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CHILDREN’S MENTAL HEALTH: PROMISING
RESPONSES TO NEGLECTED PROBLEMS

TUESDAY, JULY 14, 1987

House oF REFRESENTATIVES,
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,
mincrity deputy staff director.

Chairman MIiLLER. The Seiect Committee on Children, Youth,
and Families will come to order.

Today, the Select Committee will examine the uignificant 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children who are too aggressive or too withdrawn, who have prob-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 veen 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 8Q percent of them receive either inappropriate
care or no care at all.

A great deal remains to be learned about how to treat troubled
thildren. Meanwhile, children are falling through the cracks be-
cause appropriate care is unavailable in some communities, uncoos-
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;
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and, in some cases, families are forced to give up custedy of their
children to get treatment at all. Children get bumped frcm agency
to agency, from group home to foster home, furtber exacerbating
their mental illness.

Our Government has accepted no obligation to ensure that chil-
dren with mental health nroblems 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 fuliy 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 heaith services often pre-
vents these youngsters from realizing the prcmise 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
comprebensive evaluation by county mental health per onnel, as
well as appropriate treatment. But despite $15 mllion ir 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 hurdreds. 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 tcmporary alternative, is now conmon.

Today we will learn about the 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, SeLEcr COMMITTEE oN CHILDREN,
YoutH, AND FAMILIES

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

Emotionally troubled children are not unfamiliar to any of us. These are the chil-
dren who are too aggressive or too withdrawr, 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 emotional 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 children—up to 9.5 million—suffer 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 talling 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 cntitles emotionally impaired children to an appropriate edua-
tion in the least rcstrictive setting; yet the lack of menta' health services often pre-
vents these youngsters from realizing the promise of the la'v.

In California, early pioneering efforts to improve mental nealth 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 emo-
tional problems receives a comprehensive evaluation by county mental health per-
sonnel as well as appropriate treatment. But despite $15 million in start-up fundin
in the past two years, the magnitude of the referrals coming into the mental healt
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 innoyative 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 70 NEGLECTED PROBLEMS—A
Fact SHEET

MILLIONS OF CHILDREN SUFFER FROM MENTAL HEALTH PROBLEMS

From 7.5 t0 9.5 million children in the U.S.—12 to 15% of those under 18—suffer
from a mental health problem severe enough to require treatment. (Office of Tech-
nology Assessment [OTA]), 1986)

uring the 1985-86 school year, 376,943 emotionally dist.rbed children aged 3-
21—less than 1% of the totsl school population—received 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]), 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, 1987]; 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 UNAV# LABLE

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

Less than 19, or 100,000 children, receive mental health 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 par-
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-
%’é‘*{t;"y disturbed during the 1984-85 school year. (U.S. Department of Education,

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, admicsions 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. (Jackson-Beeck, 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 threestate 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 youtt in public facilities but only % 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, 509 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, 17.19 of 369 facilities were operated for profit—a
125% increase, (Office of Juvenile Justice and Delinquency Prevention, 1983)

Between 1980 and 1984, admissions of adolescents to :?rivaw psychiatric hospitals
increased an estimated 45¢%~—rising from 10,764 to 48,375. (National Association of
Private Psychiatric Hospitals, 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 elderiy, diminishing the focus on
children. A GAO snrvey of 13 states found that some states chose not to fund chil-
dren’s services at all with the 1985 set agide. (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 (349.6 million) of NIMH’s budget was spent on children and

i_o\}lgg)-related activities. (NIMH, 12th Annual Report on Child and Youth Activities,

NIMH’s clinical training Srogram has been cut 85 Bcrcent over the past seven
years—{rom $70 million in 1980 to 315 millun 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 34.7 million to help 28 States and 3 localities develop a com?rehensive,, inte-
%g%d system of care for emotionally disturbed children and adolescents. (NIMH,

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

Between 1981 and 1986, Florida's multi-agency petwork for severely emotionally
disturbed students, SEDNET, reduced both out-cf-state 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, reuuced out-of-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
gnd to train parents to become effective advocates for their chil-

ren.

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 neads 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 mentaf health needs of children, it is
important for you to know that the range of services are frequently
unavailable, tl{at there is very little coordination among the sys-
tems that are mandated to serve our children, and there is usua{ly
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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 nct 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 huppy
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 niot know what to do for him; I did not know
where to go or how to get help.

My family urged me 10 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 wih 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 folloewing 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
sérvices, 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
grivate boarding school with a therapeutic environment for chil-

ren 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 welfare 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 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 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 wer: 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 witn serious emotional problems are excluded from public
school programs dr 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.

i3
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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
Prosect, MENTAL HEALTH ASSOCIATION OF SOUTHEASTERN PENNSYLVANIA, PHILA-
DELPHIA, PA

¥r. Chairzan, mezbers of the committee, My naze is Glenda Fine and I have a 16-
year old son vho has serious emotional problems. I am also Director of the Parents
Involved Network Project in Phiiadelphia sponscred by the Mental Health Associaticn
of Southeastern Pennsylvania. Parents Involved Network's primary goals are to organize
self~help/advocacy groups for parents of children and adclescents who have severe
ezotional disturbances. Historically parents of these children have not Joined
together as have parents of children with other disabling handicaps. Stigza, parental
blace and isolation are but a few of the reasons this has not happened.

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

The zental health needs and problezs 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 systexs.

‘We struggle to becoze our child's advocate--often learning how to make the
systen respond by a trial-and-error process. We become overvhelzed, frustrated,
confused and exmotionally 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 “~n vith desperately needed services. Consequently, children are

unserved, underserved or served inappropriately.
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When &y son was two years old I kept thinking to myself that he was not like
other children and that “scmething vas 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
tice our second son was born and five months later =y hustand died suddenly
Joshua retreated into his own little world, missing his father, confused because his
mother was not smiling and happy anymore and occasionally physically attacking his
sibling. Joshua stopped talking except for an occasional whisper of "where's
ry daddy”. He wrappred himself in a cocoon because life was Just too paimful.

I still rezember weeping night after night for &y hurpand and for my little boy
who was in such distress. I did not know what to do for him, where to g0 or how
to get help. My family urged ze to have Joshus evaluated by a child psychiatrist.
As & 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 lock forward to a child who would
display serious exotional problezs. f

Tize passed and I did the best I could to establish & wern and nurturing home
envircnzent.

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 tize 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 time of the school evaluation, I could no longer afford privat:e
treatrment and I then turned to the county mental health system.

My first experience was devastating as I wes told that I was the cause of &y
son's problems and that I needed to be in treatzent and that he was perfectly okl
I vas incredulous that a professional could make this statement after meeting
with ze (not with Joshua) for approxicately L5 minutes. I went to another cormunity

zental health center &nd was put on a long waiting list. The phone never rang.

-,
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The following years were filled with disjointed and desperate attezpts to
find help for my son.

When Joshua was ten he was hospitalized because of his destructive behavior
to himself and our hoze. The diagnosis was seriously.emotionally disturbed
and he was recomzended for & partial hospitalization prograz. There were no
openings!

When Joshua was 12 our home life was so chaotic and life was like waiting for
a tire bomb to explode. I feared for my sanity and for the emotional stability
of my other son. We stuzbled through daily living with the help, finally, of an
excellent therapist at & cozzunity mental health center. When Mr. Green left 8
months later for another position we were once again put on another waiting list.

¥hen Joshua was 13% I spproached our county children and youth agency asking
for any specialized support services they might have available. There was nothing!
Ko respite, no in-hoze services,...nothing.

Mr. Chairzan and members of the committee..it was at this time that I would
have sold my soul for the money to send @y son to a private boarding school with
a therapeutic environzment for seriously emotionally disturbed children.

I caze to the realization that I could not provide the care and.Rupports

that =y son so desperately needed. My next step was to ask the county children
and youth agency for scme type of residential treatment facility for Joshua.
Joshua was evaluated with the same diagnosis. The treatment recorzmended was a
therapeutic structured envirornent in & 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 srstem. In order for Joshua to be placed
in a residential facility it was necessary for me to give the state custody of &y

child.

-
)
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My 12 year nightzsre had led me to this indignity and humiliation. The state
by assumdjns custody of ry son had indicted me. I had not abused or neglected oy
child. On the contrary, I had used every bit of nmy energy and vhere-with-all in
a desperate search for help for Joshua. He novw had to be adjudicaied dependent
because, and I quote, "he was without proper parental care or control”. This
injustice, all toc commonplace, is a grave indictzent of our mental health systen.

Another family's story highlights the problems parents experience with
the public education systenm.

Richard is 6 years old and is seriously ezotionally 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 progran for him. He was hospitalized and on discharge
the parents were told that the staff weras baffled and diagnosed Richard as hyper-
active with very mild brain dazage.

The school district refused to take Richard back and rec ded hozebound

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 progranms from Jheir 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.

O
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To suzcarize, our troubled children are the casualties of systems that do
not work or at best fall short of addressing their cozplex 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 resourcel

Thank you.

O
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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 prcvided 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.
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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 of 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:]
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PREPARED STATEMENT OF JEAN MAY GAUNT, FosTer PARENT, INDIANAPOLIS, IN

I want to thank the members of this committee Ffor the
opportunity to shars with you as a Fostor perent. I have seen
many things that as e regular parent I would not have had the
opportunity. While we in this country ers consumed with the
issuss of AIDS and Oliver North becauss thesy are issuss that seem
immediate and pressing. I have witnessed over these lest fourteen
yeers en urgency that has been hidden in socisty. The other
day my daughter said to me "Hom? Why are you a foster parent?”
_When i became & foster .perent I told sverybody thet it wes to save
children, but when my deughter esked me thet question, I hed to
stop and re-examine why I was a foster parent. I em not a foster
perant to save the child today. Yes I am, but its more then just
that. It's also to save femilies. Femilies are in crisis es
navar befors. Family units ere eroding to the point that
irrevarsable damage is being done to our children. Whet
frightens me most is that we are not ;aklng care of the problem,
we sra ignoring it, eond as & result we have children 1ike Ricky.
I suggest that you take a lqng look st the materisl I've included
shout Ricky in a Ffact sheet st the end of this report. It
cepresents a time line of his entering the system end the collers
and time spent on Ricky.

How many children should go through ﬁyentu-seven placements%
It .seem§ extreordinary does’'nt it? It is not, though. Ricky

represents or is more typical than we would 1ike to believe.
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Be it Nichele or ilonny cor Jssss cr even Jason, my own adopted son,
in foster caro they are becoming more the rule thon ths exception.

Their families have beun "ilaed upon. They have not been
serviced, They hava not been tresated with dignity. They have not
raceived tho adequate help they desperastely sesd to remain intact
as a family. Ue have taken these children out of the birth homes,
thrown then in foster homes and in much of the nation thers is not
snough adequate training for ths foster homas It is 1eft up to
the foster parent to ssek it out. There is 8 despurate need
to educate our fFoster homes to understand the problams of their
fostar children and just not symptoms. Then not to contributs to
theic problems, and last when possible to sncourage UEEPth and
nurturing to occur for re-unification back into the birth hona.
Hany times ws see children move back and forth through the system
because of the lack of understanding of the dynamics involved.

What this has become affesctionatsly known as is the Foster
care drift; the drifting of children in and out of ten to Fifteen
placements. Is it any wonder that children become mare
emotionally impaired.

Hany times children go through the adoption process and still
continue to bounce in and out of placements. Approximately, forty
psrcerit of our placements in our home in the last fivi: years have
been adopted children that were either struggling in the adopted
home . Going back to Ricky, I would note that in all the
twenty-seven placements that Ricky has experienced, he has never
been troated for the sexuslly acting out, or his socisl pathic

tendencies that have been identified. Please look et his {ime
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1ine for placements, 1t 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 ser&lced. If left in his birth homs, we doubt LIf he would
be worse, than what he 1s today. I can tell you what he is. He is
1ike many 1llke of our other children we have had in our home
without social consclience bescavss they have not bonded. IF we
don't get to tham while thay are still young we will continue to
not only have the Steven Judys' and David Woods' who I am more
familiar with because the man hs murdered was within flve milss of

my home and his sister resided in my home For several years.

You read about tham in your paperas back homs. You may not
now who your new naighbor is next door. Thay will look like you
and I but thoy will not have a sonse of consclentiocusnass that you
and I have; ths
values Iin soclety. Ws will have to deal uith 1It. We ars
currontly dealing with it now in our correctional facllities but
we can not bulld the jalls as fast 83 will bs noeded IF we don’'t
take the tima to realize and hulp work For a solution.

I aiso might suggowt that we not just loocking at Funding.
14 would strongly advocate that we take a look at our
dapartments,, agencies, and programs that now axist snd tholr
coopsration snd coordination with ons another.
Birth homes are people that need 1ifted 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 nsed ssrvices, When familien are placed under
less than 1deal clrcumstances with thaess chiidren we sas familles
breaking up furthering the emoticnal problems of tho child as well
as the family. We have witnassed first hand the caro and concern
for children with physical handicaps and also the hurt and scorn
from the lack of services by achools and socloty with the
smotionally handicapped child. Foster Parents are there to
respite and help. Foster parent education should be mandatory in

svery stata.

1 urge Congrqzs to take 8 look at the cassloads that
caseworkers ars handling. [ have spoken dirsctly with casowcrkers
from Cisveland that had caseload of 110 . whils Indlana regulates
thelr caseloads to 5SS which is only an averagse.

That 1s not servicing of children. Children's Bureau Iis
recommanding cassloads of 20 to 30, I beliove. We have watersd
the soup down so low that thera 1s ssry little nourishment left.
1 have groat ompathy for those caseworkers that ars overloaded and
the difficulties that lesad to high turncver rates bscauses we glve
them filssion Impossible. But I am not giving up hope because I am
seeling poople baginning to cooperats. There was a time when there

wes no communication.

We are beginning to recognize the need Ffor more
speclalized foster homes instesd of more restrictive settings.
Spocialized foster homes recelve  extsnsive training. Ue

personally went thru three years of training in & pllot program

a%]
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presanted in Northeastern Indlana under Wayna Hapnar.

I have Just recontly became aware of & new program called
C.A.S.S.P, through working with Parents As Allles. This program
has glven mo new hopa that something can be done, that the system
i3'nt 30 large that we can't still keap our agoncles Intact,
revitalize them and redirect them towsrd working with one anothar.
It 1s necessary to get boyond turf issues and concentrate on
sclving problems and providing adequate services to chlldren and

familles,

Having fostered children for the last fourteon ycors, I
have  becowe a tosm mombar and team leoader. i've called toam
moctings that included myself, ceuwworker, probatlon officer,
therapist, guardian ad lltem, and school ropresantative, and can
say it 13 possible to got boyond turf lssues. As a result somo of
our worst senarlo foster children have had successful rea-
unifications and or have experienced positive beshavior changes.
1 was &t 8 Perents As Allles conferonce last month yhsre birth
fanllies from nlno states gatharsd with professionals to share
ideas on deflning and breaking down ths barrlers thoy saw for
their emotionally handicapped children. I have included those with
my creport. Indiana 13 the crosaroads of America. VYo aro =a
cross soctlon of America. Uhen we 1Jft o child wo help that
child but when we 1ift familles we still 11F% that child as well.

Your committse is able vo 11ft familles across Amarica, 1t 1s
my hope that b6ing hers todey ! can encourage you to continue to

do 30 and also to stress the importance of spociallised foster
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homes, tha de- .nstitutionalization of childron, ard the importance

of the team concopt across ths 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. Izack o? data

D. lack of coalitions and other groups

2. fervice delivery oroblems:

A. Lack of a comlete 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
om one administration to another)

F. Need for more rural programs

G. coordination problems

H. No commissioner serving directly the issves 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

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

D. Cammunication problems

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

4. Family/Parent support:

A. Need for organized groups

B. lack of respect for families and the need for cammication

C. Need for respite care

D, lack of knowledge of the system

E. Need Zor improved communication and coordination (a 'team approach' between
professionals and families)

S. Need for innovations in funding and resource allocation:

A. "More that just state money"

B. Need to 1ook closer at local charities (etc.), utilizing every available
Wy to allocate resources (approaching both the private and public
sectors, and at all levels)

ERIC
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Il1linois

of ¥nowledge,commmnication, and coordination between parents, profession-

als,agencies,programs, and inter-agency networking).

A.
C.
D.
E,

F.
G.
H.
I.

2. lack

Myths (re: parents)
Parents'/Professionals® lack of knovledge and resources

Lack of cammmity services due to “Confidentiality lLaw"

Level of trust between professionals and parents

Conflict between professicnals (their attitudes toward parents and the
needed treatment)

Lack of state coalition

Professional detachment

Professionals' concern (re: lack of parent involvement)

Service providers “passing the buck™ (mandating services only by the
'letter of the law' and a general lack of inter-agency cooperation
cormunicaticn)

of appropriate educational programs,services, and legal remedies for

children and their parents.

A.
B.

c

D,

Inadequate intermediate services

Lack of coamprehension of the degree to which a problem must be (before
it is even addressed or acted upon)

Parent skills to evaluate resources (need professicnal guidance and treat-
ment)

Restricted or inconsistent allccation of resources at all levels of govern-

ment (i.e.--schools,county services,etc.) -
School administration’s acceptance of role as the academic supporter
of the child

Lack of parent support-groups

Inadequate legal intervention

Professional refusal to place children into special programs
Lack of appropriate intervention at an early age

Lack of public avareness and publicity

Lack of appropriate services (especially to minority families)

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

A.
B.

O
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General lack of financial resources
Professional awareness and education as to the finer points of insurance
policies and other family-oriented fiscal matters
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1. Inappropriate attitudes towards emotionally-irpaired children and their families
2.Government agencies neglecting the role of parents as allies...

3. Coordination of services...

Ohio

1. Funding issues...

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

3. Networking of service providers...

Minnesota

. "Shim/m;me syndrome"-- patronization of families by service profession-
als...

[

~N

. Lack of system flexibility... .

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

HWisconsin

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 vhat services
should be and how they should be provided...

L Q)
A




Parent-professional coalitions (advocacy and support and understanding)...
2. More funding for services...

3. More community-based services to prevent,in the end,institutionalization...

West Vvirginia

1. Better commmnication/mechaniss for parental input...

2. Summer programs {not just within the edvcational system)...

3. Inter-agency accounting (or responsibility) for the problems...

4. lack of trained service providers...

5. Resource hot-line approach providing information to parents needed...

6. More resources on a county by county basissand,the delivery of these
services in a systematic fashion...

7. Teachers (and other professionals) need training in developmental psy-
chology, theory,ete. (and,more inservice training)...

8. Ccnmmxty awareness and respomsibility in concert with greater advocacy
wvithin the legal and legislative structures...

9. Cooperation: a need-for-Partnership in Plamning services for Children
(Financial innanticns for bringing children back hame)...

Indiana

1. Unstable/inadequate resources for S.E.D.

2. Lack of advocacy efforts..

3. Lack of coordination and ooopexatim among government agencies...

4. Unwillingness of service Providers to tolerate advocacy and the institut-
fonal 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.

O
X
&
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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- Indianapol{
1iving in a suburb of medium sjzed city- Fort Wayne

1iving in 8 small town- Garret

1iving on 8 small rural farm in Dekalg County

Activities-
“Parents in Action Advisory Committee for IPS
Marion County Foster Care Task Force
Marion County Advisory Committee on AlIDS
Indiana Foster Care Association, Board of Directors-1st Vice Pres
Faniltesas 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

enotionally handicapped
physically handicapped

learning disabled

mentally handicapped
minorities-Asian, Spanish, Black

Q 31
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*
5-6  $1,712
480
7 o
*
480
*
8 0
*
1,712
[ 574
*
10-12 3424
13 36,000
0
14-15 53,000

RICKY

Placement #
1
2 two months
3 one year
4 three months
5 three months
6 three months
7 three months
8 three months
9 six wonths
10 ?
11 on} year
12 four months
13 three months
14 two years
15 s8ix months
16 nine months
17 two years

Placement

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

Counseling

none

none
none
none
none
none
none
none
none
none
none

begun during
last month

none

began again

Turns into Adoption #4

26hr.
4hr.

Institute #1

Adoptive Home #4

Institution #2

by nonpro-
fessional
by profes-
ional

cont.
20hr total

without for
7 months

RECORDS REVEAL AT THIS POINT AN ERROR ON BIRTH CERTIFICATE OF ONE YEAR

14 8,460
14%-16% 68,620

3,840

ERIC
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18
19

seven months

two years

two months

Residential Homedl

Institution #3

Residential Home #2

3/one hrs.

208 hrs.
group

52 private

none
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Ricky-2

Age Cost Placementsf Placement Counseling
* 21 one month Guardian Home #6 none
* 22 four days Juvenile Center given 3 test
Correctional Facility costing-1400

to parents

* 23 ? Guardian Home #7 none

* 26 ? Youth Center #1 none

* 25 2 Juvenile Center none

* 26  Now YMCA none

* unable to find cost

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

O
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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 wvith 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
3).increase the availability of community based programs. The
primary sponsors were Representative Ray Richardson (R)
Greenfield, Representative Dennis Avery (D) Evansville;
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 2nd 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 vho
have been hospitalized in state institutions vhen 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 velfare departments
will assume vardship of the children uron discharge from
state hospitals.

Aruitoxt provided by Eic:
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Chairman MizLER. 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 sy=tem. 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.

hildren’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 tynical 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 insrrance 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 ofy 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-
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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 arother 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, expar 1 prevention efforts through grants and set-
asides; fourth, ensure that funds are available for research on chil-
dren’s mental health problems; fifth, review Federa! 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
DIrRECTOR, CENTER POR APPLIED SCIENCE, BosTon UNIVERSITY, BosToN, MA

Chairman Miller and Members of the Committee:

1 am pleased to appear today to discuss the problems of care for
children with mental health problems. 1 am Professor Leonard Saxe, a
psychologist on the faculty of Boston University and Director of the
University’s Center for Applicd Social Science. I am the principal
author of 2 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 1 developed for OTA on
the costs and cffectiveness of mental health treatment.

Provision of Appropriate Care

Our OTA report documents what has long been known = that the
majority of children with mental heaith problems [ail to reccive
appropriate treatment. Many of the six to cight million children in
our Nation who are in nced of mental health interventions receive no
eare; other children, perhaps 50% of those in nced of treatmsnt,
receive care that is inappropriate for their situation. Mental health

treatment for children is often provided pi 1, is di d

from the child’s everyday situation, or is disruptivc to the child’s
on-going 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 nceded, we do not
spend our precious resources for childrea well

The reasons for the present inefficient and ineffcctive system
are many, but one is increasingly central: Our methods for paying for

mental health care. Rather than childien’s needs being paramount in
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deziding 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
altcrnatives. The system does not provide the continuity of carec and
provision of out-patient 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 ncither successful in controlling costs or in providing adequate
services.

If we arc to develop a mental health treatment system for
children that is responsive to their needs, we are going 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 arc manifest, the child should
be treated in the least restrictive setting possible and with
techniques appropriate to the child's sitvation.

One of the uaderlying 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 soeial
environment. Based-on my work for OTA, 1 would like to offer a
somewhat differeat vicw of the nature of children's problems and the

services available to treat such problems. This is the context within
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which decisions about restructuring the funding of children's mental

health services can be made.

Nature of “lems

Children's mental health problems result from an interaction
between the individual child's vulnerability to meatal health problems
and the hazards of a child's covironment. Childsea arc highly
depeadent on their cavironment; thus, the nature and course of
disorders that they have depend both on the child and the stresses or
3upport from their family, school, and neighborhood.

A wide array of psychopathology affects children. For example,
infants can suffer fror problems sueh as failure to thrive, while
young school-age children may cxperience school phobia, chronie
problems with attention and hyperactivity, difficulties with pesr
relations and control of aggression. In adolescence, childrens®
disorders 100k more like those of adults (although their treatment
nceds differ) and include depression, suicide and abuse of drugs,
slcohdl and other substances. Often, multiple problems appear |n an
individual child,

The child's cavironment plays a crueial role in mental health
problems and can cither cxacerbate particular problems or help in
their resolution. The environment may even be the precipitating cause
for a mental disorder. Poverty, minority status, parental _
psychopathology, maltrcatment, and the effeets of divoree, are but 2
few of the cnvlronmcm-:l factors which can lcad to or aggravate mentsl

health problems jn children.




The complex childsenvironment relationship has a3 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 2gainst an emphasis on diagnosisebascd systems
which establish treatment planning on thce symptomatology of the
child. It argues for 3 multiclayered coordinated system of care with
an cmphasis 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 3s the system is available to
a typical child. Mental health treatment runs the gamut from
school-based 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
out-paticat basis by psychiatrists, psychologists, or social workers.
Such treatment takes on 3 number of forms, including group therapy and
family therapy, and is somctimes combined with other treatments, such
as the use of drugs.

Probably more important for policy purposes than the type of
treatment is the sciting In which it takes place. Individual
treatment can take place virtually anywhere, from 3 mental health
praciitioner's private office to a hospital ward. Because dealing
with 2 child’s eavironment is 3 crucial part of treatment, the choice
of setting is essential. Whether the child Is provided assistance on
an out-patient basis or as 3 hospital inpatient is central, both in

terms 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 varicgated than
outpaticnt 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 sctting 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 othsr end.
There are, t0 be sure, important differences across states,
diffcrences between rural and urban arcas, and most importantly,
sociocconomic 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

W
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child protection services. Ideal immediate treatment might jnclude
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 (c.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 needs and is inefficient in such & casec.

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
trecatment methods.

Changes to the health care reimbursement system, to prevent
overuse of hospitalization, are only compounding the problem. Thus,
for cxample, 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 unrcliable 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

(A
LT
&0

ERIC

Aruitoxt provided by Eic:




38

adequate follow-up care, perhaps because there were not adequate funds
to allow for planning for subscquent treatment in the community. The
abuse, lcarning disabilitics, 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, CRAMPUS, curreatly
spends over $2.5 million per annum on children’s mental health

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

children to reccive 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 apprepriate treatment in less restrictive settings,

is provided. The demonstration 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 °y of resources
available to 2id children with mental kealth 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
arc 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 avaitable
funds. The governing principle has to be making available the most
appropriate treatment for a child at as early 2 stage as possible,

This will require developing mechanisms to fund mental Sealth
treatment that are not primarily based on labeling a child's
psychopathology. We also need to develop means to make 2 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 2 policy matter, what is probably most important is to
establish the principle that children, both at risk of mental disorder
and those with mental heaith problems, have 2 right to treatment.
Children do not have the ability to care for themselves -« they would

not 1t children if they could — and we have an especially important
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responsibility toward children with mental health problems.
Establishing a child’s right to mental health treatment, parallel to
the provisions uf 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 «
provision would, however, encourage states and local agencies to work
in concert with government to develop more effective policies.

There arc also 2 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.

- lnstitutionalize 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 10 require prevention efforts.

« Insure that funds arc 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 (c.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.

== Inecrease, 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:s are extraordinarily
complex. The perceived intractability of the problems should not,
however, cause us to shrink from tesponsibility. There is an urgent
need to close the gap between what we know about aiding children and
what we are doing. The sconer we begin, the more quickly we will

reach our goal of better serving those children most in need.
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Chairman MiILLER. 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. Knrrzer. 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 thac we did.

To set a context, though, what I would like to do is talk about
gome 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 to be, 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 Sf'stem 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 difterent
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 fox
change in many ways comparable to what permanency planning
has done for the child welfare system. There is a vision of wlhere
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 anc some of the states to encourage par-
encs 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
?ystem. So we are beginning to see those kinds of interagency ef-
orts.

Third, we are beginning to see interagency efiorts 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
somie'l 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 happzn, and 1
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 cervices to
troubled children. In fact, the State legislation around the mental
healtn of children generally concerns the conditions under which a
child can be hespitalized only. No statutes call upon the States to
provide a range of appropriate services. We need te develop models
for such mandates.

Even more immediately, we need to strengtiren 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 chillren have clearly received less attention tharn other chil-
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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
say—and maybe others can confirm this—I 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 sncouraging and supporting experimentation with
fuiding issues, with fiscal issues. I know you all know about this; T
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 *hink we need increased incentives for demonstrations of
interagency approaches to children’s mental heelth. I think the
time is right for these. Child welfare and menta' health people are
beginning to understand thet they have something in common. We
need to provide sume demonstiations around joint assessments.
The problem of »motirnally cisturbed children being evaluated and
evaluated and evaivaced is a very serious one. It is also a serious
waste of money. We need joint programs, joint monitoring, and es-
pecially joint trajning with people from child welfare, mentai
health, juvenils justice, et cetera.

Finally, we need Fe-eral help in assessing the impact of some of
these new initiatives: Are e really making a difference? I think it
is very important that we do - e of the kind of Lard evaluation of
these new services and the new iniiiatives and see whether, in fact,
we are really makiog inroads i* the way services are delivered to
troubled children and adolescents.

