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Special Notes

First, the information presented in this report is based on key informant interviews with one representative from each program that agreed to participate.  As such, this information represents these individuals’ perspectives and understandings about their respective programs.  It must not be understood as the absolute truth, but only as an informed opinion about the represented programs.  Any contradictions recognized by ACSES staff in information provided by a program representative with information obtained about a program from other sources (such as program materials or websites) were attempted to be clarified; however, this was not always possible.  In such cases, we used the information provided by the interviewee.

Second, the interviews were structured in such a way 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 not to suggest topics the respondent did not bring up spontaneously, even if they heard representatives from similar program talk about such topics.  This decision was made to capture the foremost important issues for each program and to draw conclusions based on the issues considered most crucial by each represented program.  

Third, although the study was funded by the State of Alaska and although respondents represented treatment programs, the contents of this report reflect the opinions of the individuals who participated, not those of the funding agent or the participants’ employers.

Executive Summary

“We want to learn about our existing system of services in order to plan for one that will allow us to return children currently in out-of-state care to Alaska and serve them appropriately. But we want to do much more. We want to identify components that are lacking or weak overall, which, if added or strengthened would enable us to serve children and youth early, in their homes whenever possible, in their communities if necessary, and to prevent or reduce the need for out-of-home care, residential care, institutional care and certainly for out-of-state care.”

Russell Webb, Deputy Commissioner, Alaska DHSS, September 2002

Purpose

In an effort to assess the mental health and substance abuse treatment of children and youth in Alaska, the Department of Health and Social Services (DHSS) contracted with the Alaska Comprehensive and Specialized Evaluation Services (ACSES) at the University of Alaska Anchorage to conduct a needs assessment about the service needs of Alaska children and youth.  This needs assessment was to collect comprehensive data about all aspects of care delivery to help the Alaska DHSS and its relevant Divisions refine and expand existing services to care more optimally for children and youth in need of mental health or substance abuse treatment.  The Children and Youth Needs Assessment, abbreviated CAYNA, became a comprehensive and far-reaching effort assessing perceived needs, normative needs, expressed needs, and relative needs for children and youth services statewide.  This was accomplished via several efforts, one of which is presented in this report, namely, provider interviews.  These provider interviews were conducted for purposes of collecting and interpreting data about available services and service capacities, as well as about service gaps, barriers, and perceived needs.

Participants and Procedures

In collaboration with the Department of Health and Social Services, 94 programs providing mental health and substance abuse treatment services to children and youth in the state of Alaska were identified for and contacted about possible inclusion in this project.  A total of 81 programs agreed to participate and are represented in the findings presented below, for a participation rate of 86%.  Representatives from these 81 programs agreed to cooperate with a 60 to 90 minute structured interview that collected their input about service structures within their own programs, needs and service gaps within their own programs, and service needs and gaps within the service structure for children and youth statewide.  Information from these interviews was carefully transcribed, coded, and analyzed.  Findings from these interviews were comprehensive, insightful, and crucially important to future mental health and substance abuse service planning for children and youth in the state of Alaska.  

Findings about Existing Service Systems Within the State of Alaska

A large number of mental health and a few substance abuse treatment programs exists for children and youth in Alaska, both residential and community-based.  The following programs are available and have the following capacities and utilization for levels and types of service:   

	DFYS Level or Type of Program
	Number of Programs
	Total Number of Beds*
	Mean Utilization Rate*
	Number Who Participated

	Day treatment (I)
	2
	33
	74.0%
	2 of 2 = 100%

	Emergency Stabilization (II)
	16 (minus 2 that closed recently)
	149 (of these 99 are DFYS)
	86.3%
	12 of 14 = 86.7%

	Residential Treatment (III)
	12
	142 (of these 108 are DFYS)
	82.6%
	11 of 12 = 91.7%

	Residential Diagnostic Treatment Center (IV)
	4
	26 (of these 18 are DFYS)
	87.7%
	3 of 4 = 75%

	Residential Psychiatric Treatment Center (V)
	4
	101 (of these 36 are DFYS)
	94.3%
	4 of 4 = 100%

	Psychiatric Acute Care Units
	3
	101
	83.5%
	2 of 3 = 66.7%

	Substance Abuse Treatment
	5
	69 (of these 6 are DFYS)
	84.3%
	3 of 5 = 60%

	Community-Based Mental Health Programs
	48 (minus 1 that closed recently)
	Not applicable
	84.0%
	41 of 48 = 87.2%


*based on interviews first, and other sources second, as needed

Clearly, almost all programs, across all levels and types, report high to extremely high utilization rates and function at top capacity much of the time, with some minimal seasonal variation that offer some relief from excessively high case loads during the summer months.  Roughly half of all children and youth served reportedly have some involvement with the Division of Family and Youth Services (DFYS), with some types of programs showing even higher rates for DFYS cases (e.g., Level II, III, and IV range from 64% to 78%).


Services Offered and Individuals Served

These residential and community-based programs offer a wide array of mental health and substance abuse services, though notably absent or low in frequency are crisis nurseries, locked residential units, detoxification units, long-term residential units, family support programs, and therapeutic foster care.  A wide range of ages is served, with some gaps in services for children under the age of 12.  Main diagnoses served appear to be affective disorders, anxiety disorders, and conduct disorders.  Few programs report serving children with psychoses or specialty diagnoses (such as eating disorders).  Most programs see themselves as forced to serve children and youth with more than one type of disorder (such as mental health and substance abuse or mental health and developmental disability), although few have special services or resources for such children.  Many providers across all levels and types of service report increased acuity in symptoms among the children they serve and report an increasing need for higher level treatment options.  Service limitations within their own agencies are often driven by inadequate funding and staffing, with staffing levels and educational preparation being sufficiently inadequate to reach crisis proportions for some providers.  These issues are addressed in more detail below.


Service-Related Information

It appears that the most common way for children and youth to enter into the mental health or substance abuse treatment system is via referral by state agencies (especially, the Division of Family and Youth Services).  Self referrals or medical referrals are somewhat uncommon for residential programs, and slightly more common for community-based programs.  Almost all agencies have had to reject referrals due to having reached physical or staffing capacity, even if a referred child or youth was appropriate for services at a given program.

Waitlists are needed by almost all types and levels of programs.  Reasons for waitlists vary, but are often tied to inadequate bed capacity and staffing capacity.  Children placed on waitlists often end up with no services or less than optimal services.  Almost all programs have a thorough screening process in place, along with defined admission and exclusion criteria.  Most commonly used admission criteria center around age and diagnosis.  Some programs also impose limitations based on gender, ethnicity, and ability to pay.  Exclusions tend to relate to level of risk presented by children and youth who are being referred, especially as related to harm to self or others, sexual offense, or treatment needs and symptom acuity that exceeds the level of services available in a given program.  Almost all programs, regardless of type or level, engage in a thorough assessment process for purposes of treatment planning (though the Level I and II agencies tend to have lower likelihood of doing this and generally do not provide mental health diagnoses).  Formal discharge planning is engaged in by most programs and many have a formal process for aftercare.

Almost all programs have had to delay children’s and youth’s discharge from services even though they had met treatment goals or achieved maximum benefit from the program because of limited referral or aftercare options.  The common limitations encountered in this regard can be gleaned by reviewing the discussion of service gaps that follows below.  But briefly, the most commonly needed, yet unavailable services were foster homes, step-down residential treatment, and higher-level residential treatment (including locked units).  Given the limitations encountered by programs both with regard to discharge and admission (i.e., waitlists), it is not surprising that most providers reported that their programs end up serving children outside the intended clientele.

More detailed findings about program availability, utilization, clientele, and other service-related issues by type of service provided (e.g., residential care versus acute care versus community-based mental health care) are contained in the full-length report.  This report also provides an overview of all in-state, state-funded services available for children and youth in the state of Alaska that may be used for treatment selection purposes by any interested stakeholder.

Findings about Perceived Gaps, Barriers, and Needs

Perceived Barriers to Care

Many barriers to optimal care for children and youth served in the state of Alaska were identified by the 81 respondents who participated in the interviews.  The most frequently mentioned concerns are described in detail below and were funding limitations; staff availability, training and expertise limitations; capacity-related service limitations; and bureaucratic barriers.  Several other barriers were also mentioned but with less frequency and elaboration.  These include lack of family support and involvement, inadequate arrays of services within agencies, limitations related to rural location, transportation difficulties, and excessive paperwork demands.

Funding Limitations.  Limited funding was the highest concern in most respondents’ minds and was deemed responsible for many of the statewide problems with mental health care for children and youth in Alaska.  In fact, often when individuals pointed out other barriers of care, they expressed the belief that these barriers could at least partially be addressed through more adequate funding.  However, all respondents were clear that funding alone cannot solve the crisis they perceive in the care for children and youth.

Funding issues that were mentioned with some regularity included the following:

· insufficient funds to offer the full array of services needed or to offer services at a capacity that would prevent waitlists;

· billing difficulties that result in non-payment for services rendered;

· rigid billing guidelines (including for Medicaid) that require much staff time;

· reimbursement rates that are set too low (e.g., Behavioral Rehabilitation Services [BRS] funds for residential care);

· children and youth falling between funding cracks for reimbursement (e.g., due to lack of  Medicaid and other  third party coverage);

· tedious paperwork associated with billing;

· unpredictable budgets from year to year that impedes proper service planning; and

· inadequate funds to attract and retain qualified staff.

Staffing Limitations and Staff Expertise.  Staffing limitations in terms of recruitment and retention as well as staff qualifications and expertise emerged as one of the top limitations that impede optimal care for children and youth in Alaska.  The inability to recruit, retain, and train staff members appears to be reaching crisis proportions for some programs and may be even more severe in rural locations or in urban areas where there is fierce private-sector competition for qualified individuals.  For some programs, the inability to hire staff into vacancies limits capacity and array of services, at least temporarily.  Staff members who remain with programs often feel overburdened and are in danger of burnout.

Staffing limitations related to recruitment and retention  were attributed to programs’ inability to pay adequate salaries and benefits, burnout and fast turnover (especially in rural areas), inadequate housing for rural staff, cost-of-living in rural areas, lack of services and resources for providers (such as medical providers, shopping, social networks) in rural areas, overburdening of staff due to needs for making them work overtime, overburdening of staff due to low staff-client ratios (due to not being able to staff vacancies), and competition for staff with other agencies (often in the for-profit, private sector) who can afford to pay more.  Staffing limitations related to expertise and knowledge were attributed to inadequacy and lack of training programs to prepare mental health care providers for work with children (especially in residential settings), inexperience of new staff, lack of expertise with emerging needs (such as FASD, dual diagnosis, and sexual offending), and inadequate funds and staff time for ongoing staff training opportunities (both within agencies and outside of agencies).

Specific staff training needs that were pointed out included training with regard to residential care for children and adolescents, dual diagnosis and substance abuse issues, developmental disability issues, Fetal Alcohol Spectrum Disorder (FASD), cultural sensitivity, knowledge about resource availability, and enhancement of referral skills.

