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 STATE OF ALASKA

DEPT. OF HEALTH AND SOCIAL SERVICES
OFFICE OF THE COMMISSIONER

March 1, 2004

Dear Children and Youth Services Stakeholders,

The Department of Health and Social Services has undergone a dramatic transformation in the past year.  With the announcement of Executive Order 108 in March 2003 – many of you began to see and hear about the changes to our department – changes that were designed to provide better customer service, and produce financial savings through improved efficiencies and greater program alignment.  Information on the new DHSS can be found at our web-site www.hss.state.ak.us.

The Department of Health and Social Services and our divisions have been engaged in several strategic planning efforts during the past year.  For example, following the hiring of Deputy Commissioner, Marcia Kennai in September 2003, the Office of Children’s Services embarked on a strategic planning effort which will be finalized in the next few weeks, and will provide specific details about the direction that division will move to provide better services to the children and youth of Alaska.  The foundation of that planning can be found in attachment A, which provides an overview of DHSS priorities related to children and youth that were identified by the management team of the newly reorganized department in October 2003. 

These priorities were developed with the assistance of the Final Report of the Children and Youth Needs Assessment (attachment B).  This report contains a summary of findings regarding the system of care in place until June 30, 2003 (based on fiscal year 2001/2002 information), along with recommendations for system changes to improve services and outcomes for children and families with residential, mental health and substance abuse treatment needs.  While some of the data and information in this report has changed during fiscal years 2003 and 2004, the Final Report of the Children and Youth Needs Assessment has served as an important tool in developing the current DHSS priorities for the children and youth of Alaska outlined in Attachment A, and the soon to be released strategic plan for the new Office of Children’s Services.

My sincere thanks to each of you who have worked and continue to work on ensuring the implementation of system changes to improve services and outcomes for children and families in Alaska.  





Sincerely, 





Joel Gilbertson





Commissioner

ATTACHMENT A

State of Alaska Department of Health and Social Services

Priorities for the Children and Youth of Alaska 

(December 2003)

1. Promote the development of healthy children and youth who are ready to learn and succeed, maximizing their potential to become healthy, productive adults.

A.  STRATEGY: Ensure access for Alaskan children and youth to services such as basic food and shelter, immunizations, quality child-care, and health care.

B. STRATEGY:  Encourage access to assessment and services for children and youth experiencing developmental delays or disabilities.

2.  Strengthen families and communities so they are able to provide children and youth with safe, healthy environments that are free from abuse, neglect, substance use and domestic violence.

A.  STRATEGY:  Facilitate development of an effective continuum of services that ensure appropriate protection of children and youth.

B. STRATEGY: Encourage access to appropriate health care, education, training and support services for parents and caretakers of children and youth. 

C. STRATEGY: Support parents in finding appropriate jobs, child care, transportation, and housing to assist them in maximizing the financial self-sufficiency of the family unit.
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3. Significantly decrease the number of children currently in out of state psychiatric treatment facilities and reduce the number of children being referred to out of state services.

A.  STRATEGY:  Strengthen and expand partnerships with local governments, community, faith and tribal groups to build and provide a range of services and programs to support the healthy development of youth and children in Alaska.

B. STRATEGY:  Assist and support local communities in building critical capacity at all levels of community and residential service delivery in Alaska’s child service system.

C. STRATEGY: Implement a statewide standardized screening tool to assess the level of services needed by children and youth in Alaska.

D. STRATEGY: Develop a centralized single point of entry and referral for non-custody children being referred for residential psychiatric treatment, to reduce the future use of out of state facilities.

4. Support the development of a comprehensive integrated system of care in rural Alaska which will have the workforce and expertise to provide quality care for Alaska Native children and youth experiencing dysfunction related to substance abuse and mental health.

A. STRATEGY: Enhance the use of rural human service workers and behavioral health aides to provide prevention and early intervention services within the villages.

B. STRATEGY: Ensure that emergency, residential, and community-based services are available and accessible at the hub communities.

C. STRATEGY: Encourage the development of residential psychiatric treatment centers (RPTC) services in larger hub communities.

D. STRATEGY: Ensure that intensive case management is accessible to all children experiencing severe dysfunction to assure appropriate, coordinated care.
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      University of Alaska: Alaska Comprehensive Specialized 

      Evaluation Services (ACSES)

Children and Youth Needs Assessment

Summary and Recommendations

Introduction/Background

A number of key factors led to the desire to conduct a comprehensive assessment of the mental health needs of children and youth in Alaska. First, a significant number of children and youth in Alaska have mental health needs, and many do not receive services. While almost 6,000 children and youth received mental health services through the Division of Mental Health and Developmental Disabilities in FY 02, the Alaska Mental Health Board estimates that approximately 9,300 children and youth with significant mental health needs went without services. Similarly, a recent federal review of the Division of Family and Youth Services (DFYS) found a lack of mental health services for children in DFYS custody, particularly in rural and remote regions of the state. 

Lack of service availability is combined with growing evidence that the severity of mental health needs for children and youth in Alaska is increasing dramatically. The number of children and youth in DFYS custody is approximately 2000, most of whom have identified mental health needs.  The number of reports of harm increased from 15,036 in FY96 to 17,457 in FY01, an increase of 2,421. Similarly, the Division of Juvenile Justice identified mental health issues as the greatest area of concern for children and youth in the juvenile justice system. In a one-day count of the state’s juvenile justice population completed in January 2002, 40% of youth being served by DJJ had at least one DSM IV diagnosis. Within this group, 42% had a co-occurring substance abuse disorder. The number of children and youth receiving acute, hospital-based and residential psychiatric care for their mental health problems also increased. 

One major concern regarding children’s mental health services, and an indicator of the increasing severity of mental health needs, is the growing number of children receiving services in out of state residential psychiatric treatment facilities. Approximately 423 children and youth received state-funded care in out of state facilities in FY01, at an overall cost of $17 million. There is a strong desire by all system stakeholders to better understand the factors that are driving the increase in out of state placements, so that the trend can be reversed and more children and youth can receive care in Alaska. 

Children and youth with mental and emotional disorders are involved in multiple systems including child protection, juvenile justice, mental health, substance abuse, health and education. In many instances, children and youth are involved with several systems simultaneously. Each of these systems has different legal mandates, policy objectives and funding requirements, making it difficult to integrate care for children and youth across multiple systems. There is growing statewide and national recognition of the need to establish a unified system of care, that addresses the mental health needs of children and youth in a more holistic, integrated manner.   

Mental health problems often begin at a very young age, and if not addressed, they can lead to more severe mental and emotional disorders in later childhood and adolescence. There is a need to identify mental health needs as early as possible in the age span and to provide services that will preserve the mental health and well being of the child and family. When children do not receive needed mental health services at an early age, they are more likely to develop behavioral problems that can result in criminal justice involvement. As with adults, it is important to therapeutically divert children and youth with mental or emotional disorders that could more effectively be addressed through community based, mental health services. 

The mental health needs of children and youth change over time. Services to address these needs range from community-based to residential to hospital-based services and must address both acute and longer term needs. In Alaska, as throughout the country, there are gaps in the service array and difficulties in aligning the level of client need with the appropriate level of service. This is particularly difficult in rural areas where service options are limited. 

It is important that we better understand how our overall service needs align with existing resources, and identify strategies to address significant gaps or barriers to service provision. To the greatest extent possible, decisions regarding the future development of the children’s mental health system in Alaska should be informed by clinical and demographic data that quantify service needs. It has been difficult to gather integrated client information from and across the multiple systems that serve children and youth with mental health needs, and this has hindered past service planning and service development efforts.  This needs assessment gathered and reviewed available information from several state databases as well as data from clinical records of children and youth receiving services, as a foundation for the findings and recommendations of this report.

Purpose of Assessment

The purpose of the needs assessment is to establish an initial framework for a comprehensive, long-range master plan to better meet the mental health needs of children and youth with severe mental and emotional disorders through a complete continuum of care integrated across service systems. The assessment provides information that will assist the Department of Health and Social Services (DHSS) in developing a more complete array of integrated services to meet the needs of children and youth in Alaska suffering from mental and emotional disorders.  Information obtained through the assessment will guide future decisions regarding reconfiguring or restructuring existing resources and systems of care.  It assists in defining resource needs and establishing priorities for increasing existing services and developing new services to reduce out of state placements and offer more comprehensive services in Alaska.   

The master plan will establish an overarching framework to integrate various system change efforts and create a unified service approach to children and their families. For the past few years, momentum has been gathering to reform the systems that provide services to children and adolescents with significant mental health needs and their families.  This momentum is reflected in several system change efforts at the local, regional and statewide levels. Reform efforts are occurring in each of the major systems that provide services to children and youth with emotional and mental disorders including mental health, substance abuse, juvenile justice, child protection, health, education, and Medicaid. Most of these efforts focus on the development of a more systematic approach to the care of children and their families in their communities.  Each of these systems has begun to recognize the importance of basing their service approach on underlying principles and values such as family-centered and least restrictive care. 

The need for a comprehensive assessment process to enhance services for Alaskan children and youth with mental and emotional disorders was noted by the 22nd Alaska Legislature in Senate Concurrent Resolution No. 21 (SCR21):

.…the Alaska State Legislature respectfully requests the governor to direct the Department of Health and Social Services to work in conjunction with the Alaska Mental Health Board, the Alaska Mental Health Trust Authority, and other interested parties to strengthen the full continuum of residential and community-based care and to work in a coordinated, cooperative, collaborative and partnering manner towards integration of services in Alaska for treatment of severely emotionally disturbed children…and to establish as a priority the development of sufficient in-state residential care to serve severely emotionally disturbed children who would otherwise be placed in out-of-state facilities….

This needs assessment is an initial and important step in developing the master plan for children’s mental health services in Alaska. This plan will include strategies for developing a more comprehensive, integrated mental health system for children and youth. The master plan will be coordinated with the mental health plans developed by the Alaska Mental Health Board and the Alaska Mental Health Trust Authority. The assessment focuses on the following areas of children’s mental health services:

· Defining the characteristics and service needs of children and youth currently served;

· Projecting future service needs;

· Examining existing service capacity and utilization and the processes and factors affecting utilization;

· Examining match between service needs and care received;

· Assessing the capacity of the service system to meet the current and future needs;

· Identifying gaps in capacity, types, or location of services required to meet the needs;

· Identifying barriers or impediments to developing the needed service types and capacities; and

· Examining mechanisms to match need with appropriate care and improve utilization.  

Methodology

The assessment draws information from both quantitative (data-based) and qualitative (opinion-based) sources.  Specific sources for the assessment are summarized below.

Quantitative Elements

· Client Records Review: To better understand the clinical and demographic profiles of children and youth receiving services, 350 client files were randomly chosen for confidential review. Both custody and non-custody children and youth, and in-state and out-of-state service recipients were reviewed. To focus on children and youth with the most intensive needs, the review was limited to residential, residential psychiatric and acute-care services. A standardized assessment tool (CANS-MH; Lyons, 1999) was used to assess six functional areas including: problem presentation; risk behaviors; functioning; care intensity and organization; family/caregiver needs and strengths; and client strengths. 
· Database Reviews: The following six databases were included in the needs assessment:
· Division of Mental Health and Developmental Disabilities (DMHDD) management information system known as ARORA;
· Division of Alcoholism and Drug Abuse (DADA) management information system;
· Division of Medical Assistance Medicaid management information system
· First Health (prior authorizer for Medicaid) service authorization database;
· Division of Family and Youth Services (DFYS) psychiatric nurse log; and
· DFYS attendance record database.
Each database was reviewed individually and to the extent possible, merged with the other databases to develop a profile of service patterns and utilization. The review included both in-state and out-of-state services.

Qualitative Elements

· Provider Surveys: To inquire about program services availability, use, gaps and impediments, 81 provider agency interviews were conducted with representatives of mental health, residential and substance abuse programs that serve children and youth in Alaska.  The interviews lasted from 60 to 90 minutes using a standardized set of interview questions and procedures. 

· Focus Groups: Four focus groups were held with a total of 31 individuals, representing key stakeholder groups including parents, advocates, service providers, planning boards and staff from the child serving divisions within DHSS. Each group was asked standardized questions covering: perceived changes in the service system; gaps and barriers regarding service provision; system strengths; and principles to guide future service development. 

· Key Informant Interviews: Interviews were conducted with 22 individuals representing the same stakeholders groups identified for the focus groups. In most cases, different people participated in the focus groups and key informant interviews. The individuals responded to a standard set of questions covering: their role within the service system; system strengths and weaknesses; and recommended changes in the service system. 

· Public Input Meeting: To gather additional input from parents, advocates and providers, a public meeting was held at which these stakeholders were given the opportunity to express their concerns and preferences regarding mental health services for children and youth.

Current In-State Service Array

The current service array for children and youth with mental and emotional disorders includes a combination of community-based, residential and hospital-based services. The core value of “least restrictive care” stresses that services be provided in home and/or community-based settings whenever possible. Residential and acute care hospitalization are reserved for children and youth whose conditions cannot be adequately addressed through community-based care.  