Thauk you very much,

[Prepared statement of Jane Knitzer follows:]
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PREPARED STATEMENT OF JANE KNITZER, ED.D., DIRECTOR OF THE DivisION OF RE-
SEARCH, DEVELOPMENT AND Poricy AND SeNior Poricy SCIENTIST, BANK STREET
CoLLEGE, New YORK, NY

My name is Jane Knitzar. 1 am currantly the diractor of the Division of
Resaarch, Demonstration and Policy at Bank Street College. Prior to that I vas
& venbar of the staff of the Children's Defense Fund vhera I carried out a
national atudy about children's mental health. That study, Unclaimed Children
vas relessed in 1982. What 1'd 1ike to do this morning is auzmarize, very
briafly vhat ve found, vhat progress haa been zade since then, and vhat rezains

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

The CDF Study
Firat let me highlight four major findinga from the CDF study. The first

vas that children vho need services often don't gat them. We estimated,

conservatively that there ara at leaat threa million seriously eootionally
diaturbed children in thia country. Of these, only one willion receive
servicea. Moreover, even for those children vho do get sonething, the aervices
are often inadequata. Repeatedly, for example, date that ve revieved ahoved
that betveen 30 ~ 60X of the children vho were in paychiatric hospitals wvere
there by defsult, because no less restrictive progracs, such as day treatment,
or intenaive in-home crisis intervention services vere available. Parents
reported painful, frustrating efforts to get the schools and mental health
agencies to provide eppropriste services to their children. And, in far too

many instances, parents of ewmotionally disturbed children vho need reaidential
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cara raport that thay cap only get it by giving up cuatody of thair children--in

sone casas tha only vay to do thia ia to charge parenta vith neglect.

The aacond major finding was that policy attention to tha needs of

enotionally disturbed children and sdolaacenta waa virtcally non-exiastent. A

atate by atate survay highlightad the incredibla raality that in 1981, only 21
atate dapartments of mental health had aven one full time staff paraon assigned
to child and adolaacent mantal health. Virtually all tha attention vaa focuaed
on tha naeds of chronically zentally {11 adulta. Only 15 states had any
asparata servics atandarda for children and adolescents, and almost nona could
provida information on how much the atate apant on child and adoleacant mental
services other than inpatiant care. Interagency afforts on behalf of troubled
children vere hard to find. This vaa perticularly aurprising aince both state
data and clinica) experience point to the reality that troubled children ara
found in all child serving aystems--ciild velfare, juvenile justice and apecisl

sducation--not just mental health.

Tha :lird nsjor finding vas that from a prograz=atic and clinical

perapective there vera (and are) some prograc approaches that seem to be

reaponaiva to troubled children anc thair faziliea. Thesa programs not only

provide therapy, but alao help tha children and familiea vith concrete
needa--for houaing for exazpla, or for changes in IEP's. Informal evidence
suggeat these progracs vera {(ara) auccesaful vith children otherwise hesded for
reaidential placerent. But they vere fev and far betwveen, and usually fiscally

precarious.
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Tha fourth pajor finding from the CDF atudy vaa thet unlike ssny other

groups of children with handicapping conditions, esotionally disturbed children

vere largely unclained not only by the atates and the federal governszent, but b!

advocatea aa vell--in part becauae of the difffculty of underatanding vhat
childran’s mental health {a 311 sbout--in part becauvas parenta of eaotionally
disturbed children snd adoleacenta had not organized their own aupport and

advocacy groupa.

Current Realitieas
Today, msny of theae findinga atill hold. The recent report of the 0ffice
of Technology Assesament, for example, estirmated that 803 of the 7.5 =illion

serioualy and moderately diaturbed children and adolescenta do not get servicea.

But soza thinga have changed for the better. This {a largely becauae of &
very ansll federal initiative entitled the Child and Adoleacent Service Syatexm
Program. CASSP vasz funded initially at $ 1.5 =illfon in 1933, Now {t ia funded
at § 5.9 milllon. (During the 1970'a, the federal governzment through the
cozmunity mental health centera act provided about $ 20 million for children'a
pental health servicaa.) CASSP providea money to the atate -to..create or
atrengthen & policy presence within departmenta of mental health. But it also
requirea evidence of meaningful interagency efforts around mentally {11
children, and evidence that the state is moving tovard developing “syate=s of

care for troubled children."

It calla on atatea and cozmunities, in other
vorda, to support &) a ranga of non-reaidential aervices (such aa Teapite care
for parenta, intenaive in-hoas criais interventi..a, often known in child
velfare circles aa {a=ily preaervation aervices, and day treatnent); b) a range

of reaidential treatzent aervices, including therapeutic foater cere, and
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€) cass zansgezent sscvicsz to glus togethsr the msny servicec often involved in

a troubled child's lifes.

The CASSP initistive, slthough clesrly fundsd ax s minizal level, has hed
an {=portant impsct. CASSP grants have bsen given to 28 stetes, at lssst 10 of
vhich vere making no sfforts on children’s zentel health in 1982. Most
izportantly, CASSP, along wvith the CASSP tachnicsl assistance center, tvo
national resserch and training centers also supported by federal funds and the
oev visibility to children’s zmental heslth have provided some badly nceded
direction to ths states abuut vhat to do for troubled children. This, {n tum

has rasulted in a nunber of changes.

Firet, there i{s tov videspread recognition that ciildren’s mental heslth
{asuse ars part of the larger children's sgenda=--ae vitness these hearings.
Second, & nuzber of states are putting some nev resources into children's sental
health, sithsr vith state funds, or by using some of ths sst aside mantal health
block grant monise. The result is some nev services srs devsloping,
particularly non-residential ones. Third, parental advocacy {s baginning to
grov, nurtured in part by CASSP snd the research centers. Fourth, {3 a few
places, statea (for exssple, North Carolins) and sose comunitiss (for exszple,
Ventura County, Californis) ars trying to implement systezs of cars. Fifth, nev
approsches to rsal, rather than token intsragency efforts ars smerging within
the statss, Soze of thsss ars focused on specific prograzs that vork for
troubled children in all systems, such sa fasily preservation services, othurs
are focused on efforts to ioprovse existing linkages scross systeza. Florida's
legislatively mindated SED Network (Multi-Agency Service Network for Severly

Esotionslly Disturbsd Students) for instance, has resulted i{n a joint effort

O
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betueen education, mental health and residential services in 15 regions of the
stare. Sixth, in a scattered vay, ve are beginning to have data showing that
providing community-based aervives, along vith strong case managezent efforts
can really make both a cost dif:erence 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
fragilc, and barely even skim 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 hosg}:nl 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
revard removing children frem their homes. These, and other barriers, mean that
sustaining the momentun for change will be difffcult. Continued and
strengthened federal leadership s therefore especially urgent. In particular

there are six areas in vhich ve face critical challenges.

The fi{rat challenge {s to ensure that funding and mandates to continue
recent reform efforts are in place both vithin the states and especially at the
federal level. Unlike either child welfare services, or educational services
vhich specify a broad range of obligations, the public pandate to provide
services to troubled children largely concerns only the conditions under vhich
children may be hospitalized. No statutes call upon the states to provide a

range of appropriate services.

At
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We need to develop oodels for such mandates. Even more icmediately,
however, {t {s crucial to strengthen and expand CASSP. Continued strong federal
support for non-residential services, for the development of balanced systexzs of
care, and for parental support groups and advocacy is essential. Without such

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

The second are - vhere federal initiatives could make a difference concerns
the role of the schools in meeting the zental health needs of both children and
adolescents already identified as troubled under P.L. 94-142 and those at risk
of developing behavioral and ecotional disorders. Ezotionally handicapped
children have clearly received less attention than other children identified
under the wmandate of P.L. 94~142. Often for them, thete is nothing more than a
token economy classroos. TYet it is clear, from research that 1 am now involved
in, that there are vays to serve them better; ways that link the school with
other agencies, and that focus attention on vhat the children learn as wvell as

how they behave.

The third challenge is to encourage, either through an expanded CASSP
progran or in other ways, the development of prograzmatic and policy {nitiatives
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 8
lesser extent, elementary school-aged children. State zental 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 ecotional disorders. Given the continued increase in children battered by
poverty, sbused or neglected by those who care for thexm, parented by teens vho

are often {ll-equipped for parental roles, and groving up hozeless a greater
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concern with prevention and early intervention seems izperative, especially
since ve have aome strong codels. (In this respect, P.L. §9-457 is clearly a

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

The fourth vay in vhich the federal governzent can play a significant role
is in encouraging and supporting expericentation with alternative forms of
reizbursezent to fund systems of care. Some states are already undertaking
sxzall efforts, but serious inroads can only be made {f the federal governzent {s

iovolved.

Fifth, ve need incrrased incentives for and deconstrations of interagency
approaches to children’s menta® health to encourage such efforts as joint
assesscents, joint prograss, joint zonitoring, and especially Joint trafning
with children, velfare, special education, and Juvenile lustice providers and
agencies at the state level, and culti-agency planning and case canagezent at

the local level,

Finally, ve need federal help in assessing the fopatt of some of these new
initiatives in children’sa zental health-~are they zaking a real difference in
the lives of real children and fac{lies? Here too, federal support and
leadership in funding progracmatic and longitudinal evaluations can provide
crucial cost and impact data as vell as a needed perspective on the ezerging

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

STATEMENT OF ROBERT FRIEDAMAN, DIRECTOR, RESEARCH AND
TRAINING CENTER FOR IMPROVED SERVICES FOR SERIOUSLY
EMOTIONALLY DISTURBED CHILDREN, FLORIDA MENTAL
HEALTH INSTITUTE, UNIVERSITY OF SCUTH 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 1nd 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 privaie 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
aay-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 and 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 tne 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,
'flre part of a long-term pattern of difficulty in functioning effective-

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 rosearch and training center at the Florida Mental Health
Institut:, with funding support from the Nationel Institute of Dis-
ability ara 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
potential cost to society is enormous.

These youngsters witk behavioral disturbances do more than just
show aggressive behavior; 53 percent of them also receive the diag-
nosis of anxieti or depression, and this reflects the fact that with
youngsters with the most serious problems, we see thuse problems
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.

It is not possible to determine at this time whether the preva-
lence and/or severity of emotional problems of children has really
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
chuse and neglect, separation and divorce, children living in pover-
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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 laci.ing 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
particularlgeghose 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
aver $106,000 per year, and often in settings far removed from the
youngster’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 Qur 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 partnershi;l)(s 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 iz 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 the private system aftcr 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 irter-
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 &lso 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 "ducation 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
treatinent 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 szrvice 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
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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 Hondi-
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 baoth 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 shot.id 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 health—this was illustrated by the example
that Glenda Fine gave of her experiences with the mental health
system—and 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 SERICUSLY EMOTIONALLY DISTURBED
CHILDREN, FLORIDA MENTAL HEALTH INSTITUTE, UNIVERSITY OF SoUTH FLORIDA,
TaMpaA, FL

Scove of the Sxoblen

The initial step in addressing a social problen is
determining its scope. To provide mental health services for
children and adolescents, the prevalence of emotional
disturbance nust first be determined. Unfortunately, this is
not an easy task. The complexity in defining and measuring
enotional disturbance in children, and the cost of conducting
epideniologic 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
enotional disturbance.

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

The overall prevalence estimate offered here of 14% to 19% is
sonewhat higher than the 11.8% median estimate presented in
the late 1970s for the President's Commission on Mental
Health (Gould, Wunsch-Hitzig, & Dohrenwend, 19:1i). 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 systenms, or different
samples.

This does not indicate that the public secto) needs to plan
to provide services for such a large percentuce of children.
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In some cases, particularly with less serious problims, there
will be improvement without treatment. 1In 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
problens. These are problems which tend to have 2 major
inmpact on the day to day functioning of the individuals
involved, are pervasive in that they affect performance in
several suwttings, and are likely to persist or worsen over
time without assistance.

Data for determining the prevalence of serious emotional
problens 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.) noted consistency amony recent
studies in the proportion of children identified as disturbed
both gc home and at school. Most estirates ranged between 5%
and 8%.

With regard to pcrsistence of emotional problems, there is
gereral consensus in the field that problems such as
aggressiveness, impulsivity, and non-compliance are pore
likely to endure than problems of anxieties and fears (Quay &
Werry, 198", About all that can be concluded at this time
from the fexw  agitudinal studies addressing these issues is
that the per .ntage of children with problens that are
seriously hanuicapping, 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 assunption
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 systens are
falling considerably short of effectively reaching the
children most in nee (Friedman, 1984; & Knitzer, 1982).

Iypes of Problens .

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
conseguences 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~tern 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 fur society."

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

Our Research and Trajning Center at the Florida Mental Health
Institute, with funuing 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
problens. As part of the study, information is being
gathercd about the youngsters by directly interviewing then,
ntexviewing 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 ycu h received this
diagnosis. A conduct disorder diagrnosis indiiates 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 nay
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. They also suffer intellectual and
cognitive problems, social skill deficiencies, and fanily
conflict. As this study proceeds, it should provide
inportant information on the long-term o° icome of these
problens koth 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.
Fanpilies 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 houscholds. 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 fapilies functioning at
a marginal level. As a consequence, the public systen has
acquired an increased responsibility not only for treatment
but also for family support and often for oucv-of-home
placenents (particularly when family support is lacking).

Services for Enotionally Disturbed children

In recent years, there has been a growing consensus about the
types of services nceded for emotionally disturbed children,
and particularly those with muliiple and serious problens
(Behar, 1985; Friedman, 1986; Knit.er, 1982; OTA, 1986;
Stroul & Friedman, 1986). Essentially, there is increased
recognition that the overall neced 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 comnunity-based
and family-focused, ic balanced between the more and less
restrictive services, and is inter-agency in focus. While
the knowledge to serve all youngsters effectively is gtill
not present, there is an accumulation of information
suggesting that there are effective treatments for nany
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 sett.ngs far removed from a youngster's home. This
problen of platcment of children at a distance from hope is
not unconnon 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 appropriate family-focused
and intensive alternatives to residential trecatment prograns
have not beon developed, and the largest portion of montal
hoalth funding for children ?ocs toward residontial services.
Rosidential services are an important part of a syston of
care, and arc absolttcly nceded for some youngsters. In
particular, some encouraging models of therapcutic foster
carc have becn growing (Update, 1986). However, an imbalance
in a syston of scrvices and an over-reliance on rosidential
placenents dooes not serve children or families well, and is
inordinatoly oxpensive for public systens.

It should be pointed out that there is a trond in the public
sector towards increased developnont of intensive and
rolatively non-rostrictive services, such as day treatment,
intonsive home-based and fanily preservation services, case
managonont, and therapeutic foster care. However, thore is a
concurront trond towards increcased psychiatric hospital beds
for youngsters within the private, for-profit sector (Miller,
1985; Schwartz, 1985). This troend in tho private for-profit
sactor can bo positive if offoctive public--private
partnerships can be developed. It is risky if it results in
over-use of exponsive sorvices for which a nced is
artificially generated by aggressive marketing strategles and
fiscal incont?vos towards hospitalization.

Although there is general agreement about the need rfor
balancod, community-based systems of care, therc are a numbor
of barriors impeding progress toward the development of such
systens. Those include a lack of clarity about
responsibility for these youngsters, inadequate ocfforts by
agencies to work togother, professional attitudes that
intorfere with the developzent of nower modols of sorvice?
figscal incentives and reipbursement moechanisms that emphasize
rosidontial troatment, lack of adequate advocac" for improved
sorvices, and absonce of knowledge in the gonoral mental
hoalth community about newer sorvices. These barriers nust
boe addressed, and arec discussed later in rocommendations.

Developnents {n the Field

Thore are soveral encouraging developments in rocent yecars on
behalf of inproved services for emotionally disturbed
children. On tho Federal level, a vory positive effort has
been the Child and Adolescent Service System Progran (CASSP)
operated by NIMH. This program has contributed to an
increased emphasis on children's mental heaith sorvices
within states, stronger planning and inter-agoncy
collaborative efforts, and cnhanced training. As a part of
this effort, a much-neceded improved technical assistance
capacity was developed through the Georgetown University
Cchild Development Canter. The CASSP progran along with

ERIC 6

Aruitoxt provided by Eic:




ERI

63

related servicy systen efforts is part of a newly developing
Child and Adolescent Servi:e System Branch at NIMH.

For the firat tire in 1984, two research and training centers
were established to focus on scriously emotionally disturbed
children. These ave funded jointly by NIDRR and NIMH and are
located at the Florida Mental Health Institute and Portland
State University. These Centers conduct critical research in
the field, provide consultation and training, and make a
variety of paterials available. For example, to help
disseninate information about new developzents in the field
and to make it aasily readable by buty policy makers, the
Florida Center publishes the only national newsletter that
focusaes specifically on now efforts in the ficld. The joint
funding of the Centers is one example of the type of
inter-agency offort at a Federal level that is nceded.

Within states, interest in services for ecmotionally disturbed
children and particularly in building systems of care is
probably at a peak. This is very exciting since states have
the pajor responsibility I.r planning, funding, and
overseeing children's nental health services. There is also
increased recognition of the important role of families both
as advocates and as allies in pianning and implenenting
sorvices, and of the general importance of advocacy on behalf
of children.

There has probably beon less growth in systen-focused
rescarch activities than in the servize areca. Despite the
fact that there is nuch knowledge that is not yet baing used,
there are many important questions about the organization and
financing of systems of scrvice that remaln to be studied.
There is a particular need for increased attention to system
financing and managezent structures, and their impact on
sarvices, at both a Fedaral and state level.

Within education, there has beaan a gradual increase in the
nunber of children identified and served as "seriously
anotionally disturbed" under the Education for A}
Handicappad Children act (OSERS, 1986). However, still lgss
than 1t of schcol children are identified, and efforts to
evaluate the impact of school-based services for this group
are lacking.

Sumpary and Recorngnditions

In summary, emotional disturbance is a serious problem in
terns of its prevalence, the human impact it has on the
children and families affected, and its cost to society.
While the probluns of children and families are varied, there
is general agreement about the need for balanced,
comnunity~based systens of care with strong alternatives to
residentsal treatment, and fiscal structures to support
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these. While therc has been encouraging growth in interest
in the field, and new and more effective models of sexvice
have been develcped, many y“ ngsters are still
inappropriately awd ineffectively served, if sexrved 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 enmphasis 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 Handicappeu
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, nulti-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 . st-effective
services. Reinbursement mechanisms and alternative financing
strategies should be studied with the doal of providing
flexible funding that will ns.t the child's need for
services, rather than restrict the 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 acgquire skill in and an understanding of
approaches that involve working as part of multi-agency teans
on behalf of multi-problem clients in the public sector.
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Chairman MirLLer. 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*is
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 helptl to that particular
person, and then make an application of those vervices.

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 weculd be trying to provide
“homeless” funding for Ri~" -~ because there would be some avenue
of funding available.

He reminds me of the o ching of the clerk stamping; he is just
getting his portfolio stamped as he moves from age one to 18. If
you just loolf at the dollar amounts that were spent on him, where
little or no—in 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 ar: he is going to get very expen-
sive as an adult. Not aven 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 {o 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 de 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.
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I just wonder if you might address this, because obviously a
couple of you have referr>d to the fact that CHAMPUS is now re-
thinking this reimbursem:znt 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: zission 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 direcuion.

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 toc
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 che?er 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 dirferent 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.s.

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 pronounced as insurance benefits have become
greater and as the profitability of psychiatric hospitalization for
children has increased.

Ms. GAUNT. I would like \o reiterate a point that, Mr. Miller, you
made. I am not a professional person in the sense that I don’t have the
expertise that the other people on this panel have, but you brought
te 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 now frustrated I feel. I ferl)t 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 scme
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 wi*h 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

ou are saying, and that is, one of the real problems that we

aven’t specifically articulated is that very oftem mental health
funds mear that you have to see the child, you can’t talk to the
foster parent; you can’t get reiml. arsed for doing work with a foster
parent.

Chairman MiLLEr. How can that be in this day and age?

Ms. Knirzer. 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 sarae 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 tha* -iggests
that you can’t—I 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 #-at that ap-
proach works?

Ms. Knrrzer. We don’t h: ve any.

Chairman MiLLER. There :5 none, is there?

Ms. Kn1tzER. 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. Knirzer. There really is none. That is what is so terribly
frustrating.

Chairman MiiiLer. But you are saying there are formal rules of
reimbursement that preclude you from talking to the foster parent
o;'ﬁ fcalﬂking to even the birth parents, the natural parents, of this
child.

Ms. ¥inrrzer. 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. Knrrzer. Exactly. It is a very st.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. KnrTzER. It is in most places, yes.

Chairman MiLLER. Except where the Department of Defense fig-
ured it out in North Carolina.

Ms. Kn1TzER. 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 h=ad of their Child Program, was instrumental in that, and, as
a result 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~v of kids who are being sent off because
there aren’t services in the Fayetteville area.” They are being sent
all over the country to residential treatment centers.

Mr. FriEDMAN. And there aie 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 {0 let’s work with the family,
let’s provide that support—and 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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arents—at 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. Kn1rzeR. Let me just say one other thing about ihis, 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 rezily not rushed
to do all the other kinds of things that are ne 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 MiiLER. Congressman Coats.

Mr. Coars. 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 mede to try to bring that together, to coordinate that, resultsin
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 of a 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 to;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, iur example, is really serving as an incentive.

Mr. Coars. 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. FriepMAN. That approach is being used in some places.

Mr. Coarts. Explain that. How does that work?

Mr. FriepmMaN. 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. Coarts. 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. FriepmaN. 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-naking 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 en~ouraged
about it, I wondered why I hadn’t heard anything from my perspec-
tive. But I also understand that not everybody was happy with
flhat. As a parent, I found it the most encouraging thing that could

appen.

Mr. CoaTts. Who was unhappy with it?

R
¢ u}




73

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 strufg ing 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 agencies 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 told—this is
something else that you were talking alr))out—parents 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.

pr 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 tb parents there, that would be much better
than sending them to ..spitals 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 militai - ’= 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. Coarrs. 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 thougﬁts 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 consider—and I agree with them—is 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 frint 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 2:1:d 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 excert
that that child just could not go through one more plasement, and I
did not have the heart to pass him on.

But respite care, quality respite care, for these children, because
these are kids—with 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-
cated—I'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.
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MX 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. Saxk. 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 necessar{‘ to rumove 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 conditicns?

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 %e 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 lproblems early on, even if we wouldn’t
call them psvchopathological, we wouldn’t want to send them to a
therapist, but indentifying them and intervening may be very 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 .mplement
them, and there is a crucial link that needs to be made there.

Ms. Knrrzer. 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. 1 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. Coarts. Thank you.

Thank you, Mr. Chairman.
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Chairman MIiLLER. Congressman Holloway.

Mr. HoLLoway. I realllyq' 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 of you all or from your
answers, I am not sure that even—I am hopeful that you would
have the answers from experience in this 0a 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 ;lmt 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 iigure out how to get these agencies all working in the same
direciion in a way that they can be effective.

Ms. Knrrzer. 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 efforts—for
example, permanency planning. Federal leadership in linking those
two efforts, I think, would be really very significant.

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

Chairman MILLER. Excuse me. Your argument is that CASSP
does this—right? It appears that it is bringing these agencies to-
gether and brin%'ng about some coordination?

Ms. KNITZER. Yes.

Chairman MiLLER. Is that what you are telling us?

Ms. KnN1rzeR. 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 ‘hose 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
mov.d in o 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 tKe same dollar level of spending
at the Federal Aid to Education Program. Yet the sugglfstion has
been made by Secretary Bennett and others that that really
doesn’t tell the whole story. The majcrity of the money on educa-
tion is being raised and spent by sta. and local units of govern-
nient.

I se¢ 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 blcck grant since
1981. Can you tell me whether the suggestion tha! the local and
State governments have moved in to fill this gan and to provide the
needed resources is accurate in this int.ance?

Mr. FriepMAN. The needed resources are n~* there. I have not
seen evidence that state governments have nr ved 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 fund'ng is used. But I don’t want to diminish the
fact that part of the problem is that there is {'ust 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. Knirzer. 1 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 menies now for chil-
dren through Federal dollars are CASSP monies, and some States
have used the set-aside from the block grant, but basically most of
the block grant money goes for the adult chronically mental ill.

There is some evidence, and I haven’t seen anK systematic
survey, o: 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. Tht are many
commuainity 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 sectcr, 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 nospitalization
in nonpublic facilities. That is tremendously costly and serves only
a covr:e 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 encuuntering. 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. Knirzer. The answer is no, we are not really preparing
people and encouraging them tc get involved.

There are difficulties at ali levels. There really are not very
many mental health people trained specifically in child and adoles-
cent services, and when they are trained, verv often their trai ing
is traditional and trains them to do either outvatient or in, =2nt
therapy rather than the more complex kinds 2* treatment thas we
are talking about. So {hat is a tremendous izsuc.

It is also a tremendous issue with respect to peisonnel in the
schools. The most sericus teacher shortage for working with handi-
capped kids is in seriously emotionally disturbed chil ren. There is
the greatest amount of burnout among ihose teachers. They get
almost no support whatsoever, and I think there is some real ques-
ticn as to how we are using men‘al health resources in the schools.
Because of Public Law 94-142, most mental health professionals do
little else except test, which may uot 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 uctually I suspect that both the APA’s have data
on the shortage issue around persca power.

Ms. GAUNT. Since T deal on a regular basis with these kids und
take them regularly for their counseling ard all, it was veally sur-
prising when I moved to the eleventh largest city in th. country
that there were no black therapists at the facility that is contract-
ed to provide services for my county. Now tliat 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 you would like to have the child
tested, you put it in writing severa! rimes, you inake sume phone
calls, the child gets suspended, the child gefs arrested on a minor
altercation at school, and after that you pick up and move to an-
c*Lcr part of town where you try for a better school that is going to
try to respond to your child.
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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 cne reason, because I figured if those schools worked
w\}rlith 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 educacion of that child, so he becoiaes
thgalproblem of Welfare, or Probation, and they ignore their respon-
sibility.

So I have also found from personal experience 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 Lave 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
see—because 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. FriepmaN. Let me perhaps be a little v pbeat for a change on
that question, and it perhaps relates bacl: to Mr. Holloway’s earlier
question.

First, if we look at where 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 g9, and there is just tremendous pain and
anguish as a consequence of the deficiencies in the system.

However, if we lrok 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. Althougk: it is not
the rule around the count. ¢, there are some models of very effec-
tive community systems of service, some agencies are beginning to
worl: together, so that, in a sense, we have made substantial
progress. The CASSP program that has been referred to has been
one of the impetu-es tor it. The whole movement of state mental
health leaders for 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 onc 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 diierent 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 sklls and the knowledge and the ex-
perience to provide the training, and maybe even more seriously,
they have the kind of attitudes that are inclired towards more of
the traditional approaches that sometimes prevent that.

It is uufortunate 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 .{ training for social worxers, 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. DursiN. If I could ask a followup question on that, could you
identify any univer.ities, colleges, ur 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. FriepmaN. Well, in fact, the National Institute of Mental
Health has funded some programs to begin to develop curricula
that are geared that way. 1 am hard put in the children’s area. In
the adult areeg, I could mention several that are looking at much
more pﬂcho-socia] 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 fzmilies, and
they are beginning to move away from that.

So I am hard put—and others may be able to—to mention specif-
ic universities as exemplary.

Ms. FInE. 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 rkills,
respite care, education and therapeutic services are but a few of
ihe services that would reduce the risk of out-of-home placements.

Chairman MiLLER. Congressman Hastert.

Mr. HasTERT. Thank yc'1, Mr. Chairman. I'm sorry for being late,
but I am interested in what the topic is here and going ti:rough
some of' the testimony.

Let me just ask some opinions to get the feel of where you are
coming from here. On your statemert ab-ut universities, isn’t it
probably true—at 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 tc get certified through the university
system. It seeras 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 ingrainirg 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
img»ortant 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 puint of view, and would really
s%iJﬂe new ideas, new programs, andp the flexibility that you need to
adjust.
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One more frustration while we are talking here, in Illinois—and
I see that there is a synopsis of Illinois problems, and I probably
agree with most of those—we 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 u see
the more mandates that come down from on high, the more diffi-
cult it is to meet specific needs and sols ¢ 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 ahout training. One of the most
important ways that innovation has been maintained over a long
period of time—20 years, I think—is 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 po longer NIMH training funds, certainly not on the order that
there were 10 and 15 years ago, and that, from a university’s pes-
spective, is inhibiting our ability to train people.

Mr. HasrterT. 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

r level of bureaucracy. So I disagree with you.

One of the things that we found—and I was the sponsor of a bill
that, put forward training grants—a 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 prcgrams were the pro-
grams that came off the street, those people who had to deal—the
foster parents, the people who had to deal with the problems day in
and day out; they had the answers; it wasn’t academia.

Chairman 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 funding—it 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
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just children 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
dilutec 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
whex: 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 tkat 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; znd Judith Shanley, 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 appreciated—as you can see, the
testimony is raising a number of questions with members of the
panel—so that we can leave time for those anestions. Your entire
staterzent and supporting documents will be made part <f the formal
record of this hearing.

As we usually do, we will lcave the record of this hearing open
for a period of 2 v ', :0 tiiat people have an opportunity to re-
spond or p-~idc additional documentation or information that
they think will be helpful to the committee.

Stuart, we -l 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. McCuLLouGH. 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 unprepareci
to take on that responsikility. 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
fr:n(i 1::Slinical and administrative infrastructure set up to accept these
olks.

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 stuting
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 increasingiy
more disturbed and difficuli <hild. 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 seein
are, in fact, polydrug abusers. .

We talked a moment ago about staff training.

Chairman MiLLER. Children, or the family, or both?