Service Capacity-Related Issues.  Capacity issues also emerged with regularity and the need for more residential beds of all levels was mentioned for both custody and non-custody children and youth frequently along with the need for more outpatient service availability.  The programs represented in this set of interviews are largely functioning at exceptionally high utilization levels.  Some programs report working at above 85% utilization most of the time and some programs claim 100% utilization rates.  For example, the average reported utilization rate for Anchorage-based outpatient service providers is 96%; Level V and acute care service providers average 92%.  Also, utilization is more likely to have increased for programs than to have decreased and seasonal fluctuations often result in peak utilizations during certain times of the year (e.g., one month after school starts each fall).  Capacity-related issues are noted below and are also addressed in the Perceived Needs section which follows: 

· child inappropriately placed in a higher level of care (which fails to meet the spirit of least restrictive treatment);

· inappropriately low level of care (which can result in danger to the client and the service provider);

· limited access to care, especially for children and youth who fall between funding cracks;

· restricted array of services (which leads to non-treatment of some presenting concerns);

· out-of-state treatment, lack of treatment, and excessive waitlists due to excessively high utilization of existing services;

· staff overburdening due to excessive caseloads and overtime; and

· focus on high-needs children and youth at the expense of lower-needs children and youth and at the expense of prevention and outreach activities.


Bureaucratic Barriers and Poor Interagency Collaboration.  A final set of barriers that was mentioned with some regularity is related to systemic concerns that impeded programs  ability to focus on care provision or that get in the way of appropriate referral to optimize  mental health and substance abuse treatment.  Bureaucratic barriers and barriers related to interagency collaboration included the following issues:

· facility (building code) requirements that put a financial burden on small programs (such as installing sprinkler systems);

· rigid billing guidelines and procedures that result in too much paperwork, non-payment, or less than optimal care for the child in question;

· reimbursement and required treatment emphases that are often based on medical models that do not accommodate complex mental health and/or substance abuse needs in an integrated, holistic fashion;

· limited access to resources in other agencies due to non-cooperative relationships; 

· inappropriate referrals due to poorly completed assessments or incomplete paperwork conducted by the referral agent;

· restrictions about staff characteristics (e.g., history of substance use) that sometimes hinder the hiring of qualified staff; 

· limited integration of mental health and substance abuse treatment resulting in non-payment, inappropriate referral, excessive paperwork, and inadequate client care;

· limited access to or involvement by DFYS staff assigned to a given child’s treatment;

· low legislative priority for the mental health needs of children and youth;

· limited effectiveness of community leaders to create change (including issues such as “Not In My Back Yard” [NIMBY] and stigma);

· less than adequate legislative budgeting for relevant State agencies (i.e., DFYS, mental health, substance abuse); and

· emphasis on reactive rather than proactive services, favoring treatment over prevention.

Many providers expressed concern regarding the limited collaboration across agencies, recognizing that some of this lack of cooperation may be related to competition for state funding.  They also expressed concern over high turnover in State agencies that makes it difficult to establish an ongoing, collaborative relationship on behalf of the children and youth who are being served.

Perceived Needs for Capacity and Array-of-Service Expansions

Many needs for capacity expansion and service enhancement were identified by the 81 respondents as crucial to building an optimal system of care for children and youth in the state of Alaska.  The most frequently mentioned needs, discussed in some detail below, were for long-term residential facilities, residential specialty services, family support services, and therapeutic foster homes.  Also mentioned regularly, but with less elaboration and emphasis, were needs for substance use treatment, transitional services, group homes, outpatient services, independent living options, school-based programs, crisis respite, case management, aftercare services, assessment and diagnosis services, emergency services, locked residential treatment facilities, and day treatment.


Long-Term and Other Residential Care.  The issue of residential care emerged over and over in at least two contexts: there is a need for increased capacity (i.e., more beds within the state of Alaska at all levels) and there is a need for more long-term or specific-level residential care options (i.e., an array of service issue).  Many respondents shared a concern over the low capacity and resultant waitlists in residential treatment settings and perceived this as one of the reasons children and youth have to be sent out of state for services.  More than half of the residential programs surveyed report the routine use of a waitlist, with seasonal exacerbations.  Many also report that they have to deny admission to appropriate referrals because their agency has reached capacity (either physical or staffed).  Program waitlists appear to be mostly capacity driven, as very few respondents reported making a child wait for services because of clinical characteristics of the child.  If children are not appropriate for care in a given agency, the program attempts to make the necessary referrals instead (although this is reportedly a challenge, again due to capacity and array-of-service limitations).  When referral is not possible, many programs end up providing services to children and youth who are not part of their intended clientele.  At least 90% of residential care providers reported having served children and youth in their agency who would have been better served in another setting.

A related issue is that far more than half of the community-based and almost all of the residential providers have had to delay discharges of children and youth because a target referral agency was not available (either because of capacity or array-of-service limitations).  Such delayed discharges can result in weeks to months of prolonged treatment in a setting that is no longer considered clinically optimal by the care providers for a given child or youth.

The types of residential treatment options providers felt were needed in the state varied somewhat, depending on their own service affiliation.  Level II and III providers often expressed the need for more higher-level residential treatment capacity; not surprisingly, Level IV and V providers often expressed the need for lower-level residential capacity.  These latter providers also mentioned the need for locked residential treatment, although overall this need was mentioned specifically by only about 6% of the respondents.  In all likelihood, this is an underestimate of locked-capacity-need as many respondents may not have specified locked residential treatment when they mentioned the need for more residential options, assuming that this was understood when they noted the need for higher-level, more restrictive residential care.


Residential Specialty Services.  As many as 30% of the respondents noted the need for more specialized residential care.  This care was described in terms of symptom presentation of the children and youth who need to be served.  A higher level of treatment is not always the critical issue in trying to find services for children and youth.  What appears to be lacking for some children and youth are specialty residential services that would more adequately address their symptom presentation or history.

Specialty services to address the following areas were mentioned most by respondents:

· fetal Alcohol Spectrum Disorder (FASD);

· loss of self-control and violent anger;

· history of trauma;

· history of sexual abuse;

· history of physical abuse and neglect ;

· comorbidity (mental health and developmental disability or FASD or substance abuse or medical disorder);

· culturally sensitive treatment;

· pregnancy in addition to mental health or substance abuse symptoms;

· issues of gender identity;

· very young age; and

· non-state-custody adolescents with no home.

It should be noted, however, in reviewing this list, that no single specialty service emerged as being most frequently mentioned.  Instead, many specialty services received only one mention; a few received two or three mentions (e.g., specialty services for children and youth exposed to alcohol or drugs in utero; history of trauma or abuse; violence or loss of self-control).  Thus, although the need for specialty services exists, realistic implementation of such services may be limited by client demand.  The exploration of client profiles that will be part of this needs assessment may shed further light on this issue.

Further the need for more residential substance abuse treatment capacity was mentioned by at least 20% of the respondents, but was not coded as a specialty residential service for purposes of this analysis.  However, substance abuse treatment clearly emerged as a specialty service that needs expanded capacity, especially in the context of providing treatment for children and youth with dual diagnosis issues.


Family Support Services. The opinions about the need for more family support services appeared to have at least three root causes: 1) the recognition that family resistance to treatment for a child or youth is likely to derail that client’s own treatment; 2) frustration over family non-involvement in treatment; and 3) the realization that parents have unmet treatment needs or educational needs that contribute to the presenting concern of the child or youth.  The belief by 30% of the surveyed programs that family support services need to be enhanced is a powerful example of providers’ attempts to make treatment more comprehensive and holistic and to view symptoms in a systemic context.  Respondents did not tie family support to outpatient or residential services exclusively.  Instead, most respondents talked about family support services in the context of integrating such services in existing service structures (whether community-based or residential).  Family support service ideas varied widely, from clinical intervention to educational attempts to purely logistical support.  Some specific recommendations that were mentioned repeatedly included:

· parent education;

· family therapy;

· regular meetings with parents for treatment updates about the child or youth;

· active involvement of parents in treatment planning;

· individual therapy or counseling for parents who have personal unmet treatment needs; key is to make this treatment reimbursable;

· support groups for parents with children and youth in treatment;

· supervised visits between parents and the children and youth who are being served;

· a place to stay for parents in the community where the child or youth is receiving services outside of their home community; and

· reimbursement for a parent’s time if income is lost due to treatment needs of the child.

Many of these family support services are clearly possible within existing service structures, but are limited by funding and staffing issues.  If an agency is already struggling to support the children and youth it serves, it will be hard-pressed to provide adjunct services to parents and families.  However, many of these respondents clearly recognized the importance of family support to the success of the child’s treatment.  In fact, family support was also often noted as a need in the context of prevention, outreach, and education.  Finally, respondents who talked about respite services perceived such services as crucial to parents’ as well children’s wellbeing (though respite services were not coded in this category for purposes of this report).


Therapeutic Foster Care.  Many respondents perceived a strong need for more therapeutic foster homes, while recognizing the difficulty in creating such placements.  Some critical attitudes emerged about the current level of therapeutic foster care capacity and about the training and monitoring of existing therapeutic foster parents.  Therapeutic foster care was perceived by many respondents as a means of helping children and youth avoid more restrictive treatment settings, supporting them in the community without further need for residential treatment.

Chapter One: Introduction

“Be it resolved that the Alaska State Legislature respectfully requests the governor to direct the Department of Health and Social Services to work in conjunctions 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 the treatment of severely emotionally disturbed children”

Senate Concurrent Resolution 21 (SCR 21)

Historical Background

The mental health care system in Alaska during the territorial period serves as one example of why achieving statehood was essential to protecting the quality of life and well being of all Alaskans.  As a territory under federal control, Alaska was prohibited from administering its own mental health program because the federal government had contracted these services to Morningside Hospital, a private institution in Portland, Oregon.  Individuals in need of mental health care were considered criminals, and to receive services, a person would have to be arrested, incarcerated, and put on trial.  If convicted of insanity, he or she would return to jail until arrangements were made for transfer to Morningside Hospital. 

Alaska’s first Commissioner of Health, Dr. Earl C. Albrecht, demanded the federal government change this shameful situation, and a federal commission was appointed to investigate.  The commission determined the procedures were in fact inhumane, and recommended the federal government transfer responsibility for Alaska’s mental health system to the territory.  As a result, Congress passed the Alaska Mental Health Enabling Act in 1956, granting Alaska one million acres of mental health trust lands.  The territorial legislature was charged with the task of administering the land as a public trust, the proceeds and income of which would be applied to the expenses of a mental health program in Alaska.  Land selections were made between 1956 and 1966, primarily near centers of population and the rail belt.  After Alaska gained statehood in 1959, a state-operated mental health clinic was opened in Anchorage and staffed by four licensed mental health professionals.  Soon thereafter, mental health clinics were also opened in Juneau and Fairbanks (A Comprehensive Mental Health Plan for the State of Alaska 1988-1992). 