Community-Based Mental Health Services

Community mental health services in Alaska are provided primarily through the Division of Mental Health and Developmental Disabilities. DMHDD funds 62 agencies in Alaska to provide children’s mental health services: 

	Community


	Community Mental Health Center (CMHC)
	Limited  Service Provider (LSP)
	Alaska Youth Initiative (AYI) Provider
	Combined CMHC and AYI 

Provider
	Combined LSP and AYI Provider

	Anchorage
	
	
	
	
	

	Anchorage
	1
	7
	1
	0
	4

	Southcentral
	
	
	
	
	

	Unalaska
	2
	0
	0
	0
	0

	Dillingham
	1
	0
	0
	0
	0

	Kenai
	1
	2
	0
	1
	0

	Copper Center
	1
	0
	0
	0
	0

	Palmer
	0
	1
	0
	0
	0

	King Cove
	1
	0
	0
	0
	0

	Kasilof
	0
	1
	0
	0
	0

	Wasilla
	1
	1
	0
	1
	0

	Kodiak
	1
	0
	0
	1
	0

	Seward
	1
	0
	0
	0
	0

	Cordova
	1
	0
	0
	1
	0

	Homer
	1
	0
	0
	1
	0

	Valdez
	1
	0
	0
	0
	0

	Southeast
	
	
	
	
	

	Ketchikan
	1
	0
	0
	0
	1

	Craig
	0
	0
	0
	1
	0

	Juneau
	0
	3
	1
	1
	0

	Haines
	1
	0
	0
	0
	0

	Petersburg
	1
	0
	0
	0
	0

	Sitka
	0
	2
	0
	1
	0

	Wrangell
	1
	0
	0
	0
	0

	Northern
	
	
	
	
	

	Bethel
	0
	1
	0
	1
	0

	Fairbanks
	1
	2
	0
	0
	1

	McGrath
	1
	0
	0
	0
	0

	Aniak
	1
	0
	0
	0
	0

	Kotzebue
	1
	0
	0
	0
	0

	Barrow
	1
	0
	0
	0
	0

	Nome
	1
	0
	0
	0
	0

	Nenana
	1
	0
	0
	0
	0

	Tok
	1
	0
	0
	0
	0

	Galena
	1
	0
	0
	0
	0

	State Total
	26
	19
	2
	9
	6


DMHDD provides community mental health grants (comprehensive mental health centers), specialty grants and service agreements (limited service providers and Alaska Youth Initiative [AYI] vendors) to primarily non-profit entities to provide a variety of children’s mental health services. Services are provided by these entities through a combination of DMHDD funds, Medicaid, local funds, third party insurance, federal funds, client contributions and private support. Services are provided to both custody and non-custody children and youth. Community-based services provided through DMHDD include psychiatric emergency services, services to seriously disturbed youth, and the Alaska Youth Initiative Program. These services are described below. 


Psychiatric Emergency Services

Community-based, psychiatric emergency services are provided to children and adults by community mental health centers that are responsible for providing a full spectrum of services throughout the service catchment area.  Emergency Services are short-term, intensive psychiatric services provided to a person during an acute episode related to their mental, emotional or behavioral disorder. The services assess mental status, reduce the symptoms of the disorder, prevent harm to the person or others, prevent further relapse or deterioration of the person's condition, or stabilize the person.  Emergency Services provide immediate screening and intervention 24 hours per day, 7 days per week, to enable the person to remain in the least restrictive situation possible.  

Persons in need of Emergency Services are acutely disturbed and experiencing an immediate psychiatric emergency or crisis situation. Services are geared toward children and adults whose ability to function has been significantly impaired and who may: have suicidal or homicidal ideation; be at high risk of hospitalization; or be at immediate risk for removal from the home for the treatment of a mental, emotional or behavioral disorder. 

Services to Seriously Disturbed Youth

Community-based services to youth with severe emotional disturbances through DMHDD include outpatient, home and school-based services that provide treatment, rehabilitation and support to youth and their families to enable the youth to live successfully in the community.  DMHDD service providers as a group provide the full array of services listed below, with the specific array varying from provider to provider:

(A) Client Assessment - Diagnostic and/or functional assessments of children and youth to establish an individualized service plan. 

(B) Individual, Family, and Group Psychotherapy - Therapy services in a clinic setting by a qualified mental health professional. 

(C) Case Management – Multiple activities including: assisting the client in linking with needed resources; providing supportive contacts; doing outreach to high-risk individuals; and networking with other agencies.

(D) Medical/Nursing - Psychiatric treatment; psychiatric evaluations; and chemotherapy. 

(E) Family Skill Development - A combination of therapeutic, informational and support services for the family to improve their ability to effectively manage the child or youth.

(F) Individual and Group Skill Development - Services to build the living skills and social skills needed to integrate the child into his or her community and school, including:


SYMBOL 183 \f "Symbol" \s 10 \h   Socialization Skills: Interactive skills that the child or youth must have to function effectively in group situations.


SYMBOL 183 \f "Symbol" \s 10 \h   Living Skills - Daily living skills that the child or youth must have to function in the community.

(G) Day treatment - Full-day or half-day coordinated educational and therapeutic service for children at high risk of being placed in a psychiatric hospital. This service must be delivered in a school or clinic setting and provided by certified day treatment providers. 

(H) Individualized Care - Grantees must reserve at least 5% of their grant funds to purchase individualized services for severely emotionally disturbed youth.  


Alaska Youth Initiative (AYI)

One of the State's efforts to serve children with severe emotional disturbances (SED) is the Alaska Youth Initiative (AYI), which began in 1985, when DMHDD received a grant from the National Institute of Mental Health, Children and Adolescent Service System Program. AYI is an interdepartmental service delivery system designed to reduce the rate of hospitalization, to bring children back from out-of-state & out-of-community placements, and to provide individualized services in the community. 
AYI is a collaborative effort between DMHDD, DFYS, the Division of Juvenile Justice and the Department of Education and Early Development. Each agency contributes financial resources and trained staff who form four regional interdisciplinary teams. The teams oversee admissions, discharges and moves to pending status; review Child and Adolescent Needs and Strengths (CANS) assessments and set levels of care; review appeals and requests for extreme funding; resolve system issues and provide technical assistance to AYI vendors; review individualized family service plans and oversee the implementation of AYI community-based services to children and their families in their region. 
AYI strives toward normalization in a least restrictive environment and eventual entry into adulthood, together with enhanced living skills and ability to cope with mental illness or emotional disturbance. Youth served by AYI frequently have a long history of previous placements and interventions at home, in the schools, and in the community. 
Vendor agencies deliver AYI services on a fee-for-service basis. AYI allows vendor agencies to utilize services and strategies which complement those available through traditional mental health funding sources in order to provide the individualized service configuration that best fits the needs of the youth and his/her family. AYI individualized family service plans are developed through community-based, multidisciplinary core service teams. Family service plan components vary depending upon the needs and resources of the AYI youths served, of their families, and of their communities. These services are provided in the most normative and least restrictive settings possible in order to improve the youth's level of functioning and quality of life. While services are activated initially to prevent unduly restrictive out-of-state or out-of-community placements, they are designed to help each youth make gains so that s/he can once again be served adequately within Alaska's mental health service system without the help of AYI. 
AYI is designed to promote the self-sufficiency of youth and their families and to establish natural community-based support systems. AYI plays a number of important roles in serving youth with SED: 
· AYI coordinates services and resources. 

· AYI funds mental health-related services that might not be available through other mental health funding sources funded by grants, by Medicaid or by private insurance policies. 

· AYI encourages family engagement, builds family strengths, and empowers families to maintain relationships with severely emotionally disturbed children. 

· AYI removes barriers to providing creative treatment alternatives for difficult-to-serve youth. 

· AYI works to maintain interdepartmental and interdivisional collaboration. 
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AYI works to decrease restrictive and costly out-of-state and out-of-community placements by maintaining youth in less restrictive environments, as close to the community of tie and to the family as possible. 

As youth stabilize and their need for specialized mental health services decreases, they can successfully utilize traditional community mental health services and community-based support systems. Some youth with SED will transition to the adult mental health service delivery system. For youth with SED and developmental disabilities, transition may be to long-term developmental disability services.
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DMHDD Data

The Division of Mental Health and Developmental Disabilities data system provided the following information, which while limited in its representation, provides a basis to begin planning. Thirty-seven agencies provided services to 5,930 children and youth under the age of 21. An unduplicated count across different agencies is not yet possible.

The most common primary diagnoses for children and youth receiving services through DMHDD were Attention Deficit Hyperactivity Disorder (ADHD); Adjustment Disorders; Conduct Disorder; Depression; and Post Traumatic Stress Disorder (PTSD).  

Residential Services ~ Division of Family and Youth Services


Overview

Children’s residential services are provided to custody and non-custody children and youth.  Services to children in state custody are funded through DFYS and Medicaid under a statewide framework for children’s residential services entitled Behavioral Rehabilitation Services (BRS). Although funded by DFYS, residential care provides services for both DFYS and DJJ children and youth. BRS are provided to children in residential care settings to treat debilitating psychosocial, emotional and behavioral disorders. Client-centered BRS are provided individually or in groups and when possible include the child/youth's biological, adoptive or foster family. Treatment is focused on the needs of the child/youth, not the family unit. These services may be in conjunction with or in support of any other professional treatment services the child/youth may be receiving as required by the diagnosed condition. The services emphasize early intervention, stabilization and development of appropriate coping skills. Behavior Rehabilitation Services consist of following interventions: 

A. Milieu Therapy ~ daily activities performed with children and youth to normalize their psychosocial development, promote the safety of the child and stabilize their environment. The child is monitored in structured activities that may be developmental, recreational, academic, rehabilitative, or a variety of productive work activities. 
B. Crisis Intervention and Crisis Counseling ~ provided on a 24-hour basis to stabilize the child's behavior until resolution of the problem is reached, or until the child can be assessed and treated by a qualified Mental Health Professional or licensed Medical Practitioner. 
C. Counseling ~ provided individually and/or in-groups to remediate the specific behavioral problems which have been explicitly identified in the child's treatment plan of care. 
D. Skills Training ~ to assist the child in the development of appropriate responses to social and emotional behaviors, peer and family relationships, self-care and conflict resolution.
Residential facilities may also serve non-custody children but these children are not eligible for BRS funding. Services to non-custody children are funded through private insurance, private pay, Medicaid (for residential psychiatric treatment) and other sources. 

Residential facilities are licensed at one of five service levels by DFYS. Service levels progress from least intensive (Level 1) to most intensive services (Level 5):


Level 1: Day Treatment Programs

Day treatment is an intensive daytime program of structured, supervised, rehabilitative activities for adolescents with behavioral and emotional problems. Coordinated services are provided to the child and family in order for the child to be maintained in their own home or in foster care, either as an alternative to residential/institutional placement, or as part of an aftercare plan. 

Program services are delivered under an individual service plan and include:  (a) training and counseling in basic living skills, interpersonal skills, problem solving skills, and anger management; (b) physical and academic education; (c) recreation; (d) structured summer activity program; and (e) counseling for the adolescent and the adolescent's family or foster parents that is directed at alleviating behavioral or emotional problems and improving family relationships. 

The goals of a day treatment program include:  maintaining placement at home or in foster care; encouraging education and improve academic performance; improving interpersonal relationships; and decreasing behavioral and emotional problems.   Treatment components include: individual and group counseling for the child, family members, and foster parents; and support staff and programming for an enhanced educational program.  
Current Level 1 Day Treatment Programs in Alaska:  

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Anchorage

Kodiak
	1

1
	Custody:  33

Non-custody: 0

	Total
	2
	33



Level 2: Emergency Stabilization and Assessment Centers (ESA)

Emergency Stabilization and Assessment Centers (ESA) provide behavioral rehabilitation services (BRS) and temporary residential care for children who are in immediate danger in their present environment, who need short term, temporary placement, or may need stabilization and assessment of their needs. The minimum staff to child ratio is 1:5 during the day and 1:12 at night. 

These children may be in crisis due to recent disclosure of abuse, neglect, or commission of a delinquent act and may have recently been removed from their family home, foster home or other placement.  The ESA program is responsible for assisting and resolving the crisis, stabilizing the child and assisting in the planning for the child's return home or placement in alternative care. If the child being referred for admission is incapacitated by drugs and/or alcohol or in immediate need of medical or psychiatric attention, the child must first receive emergency medical assessment and care.

ESA facilities conduct comprehensive assessments of the child's immediate, specific behavioral rehabilitation needs, and develop a brief plan of care within five working days of admission.  The comprehensive assessment addresses behavioral/ functional, educational, medical, and social/emotional issues.  The maximum length of stay per admission is 60 days, unless an extension is approved by DFYS.

ESA facilities provide a planned program of group living, community experience and educational opportunities.  In-house services include stabilization and assessment, food, recreation, crisis intervention, life skills training, individual and group counseling, family mediation, and services supplementary to those provided in the community.  Medical, psychiatric, dental, psychological evaluation, therapy, vocational, educational, and employment services be available and provided either in the community or by itinerant service agreements. 

The goals of emergency stabilization and assessment care include but are not limited to:

1. Assisting the child in dealing with the crisis of emergency placement;

2. Assuring the child is available for scheduled court appearances (if applicable), and for follow-up placement;

3. Providing a comprehensive assessment of the child’s care and treatment needs;

4. Providing a safe, temporary living environment;

5. Providing coordination of medical treatment and supervision of medication delivery;

6. Maintaining the child’s education;

7. Stabilizing the child’s behavior; and 

8. Participating in post-ESA placement planning. 

Current Level 2 Emergency Stabilization and Assessment Centers in Alaska: 

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Anchorage

Kodiak

Bethel

Fairbanks

Juneau

Wasilla

Kotzebue

Ketchikan

Barrow

Dillingham
	4

1

1

2

1

1

1

1

1

1
	Custody:  99

Non-custody:  50



	Total
	14
	149


Level 3: Residential Treatment 

 Residential Treatment programs provide 24-hour behavioral rehabilitation services (BRS) and treatment for children with emotional and behavioral disorders. This level of service is provided for children who are in need of and are able to respond to therapeutic intervention and who cannot be treated effectively in their own family, a foster home, or in a less restrictive and structured setting. The minimum staff to child ratio is 1:5 during the day and 1:12 at night. 