Mr. McCuLrLouGH. 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 todzy, there are 9,000 chil-
dren placed out of home in intensive residential treatment facili-
ties. The cost 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. Qur outpatient clinics have a waiting list typi-
cally of 50 children. We are triaging. We are only seeing those chil-
dren that are imminently hostile—that 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 bath parents will be
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significantly abusing substances. One in three female children and
one in seven hoys, 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 advoeates. 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 aud, in fact, taken the lead for s in
organizing = placement committee where we have organized to see
if we can increase the number of residential placements—that is,
group homes—in 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 vur county, and it is again because, at the

local level, things are getting organized And I thirk 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 {ou want departments to work together,
rather thian mandating it, I would suggest that you try and create
systems ander which it pays for us to work together. We are all
very zompetitive 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 .. 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 Batchelos, 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 fiom the education system, private enter-
prise, county schools, priv. ~ organizatior- 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 iwie, 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
overnment telling me how o 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 pc’icy 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 tclk 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 thein 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 tn0 fast; how does one take time
out? So we can’t ask the schools to do it alone. When you have a $100
billion illegal drug market in the United States—we 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 befure 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 f-=ard cre-
ating & 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 level—that is, at the
local community level—literally little Soviets, if you will, where
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,.00 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 L.omes 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 seei 1g 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 systen), from the
schrols. We are not even remotely close to having sufficiently in-
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
certairly 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
nanels 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 schools—well, at least a few of those—we have teams of spe-
cially trained mediators—that 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-
tions—training, 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-
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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 importaat 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 McCuliough follows:]
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PREPARED STATEMENT OF STUART McCuLrouGH, CONTRA Costa COUNTY MENTAL
HEALTH DIRECTOR, CALIFORNIA

In the State of California, during the early 70's, Governor
Ronald Reagan significantly reduced the state mental hogpital
system and transferred responsiblity to the "lccal level™. Tna
local level is, in fact, the county pental health systems.
Counties were and are ill-prepared to assume this responsibility.
There 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
arrsy (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 apd their families.

To make ratters worsze, the Governor usurped a substantial portion
of the state hospital savings into the Genera) Fund. Therefore,
the California ccxrunity mental health system began significantly
underfunded and has continually operated on a poverty basis.
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Initially tke california mental health system focused primarily
on the persistently nentally 111 adult. However, over the past
ten Years a vory strong lobby has been demanding that children
services be a high priority in all county mental health systems.
In Contra Costa County, the pontal health system iz receiving an
ever-increasing nunber of referrals. It is very important for
the Select Committee to know th.™ we are seceing an increasingly
disturbed child. Typically diagnoscd as borderline
personalities, many of these children are violent, have a poor
prognosis and come fram a very dysfunctionsl family. A very high
percentage of the children are polydrug abusers. We are sceing
children from all econcmic and racial backgrcunds. This is
reflccted throughout the entire Stato of California.

Other County Dopartments, su;:h as social Service, Probation and
Special Bducatiom,. recognire they are workiag with mentsl health
problems. Increasingly these departnents are asking mental
health for assistance as they attempt tc carry out their
rospective mandates. All of the above namod departments are
inundated with kids and all are seeing the quality of services
deteriorate under tho sheer magnitude of their caseloads.
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In California we currently have cver 3,000 children placed in
group and specialized foster homg cara. The cost to the State is
over $220 millicn annually. This expense is increasing at the
rate of 20 pexcent per year. In our Probation Dapartrment tho
typical Juvenile Probation Officer is carrying a cascload between
65 acd 80 children. There are three cutpatient clinics in Contra
Costa County that zerve children. To date, each is averaging a
waiting list of at least 50 children. We find curselves
operating on a triages basiz, being sure to take care of tho most
eelf-destructivae or irreinently hostile children first.

In Contra Costa County, l..e in many othor counties around the
State, wo ars forced to have children with placenment difficultius
on our adult acute inpatient wards. Wa do this only as a las.
rasort. Yor the past eight weeks, wo have had a 13-year old
developmentally disabled girl on ocur adult waxd because wWe are
finding it ixpossible to locate any program willing to accept hLer
because of multiple mental and hesltk problems.

Csrtainly an increase in funding for tha npental health system for
children needs to be a high pricrity. In addition, we rust co
something to strengthen the basic family unit whatever its
atructure; i.e., single parent, both paxents working, blended
fanmily, otc. One in four children is reised in a family vhereo
there is serious alcchol abuse. In a study recently comploted at
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Mills College, it was destermined that one iu three girls ard one
in seven boys will be sexually abuged before the age of 18. 1t
has als0 been estinmated that 80 percont of the scxual abuse of
children cccurs from someone known to then in the homa.

In Contra Costa Coutty we are working at a nunber of levels to
Sttexpt to create a jprevention system to work in supporting
fanilies and head off thuse problems before thoy bocome acute and
require the .ntorvention of county sexvices. Tho tounty
Adoinistrator, Pail Batckelor, has organized two syxposiums on
the fanily and created the Family Allisnce Foundetion to help
promote prograts in the cawtunity that strengthen the fanily and
assist parents in the conplex tux of raising children in cur
ever-changing society. These aysposiuma, attended by over 3uu
citizens in the County, have hrought loaders froz the schools,
private industry, comeunity agencies and county servicos togethor

%0 create a comxon Strategy to support the family.

We have formad a large citizens task force and Gasvaloped a
drug/alcchol and violence prevention policy. This policy
atrosses that the drug and alcohol problem is firat and foremost
an adult problem. Zstirates are that there is & $100 billior a
year market for illegal drugs in the United States. It is not
the children buying these drugs; it is the aduits. The palicy
Zurthet etdtes thac these Problens canrot be addreszed in the
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schools alone. ZXach camwmunity must establish a conprehensive
prevention group at the local level to inZlus private agencies,
schools, law enforcement, cormmunity service nrganizations and
parent organizations all working together. We need to work with
the nedia, particularly television, to continue the progrezs they
are making towsrd positive family models. The average child will
see 18,000 rurders on T.V. before the age of 18. The number one
consued beverage on T.V. is alcohol.

We have asked everY school district governing board and city
Council in the County ‘to adopt this polioy. 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 Bducation
have already adopted the policy.

What is the role of government in trying to strengthen the
family? sSurely it is not our role to tell people how to manage
their families. But government, at all levels, shculd do all
that it can to ask peaple to question their values as they relate
to their children and faniljies. We s2em to bs letting other
people imbue our children with values; those being the schools,
television and the streets. Soichow thers has to be a way for
cur-soclety. to take a break and decide what is resally important.

Aruitoxt provided by Eic:
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What doer fulfill us an Americans? The medfa tells us it is what
we are able to conswieé. X can tell you from my peraspective 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 )ives 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
raking family decisiong; and the child haw been imbued with a
sense of the spiritual beauty and harmony of this world. How
nany of us ¢an say tha_t this is our priority in this high-paced
t Shoological world we live in? Is it any wonder that our county
health and human gervice systens are inundated and losing ground?

~
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material Distributed by Stuart ¥cCullough to The Select Cormvittee
on Children, Youth and Families:

Letter from Chalrperson of Mental Health Advwisory Board o the
Board of Supervisors

Contra Costa County Health Promotion Policy: Focus on Alcochol/
Drug Abuse and Violence Prevention

Presentatica to Advisory Cooxmittee on Funding County Sexvs ‘es
Regarding Proposed Ballot Initiative

Article to Editor of CONTRA COSTA TIMES
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CONTRA COSTA COUNTY
HEALTH SERVICES DEPARTMENT

o: Advisory Committee on Funding Date: July 14, 1985
County Services

—

<
From: art ‘McCullough Subject:  yoed for Improved Community
N Assistant Health Services Director Based Alcohol, Drug and
A/DA/MH Division 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 orovide critical and essential comunity-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 Service‘Priorities

According to a recent study by the National Institute of Mental Health, at least
one out of every four individuzls in the nation will suffer from some form of
mental disorder during his/her 1ifetime. 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 §l1nesses 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 clocing these hospitals. This transfer of funds
never occurred; instead the funds were transferred to the State General Fund,

17
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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 Hospitals at 1960 Bed Capacity

37,000 beds at 37,000 beds
$150.00 a day $2.025 billion
(actual number 1960)

Actual 328S-£6 State General Fund Expenditure

for Mental Health - -

State hospital beds 5,000 beds
at $150.00 per day $274 million
County Mental Health $447 million
Programs

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 i1l 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 E?St 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.

10z
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° All cutpatient clinics have waiting 1ists, 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 ire borne primarily
by those who are mentally i11 and their families who struggle to care for their
children and parents without relief. In addition, neighborhoods and businesses
complain about the homeless, disoriented aud disquieting individuals who wander
their streets.

The Mental Health Planning Task Force Report identifies services “equired to
properly treat our mentally disabled adult population. 1k most critical needs
include: residential treatment facilities in Central and £ast 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 ireatwent 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 198%, 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 treatsent, 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. A1l of our Mental Health clinics have waiting 1ists 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 starf from the Social Service
Department, the Health Services Oepartment and County schools to assess and
treat children and adolescents who are placed out of the home.
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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-mutilatois.
It §s 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, lony-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 sciool. HWithout 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 s.rvices, new
positions, and additional space will certainly reduce waiting 1ists 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 encing 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 2ve-
nues to foster reunification between children and their parents, and alleviate
the pressure on ar overdurdened system.

Drug Program Needs and Service Priorities

Drug abuse has reached epidemic proportions in Califurnia and Contra losta
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 inzrease of more than 400 percent in
emergency room mentions and autopsy mentions involving cocaine between 1980 ard
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.

ot
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New synthetic, highly dangerous (designer) drugs are appearing every day and are
readily available. Recently this County hosted a presentation by a representa-
tive from the Sta*e Department of Alcohol and Drug programs on the new “designer
drug® trend. We have a particular problem in this area. This is a phenomenon
in which local street chemists have been able to fabricate new compounds of
drugs in clandestine laboratories on a made-to-order basis for {ndividuals who
can afford them,

The epidenic of human suffering resulting from drug abuse has far outstripped
available covaty resources to effectively address this problem. In fact, drug
programs are now in a pesition of having to triage patients based on the limited
availability of funds to provide services. For instance, there are currently no
outpatient sorvices 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. The 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.

assessment as part of the Annual Drug Abuse Pian. 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 Pattarns 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 briaging 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 niumber of people.

O
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One indication of the success of this system §s the fact that all our programs
are intimately invelved 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 yout! 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 $120,811 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 attributsble to alcohol.

Specialized alcohol programs for youth not available:

°® Thirty-five residential beds for adolescents as alternatives to Juvenile Hall
and the Byron 8oys' 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 driveis
to jail and thereby reduce overcrowding in the jail system.

The Alcohol program faces some strong challenges. Our programs have lony
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 part of our treatment program. Qne 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 (riving under the
influence of alcohol.
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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
nuizer of people over 85 in Contra Costa Courty 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. [t 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 Departoent plan to create a
30-bed locked skilled nursing component to Merrithew Memorial Hospital. We

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 yesrs,
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 {ndication that this increasing demand will subside. The
available resources continue to diminish in relation to the ever growing needs.
A ballot initfative in support of community-based mental health alcohol and

S problem and contri-
our citizens. It {s important
to note, because of the cost of the care, only the very rich can afford to pay
privately for treatment, especially {f the problem fs chronic.

SHeivn
Attachments

cct  Phil Batchelor
Mark Finucane
Fental Health Advisory Board
Alcoholism Advisory Board
Drug Abuse Advisory Board
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Health Services Department

ALCOHOL/DRUG ABUSE/MENTAL HEALTH
DIVISION
2500 Alhambra Avenue
Martinez, CA 94553
(415) 3724416

2 "V COMPREHENSIVE STRATEGY FOR THE PREVENTION
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 cfforts 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 premotion
cffort and specific prevention strategies targeting alcohol/
drug abuse and violence.

Following the lcad of Attorney General John Van de Ramp's
Comnission on Alcohol and Drug Abuse, the Contra Costa Couft
task force cmbraced the concept of the comprehensive prevention
plan outlined in the Commission report. Adapting several
eclements 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 Cducation
and individual school boards;

- Development of prevention action plans by cach 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.

A371
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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 socliety, impacting our health and quality
of life. As citizens of Contra Costa County, We are concerned
with the provalence of these problems within our communicy,
particularly among our yotuth. We believe that the prevention of
alcohol/drug abuse and violence is possible through the coopera-
tion 0of all members of the community in a comprehensive health
promotion effort.

Attorney Genoral Van de Kamp's Cowission on the Prevention of
Alcochol and Drug Abuse calls for a comprehonsive plan of
prevention to combat alcohol and drug abuse among youth.
Consistent with this report, we proposs 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 rultiple mothods and strategios is ussential 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 thenm
» responsive to broad-based preventive approaches. With
regard to treatment, thoy are distinctly different and
require separate treatment modalities.

1.3 cCoordination of resources an¢ effort promotes efficiency,
reducing duplication and fragmentation. Systematic methods
to inventory and share expertise/information should be
enhanced. Utilization of axisting 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
ccmprehensive offort.

ERIC
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All prevention efforts must reflect the cultural and ethnic
diversity found within each jurisdiction.

ALL SEGMENTS OF THE COMMUNITY -SHOULD BE INVOLVED IN ALCOHOL/
DRUG ABUSE AND VIOLENCE PREVENTION EFFORTS.

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.

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.

Law enforcement ard 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.

AN EFFECTIVE PPEVENTIVE EFFORT TO REDUCE THE INCIDENCE OF
ALCOHOL/DRUG AL:USE AND VIOLENCE REQUIRES WELL-CONSTRUCTED
STRATEGIES IN SCHOOLS, WORKPLACES AND THE MASS MEDIA.

Schools: Prevention curriculum and activities should be
infused into all appropriate aspects of the school’s social
and learning envirorment. sStudents, 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 elements might include: physiological and psycho-
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
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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.

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.

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 aand 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.

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 serxvice personnel.

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 wi%h local
needs. Ongoing evaluation is critical to assure that plans
continue to accomplish the goals for which they were
initiated. ) N

IMPACTING ALCOHOL/DRUG ABUSE AND VIOLENCE DEPENDS UPON
CREATING A POSITIVE ENVIRONMENT THROUGHOUT THE HOME, SCHOOL
AND COMMUNITY.

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

120




ERI

Aruitoxt provided by Eic:

106

provided with information and resdurces to help them-accom-
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 1Individuals 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 cpportunities,
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
comaunity. With the close cooperation of parents, educators,
youth, business, unions, government, health professionals,
comrunity 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, CAUFORNIA 34353
» PBune (4151 372.4395 .

TZSTIMONY TO BOARD OF SUPERVISORS
Dennis-Lepak, 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 increasiag burden of responsibility placed on the
Mental Health System without the necessary funding to implement
randated services.

A few of these underfunded services are: Services for the meatally
111 homeless; augmentation services, under SB155, 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 vet. .

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 cormmand 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
walt months for outpatient services they desperately need now.
what kind of a society refuses services to suffering children
waiting while spending milljons 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
scdomized, 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-3%¢ in Juvenile Hall because there are no humane facilities
availakle 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
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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 faciliti~s 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 vear 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 organizirg 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.

Foat,
PR
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Health Services Department

ALCOHOL/DRUG ABUSE/MENTAL HEALTH
DIVISION
2500 Alhambra Avenue
Martinez, CA 94553
(415) 372.4416

March 26, 1987

Ernest E. Hines, Editor
CONTRA COSTA TIMES

2640 shadelands Drive
Walnut Creek, CA 94598

Dear Mr. Hines:

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 1. 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 s
mobile that the nuclear and extended families have begun to break
down. 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 11,
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
pPut a tremendous strain on single parents yho are trying to raise
their children in such isolation that it can be profound. Only
68 percent of American children live with both bioclogical
parents.

These difficulties of the family have been exacerbated by other
cultural trends. oOur 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

A3TY 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 are 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 tre
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 schcol 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 socliety 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,

S b n-

Sfﬁart McCullough
Mental Health Director
Contra Costa County Health Services Department

SMe: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 alterr.atives to institutionalization of our emotion-
ally troubled children and adolescents, bhased on my own experi-
ence as the service administrator at the clinic.

A little bit about the Philadelphia Child Guidance Cliric. 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 parnts,
are included in the treatment program. Other aspects of :he 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 mnake the services fit the needs of the kids. 1 would
like to talk today about a couple of our new alternative programs for
thege very seriously disturbed youngsters.

In 1982, in the city of Philadelpkia, 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 saicide 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 beei: 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.
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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 $106v,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.




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 hiere 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 &lso 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 not—and if you will excuse me
for being flip—oops, 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 STATRMENT OF MAJILYN MENNIS, VICR PRESIDINT OF THE PHILADELPHIA
CuiLp Guipance CuNic, PHILADELPHLA, PA

Mr. Chairman, nmembers of the Selact Comnittes, Ladles and
Gontlemen. I am Marilyn Mennis, vice President of the Philadelphia
chiid Guidance Clinic. Thank you very much for inviting ze to
tastifty bafore you today.

Two years ago this Committee held hearings on Mental Health Care
tor Adolescents in which the primary focus was the increasing use of
hospitalization for adolescents. Last September hearings on children
in State Care nmainly addressed institutional care. 1In both hearings,
speakers alluded to the naed for comxunity alternatives to
institutional care. I am hare today to talk abc.t some of those
alternatives for our emotionally troubled chiléren and adolescents
based on RY oxparience as Service Ad=inistrator at the Philadslphia
Child Guidance Clinic.

Founded in 1925 as one of soven dexonstration clinics in th.
United States, we are a cozprehensive mental henlth organization
sarving children and adolescents. The Clinic is nationally known for
its fanlly systozs approach which recognizes that a child does not
live in isolation from his or her environment and that aspects of the
onvironzent rust be included in vrastzent. A child’s primary
onvironnent is the family, and ciinic therapists work extensively
with fanily rexbers to enhancs =iiatl-nships and interactions. For
children who have no izscediate fazily, axtended family or substiiute

cars glvers such as residential counselors are included in
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treatment. Othev 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 acadenmic
teaching and research institution, serving as the Tivision of child
and Adolescent Psychiatry of the University of Pennsylvania. our 38
bed hospital admits vouths 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. oOn the outpatient side, we provide
diagnostic assessments and individual, group and fanmily
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
psychictric hospital for children is the need for out of home

placement. There are more emergency admissions and more multiple

ERIC 123

Aruitoxt provided by Eic:




ERI

119

hospitalizations. The proportion of Medicaid and indigent patients
is increasing. 1In general, ve are seeing a more disturbed child with
fewer fanmily and financial resources.

In order to more effectively treat these difficult to serve
youngsters, and with the support of the County Hental Health
authority, we began to develop alternative community based progranms
designed t¢ reduce the numbers of admissions to community and State
Hospital~, shorten lengths of stay, and keep kids at home or at least
in the community. I would like to tell ycu about four such prograns.

The Sccial Rehabilitation Program is an intensive community and
horme 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 fanily, etc., as well 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 avaxlable 24 hours a day. The program includes a "home visiting
tean", 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 ternm 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 ">e hospitalized in an acute care setting; all were planned

adnissions with well defined follow-up. This contrasts sharply with
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the history of enmergency room episodes and emergency

hospitalizations.

our Host Hone 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

fapily, the program maintains the involvenment of the natural family

as an integral part of the child's treatment. The host hone parents
receiva 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 proqrams 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 rention 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

progran is also designed to facilitate early release of incarcerated

youths to bring them back to their families.
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Last year, for the first time in Thiladelphia, 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
vhen needed. It provides on-site psychiatric assessments and
individual and famrily interventions and includes training of
detention center child care workers.

These are examples of some of the innovations in community based
nental 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 sarvices is not complete. Based
on our experience in Philadelphia, I would like to make these
reconnzendations:

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-term psychiatric hospital beds,
including secure beds, to public sector patients, particularly

adolescents.
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5) Fapily 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.

My final comment expresses boch my frustration and hope at being

a provider of, and an advocate for, children's mental health

services. In 15 years of exanining many policies, procedures, laws

and regulations promulgated by city, State and Federal government, ny
assesspment has been more often than not, "oops, they forgot the

kids." I am pleased to note that in the Congress there is a

comnnittee of Representatives who have pade a commitment to children

and adolescents, including those with mental health problems. Thank

you for the opportunity to help you with your important work.
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To Reclaim a Legacy:
Social Rehabilitation

Ruth Sefarbi, M.S.W.

ABSTRACT" The article describes the first year of the Social Rehalnlitatiun Pro-
gram (or children and their fam)lies at the Philadelphia Child Guid. Chime A
parallel 12 drawn with the beginning of family therapy and the eeological ap
proach under Salvador Mumuchinyn 1965 It trace: the difficulty in maintaining
outreach ¢ ty work b of funding probt and productivity require-
ments of the funding agency, and ends with the return to the communily sp-
pmthlundcr the new program The program s described primarily through cs«e
examplea

It is commonly held that 10 percent of the clients 1n the mental health
system utilize 90 percent of the services S1ice services gften include ex-
teusive psychiatric hospitalization which 1s extremely costly. funding
sources have been attempting to decrease institutionalization of the
chrmnically 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 particspate in
activities geared to developing or increasing e in areasranging
from personal hygiene and communication skills to vocational tramning
and job hunting.

The thefapists who wotked on this project are Pat Goodman. Sers Thomas. Rick Nelson,
Roomevelt Spruill snd Muriel Shapp

Ms Sefarbt 1a project director, Adotescent Sex Offender Program, Phaludelphis Child
Guidance Clinxc, Two Children's Center. 34th St & Civic Center Bivd, Pht. I's 1904
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A Social Rehabilitation Program for Children

In July 1984, the Philadelphic Child Gurdance Clinie (PCGC) way re-
quested by the County (o nstitute a socinl rehubilitution program which.
to the beat of our knowledge, whs to be the first for children in the coun-
try There 13 such a program in Motala, Sweden, begun sn 1983 under
the direction of Dr. Oluf Ulwan. (Ulwan, Peterson, Jansson & tiratbauk,
1985; 19851 During a visit here in August 1984, Dr. Ulwan shared most
gencrously his experience with the program Since he also ncknowledped
hix debt to PCGC for his understanding of families, particularly disad-
vantaged, malti-problem families, an understanding which had contrih.
uted significantly to the development of his progrant, Dr Ulwan's vasit
eonstituted the completion of a cirele.

The new soctal rebabilitation program ut PCGC restared to the Clinie a
practice of providing broad and intensive services to children and their
familien 1n their homes and in the community s well a8 1n the Chinie’s fu.
cilitier This was a practice Br. Ulwan and many others had learned from
us, und which tn large part had been lost because of chunges in funding
and Stute requirements. Restorations of this sort nlways follow some ex-
ternal stimulation or fucratation In this case. the facilitator was Dr.
Richard Surles, the new County Adminstrator of Mental Health and
Mental Retardation. Dr. Surles 1s dedicated to preventing unnecessary
hospitalization and to salvaging children's lives Iis approuch to those
prohlems fit in with an carlier conceptualization of the Clinic’s, described
below, and his rule in instituting the social rehalnlitation program here
represents another closing of a circle.

An Ecological Approach

Since the introduction of structural famuly therapy to the Clinic by Salva-
dor Minuchin in 1965, PCGC had been commutted to working with chal.
dren not only within thesr famslies but within the context of their total
environment. Therapists trained at the Chinic at that time unders ood
the importance of seeing clients i their honies, of becoming fanishar with
their neighborhoods; of working closely with the schouls; of ucting as
“Ombudsman” in relution to the muny agencies our disadvantaged cli-
ents were entangled with Such an ecologital appronch wasone of the rea.
sony for the tremendous excitenent that pervaded the Clinie in those
days.

The roots of the structural-ecological framework ntay be found 1n the
work of Minuchin and his colleagues at the Wiltwyck School for foys, o
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id 1 facility for delinquents, prior to Minuchin's g the di-

rectorship of PCGC. Fanulies of the Slums (Minuchin, Montatve, Guer-
ney, R & Sch . 1967) ed a group of disorganized, dis-
advantsged familis containing more than one delinquent child with a
group of families who bad 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 mode!

Minuchin and Montalvo (1967) described techniques for working with
disorganized low socicecosomic fumilies by shilting the composition of
subgroups within families as a way of helping them to differentiate their
global resp and chang ication patterns, Auerswald (1968),
formerly director of Wiltwyck, compared the interdisciplinary versus the
ecological approach, and emphasized the importance of the interfaces be-
tween the conceptual frameworks of diff discipli He contended
that they were largely ignored, and that, as a result, “the interfaces be-
tween the various arenas of systematic life operation (e g. biological, psy-

i chologica), social or individual, family, community) represented by differ-
 ent disciplines are also ignored™ (p. 204). At PCGC, Minuchin and his

1 staff continued to develop an “eco-structural™ philosophy. Minuchin ud-

: vocated “change-producing interventions of such a nature that both child
and social structure become targets for concurrent change.” (Minuchin &
Minuchin, 1976, p. 133)

+ * Anillustration of such a change-producing innovation was the family-

+ achool interview (Aponte, 1976), held at the school as a first session. The

** family-school interview was a significant development of that era and
was 1n keeping with Minuchin’s (1964) recognition that a child's behavior
might sometimes be caused by “outside” factors such as his school—
teacher, curriculum, peers—rather 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 invo! ntofa
maximum number of school per 1: principal, lor,and teach
1t 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 responmbility with the family, from the beginning, to find a solu-
tion.

tn a more encompassing manner, however, the following case best de-

scribes the way in which the eco-structural approach actually worked.
The case, described by Aponte (1974), concerns a single-parent mother,

*A phrese utilized by Harry Aponte, Director of PCGC from 1975 to 1979
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depressed and often bed-ridden with severe psychogenic stamadh pauns
She was

“living 1n the twilight of heavy doses of prescribed drugs,” und was dt pendent on
her four children for phy«ical and cmotional sustenance, ‘The mother brought her
ten.year-old son in to PCGC as the identified patient becuuse he was having proh-
tems in school. Aponte notes that the two theraprs assigne 10 the case «npld
have talked with the mother about many things What they ¢ i, ufler assexsing
the situation, was to go hume with her, und have the fanmly plun a meal under
the mother's direction The therapists went shopping with the fumily, joined the
mother I1n preparing the meal as her assistotts, and modelled giving the children
age-appropriste dutiex to perform for their mother lrisum, the therapists helped
the mother assume #n cxecutive role in relation ta the meal preparation that eve-
ning and actively supported her taking charge of the huusehold thereafter Such
support involved intervention at many levels At tinea the theropists saw the
family together, at times separately, at imes with the entire fanuly, on occasian
with one member alone, at other times with schuot persotinel, und in xome 1n
stances with other members of the commumity, The mother was depression free
and able to give up parn-killers after 4 few weeks Beyond the symptam remuval,
the therapists helped the mother (o become & competent adult who dided und 1n
volved herself sn community activities, us well #s t0 beeoane o competent nmothrr
With the help of the therapists, the tamily learned new patterns of communno
tion and problem solving, and the mother could allow her dhildren te function as
children,

Losing the Legacy

By the late 1970s, funding restrictions and productivity requirements
made 1t difficult to cantinue in that direction Strugent limits were
placed on the type of situation that would justily making a visit ta o ch-
ent’s hoine or school. Only “facesto-face” contacts with chents counted as
productivity. Conferences with school counselars, vocational rehabifita-
tton counselors, prabation officers, for example, that did not include the
chent, had to be eliminated or severely curtiled. The number of hours
one couldyspend with a client at all waxs limited to seven o month, nde-
quate for muny familics 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. Stnoe travel time did not came within the pro-
ductivity quota, therapists often could not affurd the time to o to a cli-
ent’s home anyway. The ccological traditiun cuntinued ut PCGC 1t was
practiced to virying degrees however hy nnly the inust dedicated ther-
apists and those well-organized enough to juggle the demands, often
bewildering, of praductivity quotas and record keeping —all the while at-
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tempting to work with multi-problem, high-risk families among the ex-
treme poor.

The Dilemma

Th? new social rehab program, with its goal of preventing institutionali-
2ation, 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 stafl, It
scemed we were being asked (o 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 ags and attending local schools. Anx-
iety was reflected in stafl meetings by the continually recurring question,
“Just what is socisl rehab?” and there was more than a fittle frustration
about not getting the answer. We thought we knew what it was not. It
was not therapy. We were intimidated by our belief that recordings of in-
terviews were to reflect that we were not doin;: therapy but “rehabilitut.
ing” clients by connecting them with the appropriate resources in the
community. Faced with ambiguous and buresucratic semantics, anxiety
threatened to give way to total paralysis. But the cases were coming and
we had to respond to them,

"Tha 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 proe
gram.

Dr. Ulwan's presentation (1984) early in the ltfe 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 exe
pected to be part of the treatment. The families in Ulwan's program, like
the families in ours, were the most disorganized, the most resistant to
treatment yet the ones most in need of treatment. The iwo most experi.
enced and skilled family therapists in Ulwan'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 onan outpatient ba-
818 with one of the other therapists in the program. There were a number
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of tmportant components to the progrnm; e.¢., they began each case with
a conference which included the family and all the agencies involved to
avoid sabolage by any one clement, and therc were regularly scheduled
Rioup meetings for the purents of the youngsters,

It is not the intention of this paper, nor would it be pussible, to describe
their program in detail, It should be noted however that while Ulwan’s
group had several psychiatric beds on reserve, they had not had to hospi-
talize & youngster for even one day since sturting the program From
our viewpoint, 1t wus significant thut Ulwan's program uccomphished its
results by emphasizing beth cl ! and ty work. This was 8
model that was syntonic with our own upprouch und goals

At the same time, we recognized that we hud to expund our knowledye
of community resources, even though we wlready had community.ori-
ented backgrounds, In addition to years of experience at the Clinic, the
clinicians in the program had received thetr professional training in
schools of social work, or had participated 1t o two-year, full-time truan-
tng progrum at PCGC m fumily therapy. 'Those in the latter group were
individuals who were indig to the ¢ ity, und had been se.
lected on the basiz of their personu! qualifications and their life expert-
ence. For both groups the training, to un mfinttely greater degree thun
the training provided for other disciplines, cmphasized the role of com.
munity resources in the lives of chents. Nevertheless the specialized
work in the socig rehab program, we found, required much more in rels.
tion to community involvement and netrorking than we had previously
needed to give, We unreservedly plunged tn to exploring not only the tra.
ditional resources but to tracking down individuids aud grass roots orga.
nuzations that might provide furniture, clothung und other necessities for
our clients.