Alaska Psychiatric Institute, the state’s only public inpatient psychiatric facility, was initiated by Public Law 830.  This law, passed in 1957, transferred responsibility for care of the mentally ill from the federal government to the governor of the territory.  Federal funds were provided to construct a psychiatric facility and implement a statewide mental health program.  Of the $6.5 million authorized for the Alaska Psychiatric Institute, $5.35 million was used to build the facility, and the rest was spent on equipment.  Construction of the hospital began in 1960 and its doors opened on October 9, 1962.  Four years later, 1966, after a survey by the Joint Committee on Accreditation of Hospitals, API received accreditation.  API was the first of its kind in Alaska: a hospital offering residential treatment for the mentally ill.  On opening day, it had 50 beds designated for the treatment of acute mentally ill patients, 20 of which were used for adolescents.  Another 50-bed unit was added in January 1963, and two more units were opened in June 1963.  API continued to expand, reaching a maximum capacity of 225 beds in 1965.

As part of API’s expansion, using a $100,000 federal grant, the hospital opened an 18-bed children’s unit in 1965.  In 1967, the basement of the Multi-Housing Unit was altered to provide two classrooms for children at the hospital.  The Borough School District hired two full-time teachers to serve the children under care at API.  An Adult Basic Education program was begun in 1968 under the auspices of Anchorage Community College, offering API’s adult patients a high school education.  The children’s and adolescents’ units were secure and self-contained; children attended school, received treatment, participated in recreational activities, and slept on their respective units.  Nevertheless, given API’s general physical layout, children and youth occasionally came into direct contact with adult patients (e.g., at mealtimes or while transitioning to and from the gymnasium).  This reality was part of the reason why in 1981, API management and State of Alaska officials, namely DHSS Commissioner Helen Bierne, decided to close the children’s unit and advocated for the construction of a separate children’s facility.  Currently API continues to serve adolescents, on its 12-bed Chilkat Unit.

In the wake of the closure of the children’s unit at API, the 1983, Alaska State Legislature appropriated funds to begin planning a new children’s facility; in 1984, additional funds were set aside to complete a needs assessment, planning process, and design process for the facility.  The Alaska Children/Adolescents Facility: Preliminary Needs Assessment was completed in 1985 as a collaborative effort between the Department of Health and Social Services, the Department of Transportation and Public Facilities, Bezek-Durst, and Dann & Associates; the group developed four major recommendations.  First, it was recommended that statewide policy issues be resolved before any services were increased or facilities were built.  Second, it was recommended that the State needed to establish a uniform continuum of care philosophy and service system structure for its children and youth in need of mental health services.  Third, it was recommended that a direct needs assessment of the youth themselves needed to be completed to document the needs of this population.  Fourth, it was recommended that additional psychiatric beds should not be constructed in lieu of other, less restrictive alternatives. 

The Alaska Children/Adolescents Facility: Preliminary Needs Assessment report (DHSS et al, 1985) further recommended that the Division of Family and Youth Services (DFYS) purchase residential childcare services in the state of Alaska through a grant program, with the State essentially serving as the coordinator of services and facilities for children and youth.  Following this recommendation, the State of Alaska bought residential care beds for children and youth across the entire state of Alaska.  This action initiated a trend of serving clients in their communities and in the least restrictive environments; this trend was reaffirmed in subsequent years and through subsequent legislative and State actions.

At the current time, children’s and youth’s mental health needs are addressed by a complex structure of residential and community-based services, spread across the entire state of Alaska.  To provide inpatient services for children and youth, there are three acute care units (including API’s Chilkat Unit), four residential psychiatric treatment centers, four residential diagnostic centers, 12 residential treatment centers, 15 crisis stabilization and assessment programs, two day treatment programs, and two (unofficial) group home type programs.  Additionally, there are five residential facilities that provide substance abuse treatment services for individuals under age 22.  To provide outpatient services, almost 50 community-based mental health programs have been developed over the past four decades, all of which service children, youth, and their families.  

The majority of residential facilities are administered by the Division of Family and Youth Services; the agencies providing substance abuse treatment are administered by the Division of Alcohol and Drug Abuse; the remainder of agencies falls under the auspices of the Division of Mental Health and Development Disabilities.  The Division of Medical Assistance becomes involved administratively with all agencies that deliver services to children and youth eligible for Medicaid and Denali KidCare.  All four of these Divisions are housed administratively within the Department of Health and Social Services, making administrative and funding coordination possible.

Despite the development of residential care beds and community-based treatment for children and youth across the state of Alaska, and despite API’s presence in the community and its ability to serve children and youth during its early years, and youth in more recent years, the state has continued to send many of the children and youth with the most severe mental health concerns out of state for treatment.  It has been estimated that between 1962 and the mid 1980s, at any given time, 30 to 40 Alaskan children and youth were receiving specialized services in facilities located in other states.  This number has now risen to over 300 children and youth being served in almost 30 different out-of-state treatment facilities every year.

In 2001, the Department of Health and Social Services began to coordinate ongoing efforts to address the out-of-state treatment of children and youth in a proactive manner.  In addition Senate Concurrent Resolution 21 (SCR 21) was presented to and passed by the 22nd Alaska Legislature.  This resolution encouraged a collaborative effort among relevant stakeholders (including the Department of Health and Social Services, Alaska Mental Health Board, Alaska Mental Health Trust Authority, and others) “to strengthen the full continuum of residential and community-based care and to work in a coordinated, cooperative, collaborative, and partnering manner towards integrations of services in al for the treatment of severely emotionally disturbed children” (SCR 21, 22nd Alaska Legislature).  This resolution also prepared the establishment of a sufficient residential treatment system within the state of Alaska become a priority, with the ultimate hope of bringing home Alaska’s children and youth who are receiving mental health care out-of-state.
Overall Purpose of the Needs Assessment

In April 2002, the Department of Health and Social Services (DHSS) contracted with the Alaska Comprehensive and Specialized Evaluation Services (ACSES) at the University of Alaska Anchorage to carry out the Children and Youth Needs Assessment (CAYNA) on behalf of the department and its relevant divisions.  The overall purpose of the needs assessment was to obtain information that would assist the Department of Health and Social Services in developing a plan for creating a complete array of integrated services to meet the needs of Alaska’s children and youth who suffer from severe mental, emotional, and behavioral disorders.  The overall needs assessment focused on completing the following tasks:

· 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;

· 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 needs with appropriate care and improving utilization.  

Information obtained through the needs assessment is to be used to guide future decision-making regarding the reconfiguration or restructuring of existing resources and systems of care.  It is to be used to assist with defining additional resource needs, establishing priorities for increasing capacity of existing service types, and developing new services for children and youth in Alaska.  It is envisioned that the needs assessment 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.  

The ultimate goal of the needs assessment was eloquently and thoroughly defined in September 2002 by Russell Webb of the Department of Health and Social Services.  He envisioned CAYNA’s purpose as follows:

We want to learn about our existing system of services in order to plan for one that will allow us to return children currently in out-of-state care to Alaska and serve them appropriately. But we want to do much more.  We want to identify components that are lacking or weak overall, which, if added or strengthened would enable us to serve children and youth early, in their homes whenever possible, in their communities if necessary, and to prevent or reduce the need for out-of-home care, residential care, institutional care and certainly for out-of-state care.  Focusing on the children being served out-of-state is establishing a priority and using a particular priority population as a catalyst for broad and long-term system-wide improvements.

To meet its complex purposes, the children and youth needs assessment was developed to have three major components: 

1) a review of existing services that includes an identification of service gaps, needs, and barriers; 

2) a review of the clinical and demographic characteristics of children and youth receiving services, both in-state and out-of-state with attention to service matching; and 

3) an exploration of possible solutions as envisioned by key stakeholders, including consumers, consumer advocates, providers, administrators, policy makers, and others.  

These three components were designed to approach the needs assessment in the most inclusive manner possible given the resources and timeframe committed to the project.  Most needs assessments attempt to look at needs in more than a single way; typically, comprehensive needs assessment strive to identify more than one of the following four types of needs:

Normative Need: Activities to assess how a system functions in relation to an agreed upon standard of care generally are included in a comprehensive needs assessment and result in a comparison of the actual care provided in a given context (i.e., for this needs assessment the identified context is mental health services for children and youth in the state of Alaska) to the identified standard of care (i.e., the standard of care is a comparison with national data about number of children and youth served in certain types of mental health and substance abuse treatment service arenas).

Perceived Need:  This aspect of a comprehensive needs assessment looks at what relevant groups believe to be the needs in the area of exploration.  In this context, perceived needs are assessed by talking to provider groups about barriers to care and actual needs with regard to service capacities and arrays to adequately meet the mental health care needs of children and youth in the state of Alaska.

Expressed Need:  To estimate expressed needs, a needs assessment explores how many individuals are receiving the services in question.  This is accomplished by assessing utilization rates and number of individuals served in a given time frame.  For the current needs assessment, expressed need is assessed via a comprehensive review of databases maintained by relevant state agencies (including DMHDD, ADA, DFYS, and DMA) to explore utilization in the broadest context possible.

Relative Need:  To arrive at an understanding of relative needs, the gap between services provided for different groups is explored.  In the current needs assessment, comparisons will be drawn across various subgroups of the whole population of children and youth in need of mental health care services.  Most importantly, gaps will be explored between children and youth served in-state versus out-of-state.

Purpose of This Report

It is the purpose of this report to present findings about the first component of the needs assessment, specifically the review of existing services that includes an identification of perceived service gaps, needs, and barriers.  This effort was dedicated to identifying perceived needs according to current care providers.  The service categories that were targeted for this effort within CAYNA included all in-state Level I through Level V residential programs providing services to Alaska children and youth, all psychiatric acute care services for children and youth, all substance use treatment programs that include services for Alaska children and youth, and all community-based programs with services targeted to Alaska children and youth.  The following information was collected, collated, and is reported on in detail in the chapters that follow:

· findings about available services and service capacities; and

· findings about service gaps, barriers, and perceived needs.

Chapter Two: Methodology

“The move from designating the people who form the focus of the research

as ‘subjects’ to ‘interviewees’ or ‘participants’ or informants’ or co-researchers’

reflects attempts to do research ‘with’ rather than ‘on’ people.”

Banister, et al, Qualitative Methods in Psychology, 1994, pp. 51-52

Participants

The participants who were solicited to assist with this component of the children and youth needs assessment were all programs identified by staff of the Department of Health and Social Services as providing services to children and youth in the state of Alaska.  Through a collaborative effort between the Division of Mental Health and Developmental Disabilities, Division of Alcoholism and Drug Abuse, and the Division of Family and Youth Services, 94 programs (housed within 63 agencies) were identified that receive some level of state funding and/or provide services to children or youths (age 21 and less).  The three divisions’ staff members provided these programs’ addresses and contact names to ACSES.  The contact names provided were either of the Executive Director, Clinical Director, or Director of each relevant agency; as some agencies house multiple programs under different directorships, 76 contact names were received by ACSES for the 63 agencies represented in the potential participant list of 94 programs.  

Upon receipt of the contact names, an ACSES staff member called each agency to verify addresses, phone numbers, and e-mail addresses.  In the process of conducting the actual interviews (see description below) with agency staff, three additional programs were identified by the participants that were not on the original list provided by the State offices.  These were added to the list of programs with approval from a DMHDD administrator.  Three programs had been closed recently and were subtracted from the list of eligible programs.  With these additions and deletions, 94 operating programs were identified as remaining eligible for participation.  A complete listing of these 94 programs (plus the three programs that were closed for a total listing of 97 programs) that were eligible for participation is presented in Chapters 6 to 12; this listing reflects information as updated by ACSES staff.  Note that this listing is of programs, not agencies; thus, some information may appear more than once (i.e., for agencies with multiple programs).