These programs provide medium to long-term (6 to 12 months) residential care and treatment for children who have emotional and mental health problems and display inadequate coping skills.  A high percentage of these children have a history of being physically and sexually abused. They may have a history of delinquency and have limited impulse control.  Program components include: planned group living/milieu therapy; community experiences; ongoing individual, group and family therapy; and an individualized educational program for each resident.

Many of the children placed in these programs have had multiple placements in less structured facilities.  They may have a history of inability to adjust and progress in a public school and may require an on-site school to develop the educational, social, behavioral and coping skills necessary to return to a less structured placement. Those children that continue to attend community-based schools require additional tutoring and a behavior modification program to resolve social or behavioral problems prior to going home or being emancipated. In order to prepare the child for returning home or a continuing relationship with his or her family, the program must provide individual, group, and family counseling.

The general goals of BRS residential treatment include: 

1. Preparing the child and family for the child’s return to the home, placement with a relative, foster care or independent living;

2. Improving behaviors that include:

a. Appropriate sexual behavior;

b. Appropriate impulse control and anger management;

c. The ability to form and maintain appropriate relationships; and 

d. Reducing or eliminating acts of delinquency or running away.

3. Maintaining and improving the child’s educational progress;

4. Developing independent living skills;

5. Providing a safe and healthy living environment; and 

6. Participating in developing a plan for follow-up placement. 

Residential treatment programs include individualized aftercare plans designed to meet each resident's medical, psychological, social, behavioral, educational and developmental needs during the first 60 to 90 days following discharge.  The aftercare plans include:

1. Supervision of medication by a licensed professional;

2. Referral to appropriate therapeutic services; 

3. Placement in an age appropriate living situation;

4. Coordination with the child’s school to continue age appropriate educational programming; and 

5. Coordination with the child’s social worker or juvenile probation officer to assure appropriate placement supervision and other community services.

The aftercare component also includes any follow-up family therapy, day treatment, and services or training to assist the child's new care provider in planning for adequate supervision and use of community resources.

Current Level 3 Residential Treatment Programs in Alaska;

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Anchorage

Bethel

Fairbanks

Juneau

Kenai

Wasilla

Ketchikan

Sitka
	3

1

2

1

2

1

1

1
	Custody:  108

Non-custody:  34



	Total
	12
	142


Level 4: Residential Diagnostic Treatment Centers 

Residential Diagnostic Treatment (RDT) programs are small therapeutic facilities with 5 to 6 bed capacity, one or more of which may be for crisis placement/assessment purposes. RDT programs provide structured supervision 24-hours per day, seven days per week by professional staff. A 1:3 staff to child ratio is maintained during awake hours, with a 1:12 ratio during the overnight shift with the staff member being awake. 

Children and youth referred to these programs experience thought, emotional or behavioral disorders that include oppositional and conduct disorders. Historically many of these children have been hospitalized in psychiatric hospitals. They often have multiple behavioral problems complicated by FAS, substance abuse, child abuse/neglect/sexual abuse, attachment disorders etc., that preclude placement in a less restrictive setting.  Examples of the behavior problems include: excessive aggressive/assaultive behavior; destruction of property; self-abusive behavior; cruelty to animals; fire-setting; severe withdrawal or depression; developmental issues; and other behaviors that cannot be effectively managed in a lower-level treatment setting. 

RDT services include crisis intervention, assessment, behavioral stabilization and management, treatment services, and comprehensive planning focused on aftercare and the child's long-term needs. Expected length of stay is 6 to 9 months, with extensions of up to 3 months available on a case-by-case basis.  

Treatment is provided through mental health professional staff with experience in residential treatment and/or treatment of severely emotionally disturbed children. RDT’s also make available psychiatric services for emergency care, evaluation, and medication prescription and monitoring. The programs also provide home-based services when appropriate to each resident's identified family, including training, support, and resources to enable the family to assume care of the child after discharge.  Home-based services should also be available for follow-up outpatient care.       

The goals for RDT services include:
1. Providing children/youth with multiple needs a safe, nurturing environment, which will facilitate successful transition to their own home, a stable foster home or a less restrictive residential facility;

2. Preserving families, i.e., biological or foster families, and promoting timely reunification when children are removed from the home or other types of placement;

3. Maintaining children/youth as close to their family, community, and region as possible when receiving care;

4. Decreasing the number and length of psychiatric hospitalizations;

5. Completing a detailed diagnosis for those residents who previously have not had a thorough social history, educational assessment, medical, substance abuse, and mental health evaluation;

6. Stabilizing behavior and developing a treatment plan which addresses the child's needs, and follow up on this plan once the child/youth leaves the facility;

7. Removing, modifying or reducing symptoms of emotional or behavior disturbances;

8. Promoting positive personality growth and development; and

9. Addressing the educational needs of each child, and developing a written plan that specifies goals and the resources to accomplish each goal.

Current Level 4 Residential Diagnostic Treatment Centers in Alaska:

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Fairbanks

Sitka

Bethel

Juneau
	1

1

1

1
	Custody:  18

Non-custody:  8



	Total
	4
	26


Level 5: Residential Psychiatric Treatment Centers

Residential Psychiatric Treatment Center (RPTC) programs provide 24-hour interdisciplinary, psychotherapeutic treatment for children with severe emotional or behavioral disorders that disrupt the child's educational or developmental progress and family or interpersonal relationships to the point that the child is a danger to self or others.    

An interdisciplinary team involving medical, mental health, educational, and social service components intensively and collaboratively delivers RPTC services. Childcare and clinical staff provide 24-hour supervision using 1:3 staff to child ratio for daytime hours and a 1:12 ratio for awake night staff.

This level of care provides the entire array of specialized services described in Level 3 programs as well as the specific services unique to residential psychiatric treatment centers. Education Services are provided in a facility that includes an on-site certified school and a highly structured, staff-intensive program. 

Services must be provided at a facility that is enrolled as a Medicaid RPTC provider and accredited by an approved accrediting agency such as the Joint Commission on Accreditation of Health Care Organizations, CARF or the Council on Accreditation as a residential psychiatric treatment center. Services must also be provided under the direction of a board-certified psychiatrist and the child’s needs must be documented in an individualized plan of care.  The same level and quality of services must be provided by the facility to all children regardless of a child's eligibility for Medicaid-covered services.

The goals of residential psychiatric treatment include:

1. Providing a safe, healthy, staff intensive environment to remove, modify or retard symptoms of emotional disturbance; 

2. Improving behaviors that include, but are not limited to: 
a. inappropriate sexual behavior, 

b. inappropriate impulse control, 

c. inability to form appropriate relationships, and 

d. reduction or elimination of acts of delinquency or running away; 

3. Promoting positive personality growth and development;

4. Maintaining and improving the child's educational progress;

5. Developing independent living skills; 

6. Participating in developing a plan for subsequent placement and aftercare; and

7. Preparing the child for a less restrictive placement setting.

Current Level 5 Residential Psychiatric Treatment Centers in Alaska:

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Anchorage

Palmer
	3

1
	Custody:  36

Non-custody:  65

	Total
	4
	101


DFYS Data

The DFYS database included records for 360 children and youth (either in DFYS or DJJ custody); however, complete data was limited and the record keeping varied.  Of the complete records, 91% received services in Alaska with the remaining 9% receiving services out of state.  DFYS only serves children in custody. Of the 360 children and youth, 193 had evidence of substance abuse at their first admission.  Of these 193, 79.3% were abusing both alcohol and drugs.  

	DFYS Demographics
	Totals

	Gender – N = 329

Male (218)

Female (111)
	66.3%

33.7%

	Average In-State Age @ Admission
	15

	Average Out of State Age @ Admission
	13.5

	Race – N = 360

Alaska Native (185)

American Indian (5)

Asian/Pacific Islander (8)

Black/African American (18)

Hispanic (4)

White/Caucasian (102)

Unknown/missing (38)
	52%

1%

2%

5%

1%

29%

10%

	Custody/Location/Ethnicity

Custody/In-State Services

Alaska Native

White/Caucasian

Other

Custody/Out of State Services – N = 28

Alaska Native (20)

White/Caucasian (6)

Other (2)
	57.8%

32.7%

9.5%

71.4%

21.4%

7.2%

	Diagnosis

Custody/In-State Services – N = 241

Diagnosis deferred (78)

Depressive Disorders (67)

Conduct Disorder (48)

Oppositional Defiant (48)

Custody/Out of State Services – N = 32

PTSD (12)

Depressive Disorders (7)

ADHD (7)

Bipolar (6)
	13.4%

11.6%

8.3%

8.3%

18.8%

10.9%

10.9%

9.4%
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DFYS Residential Attendance Records provided the following information from 30 agencies serving an unduplicated count of 1,249 children and youth in either DFYS or DJJ custody:

	Level of Care
	Total

	Emergency Shelter - Level II (714)
	57%

	Residential Treatment – Level III (358)
	29%

	Residential, Diagnostic & Treatment – Level IV (48)
	4%

	Residential Psychiatric Treatment – 

Level V (95)
	8%

	Custody Status – N = 1,249

Custody (572)

Non-Custody (448)

Unknown (229)
	46%

36%

18%
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Acute Facilities

Three acute care hospitals provide mental health services for children and youth in the state of Alaska: Alaska Psychiatric Institute’s (API) Chilkat Unit; North Star Behavioral Health; and, Providence Hospital’s Discovery Unit.  The Chilkat and Discovery Units serve youth who are over the age of twelve, leaving North Star as the only acute facility that serves children under twelve.

Acute inpatient psychiatric services are those therapeutically appropriate and medically necessary services provided within an acute care hospital.  These services are under the direction of a physician, usually a psychiatrist, and must include active treatment involving the implementation of a professionally developed, and supervised, individual plan of care designed to achieve the recipient’s discharge from inpatient status at the earliest possible time.  

Determining whether proposed inpatient psychiatric hospital services are medically necessary is based on the following considerations:

· The acuity level of the presenting signs and symptoms, and the behavioral and social dysfunction.

· If medical stabilization has occurred, the need for continued stay to prevent regression and possible impairment of safety due to the unavailability or inaccessibility of an appropriate lower level of care. 

· The history, signs, and symptoms of the recipient causing concern for the mental health of the child, and establishing need for psychiatric evaluation that is unavailable or inaccessible at a lower level of care.

· The formulation of an effective Treatment Plan that will be altered to fit the individualized needs of the recipient as assessment continues.

· Whether the symptoms, behaviors, and medical signs targeted in the treatment plan are logically derived from the assessments, evaluations, and diagnosis, and are specifically appropriate for the patient.

· The mental ability of the recipient to benefit from the treatment plan.

· The consistency of proposed services for the particular symptoms, behavioral and social dysfunction, and medical signs exhibited by the recipient with generally accepted community or national standards of practice, or with treatment protocols and standards of practice promulgated by relevant professional associations.  

· The proven effectiveness of treatment at this level of care, or in this facility, has proven effective in meeting the treatment requirements for the recipient.

	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Anchorage
	3
	Total:  101 

(all beds are open to custody and non- custody children)

	Total
	3
	101


Division of Alcoholism and Drug Abuse (ADA)


Substance Abuse Services

Substance abuse treatment refers to residential programs that provide structured supervision 24-hours per day, seven days per week by professional staff working shift work schedules.  Children and youth receiving services reside at the facility for the duration of services.  Services are structured to meet the needs of children and youth with primary diagnoses that are substance related (such as abuse or dependence) and that are sufficiently severe to require residential treatment. The program includes active treatment involving the implementation of a professionally developed, and supervised, individual plan of care designed to provide a safe environment where recovery skills can be learned and practiced. After residential treatment youth are discharged to outpatient services designed to support and improve on the recovery skills gained in residential care.  


	Community
	Number of Programs
	Number of Beds

Custody & Non-custody

	Eagle River

Fairbanks

Sitka

Bethel (not an ADA approved provider)
	1

2

1

1
	Custody:  6

Non-custody:  63



	Total
	5
	69


ADA Data

The Division of Alcoholism and Drug Abuse (ADA) data system provided the following information, for January 1, 2001 through December 31, 2001.  Four residential substance abuse agencies reported they had provided services to 165 children and youth under the age of 21.  82 of the 165 youth served received residential services. 

	ADA Demographics
	ADA Totals

	Race

Alaska Native

American Indian

Asian/Pacific Islander

Black/African American

Hispanic

White/Caucasian

Other
	79

1

2

1

15

66

1

	Total
	165

	Gender

Female

Male
	53

112

	Total
	165

	Component

Continuing Care

Outpatient

Residential
	21

62

82

	Total
	165

	Waiting List Summary

0 Days

1 Day

02-04 Days

05-07 Days

08-14 Days

15-30 Days

31-60 Days
	40

3

13

29

28

36

16

	Funding Source

ADA

DMHDD & ADA
	144

21

	Total
	165


The primary substance abuse by the children and youth receiving services through ADA were marijuana/hash, alcohol, inhalants, and amphetamines.  Secondary problems included the four substances previously mentioned in addition to: cocaine/crack, hallucinogens, methamphetamines, other opiates and stimulants, and, sedatives.

