does notcreate a sense of commitment in communities for accepting responsibility for servingtheir children.
.

It als.) seems clear, and is a consistent ever= of this monograph, that whateverapproach is taken must involve the close cocperation of agencies including the mentalhealth, health, social service, juvenile justice agencies and the school system. Suchcooperation is needed both for developing and implementing the component parts ofthe system and for management of the overall system.

2-15



231

Finally, there are increasing indications that case managers are a key component of
any attempt to make a system truly responsive to the needs of the individuals it is
designed to serve. For a system to be effectively operated, ;here should be case
managers who can pull services together from a variety of sources to meet the needs
of individual clients.

STRATEGIES FOR DEVELOPING SYSTEMS OF CARE

Conceptualizing a system of care model is only a preliminary step in the system
improvement process. The real challenge for states and communities is to transform
their system of care plans into reality. The monograph outlines a number of specific
strategies and approaches that might be used to translate plans into functioning
networks of services for severely emotionally disturbed children and their families.

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

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

o Planning and needs assessment,

o Modifying the mental health system,

o Interagency collaboration,

o Technical assistance and training,

o Constituency building, and

o Local system development.

It should be noted that these categories represent not alternative strategies, but
rather complementary strategies. In order to develop effective systems of care, states
and communities should be selecting and implementing strategies from each of these
categories, varying the emphases, strategy types and sequencing to conform with the
particular environment.

Within each category, there are innumerable s ategies that states or communities may
select. A discussion of the strategies within each broad area is included in the
monograph.

SYSTEM ASSESSMENT

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

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

The assessment questions are f gllowed by sample worksheets for assessing the statusof the development of the various iystem of care components. The assessment
questions and worksheets are presented to summarize the information presented in the
monograph and to provide readers with a framework for evaluating the status of thesystem in their state and community.

The monograph is intended to provide states and communities with a conceptual modelfor a system of care for severely emotionally disturbed children and youth. Themodel can be used as a guide in planning and policymaking, and provides a frameworkfor assessing present services and planning improvements. The model can beconceptualized as a blueprint for a system of are which establishes directions andgoals.

This model should aot be area as the only way to conceptualize systems of care.
States and communities may revise and adapt the model to conform with their needs.
environments and service systems, or they may develop a distinctly different systemof are configuration. The model mat also be regarded as flexible, with room foradditions and revisions as experience and changing circumstances dictate.

Most important is the acknowledgement that conceptualizing a system of carerepresents only a preliminary step in the service system improvement process.Development of a system of care model is a planning task which must be followed by
implementation activities including necessary state level arrangements and localprogram development efforts. While designing a system of are is an essential andchallenging task, the real challenge for states and communities is .to transform theirsystem of are plans into reality.
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Hearing on Children's Mental Health: Promising Responses to
Neglected Problems

The American Academy of Child and Adolescent Psychiatry is pleased to be
able to submit this statement for the record regarding "Children's Mental
Health: Premising Responses to Neglected Problems.

INTRODUCTION

The American Academy of Child and Adolescent Psychiatry is a membership
organization of child and adolescent psychiatrists, all of whom are physicians
with subspecialty training engaged in the understanding, diagnosis and
treatment of psychiatric and emotional disorders in children and adolescents.
It is the only professional specialty to limit its concerns to child and
adolescent mental illness. With 3700 members located in each of the fifty
states, the Academy works within large and small communities. Its members work
with families, guardians, educators, public servants and private organizations,
juvenile justice officers, and others who have contact with children and
adolescents with emotional disturbances.

The Academy agrees with the failures that have been cited in recent
national examinations of the mental health system's accountability toward
children, including the following:

o Critical shortages exist in professionals trained to treat
children and adolescents with serious emotional illnesses which
creates a burden for service delivery systems. This has
repercussions and as stressors to all service delivery
systems, but particularly public programs. It is child
psychiatrists who are trained to treat these seriously ill
children and adolescents.

o Research in children's mental illnesses lags behind other
mental and physical illness research; longitudinal research
which is the most necessary and promising is all but non-
existent.

21.4(,)
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o States have not had the encouragement or resources to
coordinate agencies and provide technical assistance for
recognizing, evaluating and treating children and adolescents
who are at risk for or who are seriously emotionally disturbed.

The Child and Adolescent Service System Program ICASSII is a
promising response to this problem, but it is constantly in
jeopary of losing funding;

o Prevention programs and longitudinal studies have not been
effectively developed or financed.