Data Collection Protocol

To meet the purposes of this component of the needs assessment, a structured interview protocol had to be developed that would request information from participants about the following issues:  intended clientele, array of services, services for clients with coexisting disorders, capacity and utilization, staffing, budget and funding sources, referral process, waitlist issues, screening and admission procedures, treatment planning process, discharge planning, concerns and challenges about service delivery to children and youth, agency needs and barriers to providing optimal care.  The interview protocol that was initially developed consisted of 32 open-ended questions tapping the above-listed area, phrased for use with both residential and community based providers.  Two surveys were developed through multiple internal review process to meet the needs of this assessment. 

Drafts of these surveys were then submitted for a first review by DHSS staff.  Feedback from this review led to the decision to develop two parallel versions of the same protocol, one specific to residential care (or inpatient care) providers and one specific to community-based (or outpatient) programs.  This review by DHSS staff also led to several clarifications and to some restructuring of the protocol.  After these revisions were made, the two interview protocols were reviewed once more by ACSES and DHSS staff.  The resulting final drafts of both protocols were then piloted with an agency director and revised one final time.  The final version of the two parallel versions of the protocol consists of 32 questions, all of which have several follow-up questions that were only to be asked if not spontaneously addressed by the participant in response to the overall question.  Both versions also contain the same preambles and instructions that were shared with the participants, as well as instructions for the interviewers to keep the interview process standardized across all interviewers.  Copies of the final versions of both structured interview protocol (residential and community-based) are attached in Appendix A of this report.  

Once the two versions of the structured interview protocol were finalized through the complex review-and-revision process, ACSES staff was trained on how to use them to conduct the interviews with the designated providers from the 100 identified programs.  This training included the completion of mock interviews for purposes of feedback and interviewing skills refinement.  The mock interviews were also used to standardize the interviewing process across all ACSES interviewers.  

Procedures

The process for soliciting and interviewing participants was a comprehensive multi-step collaboration between DHSS and ACSES staff.  The two primary steps were ‘Making Contact’ and ‘Conducting the Interviews’.  They were followed by the processing of the interviews and the thematic analysis of their content.

Making Contact

The first contact with each potentially participating agency was made by a staff member of the Division of Mental Health and Developmental Disabilities.  This contact consisted of either an 

e-mail or phone call to the relevant agency director, discussing the purpose and process of the needs assessment over and the provider interviews in particular.  Agencies were approached in three waves over a four-week period in the months of May and June 2002: the first wave of contacts was made with agencies participating in the Alaska Youth Initiative, starting on May 22, 2002; the second wave of contacts was with community-based agencies, starting on May 31, 2002; the third wave of contacts targeted all substance use treatment programs, acute psychiatric care units, and Level I through Level V service providers, starting on June 19, 2002.

This initial contact by DHSS was followed up by an e-mail from ACSES to either the program manager or executive director, clarifying the process for the provider interviews in more detail, requesting information about the most appropriate contact person in the agency for the interview, and providing the agency with the questions contained in the appropriate structured interview protocol that would be used during the interview.  After this ACSES-initiated contact with the agency, programs were assigned to one of five ACSES interviewers.  Each ACSES interviewer assigned to a given program then contacted her or his programs and made appointments to conduct the interviews.  Programs that did not respond after the first contact by the assigned ACSES interviewer were recontacted up to a total of four times.  At that time, the program was considered non-responsive and a DMHDD staff attempted one final contact to find out why the program was not responding.  The DMHDD staff member encouraged non-responsive programs’ agency directors to participate.  Only six such follow-ups led to an additional completed interview.  


Conducting the Interviews

Once scheduled, interviews were conducted telephonically and, if participants gave consent, were audiotaped with a device attached to ACSES phones specifically for such purposes.  All but one participant consented to the audiotaping, with the understanding that once the audiotapes had been transcribed, they would be erased.  The participant who did not agree to be audiotaped was interviewed in person and thorough notes were taken by the ACSES interviewer.  The interviews ranged widely in length of time, with the shortest time being approximately 30 minutes and the longest being almost 150 minutes.  Each interview proceeded according to the prescribed outline contained in the structured interview protocol.  Interviewers were trained to abide by the interview protocol and not to interject their own opinions, introduce topics of their own interest, ask leading questions, or expand the area of inquiry beyond the original purpose and intent.  Only initial spontaneous responses were expected, without any attempt to induce respondents to go into more detail than they volunteered, in the attempt to assure that only the most crucial and relevant issues were broached with each program representative, as defined by that individual.  Such objectivity was deemed important to assure that no bias was introduced into the interview process that may be perceived as having flavored or prejudiced the findings.  Each interview concluded with a request for written materials from the participating program.  A follow-up 

e-mail or fax was sent to all participants, thanking them for their participation and reminding them of the materials request.

Processing of Material and Thematic Analysis 

The audiotaped interviews were transcribed verbatim by five ACSES transcriptionists.  Based on these transcriptions, information was extracted and summarized into one Excel spreadsheet per program participant.  Information extraction was conducted by one primary and one secondary coder.  Interrater reliability was established for the extraction process.  On average, the two coders had less than two disagreements per spreadsheet which consisted of 126 fields to be extracted.  This represents an average interrater reliability rate of over 99%.  The resulting Excel sheets (one per participating program) were printed in sections, to be used by five ACSES coders for the thematic analysis of the content.  

The thematic analysis was accomplished by five coders, using 14 thematic tables.  These tables were developed based on a collaborative effort of several ACSES staff familiar with the interview content, as well as the service structure and process in the state of Alaska.  Coding of the 81 completed Excel spreadsheets into the tables, along with development of additional themes, was accomplished by five ACSES coders.  All of the coding and theme development was then double-checked by another ACSES staff member before being used in the final narrative and tables contained in this report.   

An abbreviated version of the Excel spreadsheets was also prepared for inclusion in Chapters Five through Eleven of this report.  This version of the Excel spreadsheets contains only publicly available information about each program (that is, any confidential comments made by participants and responses to questions that were about non-public information were removed).  Before being included in this report, this public version of each spreadsheet was returned to the participating program for review and approval.  A follow-up phone call verified that the program representative received the spreadsheet for review.  These individuals were informed that they would have five working days to make revisions; feedback received about the spreadsheet after that time period could not be guaranteed inclusion in the report.  During the five working days, participants had the opportunity to make any needed corrections or changes to their answers.  If no response was received from the participant, this indicated approval of the spreadsheet content and for inclusion in this report.  It should be noted that by the time this request for corrections was made, four of the program representatives who had provided interviews had chosen to leave their employment with the agency.

Response Rates

Of the 94 potential participants at the programs identified as operating and eligible and contacted for participation, 81 agreed to and did complete an interview.  Close to half of the participants were enthusiastic about the overall CAYNA project and participated with eagerness.  In fact, several of these participants contacted ACSES after their initial contact by DFYS or DMHDD, but before contact by ACSES had been made.  Of the 97 contacted programs (the three closures were learned about after the initial contact), only one program clearly refused to participate and one agency with two programs cooperated reluctantly, not completing the interviews in their entirety; 12 programs failed to respond to contacts by both ACSES and DHSS staff.  Specifically, zero Level I and related programs (0%), two Level II programs (14.3%), one Level III program (8.3%), one Level IV program (25.0%), zero Level V programs (0%), one acute care program (33.3%), two substance use treatment programs (40.0%), and six community-based programs chose not to participate (12.8%).  This information translates into a 1.0% refusal rate, 13% no-response rate, and 86% completion rate for the overall sample.  Additionally, 18 of the 81 participating agencies submitted the requested paperwork for a return rate of only 22.2%.
About the Tables and Findings That Follow

Two important points need to be mentioned about the tables and findings that follow.  One has to do with decisions about how to present data in the tables; the other deals with decisions about how to protect the confidentiality of participants representing categories of services that include only one or two programs.


Decisions about Data Presentation in the Tables

The tables show all data in terms of frequencies of responses, not in terms of percentages.  This decision was made to prevent misuse of the data.  Specifically, two issues guided this decision.  First, for many questions with sub-questions it would have been difficult to decide which number to use to calculate a percentage or whether to use both and provide two percentages.  For example, programs were asked if they use a screening process and a follow-up question about screening criteria and screening lists.  If 12 programs responded and eight indicated that they use a screening process, this was noted as 8 of 12.  If of these eight responding programs, six in turn also used a screening list, this was indicated as 6 of 8.  Had a percentage been provided, an explanation would be necessary about how it was calculated and if a reader disagreed with the decision, she or he would have to recalculate the percentage.  In this case example, should the table have reported 50% (six of 12) or 75% (six of eight)?  By noting actual numbers, confusion is avoided.

Second, the numbers in several service categories are very small and merely putting percentages in the table may overstate an issue.  For example, three of four programs answering a question in the affirmative would translate into 75%, an impressively high percentage.  If someone were to quote the report as saying that 75% of Level IV providers indicated that they use waitlists, this would overstate the actual finding, which was that three programs do so.   This is particularly important in categories with less than 100% response rates, where percentages could easily be misquoted as being applied to a total category of service instead of merely those programs that were represented.  For example, if 12 of 15 eligible programs responded, and six of these answered a question affirmatively, which percentage should be provided?  Would it be 50% (six of the 12 respondents) or 40% (six of 15 eligible programs)?  Again, presenting the numbers is less prone to misuse or confusion.


Decisions Relevant to Protecting Participant Confidentiality

Two categories of services had fewer than three representatives.  Such a small number of respondents makes separate reporting of data difficult, if not impossible, as it cannot protect respondents’ confidentiality.  Thus, these service categories were collapsed with other categories that were also low in numbers and close in spectrum of acuity of clients served.  Specifically, acute psychiatric care unit and Level V programs were collapsed into a single category of six respondents.  Day treatment (or Level I programs) and group home-type programs were collapsed into a single category of five respondents.  These groupings are not to imply that these types of programs are the same; they are merely presented to protect respondent confidentiality.  Whenever a pattern of responses appeared to emerge that varied systematically for the two types of services that had been collapsed into a single group, these patterns were identified in the narrative in such a way that no individual program could be identified.  Data are only presented in collapsed form in the tables to prevent identification of individuals.  

Chapter Three: Findings About Available Services in Alaska

A small boy tried in vain to lift a heavy stone.  His father, watching his extraordinary expenditure of time and effort, finally asked his son, “Are you using all of your strength?” “I am!” cried the frustrated boy. “No, you are not,” responded the father, “because you haven’t asked me to help.”

S.S. Pearce, Flash of Insight, 1996, p. 114

The information provided in this chapter is intended to describe all services funded through the state of Alaska available to help children and youth with mental health concerns and symptoms in the state of Alaska at the current time.  This information is based on questions 1 through 27 of the structured interview protocol that is described in Chapter Two and reprinted in Appendix A.  The information, based on 81 interviews, has been structured into 12 categories and within each category summarizes details separately for the seven types of services covered in this report (i.e., Level I through V programs, substance use treatment programs, and community-based programs).  Detailed information about the individual programs within each level (Levels I through V) or of a certain nature (substance use, acute psychiatric, and community-based) is provided in Chapters Five through Eleven.  These chapters also provide definitions of program levels (Levels I through V) and nature (substance use, acute psychiatric, and community-based).  