Current Out-of State Service Array

Residential Psychiatric Treatment Centers (RPTC)

Approximately 30 residential psychiatric treatment centers (RPTC) and one acute hospital are utilized for placement of Alaska children and youth. These facilities are Alaska Medicaid approved and are located throughout the United States. These treatment centers offer different levels of security. There are facilities that provide locked (secure) treatment settings to unlocked (staff-secure) settings and some who offer both.

The out-of-state RPTCs and acute care programs offer a full array of inpatient mental health services, including assessment and diagnosis, various therapeutic modalities, and case management.  These programs often offer long-term treatment within a secure setting (fifteen facilities), with restraint capacity provided by trained staff, one-on-one monitoring, and time-out rooms. Ten facilities offer staff-secure long-term treatment and five facilities offer both secure and staff-secure services.  Most programs serve children and youth over age 12 with more beds available for boys than for girls.  Overall, only twelve programs provide services to children and youth under age 12; of these three offer service only for boys.  The number of beds available for children under age 12 is limited to 12% of the total out-of-state beds available.

These out-of-state programs treat the full array of mental health diagnoses, including coexisting substance use disorders.  These programs accommodate the children and youth who present with symptoms that are exclusionary criteria for in-state agencies, such as fire-setting, sexual offense histories, low intellectual functioning, symptoms of substance use or fetal alcohol exposure, and treatment needs that exceed Alaska programs’ capabilities in terms of level of care or security required.  

Out-of-State Placement Decisions  

The decision to place a child out of state has separate processes for children in state custody and those not in custody.  Children in custody are first reviewed by a multi-disciplinary regional team consisting of staff from DMHDD, DJJ, DFYS and ADA, if needed, which is regulated by an interagency agreement.  This team fully reviews a child’s placement needs and if placement within Alaska is found to be inappropriate, referral to the out of state placement committee is recommended.  The out of state placement committee is also a multi-disciplinary team at the statewide level consisting of the same divisions as previously mentioned but also adding the special education director from the Department of Education and Early Development.  This committee reviews the child’s treatment needs and instate placement history.  The referring worker and regional DFYS psychiatric nurse recommends their top three choices for out-of-state placement, matching need to facility’s targeted population. The committee members review the regional team’s recommendations and make final determination on the out of state placement and specific facility. 

For non-custody children, the procedure is different. A parent or guardian who may have a child needing residential psychiatric treatment must have their child seen by a physician who will perform an evaluation for the certificate of need (CON) and state why other resources (both outpatient and inpatient) in Alaska will not meet the needs of the child. Then, a current mental status exam must be conducted by a mental health professional. Once the out-of-state facility knows that a child is being referred it is their responsibility to review the clinical information and discuss with family members and providers any additional clinical information. If the facility accepts the child for placement, it is their responsibility to contact the prior authorizing entity with all clinical data, CON and current mental status for a review to determine if that level of care is needed.

With these processes in place the following issues were identified as most commonly resulting in out-of-state care, and confirmed by findings from chart reviews and database reviews:

· Lack of sufficient local capacity, such as the absence of Level V or acute psychiatric care services in some regions of the state; 

· Lack of sufficient statewide capacity, such as insufficient number of substance abuse treatment beds, insufficient number of beds for children under age 12, and insufficient number of beds for girls statewide;

· Lack of certain types of services altogether (i.e., gaps; also see below), such as services for children presenting behavioral and diagnostic challenges that require special care or environments (e.g., locked residential care); 
· Client characteristics that exceed local resources (e.g., fire-setters, sexual perpetrators); and,
· An increasing number of youth are being served out-of-state, funded by Medicaid and Denali KidCare.   

· In FY01, 423 children were served in residential psychiatric treatment facilities out-of-state costing the State of Alaska approximately 17 million dollars.

· The State of Alaska on average has 150 children in secure/locked residential psychiatric treatment facilities out-of-state.

· A disproportionate number of Alaska Native children and youth are receiving residential psychiatric treatment out-of-state.

Division of Juvenile Justice (DJJ)

Juvenile Justice Services

DJJ is not considered a community-based system of care option for children and families, as its services are mandated by statute and involve the requirement to protect the public as well as provide skills and competencies for the juvenile such that he does not re-offend.  All “placement” options within the Division of Juvenile Justice are locked juvenile institutions, therefore this element was not reviewed as a formal component of the needs assessment.  DJJ serves youth in community-based settings through the array of care options outlined above in the DFYS section, as all residential services in Alaska are shared by these two entities, albeit managed by DFYS.

Juvenile Justice services are however, an integral element of the service system available to youth in Alaska.  The mission of DJJ is to hold juvenile offenders accountable for their behavior, promote the safety and restoration of victims and communities, and assist offenders and their families in developing skills to prevent crime. DJJ works closely with a wide range of state, local and federal partners to provide juvenile justice services to its clients.

The key elements of DJJ are probation services, detention and treatment facilities, federal grant and system support through intervention, prevention, rural and urban initiatives, and partnerships with both public and private service providers. 

Division of Medical Assistance (DMA)

Medicaid

The Division of Medical Assistance oversees the Medicaid program in Alaska. Medicaid is an “entitlement program” created by the federal government, but administered by the state, to provide payment for medical services for low-income citizens. People qualify for Medicaid by meeting federal income and asset standards and by fitting into a specified eligibility category. Under federal rules, DHSS has the authority to limit services as long as services provided are adequate in “amount, duration, and scope” to satisfy the recipient’s medical needs.

Medicaid is a form of health insurance but is available only to certain low-income individuals and families who fit into an eligibility category recognized by federal and state law. Some services covered under Medicaid must be “prior authorized.”: approval must be received before using a service. 

As part of the Medicaid system, DMA is responsible for Denali KidCare and Early Periodic Screening Diagnosis and Treatment (EPSDT).

DMA Data

The DMA data system provided the following information on gender, length of stay, custody status, and diagnosis for the 1,497 children and youth experiencing mental health problems represented in their MMIS:. 

	DMA’s Demographics
	Totals

	Gender

Female

Male
	43%

57%

	Gender/Custody Status

Custody/In-State Services

Male

Female

Custody/Out of State Services

Male

Female

Non-Custody/ In-State Services

Male



Female

Non-Custody/Out of State Services
Male

Female
	61%

39%

49%

51%

60%

40%

52%

48%


[image: image7.emf]Ethnicity of Children Served in Residential Psychiatric 

Treatment Financed by Medicaid, FY 2001

0% 10% 20% 30% 40% 50% 60% 70%

Custody Alaska Native

Custody White/Caucasian

Custody Other

Non-Custody Alaska Native

Non-Custody White/Caucasian

Non-Custody Other

Percent of Children Served 

In State Services Out of State Services

Source:  First Health


[image: image8.emf]Clinical Characteristics of Children from the 2002 

Chart Review in Residental and Acute Mental 

Health Treatment in and out of State 

n= 350 charts

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

Physical

Abuse

Sexual

Abuse

Emotional

Abuse

Physical

Neglect

Emotional

Neglect

FASD

Percentage of Children

Custody Non-Custody


The DMA system tracked the discharge status and reported that 814 (54.4%) of the children and youth had been discharged to home for self-care or home-based services, 625 (41.8%) were still receiving treatment services while the remaining 31 (2.1%) left treatment against medical or treatment advice.

First Health, DMA prior authorization agent, contributed the following additional information to the DMA data:  

	First Health Demographics
	Totals

	Custody/Location/Ethnicity

Custody/In-State Services

Alaska Native

White/Caucasian

Other

Custody/Out of State Services
Alaska Native

White/Caucasian

Other

Non-Custody/ In-State Services

Alaska Native

White/Caucasian

Other

Non-Custody/Out of State Services

Alaska Native

White/Caucasian

Other
	48%

36%

16%

47%

38%

15%

34%

52%

14%

28%

64%

8%

	Living Arrangements prior 

to Treatment
	

	Families

Foster Families

Group Homes

Correctional Facilities
	76%

7%

6%

3%

	Referral to Treatment
	

	Parents

Government Agencies

Self

Other Relatives

Adoptive & Foster Parents
	63%

22%

5%

5%

5%




Chart Review Summary

In State and Out of State

Another element of the needs assessment consisted of a randomly selected chart review from all residential treatment and acute providers within Alaska and also those Alaska approved Medicaid facilities out of state.  217 charts from 32 facilities in state and 133 charts from 23 out of state facilities (total 350 charts), were reviewed, primarily using the Child and Adolescent Needs & Strength (CANS-developed by John Lyons, 1999).

The chart review revealed service gaps including locked (secure) residential care, long-term residential care, group homes, respite care and crisis nurseries, and detoxification services for adolescents.  These gaps contribute to youth being served outside of Alaska and at levels of care that are less than optimal.  Youth from outside of Anchorage are typically served out-of-community due to the lack of residential care at Level I and Level V, lack of acute psychiatric care, and lack of group homes (the latter is true for all regions, including Anchorage).   Children with high-acuity needs, high needs for structure or restraint, very young age (under 12, but even more so under 5) experience difficulties accessing and receiving outpatient services, and of culturally diverse backgrounds have particular difficulty accessing appropriate levels of care within their communities.  These client-related issues need to be considered in planning for expanded capacity in children’s mental health services.  
Demographic Characteristics

· Children and youth in custody were considerably more likely to receive services in state (64%) than non-custody children (43%).

· The average age of children and youth being discharged from services was approximately 14.

· Regardless of custody status or the location of services, males comprised 58% of children and youth receiving services.

· Regardless of the location of service, more Alaskan Native children were in state custody (56%).

· Regardless of custody status, more White/Caucasian children were out of state (69%).
· Children of color, other than Alaskan Native and Caucasian, were most commonly found to be receiving services in state and not in custody (29%).

· The most common educational setting for all children and youth was the mainstream classroom, followed by school provided in a treatment facility (50%).

· Custody status appears to have a positive impact on educational attainment, with children and youth in custody being more likely to receive the needed special education (30%) and less likely to have been suspended or expelled (5%). 

· A high percentage of youth with DJJ involvement were found to be not in custody, receiving substance abuse treatment (97%) and needing residential services through emergency shelters (75%).  

Clinical Characteristics

Suspected or diagnosed fetal alcohol spectrum disorders (FASD) was documented in 33% of the charts reviewed.  Of these, 39% of the children were receiving services out of state and 26% in state.  More specifically, 54% of the children in custody with FASD were receiving treatment out of state.

The use of psychotropic medications was common among all children and youth, with higher rates at admission for those youth served out-of-state (78%) than in-state (53%).  At discharge, only minimal differences were noted between groups, with 73% of in-state and 81% of out-of-state youth taking psychotropic medications.  Over 85% of the children and youth had multiple psychiatric diagnoses.  This was particularly true for youth receiving out-of-state services, who had an average of three diagnoses each as compared to two diagnoses each for the in-state youth.

The most common psychiatric diagnoses, listed in descending order of frequency, were depressive disorders, conduct disorders, substance use disorders, bipolar disorders, attention-deficit/hyperactivity disorder (ADHD), posttraumatic stress disorder (PTSD), and oppositional defiant disorder.  Minimal differences existed across groups, with out-of-state youth having a higher number of PTSD diagnoses and substance use diagnoses than in-state youth.  Youth in-custody appeared somewhat more likely than non-custody youth to have substance use disorders.  

Findings About Symptoms as Rated Via the Child and Adolescent Needs & Strength (CANS) Tool

As expected, the severity of a child’s symptoms (as rated with the CANS assessment tool) clearly linked the level of care with the child’s treatment needs.  For example, youth in emergency shelter care were less likely than youth in in-state higher-level treatment to have severe psychopathology, such as psychosis, depression/anxiety, anger control problems, and oppositional behavior. In turn, the children being served in-state at a higher level treatment had less severe symptoms than children and youth being served out-of-state.

When considering custody status and location of service, the in-custody, out-of-state children were rated as having consistently lower levels of functioning than the other three groups. This group was rated as more impaired in terms of the need to develop better parent relationships, danger to others, psychosis, attention deficit, depression/anxiety, and several other variables.  

Findings About Treatment History 

Children and youth in-custody were most likely to have been referred for their current mental health treatment by DFYS, followed by DJJ.  Children and youth being served out-of-state were most frequently referred by higher-level inpatient mental health care providers, such as North Star, Providence, and Alaska Psychiatric Institute.  Parents were the second most common referral source for out-of-state services, particularly parents of non-custody children.

Over 90% of the children and youth represented in the chart review had a prior history of mental health treatment, generally in outpatient mental health settings (57%), acute psychiatric care (53%), or, somewhat less frequently, in residential care (28%).  

Conclusions

Clear trends were established that reveal that children in-custody have more severe presentations than non-custody children, especially with regard to family-related issues (such as lower parental strengths and higher needs, abuse by parents, etc.).  Similarly, children being served out-of-state were more impaired than children treated in-state at the higher levels of care (DFYS levels III to V and psychiatric acute care).  

Data appear to support that children in custody receiving services out-of-state have higher levels of treatment need than children either in in-state care or with non-custody status.  Ethnicity appears to play a role in who receives out-of-state services with white children not in custody and Alaskan Native children in custody being proportionally more likely to receive care out-of-state.  Family functioning also appears to be related to location of services, with in-state, in-custody families being rated as having the lowest level of functioning as compared to all other groups.