Another major difference was in the intensily of the service provided.
Clinicians can, and do, see clients several times a week, every duy if nec-
essary to support them during a period of trunsition: to help them cope
with & new environment, to motivate them to attend a new school or voca-
tional training program, or to monitor n potentially explosive mtuation.

While we do not, i the program, ignore individual problems, we tuke
seriously the “soctul” 1n socte) rehabilitution. Many of the sexsions take
place tn the clients’ homes and tn other Jucations i the community —the
school, the court, the local recreation center, the Department of Public
Assistance Office, the employment office--aud they inelude stafl from
other agencies und atitutions ax well as members of the clivnt's ex-

A

“iAnof §$(unhtr 1985, Ulwan's program had redn (4 youngsters and sheir famihies, and
continued o be succeraful i wvording haspitalizations (uronat oemmumication, 9 LVRSY
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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
mol_hem' group. We are sometimes able to supply families with icketa to
various museums a‘nd entertainment events n the city, or arrange for o
groud to tuke 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 prob.
lems, or uncontrollably aggressive. They come from families where the
parents the_mselves often have had extensive psychiatric outpatient and
inpatient histories. Many of them have backgruunds of alcoholism and
d_rug abuse, and have been neglectful and abusing pavents. As already in.
dicated, this population is characterized as well by severe economic depri.
vation, which playa a major role in the problems of the families and the
chlldren._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 prionty since they require the
most intensive work (o reintegrate them into the community Next are
the children in our inpatient unit at PCGC who may be diverted from
Eastern Slule‘by referral to our social rehab program, Finally, and the
targest group in the program, are the children who typically are brought
to the Clinic only in times of crisis but whose families dont follow
through with treatment afler the ¢risis is resolved. ‘They disappear unti}
the next is at which time they again require an emergency resporse,
often |pclua_mg hespitalization 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 ¢risis 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.

Case Examples { '

ol ﬁ“ w A
Examples of some of the cases in the program best convey the kinds of
problems we work with and the ways we have developed to handle them.

Case l

One young girt Ik catt (taire who 18 now 14 came from Hats with her fumaly sev
cral yeans agn ‘The famaly 13 here illegatly They speak hittle Engledy, and they
struggle just s survive Claire was huspitatizat in our inpationt unit four times
11 1984 anorexic on one admission, catatonic un another, In 1984 she was hospi-
talized again, for the GiRh time, in # mani¢ pychotic condition, and upon dis-
charge, went to Easters State. Since she want on a voluntury lusis, she was obte
toxign hersetfout, whion e did uRer several woeks

At that point, Cluire was admitted to our then newly formed social rebaly pro-
wram Her therapist, Pat, worked with her and her family intensively, making
numerous home visits, She warked to develop a boundury hetween the futher and
Clzire tthere hud been indications of incest) She ulsa involved Claire 1n an ado-
tescent group in the Chnic, and consulted extenxively with the schoot counnelor to
find it school that would meet her special edocation needs. Chure wis eventuatly
adimitted to the Deltu School which 13 a good schoot for specint needs children, snit
she 15 udjusting well there In sum a3 Brauhie Montalve, consultant to the pro
grant, picturesquely put it, “the therapist reatly stitehied the girl into u whote new
socinl fabne =

Case 2

Kute, who 15 16 years old, hiad been abandenal hy her siother who was henelf
mentally itl, and had spent her entire hif iu fuster homes and institutions ARer
getting into a Gight at on# of her residential placements, she was sent to Esstern
State b of her supposedly violent, Mtuble anger While she was at
Eustern State. her mother died. At the funcral her eclatives ot together und de
c1ded to do something for Kate. One of her brothers offcred to have her live with
ham and his girlfriend, and Kate was releised to them

ARer a time, Kate ran 1nto serious problems with her brother's girlfriend One
prublem had o do with the economi¢ situation and the attempts of the brother
and his girlfriend to eke out their food supply. Kate wus not slfowed to go to the
retnigerator and she was often hiterally hungry.

Fortunately. Kute had atso been referred t ux whon she was discharged from
Eastern State, Her therapist worked with Kale to reacquaint her with her relas
tives and help her t cope with them. She eventually got Kate connected ¢ Y a
sister who had more rexyurces than the brother, snd wan able to provide a sup-
portive environment for her. ARer a lifetime of institutionahzation, Kate 12 going
to school and developing & network of friends as wi il ux reconnecting with her
fannly and with the community.

Cased

One of the social rehab theraprsts inheraed o bay, Stephen, who at the age of 12
had sircady been an inpatient twyce at PCGE aud was it Eastorn State for the
second tinte. At uge two, he hiad been sexually abused Ly his father and his pars
onts’ momage broke up us a result. The inather resented Stephen for that. In an
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irrational way, she held the boy responsible for the break-up of the marvisge and
that created & pathological tie between them, The mother's behavior toward Ste-
phen was tnggered by guilt, snd his toward her by anger. le could never confront
his mother directly with any negative feelings byt jnstesd acted them out. Ste-

hen was never held ble for his behavior be his mother protected

im, She covered up for him when he got into trouble with the law. Stephen ran
away from Eastern State nght before the court heaning st which he was scheds
uled to be diacharged to his mother, When he was found, he was sent home any.
way. He had been & problem to them at Esstern State; they didn't know whst to
do with of for him.

The social rehab therapist worked with Stephen and his family (his mother and
brother) on restructuring their relationships, The mother was able to change her
perception about Stephen’s responsibility for ending the marmiage. Mather and
son embarked on a procees of psychologica! separation,

When the boy became homicidal at one point and was caught with a gun, he
was, afler a brief hospitalization at PCGC, sentenced to the Youth Development
Center at B, lem for six tha. Inatead of protecting him as she had tn the
past, his mother cooperated in having him placed there. For the first time, Ste-
phen was held ble and was expected to deal with his behavior in a atruc.
tured setting, Stephen felt better about being at Bensalem than alout being con.
sidered crazy. Especially important, Stephen was brought to PCGC from
Bensalem for regulsr family sessions, Work continued wath the family during the
Post-incarceration period as well,

Case 4

A final example, which could serve as s model for social rehab cases, is that of
Melinda, one of five children, who was referred to PCGC several times prior to the
inception of the social rehabilitation program. She was 13 when she was first re.
ferred because of depression. Melinda waa retarded and had aspeech problem in
that she was unable to express herself coherently, At one point, she became dis-
oniented and started wandering around the city, a situstion which necessitated o
period of hospitalization at PCGC.

The case bridged the period during which the social rehabilitation program waa
formed. The therap'st was assigned 1o the new program and he transferred Mel.
inda to it as well, Following Ulwan's model (1984) tn which the therapist works
intensively with *he family for a time himited period, he explained to the family
the reason for pun  : them into the social rehab program: he would be gble to
@wve them as much i, ~ they needed for a specific period.

The therapist marshai d alf the support he could find to break the cycle of re.
peated crises and escalating problems. He brought in an older sister who had u
poor relationship with her mother and had left home He was able to re-involve
her to support her mother and Melinda, Melinda's speech problem dated back to
carly childhood when the family, aware that there was something wrong with the
child, would anticipate her needs so that she didn't heve to speak. When she got
older and the family expected her Lo talk, her speech was inccherent. The famsly
would laugh at her or otherwise put her down, and the girl, filled with suppressed
anger. withdrew.

The mother had refused to accept that Melinda was retarded Now the mother

was helped to accept it, The theragst mudedled for the mother und the ndder mister
how to help Melinda speak, how to track hur convernation und help her tu express
herell. The mother had compluined ubout ot understanding what yoang garls
needed The older sister helped both the mother and Mchinda to learn haw Mols
inds could act in un age appropnate way The mother had only known how to
supervise the girl. Now she learncd to nurture her s well She did volunteer
work at Melinda's school 1n order to becunie more fnvolved with her

To provide more nupport for the mothar, he referred her to the nwihens’ group
The group encouraged her to seek n pard job, which she eventuatly ubtamed They
alsa encouraged her to take greater control over hor children, und specifieally to
get her 20-year-old son out of the house. In turn, the son got “rimactn job and a
governmeat gt house which he hanbeen rehabihituting hamsell” Another son, re.
leaved from jeal after 10 yeurs, hax been succemfuily sntegrated into the family
The relationship between the mother and hor older daughter hux continued to
improve,

Qur chent, now almost 15, has been adjusting well 10 xpeciul cluws an high
s¢hool. She has achieved conmderable yuccens in wgmorta, hew in fact won three first
place trophies 1n Spacral Qlympics for her perlt In track. She is nequining
& network of friends, and cun speak more normally. She hay learned to express
herself, ind to communicate with her family

With so much improvement, the caxe wits trausferred ta case manugenent ata.
tus, which involves penodic visits on a follow.up husin with a cane manuger. Since
the family had been primed from the bxginning to * 1ew social rehabs an extremely
intense but time-limited, they could accept the trunsfer us un achievement rather
than as & rejection or au a painful separation, *The advance preparation also
helped the therapist to separate frum fAem!)

The emphasis for this family in case ment v an petence The
mother still has problems but she hundles thein 11 the sowsions which ure held
every few weeks with our case mansger the mother talks ahout the way ahe han.
dles her problems The mother’s competence 1 supparted and expanded (ur.
rently, the mother is doing extremely well both i her soh ax 4 full ime achool
aide, ."dnii" her social Iife which is complite with chureh uctivatios and o petitle.
man friend,

Program Evaluation

The program includes sn ongoing ¢ tion component which evaluates
both the program jtsclf and the treatment outcumes of the fumihes. The
program evaluation looks at whether we nre udmitting the type of fumi-
lies we outlined tn our hierarchy of prionties, and whether we are provid.
ing the kinds of services tintensive, community-based) we intended For
the treatment autcomes, we ook, nmang other things, ut the number of
chent hospitulizutions ufter entering the programy, (he type of hospitahza.
tion and the reason for st,

According to our evaluation data ut the end of the first year, tha seven
cliniciuns tn the program served 96 clients nnd ther Gunthies Fifteen of
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the clients had been at Eastern State; thirty-one had been hospitalized at
PCGC, many of them more than vnce; and eleven had been hospitalized
at other hospitals such as Philadelphina Psychiatzic Hospital and Eagles.
ville.

In the first year, none of our chients had to be admitted or readmutted to
Eastern State. Only erght havs had o be hospitalized since entering the
program, six of them at PCGC. Significantly, all were planned admis-
sions with definite plans for follow-up nfter discharge, very different from
the previous cycle of emergency hospitahization our clients had been in-
volved in.

Team Spirit and Support

One explanation for the effectiveness of the progtam may be found in the
unique team spirit of the stafl. The group meets together for two hours
every week (0 share information about hard-to-find resources. They alxo
share experiences, particularly in relation to difficult cares. (Zne of our
therapista had her hfe threatened by the boyfriend of a chent—stafl’
members are very supportive of one another at times hke that.) OQut of the
common goals of the program, a strong and cohesive group has developed.
As an example, when we recently traincd a group of inpatient stufl to

*work with us, the training was primerily the responsibility of one thera.
pist. Yet every therapist in the program voluntanly 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 stafl will train the host home
parents. A therapist will work with the child and wath the natural family,
if available, to enable them to mainthin contact with one another, and to
facilitate the child's eventua! return to the natural home, when that is
possible.

Plans for the hust homes are being made with full and necessary ace
knowledgment that some families of origin «I 100 tncapacitated to im«
mediately receive back home a youngster who had been institutionalized.

Conclusion

The impressive lesson of our expenence 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 clim
cians in other programs given the wallingoeas nnd the Jjurdrction to
work in the same way
What 1s required to provide suth Junsdiction” In what context can this
type of progrum best Nourist? Therapists niay find st difficult to resist the
pressure for hospitalization, the demands on them ore much grester
when working with a family in crisis outside the hoxptul, Inorder tosup-
port the families, they in turn need support from their parent organiza-
tions to sustan them through those cnises, Such support i often ddfTicult
for orgunizations to give becuuxe funding allocations ire xo heawly oris
ented toward the medical us opposed to the puyt hasacial nspects of
rehabilitation
Organizations finl to recogneze that the type of program descrihnd
above not only results s the xalvagang of human hves, but s cconomne.
ally desiruble an its effective use of avialible funds. It is u program in
which the inherent competence of the tndividual is valued, in which pri
onty 18 given to the normalization of the client with a watchful eye to-
wird unnevessary institutionalizution In short, 1t 18 8 hgram in which
huxpitalization is viewed and utilized only s Last renort
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Chairman MiLLER, Thank you.
Mr. L'Homme.

STATEMENT OF BERTRAND P, 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 tzll 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 Celumbia’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 Co-
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—
ECI.P;—;and he responded, “Mr. L’'Homme, it’s the only time I don’t
urt.

If there is a typical student at City Li%hts, he is 16 years old,
black, male, a ward <. ..e 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
users—PCP, 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
dag can be used as a therapeutic intervention.

ut 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 ang 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
glacement and monitoring and foilow-up for $10 per day per stu-

ent; 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 &t 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 anaivsis 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 educstion, and
job placement.

City Lights has identified some of the problems, developed solu-
tior.s, 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
gool we possess for developing self-esteem and self-worth in our stu-

ents.

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:)

OJD
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PREPARED STATEMENT OF BERTRAND PaUL L’'HOMME, Executive DIRECTOR,
City LiGHTS, WASHINGTON,

In August 1981, a District of Columbla Supertor Court Judge
approved a Consent Decree settling the landmark case of Bobby d. v
Barry. The class action lawsult filed in 1977. challengea the
fallure of the District of Columbla‘’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. sult was flled by
the Chlldrens Defense Fund, a District of Columbla Superior Court
Judge found that a resldentlal treatment center In Texas that
charges 3$120,000 a year to treat District youth was ‘grossly
incompetant, and 1lterally life threatening.’ The charge was made
after a 17 vyear old District youth was Iinjected with an
an.lpuchotic drug when he refused to put on his palamas and then

ecelived dally dosages of other powerful drugs desplite no evidence
of psychosls.

The Chlldrens Dafense Fund surveyed the Bobby D. class and
found the malJority 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 19862.

When Clty 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 natlons caplitol, we Intended to serve a group
of the most disturbed and dellnguent adolescents In the District

of Columbla. .

The mission of City Lights 1s to provide a ccnmuﬁltv based
day treatment program for adolescents as a last resort before
Institutionalization and to recelve adolescents back Into the
community subseqguent to Institutionalization. City Lights claims

no new insight Into the causes of emotional disturbance and
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Juven!le dellnguency, we have developed no new technique that will
cure the traumas of physlcal and spiritual neglect. We have not
found a way to remove the scars of physlcal, psychologlcal and
sexual abuse. But, we have developed and implemented a
determlned, structured, and conslstent system of care that allows
students to grow, mature, and become lr;depenaent.

When we talk about chlidhood trauma, we know one trauma can
often hamper normal chlldhood development. The students at Clty
Lights have suffered mulitlple traumas. For example, two years ago
a student came Into my offlce and asked to speak to me. He
related a gruesome story that involved an acult male who had been
Involved In hls care prevlous to City Lights. He told me about
several hundred black adolescent boys and about several thousand
nude plctures of those boys that were taken bv thls adult over a
flfteen year perlod. Sitting with him In a walting room at the
pollce statlon, thls young man told me that thls was the third
time he had been to the pollce statlon for sltuatlons related to
sexual abuse. A few months later 1 asked thls young man why he
smoked ‘love boat’ (PCP) and he responded, *"Mr. L‘’Honme 1t‘s the
only time 1 don’t hurt.®

If there Is a typlcal student at Clty Lights he ls slixteen
years old, black, male, a ward of the District of Columbla,
emotlonally disturbed, delinquent, and readlng and computling math
below the third grade level.

All the students at Clty Lights are resident - of the District
of Columbla where 44% of 2311 the students who entersd 9th grade in
1986 will not eraduate and 10,000 childrep are out of school every
dav. In the Dlstrict there are 16,000 heroin usera and 60,000
polv dryg users (PCP, cocalne, marljuana). Every year 4,000
Juveplles are apprehended for offenses ranglng from very-minor

Aruitoxt provided by Eic:
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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 Clty Lights £111 a speclal
category, the structurally unemployed, even 1f there are jobs Citv
Lights students will not_get ther.

Irmedlately questions arlse -- 18 1t worth our effort, 1s 1t
worth the Investment of milllons of dollars, and Is It worth the
allocatlion of already overwhelmed resources? If the answer s
yes, then how will we Intervene In a viclous cycle of rejection
and fallure. In 1987, the answer a'l too often 18 to bulld blgger
and more secure detentlon faclllitles.

Clty Lights set up a comprehenslive array of ecucatlional.
clinlcal, and vocational services based on the psychoeducatlional
model which assumes that cognitlive and affectlve processes are In
contlnuous Interaction. And the staff belleves that the milleu
1tself 1s therapeutlic and that everything In the chlld’s day can
be used as a therapeut!ic Interventlon.

But the school that Clty Lights set up In 1982 was no longer
enough In 1984. There was no school to assist multl-problemed
older adolescents and young adults make the dlfflcult transition
frem school to work and dependence to Independence. In 1984,
under a grant from the. Department of Education C(OSERS) Clty Lights

sel up The Workplace, a school and work tranisitlion program for

students between the ages of gslxteen and twenty-six years old.
City Lights assembled a consortium of agencles that origlnally
allowed us to offer this cruclal service for $10.00 a day. A
service that Included a full remedlal educatlon program, complete
clinlical services, job placement and monltoring, and follow-up for

210.00/day/student. A service that took Clty Ligh 3 over two

El{fC‘ 109
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years to sell to the District of Columbla and today at the end of
three years 1t 1s only fifty percent enrolled.

We continually ask ourseives, what makes a difference in the
llves of the students entrusted to our care? Two years ago under
a grant frcm the National Institute of Handicapped Research we
found and interviewed fifty of our f}rst 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.

Guite simply those students who attalned 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
llkely to be depressed rather than character dlsordered, reading
at least at the Sth grade level and computed math at least at the
6th grade level. From the preliminary analysis of cur data we
ldentlfled several predictive factors that we had no control over
C(dlagnosls, foster hcme placement,etc.) and several factors that
Clty Jights could infiuence (work experience, attendance, math and
reading scores). We understand that influence on these factors
can only occur wlthiln the context of our therapeutlc community
with a comprehensive and determlned strategy of education,
therapy, vocatlonal educatlon, and Job placement.

Clty Lights has ldentlfled scme of the problems, ceveloped
solutions, implemented programs, and have proven our
effectlveness. Yeat the Cltv Lichts orograms are Inp contlinucus
danger of c¢losing. It is a fact of llfe that 1f Clty Lights is
not able to secure additional contracts and grants in the next two

months, City Lights will close before school opens next September.
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City Lights, llke all non-proflit organizations who have proposed

solutions to complex problems 1S dependent on contracts from

public agerncles and private foundations.

Clty Lights 1s confldent that wlth falr contracting and
granting procedures we willl contlnue to provide hlgh gquallt:
service to the students In the District of Columbla. However In
l1lght of recent events, Clty Lights along wlth several other
respected non-proflt agencles suggest several proposals. The
first swc Invlude a proposal to request that District agencles
secure the services of third party speclallists to sit on the
contract revlew boards. Second we propose that each non-profit
agency be revlewed and evaluated by a committee of 1ts peers from
the publlic and private sactor. These steps will go a long way to
restore confldence and Insure fair contracting.procedures.

Beyond theory and technlque, City Lights communlicates and
models a sec of values that allow students to become Independent
adults In the communlty. Briefly, we value educatlon and we
belleve that learning to read and compute math 1is the most
powerful tool we posess for developlng self esteem and self worth
1 our students. We belleve that problems are solved by talking.
llstening, and then actling. We value students and staff who take
risks and we appreclate and accept dlfferences of race, sex, and
age. We expect hlgh standards o.f achlevement from staff and
students and we belleve only authentlic relatlonshlps are
therapeutic. We belleve students trust adults who can say no and
we belleve we must be able to collaborate with each other,
parents/guardlans, publlc agencles, and the communlty. And
flnally we belleve 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

C ]
By Eduard € Sugen

Suce September, Sousa Junior Iligh
School has been jn session about 144 days,
and Donnell Robizson has been marked ab-
sent more than 80 of them, according to h.
principal, :

The seventh grader, who had 3 C-plus
average earlier this year and says he likes
learning and hopds to be a policeman, spent
those days “hanging out® or playing hide-
and-seek with friends.

At 14, Doanell is showing patterns of

+ troancy that, according to D.C. school of-

ficials, almost inevitably turn students into
dropout statistics by age 16,

About 10,000 D.C, students stey out of
school each day, putting the city’s absentee
fate at 12 percent, among the highest n
the nation, according to Manilyn Brown,

J SSKY
sf2,
DO

assistant superintendent for student ser-
vices

About 32 percent of the cty's high
school students drop out each year, result.
ing in considerable numbers of youths in
the District who are undeteducated and
unskilfed.

Administrators said that more than 20
percent of the truant youths and those who
drop out each year have bordesline learning
disabilities, Iike Doanell, who is enrolled in
a special education program at Sousa.

truants are casual class-cutters,
who may miss fewer than a half-doten
school days each year to go shopping or
take advantage of a nice day. But many, hke
Donnelf, 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 ..., |
want to get transferred to another school.”

See TRUANT. D5, Col 1

Docuell, 14, spends asotber day ot 8 truant,

L8
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D.C. Judge 'Blasts_ﬁeatment
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T;Ly-/ s ,19-"!

Center

Rexas Youth Facility Called Incompetent,
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Abusive, Life-Threatening

The judge said that shortly after
the teen-ager arrived at the school
he began complaining about bis
placement in a cottage wath chif-
dren who had serious head and othy-
er injuries and s2id he wanted to g
home. When he made threatenmg
comments to other residents oa the
fourth day, be was escorted to his
room and told to put oa his pajimas,

When he refused and then re
sisted staff members’ efforts to un-
dress him, the judge mid, sevea
staff members physically restrained
the youth {1 a stritjacket and in»
Jected him with Haldol, a drug with
paitful side effects used most often
with psychotic patients or in"y
emergency to calm violent bebave
jor,

o 13 e g g o
g

milions  ing, "l

" Three weeks later the youth was
trantlerred to”another unit and-a
peychiatriast who had no previous
coatact with him prescnbed large
utﬂydosagaolMeﬂaxilandlnh_-
ium, drugs sinular to Haldol in use
and side effects. [

The jodge 50 sharply eribeined
an addrtional - prescription by thé
psychiatrist for Mellaril every hout
“as needed.” T,

Had the- 17-year-old “sctually
boen given 100 milligrams of Mels
laril every bour it would have kitied

left Brown around Christmas after a
request for a hearing from his iw-

yer, Joseph Tulmas,

RIC

lyinagmuphominthebimkt.,
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ADASA

SUBSTANCE ABUSE

DISTRICT OF COLUMBIA

BRIEFING
FOR
COMMITTEE ON HUMAN SERVICES

14g




ERIC

Aruitoxt provided by Eic:

63,534

16,000

60,000

12,955
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SOOPE OF THE PROBRLEM

CVERVIBY

Alcoholics or Problem Drinkers
Y
Heroin Addicts

Polydrug Users (Cocaine, PCP, Mariiuana)

Substance Abusers Treated Anmually at ADASA
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AMERICAN PSYCHIATRIC ASSOCIATION'S 1986

Significant Achievement Awards

Building_ Interpersonal 20d Academic Competeace
Among Troubled Ianer-City Youths, City Lights, Washing-

ton, D.C.
At City Lights, an uausual day
that combi

clasroom instrucion with psycho-
socia] therapy, poos blick teen-
agers aged 12 10 22 with serious
educational and emoriona] deficits
experience s phenomesoa that is
new to thes—success. For the 30
students a¢ City Lights, locatedin a
cooverted warchouse i s rundowa
sectoa of Washingron, D.C., file
ure and rejecdon hsve been the
aom. y

The cypics! studeot ar Cicy
Lights is 8 16-year-0ld ward of the
city who reads s the third-grade
level and has experienced muldiple
out-of-home plicernene: in, for in-
stance, residential treament facilie
des, foster care, meotal hospitals,
or jule. Many srudents are disg-
noed as sufferiag from bordecline

of 2tisocial ey dleard,
<h TN ot 3

P
and any are jovolved in cnminal

actvity. Students are referved o
City Lights from the courts, com-
munity menca! health centers, so-
cisl service agencies, parole offe
cers, aad, less oren, schools. By
the ume 8 youngster reaches Cicy
Lighs, he has exhausted the good-
will of acarly everyooe who has
tried to Melp kim.

Cicy Lights is 2 privace nooprofic
corporaios developed as s di
outgtowth of &8 1977 lawsuit
brought against the District of Co-
Tuntbis on behalf of bandiaspped
wards of the D.C. Deparment of
Human Services. Filed by the Chil-
drea’s Defense Fund, the Gearge-
tows Juveaile Justice Clinic, and
the Volunteer Artoravy’s Ofice,
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own pace while 1 tesener prowides
supervinon and § e, Cisyses

RELIPY 13 ON 1ECIARS tnat underire
hete-and-now issues. des

:omm of egnt "t0 ten stucents.
must achieve 8 score

After the suit way resolved the
Children's Defease Fund hired so-
cia) worker Judith Tolmach, cure
rently execuuive durector of Ciry
Lighg, 10 develop s commuaity.
based ueauneat program for emo-
tioaally snd educancaally handi-
capped youth. laitially the pro-
gram was funded by pavate grants
2ad foundsdons bug ndw is sup.

porred mostly by aanul coazaces
',;b the Meoud Health Services
i sod Commnss

oo Social Services of the Dustrict of
Columbis.
What City Lights bfers that the
deats” previous p did
ootiss toul xbenpcuuc and edu-
casonal enviroament, Each week.
day studenss amend City Lights
from 9:30 a.m. 0 2:30 pm. In the
morning they mead dma dass.

50 percent correct on & COmputets
ized test in each curriculum ares
before moving to the aext arer
The school owns 12 perwml com.
purers. of

The souls of the pmm vary
with the needs aad ability of each
studeat; for some students the goal
is rejoining their family and re-
turning to public school; for others
the goal is pm:u the gcnml

anon making. and probiem 30ive
ing- The msjor goal of indwvidual
counseling is to help students buld
seli-estees and geserate life
choes.

Iasvally x:n:y ne¥ srudents m:
oot tolerate the 1ntimacy requite
in therapy and become defesnive,
supicious, and silent in 2 thera
peudic encounter. Telephoae-thet.
apy bas been found to be an effec.
ure means of :omumcwn: vmh
:tudenu who seed

eq\uvalency
ot eatrolling in ‘vocasional taining:
md for others the goal is develop-
ing the job 35d social skills neces
sary 10 gain in'eatry-level positon
in the workforee sad Live indepen.
deatly.

Extrscurticular aCrivities and
field trips to musecums sad the
Johs F. Keanedy Center for the

Eving,

Per{omins Aryg are ::hedulcd
o d the

e1—Englis

and math, Afcer ukiog s lunch
break, each bomeroom clus meers
with & teacher and social worker ro
discuss issues that affect the group.
Later i the afternooa, srudents
anend (o more academic clastes

and a physical educszion class.
The currniculum used by the
school is the Compreheasive Com-
petcacics Program developed by
the Remedistdon snd Training 1o«
sticure located is Washingron,
D.C. The Comprehensive Compe-
teacies Program is an integrared
computer-masaged sysiem of les-
sons that are taught using diffecent
medivms, inclodiog paper aad
computet, ﬁlmunp. and
ausere. 'nzerlcssonz range in s0-

level 10 the college level and in
subject maner from life skills, such
13 comparison shopping td job
interviewing skills, 1o basic mach,
social srudies, and rndmz.

When & srudeat eaters the pro-
gram, he is assessed on & banery of
saandardized tests, Based oathe
resules, the school suaff dsgn an
individudlited educstion program
for hirn. During classes. each seue
deat works independeatly at his

Hospital and Comauniry Psychistry

149

sources of confidence and pnd..
With the help of 2 woll

safe d before de
trusing relationship. Suﬂ' uxu.dly
call these youngsters is the eve.
ning. lo the first few calls they
prase the studenss for their ac-
complishmesnts during the school
dar.and eventually they are able to
develop & therapeutic allisace that
forems the basis for drawing the
srudents ioto face-to-face therapy.
e Ciry Lights opened in
1982, l total of 30 srudenss bave
gradusred after an sverage say of

cal pixnist, the students hxve
formed & thythm basd and rock
singing group. Students go horse-
back riding regularly sz s public
suble 80d are aughr ice skadng,
teaals, 204 swimmog by & recrea.
tog therpist.