Alaska Programs’ Array of Services


Array of services was explored in terms of what types of services were offered by each program in the areas of mental health, substance abuse, and related needs (such as family support, case management, skill development, educational services).  As the services differ significantly across the different levels of programs, all levels are discussed separately and no summary is offered.  Overall findings are shown in Table One.

DFYS Level One (Day Treatment) and Other Programs

Five programs were eligible for inclusion in this category and all participated: two Level I programs, one recently opened program without level designation, and two programs without level designation that could be labeled group homes, although this is not their official title.  The new program is not represented in all questions as some of the information requires a longer period of operation than had been accumulated by this agency.  Four of these programs are located in Anchorage, one in Kodiak.

With regard to array of services, the Level I programs strictly offer day treatment and no other mental health, substance abuse, or other services.  The group home-type programs offer residential treatment, both for short- and long-term stays.  Beyond referral, their other services are limited.  Collaborations, however, with other programs within their own agencies or within a given community are common and thus grant access to other types of treatment for the children and youth who are being served.  

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of the 14 existing Level II programs (the 15th program was closed before the interviews began), 12 participated in this project.  Representatives of two of these programs (within the same agency) did not provide complete interviews and their programs are represented only for some questions.  Four of these programs operate in Anchorage, two in Fairbanks, and one each in Bethel, Dillingham, Ketchikan, Kotzebue, Kenai, and Juneau.

One of the 12 respondents did not provide this information; thus, numbers are based on the eleven programs that responded to this question.  Besides obviously providing emergency stabilization, many of these programs provide other services.  However, none of these programs provide locked units, crisis nurseries, substance use diagnosis, detoxification, or residential substance use treatment.  Most provide short-term mental health residential services, dual diagnosis treatment, and individual mental health therapy.  Several also provide mental health assessments, group therapy, and case management.  

DFYS Level Three (Residential Treatment Centers)

Of the 12 eligible programs, eleven participated.  One of the 11 participating programs had just received funding in November 2001, is not yet serving clients, and therefore could not answer all questions.  Of these programs, two each are located in Anchorage, Kenai, and Fairbanks, and one each operate in Juneau, Wasilla, Bethel, Ketchikan, and Sitka.

Of the 11 program represented in the project, none provide locked residential services (either substance abuse or mental health), although one program reported locking its doors at night; none offer detoxification or a crisis nursery.  Almost all offer individual mental health therapy, group therapy, and dual diagnosis services (where dual diagnosis services refer to mental health and substance abuse treatment).  More than half offer mental health assessment and diagnosis, family therapy, substance abuse assessment, and educational services.  Several offer medication management, case management, and skill development.  Only one provides residential substance abuse treatment (both long-term and short-term).

DFYS Level Four (Residential Diagnostic Treatment Centers)

Of the four eligible programs at this level of care, three participated in the project.  The participating agencies are located in Sitka, Juneau, and Fairbanks.

Quite a bit of consistency exists across programs with regard to array of services at this level of care.  All programs offer mental health assessment and diagnosis, crisis intervention, short- and long-term mental health residential treatment, mental health therapies (individual, family, and group), psychological testing, dual diagnosis services, and educational services.  None offer substance abuse services of any kind; none offer vocational or skill building services.  Only one program offers medication management and one participates in the Alaska Youth Initiative.  One program is specifically for adjudicated youth who are sex offenders.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

This category included seven eligible programs, four Level V and three acute psychiatric care programs; six chose to participate (one acute care program did not).  Given their placement within larger hospitals, the two acute care programs were not able to answer some questions (e.g., regarding staffing or budget) as they are integrated with other services and share resources.  Of these programs, five are located in Anchorage and one in Palmer.

All Level V and acute care programs offer mental health assessment and diagnosis; three programs also offer substance abuse assessment and diagnosis, but none offer substance abuse treatment services.  None of these programs offer case management, family support, or therapeutic foster care.  Most offer crisis intervention, individual mental health therapy, family therapy, and dual diagnosis services.  None of the Level V programs are locked, and two of the three acute psychiatric programs indicated providing locked units.  

Table One A:  

Array of Services - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Types of Services Provided 
	(total n=5)
	(total n=12; real n=11)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)



	Mental Health Services 

	 
	Assessment 
	1 of 5
	7 of 11
	8 of 11
	all
	all
	all

	 
	Diagnosis
	1 of 5
	4 of 11
	8 of 11
	all
	all
	2 of 3

	 
	Crisis Intervention
	none
	7 of 11
	4 of 11
	all
	4 of 6
	none

	 
	Short-term residential
	3 of 5 
	10 of 11
	8 of 11
	all
	5 of 6
	none

	 
	Long-term residential
	3 of 5 
	1 of 11
	7 of 11
	all
	5 of 6
	none

	 
	Locked residential
	none
	none
	none (1 locked at night)
	none
	none (2 locked acute care)
	none

	 
	Wraparound
	1 of 5
	3 of 11
	7 of 11
	1 of 3
	2 of 6
	none

	 
	Individual therapy 
	1 of 5
	8 of 11
	10 of 11
	all
	4 of 6
	none

	 
	Family therapy
	none
	5 of 11
	9 of 11
	all
	4 of 6
	none

	 
	Group therapy 
	1 of 5
	7 of 11
	10 of 11
	all
	4 of 6
	none

	 
	Day treatment 
	2 of 5
	3 of 11
	4 of 11
	none
	none  
	none

	 
	Psychological testing
	none
	2 of 11
	2 of 11
	all
	3 of 6
	none

	substance abuse services

	 
	Assessment 
	none
	3 of 11
	7 of 11
	none
	3 of 6
	all

	 
	Diagnosis
	none
	none
	5 of 11
	1 of 3
	3 of 6
	all

	 
	Detoxification
	none
	none
	none  
	none
	none
	none

	 
	Short-term residential
	none
	none
	1 of 11
	none
	none
	all

	 
	Long-term residential
	none
	none
	1 of 11
	none
	none
	all

	 
	Locked residential
	none
	none
	none
	none
	none
	none

	 
	Wraparound
	none
	2 of 11
	2 of 11
	none
	none
	1 of 3

	 
	Dual Diagnosis 
	none
	10 of 11
	10 of 11
	all
	5 of 6
	1 of 3

	other services

	 
	Alaska Youth Initiative
	1 of 5
	3 of 11
	none
	1 of 3
	1 of 6
	none

	 
	Case management 
	none
	7 of 11
	5 of 11
	1 of 3
	none
	none

	 
	Family support
	none
	2 of 11
	1 of 11
	1 of 3
	none
	none

	 
	Crisis nursery
	none
	none
	none
	none
	none
	none

	 
	Medication management 
	none
	5 of 11
	5 of 11
	1 of 3
	4 of 6
	none

	 
	Educational
	1 of 5
	5 of 11
	7 of 11
	all
	all
	2 of 3

	 
	Vocational
	1 of 5
	3 of 11
	2 of 11
	none
	1 of 6
	1 of 3

	 
	Skill development 
	1 of 5
	6 of 11
	5 of 11
	none
	3 of 6
	none

	 
	Therapeutic foster care
	none
	3 of 11
	4 of 11
	none
	none
	none


Substance Abuse Treatment Programs

Of the five substance abuse treatment programs for children and youth identified as eligible for participation, three chose to do so.  Two of these three programs are located in Fairbanks and one in Sitka.

All three programs in this category offer both mental health and substance abuse assessment, as well as substance abuse diagnosis and residential treatment.  None of these programs provide mental health treatment services, case management, family support, a crisis nursery, skill development services, medication management, or therapeutic foster care.  Two programs offer educational services; one has wraparound services, and one has dual diagnosis services.  

Community-Based Mental Health Programs

Of the existing 47 programs at this level of care (the 48th program was closed before the interviews began), 41 participated in the project.  Of these agencies, eight were located in Anchorage, 11 in Southeast Alaska, 12 in Southcentral Alaska, and 10 in Northern Alaska.  Given these large numbers in the different geographic regions, each is presented separately.  


Anchorage.  Of the eight participating programs in the Anchorage area, all provide several types of mental health and two also provide some types of substance abuse treatment services on an outpatient basis.  Interestingly, only three programs specifically indicated conducting diagnosis and only three programs make crisis intervention available.  All but one offer dual diagnosis services and wraparound or home-based services.  Five of the programs participate in the Alaska Youth Initiative, five offer medication management, and five offer skill development services.  None offer either a crisis nursery or vocational skill development.  Family support is part of the array of services for four agencies, as are educational services, and foster care (including therapeutic foster care).  


Southeastern Alaska.  Of the 11 participating programs in Southeast Alaska, all offer a variety of mental health services, and two offer some substance abuse treatment.  Only two programs conduct psychiatric diagnosis, and only one program makes substance use diagnoses.  Three programs each participate in AYI, or provide case management or family support.  Medication management is available from four programs.  No program offers a crisis nursery.


Southcentral Alaska.  All 12 of the participating programs in this region offer a variety of mental health services and six programs offer some substance abuse treatment services.  Mental health diagnosis is available from two programs, substance use diagnosis from none.  Most programs serve clients with comorbid mental health and substance abuse concerns.  As many as five programs participate in AYI; six offer case management, and six offer medication management.  None offer vocational services or crisis nurseries.  


Northern Alaska.  All 10 participating programs in this region offer mental health services and three offer some limited substance abuse services.  Mental health diagnosis is available at three programs, but no program offers specialized substance use diagnosis.  Most serve consumers with comorbid mental health and substance abuse issues.  Three programs participate in AYI; four provide case management and five provide MD management.  None of these programs offer family support services, vocational services, or a crisis nursery.  

Table One B:  

Array of Services - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Types of Services Provided 
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Mental Health Services 

	 
	Assessment 
	4 of 8
	6 of 11
	11 of 12
	6 of 10

	 
	Diagnosis
	3 of 8 
	2 of 11
	2 of12
	3 of 10

	 
	Crisis Intervention
	3 of 8 
	3 of 11
	3 of 12
	8 of 10

	 
	Short-term residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Long-term residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Locked residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Wraparound
	7 of 8
	5 of 11
	5 of 12
	4 of 10

	 
	Individual therapy 
	4 of 8
	6 of 11
	all
	9 of 10

	 
	Family therapy
	4 of 8
	5 of 11
	5 of 12
	5 of 10

	 
	Group therapy 
	4 of 8
	4 of 11
	4 of 12
	4 of 10

	 
	Day treatment 
	1 of 8
	2 of 11
	none
	none

	 
	Psychological testing
	2 of 8
	1 of 11
	3 of 12
	2 of 10

	Substance Abuse Services

	 
	Assessment 
	2 of 8
	3 of 11
	6 of 12
	4 of 10

	 
	Diagnosis
	1 of 8
	1 of 11
	none
	none

	 
	Detoxification
	none
	none
	none
	none

	 
	Short-term residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Long-term residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Locked residential
	not applicable
	not applicable
	not applicable
	not applicable

	 
	Wraparound
	none
	2 of 11
	1 of 12
	none

	 
	Dual Diagnosis 
	7 of 8
	9 of 11
	10 of 12
	9 of 10

	Other Services

	 
	Alaska Youth Initiative
	5 of 8
	3 of 11
	5 of 12
	3 of 10

	 
	Case management 
	5 of 8
	3 of 11
	6 of 12
	4 of 10

	 
	Family support
	3 of 8 
	3 of 11
	3 of 12
	none

	 
	Crisis nursery
	none
	none
	none
	none

	 
	Medication management 
	5 of 8
	4of 11
	6 of 12
	5 of 10

	 
	Educational
	4 of 8
	2 of 11
	3 of 12
	3 of 10

	 
	Vocational
	none
	1 of 11
	none
	none

	 
	Skill development 
	5 of 8
	4 of 11
	6 of 12
	4 of 10

	 
	Therapeutic foster care
	4 of 8
	2 of 11
	1 of 12
	3 of 10


Alaska Programs’ Clienteles


Program clienteles were explored in terms of age ranges, gender, primary diagnoses, custody status, and criminal justice involvement.  Questions were also asked about whether programs sometimes admit or serve individuals outside their intended clientele and the reasons for such exceptions.  Summarized findings are shown in Table Two.