Overall Findings

The information presented in this report is based on information gathered in several different modalities. The public input group, key informant interviews, provider surveys, and focus groups provided qualitative information that provided informed opinion to the questions asked. When separate information systems provided conflicting information an attempt was made to resolve discrepancies. When no resolution was possible, the contractor provided the information from the interviewee.
Interviews or groups were structured so that respondents were given the freedom to speak freely and spontaneously, without interruptions or contributions from the interviewer.  No leading questions were asked and the interviewers were trained to not suggest topics the respondent did not bring up spontaneously, even if they heard representatives from similar programs talk about such topics.  This decision was made to capture the most important issues for each program and to draw conclusions based on the issues considered most crucial by each represented program.  

The quantitative data collected from the chart review and electronic data-bases were also critical components.  By combining the quantitative data with the qualitative information, DHSS was able to draw conclusions and make recommendations.  Overall findings for the children’s needs assessment are presented below.

Diagnostic, Functional Assessment and Treatment

To determine each child’s level and type of service need, each service provider indicated that they had some process for building a treatment plan.  The process usually involved an intake screening and functional assessment.  The depth and breadth of this process varied across service type as there is no uniform method across the state. Programs overseen by a psychiatrist tended to also conduct psychiatric evaluations, and psychological and educational testing.  Most treatment plans are developed by a treatment team consisting of several individuals, including clinicians, direct-care staff, educators, and often the youth and a family member or guardian.  

Service Need vs. Service Availability

Service availability appears to be the greatest force determining the type of service a child receives with the child’s actual treatment needs being considered when availability allows.  Most program representatives indicated admitting children and youth outside the range of their program’s level or type of service due to lack of more appropriate services.  Similarly, most programs report having to delay discharges because of a lack of appropriate “step down” care availability, a reality that tends to lead to discharge to whatever level of care is available, which may or may not match the level of care needed or prescribed.  Some reasonable effort appears to be made to match level of care to need as the chart review data reveals that the level of need documented for children and youth served at different levels of care does differ.  The chart reviews confirmed that increasingly high level of need is matched by increasingly high level of care, with youth served in Levels III, IV, and V having increasingly more complicated clinical presentations, especially regarding clinical symptoms such as psychosis, depression, anxiety, oppositional defiance, and similar issues.  

The chart review also indicated however that level of functioning or psychopathology is not always the driving force for level of care received. Data from 350 chart reviews revealed that children and youth receiving Level II residential care and children and youth receiving psychiatric acute care were very similar. This finding suggests that currently, acute psychiatric care is often used for emergency stabilization when youth cannot access Level II care. This appears to be particularly true for youth placed at API. It also suggests that acute care needs are sometimes addressed at Level II emergency shelters rather than acute care settings. If a higher level of care is not available, children are placed, by default in Level II facilities.  

Overall, children and youth in custody have easier access to services in-state then children not in custody.    
Course of Treatment

All providers mentioned the need to use waitlists at times and that their use is largely tied to limited capacity, and only rarely to type of client presentation.  Children and youth that present with treatment needs not readily served by a given agency are not placed on waitlists but rather denied admission or given a referral elsewhere.  One distinction was made for pre-school children.  Very young children are denied due to the agency’s inability to address their treatment needs as opposed to agency capacity limitations.

Because of the broad range of residential, mental health and substance abuse services reviewed, treatment length varied widely.  Several factors including level of care, custody status and location of services affected length of treatment. It was apparent that the higher the level of need, the longer a child seemed to stay in treatment. The children with the longest stays are those receiving out-of-state services while in state custody; the children with the shortest stays are those receiving in-state services while not in state custody.  Type of discharge similarly varied with level of care and custody status, with the out-of-state custody group being most likely discharged to additional treatment, and the in-state non-custody group being most likely discharged without recommendations for further care.  

Across time, the treatment histories of children and youth served out-of-state reveal that these children have more admissions, higher overall bed days, multiple placements and a progression toward increasingly restrictive levels of care, finally culminating in out-of-state care.  Most remarkably, the youth in custody being served out-of-state have an average of four admissions across a two-year period, as compared to two admissions in the same time period for the in-state children not in custody.  

Treatment Outcomes  

The chart review process and some limited data from the DHSS database suggests that children benefit from treatment, as their ratings of overall functioning do improve from admission to discharge. (These outcomes only apply to residential care as comparable data was not available for outpatient care.)  While the ratings or scores for overall functioning improve, the chart review process also indicated that most children continued to need care, though at a lower level than that from which the child is discharged.  Chart review data revealed that the group benefiting most from treatment was the non-custody group with a 15-point increase on a 99-point scale of overall functioning. The least improved group was the custody group with a modest 7-point increase, regardless of location of services.  The out-of-state custody youth are also the group most likely to be in continued need of residential care after discharge, with more than half moving on to residential care in Alaska or in another out-of-state facility.  This compares to 33% of such dispositions for in-state non-custody youth.  

Very few youth, regardless of custody status or service location, leave treatment without recommended additional services, underscoring the high level of need of these children and youth for ongoing mental health and substance abuse care.  

Continuity of Care

Continuity of care is the process involved when family members and treatment providers consider treatment decisions, transition to other services and discharge.  This needs assessment revealed this as an area that needs improvement.  There is limited collaboration regarding treatment decisions outside a given agency or provider. The following partial list of findings supports the need for enhanced cooperation and partnering regarding continuity of care:

· Assessments and evaluations do not follow the child or youth, which often times leads to misdiagnose and inappropriate care.  This causes undue hardship on the child and family while the new provider works toward treatment planning. 

· Youth move in and out of treatment repeatedly, often without adequate aftercare or follow-up arrangements.  Progression of care is often not logical, with youth moving to new services at the same level of care, even after supposedly successfully completing treatment.  

· Incomplete charts lead to the need to re-evaluate youth with almost each new placement, leading to duplication of effort as well as discontinuity in care.

· Youth have multiple diagnoses, some of which are often not addressed by the assigned service provider.  For example, if mental health issues emerge while a youth is in substance abuse treatment, these tend not to be addressed until the next placement. This also occurs when there is need for home-based services, vocational and educational services.

· Once the treatment needs of a child exceeds the agency’s treatment capacity, urgency often leads to an incomplete transition process.

· Placement outside of the child’s community (whether out-of-state or in an urban Alaska setting) creates additional challenges to aftercare and discharge planning.  Often staff resources within agencies are lacking and comprehensive aftercare plans with providers (if they exist) in the home community are absent.  

· Lack of integrated databases (such as DMHDD ARORA, ADA MIS, DMA MMIS, and others) makes it difficult for integrated planning across state divisions and agencies, a reality that further affects continuity across services.

Other Findings

The needs assessment also identified the following findings related to service patterns and system characteristics.

· Increasing numbers of youth are being served in residential psychiatric treatment facilities in-state.  For example, in FY01, 223 children were served in residential psychiatric treatment facilities in state costing the State of Alaska approximately $8 million.

· Level of need and level of care do not always align. Examples include: 

· Children and youth are placed at higher levels of care, including locked facilities out-of-state and juvenile justice placements in state, than needed, due to lack of availability of appropriate lower level care in state.

· Children and youth are placed at lower levels of care, including day treatment or emergency shelters, than needed, due to lack of access to appropriate higher level care.

· Children and youth obtain only partial care, such as receiving only mental health services when co-occurring substance abuse issues are also suspected.  

· Service provision is misguided due to incorrect diagnosis, such as being treated for attention deficit disorder when the child actually has a fetal alcohol spectrum disorder.

· Children spend a significant number of days awaiting placement in “therapeutic transition” at a higher level of care because lower levels of care are not available, or need an extended amount of time to “gear up” for service provision.

· There are gaps within the service array available to children and youth in Alaska.

· Children present with a level of acuity that Alaskan providers are unable to serve, that leads to out-of-state placement. Other factors driving out of state placement include current or immediate lack of capacity and the lack of qualified staff. 

· Alaskan providers lack the resources, including qualified staff, agency capacity, and specialized training, to work with children who have assaultive/aggressive behavior, low cognitive functioning, co-occurring mental health and substance use disorder or co-occurring mental health and developmental disabilities, FASD, and a history of fire-setting.

· Children, youth and their families often receive services from and are working with multiple systems (such as DMHDD,DFYS DJJ, DMA, ) and Department of Education and Early Development (EED), and experience difficulties integrating and coordinating care for children and their families across these diverse systems.
· Competing policy goals complicate effective care provision and do not always focus on what is in the best interest of the child. Examples of policy goals include immediate placement needs for a child versus comprehensive care and the trade-off between allocating resources for higher levels of care as opposed to prevention and early intervention activities. 

Service Capacity, Utilization, Gaps and Barriers

Capacity and Utilization Information and Factors Affecting Utilization

The inconsistencies between the information systems within the Department and the lack of common data elements made determining capacity and utilization for the mental health services difficult. The DMHDD database reports that 5,930 children and youth received at least one episode of mental health care.

Individual agency utilization data, based on DFYS Attendance Report databases, interviews, and other sources confirm the high rate of service provision in the state of Alaska.  Yet need continues to be greater than service capacity, especially at higher levels of care and for certain types of children and youth.  The following table provides overall utilization information for all reviewed programs except mental health.  This table reveals high utilization across all level of in-state care:

	DFYS Level or Type of Program
	Number of Programs
	Total Number of Beds
	Number of DHSS State-Funded Beds
	Number of 

Non-Custody Beds
	Mean Utilization Rate

	Day treatment (I)
	2
	33
	None
	33
	74.0%

	Emergency Stabilization (II)
	14
	149 
	99
	50
	86.3%

	Residential Treatment (III)
	12
	142 
	108
	34
	82.6%

	Residential Diagnostic Treatment Center (IV)
	4
	26 
	18
	8
	87.7%

	Residential Psychiatric Treatment Center (V)
	4
	101 
	36
	65
	94.3%

	Psychiatric Acute Care 
	3
	101
	None
	101
	83.5%

	Other Residential Care
	3
	15
	None
	15
	80.0%

	Substance Abuse Treatment
	5
	69 
	6
	63
	84.3%

	Total Residential/Inpatient Capacity in Alaska:
	47
	636
	267
	369
	84%


Based on the 423 children and youth being served out-of-state during FY 01, (an average total number of bed days per year of 93 days per child, and a minimum of a 90% utilization rate), an estimate of the services needed to accommodate these children and youth in Alaska would require the equivalent of 120 beds.  These services would have to be distributed across several levels of care and throughout the state to accommodate regional needs. As shown in the following table, adding services to regions other than Anchorage will be crucial to relieving out-of-community care problems.  Such additions would achieve not only enough in-state services to bring out-of-state children home, but would also serve the many children from areas other than Anchorage closer to home.  By adding regional beds, the beds in Anchorage currently being occupied by children from other areas of the state, will be freed up to accommodate the children and youth from Anchorage needing residential care.

	
	Anchorage
	Southeast
	Northern
	Southcentral

	Percentage and number of youth who reside in each region [N=350]
	41%

N=143.5
	14%

N=49
	25%

N=87.5
	20%

N=70


	
	Anchorage Region

	Percentage and number of youth served in Anchorage in acute care or RPTC
	40% or N=140

	Percentage and number of youth who were served out of state.
	50% or N=175

	Percentage and number of youth served in Alaska but not in Anchorage
	10% or N=35


	
	Southeast Region

	Percentage and number of youth served in Anchorage in acute care or RPTC
	42% or N=147

	Percentage and number of youth who were served out of state.
	25% or N=87.5

	Percentage and number of youth served in Alaska but not in Anchorage
	33% or N=115.5


	
	Northern Region

	Percentage and number of youth served in Anchorage in acute care or RPTC
	38% or N=133

	Percentage and number of youth who were served out of state.
	31% or N=108.5

	Percentage and number of youth served in Alaska but not in Anchorage
	31% or N=108.5


	
	Southcentral Region

	Percentage and number of youth served in Anchorage in acute care or RPTC
	46% or N=161

	Percentage and number of youth who were served out of state.
	35% or N=122.5

	Percentage and number of youth served in Alaska but not in Anchorage
	19% or N=66.5


120 Bed Formula

423 children served out of state in FY01

        X   93 days  (average length of stay)


39,339 (total days) divided by 365 days in a year = 108


108 divided by .90 (average utilization rate 90%) = 120 beds

	Service Addition
	Anchorage


	Southeast
	Northern
	Southcentral

	Secure (Locked) Residential Care
	20 beds
	0 beds
	0 beds
	0 beds

	Long-term Residential Care
	0 beds
	10 beds
	10 beds
	10 beds

	Acute Psychiatric Care
	0 beds
	5 beds
	5 beds
	5 beds

	Therapeutic Group Homes
	2 homes – 5 beds each
	1 home – 5 beds 
	1 home – 5 beds 
	1 home – 5 beds 

	Emergency Stabilization and Assessment
	10 beds
	0 beds
	0 beds
	0 beds

	Day Treatment
	0 beds
	10 beds
	10 beds
	0 beds


Perceived Barriers and Impediments

The perceived barriers listed below were obtained through the qualitative elements of the needs assessment including provider surveys, focus groups, key informant interviews and a public input meeting.  The purpose of this information is to better understand the perspective of key system stakeholders regarding areas of concern with the current service system. These are perceived barriers related to the 1) overall service system, 2) the agencies providing services, and 3) to the consumers (i.e., the children, youth, and their families).  The items listed are not in order of priority.