Developing consistency aad co-
hesion is the students’ usually cha.
otic lives is & major pary of ereat.
ment a2 City Lighest, Exch srudent
bas 3 cxse magager oo sud who
works with the srudeac’s fanily
15d the serwotk of professioasls
involved with the student, such as
his Lawyer, phyucnn. psychiscrise,
parole social worker
from the Dtpxmenl of Humm
Servicet. Further, the school is &
therspeutic milicu where coneiat.
ent inreracions between suff and
students promote srudents’ hea!inx
aad ouse

Ezch srudent pam:upnel in
weekly individual or group therapy
with & socia) workes az Ciry Lights
ot a therapist ouu:de the program,
Some students recerre both types
of theespy, 2ad some receive art
therapy 2 well The emphasis of

November 1986 Vol 37 Nea. 1l

24 th, The program’s success
mbc measured by the 90 perceat
rae, an 35¢ ine

crease in reading level of l$
grades for mry 100 boun of in

rue of on!y 7 pemn:. and ine
creased subility withia parural or
fostet familics. Even more impres-
sive is the fact that only 10 pete
cens of students have been re-
turved 0 jails or bospitals,

Esch student coscs the program

“ appeoximstely 31,130 s mondh,

less thaa the cost of incarcerssion
in 2 juveaile detcotion ceoter
{$30.000 2aaually) or placemsentin
s residential trestment facilicy
{§30.000 10 $50.000 2anuslly).

In addition to the 30 full-time
sudenes 8t the Clq b;hu day

berween tbe ages of IG and 26
pnmcpue in the schooko-work
teansiting  program called .he
Worky.. ke, which was begun in
1985 with & three-year suamoup
ot from the U.S. Depanment of
Edvaation. The srudents work 20
hours & week az paid employment
10d acrend classes 20 bours 3 week




O
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at the Wotplage, located ehes
where e the airy. After 3 60-day
evalusuon penod, the progra
places the trudents 18 jobs 2nd
provdes a serwork of supportive
services. suth a1 vocauonal Coune
scling and seminass, 10 help them
cope with the demands of woriung
and becomusg independent.

Crty Ligha employs a full-ume
sad of 195, a part-tme suf of
three, and three psychisuic of sy
cholopeal coasdunn. The full
tme sud coatises of the executve
director asd fousder Judith Tok
mach, scbool principal Bernt
L'omme, diniea! director Annie
Brown, a secrenry, a fical oScer,
a voagonal counselor, a recrets
Gon therapist, and cight teschea
and social wotkers. The pan-omy
suf includes a psychistric resident
{roc Childrea's Hospital Nasoad
Mediad Cester, who spends ooe
day a week a2 Ciry Lighu o pro-
vile herapy, pychintric \
tdon, and pharmaco
roeot. Assisting the suff are  "arge
group of voluateers, including two
forter priadparents, tnd bigh
schoal and college student interas,
Their energy aad optimitz are ioe

soineg. Ms. Tolmach said. A 1%
member iateraca dowrd of trusts
cet sdwites the program.
5uf cunover has beea turpas-
wgly low coasidenng the caronic
ipulstiveaess and explonve
behavior of the 1rudeats. Stad
tribute their tenaaty 1o thew close
colliborauon with each other 103
rered by the dailly mecnngs they
hold to discuss the srudests” pro-
fress 2nd the bimons\ly process

sroup conducted by r° ebolesist
from the A. K Rice  ce. The

muldrada 1uffs frad discussion
of radal issues that adise in the
treamess of &a all-black srudent
body has alio cocuributed to s
cobesiveness.

But perhaps the most isspormat
reason thet s at Cicy Lights say
gn,i_l that they f;l‘ood about

elping youcg people teetering oa
the brick of chronic mental illoess
or babirusl criminal actvicy to
schicve their balasce,
For mers information aboxvi Ciz

Lith1, contact Judith Tolman,
A.CS. V., Exxuiire Dirccter, City

. Lights, 7 New York Aersne, N.L.,

Waskingten, D.C. 20002,
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_and cost efficient.

Work-Study in-the ~Inne1={-}it$L—’

Alternative education and Job training can work together

.o A

In March, 1985, City Lights, a school for emotionally
troubled black teenagers in Washington; B.C began 3~
fmuyfxmdedmm\dymamforchxmichiah
school truants. The project, called Lights: The
Workplace, has a threo:year tfc and, without new {unding,
will fold in Cotober, 1987 B The Workplace may

dmvcnpbuﬁon.Notaﬂykmcmmmeeﬁuaml
void in workstudy for innercity blacks, it's also well run

City Lights: The Workplace combines acadernic
remediation, group counseling and vocational placement in
one progran. The students spend roughly half their time in
ahmnucmtcnnddnothabd{ondnjob.l’-‘mum-
and 15-yearolds, because fabor laws, work

a

hours a week; they spend
older students, however, spend about 25 bours & week on
the job and 15 hours in school,

Though funding was
mld!’;dku:ﬁon‘son'neds i
project is ako cospoasored
tng Institute, which deaaied the use of its Learming Center,
the Washington, D.C. Summer Youth Employmen

ich, which referred

students to the program., * - y :
The most significant feature of Ctoy Lights The
Workplace is its integration of education and job training
foc innercity tecnagers. Vocational rehabilitation is
stressed from the beginning; students have a job counselor
on staff and are assigned jobs that, usually, correlate with
their interests and provide them with some skills training.
As for the education corrponent, City Lights uses a pro-
gram of remediation that i fast becoming the most suc-
eesfulinitsfield o> ="+ e mmuer -t
The C ,d‘:mivet‘ p Program is 20 im-
pressive system computer-assisted instruction, developed
by the Remediation and Training Institute in 1983 and
now being marketed across the country, City Lights was
one of the first sites to pilot CCP and is one of its original
success stories. Principdd Bert L'Homme calls himaelf &

teacher, be says, there was a conlict between those who
taught s “technicians® and those who taught 2s “artists™
*1 considered myself an artt:,” says L'Homme. -
“But when you're in.a.school > he.
tinves, “you don't have the luxury to think that way. You
bave to be efficient™ And that's where CCP comes in.
LHomme claims that be runs his school for $15a day
per student, an amount which leaves kittle room for ineffi-
¢iency. Partnerships are the key to the program’s Jow cost.

emotionally 3
“inner<ity adokscents. Under the guidince of-a social ¥

Local businesses provide employment for the kids city
dgEndiés Tefer students and handle job placement; and the
Remediation and Training Institute has donated the vse of
its Learning Ceater and CCP equipment for the duration
of the projct. ERS .
Sofu.ulemunappwstobesxwul.mﬁﬂp

learning center has been approximately 83-85 percent; job &
attendance rates are about 90 percent. For chroaic school
truants, these figures are impressive, .

City Lights: The Workplace is only 85 percent funded
for the upcoming school year, which may be its last. But
over on New York Avenue, in a converted warchise, the i3
odo‘ndﬁwlnhcdgyuuunmlmhnﬁlﬂy
established

is more psychoeducational, kess jobs-orien

Workplace. It opened in 1983 in response to the Bobby D.
vs. Barry awsuit filed by the Children's Defense i
1977 on behalf of bandxcapped wards of the DC. Depart:.
ment of Human ‘Services. At that time, there noyg-
communitybesed treatment program in Wi q
DC, outside of institutions, for i

g

worker named Judith Tolmach, City Lights was born. -4
Various foundations provided funding for the pro- 5.
gram’s first year, when there were 10 students earolled,
Having demonstrated its success, City Lights is now fund-
d by tuition contracts from the District of Cohmnbia's
the Commision |,

s pay City
UshuaprmhmdySl.O‘Oammthw_rChiki.gxh_mmiﬂ-
Iy Jess than the cost of instituticua] continement in juvenile

~ jails, mental bospitals or residential care=the cnly cher

options for City Lights students. # ..
Totmach, now the executive director of City Lights,
has written that ber progrim enrolls “adolescents who
have been writken off by the schools s unteachable, by the ¢
juvmﬂejmsyﬂanuinmbh,mdbyu:_mul
sysemssonteatable - - -

mmmwummm;&_ﬁ‘:
mb'ddmdifuu’;mxmkgo;kg:mmﬁnm
overall approach at the pew pro) therapeutic anc
transitional. The kids on New York Avenue
emotionally disturbed. Those st Th:

more
L'Homme says; are




‘Too Late? ™~
“The 7= 13 between ages 16 and 22 are usually
‘writien OfT" by most mental health and education pro-
ms‘mh&‘fawxﬁmdﬂmlumw
e bt s oy s g
increay: precipi at this age
i when many youth lose the omnipotent fantasies of -
’ carly adolescence and fill the empiness with rage and
deprenion. . wzldolaurccsmopwtmrym
often miswed *

. Jvdth Tolmoch, executive director of Cliy Lights
Ny jmmlmﬂo/wm%m
. Fell, 1538,

’E W‘rkphce hnmbaenndmuﬁeduaﬂ,hnfer
some reason or another, they aren't going 10 school, and
Lh:y‘remdamdfaixnumthemmnfmscbooiw

"l‘hs:a!ohmm. L'Homume emphasizes. The
m:dcanmmenuylmlpbtmwhchﬂxyan
* develop real skills. . And the jobs are not, as the principal
say3, “meke-wock.” Students work at Boys’ Clubs, tniversi-
:yMulndbalhothformmpb.

Ammbudthemmblvebaeudl'aedmm
p&namkdpodmpbymtmdsmsnmu
Aquﬂarﬁn.u.!ctmph.wbomba
Blackbum Cafetern on the campus of Howard University,
hsbeencﬂetadajobﬂnethﬁl.mdlyﬁm4w8
for $130 an hoor. - 2 :

e e e [N

su‘n.l.'l-lomme.mdothmikehm.mhmthe
y correlation

services progrant. Only 2.5 percent actually are.
'mewmtdthemﬂcnsmthebc.l’ubk
Schoots will drop out before they graduate,” L'Homme
m'Wemnmamdyam;popbwbc
unempioyed and jalled”

But L'Homme knows that working with the pubbc
Mmuhm&mﬁm\mfwaw
term life, “We would, of course, prefer 1o be independent.
Butwctmwthatw;obnobcmmtdchua
within the cocxmunity, not outside of 1.

For alternative educators, often beset with expensive

and poorly-run programs, the workstudy efforts at th
Lﬂxsmypruvxkhopeferm - n

“Some kids dor’t
make it in a school

uses one approach,
".and this doesn’t

'abmys work?* - -
—BafLHamme
Qo'l-tzhls
et

Q
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No-Nensense Remediation

A new approach to basic skills instruction, the CompreFensive
Competencies Program, is taking off

After only 2 years of widespread use, the Comprehen-

- technology to teach basic skills,
was desigiad in 1983 and implemented 2 year a
Dissemination of the program began in 1985; and by the
end of June, 1986, there were 158 OCP Learning Centers
in operation o¢ being implemented across the country.
The program uses print, andiovisual and computer-
based learning materials to cover “academic
competescies,” everything from elementary reading and
arithmetic through high school ard introductory college-
level mathematics and humanities. “Functional competen-
citzenship, health, and community participation. Instruc.
tion, both by computer and penand-paper, is

CCP was developed by the Remediation and Training
Institute, with Ford Foundation support. It integrates the
most successful educational approaches developed over the
fast seveial decades, including lessons keamed from the
educational programs of CETA and Job Corps. The
dissemination of the program since 1984 has been
phenomenal. Leaming Centers are now in 28 states and
the District of Columbia, situated in praces where they are

needed the most. Three of five centers, for example, are
k:calcd'npootmizhborhoog!swhercmeunmpbyrmt
nu%goycwp;rmt. and
5 used in regular secondary and postsccondary

schooks, adult basic education institutions and altemative
schools @ke City Lights in Washington, D.C). It is 2is0
used by mtonally-perworked community-based organina-_
National Urban League and SER: Jobs for Progress af-
filiates ard 70001 franchises). In addition. many local Job
Training Partnership Act agencics and correcuonai instity-
tioas are sow using the program.

‘Gradegain rates for OCP learners are substantial, Ac-
ovdons 0 o saayesof OCh o e, Wi

UCTS an Cngoing analys use, 1S gained
an average of 1.1 gradss in rezdirg in 31 hours of reading
instrucgion and 1.6 grades in math in 28 math instructiona
hours. Tte commonly-accepted sucoess standard for mast
basic skills instrxtion i one grade kevel g2inin 100 hows of _
instruction in a subject. Put this way, CCP keamers gained
an average of 3.7 grades pes 100 hours of reading instue: &
tion and 5.1 grades per 100 hows of math instruction. * -
Even the most disadvantaged keamers had impressive
mm’ 0 Remediation and Training Instimute

The program costs
an average of $305
per grade gain per
student, half the
cost of a year in
public school. The
normal student,
using CCP, gains a
grade in every 27
hours of reading
instruction and
every 22 hours
matn instruction.

’




—— ——
Characteristics of CCP Learners
* Lecwmers Active in 1986
Sex
Malke 43%
Femrale 57
Ethaic group
White 3%
Black 45
Higanic .~ 14
American Indian 1
Asan . 3
Family status
Single t A4
Living alone or with friends 19
Mamied, spouse 11

present
Living with parents ot relatives 45
Percent weeks worked fast 3 months
39 10

12 3
0 79

Multi-Purposcs
“CCP use ¢xa be injtiated and suppocted under the
Job Training Partnership Act, vecatonal rehabibta-
mvonmmleduunmmdmwmpbyr;ob
training. It can be part of state and Jocal workf e
and welfare efforts or Work Incentive and Head Start

parents.” Robert Taggert, director
Ranedmwn and Training Institute
Jrom “CCP: A Summary’

Setting of CCP Learning Centers
Alernative schooks and adult education centers g"o

National community-based organizations
JTPA agencies/Ind Corps 19
Postsecondiry schools 12
Secondary axd vocationz) public schools 1
Local community-based organizations 6
Private sector and unions 2
Corrections institutions 1
Who is CCP targeted to?
Teget groups Percent centers with
Primary students 29’.
Secondzry students
Dropouts = - 92
Young high school graduates 52
Older high schoot graduates 54
Postsecondary 27
Poor .. 94
Limited English 20
Handicapped - 39
Z} Offender 51
X° Solo parents 62
1 Displaced workers 28

ERIC

Aruitoxt provided by Eic:

And students themseives gi program  high
roarks. In 2 1985 kearmer survey, l‘ourfxﬂ.'xsofmpmdmu
felt they were kearning faster with CCP than in thei last
regular school

‘That alone would be réason enough for those working
mmdlamuouobmmxgmlookmeCP But the
program’s costeffective approach and busxmm(e
crganization is perhaps its biggest selling poin

Acoordm;mRomem zh:dmoto(tbe
Remediation and Training Institute, the avarage cost of the
program per instructional hour was $13.09 per student in
the first quarter of 1986. This includes the considerable
capital costs of kearning center equipment and software. A
normal pubbic school, Taggart has written, usualy costs 2p-
proxinately $5.00 per hour of instruction.

Buunmmdclcvdpmsmwwdmmths.
the comparison tilts in the favor of CCP. In pubkc school,
the “normal™ student gains one grade in each subject sach
year, at a cost of $720. But at CCP, says Tagsart, the noc-
mal student gains coe grade every 27 hours, in reading, and
evuyzobws.mmxh.nanavms:motswnu
grade gain <" ?-

At its present growth rate, CCP may have another
100 users by next year, 70001, for example, bas just,
muvedaSZ?S,OCOmfmlh:Fordramdmmm

Fotmucﬁxfmﬁoncnd)cComprdmsichcm—

petencies aggart, Director,
Remediation and Trairing Institute, ISZI 16th 8¢, NW
Washington, D.C. 20036; (202) 667609 s
Dcv.’dﬂanbng
Seplsmber 1935 7
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Lights of the City

by Domaz Gslse
All through my moming
when | ghnced wp jost
0 nake sare that the Quact in
the room was a result of con-
centraied work rather thea cat.
n3pping, 1 kept catching the
eyes of dilferent stodents stu-
dying my [xce with perplered
expressions. Keilh, in partcu.
Lar, Jooked ag if it were taking
a1l of hus effort to keep from
remaing Over 2nd rubting my
face just 1 see if the suatum
would come off, Although 1
had already cocriered a barrage
of questions about. how it kap-
pened, if it hort, why 1 Rada’t
ued seatan o, (something 1

als0 kept asking myself), con-
fusion was sull evideal, As

they could bave the uvader-
sanding - and valuckity with
red-hot suadurn, | doubied
soch would ever be e case,
Sitsavons like this. bowever,
jast seem o highlight pml
kis detween my stodents and
wmysll. In fxt, my estire ex-
istesce for the past eight
mocths his been 8 quest for,
eaderstanding trocgh experi.
eace. Belore 1 kined the JVC,
some very close [riends advised
st 1 dsdn need 1o completee
ly submerge mysell in a cule
tare in order o do positive
work withia jt. They suggeste
od, in fa<t, that | commate dai-
Iy iato the City, work jatense~
Iy with wbans youths, bt re-
tutn home to my ngp;:

rowte and thas far Rave 0o re-
grets. For me (0 begin (0 ua-
dertend my stodents, 1 needed
© make an effon w0 under-
stand wrexr eavironment. pros-

tutes, dlu pushers, and
rosches inc]

Since Scpuaw 1 have been
working as a teacher g1 City
Lights, & day wesument peo-
gram for severcly emotionally £
Gisturded sdolescents. Ininial-

Street bar than ao alitreative
Righ schook but the more 1
came to understand the pro-
gram and its motivating vale
ves, the noce 1 appeeciate the
valoe of its eame. Clty Lights
!upheeolvmhmdmm
ceniered In oos of Washington,
D C's worst peighborhoods. It
is a program where previoasly

. chronic tnants et a 95 percent

sttendance rate becauso they
liXe to come W school. Cuy
Lighes is a suaff of dedicated
professionsls wlling to cates
© e [adividoa! growth of
cach of jig thisty students.
And B3 is 2 groep of troubkd
adolescents who teach 83 much
13 ey are t2ogt

Yo i S s
3 a a MOeo ol
plane, o concreie realities of
City Lights are not eatirely
ifferent, Last week, we

belda  ghared his
schoolewide speum; e in T groment he “experienced” victo-
the op-

which six stodents had the

portamity o ccuzpﬂe both for
individoal prizes and for o,
homeroom  vietory patty.
£l were [ast and fu-

middle ¢ gh!
fore duk. 1 dussgreed. Thosgh
Tm :onvinced that there gre
- ¥ g00d, dedicated teachers
& Ray: e surbarbia, 1 chose (at
feast V¢ a year) a dfferest

rious watil only two studests

remained in the competition.

Aliee forty-five miar es of

m-nw spelling, Pam wumd a
word, aad Andre lm

rose in statore from big yous-
gin® o0 academic scholar. His
excitement. for 2 3cond, got
the best of him, and he yelied
in victory before the ‘sint
noching® attude rechimed its
soperficial conirol; for cnc of-
emooa Andre was allowed to
throw off the stigma of
*iroatled youth® and experi-
ence first place.  As a witness
0 the evenl. I shared Andre’s
excliement. As his teacher, |

success. During the

1y. 1100 feltas of 1598 won a
great prize, Of course, the Uo-
phy went iome with him, but
1 w21 e witness of a commecte

injustice,

At my JVC odieatation, 1
made the fnane comment Lo one
ol my new houtemates tat I'd

*never really thoveM much
about social Justice defore.” |

consider I fortanate that she
dudnt hold it against me oo
mch at the Ume, especiaily
since 1 haven's thought about
much else since, It is sulf dif-
ficolt for me to sppeeciate the
full impect of those two
words, but 83 1 waich e stoe
dents st City Lights strupgle
0 issues of

~
energetic as 1 was back in Sep-
tembes, the anslogy left me
with 2 pretty bleak view of
things.

Eight months of wotk have
given me a by of perspecuve,
however, 2nd the pies Im con-
sicenng today arc quits & bit
different than the ones I
fooked st last fall: 1 tcahze
that the sugar is missing, but
some unique spices, Cool
Whip, of 2 bit of Steve’s ice
cream can help 10 mask many
faws. The youths that T greet
every mormung aad have come
0 cxo for 50 much kave oot
been treated l2irly. Their hives
have beea much more demands
ing than sune will ever be, axd
they Bave missed oot on most
of the positive, happy things
that Wluminate my chy’ hood
memocics - tus is the injustce
of poverty, igaorance, and
nced, e

it jdes justxe,

sty u;’hmc stodents

sre given a chance (o stlempt,
0 suceeed, 80d o fail, Their
pasts bring them 10 the peo-
o, but the Mope of a more
positive future keeps them at-
undmg They are aliowed to

else’s making, I witness some
sort of Justice prevaling, Dare
ing my izt week in she pro-
gram, my supervisor WIS me
20t (0 expixt to change all the
stadents 1 worked with into
Rhodes scholars. Instead, be
told re to consider them as
wald a pre withoat gugar =
spankling sweetener on top
would not compensaie fof a
fack of an esseatial ingredient;
the pie, 23 well ag these
youths, would never be guite
right, Evea a3 optimistic and

P success, and with
their expesiences come the un-
desstanding that control of
their lives §7 possible with the
sight choices.

Donaa Galse gradoated

In 1986 from t.oyola
College  In  Baltimore,
Maryland. She lives and
works In  Washington,
D.C. Donsa teaches at
Clty Lightr a school for
emotionally dlsturbed
and dellaqueat adoles-
ceats.
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“There Ain’t Nobody on My Side™; A New Day Treatment Program

for Black Urban Youth. .
Judith Tolmach
Cuty Lights
< Black, inner cuy. indigent youth present clmmans with cn array of psycko-
logical, I, social, ec ic, and b ! problems thai defy tradi-

tional treatment methods. City Lights is described as acomprehensive day ireat-
ment model that has the potential 1o succeed with high-risk youth. The program
utilizes a self-paced computer-assisted education program within the context of
a therapeulic comn.unity. lnnownveslmtegm have been developed 10 accom-
plish both academic remediation and ! develop A com-
petence is seen asan ial comp of psychologi wdl-lmng.

Key words: adolescents, black youth, day treatment, psychoeducation pro-
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gram, community-based care

City Lights is a new day treatment program in
Washington, DCthatenrolls adolescents who have
been written off by the schools as unteachable, by
the juvenile justice system asintractable, and by the
mental health system as untreatable, These are
youth so successful at failure that they exhaust and
discaurage even the most idealistic amoag us who
reach dut to them with hope and one more chance.
B ey fail it ly at home, at school
andat work, suchyouths arerapidly ir ving to per-
manently disadw ataged status in our society
(Gibbs, 1984),

City Lights is designed to withstand the !
of troubled teenagers. In fact, inthe two years since
it opened, City Lights has achieved an attendance
rate of 90%, despite a population of chronic
truants, This high attendance rate, as well as the
therapeutie 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 Stadents?

The students at City Lights, ali of whom are
black, indigent adolescents from disorganized fam-

ihies 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 Litazy of human 22d social dis.
aster: high rates of criminal activily, drug and
akohol addiction, chronic L phys.
ical and mental ulneu. depeadence oa public wd
fare. and instituti jon. Society

spends large sums on hese youth—on the police,
the courts, juls 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 az¢ infizutely greater. The threat to urban Lfe
that lies in the high rates of violent strect crime,
much of it committed by deprived youth, the loss
10 the society of their potential contnbutions, are
Only the greatest of those kidden costs... . (Care
pegie Council 0n Pobcy Studies in Higher Educa-
tion, 1979, p. 245)

As Gibbs (1984) reported.in a plea for new initia.
tives, “black youth in contemporary America can
aptly be described asan endangered species” (p. 6).
She reports numerous dara that indicate that young
blacks are worse off inthe 1980s withregard to em-
ployment, delinquency, <ubstance abuse, teenage

The anthor wishes to atknowledse the invaluabl b
tion of Aanie Biown, Clinical Dutector, and Bert L'Homme.
Prinaiby, 10 the devel and of City
Liches.,

Requests for repnats should be seat (0 Judith Tolmach.
ACSW, Cuy Lighis, 7 New York Aveaue. N E., Washington.
DC 20002,

, and suicide than they were in the 1960s.

Dcsmle the alarming social eost of such neglect,
shrinking resources and well-entrenched pessimism
have resulted 1in few innovative attemnts to allevi-
ate the alienation of urban youth. The reluctance
of mental health professionals totreat these adoles-
cents can be attributed 10 the realization that such
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TREATMENT PROGRAM FOR BLACK URBAN YOUTH

youth cannot profit from clinical intervention
alone; the “presenting problem™ 15 inextncably
linked to the famuly, the sckool, the commumnty —
eachof which is part of the problcm and musl be
partof the solution. Tr b
tiveefforts between professionals lnd:f!ctemdm
plines; the context of treatment must include not
oaly the child and his family, but the social system
with which they interact. Extrinsic factors play 2
roleassignificant in maintaining the dysf,
behavior of troubled adolescents as intrinsic devel-
opmental factors “the person-centered variables™
(Kraft & Demaio, 1982; Moos & Fubr, 1982; Select
Parel for the Promotion of Child Health, 1981).
Hereis 2 casein point:

Terry, & 17oyear-old black male was referred to
City Lights by kis parole officer while he was sull
in juvenile detention for his fourth criminal
charge, fencing stolen goods. Previous chargesin-
cluded car theft and breaking and znlering. The
secoad child bomn to & teen-aged mother, terry
bvs ina housebold with his mother who is over-
i} d by her troubles, four sib-
tings, bis sister’s infant daughter and his mother’s
make companion who is periodically violent when
druck. Terryisof normalintellgeace but reads at
the third $Tade kevel due to infrequent school at-
tendance and disruptive beuavior which led to
placement in a2 special education resource room in
rm gnde Terry exhidits a swaggering self-
that ples ia the i when
lm inability to perform is revealed. His moods
from bravado to profound sadness in
np:d sucoemon. In addufoa. Terry's famly tac-
its which provide

lhan with mucb-ncedcd iacome.

1n many respects, black urbsn youth such as
Tenty mirvor the characteristics of a recently la-
beled psychiatric entity, “the young adult chronic
patient.” Bachrach (19842) has described this
growing population as fragile with 2 marked inabil-
ity 10 cope with the demands of living, having poor
functional ad~ - ive skills, an inability to form sta-
ble relationships, and a multiplicity of symptoms
that are exacerbated by frequent substance abuse
(Bachrach, 1984a; Lamb, 1984). Further, such pa-
tents are d ding and manipulative individzals
whose presence engenders strong negative feel-
ings—anger, fear, helplessness. Pepper, Kirshner,
andRyglewicz (1981) indicate that such patientsare
mired in the transition to adult life and therefore
unable to master the tasks of separation and indi-
viduation. 1t may seem premature to label City
Lights studentsas “chronic,” yet the typical student
at lsyws of agehasapenenccdaucasx xhrccoul-
(in residentialt :» fos-

ter care, menul hospital, or jail).
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Certainly many troubled urban teenagess, such
as those at City Lights, will grow sp to swell the
ranks of the adult chronically mentally il popula-
uon or the cnmmal justice system unless umque
service p Pt their d d path.
The {indings of 2 1984 National1 of Mental
Health conference report support this gloomy pre-
diction: “There is 2 heavy concentration of young
adults who are now at risk for chronic mental ill-
nm. which results in an appreciable j increase in
the absol ber of homel Windi-
viduals. Some part of the growth of the homeless
mentally il population also results from the jnade-
quacies of the service system™ (cited in Bachrach,
1984b, p. 515).

The Origins

City Lights was developed in response to 2 law-
suit, Bobby D. v. Barry, (Bobby D. v. Barry, C.A.
No. Misc. 16-17 DC Superior Court August,
1980). 1nits recent report, Unclaimed Children, the
Children's Defense Fuad (CDF) revealed 2 start-
ling, nationwide absence of services for adolescents
(Knitzer, 1982). Older adolescents, who oumposc
the largest p of children in instituti
care, slmplv “mark t/me” until they can be
transferred to adult mental hospitals or jails.
Community-based aftetcare programs to meet the
needs of this age group are Dearly nonexistent.
Sadly, many of these children wou'd never have
been institutionalized in the first place if compre-
hensive programs had been available. The
sary institutionalization of children b more
ominous when linked to the President’s Commis-

- sion 0n 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, v/n0 are treated more often on an outpa-
tient brsis.

Because the practice of institutionalizing adoles-
cents in placements as far away as Texas.
Magsachusetts, and Florida had become so well-
eutrenched in the District of Columbia, CDF real-
ized the need to go beyond legal remedies to ensure
that these vulnerable children receive altemn.tive,
community-based care In Fcburary, 1981, as 2
continuation of its commitment to the Bobby D.

hildren, CDF formulated a plan to establish City
Lights to serve emotionally disturbed children in 2
noninstitutional setting and to serve too as a cost-
effective model that can be replicated in other
localities.

City Lights, whichis housed in a convert... ware-
house, enrolls youth for whom the treatment of
choice has been residential t inap |
setting remote from the confusion and temptation
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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
ln lhem. nnd to a city that has no programs—

jonal, or resid ll-lo bridge
the gap Ixtw:en institution and
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cally, troubled adolescents who_are not institu-
tionalized are offered a special education class-
room and & referral t & community mental health
center for counseling. It is not surprising that such
narrowly conceived Intervention fails to breach the

Initially, City blhu did not receive any public
sector 4 ism about & 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 strorg support and $75,000
In start-up funds. With 1 year of funding in the
bank, City Lights solicited tuitionefree referrals
from various agencies, including St. Elizabeths
Hospital and the public schools. In a year’s tiae,
our track record with these first 10 students carned
public contracts for 50 youth at a monthly rate of
51040. Although this cost is high, it is far less than
the cost of confinement in juvenile detention, mene
tal hospitals, or residential treatment—the other
options for City Lights studeuts.