DFYS Level One (Day Treatment) and Other Programs 

No programs in this category serve children ages birth to eleven, although one program indicated making an occasional exception, based on client characteristics.  All but one of the programs serve children ages 12 to 14; all serve older adolescents.  No program serves individuals older than age 19.  Two of the programs serve both boys and girls; three serve gender-specific clienteles, namely, two for boys and one for girls.

None of the programs indicated that they serve all mental health diagnoses and three programs mentioned specific exclusionary criteria beyond their clientele definition.  The most common exclusionary criteria included danger to self or other, active psychosis, low intelligence quotient, and sex offender status.  Primary diagnostic served included conduct disorder, affective disorder (both unipolar and bipolar), anxiety disorder, and attention deficit disorder.   None of these programs serves children with active psychosis.  All serve children who are in parental custody and all but one serve children in DFYS custody.  One program is specifically for adjudicated youth; the other four programs serve both adjudicated and non-adjudicated youth.  

All but one of the programs admit children who fall outside of their intended clientele, most commonly due the lack of alternative placements for the child, but at times also to give the child a second chance in a lower level treatment facility.  These children make up from 10% to 75% of a given program’s population.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of these 12 programs, three indicated serving children ages birth to 5 and three served ages 6 to 11.  Most (10 of 12) serve 12 to 14-year olds and all served older adolescents; two serve young people up to age 20, but no older.  Two programs are gender-specific, one serving only girls and one serving only boys; the remaining 10 programs serve both genders.  Three of these shelter-type programs do not diagnose, and take all children who present.  Five take the full range of mental health diagnoses and six have specific exclusionary criteria.  The most common reasons children are refused services include danger to self or others, acute psychosis, fire-setting, violence, and sex offender status.  The most commonly mentioned primary diagnoses were anxiety disorder, conduct disorder, and unipolar affective disorder, as well as substance use disorders.  One of these programs specializes in services for sex offenders and five provide services tailored for children with abuse histories.  

Of these 12 programs, four limit their clientele to children in DFYS custody; eight accept children in DFYS custody and four accept children in parental custody; four did not provide these data.  Seven of the 12 programs provide services to both adjudicated and non-adjudicated children; one serves adjudicated adolescents only.  Four programs reported taking admissions outside of their intended clientele; for three of these programs this question did not apply as they indicated taking all children.  Some of these programs indicated accepting children with symptomatology appropriate for Level III or IV treatment.  Common reasons for admitting outside of the intended clientele were lack of services elsewhere in the community; one program indicated making exceptions for children who have a sibling who is already receiving services by that program.

Table Two A:  

Intended Clientele Served - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Type of Clientele
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Age

	 
	0 to 5
	none
	3 of 12
	none
	none
	none
	none

	 
	6 to 11
	none (one makes exc.)
	3 of 12
	none
	none
	3 of 6
	none

	 
	12 to 14
	4 of 5
	10 of 12
	8 of 11
	all
	3 of 6
	all

	 
	15 to 19
	all
	all (to 18)
	all
	all
	5 of 6
	all

	 
	20 to 22
	none (one makes exc.)
	none (2 up to 20)
	none
	none
	none
	none

	Gender

	 
	Male Only
	2
	1
	2
	1
	0
	1

	 
	Female Only
	1
	1
	1
	0
	1
	1

	 
	Male and female
	2
	10
	8
	2
	5
	1

	Catchment Area

	 
	No
	2 of 5
	2 of 12 (1 DK)
	5 of 11 (1 DK)
	0 of 3
	1 of 6
	2 of 3

	 
	Yes
	3 of 5
	9 of 12
	5 of 11  
	all
	5 of 6
	1 of 3

	 
	      If yes, statewide?
	1 of 3
	2 of 9
	2 of 5
	3 of 3
	3 of 5
	0 of 1

	 
	      If yes, make exceptions?
	0 of 3
	5 of 9
	2 of 5
	0 of 3
	0 of 5
	0 of 1

	Main Diagnoses Served 

	 
	All mental health 
	none
	5 (+ 3 do not diagnose)
	1 of 11
	none
	1 of 6
	none

	 
	Special diagnostic exclusions
	3 of 5
	6 of 12
	4 of 11
	2 of 3
	3 of 6
	none

	 
	Conduct/oppositional defiant disorder 
	3 of 5
	4 of 12
	6 of 11
	2 of 3
	3 of 6
	1 of 3

	 
	Unipolar affective disorder 
	3 of 5
	4 of 12
	4 of 11
	2 of 3
	5 of 6
	none

	 
	Bipolar affective disorder 
	3 of 5
	2 of 12
	1 of 11
	1 of 3
	5 of 6
	none

	 
	Psychotic disorder
	none
	none   
	1 of 11
	none
	3 of 6
	none

	 
	Anxiety disorder (PTSD)
	3 of 5
	6 of 12
	6 of 11
	2 of 3
	all
	none

	 
	Eating disorder 
	1 of 5
	2 of 12
	none
	none
	1 of 6
	none

	 
	Learning disorder 
	1 of 5
	3 of 12
	2 of 11
	none
	2 of 6
	none

	 
	ADHD
	3 of 5
	3 of 12
	1 of 11
	none
	4 of 6
	none

	 
	Substance use disorder 
	4 of 5
	5 of 12
	3 of 11
	1 of 3
	1 of 6
	all

	Custody Status

	 
	In state custody
	none
	4 of 12
	4 of 11
	none
	none
	none

	
	In parental custody
	1 of 5
	none
	none
	none
	none
	none

	 
	In state or parental custody
	all
	8 of 12 (4 DK)
	8 of 11 (3 DK)
	all
	all
	all

	Juvenile Justice Status

	
	Adjudicated only
	1 of 5
	1 of 12
	2 of 11
	1 of 3
	1 of 6
	none

	
	Non-adjudicated only
	none
	none
	none
	none
	1 of 6
	none

	
	Adjudicated and non-adjudicated
	4 of 5
	7 of 12 (4 DK)
	7 of 11 (2 DK)
	2 of 3
	5 of 6
	1 of 3 (2 DK)

	Service to Non-Intended Clientele

	
	Yes, admittedly
	4 of 5
	4 of 12 (3 N/A, 1 DK)
	1 of 11 (2 DK)
	none
	none
	none

	
	Yes, out of need
	all
	6 of 12
	7 of 11
	all
	2 of 6
	all


Note:
DK = Don’t Know

DFYS Level Three (Residential Treatment Centers)

None of these programs serve children ages birth to 11; eight of 11 provide services to ages 12 to 14; all serve older adolescents, but not older than 19.  Eight programs serve both boys and girls; three programs are gender specific, two for boys and one for girls.  Only one program serves all mental health diagnoses; four programs have specific exclusions, including exclusions for children with primary substance use disorder, developmental disability, fire-setting history, sex offender status, and violence.  

Of these 11 programs, four limit their clientele to children in DFYS custody; eight accept children in DFYS custody and four accept children in parental custody; three did not provide these data.  Seven of the 11 programs provide services to both adjudicated and non-adjudicated children; two serve adjudicated youth only.  Only one program reported taking admissions outside of their intended clientele to give children a second chance before higher level treatment; for one of these programs, this question did not apply as they indicated taking all children.

DFYS Level Four (Residential Diagnostic Treatment Centers)

None of these six programs serves children ages birth to 11; all serve ages 12 to 18 or 19; none serve older youth.  One program was gender specific, serving only boys; the other two programs were non-gender specific.  None of these programs accept all mental health diagnostic; two of three have exclusionary criteria, including danger to self or other, sexual acting out, sex offender status, and intoxication.  One program specifically specializes in sex offender treatment; for the other two programs primary diagnoses include conduct disorder, unipolar and bipolar affective disorders, and anxiety disorders (particularly PTSD).  All three programs accept children in parental or state custody and one accepts only adjudicated children.  None serves children outside the intended clientele.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care 

None of these six programs serves children age birth to 5; three programs serves ages 6 to 11; three serve ages 12 to 14, and five serve older adolescents.  One of Level V programs is specifically for younger children.  One of the programs is gender-specific providing services to girls only; the other five serve both genders.  One program serves the full spectrum of mental health diagnoses; three programs have specific exclusions, including no services for children with low intelligence quotient (below 70), histories of violence, sex offender status, and fire-setting.  All agencies accept children in parental or state custody and five accept both adjudicated and non-adjudicated children; one agency is for non-adjudicated children only.  None of these agencies accept children outside of their intended client.  

Substance Abuse Treatment Programs

None of these three programs serve children ages birth to 11; all serve older adolescents, though none serve youth over age 18.  Two programs are gender specific, one serving only girls and one serving only boys; the third program serves both genders.  All three agencies indicate that they have no mental health diagnoses other than substance use disorder.  However, all three indicated that most of their clients have mental health symptoms, and two revealed that these mental health concerns are not treated by the agency.  One agency indicated that some of their clients have conduct disorders or antisocial personality disorders, without indicating whether the program specifically treats these problems.  

All three programs serve children in state and parental custody; one program indicated serving only non-adjudicated children (no information about this was obtained fro the other two programs).  None of these programs serve youth outside of their intended clientele.