System Barriers

· Lack of access to mid-level residential beds and therapeutic group homes for non-custody children and youth due to the fact that the department purchases the majority of residential beds within the state.

· Legislative budget cuts, which cause inadequate and inconsistent funding, to relevant state agencies that provide essential services to children and families.

· The current trend to use Corrections, in this case, the DJJ facilities to house and treat youth in the absence of appropriate mental health services for youth with aggressive or otherwise difficult-to-manage behaviors.

· Lack of prevention, early identification and intervention, community and home -based services which then requires crisis intervention and other higher and more expensive levels of service provision.

· Categorical funding streams that are not integrated (blended or braided) within the DHSS or with DEED.  

· Labor-intensive billing guidelines and procedures.

· Concerns over level of commitment to child and family issues among the policy and decision-makers in State government.

· Lack of collaboration and integration, at the state and local levels, between DHSS, EED, school boards, schools and teachers and community providers. 

· Lack of collaboration and integration at the state and local levels, between DHSS and Native Corporations and local tribal or village entities.

· Limited involvement of department staff in the decision-making process regarding specific children.

· Limited understanding by the federal government with regard to the needs of children and youth and the state systems serving them.  

Agency-Linked Barriers

· Excessively high utilization rates and capacity limitations that lead to long waitlists or the rejection of children who are deemed appropriate for care.

· Inadequate facilities that limit capacity or type of services provided.

· Medical or treatment charts that are incomplete or which contain only partially completed documentation regarding treatment, aftercare, and assessments. 

· Inadequate funding leading to unpredictable agency budgets and the inability to develop and implement long-term business plans.

· Inability to recruit and retain qualified staff members into vacancies resulting in a critical workforce shortages.

· Staffing limitations related to expertise, qualifications and knowledge attributed to inadequacy and lack of available training programs and university curriculum preparing mental health and substance abuse care providers for work with children experiencing severe emotional disturbances and their families.

· A lack of well-trained psychiatrists specializing in the care of children and youth who can provide adequate diagnoses, treatment and medication management.

· Misdiagnoses leading to inappropriate and improper care due to inadequately trained staff and a lack of time to spend with each child or youth during the comprehensive assessment process.

· Exclusion of community-based providers and families during inpatient/residential decision-making processes (such as during treatment planning or aftercare planning).

· Limited motivation, incentives or staff resources to explore less restrictive treatment options from community-based providers that lead to more restrictive inpatient or residential care.

· Sole availability of a single level or only two levels of specialty care within the same agency that leads to discontinuity of care for children ready for a different level of treatment. 

Consumer-Related Barriers

· High levels of acuity or increased acute symptoms of children and youth, with increased assaultive/aggressive and behavioral acting out.

· Runaway behavior that does not permit a non-secure facility the ability to work with a child or youth.

· Families who are uninvolved, absent, uncooperative or resistant.

· Inability to pay for services when a family or child has no private health insurance and/or is found to be ineligible for Medicaid or Denali Kid Care.

Assessment of Service Gaps by Type and Capacity 

The following information came from the qualitative elements of the needs assessment and reflect the perceived service gaps by type and capacity. First, there are gaps in terms of types of services needed but not available.  Second, there are gaps in terms of types of children or youth who need treatment but for whom no services are available because of their particular presentation.  These two issues at times overlap, and are listed below, in no particular order of priority. 

Gaps in Service Types

· Early identification and treatment of at risk-children to prevent acute exacerbation of symptoms as well as chronic difficulties.

· Therapeutic group homes, especially for adolescents needing to learn independent living skills.

· Secure long-term residential psychiatric treatment that is not within the confines of a juvenile justice setting or in an acute psychiatric setting.

· Long-term in-state residential care.

· Detoxification services designed specifically for youth.

· Family support programs and resources (e.g., support for transportation costs, housing to be near children placed outside the community).

· Family treatment services (e.g., family therapy, parent education, individual therapy for parents).

· Therapeutic foster care and respite care.

· Long-term foster care with an enhanced support system and individualized training.

· Prevention services, including outreach and education.

· Family interventions that serve as prevention (e.g., home-based services, treatment of substance-using adult to prevent an FASD child).

· Crisis nurseries for young children and respite care for parents and families, especially families without DFYS involvement.

· Stabilization and comprehensive assessment services available outside of acute psychiatric care units (which are often large and perhaps overwhelming to less severely disturbed children).

· Community-based mental health and substance abuse services without waitlists that can provide wrap-around services and comprehensive case management.

Gaps in Services Based on Consumer Presentation

· Service gaps for children and youth with difficult-to-treat diagnoses, such as, 

· Psychosis.

· Eating disorders.

· Fetal alcohol spectrum disorders.

· Substance use disorders, especially in combination with other mental illness.

· Medical comorbidity superimposed on another mental illness.

· Low intellectual functioning or other developmental disability.

· Service gaps for children and youth with difficult-to-treat presentations, such as, 

· Runaway behavior.

· History of trauma.

· History of abuse or neglect (especially sexual abuse).

· Pregnancy.

· Service gaps for youth with demographic characteristics not readily served, such as, 

· Under 12 years of age, especially infancy through pre-school.

· Older adolescents aging out of the system and transitioning to the adult system.

· Rural geographic origin.

· Cultural diversity.

· Girls. 
Services Needed But Not Feasible In-State

Although data revealed additional gaps, namely, gaps related to children’s presenting concerns, these gaps cannot be filled economically in Alaska due to the small total number of affected children and youth.  Specifically, the data revealed that children with psychosis, eating disorders, low intellectual functioning, FASD, and medical in addition to mental disorders have difficulty accessing services in-state. These issues cannot be effectively addressed via the development of specialty services for these types of disorders, as the number of children with any one issue at any given point in time is too low to warrant an entire program dedicated to it. What may be more appropriate is the development of capacity within existing programs and the new programs recommended above to deal with these concerns within general residential programs.  For example, Level V (regular Level V, long-term residential, or locked residential) or acute psychiatric care units can have staff trained in dealing with psychotic symptoms, eating disorders, and low intellectual functioning.  Thus, rather than focusing on building specialty programs for these disorders, the focus can be on building staff expertise to address specialty concerns.

Some additional caveats apply.  FASD must be addressed not only within generalist residential programs when such a child needs residential care, but also, and more importantly, in community-based settings.  Thus, specialty services for FASD need to be addressed through community-based care rather than residential care. Children and youth with comorbid medical issues are also best integrated into generalist residential care as long as this is medically feasible.  Enhanced nursing capacity in a particular long-term or secure residential care unit may address this issue adequately without building an entire program around youth with medical concerns.  Finally, the issue of detoxification needs to be addressed.  Rather than building specific detoxification programs, it is preferable to build detoxification capability within existing substance abuse treatment centers.

Recommendations

The purpose of this section is to propose recommendations in response to the needs assessment findings. The findings provide a point of reference from which to begin to enhance and build Alaska’s System of Care for children and their families. A community-based system of care is defined as a comprehensive spectrum of mental health and other necessary services and supports that are organized into a coordinated network to meet the diverse and changing needs of children and youth with mental health and substance abuse needs. The establishment of a comprehensive and integrated continuum of care on a statewide basis will be a major undertaking. Several components are already in place, but there are barriers and gaps to be bridged, services to be integrated, partnerships to be formed, and communities to organize. DHSS should assume the lead role in resolving many of these issues and in making this seamless system of care possible. The completion of this needs assessment is an important step in bringing this to reality.

Before any work can be completed the children’s stakeholders throughout Alaska must agree with the principles on which the system of care structure is based. These principles and values provide the cornerstone for the system of care being developed. The remainder of this final report will focus on the recommendations that fall into two categories; 1) administrative; and, 2) service delivery. 

Core Values and Guiding Principles for a System of Care

In the mid-1980s, the Substance Abuse and Mental Health Services Association (SAMHSA), through the Center for Mental Health Services’ (CMHS) Child and Adolescent Service System Program (CASSP), developed core values, guiding principles and a “model” continuum of care for states designing systems of care for children with serious emotional disturbances and their families. Overarching elements that should be infused throughout the values and principles are cultural competence, meaningful partnerships with families and youth, and seamless cross-agency perspectives. The services in the continuum are listed below: 

Model Continuum of Care

	Screening, Assessment & Diagnosis
	Residential Treatment Centers

	Outpatient psychotherapy
	Crisis Residential Services

	Infant/Toddler Mental Health
	Inpatient Acute Hospital Services

	Medication Management
	Case Management Services

	Home-based Services
	School-based Services

	Day-treatment
	Respite Services

	Crisis Services
	Wraparound Services

	Behavioral Aide Services
	Family Support / Education

	Therapeutic Foster Care
	Transportation

	Therapeutic Group Homes
	Mental Health Consultation


The following recommended system of care values and principles should be adopted by the Department to provide a foundation for all other children’s work. Systems of care are those systems that embody the following:

Core Values

The system of care should be:

1. Child centered and family focused, with the needs of the child and family dictating the types and mix of services provided.

2. Community based, with the locus of services as well as management and decision-making responsibility resting at the community level.

3. Culturally competent, with agencies, programs, and services that are responsive to the cultural, racial, and ethnic differences of the populations they serve. 

4. Research-based, “best practice” driven, with program and services implemented based on demonstrated effectiveness.

5. Outcome oriented, with a commitment to provide ongoing data and performance measures to stakeholders, parents and other interested entities.

Guiding Principles

Children with emotional disturbances:

1. Should have access to a comprehensive and coordinated array of services that addresses the child’s physical, emotional, social and educational needs.

2. Should receive individualized services in accordance with the unique needs and potentials of each child and guided by an individualized service plan.

3. Should receive services within the least restrictive, most normative environment that is clinically appropriate.

4. Should receive services that are integrated, with linkages between child-serving agencies and programs and mechanisms for planning, developing, and coordinating services.

5. Should be provided with case management or similar mechanisms to ensure that multiple services are delivered in a coordinated and therapeutic manner and that they can move through the system of services in accordance with their changing needs.

6. Should be ensured smooth transitions to the adult service system as they reach maturity.

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

8. The families and surrogate families of children with emotional disturbances should be full participants in all aspects of the planning and delivery of services.

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

10. The rights of children with emotional disturbances should be protected, and effective advocacy efforts for children and youth with emotional disturbances should be promoted.

Systems / Infrastructure Recommendations

The purpose of this section is to provide recommendations that address the reports administrative and structural findings and provide a basis for more comprehensive integrated services for children and their families. The administrative recommendations focus on the structural framework, financing, data systems, system collaboration and workforce aspects of a more unified system of care.

I. Structural Framework

A.  Explore the department’s statutory authority for revising and/or developing behavioral health cost containment and utilization mechanisms (e.g. gate-keeping) for non-custody children.

B.  Review the Child to Caregiver Ratios and daily per diem rate for Residential Psychiatric Treatment Center Facilities.

C. The department in conjunction with the Department of Labor, the University of Alaska, and the Alaska Mental Health Trust Authority should work toward funding scholarship programs to increase the number of individuals, particularly those of ethnic minorities, who attend professional schools in medicine, social work, psychology, substance abuse, public health, nursing and related fields.

D.  The Commissioner’s Office should establish regions that are the same across the state for implementation by the DHSS divisions.

II. Financing
A. The department should establish a level of care assessment tool that spans multiple levels of community-based, residential and acute care needs. The level of care assessment can then be used to establish reimbursement rates that match levels of care and are consistent across multiple divisions within the department.
B. The state should support the development of behavioral health systems that maximize the use of federal funds available through the Medicaid program (that is, Tribal health organizations funded under PL 93-638, who have agreements with the Indian Health Services [IHS] to provide mental health and substance abuse services should expand service capacity in order to assure that 100% federal funds for services to Alaska Natives are available to the Medicaid program).

C. Work with the federal government and the Governor’s Office to better coordinate and monitor the flow of federal funds through the Substance Abuse and Mental Health Services Administration (SAMHSA) to Alaska.
D. Encourage and support blended federal funding and mechanisms to encourage blended state funding for the provision of integrated mental health and substance abuse services.
E. Redirect dollars from costly “deep-end” services, such as inpatient acute hospitalization and out of state residential psychiatric treatment to home and community-based services , including development of therapeutic foster care and small group home arrangements and re-invest the savings by enhancing capacity within the community-based system.
E. Review the use of Alaska’s TEFRA plan for children with severe emotional

    disturbances and implement any recommendations and changes warranted.

F. Review the feasibility of Alaska applying for a Home and Community-Based   waiver for children’s mental health services.

G. Establish a DHSS interagency residential rate structure for the various levels of residential treatment for all providers. This uniform rate would link reimbursement and funding to the child’s level of residential treatment need. 

H.  Develop a funding mechanism that will allow for a “pool” of foster homes and therapeutic foster homes that would then be available for children awaiting a placement.

I.   Review and consider alternative financing mechanisms or models to pay for SED children’s services.

J. Respond to the following three proposals under the FFY04 New Freedom Initiative Demonstration Projects:

1. Home and community-based alternatives for care.

2. Respite care for children with substantial disabilities.

3. Community-based care alternatives for children who are currently residing in residential psychiatric treatment centers.