City Lights is a nonprofit corporation that is
funded now by tuitior: contracts from the District
of Columbia’s Mental Hcalth Services Administra-
tion, the Commission on Social Services (responsi-
ble for deinquent 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 8 varicty of labels —borderline Personality,
antisocial personality, depression—but all have
need of atotal therapeutic environment: Over half
of the current enrollment live with foster parents,
the others live with a single parent, older siblings,
or iz a group home. The cormunity-based treat-
ment program serves 30 emotionally disturbed and
delinquentteenagersbetweenthe 2ges of 1220d 22;
itis the only psychoeducational programin the Dis-
trict for jonally troubled over age
17, a group that borders on the fringes of adult-
hood and, usually, on the fringes of the mcnlal
health community’s sttention.

More Than A School

What kind of service program is successful with

clmxu whosc problcms reﬂet: an array of social,

ional, and eco-

nomxc def cits? The hletamre is conclusive in its
support of cohesive, multidisciphnary comprehen: .

sive care (Hobbs, 1979; Knitzer, 1982). Vet typi-

Wnf the current jon of federal and suate
dollars contii 10 1 ressdenta] rather
than day treatment settizgs (Kntzer, 1982).
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City Lights ismore than a school and more than
a school with additional clinical services. Because
City Lights representsour sludenu"‘lul chance™to
turn away from failure, we are committed to meet-
ing almost every need that arises; when we are not
able10 provide a required service (such as new eye-
glasses, trombone lessons, or an after-school job),
we act as advocates for our students inthe -
nity, and we teach them to become their own advo-
cates, as well.

Learning to Learn

The typical student at City Lights is 16 years of
age and has an average reading ability at the thisd
grade level. Such youth are prime candidates to be-
come high school dropouts; many already have
long careers as bard-core truants by the time they
reach junior high school. Yet without the cognitive
compctmcy 10 read and compute, a successful

to adulthood 35 unhkely (Hobbs &
Robmson. 1982).
As an outgrowth of our beher lhal compctawc

can g¢ bebavior throug self.
esteem, impul 1, and opportunities for suc-
cess (Shore & Massino, 1979), the education pro-

gram at City Lights is enriched by self-paced
computer-assisted instruction; optical scanners
correct lessons in IS seconds allowing students to
evaluate their own Jearning, control their rate of
progress, and reccive frequent ego-building
affirmation.

Committed to convincing our reluctant students
that they can learn, Cnyl.lghu installed rune com-
puters and the Compreh Ci Pro-
gram (CCP), an integrated cumculum of-paper
and pencil lessons, software, cassettes, and film
strips. Compiled from the most effective materials
developed for CETA and Job Corps, CCP is an
claborate system of teaching materials that oifers
instruction that begins at the nonreader leve! and
proceeds tocollegelevel; life skills (such as compar.
ison shopping, application for food stamps, jobin-
terview skills) taught simultancously with basic
math, social sxudx:s, and readms. munedlaxe posi-
tive reinf ion of pro-
gress; and finally lhe pnde of instrumental
mastery.

For a student ke Terry who was described
carlier, CCP provides instruciion on how to obtain

of failure that typifies this pop-_. .
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a social secunty card written in third grade vocabu-
lary, The subject matter befits his age, the reading
fevel fits his abulity, and the computer captures his
interest. This unusual combination of factors s ¢s-
seatial if studeats such as Terry are to succeed at
school.

Although CCP is an cffective metdod for
capturing the interest of reluctant students, its ef-
fecti is largely dependent on the th
mﬂmlhnmmuevu'yupeaohaudmuape-
rience at City Lights. CCP offers no magic formula
for overcoming academic defidits. If there is any
magic, xtknmmrdmomhipthndcvdops
with p
tucbcn and dmdlm Such a relationship, based
on mutual respect, undcmxndml. and opumxsm
can repair thed y$ a prereg|
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 *“t0o late”™ for significant change. It is
not surprising that rates of institutionalization (n
Jallsand mental hespitals) increase precipitously at
this age when many youthfose the omnipotent fan-
tasies of early adolescence and fill the emptiness
with rage and depression. Believing that Jate 2do-
Iescence is a6 vpportunity too often missed, the
therapeutic milieu at City Lights is an eclectic com-
bination of strategies designed to fill a treatment
void.

Behnda.w.'ubomn& Elzabeths Hospital to
ined Belinda's le-
nlg\mdun despite her frequeat hosprtalirations
durivg which Belinda was placed with: a grand-
mother, a neighbor, and (inally, a foster mother.
Wbcn ber foster motbu died Belinda became
bie” aad ns
Pr— ) re g dfor2
mwhxlemhuphmmmsouw Belinda
clung to the bope of rewurning to her mother de-
spite an adjudication of meglect requiring .
alternative placement. Finally, because bes behav-
for deteriorated, Belinda was sent to a residential
gram in Florida where she stayed for
Jymbc{mcom':CuyLuhu

Belinda comes to City Lights cach day resistant
and defiant. “You all don't care about me, nobody
does. Ain't nobody on my side.” Realizing that her
reluctance to cooperate reflects a justified fear of
trust, Tselinda’s case manager (her primary thera-
pist) 1nd teacher meet with her cach 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 pathy, help
with und ding her feelings, and coaching on
behavior —all before entering the classroom. Juch
brief and timely “meetings”™ are available to City
Lights atanytime, ing fragile egos to
borrow the streagth they need to make it through a
school day.

Sum of the Pasts

In addition to therapy on demand, City Lights
uses an eclectic appmcl: to u-eaunm 20d to be-
havior Py, group
therapy, and family counseling are a part of every
student’s program, but these techni are aug-
mented by individually “packaged” treatment plans
to remediate spexific developmental deficits.

Milies 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 thesc defenses, realizing that only grad-
ually can we hope to replace them with a realistic
self-concept. B thetotal at City
Lighu is urefuny plumcd to provide constant

tr begins as soon
as nudeuu enter the program—even if individual
therapy does not begin for many months—or ever,
Every transaction provides an experience that is
trustworthy, consistent, and respectful. Over time
this predictable environment, in which communi-
cationis clear, becomes a medium for heawung. Stu-
dents learn to trust the program as prelude to trust-
ing individvals within the program. Their ultimate
ability to function el independent young adults is
ded by a carefully purtured d d onre-
lnble caretakers—a cnuczl upe‘t of childhood
that they were denied, -

Within the context of 3 therapewre milieu, we
use a variety of innovative strategies to kv~pattend-
ance high and ep.odes of success frequent. Se.
cause we constantly try new methods of achieing
these poals, this list of techniques is not definitive.

Musle. A gospel singer and accomplished muy-
sician meets weekly with students to increase
awareness of black culture, enhance vocal skills,
and form a choir able to perform for community
groups.

Tce skating. A staff social worker who is also 2
professional skater teaches ice sk asawayor
helpi d acquire self-discip
gratification, motor coordination, and cooper-

arion with peers.
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Therspentic riding. Learmung to master and
control a horse helps students learn 10 control

t and to ipate the of
behavior,

Pald employmeat. All our students share 2
strong desire to earn money. Many arcadept at ac-
complishing this through illegal means. Offenng
students who make academic and behavioral gains
part-time employment is potent motivation for
growth. Students earn the right to sttend school
halfeday—an important step toward inde.
pendence.

Telephone therapy. Individual therapy re-
quires & degree of intimacy that is impossible for
some students, causing unbearable anxicty—
anxiety that is typically released through explosive
behavior and profanity. Group theray is not a
suitable substitute for individual therapy if issues
that nced exploring are deeply private, Calling stu.
dents on the telephone in the evening may not
sound like 2 therapeutic technique, but it hes pro-
duced surprising results. Injtial calls are impere
sonal, just & touching basc™ along with ample
doses of praise for the smallest achievement that
occurred during the day. ™>cause sutdents are
amazedthat anadultwould.c.  ‘hephoncto re-
port something other thanavt - . charge, these
conversations haveled to athi¢s. | eutic alliance and
the ] ability to tol facesto-f: .
ters. An pected bonus of “teleph h "
has been a new rclalmnshlp with the parent an-
swering the phone who is understandably wary of
talking to anyonc about her ¢hild, since past en.
counters bave beeninvariably negative. Whena so-
cial worker, says, “I want to talk with Andy about
the good day he had at school,” there is & long sie
lence of disbelief, After several such calls, the par.
ent who had refused to meet withusis willing 2o re.

ider ber decision. This s¢q of events has

bled us to offer practical guidance to troubled,
resistant parents, wh:ch in turn bas led to signifl.
cant changes in hips within famul

Commnalty connections. Introduci. -tue
dents to the positive facets of urban lifc is unother
aspect of our attempt to belp black youthdevelop a
different self-image. The social, cultural, and spir.
itual programs offcred by the city’s black churches
are explored in our leisure education program,
which also includes Tac 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
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that education is therapeutic and therapy is educa.
tion; therefore, the boundary between these two
program components s intentionally blurred. For
instance. class meeting. adaily part of the academic
schedule, is a form of group therapy. A tutorial in
the computer language LOGO, which allows stue
dent and teacher to work and talk privately over a
period of months, has many aspects of individual
therapy. Thisi; jonal ab of disti be-
tween disapli quires close collaboration and
hesion b ducational staff and clinjcal
staff. Daily 30-minutemeetings to review each stu-
dent’s progress contnbute to this essential cohe
sion. In addition, all staff attend & biweekly procs
ess group led by an outside consultant (trained in
th~Bion-Tavistock tecknique) who amm usln un.
covering the unspoken and
that inhibit cohesion.

The Qutcome

Fewer than ten students have “graduated” from
City Lights 1 the 3 years that the school has been
open. Wc are now in the process of developing an

gram that will both shorte
term changu and long-term outcomes with regard
to institutionalization, ability to withstand crises,
vocational history, and quality of life. Unti) the
program's cffectiveness has been confirmed by stas
tistical Tneasures, we canmake only modest claims
of success. These include the program'’s ability to
keep emotionally disturbed clronic truants in
school; reading and mathlevelsthat haveincreased
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); stability
within natural and foster families that has dramat.
ically reduced additional instituional placements;
{inally, the fact that oaly 10% of our students have
been returned to hospitsls or jails; students who
dropped out of their own accord comprise an
equally low 7%.

Although the results ¢ T an objective evaluation
will not be available for several years, we bavedems
onstrated in our first 3 years at City Lights that
troubled black adolescents who have learned to be
distrustful, fearful, meae, and sullen can leamn to
change, to trust, and to believe in their ability to
succeed
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SIATE OF YOUTH

Education

1, Americans will spend a total of $278 8 billon on education this year, an increase of $15.4 bilbon
from 1984. National expenditures for schooks and colleges represent 6.7 percent of the gross nauonal

, product,
2. Spending for ¢k y and dary od 10 $170 dilbon, including $14 billion
by private schools. Higher education cosu will be s:os 8 bilbon, including $38.1 bilbon {or prvate
institutions.

3. Aversge annua. expenditure for each of the approximately 40 milbon public school students tn the
United States will be $4,203, up 5.2 percent from 1984,

Community Colleges

4, Between 1955 and 1985, the number of two-year community colleges has doubkd from 611 10
222, Eightyscven percent are public institutions, and 13 peroent are independent.

5. 1n 1984-85, more than ha!f of all first time freshman (1.2 mithon students) attended two-year col-
keges. Women and minorites were more Lkely 1o sttend communty colleges than any other type of
higher education institutien.

Native Americans

6. About half 2 *he nation’s 1.4 milbon Indsans hive on reservanons. Thewr land holdings total more
than §3 million acres.

. PRI

7. Unemployment runs as high as 70 percent on some reservations. Onequarter of the Indian
workforee 1 seeking employment, and 27 percent of the tota] Indian population lives below the poverty
hine,

Youth Employment

8. 3.2 million 16- to 24-year-olds are officially out of work, neasly 38 percent of the naton's
unemployed.

9. DmuadxmummhmmlO?wOn;;eMwmumpwmlm 1986 than
in June, |

10. Whike 48 percent of whi'® teenagers tre working, only 30 percent of Hispanic and 27 percent of
black teens have jobs,

Childrens in State Care .

11. In Calfornua, the number of children placed moathly in emergency shelter care increased from 550
in 1981 to 3,280 children in 1985,

Soun:n:
1,2and3=The U.S, Dx tof Ed Center S ard S The Ames
of Community and Junior coilooos. 6and 7—=The 0,3 Doommoni of the Intodol. Buresu of Indian Atfairs. 8,9 and
10—Youth Employment, June, 1988, 11=U.S. House ot 3, Setect C on Chlidren,
Youth and Famities,
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Chairman MiLLER. Thank you.
Mr. Davis.

STATEMENT OF THOMAS L. DAVIS, MENTAL HEALTH PROGRAM
MANAGER, ALEXANDRIA MENTAL HEALTH CENTER/CHIL-
DREN’S SERVICES, ALEXANDRIA, LA

Mr. Davis. Thank you, Mr. Chairman, Mr. Coats, and especially
%;I(xi. Holloway, for inviting me to appear before your committee

ay.

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 und 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 been 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 encompassm% 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 parents 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 frr
emotionally disturbed adolescent males, a Erogram that invo"
the interface of the mental health center, the contracting age
the school system, and the vocetional 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
rurcl 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 transper-
tation problems, time lost from school or work, leck of awareness
of the benefits and availability of services, and stigma regarding
inental illness. Low wages and unemployment complicate the prob-
ems.

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 Program—CASSP.

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 cor mittee is evidence of your commit-
ment. I am proud to be part ¢ the process as we work together for
our children and their future.

[Prepared statement of Thomas L. Davis follows:]
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PREPARED STATEMENT OF THOMAS L. Davis, MSW, MenTAL HEALTH PROGRAM MAN- }
ﬁisn. ALEXANDRIA MENTAL HEALTH CENTER/CHILDREN’S SERVICES, ALEXANDRIA, |

Thank you Mr. Chairman and Mr. Coats, and especially Mr. Holloway, for
inviting me to appear before your :omittee today, to address the important
{ssues of children‘s mental health services.

1 have been asked to share with you my local perspective on children's
sental health servaces in the largely rural Central Louisiana area served
by Alexandria Mental Health Center; I will identify strengths of our prograz,
as well as problems and barriers encountered in service delavery to our rural
population. 1 come to you as a mental health practitioner, havin worked
for the past thirteen ycars directly in the community mental health program
in Central louisiana.

Alexandria Mental Realth Center is one of 45 full-time mental health
Centers and 47 part-time outreach facilities forning a state-wide nctwork
of cozzunity mental health cente. programs directly operated by the
lovisiana Departwent of Health and Buman Resources, Office of Hental Health.
These facilfties, together with 55 contracted commmity programs and ¥ x

state hospital-based programs operate as an interrelated system of services

under the Department of Health and Buman Resources. Tbe community-based
faciliti€s and programs are sdministered through ten (10) state tegions, with
Almndf‘la Mental Health Center loéated 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 cozmerce and medical and social services for the region.
Alexandria Hent.allI Health Center directly serves six parishes which total

5137 square miles. The total population of the six parish area is 221,510,

approxizately 61% 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, {f not the
strongest children's program in the State. Established in 1954, initially
as a Child Guidance Center, {t actually preceded outpatient services for
adults vhich vere started by our local state hospital {n 1959. Later, both
services vere placed under the auspices of the Cormunity Mental Health
Center, as these prograns were developed by the State. The current staff
of the Mental Health Center {s 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 decands on staff resources over
the past 20 years, brought abou: by the growing needs of the chronically
mentally 111 adult population and by periodic state budget crises. The
survival of the progran as a specialized unit {s a result of strong
comunity relr _fonships and long-term comaitment on the part of administrative
personnet to children's programs. Justifying Children's programs has been

on occasion particularly difficult when planuers or legislators arbitrariiy

taking into account what was requlrgd to achieve effective results among
different client populations. In mental health services for children, vork
vith the {dentified child "patient” is just the tip of the {ceberg of
interventions necessary to arrive at effective problem resolutions. For
example “B{11" vas referred to our Center by his pediatrician at eight years
of age with complaints of hyperactivity. When ve saw them, we learned that

not only was bill hyperactive fros a medical standpoint, but also that

he, his mother and younger brother vere living in a small trailer
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vithout cozplete uzilities, after having recently experienzed the loss

of his father. Quite understandably, his mother was 21so depressed.

Our intervention has involved treatment of Bill, regular consultations with
his classrooz teacher, and extensive wo.k with bis nother, including
treatment of her depression, assistance in obtaining subsidized housing,
education and counseling regarding canagezent of Bill's behavior, and
assistance in obtaining the support of her extended fazily in meeting Bill's
needs, We also put the mother in ti sch with other cozunity resources and
consusted wirh the local Boy's Club regarding hov it could help Bill. Bill
has rezained in a regular classroom setting, and his mother is successfully
ezployed, no longer receiving public assistance. Tue Center is currently
in the process of helping parents organize a support group for parents of
byperactive children. Bill's case is {llustrative of the fact that
effective vork with chdldren requires a multi-faceted approa:h, involving
parents, school, and & myriad of other resources.A The professional tige

involved in providing these services is not alvays apparent on statistical

reports,

have paintained tbat it is prevention at least at the secondary level, and
contend that early intervention with troubled children and their families
can reap long term benefits by alleviating or reducing irpairzent in adult

1ife, enabling individuals to b more independent rnd productive cempers

of their cozsunities. Expanding the preventive concept further, one can
speculate on the potential benefits to younger or yet unbora siblings as well
as future ofrspring of troubled children as a result of the reduction or

resolution of problems brought about by an early intervention with the

faxily.
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The Children's Service has been developed as a comzrehensive syster
encorpassing a range of service elements, rather than being limited to a
specific elevent of service. Currently in place are forzalized prograns
of outpatient czental health services to children and their famildes,
consultation an¢ education services to the co=runity, school-based con-
sultation and treatcent services for severely ezmotionally disturbed
children, a therapeutic sut=er day camp for ermotionally disturbed children,
and a coxunity home for emotionally disturbed adolescent boys.

Throughout the years, the Center has been ¢ x=itted to a philcsophy
of early intervention and treatcent of children and adolescents in the
co=zunity and in their own homes. Application of this philosophy was
evidenced in the fact that the Region had the lovest per capita client
population in the Gary W. lawsuit, vhict ‘olved placement of children
fo treatzent facilities in Texss in the s and 70's. Clinical, .
adzinistrative, and clerlcal’ staff remain comzitted to keeping children
{io th-elr ovn hemes whenever possible. Psychiatric hospitalization is
considered cnly in the most severe cases of emotional disturbance.
In fiscil year 1985-86, two children and seventeen adolescents vere
adoitted to State hospitals at the.reccmmendation of the Children's Service.
A total of 312 children were adzitved to rhe Children‘'s Service casaload
during the same time period. Six additional adolescents froz the catch-
ment area vere admitted to state psychiatric hospitals without the recom-
mendation of the zental health center.

In zreating the child in the ccmunity, 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 vith the Center in all aspects

of planning and service delivery, and in viev of the fact that the school is
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a significant part of the child's environment, contact 1s routinely
ssde with teachers and other school perso.s. For severely ecotionally
disturbed children, the Children's Service and locsl school system work
cooperatively togethexr in a school-based treatment program. As an
adjunct to this prograz, the two agencies jointly sponsor a therapeutic
summer day caxmp for children enrolled in or under evaluation for the
school prograz. Volunt ers, local civic groups, and the local United
Way also contribute to the success of these prograss.

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 vell as parents and concerned citizens for the development of a
cozprehensive coz=unity-based system of care for emotionally disturbed
children, this intiative facilit ted by funding througb the Child and
Adolescent Service Systes program (CASSP). As part of this process, the
Mental Bealth Association of Louisizna and the Louisizna Alliance for
the Mentally Ill are cooperating in the development across the state of
support groups for parents of children vith 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 a= 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 oftest the
presence of an extended family to provide support i{n time of need and to
establish for the child 2 strong sense of identity. Also, in zany cases,
the churches and schools form inforrmal networks of support inm rural com nities.
Hovever, it should not be overlosked that there are troubled children out
there, and that there are unique difficulties and frustrations involved in

serving then.
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Generally speaking, the availability of various services is reduced
in the rural areas, as the low population density makes it difficult to
financially justify saay specialized programs. This is true for private
as vell as public providers of service. Until recently, there were no
private treatzent facilities available for children in our vicinity, '
and local psychiatrists routinely referred children to our center. In
wost of the rural areas, the only available option is referral to the
Mental Health Center. Also recruiting zmental health professionals in
rural areas is very difficule, a problen. cozpounded by comparatively
low pay scales. Further, due to the poor tax base in many rural areas,
contributions by local governzments for coczunity prograxus are adversely
affected by poor economic conditions as vell as by state budget reductions.
For example, 2s a result of our state's current economic problens, which
have resulted in significant budget cuts across our State agencies,
aeveral local governments in our regicn who have made small contributions
in support of cocaunity-based mental health services have been forced to
vithdrav these funds,

With the more specialized mental health sirvices 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
1s a significant _yrefer 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 vages and unezploysent are complicating
factors. The distance has deterred systezatic coordination of services,
Just as it has created problems for families who need mental health services.
Further, residents of rural parishes tend tu be less avare of the emotional

aspects of problezs and the benefits and availability of cental healtk services.
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In some ateas, stigma regarding mental illness prohibits persons from
seeking needed help. Those factors cocbined result in very few self-referrals,
more skipped appointments, and poor follow-through with treatment recommenda=
tions. There is a tendency azong some child service agencies to delay
referral to the mental health center until .1e child and faxzily 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 2
tiopely manner. A

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 vrban resources have interfered with delivering services to the
Tural 4rea. Two years ago, we allocated cme clinician to work with
children coe day eack veek in a rural outreach clinic servinp three parishes
separated from us by poor roads and a large expanse of vater. Also ve have
requested CASSP funding for a local desonstration project vhich seeks to build
on the strengths and existing resources in the rural parishes by developing
a coczunity-based system of care that cozbines & interagency service net-
vork with the strong, natural support netvorks found in most rural cozmunities.
We have proposed that the school be the point of entry into the system and
the locus for servicz coordination. We have been informed that our proposal
has received Prer Reviev approval.

thile there have been indications of significant progress over the years
in our efforts to improve mental health serv.ces for our children, ve still
have a long vay to go toward meeting the challenge proculgated through the

CASSP initiative that emotionally distu "4 children have accesc to a




167

comprehensive cormunity-based system of care that is responsive to the needs
of the child and the family. We are avare of many deficiencies and needs that
cannot be met vith our present allocation of resources. It jg clear that the
challenge can never be met by mental health services alone. Rather, it
requires a cozbinatioa of many agencies, advocacy groups, consuters, governzent
officials and legislators, all joining in a coordinated and effective manner
to get the job done. Your membership on this cocmittee is evidence of vour

comaitment. T am proud to be a part of this process as ve all vork together

for our children and their futures.
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Chairman MLt ®. Thank you.
Mr. Feltman.

STATEMENT OF RANDALL FELTMAN, PROGRAM MANAGER, CHIL-
DREN’S SERVICES DEMONSZRATION PROJECT, VENTURA
COUNTY MENTAL HEALTH SERVICES, VENTURA, CA

Mr. FeLrMaAN. 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
cortinual 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 curr.at 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 gozls. It is in the public’s best interest to keep high-
risk children ir. 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
~ith home, schools, juvenile justice, and social services environ-
ments. Combining or blending agency expertise in resources to

Y3




169

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 witlxm) social services, special
education, and juvenile justice. Private sector involvemen. wnd 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, Ag‘DC/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
rale 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, annual 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 u. 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 s... ~! placement. This is 20 percent of the state-
wide average. This difference in public sector costs between Ven-
tura County and the staewide 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 mer.tal health service demonstra-
tion projects throughout the country and tie them together with
technical assistance and evaluation. This could show for the other
st:ites 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:]
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PREPARED STATEMENT OF RANDALL FELTMAN, MSW, Pre*Ect MANAGER, CHILDREN'S

O

SERVICES DEMONSTRATION PROJECT, VENTURA COUNTY MENTAL HEALTH SERVICES,
VENTURA, CA

The Ventura Model is 2 new way of doing business for public mental health agencies
and communities interested an helping their haghest risk and most vulnerable children live
independent and productive hives. The Model builds on the Community Mental Health Servivs
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 ths 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 ycars developing this model comprehensive intes-
agency children®s mental health system. In 1980, during the difficult post-Proposition 13
period in California, local tnitiative and leadership came from a newly elected Board of
Supervisors member, Susan Lacey, and 2 Juvenile Court Judge, Steven Stone, who sought
better, more cfficient ways of delivering necessary public services to Ventura's children.

Ventura County's recognized success toward this goal lead to sts selection tn 1984 by
the Legislature (AB3920 by Assemblywoman Cathie Wright) as 3 demonstration project to
develop ano evaluate an snnovative, comprehensive local childe n's mental health system.
Assemblyweman Wright's goai was to improve inadequate and diffuse, independent, agency-
oriented, unaccountable children’s mental health programs. Assemblyman Bruce Bronzan
Joincd Assemblywoman Wright in a powerful bipartisan coalition of support. The Progect has
been extended into its third year with the signing of AB 66 by Governor Deukmegian.

A system of carc is fully defined and operational under the Ventura Model. 1t provides
a planning mechanism that fosters continual modification and smprovement. The political
support for the Ventura Model across California is strong, unprecedented for a mental
health service, and intensifying. AB377 (Wright and Bronzanj underscores this support as
it sechs to expand the Ventura Model throughout California. i has passed the California
Assembly and s piogressing well through the Senate toward the Guvernot's desk in Augusi

We have cvery indication he will sign it if given the opportunity.
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The Ventura Model has five important characteristics;

1. THE MINIMUM CLIEMT POPULATION IS SPECIFIED FOR THE PUBLIC SECTOR.
Treatment is not given on a “first come, furst served,” basis. Instead. the target

population ts multt-problem children and youth separated or at imminem rish of separasron
Jrom thetr Jumilies who are «denufied as menally disordered yuvemile offenders mensally
disordered court dependents seriousls emouonally disturbed s, .cial education students. and
state hasputal candidaies and residenis When removed from their famihies, the State often
has legal responsibility for, and physical custody of, these chuldren. Californaa’s

financial liabslity for «ts 10,000 ;dentificd target population children exceeds $240 maliion
annually in residential and state hospital costs, not incivding local mental health costs.
These children’s experienee also puls‘lhtm 3t at the highest risk of remawning public charges
for their entire lives.

2. FAMILY UNITY ARD LOCAL TREATMENT ARE THE PRIMARY GOALS.

{tis in the publics Lost anterest to heep high rask children 1n thesr OWR homes to maximize
parental responsibility, and treat them & thesr own communaties. If removal is requered,
local treatment minimazes length of stay «n Lustly and restractive residential facalsties and
hospitals. Thus. home-based and local programs provide maximum suppori 1o the jamuly. or

if separated, returns the child 10 the faculy as soon as possible.

3. THE SYSTEM PROVIDES ALTERNATIVES TO OUT OF HOME PLACEMENT AND
HOSPITALIZATION,

An cffective treatment system requies graduated devels which provide necessary and appro-
priate, lcast intrusive treatment. an the least restractive setting. A continoum of

service also provides cost advaniages sincc highly intrussve and restractive care 45 more
expensive A child's state hospatal bed costs $95,000 per year. Residential care costs
between $25,000 and $50.000 pcr year  The Mudel s programs full the 8ap betwcen once a
weeh of fice vissts and hospatal placemens 401 emura Counts childrea wah publu

agenc s amoliement snd qi 1k of ancof Bumq placement are screencd b local memai healih

and linked with appropriqic least tnerussse ircaimens an the least restracinne seiung
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4, MENTAL HEALTH SERVICES ARE INTEGRATED WITH 1HOME. SCHOOLS, JUVENILS
JUSTICE, AND SOCIAL SERVICE ENVIRONMENTS.

Combining or blending ageney cxpertise and resources to treat the Full re .g¢ of Proviems that
put the child at risk 15 more effective  Collaboration meets the service nceds vi the

*whole® child, rather than parallel efforts by separate agencaes to treat parts of a chitd's
problem. Blending funds across agencics provades feverage for single agency sources ui funds
and increascs program options Thus mental health services are ntegrated with soctal

serveees. specral educanon. and puvemle justice  All new programs blend services. siaff.

and funding across agencies. Parallel services are ehmnated and the result s a communus -
based. inlegrated. interagency conttnuum of service. Written. formal tnteragency agreem. nis
provide clear expectations in all arcas beiween agencies. Private sector mvolvement and
participation 13 solicsted. coordinated. and focused on public sector ¢hildren.

$. SYSTEMS LEVEL EVALUATION ANALYZES BE';EFITS FOR THE CHILD, FAMILY,
AND COMMUNITY. AND COSTS INCURRED BY TI E PUBLIC SECTOR.

Community based programs should provide higher chient benelits and significantiy reducc
residential and hospital costs. Thus, the mental health aata base monitors outcomes for 3
child over time and across interagency environments. The effectiveness of ali interageney
programs is also measured by the number of children who stay «n-or are returncd to the hume
and public school, lower recedsvsm amung juvenate of fenders, and reductions in residentead
placements and hospitalizations (icnt costs for the state hospital, AFDC-TC group humes,
and residential non-public schools are reported.

WHAT ARE THE RESULTS? .

The benefit of the Ventura Model and the locai mental heaith services provided s
shown in the results presented 1n wur most revent report after 18 monshs of vperation The
results are dramatic  The Progect has duwcred the rate at which chadren arc separaicd
from their family and cnabled tham tw tclurn to thesr home and publin s¢huul swunct
Morcover, the Progect 15 of fsciteng murc than 50% of sts costs through just sheri-term

reductions tn other recoserable state general fund expenditures
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! Ventura County has reduccd statc hospital usc to 25% of its previous 1980-81 tevel
which is also 25% of the statewide average for children and youth. To datc. th¢ annual
savings average $428,000, offsetting 31% of the Projcct’s ycarly cost. Caiaforma
could save about $17 million a year in state hospital costs with the Ventura Model.