Child and adolescent psychiatrists, identified by a Department of Health
and Hum Services report as the most underserved medical specialy, daily
witnesss the unmet needs of the children and adolescents in their communities.
Recently, a member of the Academy, Dr. Murray Persky, wrote that, "Adult care
is, to some extent, blessed with a continuum of care from acute to subacute and
chronic but this system is not in place for children." He notes that in the
California Bay Area, children with serious emotional disturbances, "have been
'farmed' out to Sacramento, Vallejo, juvenile halls, emergency rocas, adult
wards, crisis units, Children's Home Society and many more distant and unlikely
places." Child psychiatrists treat serious and chronically ill children and
adolescents, and they are unified in their belief that, although children
seldom need hospitalization, when they do, it is critical that appropriate
hospital care been given, and coordinated aftercare support system be
available. No community should have to rely solely on one form of care,
such as hospitalization.

AREAS OF RESPONSE

In responding to these areas of need within the children's mental health
system, the Academy has planned and developed special projects that allow its
members to work for improved training, prevention, treatment and continuum of
services not only at their local level but as a national campaign.

Tte American Academy of Child and Adolescent Psychiatry is contributing to
the "promising responses" directed toward the neglected problems of children's
mental health. As part of a two-year project, the Academy is currently
leeling prevention projects in the following areas:

o 1 examine the risk factors and prevention of conduct
disorders Children with conduct disorders have been noted to
be the largest single group of emotionally disturbed children

treated or untreated, and attempts to treat th-m have not
always been successful. Early identification of particularly
dangerous couplings of symptoms may allow focused intervention
of increasingly scarce resources.

o 1 understand the risk factors and intervention strategies
that would lead to the prevention of substance abuse,
specifically in children and adolescents. By analyzing the
effectiveness of affective and interpersonal education

programs; behavioral prevention programs; community-based



family-focused prevention interventions; and other innovative
programs, substance abuse may be better understood and
controlled.

To respond to the tragic and all too often unexplainable reason
that children and adolescents take their own lives. The effort
to understand and prevent suicide by the young has been
gathering data for some time, and the warning signs of suicide
are now known. But the intervention strategies are not so well
known and are being studied.

To prevent learning disorders. The biological,
psychological, social and educational factors of learning
disabilities are being examined with the hope of breaking the
causal chain.

o 'to research the linkage between parental mental disorder as a
psychiatric risk factor for children. This is an ongoing
project of Academy members, and a special focus at this time.

o To examine, as part of the current effort to understand the

prevention of childhood psychiatric illnesses, two additional
areas: Understanding how to prevent psychiatric illness in
young victims of inadvertent trauma, and how chronic physical
illness is a risk factor for psychiatric disorder.

If the understanding of how to prevent mental illness in children is moved
forward in each of these areas, the Academy's two year focus will be
successful. The research will be disseminated to the child psychiatry training
programs as well as shared with other mental health professionals. The Academy
would recommend that federal support for research into child and adolescent
psychiatric illnesses be increased wherever possible -- within the National
Institute of Mental Health, the Maternal and Child Health Program, the National
Institutes of Child Health and Human Development, and the Institutes on Drug
Abuse and Alcohol and Alcoholism. The special need for longitudinal research
into childhood mental illnesses has been emphasized for years. Because of the
expense and the need for dedicated long-term researchers, it is recommended
that federal support be offered through those same agencies for the purpose of
initiatkg and sustaining longitudinal research.

In addition to the promising responses from a national call for prevention
of specific illnesses, Academy members are working on individual research
projects designed to develop innovative treatments that fit into a continuum of
services, thus shortening inpatient hospital time. Submissions for examination
by members and other mental health professionals have focused on finding
resources for developing day and partial hospitalization treatment as a
strategy to reduce length of stay, as well as using partial hospitalization as
an effective early intervention.

Prevention, early intervention, accurate diagnosis and appropriate
treatment are primary goals for Academy members. Past research, treatment,
education, and public information programs have provided child psychiatrists
with knowledge and techniques to treat their patients more effectively. The
current projects hold more promise for reducing the number of children and
adolescents who will need treatment for serious emotional disturbances.
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The Academy appreciates the opportunity to submit this brief statement
outlining areas of praising responses to the serious emotional illnesses of
childhood and adolescence. Thank you for scheduling this hearing to focus
public attention on children's mental health. Please contact the Academy if
additional information is needed on any of subjects discussed in the statement
or if you have questions about the stated information.

Irving Philips, M.D.
President
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