Table Two B:  

Intended Clientele Served - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Type of Clientele
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Age

	 
	0 to 5
	1 of 8
	9 of 11
	6 of 12
	7 of 10

	 
	6 to 11
	5 of 8
	10 of 11
	10 of 12
	all

	 
	12 to 14
	5 of 8
	all
	10 of 12
	all

	 
	15 to 19
	6 of 8
	all
	all
	all

	 
	20 to 22
	2 of 8
	9 of 11
	10 of 12
	9 of 10

	Gender 

	 
	Male Only
	none
	none
	none
	none

	 
	Female Only
	none
	none
	none
	none

	 
	Male and female
	all
	all
	all
	all

	Catchment Area 

	 
	No
	1 of 8
	0 of 11
	0 of 12 (1 DK)
	0 of 10

	 
	Yes
	7 of 8
	all
	11 of 12
	all

	 
	      If yes, statewide?
	0 of 7
	1 of 11
	0 of 11
	0 of 10

	 
	      If yes, make exceptions?
	6 of 7
	4 of 11
	6 of 11
	5 of 10

	Main Diagnoses Served 

	 
	All mental health 
	1 of 8
	3 of 11
	3 of 12
	7 of 10

	 
	Special diagnostic exclusions
	2 of 8
	none
	1 of 12
	2 of 10

	 
	Conduct/oppositional defiant disorder 
	6 of 8
	4 of 11
	7 of 12
	7 of 10

	 
	Unipolar affective disorder 
	7 of 8
	6 of 11
	7 of 12
	8 of 10

	 
	Bipolar affective disorder 
	3 of 8
	2 of 11
	1 of 12
	2 of 10

	 
	Psychotic disorder
	2 of 8 
	none
	none
	none

	 
	Anxiety disorder (PTSD)
	6 of 8
	6 of 11
	5 of 12
	6 of 10

	 
	Eating disorder 
	1 of 8
	none
	none
	1 of 10

	 
	Learning disorder 
	1 of 8
	none
	1 of 12
	2 of 10

	 
	ADHD
	3 of 8
	3 of 11
	6 of 12
	6 of 10

	 
	Substance use disorder 
	1 of 8
	2 of 11
	3 of 12
	2 of 10

	Custody Status 

	 
	In state custody
	7 of 8
	all
	all
	all

	
	In parental custody
	all
	all
	all
	all

	Juvenile Justice Status 

	
	Adjudicated only
	none
	none
	none
	none

	
	Non-adjudicated only
	none
	none
	none
	none

	
	Adjudicated and non-adjudicated
	all
	all
	all
	all

	Service to Non-Intended Clientele 

	
	Yes, admittedly
	1 of 8
	1 of 11
	5 of 12
	none

	
	Yes, out of need
	1 of 8
	2 of 11
	4 of 12
	6 of 10


Community-Based Mental Health Programs

All 41 community-based programs serve children regardless of gender, custody status, and adjudication history.  However, none of these programs collects specific data about what percentage of their clientele is in DFYS custody or has DJJ involvement.  In all likelihood, this is in part due to the fact that these issues are not viewed as either inclusion or exclusion criteria.  These programs do differ with regard to clientele served (though again, no agency is gender-specific).  Regional differences in age and diagnoses served are outlined below and in the Table.


Anchorage.  The eight programs in this region vary widely in terms of target age and primary diagnoses served.  Only one agency serves very young children and only two agencies served youth over 18 but under 22.  Most of the agencies serve 11- to 18-year old children and youth.  Primary diagnoses identified were unipolar affective disorder, conduct disorder, and anxiety disorders.  Very few programs identified eating disorder, substance use disorder, or psychotic disorders as primary issues serves.  However, only two programs had specific exclusionary criteria.  These revolved largely around children and youth with history of sexual offense, fire setting, and significant developmental delays.


Southeastern Alaska.  These 11 programs serve almost the entire developmental span of children and youth with only two programs restricting their clientele by age.  These programs have no exclusionary criteria.  The primary diagnoses they identified were unipolar affective disorders, anxiety disorders, and conduct disorder.  None of these programs serve many children and youth with psychotic disorders, eating disorders, or learning disabilities.  


Southcentral Alaska.  These 12 programs have some age restrictions, with only half of the programs serving very young children and only one program serving the entire developmental span for children and youth.  Only one program has exclusionary criteria (including for history of sexual offense, fire-setting, low intelligence quotient, and fetal alcohol exposure).  The primary diagnoses served are unipolar affective disorders, conduct disorders, attention deficit, and anxiety disorders.  The least common diagnoses served are eating disorders, psychotic disorders, and bipolar disorders.


Northern Alaska.  Almost all of these 10 programs span ages 6 to 22, and seven programs children and youth from birth to age 5.  As many as seven of these ten programs indicate accepting children and youth with all mental health concerns, and only two programs offered specific exclusionary criteria.  Exclusions related to histories of violence, sexual offense, fire setting, and fetal alcohol exposure.  Primary diagnoses served are conduct disorders, unipolar affective disorders, and anxiety disorders.  Least commonly served diagnoses are psychoses, eating disorders, and bipolar disorder.

Alaska Programs’ Services to Children and Youth with Coexisting Disorders


Services for children and youth with coexisting disorders was explored in terms of coexisting mental health and substance use disorders, coexisting mental health disorders and developmental disabilities, and coexisting mental health disorders and fetal alcohol-related disorders.  Agencies provided population estimates, as well as information about service adequacy and program needs.  Summarized findings are shown in Table Three.  It should be noted that in this context coexisting disorders was defined in three primary ways: coexisting of mental health and substance abuse, coexisting of mental health and developmental disability, and coexisting of mental health and fetal alcohol spectrum disorders.  Coexisting disorders also have been referred to in the literature as comorbid conditions, dual diagnosis, and co-occurring disorders.  These labels are often confusing if not defined in terms of the specific coexisting conditions in question.  Most commonly, dual diagnosis refers to the coexistence of mental health and substance abuse OR the coexistence of mental health and developmental disability.  Sometimes, medical comorbidity is also included.  None of these definitions should be substituted for the specific coexisting conditions referenced in this report.

DFYS Level One (Day Treatment) and Other Programs

All five of the programs in this category end up serving children and youth with coexisting mental health and substance use disorders, despite not specializing for such services.  They estimate that 50% to 60% of their clientele presents with both types of concerns and four of the five programs believe their services are adequate for this clientele.  None serve children with coexisting developmental disorder, and only one is aware of serving children with fetal alcohol spectrum disorders.  This agency is unsure of how many children present with fetal alcohol spectrum disorders.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of the 12 programs in this category, one discontinued the interview prematurely and did not answer this question; another does not collect diagnostic data and hence was unable to answer.  Of the remaining 10 programs, all serve children and youth with coexisting substance use disorder.  They estimate 30% to 100% of their clientele is thus diagnosed.  Only three of the 10 programs believe their services are adequate for this clientele and seven programs believe changes are needed to better serve these children.  They requested more funding, larger facilities with more beds, medication management, and better referral options after discharge.  They also indicated that DFYS’s daily rate of reimbursement for children is too low to accommodate the special needs posed by children with multiple diagnoses.

Three of these programs also indicated serving children and youth with coexisting developmental disabilities, but none could estimate the percentage of their clientele these individuals represent.  Only one program believed current services were adequate for these children and youth; two requested changes along the same lines as changes needed for coexisting substance use disorder.  Four of the programs were aware of serving children and youth with fetal alcohol spectrum disorders.  None were sure how many such children and youth they served though some ventured estimates of 25% to 50%.  All ten programs pointed out that coexisting disorders are the rule in their population and estimated that overall 80% to 100% of the children and youth they serve have more than one diagnosis.

DFYS Level Three (Residential Treatment Centers)

Of the 11 programs represented in this category, one is not yet seeing clients and hence is not included in the counts.  All 10 programs serve children and youth with coexisting mental health and substance use disorders and estimate that these children and youth comprise 30% to 100% of their clientele.  Half of the programs believe their services are adequate for these clients; the other half believes that changes are needed.  Specific changes they mentioned included more funding, better trained staff, more staff training specific to substance abuse, and better aftercare options for substance abuse.

Only one of these programs serves children and youth with developmental disabilities, but was not sure how many, and felt their staff was inadequately trained for service delivery to these children.  Only two programs thought they might be providing services to children and youth with fetal alcohol spectrum disorders, but indicated that these were not officially diagnosed, often being mislabeled as learning disabilities or attention deficit.  These programs indicated a desire for more staff training specific to FASD.

DFYS Level Four (Residential Diagnostic Treatment Centers)

Of the three represented Level IV programs, all indicated serving children and youth with coexisting substance use disorders.  They were unable to give percentages, but one estimated that all of the children and youth they serve may be so diagnosed.  Only one of the three programs believe that services at the program were inadequate for these children and requested more staff training to better meet their needs.

Only two of the three programs serve children with coexisting developmental disabilities, and one felt services to these individuals were adequate; they other program felt the need for more staff training.  None of these programs was aware of serving children and youth with fetal alcohol spectrum disorders.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

All but one of these programs serve children and youth with coexisting substance use disorders and percentage of clientele is estimated between 20% and 60%.  Two of the programs perceive their services to these children and youth and adequate; three requested changes.  Specifically, they see a need for more beds within their facility, more inpatient services to refer to at discharge, better aftercare options, more staff training, more tailored services within their program, and long-term substance abuse treatment options.

Only one of these programs serves children and youth with developmental disabilities or fetal alcohol spectrum disorders issues and does so only when no other placements are available for these children.  This program was unable to estimate the percentage of such children and youth and saw a need for more staff training and better referral options in the community.  These programs also noted that medical comorbidity is becoming an issue for them.

Substance Abuse Treatment Programs

All of the three programs represented in this category serve children with coexisting mental health and substance use disorders.  Their estimates of the percentage of their clientele so diagnosed ranges form 25% to 99%.  None of these programs felt their services were adequate to the mental health needs of these children and expressed a need for changes.  They mentioned requests for more staff training, higher pay for staff to recruit individuals with dual diagnosis expertise, better mental health aftercare options, and more transitional services for children and youth with coexisting disorders.

None of these programs provide services for children and youth with developmental disabilities.  One of the three programs guessed that they were providing services to children and youth with fetal alcohol spectrum disorders but could not estimate a percentage.  They expressed that their services were not adequate for such children.  

Table Three A:  

Coexisting Disorders Service Provided and Changes Needed - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Type of Disorders
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Coexisting Substance Abuse

	 
	Yes
	all
	all
	all
	all
	5 of 6
	all (mental health)

	 
	Percent of clientele
	50% to 60% 
	30% to 100%
	50% to 100%
	up to 100% (some DK)
	20% to 60%
	25% to 99%

	 
	Services adequate
	4 of 5
	3 of 10
	5 of 10
	2  of 3
	2 of 5
	none

	 
	Changes needed
	1 of 5
	7 of 10
	5 of 10
	1 of 3
	3 of 5
	all  

	Coexisting Developmental Disability

	 
	Yes
	none
	3 of 10
	1 of 10
	2 of 3
	1 of 6 (if needed)
	none

	
	Percent of clientele
	N/A
	not known
	not known
	not known
	"very low"
	N/A

	 
	Services adequate
	N/A
	1 of 3
	0 of 1
	1 of 2
	0 of 1
	N/A

	 
	Changes needed
	N/A
	2 of 3
	1 of 1  
	1 of 2
	1 of 1 
	N/A

	Coexisting Fetal Alcohol Spectrum Disorders  

	 
	Yes
	1 of 5
	4 of 10
	2 of 10 
	0 of 3
	1 of 6   
	1 of 3 

	 
	Percent of clientele
	not known
	25% to 50%
	not known
	N/A
	not known
	not known

	 
	Services adequate
	0 of 1
	2 of 4
	0 of 2
	N/A
	0 of 1
	0 of 1

	 
	Changes needed
	1 of 1
	3 of 4
	2 of 2  
	N/A
	1 of 1 
	1 of 1

	Mental Health Only

	 
	Yes
	none
	none
	none
	none
	none
	none


Community-Based Mental Health Programs

Across all regions, only one program does not serve a clientele with coexisting disorders.  The most common coexisting disorders in all regions are mental health and substance use disorders.  In all regions, most agencies that serve comorbid children and youth, believe that changes are needed to provide more appropriate services to these individuals.  There was considerable agreement about what would help better meet the needs of these children, and the following suggestions were made almost uniformly across all regions:  more funding flexibility; extended hours (evenings and weekends); better assessment capabilities; especially vis-à-vis substance use assessment; more specially-trained clinicians; more specialized outpatient services; better staff training; more family support; and more specialized resources.  