K. Support and continue the ongoing efforts to implement tele-psychiatry throughout Alaska.

L. DHSS should partner with the Department of Education and Early Development (EED) in defining joint funding mechanisms for the administration and provision of school-based mental health and substance abuse services.
III.
Data Systems. The complexities of implementing a system of care require that the data provides evidence of service effectiveness and accountability for informed decision-making. Improvements in the content, quality, and coordination of the databases among the various state agencies that work with children and families would be beneficial in developing integrated services and subsequent planning. It is critical that the department develop a substance abuse and mental health integrated management information system which will allow for enhancement of the quality management process based on performance and outcome indicators.
A. Support the development of new data systems within the department that will gather performance measures and consumer outcomes. The design and enhancement of these systems should include an element that will link common data and demographics for clients and consumers that receive services across the department.  

B. Provide ongoing support and infrastructure to existing Department data systems that have the ability to share information across agencies/divisions.

C. Explore methods for the departments of Education and Early Development and Health and Social Services to link universal data elements for children receiving services and attending school.

D. Consider a child and adolescent psychiatric epidemiological demonstration research project. This in-depth and accurate baseline data could be used for future service planning and allocation of resources.

IV.
System-wide Collaboration
A. The DHSS agencies that oversee mental health and substance abuse treatment services should authorize models of care that can succeed in rural Alaska in order to grant access to funding for behavioral health services to tribal health programs serving rural Alaska.

1. Establish a Tribal and State Children’s System of Care Advisory Council that would focus on relationship building and resolving ongoing issues within the children’s services arena such as: the reduction of parallel systems and duplication of services; blending funding streams, developing contract management service agreements and maximizing federal participation and reimbursement; and showcasing or highlighting evidenced-based practices that are successful in rural/remote areas.

2. DHSS should partner with the Alaska Native Tribal entities in an effort to study and resolve the disproportionate share of Alaska Native children in custody and subsequently out of state receiving residential psychiatric treatment.

B. Refine, improve and expand existing interagency and interdepartmental Memorandum of Agreement (MOAs) that will establish joint roles and responsibilities aimed at enhancing services provided to children and their families.  For example: 

1. Create a Department Children’s Services policy team consisting of Division Directors to address systemic reform, children’s initiatives and cross-agency services that impact several divisions.

2. Maintain and support the Alaska Mental Health Board’s Children’s Subcommittee.

3. Maintain, support and expand (consider the addition of a family and community provider representative) the existing Regional Placement Committee MOA between the divisions of Juvenile Justice (DJJ), Family and Youth Services (DFYS), Medical Assistance (DMA), Alcoholism and Drug Abuse (ADA) and Mental Health and Developmental Disabilities (DMHDD).

4. Maintain and support the existing MOA between the divisions of Juvenile Justice and Mental Health and Developmental Disabilities with the addendum establishing transfer protocols between youth correctional facilities and API.

5. Restructure or redefine the Out of State Placement Committee to encompass a “Hard to Place Inter-departmental Committee” responsible for brainstorming, treatment planning and ultimately ensuring the implementation of the plan for children and youth who have experienced multiple placements without achieving permanency. Consider adding a family and community provider representative.

V. Workforce.  Given the crisis in staffing across all programs offering services for children and youth in Alaska, related to both capacity and expertise, it is crucial to begin to address this issue on a statewide level.  DHSS in partnership with University of Alaska, the Department of Education and Early Development, the Statewide School Board Association and the Department of Labor should review the possibility of responding to national demonstration projects regarding direct service workers which might address some of the recommendations below:
A. Recruitment and Retention

1. Establish a loan repayment, scholarship and grant program that would increase the number of Alaskan individuals who attend professional schools in medicine, social work, psychology, substance abuse, public health, nursing and related fields. 

2. Establish and facilitate enhanced internships and fieldwork placements in the area of children’s services.

3. Conduct a statewide salary and benefit assessment for positions that work with children and families, compare with national averages and implement recommendations.

4. Support efforts to assist providers in their ability to offer comprehensive health and retirement benefits.

B. Training

1. The state should support the Alaska Native Tribal Health Consortium (ANTHC) Community Health Aide Certification Board's efforts to develop certification and training for Community Health Aides trained with behavioral health specialties in order to support services at the village level.
2. Consider broadening the scope of the DFYS Training Academy to focus on training various disciplines of direct service workers for children and families and not just DFYS Social Workers. For example, the enhanced curriculum could include residential treatment training for direct care workers.
3. Establish a Human Services Leadership Development Program that would partner local and state entities with the private sector to create a program that would provide human service professionals with opportunities and incentives to enhance their skills and play a role in creating the future of children’s services in Alaska.
4. Establish a Technical Assistance Center for Excellence that would conduct statewide children’s research and training, a critical component to implementing evidenced-based practices.  The Center would provide information regarding evidenced-based practices for Alaska and training in the multiple facets of children’s services (e.g. FASD; cultural competence; low cognitive functioning; co-occurring disorders; transition services for young adults; 0 – 5 population; assaultive/aggressive behavior). Various training modalities could be used including distance delivered, video-based, and web-based modalities.
5. Establish statewide standard core competencies and require appropriate credentialing for individuals working with children and families.
Service Delivery Recommendations

Information from the needs assessment indicates that there are several components within our system of care but barriers and gaps exist which must be addressed. Alaska’s system of care should assure timely and accurate assessment and treatment. The purpose of this section is to provide recommendations to address overarching service delivery concerns. 

I.  Ensure that existing services within the children’s continuum are utilized efficiently and effectively prior to expansion of services or additional capacity building. 

II.  The state should work with Tribal health organizations to build the behavioral health infrastructure of their systems to best serve the needs of their high-risk populations in a culturally appropriate manner.

III. Community-Based Continuum of Care.  The overall goal of a comprehensive community-based continuum of care is to develop services that will meet the treatment needs of the children and youth throughout Alaska. The department must design and build capacity with the goal of significantly reducing the number of children and youth being placed out of state. In the spring of 2002, DHSS introduced the “Bring the Kids Home Initiative”. This multi-faceted project offered treatment services from least restrictive to most restrictive. DHSS should continue to support the development of this initiative that includes the following components in a comprehensive system of care:

A. Targeted Case Management and Home-based Services. A comprehensive and effective system of care for children with severe emotional disturbances, developmental disabilities, low cognitive functioning and substance abuse disorders should be based on individualized treatment planning efforts that take into account the strengths and multiple needs of the child and family.  Targeted case management will ensure “no wrong door” access to the appropriate level of community-based services including home-based, family preservation services and coordinate discharge planning. 
B. Therapeutic Foster Care. Therapeutic foster care is a service that provides treatment for custody and non-custody children experiencing serious emotional disturbance and developmental disabilities within the private homes of trained families.  This approach combines the normalizing influence of family-based care with specialized treatment interventions, thereby creating a therapeutic milieu in the context of a family home.  Therapeutic foster care services are based upon the fundamental belief in the value and importance of family-based care.
This service is not only crucial to keep children and youth out of residential care but also to help those in residential care reintegrate into their communities in a safe and therapeutic setting that assures their continued access to community-based care.  Specific recommendations to enhance therapeutic foster care include: 
1. Develop a State-level support mechanism to assist the department in its efforts to develop more foster homes, especially homes headed by therapeutic foster care providers.

2. Enhance and expand the advertisement campaign to recruit potential foster parents.

3. Review financial incentive structures to explore whether additional funding may solve some of the recruitment problems.

4. Focus on ongoing training and support needs of existing foster care providers.

C. Residential Care. Residential Care provides supervision and treatment to children on a 24/7 basis within a therapeutic milieu. Due to the lack of residential care beds currently available in Alaska, many children are sent out of state for treatment in residential psychiatric treatment centers (RPTC). In order to facilitate the return of children to their home communities, the department needs to expand its in-state capacity in order to provide “step-down” placements to help custody and non-custody children transition to a less restrictive setting.  Increasing the bed capacity will also reduce the flow of new referrals to out of state RPTC facilities.
The addition of 120 beds in the state needs to be accomplished by enhancing the existing array of services in communities and regions throughout Alaska. This will reduce not only the number of out of state referrals but also the out of community referrals as well. Alaska should encourage, through incentives, existing agencies to provide a more full array of services (all levels of care, including community-based care). By doing so, it will minimize the need for children to move to another agency every time a higher or lower level of care is required. Where spanning multiple levels within a single agency is not possible, providers should also be encouraged to develop procedures for smoother transitions to reduce fragmentation of care.  

Minimally, six levels of residential services need to be enhanced, with a total capacity adding to 120 beds statewide.  These are locked (secure) residential care, long-term residential care, acute psychiatric care (outside of Anchorage), therapeutic group homes, emergency stabilization and assessment (not treatment), and day treatment options.  The ACSES study recommended the following: 

	Service Addition
	Beds to Be Added in Anchorage
	Beds to Be Added in Southeast
	Beds to Be Added in Northern
	Beds to Be Added in Southcentral

	Secure (Locked) Residential Care
	20 beds
	0 beds
	0 beds
	0 beds

	Long-term Residential Care
	0 beds
	10 beds
	10 beds
	10 beds

	Acute Psychiatric Care
	0 beds
	5 beds
	5 beds
	5 beds

	Therapeutic Group Homes
	2 homes – 5 beds each
	1 home – 5 beds 
	1 home – 5 beds 
	1 home – 5 beds 

	Emergency Stabilization and Assessment
	10 beds
	0 beds
	0 beds
	0 beds

	Day Treatment

 
	0 beds
	10 beds
	10 beds
	0 beds


*Bed number in Anchorage is determined by number of beds left over from the anticipated additional 120 beds after having added beds in the other geographic regions.  The more beds added in regions other than Anchorage fewer beds will be needed in the greater Anchorage area. As children and youth from these other regions receive care in their own regions, Anchorage beds will then be more available for Anchorage children and youth.

D. Specialized evaluation and assessment center.  This component would serve as a point of intake providing in-depth assessment and evaluation for children and youth throughout Alaska who have been identified as a high-risk, difficult to serve population requiring specialized care.   In-depth assessments and evaluations will provide the basis for solid decision-making regarding the longer-term treatment needs of these youth. The features of this service component include:
1. In-depth assessment and evaluation of past history and current condition, including determination of mental health needs and/or presence of substance abuse condition.

2. Referral to appropriate level of service based on in-depth assessment, including possible admission to acute psychiatric care, return to existing placement with outpatient services, or other community-based options.

3. Information and referral services to community-based resources for those youth and families whose needs require a less in-depth evaluation and assessment service.

E. Secure / Semi-Secure Long-Term Residential Psychiatric Treatment Center (SRPTC). This component would provide long-term locked residential psychiatric treatment within Alaska for children and adolescents with severe emotional or behavioral disorders.  It will provide an alternative secure treatment for these youth who are otherwise inappropriately detained in juvenile correctional facilities or in non-secure community-based residential care programs.  These “default” placements do not provide adequate treatment, provide either too much or too little security to safely care for these youth, and risk victimization of the youth themselves or sometimes present risk to others.  Inappropriate alternative care often exacerbates their emotional problems and delays successful treatment and adjustment.  
No secure long-term residential psychiatric treatment facility exists within Alaska to serve these youth.  The severity of the mental health needs exceeds the capabilities of existing in-state residential care providers and requires that these youth be sent outside Alaska for care.  These out-of-state placements are difficult to make, are not well integrated with in-state treatment, and limit family involvement in treatment.  This often contributes to delays in recovery and release to less restrictive, less costly types of care.  The Secure / Semi-Secure Residential Psychiatric Treatment Center Program (SRPTC) will:

1.  Provide 24-hour interdisciplinary, psychotherapeutic treatment in a secure or

semi-secure residential facility for children and youth with severe emotional or behavioral disorders. 

2.  Provide a safe, healthy, staff intensive environment.

3.  Remove, modify or retard symptoms of emotional disturbance;

4.  Improve behaviors that include, but are not limited to:

· Inappropriate sexual behavior; 

· Inappropriate impulse control;

· Inability to form appropriate relationships; 
· Reduction or elimination of acts of delinquency or running away;

· Promote positive personality growth and development;

· Maintain and improve the child's educational progress; and,

· Develop independent living skills; 

5. Participate in developing a plan for subsequent placement and aftercare; and

6. Prepare the child for a less restrictive placement setting.
F. Acute Adolescent Psychiatric Unit. This 15-bed component would serve as an acute facility to provide short-term (approximately 12-15 days) intensive psychiatric care for children and youth experiencing an acute psychiatric crisis. There is a growing need for acute hospital-level psychiatric treatment, particularly among those youth who are too acutely ill to be appropriately served by private psychiatric hospitals.   The average length of stay for adolescents in need of acute psychiatric care tends to be longer than that for adults, thus the existing available beds are often full. The goals of this acute unit are to:

1. Provide safe care and treatment on a voluntary or involuntary basis for youth who are mentally ill and present imminent danger to themselves or others and/or are gravely disabled by their disorder;

2. Provide specialty assessments, treatment and stabilization of youth, aged 13-17, who have severe psychiatric and behavioral disorders; 

3. Provide individualized treatment plans which coordinate individual, group and behavioral therapy; family and patient education; recreation therapy; and development of coping skills;

4. Provide consultation to other treatment components and support continuous care when youth regress;
5. Maintain and improve the child's educational progress; and,
6. Provide direct discharge planning and consultation to support community care providers in serving youth when appropriate.

IV. DHSS should expand and enhance individualized wraparound services to meet the multiple needs of children and youth within their communities. This service model involves interagency collaboration, individualized case planning and management, and modification of services to meet the child’s needs. Wraparound also is family centered and focused on in-home or in-school services that are most cost effective. 