2 Since Junc 1985, Ventura has reduced out-of-county, court yrdered Juveniic justice and
social services placements from 89 to 43 children, a 46% reduc*-on.

3 Since 1978, AFDC-FC payments for court ordered placements in residential facihitics
have increased sfcadily in California and Ventura County by 15% per year. However,

. since the Project began in 1985, placements have declined 1i% in Yentura County (an

annual savings of $226,000) offsetting 16% of the Project’s ¢r.t. With ongoing

refincnients in the system of care, additional savi~gs will be reported 1 the upcoming
two sear reportl. With statewide implementation, the » ojected savings in AEDC-FC costs
would be about $22,000,000.

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 01 he
Ventura Model, reincarcerations were reduced 47%, a potential County savings
$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 juvemle
detention facilities. and evemtually adult prisons.

5 Ventura County currently has 4 handicapped special eJucation pupils placed pursuant to
an Individual Education Plan in a residential, non-public school ptacement. This 1s
20% of the statewide average of 20. The average statewide cosi per placement s
$30,000. The difference 1in public scctor costs between Ventura County and the
statewide average of 16 placements cquals $480.000 per scar.

These results demonstrate concretc and mcasurable advantages to th~ hild and taxpaver.
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Th. committee has been provided with a copy of our most recent 18 month report, our
wnitten interagency agreements, and other progect matcrials. In addition we have prosvided
copies of AB3920, AB66 and AB377.

In closing. the hope and request of Ventura County s that this committcc would suppori
the Child and Adolcscent Services System Project of the National Institute of Mcntal Heaith
(CASSP). If Congress would add funding for five to ten regionaily distributed wweal menta,
health service demonstration projects throughout the country and tic them togs 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 Scrvices, intcgratcd
and tn partnership with special education, juvenile justice, social scrvices and the
private sector make a ife-shaping posttive dif ference in the lives of children and pay for

a large part of their cost by reductions in hospital and residential costs.
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Chairman MiLLER. Thank you.
Ms. Shanley.

STATEMENT OF JUDITH A. SHANLEY, ASSISTANT COMMISSIONER,
ERIE COUNTY DEPARTMENT OF MENTAL HEAUTH, BUFFALO, NY

Ms. SHANLEY. My name is Judy Shanley. 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,
organi-ation, 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 some 6,000 children.

The prevalent rationalization for the failure of the mental heaith
system to meet estimated neaed 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 predominant source of referral
for ments! health services came f.om schools and pediatricians,
today the most frequent sources of referral are the Department of
Sucial 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 stat. serves eight
western New York counties, has a certified capacity of 56, and has
had an average census closer t2 75 for most of this year.

The lack of sufficient capacity in outpatient programs results in
the children on wuiting lists deteriorating between the ti.ne of re-
ferral and the time of admission to care. The lack of inpatient ca-
pacity results in the admission of seriously mentally ili children to
pediatric units or to adult psychiatric units, neither of which are.a
suitable treatment environment for these children.

Recent data in Erie County suggest that -we will have rn twotold.
increase from 1986 to 1987 in the number of children under 1%
who present fo- psychiatric admission at the emergency room of
our county haspital when there is no unit there for them. The
increase is from 157 for the total year of 1536 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. Thie 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 ant 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 che Department of Social
Services on open and founded cases often seriously curtails a child’s
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 meatal 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 Ccunty 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 vvhen 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 anl 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 2ealth
system, which has no mandated criteria for wi  should be served.
Our largest children’s treatment service provider has an active
case load of 900 children With their invoivement 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.ar
1n terms of the amount of tme 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
from today. They are more likely to be suicidal, more likely to be
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 Erie County today, they represent T0 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 isolaiion from each other that nobody, nci 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 succsss, can be different, depending on which sector
ine child entered. Where the Department of Social Services wants
to prevent placement and to close an abuse or s .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. Mental Health is focused on
identifying and addressing the family dynamics that led parents to
that degree of 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
afgregate. 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 tiacks 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 Countv, we attempted to address this diversity of auspice by
establishing the Erie County Child Mental Heaith Consortium
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made up of all major stakeholders in services to children, from vol-
untarg, government, health, education, courts, and social services.
The Jommissioner 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 chil-
dren currently rests with the personal capacities of ckilled clini-
cians or particularly innovative Government officials. There is no
system design directed at the comprehensive needs of chiidren and
the modular elements of service that need to be brought in and out
as the intervention process occurs.

Tre 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 Erio
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 full
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 cou: cy 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-s of children in communities
within Erie County while being consistent with state manda‘es.

{t is possible at this local level to identify and propose resolution
of the 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 sccial service 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 syster 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 th~ 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 care—again, 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. Wherea< 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 ana inde;l)endence. 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
cominon goals.

A higher proportion of case management is required to serve
children, a:uF 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 childcen per day, again reducing potential levels of rev-
enue.

Appropriat: 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 rela..ve value of
treatment is another barrier to children rzceiving mental health
services. When insurance coverage for mental health treatment is
nonexistent or lapses before care is comfﬂeted, 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.l 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-

odclogies of financing create barriers to service. The greatest bene-

fit probably comes from a pooling of resources, but there are also

gew discrete funds needed for servir=s to seriously mentally ill chil-
ren.

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 .mental 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 Shanley follows:]
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PREPARED STATEMENT OF JUDITH ABBOTT SHANLEY, ASSISTANT CoMMISSIONER, ERIE
CouNTY DEPARTMENT OF MENTAL HEALTH, BuFraLo, NY

My name is Judith Abbott shanley. I am the Assistant Commissioner of the
Eric Omunty pepartment of liental Health. The Exie County pepartment of
Mental Health is the local goverrmental unit responsible for the prov.sion of
mental health services to the citizens of Buffaww and Exrie Ceunty which is
the second 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 Conty.

The focus of my testimony will be the planning, organization and
financing of children's scrvices 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 ke in need of
mental health sexvices in any given year, and 2 - 3% of children will be
seriously mentally ill. In Erie County, 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, some 28,000 children are in need
of mental health services anmually. In 1986, 6,000 children were served.

The proportion of wummet need is significantly higher for children needing
mental health sexvices than it is for adulte. 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 Depatment of
Social Sexvices, Division for Youth, Bducation, and Family Covct.

Mental health plamners must be more exact in defining the nurbers and
kinds of children in specific need of psychiatric services.
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Children's services as a component of the mental health service System in
Exie County currently has a waiting list of scme 600 children for cutpatiert
mental health services. A pericd of one tc two months on a waiting list
before entrance to service is to be expected. Whereas several ye'ws ago the
predominant source of referral for mental health sexvices came from schools
.and pecdiatricians, 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 Exie County. The . 7g-term unit
operated by the state serves eight Western New York ccunties, 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 i1esults 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 envirurment 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 (from 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 alam 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 same system issues causing this new wave of children
seeking hospitalization and the real clinical psychiatric needs of these
children.
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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 axd hame, One of the impacts of the Child Welfare Reform Act in Erie
County is a 30% reduction in foster care placements. The children being
placed are more severely disabled and are more apt to require instiwtional
care rather than residential care. The preventive programs intend to prevent
foster care placement, not primary srevention 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 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 dysfunctic al families. This program in
New York Clace 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 from the transfer of New York City juveniles into Erie County
Division for Youth facilities has m.duced 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 it could be prq;a:ec; for the kinds of
children and their unique needs mxch less have in place the needed treatment
options for children, This must be coupled with the increasingly
sophistica*«d citizen demand for due 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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determmination. All of this leads to an increasing demand on the mental
health system which has no mancated criteria for who should be served.

The profile of these children shows that they axe younger, more violent,
more disturbed, have more sericus and multiple problems, are more likely to
be suicidal, more likely to be imvolved with alcohol and drugs, and are mpre
likely to came from single parent families. While single parent families
constitute 24% of the family units in Erie County “~day, they represent 70%
of the petiticners 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 imvolvement of these multiple sectors in providing
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 'system'. At the direct care level, the varicus sectors {the
public institutions of mental health, education, social services, and Family
Court) operate in such independence and isolation from each other that
nobady, not the psychiatrist or the sccial 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 Sexvices wants to prevent placement
and close an abuse or sexual agsault case, mental health wants to ke2p that
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case open to work with the child to assure resolution of interpersonal issues
to maximize probabilities that develogment into an adult able to relate to
others will occur. whereas Probation is fotused on dismissing a petition by
parents to remove children from the home, 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
irpact on a dysfuncticnal situation. In the area of greatest urmet need
there is the greatec: degree of adninistrative chacs and very significant
expenditure of public dollars in the aggrogate.

Currently, the duplicative expenditure on assessment alone can result in
children being assessed by all of these different systoms. Thexe is no
comprehensive, integrated method for assessment that locks holistically at
the child as a single system that has social, familial, and education
problems. The specialized sources of authority for the different children's
sexvices sectors make integration of sexvice planning at an irdividual or
systems level not possible in any real way. There is no management
information System that tracks the highly troubled youth and families as they
are processed through multiple sectors. 1The attention to the confidentiality
iscues and the desire to not have a child’'s record follow them into adulthood
becames a true barrier to contimuity of care.

In Erie County we attenpted to address this diversity of auspice by
establishing the Erie County Child Mental Health Consoxtium made up of ail
the major stakeholders in services to children from the voluntary and
governmental sectoxs of mental health, education, the courts, and social
sexvices. The Comissioner of Mental Health Las specifically delegated a
system-wide planning role to tlus bedy. 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 bequn to introduce the next topic of ny testimony, and that is the
organization of children's mental health services. The capacity to pull
together these disparate aurpices on behalf of children rest with the
personal capacities of skilled clinicians or partizularly innovative
government of ficials., There is no systan deslq;\ directed at the
canprehensive neods of children and the modular eloments of service that need
to be brought in and out as an intervention prisess occurs. The failure to
reconcile the competing concerns of the varicus sectors involved in
children's services resulti «n a level of fragmentation or duplication or
wmmet neods or unsuccessful cutcumes that cannot cven be measured as we try
to olserve the current way we do basiness.

There {8 a consensus in many parts of New York State and Exie County that
the children's mental health system mct design a carprehensive assessment
tool and establish referral policies and practices to assure clear
identification of nocds and access to a full rage of serv.ces roquired to
address those neadg. The wse by children with mental health needs of the
other tha- ~ ntal healti sectors must be carefully integrated guch that a
management informatiors system with a child tracking capacity is present, We
suggest that a central entry point be used for children in the community
needing mental health services as identified by Department of Sceial
Services, Bducation, court systans, camunity agencies, and femilies.

The atterpt £o addreSs children's mental health needs cannet occur in
isolation or as a response to a nov wave demud without integrating with the
other children's sectors. The County departments of mental health, social
services and divisicn for youth arc responsible for coordinating s=xvices
ecross the 33 schoo. districts within Exie Jounty. Flexibiii.y cxists at the
county level to organize and arrange services that are responsive to the
unique needs of children ad conmunities witin Exie 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, aid areas of duplication
across the children’s service sector. A souxce of authority that charges
Yocalities to complete this management job is necessary. There must be a way
of balancing the mandate of social service law with the mandate of family
cowrt law with the mandates of education law to the best interest of a child
in a mamer that fits the services of a particular cammmnity. 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
mobitity or parental motivation. Mental health services must 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 goverrment could embark on
a course of integration because of the risk of violating Federal and State
mandates of categorical care and the risk of loss of revenue unde - the court
system. These chstacles must be removed — and incentives and sanctions put
in place to force the integration and coordination of public rescurces to the
child.

The precedent medel exists in cammnity 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 comunity support system program recognized the need for
social, residential, and mental health services to the chronically mentally
ill vhile identifying strategies for financing that cross various
administrative and financing boundaries. The potential role of the federal

goverrment in such a manner for children's needs holds great promise.
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The develoment of necessary elements of care is predicated on the
availability of adequate mumbers of appropriately trained professicnals
necessary to operate pregrams 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 sexrving 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 txue even in larger metropolitan areas like Buffalo with a large
mmber of academic institutions. We do not have sufficient numbers of
professionals to staff the programs we need. The Federal goverrment 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 federal initiative 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
sexrvices are derived from the adult service parameters. Whereas adults may
be expected to be responsible for managing their access to health care
services across baundaries, 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 cperate at that level of mobility and
independence. A child in a dysfunctional family or a child with muitiple
problems needs case management and advocacy to obtain services and make sure

those services work together towards common goals. The school teacher needs
to know 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 pregresses. A higher proportion of case maragement is required to
serve children. These services are not reimbursable frem third party
sowrces. The degree to which children require thase services requires chilad
mental health clinicians to sexve fewer children per day, again reducing the
Potential levels of revenue. Appropriate care to children may nec -esitate an
individual session and a family session on the same day. Reimbursement
policies genexally only support cne bill per day. These are serious
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 understarding of the relative value of treatment is another
barrier to children receiving mental health services. When msuranoe
coverage for mental health treatment is nonexistent or lapses before care is
conpleted, the parent faces a dilemma in deciding how to allocate family
rescurces.

The large nuwber 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
7ental health services to meet the needs of children, or the constraint is
the methodologies of financing create barriers to service. The greatest
benefit prebably canes fram a pooling of resources, but there are also new
discrete funds needed for services to seriously mentally ill .aiidren.

In summary, there is ruch work ahead for policy makers and acministrators
to address the convoluted and complex responses we have put in place over the
last decade on behalf of helping our children. The work will require all of
us to approach the mental health problems of children with creativity and
flexibility. System boundaries must be pemmeable, mandates and requirements
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rust be developed-that protect children not bureaucracies, financing rust be
available at levels to support needed services, and professicnals must not
specialize such that children are left in no' 'n's zones, unable to he

assisted by the collective public agercies.
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Chaiyman 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 fuir—and I will start with you, Stuart—that 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 somebedy else has recommended i,
but you are telling us you have a more difficult case load?

Mr. McCuLLouck, 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 dysfunctionai 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. McCurrouGH. Both, but I am specifically saying that the
child himself or herself is moze 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 MiLLErR. That is your time span? You are talking
about a comparison of two or three years?

Mr. McCuLLouGH. 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. McCuLLoUuGH. 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
shov/ up in combination?

Mr. McCurLouGH. The environment that they live in is—count
alcohol and drugs, count prescription drugs, and you have just a
phenomenon of drugs out there—alcohol, 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. McCuLLouGH. 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. McCuLLoucH. 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 vrivate
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 t1ue 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 that—what 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. McCurrLoucH. 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 sihgle-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 Miiier. 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 reasonsble 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. SuaNLEY. 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 ir 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. SuanLEy. There are so many more conduct discrders 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 justice kinds of systems.

Mr. McCuLrougH. 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 psychoric 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
gther hearings that this phenomenon is occurring across the coun-

ry.
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. fwould just like to respond to both of your ques-
tions, if I could. To start off, City Lights has dealt with chiidren
who are not from families at all but have been in many, 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 dysfunciional 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 childrer. that we are getting
into our programs.

Mr. HorLoway. Are they from single-parent families?

Mr. L’HoMmme. 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-
trol—a 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. HoLrowAay. 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 familics?

Mr. Davis. Two-thirds of the children in our cave 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 versus—I know there
are all types and you are going to have every kind, but there has
%ot to be more of one type. Are there more of the children coming
rom where both parents work?

Mr. McCuLLouGH. I don’t have any indication that that is true,
no. We are sceing 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, js 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 macﬁe up of 8,000 to
probably 40,000 people.

You mentioned in your testimony that for two years you bave
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 2 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. HorLLoway. Do you notice a difference in the children in the
rural area versus the city area—well, 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
FOt a star over your head that says, “This kid has got mental prob-
ems, and we don’t want anything to do with him.” I think maybe
that has a lot to do with them coming ferward to seek treatment.
Do you notice f)roblems along that line?

Mr. Davis. I think in many ways the stigme 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 delafr 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 is—and I
would like to hear from you—there 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 conqu?r. 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 CuairMAN. Congressman Skaggs.

Mr. Skacas. Thank you, Mr. Chairman. I have to leave for a vote
in just a minute as well, so I'll be very brief.

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. I+ would seem to me that, particularly in the poverty
portions of your 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. Feurman. 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 wha{ 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
a%lstment reaction diagnoses in the child psychiatric system.

r. SKAGGs. I wasn’t necessarily saying over or under but mis,
which I don’t think carries the same Implication that once behay-
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
have 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
seggient 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.

?ehairman MiLLeR. Let me interrupt. You are going to miss a
Vo

Mr. SKAGGS. Forgive me for having to cut out. Thanks.
Chairman MILLER. Stuart, you were shaking your head on the
point that Ms. Shanlef' made on this alcoholism.

Mr. McCuLLouGH. I think one of the questions we might ask is,
how many mental health workers woulé1 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 a 0, we weren't
asking too many questions about alcohol and drug abusz. 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
youblreferred to the State hospital hag alcohol and drug-related
problems.

Mr. McCuLLouGH. That is right.

Chajrman 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 s ptomatolo%'; we
weren't talking about substance abuse at all. W{r:n we 'ooked 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 compreaensive
around case management and other kinds of more community-
based treatment.

‘Well, there are no universities, to our knowledge, anywhere that
are training people—there is no unified theory anywhere—about
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 nigh
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 did Ventura make sense of all of this?

Mr. FeLt™an. 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. Reallf', 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 cvunty supervi-
sor, who is seen as an authority, says, “We wiil 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
{')ust do what you do well :or those children, that is your responsi-

il‘i“t,y,” then you have a whole theme going forward.

e have written interagency agrzements that are absolutely es-
sential to the development of definitions between what we do
versus what other people are ex;{ected to do in the area of treating
children that have multiple problems.

1 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 deveIOpinia 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 1 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 tzik about creating almost community mores, cui-
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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 liow 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. McCutLouGH. I think all of us can safely tell you that in-
creasingly we have citizens—we are all bureaucrats, at least I
think we are all bureaucrats, here—citizens on uc pretty strongly
sa{ing, “We want you to organize better.”

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 ste .. 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 liave to grow up to. That
is a career phenoraenon.

Mr. HASTERT. So actually ])q'ou 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. McCuLLouGH. 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 begir: £z see more funding.

In “Megatrends,” Nesbitt talks about more and more loci! 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 prublem in Contra Costa County,
and the citizens vot;edp 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-
i%es. They also have to be able to look at money in a different kind
of way.




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 money—which is a real problem for a
State, which is matching State money with Federal money—and 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. MenN1s. 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 1sn’t organized around that.

Mr. Hastert. Mr. Feltman, you brought up an interesting aspect
here, and I think I understang 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
dfgf!iver 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 recor~mendations 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
educauon 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 handicagped 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
flhaag }\:lay, form a partnership between public schools and mental

ealth.

We have the schools supporting mental health services, because
we have said that we will use our money to facilitate the prope~
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
%hem off to no man’s land. That is bad for the kid, and it costs a
ortune.

Mr. Hastert. That is exactly the point. Wz 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'HommME. 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-educavion and the re-ed 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, wherc 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 comindg 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 door of the
school. But for the attorneys in most instances, I don’t tlLink you
see school districts respording 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’HoMME. 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. McCurrougH. If I could just quickly say, in AB-8632 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 coming through this Public Law 94-142
avenue, and in our poor school districts we have got like eight re-
ferrals from the whole pluce.

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 deals—if your description of your caseload is correct—with a
Iot 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 problems—alcoholism, drug abuse—in the family and in
the client, that we also have some potential for changi g 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 see—and we are going to need your help in the sense that you
are on the line of delivering these services—where 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 judge—whatever the system is—who 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.

But 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 REPRESCNTATIVE IN
CoNGRESS FROM THE STATE oF NEwW 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 ¢f 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 muzch 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. MEevrton, PH.D., PrOFESSOR OF PSYCHOLOGY AND
Law AND DIRECTOR OF THE LAW/PsycHoLoGY PROGRAM, UNIVERSITY OF NEBRASKA-
LiNcoLN

Mr. Chalrman and Members of the Select Committee on Chlldren, Youth,
and Famlllos:

As past president of the Olvision of Child, Youth, and Family Services
of the Amerlcan Psychologlcal Assoclatlion (APA) and chalr of Its Task Force
on Economics and Regulatlon of Children’s Services, 1 am pleased to present
this statement on the subject of financing of chlld mental health services.
Many of APA‘s 87,000 members are tnvolvaed I sclentliflc research or
professional practice related to mentai health. In particular, APA members
have contributed much of what Is known about the nature of chlld mental
health problems, the efficacy of various means of preventing or treating
such problems, and the systemlc variables that affect dellvery of services
to children, youth, and familles.

Unfortunately, proclse statistics are generally unavallable to show the
froquency of dellvery of varlous forms of mental health services to children
and youth and the sources of funds for such services. Partly as a result of
a lark of reporting reculrements for states recelving mantal heaith, child
health, and chlid welfare block grants (2 sltuation that we hope Congress
will remedlate), the picture that fs available of the chiid mental health
system |s Incomplete. Many states cannot oeven ldentify the proportion of
thelr publlic funds for mental health that Is provided to children. With the
rapld, largely unregulated rise of the tor-profit sector In chlldren’s
services, this plcture Is likely to bscome oven fuzzler. Major problems
exlst In preserving accountadbliity of prograns serving chlidren and youth.

Nonetheless, two general conclusions are clear. Flirst, chlidren’s

services are underfinanced. As psychologlst Jane Knltzer graphlcally showed
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in her report for the Children‘'s Defense Fund In 1982, states generaily have
not developed even the rudiments of a continuum of care. Some state
dspartments of mental health do not have a single professional staff member
whose primary Job s to develop and supervise chllidren’s services. The
situation has Improved somewhat iIn the past five years because of
inltiatives {n some states that were stimulated by the Chlid and Adolescent
Service System Program (CASSP) In the Natlonal Institute of Mental Health
and the chlidren’s "set-aslde” In the Alcohol, Drug Abuse, and Mental Health

Block Gran .1 Still, mere examination of the probbrtlon of mental hsalth

dollars that goes to state hosplitals and other largely wsdult iInpatient
facllitles shows clearly that children do not receive thelr falr share of
exponditures for mental health services.

Second, the problem Is not simply one of Insufficlent fﬁnanclng; the
distribution of avallable resohrces 18 perve ss. Providers are rewarded for
providing services that are unnecessarlly restrictive of children’s lIberty,
destructive of family Integrity, and unduly expensive. Indeed, the
demonstrated efflcacy of services and the financing avallable for them are
Inversely related. The result, unsurprisingly, Is that the forms of service
that have the best demonstrated sfficacy for the sorts of children and youth
referred for mental health services are the services that ares least
avaifadie In most commuinities.

To understand this conclusion, It Is necessary to know about the
epldemliology of chlld mental health problems and the organization of

chlldren’s services. Most chlldren and youth with parsistent and pervasive
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mental health problems-have behavior disorders, not classical “mental
flinesses.” Even In cases of depresslon, the Incldence of which rlses
aharply In adolescence, troubling antisocial behavior rathar than troubling
feellings commonly leads to the referral of chlidren and youth for evaluation
and treatment. iloreover, adults with sericus mental disorders generally
showed significant symptoms as chlldren and youth, but psychotic adults
usually were conduct-disordered chlidren and adolescents.

Thus, although severe behavior dlisorders In chlldhood are serlous
disorders of mental health, responsibllity for preventing and treating such
conditions Is widely diffused. A patchwork of chllc treatment services (and
fInancing for them) has developed In an unplanned fashion. Essentlally the
same population |s served by the chlld mental health system, the Juvenlle
justice system, the chlld welfare system, and the speclal egucation system
(programs for severely emotlonaily disturbad puplis). All of these systems
provide essentlally the same services, especlally on a residentlal or
inpatlent basis. Private treatment programs frequent!y recelve funds from
all four systems. The result Is that decreased funding or Increased
regulation In one system merely pushes chlldren Into another residentlal
treatment system. Especlally glven the Incentives that private iInsurors and
Medicald provide for residential treatment, the easlest, If not the best,
wa.y to obtaln financing of services to troubling youth from troubled
famllies Is to ramove them from thelr homes.

Unfor tunately, the changing organization of health care Is Intensitying

this misdlstridution of avallabie funds for chlld mental health services.
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My student Llario Scalcra and | recently coapleted a study of certl!flicate-of-
nesd appilcations for chiic mental hea!th and substance abuso programs.
This study documented whai 1& obvious to tha most casual observers of chilld
mental health services. The rate of applicztlons for certificatez of need
by for~protlt hospltal corporations Ia slesly oxplosive, and most states
htve nelthar the means nor, In.some cases, the authorlity tc determline
whether Investmant Is psychlatric hosplitals for chiidren s In the publlic
Interest. The rate of psychlatric hosplita!lzation among chlidren and youth
Is rlsing much faster than among adults, In par:. 2ziuse of the dlverce
sorts Of publlc payment for residential treatment of minots. At the same

tice, slick snd questlionably ethical advartising Is creating new “"markets"

for chlld mental health and substance abuse prt)gnuaa.2

Beyond the unnecessary restrictiveness, Intrusiveness, and oxpense
stimujated by the funds that are avsilable for Inpatient treatment bu: not
for “alternative™ treatments, the cost-offliclency of the current system of
financing is poor. Not a sirgle controlled study has shown Inpatient
treatmoent to be superlor to less restrictive treatments for chlldren and
youth. ‘

In contrast to the Ilberal Inpatient mental health beneflts In many
Insurance plans, both Medlicald and private Insurors generally place

unreal lstically low “caps" on cutpatlient mental health services for chlidren

3 This problem Is of concern, because the efficacy of outpatient

and youth.
psychotherapy Is demonstrated for chlldren with clrcumscribed mental health

problems (e.Q0., speciflic phoblas) or self-percelved dlsturbance (l.e.,
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chlldren who are troubled and wor 'd-Seok~hmip-If 'It~were avallabie).
Particularly for the latter group, though, the problom may he more one of
organization than of financing of servicea. In that regard, we support
efforta to Increase chlldren’s acceas to mental health servicea through
achool health cilinles (which must, of course, be publicly financed) and
provisions for minors’ consent to services.

For the sorts of chlldren and youth who comzonly are referred for
services, though, unit-based reimbursement systems that have been adopted
from adult health care are ‘t1l-sulted to chiid mental health services.
when, as Is cowmon, youth who &re referred have severs famlly problens,
serlous deficliencies In academlc and vocatlonal skilis, and perslatent and
pervasive conduct problems, It Is unrealistic to expect 50 minutes per week
of psychotherapy to make & significant difference In thelr own or thelr
faml“les’ llves-~2 polnt that outcome research generally supporta.
Integrated gervices that respond to the affectlve, soclal, and
educatlonal/vocatlonal needs of behavlor-disordered chlldren and the mental
heatth rieeds of familles In crisls cannot bo rendered In an offlce-based,
hour-per-week practice. Simple “coordination® of traditlonat psychotherapy
with soclal and educational sorvices also Is Insufficleat. Rather. to be
maximally effective, treatment must Integrate tralning !In problem=solving
and mastery of feellngs and confllcts with practice In roal-llfe situations
and support for famitles-and communlitles.

varlous trestment models--s.g., thorspeutlic day schools; home-based
servicos; clinlcal advocacy—-have been proven successful In decreasing the

troubling behavior of severely disturbed chlldren and youth, incroasing
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thelr self-esteem, and Preserving thelr famlllea. However, all of these
mode ls requlire svatladblllity of theraplata as needed (typlcally,
aubstantially more than 50 minites pPer week), s broad therapeutic=-
educatlional-soclal spproach, and avaliabllity of therapists outalde the
office in homea, achoola, and other settings In which chlldren encounter
day-to-day problems. For the moat part, third-party payors, particularly
those In the health system (both pudblic and private), do not provlide
reimbursemsnt for auch services.

in ahort, a major Problom Is that fInancing for chlld moental health
services I3 Insufficlent. However, an equally significant problea s that
the flinancing that is avalladble Is used Inefficlently. Child mental heslith
professionals are constralned by rostrictions on funding froa providing the
aervices for which offlcacy Is beat demonatrated and which generally are
lees oxpens!ve lhan the residential treatments that currently are rowarded.
Both psychologlical theory and research Indicste thst “alternative® services
for soverely disturbed chlldren and youth might be better termed “optimal®
services, Inzentives need to be provided for delivery and evalustion of
auch programs and dlsincentives created fo* programs thst result In
unnocassary removsl of chlldren and youth from thelr homes snd comaunlitles.

Although thia statement haa foctused on the chjldren and youth most In
need of therapeutic services, the need for flnancing of preventlive mental
heaith aervicea also should be emphaalzed. Time-and-motlion studles In
conrsun Ity mental heaith centors (CWHCS) have shown that Prevention never was
glven great attention In most CltiCs and that the amount of sttention glven

It has shrunk across time as dlrect foderal slid has decroased. The most
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tlignificant factor In this neglect of preventive asrvicea ia obvious:
pravantion dosa not pay In & unit-based, feo-for-tefvics, |llneas-based
syatem of financing.