A. Continue to refine the Alaska Youth Initiative model which includes level of care assessments and case-rate reimbursement for differential levels of care.

B. Explore expanding the AYI framework for level of care assessment and case rate reimbursement methodology to other levels of community-based and residential care.

C. Explore the AYI funding infrastructure and mechanisms for possible increased and enhanced resource availability.
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Purpose

The purpose of this needs assessment is to obtain information that will assist the Department of Health and Social Services (DHSS) in developing a more complete array of integrated services to meet the needs of children and youth in Alaska suffering from severe mental, emotional, and behavioral disorders.  The assessment will focus on:

· defining the characteristics and service needs of children and youth currently served;

· projecting future service needs;

· examining existing service capacity and utilization and the processes and factors affecting utilization;

· examining match between service needs and care received;

· assessing the capacity of the service system to meet the current and future needs;

· identifying gaps in capacity, types, or location of services required to meet the needs;

· identifying barriers or impediments to developing the needed service types and capacities; and

· examining mechanisms for matching need with appropriate care and improving utilization.  

Information obtained through the assessment will be used to guide future decisions regarding reconfiguring or restructuring existing resources and systems of care.  It will also assist in defining additional resource needs and establishing priorities for increasing capacity of existing service types or developing new services.  It will provide the basis for developing a comprehensive, long-range plan to better meet the mental health needs of children and youth with severe mental, emotional and behavioral disorders through a complete continuum of care integrated across service systems.

Most immediately, the information will be used to guide decisions about requests for funding through the two-year Alaska Mental Health Trust Authority budgeting cycle and the FY04 State budget.  

Priorities and Methodologies

Given the urgent need for this information, the needs assessment will be conducted in the most efficient manner possible, with an overall timeline of May 1, 2002 to October 31, 2002.  Data will be fed back to DHSS in several small reports  and as soon as they become available with a final summary report to be completed as the final product.  It is understood that the following order of priorities has been established by DHSS for the needs assessment (also see Deliverables below):

1. Definition of the characteristics and needs of children and youths in Department custody who have the most intensive needs – those served in acute and residential care including substance abuse treatment facilities, both in the Alaska and out of state.  

2. Description of provider profiles, service availability, and service utilization for children and youths who have the most intensive needs –acute, substance abuse and residential care services available in Alaska.  

3. Definition of the characteristics and needs of children and youths NOT in Department custody who have the most intensive needs – those served in acute and residential care including substance abuse, both in Alaska and out of state.  

4. Definition of the characteristics and needs of children and youths in Department custody who have less intensive needs – those served in community-based services in Alaska.  

5. Definition of the characteristics and needs of children and youths NOT in Department custody who have less intensive needs – those served in community-based services in Alaska.  

6. Description of provider profiles, service availability, and service utilization for children and youths who have less intensive needs – those served in community-based services in Alaska.  

A quick feedback loop for disseminating findings to DHSS will help speed up the process of informing the Department regarding the outcomes of the needs assessment as they become available.  To conduct the needs assessment, ACSES will minimally draw upon the following resources and methodologies, pending their availability (also see Issues below):

· provider interviews with relevant program directors as identified in collaboration with DHSS staff;

· key informant interviews about optimal and current service systems with relevant stakeholders as defined by DHSS staff;

· focus groups with relevant stakeholders and purposes as defined by DHSS staff;

· chart reviews at in-state residential and substance abuse agencies using the CANS to ensure uniformity in the review process;

· review of existing data and information sources statewide and within individual agencies/divisions to the extent that they are available and usable;

· out of state chart reviews  using the CANS for children receiving services out of state;

· analysis of data from relevant information management systems available within DHSS, such as DMA MMIS, ADA MIS, ARORA, DFYS attendance  utilization, DFYS Psychiatric Nurse files and JOMIS, as they are available and usable; and, 

· analysis of in-state data from First Health for children receiving services in state.

Questions to Be Answered

The service categories to be targeted include in-state acute inpatient treatment, in-state and out-of-state residential psychiatric treatment, in-state residential treatment, in-state substance abuse treatment and community-based services.  Services for mental health and substance abuse treatment will receive equal focus of investigation.  In each of the service categories, data will be collected and differentiated for two groups of children and youths as far as this is possible and logical.  Namely, separate analyses will be presented for children and youths in state custody and children and youths not in state custody.  

For four of the service categories (namely, in-state acute inpatient treatment, in-state residential treatment (Levels I – V), in-state substance abuse residential treatment and community-based services), the needs assessment will collate information about service target groups, service provider profiles, and service availability and utilization.  This information will be provided separately for children and youths in state custody versus children and youths not in state custody, as well as for both mental health and substance abuse treatment services, wherever logical and feasible given data availability.  

For one of the service categories (namely, out-of-state residential treatment), the needs assessment will collate information about service target groups only.  Table One shows this information visually.  

Table One

Information to Be Provided About Children and Services by Service Category

	Service Category
	Information Area



	
	Service Target Groups


	Service Provider Profiles
	Service Availability, Utilization, and Gaps

	
	In custody
	Not in custody
	
	

	In-state acute inpatient treatment
	X


	X
	X
	X

	In-state residential treatment 

(Levels I to V)
	X
	X
	X
	X

	In-state community-based services
	If data are available
	If data are available
	X
	X

	Residential Substance Abuse Services
	X
	X
	X
	X

	Out-of-state residential psychiatric treatment
	X
	X
	X *


	X **


* UAA ACSES can be obtain this information directly off of First Health’s website.

**  UAA ACSES will compile and summarize the utilization of the out of state RPTCs (answering the following questions or gather the following information regarding the use of the out of state RPTCs. ) 

1. What facilities are being used?

2. Do these facilities have specific target populations they specialize in serving or do they provide some unique treatment regime that is not available in Alaska?

3. Were they used because of lack of in-state capacity or other reasons (i.e. specialty care; target population…).

4. What psychiatric or clinical services do they offer that Alaska needs?

5. How many out of state providers were used during FY00; FY01 and FY02?

6. Located in how many different states?

7. What specific psychiatric or clinical treatment did they provide to the children/youth placed in their facility?

8. What ages were served overall and in each facility?

9. What were the specific presenting needs of the children placed out of state?

10. Did these facilities meet these needs?  How?

11. Which out of state RPTC providers were used most frequently? Why?

The timeframe for the service target group descriptions in all service categories will be Fiscal Year 2001, as databases are not yet complete for FY 2002.  The timeframe for service availability and provider profiles will be currently available services and providers (with any significant changes since FY 2001 noted as well).  The following questions will be answered in the three information areas:

Service Target Groups

How many children and youths are served per year?

What is the clinical profile of these children and youths (diagnosis, behavioral issues, special concerns [e.g., FAS, suicidal ideation, and violent behavior], comorbidity, intellectual functioning, special needs, and discharge plan)?

What level and type of care is needed versus received?

How are level and type of care needed determined (diagnostic/functional assessment, treatment)?

What factors are determinative of type of care received (need vs. availability)?

What is the course of treatment (e.g., waitlist, length of stay, type of discharge)?

What are the treatment outcomes?

Is there continuity of care (e.g., transition to next level of services)?

What is the demographic profile of these children and youths (e.g., home region, age group, ethnicity, gender)?

Service Availability, Utilization, and Gaps 

What types of services are available in which geographic areas and at what capacity?

How do these types and numbers compare to services needs in a given geographic area?

What services are lacking within the agency?

Which services/capacity could be added and what would it take?

Which services/capacity are needed but cannot be added and why not?

What barriers to providing care does the agency experience?

Service Provider Profiles 

What is the intended and actual clientele served?

What is the type/array of services?

What is the physical capacity, licensed capacity, funded capacity, and staffed or actual operating capacity?

What are the admission/denial and discharge criteria (and tool/process for determining)?

What is the past and current utilization at the agency and why?

What is the number of children and youths on the waitlist and what is the average time waiting for services (referrals/admissions/discharges, average length of stay: plan vs actual)?

Are children and youths diverted to other services while waiting or instead of waiting (how often, why)?

Do children and youths receive the services they need (versus the services that are available)?

What services are lacking within the agency?

Which services/capacity could be added and what would it take?

Which services/capacity are needed but cannot be added and why not?

What barriers to providing care does the agency experience?

Deliverables

The answers to these questions will be used to develop several reports, the series of which will respond to the items outlined in the Purpose section.  These reports will be developed as data become available and lend themselves to summarization and distribution.  The specific form and content of the reports will be jointly defined with the Department of Health and Social Services before publication, both to meet the needs for timeliness of crucial information and to provide the best basis for developing a comprehensive plan with elements outlined below.  

All technical reports prepared for the needs assessment will be submitted in draft form to DHSS staff for review prior to finalization and distribution.  All efforts will be made to edit drafts of technical reports to the satisfaction of all involved ACSES and DHSS staff.  All efforts will be made to complete and deliver technical reports for the needs assessment before the termination of this reimbursable service agreement.

Work being performed under this agreement is conducted under the auspices and authority of DHSS.  Confidential data is made available solely for the uses defined in this agreement and remains the property of DHSS.  No use not authorized by DHSS may be made of such data in individual or aggregate form.  Any publication based in whole of part on data, findings, or conclusions developed as part of this agreement must be approved in advance by DHSS.  Although none are anticipated, it is understood that any manuscripts for publication in professional journals will be approved by DHSS  before publication.  Appropriate acknowledgement of DHSS staff, either through co-authorship or footnoting, is assured on all manuscripts that are sent out for review for publication in professional journals.  Given time constraints and time lags in journal responses, manuscript finalization and submission based upon data analyses conducted before the termination of this reimbursable service agreement may continue after the expiration date of this reimbursable service agreement.  All such activities will be closely coordinated with and approved by DHSS.

Every effort will be made to deliver findings in a timely and efficient manner.  Overall, the series of reports will provide information needed for developing a comprehensive plan with the elements outlined below within the context of the guiding principles of care of the Child and Adolescent Service Systems Program (CASSP):

· A recommendation about the principles that should guide a comprehensive and seamless system of care for children and youths 

· An estimate of current and projected annual prevalence of children and youths in need of services

· A description of the current system of care statewide

· An assessment of utilization of existing systems and their ability to meet current needs

· An assessment of gaps in type and capacity of services statewide

· An analysis of impediments or barriers in the current service system

· An analysis of impediments and barriers that can be successfully addressed within the state and a description of how this may be accomplished

· An outline of priorities for service reconfigurations, expansions, and enhancements 

· An outline of priorities for new service developments

· A description of the resources needed to meet identified current and projected needs and to fill current service gaps 

The series of reports that will be prepared is anticipated to consist of three reports   The series will address the issues outlined in the Purpose section of this document to support development of an overall plan with elements outlined above.  Table Two provides a description of the anticipated series of reports, with approximate timelines (based on experience so far and established priorities) and questions to be answered by each report.  In all reports, “services” refers to residential, mental health and substance abuse treatment services.  Each report initially will be delivered in draft form for feedback and input from DHSS management.  It is anticipated that each report will go through a minimum of two drafts.  The dates below are first-draft delivery dates; it is hoped that final draft dates follow no more than one month later for each report.  

Table Two

Deliverables

	Anticipated Report
	Approximate Delivery Date
	Issues Addressed

	A Description of Services for Children and Youths in the State of Alaska
	August 15, 2002
	· Description of services, clientele, capacity, admission/denial criteria, and similar issues 

· Utilization

· Gaps, impediment, and barriers 

	A Profile of Children and Youths Receiving Services In and Out-of-State
	September 30, 2002 
	· Demographic profile 

· Clinical profile

· Level/type of care needed versus received (determinative factors)

· Course of treatment & outcome

· Discharge plan versus actual disposition

	Final Summary which includes the recommendations for a Comprehensive System of Care for Children and Youths in the State of Alaska 
	October 15, 2002
	· Summary of current & projected service needs

· Summary of services & utilization – both in-state and out of state

· Summary of input (what is working; gaps; recommended enhancements, prioritization…)

· Summary of gaps

· Recommended enhancements,  development, and reallocation

· Recommended prioritization of service changes

· Alternatives for improving appropriate utilization/matching

· Summary of impediments and barriers

· Resource analysis

· Conclusions


Issues Related to Timelines, Priorities, and Deliverables

It is understood that the priorities and timelines outlined above and in Deliverables are subject to (and have already been adjusted somewhat for) data availability.  A thorough identification of existing data sources is in progress as part of ACSES’s FY 2002 activities for the needs assessment.  In areas for which ACSES is conducting its own data collection, no delays are anticipated.  However, in areas that rely upon data sources to be provided by other entities, delays may be inevitable due to constraints faced by these entities.  ACSES will strive to maintain timelines as requested and proposed within these constraints.  The addenda to this scope of work outline data sources to be drawn upon by ACSES on behalf of the needs assessment, along with their limitations.  Data extraction also depends upon collaboration with the entities who own these database and may experience delays secondary to constraints faced by these entities (e.g., databases that are incomplete, staff shortages).  Finally, it should be noted that some activities cannot be initiated without proper authorization by DHSS and that timelines will be affected by the expediency with which such permissions can be obtained.  For example, in-state chart reviews need to be approved by DHSS and agencies need to be approached by DHSS staff to gain access to charts for ACSES staff.  Thus, it should be understood by all parties involved that all deliverables are contingent upon the availability and utility of relevant databases and activities involved.
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