Thia point ahould not be loat, becausze It haa bacome fashlonable In
sOm& quirtars to urgue that the tack of attentlon to creventlon Is the
natursl reault of & lack of efflcacy. Although we recognize that aome
programs have not been we!l conceptualized, & conclusion that prevention ja
cooned simply does not aquire with cutcome resesrch. In fact, some chlid
mantal haalth prevention prograas nhave substantially better documented

efficacy=In terms of both absolute cutcomes and cost-effectlivenesa--than

808t common therspeutic programs. Lliterally scores of studles have shown
reasrkable effectivensas of “aecondary® Preventliof programa (l.e.. Prograns
detigned to prevent major menta! nealth prodieas in chlldren Identifled es
beginning to ahow somo dliaturbance), often based In achools and relying on
parsprofoasiontls trained and subervised by mental hsalith professionals.
*Primary® prevention programs (i.e., programs designed to prevent
munt2| health problems from occurring at ail) snd Projects Intended simply
to Promote the mental haalth of children have been 1ess extenalively atudied.
Howaver, aubstantlal bodles of research have developod about the sltustions
that precipitate mental haalth probleas and the “co-factors® that dampen or
exscerbite atroaa In children. Some Dolnta In the developsent of chlidren
(e.g., transition to funlor nigh: repeated Aospitatlization) and fanlifies
(e.g., dlvorce) are known to de high-risk situstions azenstie to preventive

strategios.
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Thus. the nesd ‘' > move away from Unit-".=sed, fes-for-service modsls ls
demonstrated not oaly dy ths disincentives thet the curront systom crostos
for Integrated ssrvices to ssverely dlsturdsd chitdren and youth. The
currsnt system of financing slsd chiils the dovelopasnt of preventliva mental
heaith sorvices that ultimately would result In decrossed suffering and loss
of sconomic and soclsi productlvity,

To suamarlze, APA strongly supports Initletives designed to Increase
the avaliabliity of s contlnuua of mentel hesith services to chlidren,
youth, and famillss. Wa rocognize thet underfinsncing snd Inofficlent,
flawed financing have contributed to the underdevelopsont Of such sorvices.
In addition to Increases In funds for “zlternative® and preventive services.
ws wottld support funding for demonstretion projects, with substantial
evaluation cooponents, O determine the effects Of various potential aystems

for financing child sentsl heslth services.
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FOOTNOTES

1. Although they have relatively small budgets, CASSP and the Alcohol,
Orug Abuse, and Mental Health block grant set-aside have had Important
symbollc effects and have stimulated more ~'anful approaches by states to
child mental health services. We strongly urge contlnuation and expansion

of such programs.

2. A resolution condemning this practice has been enacted by the APA
Olvision of Chlld, Youth, and Famlly Services, the APA DIvislion of
Psychologlists In Publlic Service, and the APA Commlittee on Chlldren, Youth

and Familles. A copy of the resolution Is appended to this statement.

3. ¥We are mindful also of the substantlial drop In the proportion of
chlldren covered by private health Insurance at all. We aiso are concerned

about Insurance plans that are unduly restrictive of the range of mental

health professionals who may provide services.
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DIVL100 OF CHILD,
YOUTH. and FAMILY ZERVICES

Division 37 of the
AMERIKAN PSYCHOLOGICAL ASSOCIATICH

RESOLUTICGN ON ADVERTISING BY PRIVATE HOSPITALS

The Division of Cpi]d, Youth, and Family Services of the American Psychological
Associati . expresses grave concern about the strategies of some private hospitals an?
other residential treaiment programs in "marketing” their chi1d 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.
1t also may exacerbate the stigma attached to mental disorders of childhood and adol-
esce.ce and the reyative stereotspes scmetimes associated with adolescence itself.
Acqressive markeling of inpatient services without attention to alternative forms of
service may lead parents and south 1nto unnecessarily rastrictive and intrusive care.
"Scare* advertising is an unfair and deceptive practice which 1s expressly forbidden
by the Ethical Principles of Psychologists. Advertising which fails to illuminate
choices is also misleading and inconsistent witn the promotion of grospective 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. [ndividual psychologists
and the professicn as a whole have a weighty obligation to guard the interests of
clients and prospective clients. we urge psychologists employed 1n private residential
treatment facilities to exercise appropriate professional and ethical scrutiny of the
facilities' policies regarding advertising and client rights. e call upon tne APA
Ethics Committee and the APA Comrmittee on Cnildren, 7outh, and Families to consider ways

of responding to the ethical 1ss.es raised by privatizaticn of children's services.
07 o Adopted by the executive comittiee

¥' February i6, 1936
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EXECUTIVE SUMMARY

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

This monograph ecxplores the development of comprchensive systems of care for
severcly cmotionally 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 mono;nph is intended 83 2 technical assistance tool for states and communitics
interested in improving services for cmotionally disturbed childrcn. 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 conceptuval 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 Mcnlal Health of Children (1969) found that millions of
children and youth were not rccclvmg needed mental health services. Many of the
cblldrcn that were served reccived inappropriate, unnccessarily restrictive care, often
in state mental hospmls. The President’s Commission on Mgntal Health (1978) echoed
the Joint C sion’s 1 , finding that few communities provided the volume
or continuum of programs ncccssary to meet children's mental health needs. Both
Commissions recommended that an integrated network of services be developed in
communities t0 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 agencics with responsibility to serve them.

These reports and others have made it apparent that the range of mental health and
other services needed by severely emotionally disturbed children 2nd adolescents is
frequently unavailable. Many children arc institutionalized when less restrictive,
community-based services would be more effective. Additionally, there have been few
attempts to gct mental health, child welfare, juvenile justice, health and education
agencies to work together on bchal!‘ of disturbed children and youlh This has left
children and youth with serious and complex problems to reccive services in an
uncoordinated and piccemeal fashion, if at all.
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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 emotionaily disturbed children and
their families. The development of comprchensive, coordinated "systems of care® for
children and youth has become & national goal.

The term “continuum of care® has been used extensively in the field to describe the
range of services needed by scvercly emotionally disturbed children and adolescents.
In fact, much of the published literature and many of the materials produced by
states use this term.  Throughout this document, the term *system of care® is
employed. Before procecding to describe the system itsclf, definitions of these terms
arc required, along with the rationale for using the latter term.

*Continuum of care” generally connotes a range of services or program components at
varying levels of intensity. These are "the actual program clements and services
needed by children and youth. *System of carc® 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 defincd as follows:

A system of care Is 2 comprehensive spectrum of mental health and
other necessary services which are organized Iato a coordlnated
network to meet the multlple and changlng needs of severely
emotlonally 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 severcly emotionally disturbed youngsters
whose problems arc so scverc as to require the long-term intervention of mental |
health and other agencies. To assist states and communitics in identifying this |
population, NIMH developed a set of basic parameters for defining the target ‘
population (Stroul, 1983). |

|

|

As these parameters indicate, the designation of “severe emotional disturbance® among
children should be primarily based on functional disabilities which arc of significant
severity and duration, and on the need for a broad range of services. This set of
general criteria is designed to guide the system building efforts of states, while
allowing states the [lexibility 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 “scvere emotional disturbance,® the difficulty in measuring the socio-
cmotional disturbances, and the great cost and practical obstacles in conducting
cpidemiological rescarch in children’s mental health. )

Based on a review of 2 number of epidemiological studics, Gould, Wunsch-Hitzig &
Dohrewend (1981) estimated that the prevalence of “clinical maladjustment® among
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children is at least 118 percent.  Despite methodological i i ies and
deficiencies in the rescarch, the estimate by Gould et al. of 11.8 percent appears to
be 2 reasonable, if net somewhat conservative, estimate.

A subset of this group of children showing emotional problems can be considered
severely cmotionally disturbed. From a8 review of existing prevalence research,
Knitzer (1982) concluded that s conscrvative estimate of scrious emotional disturbance
in children is five percent cr approximately three million youngsters. In the
description of CASSP, NIMH (1983) has adopted the same figure. While this figure is
not firmly based cmpirically, it appears to be gencrally consistent with the rescarch
and reasonable as an cstimate. It should be kept in mind that this five percent
estimate includes only youngsters whose problems are severe and persistent, while the
11.8 percent estimate includes all emotionally disturbed youngsters.

While differences around definition and prevalence may persist, there is greater
consensus sbout the nceds of severcly cmotionally disturbed children. These children
require a range of mental health scrvices which are age appropriate and at varying
levels of intensity. However, mental health services alonc are not cnough.
Emotionally disturbed children almost universally manifest problems in many spheres
including home, school and community. As a result, they require the intervention of
other agencics and systems to provide special cducation, child welfare, heelth,
vocational and, often, juvenile justice services.

Thus, the nceds of severely cmolionally 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 cxperts ccaverge in recommending a multisgeacy, multidisciplinary
system of scrvices for emotionally disturbed children and their families.

Although comprehensive systems of care for emotionally disturbed children have been
recommended for some time, progress in devcloping such systems has been slow. At
present, there are scrious gaps both in terms of the mental health services that arc
available to children and their families and the cther essential services, Where such
gaps in actusl service do not exist, the lack of coordination between agencics
seriously limits the effectiveness of individual service p ts. The quence
of these system deficicncics is that trestment is often inadequate and fragmented.

The situation is complicated by an overrcliance on more expensive and more
restrictive services than arc actually nceded. Behar (1984) reports a strong tendency
to remove children from their familics and naturzl environments with the beliel that
effective treatment can only be accomplished in a residentisl setting. Knitzer (1982)
identified cfforts to increcase residential care in almost hall of the states, while
nonresidential services remained cither nonexistent or rudimentary. Thus, residential
services appear to be overutilized, although recent experience indicates that intensive
services in the home and school may reduce the need for residential care (Friedman
and Street, 1985). When residential care is indicated, less restrictive, community-
based alternatives such as therapeutic foster c&re are often neglected in favor of
institutionally-based services.

While these problems remain, there are indications of progress in services for severcly
emotionally disturbed children. The need for comprehensive, community-based systems
of service that incorporate a wide range of different services is recciving more 2nd
more recognition.  Isaacs (1983, 1984) found that 3 number of states have identificd
children’s mental health as onc of their top mental health priorities, and many states

e




221

are now initiating sysiom development activities. Nearly half the states in the nation
are now Involved in the CASSP initiative, and both funded and unfunded states are
participating in technical assistance activities related to system of care development
such as regional and national conferences. It scems clear that interest in developing
comprehensive systems of care has increased markedly.

PRINCIPLES FOR THE SYSTEM OF-CARE

The system of care for severely cmotionally disturbed children and adolescents
represents more than a network of service components. Rather, the system of care
represents @ 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 to state xnd from community 16 community.
Despite such differences, the system of care should be guided by a set of basic values
and operational philosop hies.

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 first
value is that the system of care must be driven by. the neceds of the child and his or
her family. In other words, the system of care must be child-centered, with the
needs of the child and family dictating the types and mix of services provided. This
child-centered focus is secen as a commitment to adipt services to the child and
family, rather than expecting children and families to conform to preeexisting service
configurations, It is also scen as a commitment to providing services in an
cavironment and & manner that enhances the personal dignity of children and families,
respects their wishes and individual goals, and maximizes opPortunities for involvement
and sclf-determination in the planning and delivery of services.

The second core value holds that the system of care for cmotionally disturbed
children should be commualty-based. Historically, services for this population have
been limited to state hospitals, training schools and other restrictive institutional
facilities. Therc has been increasing interest and progress in serving such children in
community-based programs which provide less restrictive, more normative
covironments. The system of care embraces the philosophy of a community-based
network of services for cmotionally disturbed youth and families. While "institutional®
care may be indicated for certain children at various points in time, in many cases
Appropriate services can be provided in other, less restrictive scttings within or close
to the child’s hom¢ community.

In addition to these two fundamental values for the system of care, 10 principles
have been identified which cnunciate 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 a
system of care. No single approach has as yet been sdequately implemented and
tested 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

The system of care should be child-centered, with the needs of the child and
familydictating thetypesand mix of services provided.

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

GUIDING PRINCIPLES FOR THE SYSTEM OF CARE

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

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

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

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

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

Emotionally disturbed children should be provided with case management or
similar mechanisms to ensurc 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.

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

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

The rights of emotionally disturbed children should be protected, and ef fective
advocacy cfforts for emotionally disturbed children and youth should be
promoted.

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

™o
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gulde, based on the best available empirical data and elinical expericnee to date. It is
offercd as a starting point for states and communities as they scek to build their
systems, as a baseline from which changet can be made as additional research,
experience and innovation dietate. .

While individuals may wish to cxamine the services ia theic own states and
communitics in relation tc the system presented here, the information is not intended
to be used as a cheeklist. The desired system in a particular community is dependent,
in part, upon community characteristics such as population, physical size, proximity o
other communities, unique resources and special features of the population. Not every
community is expected 1o have every service in place. The model is not a
prescription, but rather thould serve as a guide for communities, with the expeetation
that it will be modified and adapted to meet special conditions ard needs.

States and communit es are also expested to establish different system development
prioritics. An approach frequently used involves defining & e9re or minimal set of
services as the first priority for system of care development efforts. When goals in
relation to this core set of services are achieved, stater and eommunities may then
begin to develop an expanded array of service options.

The system of care model is organized in a framework consisting of seven major
dimensions of service, cach dimension fepresenting an arca of need for childrea and
their families. The framework is graphically presented on page ix, and includes the
following dimensions:

I. Mental health services

2, Socisl services

3. Educational services
4. Health serviees

5. Vocational services

6. Recreational services
7. Operational services

The system of carc model is intended to be functlon-specific rather than ageney-
specific, Each service dimension addresses an area of need for children and families,
2 sct of funetions that must be fulfilled in order to provide comprehensive serviees to
meet these needs. The model is not intended to speeily which type of ageney should
fulfill any of the particular functions or needs. Certainly, particular agencies
typically provide certain of these services in communities, Edueational serviees, for
eximple, are most often provided by school systems, and sccial services are generally
associated with child welfare or social welfare ageneies. One might assums that the
menlai heaith services should be provided by mental health agencies. This, however,
is often not the case.

All of the functions included in the system of carc dimensions may be fulfilled by a
variety of agencies or practitioners in both the public and private seetors.
Therapeutie group care, a component in the mental health dimension, is often fulfilled
by juvenile justice agencies and social serviec agencies as well as by mental health
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agencles. Day trestment Is aoother mental health function that is frequently fulfilled
by the cducational sgencies, ideally ic closs collaboration with mental health
providers.

While the roles and responsibilities of specific agencics are acknowledged, an
effective system of carc should be bascd on child and family aceds primarily, rather
than on agency fcatures. Many of the services to be deseribed can be, and are,
provided by different agencles in different communities.

Furthermore, many of these scrvices are provided not through the efforts of any
single agency but through multiagency collaborative cfforts. Such collaborations are
important not only in ldentifying nccds and planning services but also in developing,
fuading and operating services.

It should also be rccopnized chat scrvices are not always provided by agencles. Some
functions within tks system of care may be fulfilled by familics, parent cooperatives
or other such arrangements. Private scetor facilitics and practitioners can also play 2
pivotal role in the system of care, providing 8 wide range of scrvices within cach of
the major dimensions.

Juvenile justice agencies play an important rolc in the system of carc. The juvenile
justice system provides a wide range of services to children 1nd adolescents who have
broken the law. While the juvenile justice system has an Interest 'n helping children
and families, Its mission Is also to meet the nceds of the community and socicty.
This mission is sccomplished through measures to control troublesome or delinquent
behavior (Shore, 1985). Many juvenile offenders can be considercd cmotionally
disturbed, and the juvenile justice system plays a critical role In serving cmotionally
disturbed juvenile offenders. Juvenile justice agencics provide or collaborate with
other agencies to offer many of the system of carc components to this subgroup.
Among the components frequenily provided by Juvenile justice agencles are outpatient
services, therapeutic foster and group carc-and residential treatment. The erities!
role of the juvenlle justice system in serving cmotionally disturbed juvenile offenders
must be acknowledged as well as lts speclal role In the system of care.

An important aspect of the concept of a3 system of carc Is the notion that all
componznts of the system arc lnterrclated, and that the cffectivencss of any onc
component Is rclated to the availabitlty ard cffectivencss of all other componcnts.
For cxample, the 3eme day trcatment service may be more effective if cmbedded In 3
system that also includes good outpatient, crisis and residential treatment, than if
placed in a system where the other services arc lacking. Similarly, such a program
will be more cffcetive if social, health, and vocstional scrvices arc also available in
the community than if they are absent or of low quality. In a system of <are, all of
the componcnts arc Iaterdependent—not only the componcnts within a service
dimension such 5 meatal health, but all of the scven service dimensions that coraprise
the model. - - - .

A critical chanacteristic of an cffective system s an appropriate balsnce.between the
components, particularly between the more restrictive and less rest-ietive scrvices. i
such balance is not present, then youngsters and families will not have a full chsnce
to recsive less restrietive services before moving to more restrietive serviees. If, for
example, within a"vommunlty there are mo intensive-home-based services, only 20 dsy
treatment slots and 50 residential trcatment slots, the system is not In balance.
Youngsters and familles will most likely not have the opportunity to participate in
home-based or day treatment scrvices because of their relative unavailability, and the
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residential components of the system will be ovcrloaded with youngstcrs, somc of
whom might have been diverted from residential treatment If there had been more
nontesidential scrviccs available,

At the present time there arc no clear, cmpirically-bascd guidelines about the
appropriatc capacity ='°3n cach componcat of & system of care, As s conscquence,
80 specific quantitarl,_ _.idelines arc prescnted in this document, Implicit within Py
model system of service, howcver, is the cxpectation that morc youngsters will require
the less restrletive services thaa the more restrictive oncs, and that scrvice capacity
should, therefore, diminish as onc procecds through the system. In particular, the
system 2apacity In the more intcnsive of the nonresidential services should cxcced the
tystem  :apacity in the residential” service componcnts. A3 additional rescarch and
ficld cxpericnce arc accumulated with respect to systems of carc for scvercly
cmotionally disturbed children, it may become possidle to deflnc the optimal ratjos of
capacitics In the diffcrent system components,

Within cach of the seven service dimensions Is a continuum of service components,
Thesc dimensions and the componcnts within them are displayed on the following
page, and arc described within the monograph, The major focus, however, is on the
continuum of mental health services since these arc eritical services for all severcly
cmotionally disturbed children. White the mental health dimension is described in
some detail, bricl descriptions arc provided with respect to the other dimensions,
These descriptions are Intended as introductlons to the scrvice dimensions, and not a3
comprchensive reports on all the services Included in the system of care.

Throughout the discussion of the individual services, It should be recalled that these
arc componcnt parts of an overail system of care. The boundaries between the
various dimensions and componcnts arc not always clcar, and frequently there s
overlap among them. While thcy arc deseribed individually, the system of carc
dimensions and scrviee components cannot be operated i isolation. Only when the
scrvices arc camcshed In g cohcrent, well-coordinated system will thc needs of

scverely cmotionally disturbed youngsters and their familics bc met in an appropriatc
2nd cffective manner,

The mental health services of the system of care arc shown on page xlil. They arc
divided into scven nonresidential categorics, and seven resident!al catcgories. The
components oftcn overlap to some degrec.  For cxample, the diffcrence between
therapeutic group carc and residential treatment Is not always clearly distinguishable,
Further, there are a varicty of diffcrent program modcls for cach componcnt, such as
several distinet approaches to therapeutic foster care. Some of these diffezent models
arc noted in the discussion of the componcnts in the monograph.

The operational services dimension |s somcwhat differcnt from the other system of
carc dimensions, This dimension includes a range of support services that can make
the diffcrence between an cffcctive and an incffective system of care, but do not fall
into 8 specific catcgory, Instead, ihcy tend 1o cross the boundaries between different
types of scrvices. They arc called “operational scrvices® becausc of their importance
to the ovcrall cffective operatjon of the system. The services included in this
dimcasion arc  case management, self-help  and support  groups, advocacy,
transportstion, legal services and volunteer programs,

Casc management Is an esscatial service that can play a critical role In the system of
carc. Behar (1985) calls casc management “perhaps the most cascatial unifying factor
Ia service delivery.” This indicates che Iimportant rolc that case management can play
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1. MENTAL HEALTH SERVICES 4

Ptevention

Eatly Identification & Intetvention
Assessment

Outpa’ient Treatment

Home-Based Services

Day Trcatment
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Thetapeutic Group Care
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Residential Treatment Services
Crisis Residential Services
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SOCIAL SERVICES
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7
EDUCATIONAL SERVICES

Assessment & Planning
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COMPONENTS OF THE SYSTEM OF CARE
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Cateer Education

Yocational Asscssment

Job Survival Skills Tealning

Yocational Skills Training
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Retention Services

Shelteted Employment
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After School Programs
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Special Rectcationsl Projects

OPXRATIONAL SERVICES

Case Management

Seif-Help & Support Groups
Advocacy

Transpottation

Legal Setvices
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DIMENSION I: MENTAL HEALTH SERVICES

NONRESIDENTIAL SERVICES:-

PREVENTION

EARLY IDENTIFICATION &
INTERVENTION

ASSESSMENT
OUTPATIENT TREATMENT
HOME-BASED SERVICES
DAY TREATMENT
EMERGENCY SERVICES

£

‘3

—~=—- ~RESIDENTIAL SERVICES:

3

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 scrves youngsters involved in both residential and nonresidential
programs. It involves brokering services for individual youngsters, 2dvecacy on their
behalf, insuring that an adequate trcatmeant plan is developed and is being
implemented, reviewing client progress and coordinating scrvices. Casc management
involves aggressive outreach to the child and family, and working with them and with
numerous community agencics and resources to cnsurc that all needed services and
supports are in place,

Advocacy can also play a critical role in the system of carc. There arc two basic
types of advocacy. The first is "casc® advocacy, or advecacy on behalf of the nceds
of individual children. Effective case advocates must be knowledgeable about the
workings of the service systems which serve children, and must be skilled in making
these systems more responsive to the needs of individual children. Casc 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 are 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
excrcising considerable influence over policies and services.

The increased interest in advocacy is one of thc more cncouraging signs in the
children’s mental health ficld in recent years. A key issue affecting the degree to
which cffcctive systems of carc will be developed is the cxtent to which strong,
persistent and well-targeted advocacy cfforts 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
Jdeveloping an effective system. Another important 3spect, however, is insuring that
the system is managed in a clear and consistent way to assurc that youngsters and
familics receive the services they need in a coherent and coordinated manner.

Proper system management should insurc good coordination between components of the
system. Such coordination is.nccessary because most youngsters require scrvices from
more than onc component at a particular point in time. Only in a well-managed
system would it be possible for one youngster to receive all of these needed services,
and particularly to reecive them in a manner that produces coordinated cfforts by
different professionals and agencies to achieve the same goals. Effective system
management should also insurc that as a child’s nceds change, hé“or she will be able
to casily move into different services, or that existing scrvices will adapt to the new
needs.
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A major issue with respect to system management is the relationship between state
level and community fevel agencics in managing the system. This includes such
Questions as the extent to which fissal resources are controlled at the state level or
community level, the degree of flexibility that communitics are allowed to develop

In order for the system to be able 10 bc most responsive to the needs of the child
tnd family, the community should most logically be responsible for system management
and 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 providing
resources for the system, to establish standards for communitics to meet in developing
services, to monitor and evaluate the performance of communities, to establish policies
and proccdures to facilitate effective service delivery, and to provide consultation and
technical assistance to help communitics.  States may also provide certain limited
services that are best provided at a regional or state level, cither because they are
extremely specialized or deal with problems too low in prevalence to support
community level efforts. Overall, the role of the state should be to promote the
development of strong and effective community-based systems of scrvices.

Within an overall framework of community.based system management of the system of
care, there are three basic approaches that can be taken. These approaches include
management by 2 consolidated agency, management by 2 lead 3gency, or management
by multiple agencies through formal agreements. Each approach is described within
the monograph.

Casc management plays a eritical role in all three system management approaches.
Casc managers are the “gluc® which holds the system together, assuring continuity of
scrvices for the child and family. Whether 2 consolidated agency, lead agency or
multiagency management model is used, case managers sce to it that the various
service compoaents are coordinated and that service needs are assessed and reassessed
over time.

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

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

It alsy scems clear, and is a consistent theme of this monograph, that whatever
approach is taken must involve the close cocperation of agencies including the mental
health, health, social service, juvenile justice agencies and the school system. Such
cooperation is needed both for developing snd imp! ing the ponent parts of
the system and for management of the overall system.
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Finally, there are increasing indications that casc managers arc a key component of
any attempt to make 3 system truly responsive to the nceds of the individuals it is
designed to scrve. For a system to be cffectively operated, isnere should be case
managers who can pull services together from a varicty of sources to meet the needs

of individual clicnts.

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 2 number of specific
strategics and approaches that might be used to tranmslate plans into functioning
nctworks of services for scverely emotionally disturbed children and their families.

System change strategics arc defined broadly as planned actions that the mental
health agency can take, in collaboration with other appropriate organizations and
groups, to promotc the development of systems of care l‘or scvcrcly emotionally. __

disturbed children and youth (Stroul, 1985). "

Each state or community involved in a system development

initiative will select system
change strategics that arc most appropriate for its particular~environment and
circumstances. Nevertheless, the experience of other system change programs
suggests the types of strategies which are most likely to have a broad impact. These

svstem change activities fall within six major arcas including:

o [Planning and nceds assessment,

o Modifying the mental health system,
o Interagency collaboration,

o Techaical assistance and training,

o Constituency building, and

o Local system development.

It should be noted that these categorics represent not alternative strategics, but
rather complementary strategics. In order to develop effective systems of care, states
and communities should be sclecting and implementing strategies [rom each of these
categories, varying the emphases, strategy types and scquencing to conform with the

particular environment.

Within cach category, there are innumerable & ategies that states or communitics may
select. A discussion of the strategics within cach broad area is included in the

monograph.

SYSTEM ASSESSMENT

This monograph has been prepared to assist states and communities to improve
services for scverely cmotionally disturbed children and adolescents.
despite significant deficiencies in the present service systems in many 3tates, there is
much to be encouraged about. There has been increased attention paid to the needs
of emotionally disturbed children and their families. In particulac, there is growing
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recognition that ziicciive service systems require a range of services and close
intcragency collsboration. Important progress is being made in developing new service
componcnts and in providing case management services to link the various services,
Additionally, there is an expanding knowledge base about effcctive community-based
service options, system management and strategics for producing system change.

The monograph concludes by presenting a series of questions to assess systems of care
o8 a statewide or community basis. The assessment questions address the
characteristics of an effective system with respect to such arezs as the deve'opment
of a modecl, planning and decis making pr and interagency relat anships.
The questions are by no means exhaustive; many additional questions and
characteristics may be relevant to assessing systems of care.

The assessment questions are followed-by sample worksheets for assessing the status
of the development of the various system of care ents. The t
questions and workshects are presented to summarize the information presented in the
monograph and to provide rcaders with a framework for evaluating the status of the
system in their state and community.

The monograph is intended to provide states and communities with a conceptual model
for a system of care for scvercly cmotionally disturbed children and youth. The
model c2n be used as a guide in planning and policymaking, and provides a framework
for assessing present services and planning improvements. The model can be
conceptualized as a blueprint for a system of care which establishes dircctions and
30als, R
This model should eot be sees as the only way to coaceptualize systems of care.
States and communitics may revisc and adapt the model to conform with their needs,
evironments and service systems, or they may develop a distinctly different system
of carc configuration. The mode! must also be regarded as [lexible, with room for
additions acd revisions as experience and changing circumstances dictate.

Most important is the acknowled t that ptualizing a system of care
represents only a prellmlnary step in the service system improvement process.
Development of a system of care model is a planning task which must be followed by
implementation activitics including necessary state level arrangements and local
program development efforts. While designing a system of care is an essential snd
challenging task, the real challenge for states and communitics is to transform their
system of care plans into reality.

ERIC o
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Statement for the Record
Select Committee on Children, Youth and Families
Hearing »n 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: Promising Responses to Neglected Problams.

INTRODUCTION

The Anerican Academy of Child and Adolescent psychiatry is a mambership
organization of cnild 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 chlld and
adolescent mental illness. With 3788 members located in each of the fifty
states, the Academy works within large and small comunities. 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 1llnesses which
creates a burden for service delivery systems. This has
repercussions and adds 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.

<] 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.
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[ 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 (CASSP) is a
promising response to this problem, but it is constantly in
Jeopary of losing funding;

[ Prevention programs and longitudinal studies have not been
effectively developed or financed.

Child and adolescent psychiatrists, identified by a Department of Health
and Human Services report as the most underserved medical specialy, daily
witnesss the umet neads of the children and adolescents in their commnities.
Recently, a member of the Academy, Dr. Murray Persky, wrote that, "adult care
is, to same 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 rooms, 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 systems 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.

The American Academy of Child and Adolescent Psychiatry is contkibuting to
the "premising responses” directed toward the neglected problems of children's
mental health. Aas part of a two-year project, the Academy is currently
leading prevention projects in the following areas:

|

|

\

|

|

|

|

|

|

|

|

[ To 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 thon have not 1

always been successful. Early identification of particularly |
dangerous couplings of symptams may allow focused intervention

of increasingly scarce resources.

|

|

|

|

|

|

o To 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
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family-focused prevention interventions; and othex innovative
programs, substance abuse may be better understood and
controlled.

0 To respond to the tragic and all too often unexplainable teason
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 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.

[} 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 disorler.

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
suecessful. The research will be disseminated to the child psychiatry training
programs as well as shared with other mental health professionals. The Academy
would recormmend that federal support for research into child and adolescent
psychiatric jllnesses 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 illmesses 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
initiatig and sustaining longitudinal research.

In addition to the premising 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 examnation
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 chiid psychiatrists
with knowledge and techniques to treat their patients more effectively. The
current projects hold iore promise for reducing the nutber 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 promising 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 infomution 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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