Anchorage.  Seven of the eight programs in this region indicate that their clientele present with coexisting substance use and mental health disorders, at an average comorbidity rate of 40.7%.  Three of these programs perceive a need for changes to better serve these children and youth.  Half of the programs deal with clienteles with coexisting mental health diagnoses and developmental disabilities at an estimated comorbidity rate of 26.0%; none of the programs has identified fetal alcohol spectrum disorders as coexisting conditions among their clientele.


Southeastern Alaska.  All but two of the 11 programs in this region deal with clients with coexisting substance abuse and mental health concerns, with an estimated comorbidity rate of 42.2%.  Of the nine programs dealing with this clientele, six believe changes are needed to better serve these children and youth.  Six programs in this region serve children and youth with coexisting mental health disorders and developmental disabilities, at an estimated comorbidity rate of 32.2%.  Only one of the eleven programs has identified fetal alcohol spectrum disorders as a common coexisting disorder among the children and youth they serve.


Southcentral Alaska.  All but one of these 12 programs indicated serving children and youth with coexisting mental health and substance use disorders, at an estimated average rate of 36.2%.  Six of these 11 programs believe changes are needed to improve services for this clientele.  Developmental disabilities are identified as coexisting disorders by five programs in this region, with a rate of 38.8%.  Fetal alcohol spectrum disorders were mentioned as common coexisting disorders by three of the 12 programs at a high rate of 37.7%.


Northern Alaska.  All 10 agencies in this region deal with children and youth with coexisting mental health and substance abuse disorders, with an estimated comorbidity rate of 47.1%.  All believe that changes are needed to better serve these individuals.  Four programs serve children with coexisting mental health and developmental disabilities with a high average comorbidity rate of 58.5%.  None of these programs identified fetal alcohol spectrum disorders as a coexisting issue among their children and youth presenting for mental health treatment.

Table Three B:

Coexisting Disorders Service Provided and Changes Needed - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Type of Disorders
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Coexisting Substance Abuse

	 
	Yes
	7 of 8
	9 of 11
	11 of 12
	all

	 
	Percent of clientele
	5% to 95% (40.7%)
	10% to 70% (42.2%)
	2% to 74% (36.2%)
	5% to 85% (47.1%)

	 
	Services adequate
	4 of 7
	3 of 9
	5 of 11
	none

	 
	Changes needed
	3 of 7
	6 of 9
	6 of 11
	all

	Coexisting Developmental Disability

	 
	Yes
	4 of 8
	6 of 11
	5 of 12
	4 of 10

	
	Percent of clientele
	12% to 40% (26.0%)
	12.5% to 33% (32.2%)
	10% to 75% (38.8%)
	50% to 80% (58.3)

	 
	Services adequate
	3 of 4
	2 of 6
	2 of 5
	none

	 
	Changes needed
	1 of 4
	4 of 6 
	3 of 5
	all

	Coexisting Fetal Alcohol Spectrum Disorders 

	 
	Yes
	None
	1 of 11
	3 of 12
	none

	 
	Percent of clientele
	N/A
	20% to 33% (for one)
	3% to 60% (37.7%)
	N/A

	 
	Services adequate
	N/A
	1 of 1
	1 of 3
	N/A

	 
	Changes needed
	N/A
	none
	2 of 3
	N/A

	Mental Health Only
	 
	 
	 
	 

	 
	Yes
	1 of 8
	none
	1 of 12
	none


Alaska Programs’ Capacity and Utilization


Participating programs answered questions about capacity (physical, funded, and staffed) and utilization in the prior fiscal year.  They were asked to indicate changes in both and reasons for changes if known.  Program participants were also asked what percentage of their clientele is made up of children and youth in DFYS custody, recently adjudicated, or previously adjudicated.  Summarized findings are shown in Table Four.

DFYS Level One (Day Treatment) and Other Programs

As one of the programs in this category was only two weeks old at the time of the interview, they were unable to provide data for this series of questions; hence, the information provided here is based on two day treatment and two group home programs.  Capacity in this category ranges from five to 20 physical beds; the same number of beds is funded; a slightly higher number of beds can be staffed than funded in two programs (both have five beds but can staff for six).  Thus, these programs can operate at a capacity without indicating any limitations to that ability.  Two programs report recent changes in capacity, one having increased and one decreased.

Average utilization in this category ranges from 68% to 80%, with an average of 76%.  Recent utilization changes were noted in two categories, one experiencing an increase and the other experience seasonal fluctuations.  All four programs serve DFYS children; three of the four serve adjudicated children and youth.  DFYS children and youth make up an average of 46% of these programs’ clientele; recently adjudicated children and youth make up 48%.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Bed capacity for the 12 participating programs in this category ranges from five to 40 with an average of 10.6 beds.  Four of the programs are funded at levels lower than their physical or staffing capacity would allow (with an average of two beds not being funded).  Four programs in this category report recent increases and one reports recent decrease in capacity.  

Utilization in this category ranges from 50% to 100% with an average of 88%.  Recent utilization changes were noted by seven programs, four indicating increases and three indicating seasonal fluctuations.  All of these programs serve DFYS children and youth, as well as currently or preciously adjudicated children and youth.  Although not all programs were able to provide the percentage these children and youth comprise of their overall population, the average for those who had this number was 68% for DFYS, 35% for currently adjudicated, and 41% for previously adjudicated children and youth.  

 
DFYS Level Three (Residential Treatment Centers)

Of the 11 programs in this category, one is not yet operating and hence is not included in these numbers.  For the 10 eligible participants, bed capacity ranges from five to 16 with an average of 12.5 beds.  Three programs are funded at a lower level than their physical capacity; two are staffed at a lower level; one program can staff at a higher level than capacity (they have eight beds but can staff 10).  Funding, staffing, and space limitations are cited as reasons for not operating at capacity by these programs.  Recent changes in capacity were noted by four programs, three increasing and one decreasing.

Average utilization varied from 50% to 100% across the 10 programs, with an average of 83%.  Most reported recent changes in utilization, with two indicating increases, two indicating decreases, and four experiencing seasonal fluctuations.  All of these programs serve adjudicated and state-custody children and youth.  DFYS children and youth make up an average of 64% of these programs’ clientele; currently adjudicated youth make up 58% and previously adjudicated 56%, though these latter two numbers are estimates as not all programs track these percentages.

DFYS Level Four (Residential Diagnostic Treatment Centers)

The three programs in this category whose representatives participated in the interviews are relatively small with a range of six to nine beds.  All operate at capacity and none note recent capacity changes.  Utilization ranges from 80% to 100%, with an average of 88%.  Utilization increased recently for one program, decreased for another, and stayed stable for the third.  At least two of the programs serve DFYS children and youth and they make up an average of 78% of these programs’ clientele.  At least two programs also serve adjudicated children and youth.  One program is very new and its representative was unable to answer these questions.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Capacity at these six programs ranges from nine to 53 beds, with an average of 21.3.  One program is funded below physical capacity and one above.  One program is staffed significantly below capacity and implicated severe staff shortages in terms of both recruitment and retention.  One program recently increased in capacity and is still expanding; this program indicated that it is funded at a higher capacity than it can physically provide and than seems to be needed at the current time.  One program recently decreased in capacity due to the above-cited staff shortages.

Utilization rates for these programs are exceptionally high, ranging from 75% to 100%, with an average of 92%.  Only one program reports no changes in utilization in recent times.  One program reports an increase, one a decrease, and three seasonal fluctuations.  All of these programs serve children and youth in DFYS custody and either currently or previously adjudicated, though not all programs keep statistics on what percentage of the clientele these children and youth make up.  For those programs who had these data, the average percentage of the programs’ clientele was 15% DFYS, 22% currently adjudicated, and 25% previously adjudicated children and youth.

Substance Abuse Treatment Programs

The three programs who participated in this category ranged in bed capacity from 10 to 15, with an average of 12.0.  All are funded at their physical capacity; one is currently staffed below capacity and cites staff shortage due to inability to recruit and retain qualified individuals.  Two of the three programs recently expanded; one had no change in capacity.  

Utilization of these programs ranged from 75% to 100%, with an average of 85%.  Two programs report increased utilization in recent times; one indicated no change.  One program, respondent had no information about whether the program serves DFYS or adjudicated children and youth; the other two programs serve all.  On average, for those two programs DFYS children and youth account for 30% of their clientele; 63% are currently and 70% previously adjudicated.  

Table Four A:

Capacity and Utilization Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Capacity and Utilization
	(total n=5; real n=4)
	(total n=12)
	(total n=11; 1 not open)
	(total n=3)
	(total n=6)
	(total n=3)

	Capacity

	 
	Average physical capacity
	5 to 20 (9.6)
	5 to 40 (10.6)
	5 to 16 (12.5)
	6 to 9 (7.0)
	9 to 53 (21.3)
	10 to 15 (12.0)

	 
	Average funded capacity
	all at physical capacity
	4 funded below
	3 funded below
	all at physical capacity
	1 funded above, 1 below
	all at physical capacity

	 
	Average staffed capacity
	1 staffed above
	all at physical capacity
	2 staffed below, 1 above
	all at physical capacity
	1 staffed below
	1 staffed below

	Reason for Not Operating at Capacity

	 
	Funding limitation
	N/A
	4 of 12
	1 of 10
	N/A
	0 of 6
	0 of 3

	
	Staffing limitations
	N/A
	0 of 12
	1 of 10
	N/A
	1 of 6
	1 of 3

	 
	Facility limitation
	N/A
	0 of 12
	1 of 10
	N/A
	1 of 6
	0 of 3

	 
	Not enough clients 
	N/A
	0 of 12
	0 of 10
	N/A
	1 of 6
	0 of 3

	Recent Changes in Capacity 

	 
	Increased
	1 of 4
	4 of 12
	3 of 10
	none
	1 of 6
	2 of 3

	 
	Decreased
	1 of 4
	1 of 12
	1 of 10
	none
	1 of 6
	none

	 
	Fluctuates
	none
	none
	none
	none
	none
	none

	 
	No changes
	2 of 4
	5 of 12
	6 of 10
	all  
	4 of 6
	1 of 3

	Utilization

	 
	Average utilization rate
	68% to 80% (76%)
	50% to 100% (88%)
	50% to 100% (83%)
	80% to 100% (88%)
	75% to 100% (92%)
	75% to100% (85%)

	
	% in DFYS custody
	2% to 100% (46%)
	33% to 100% (68%)
	25% to 100% (64%)
	56% to 100% (78%)
	10% to 20% (15%)
	10% to 50% (30%)

	
	% with current criminal justice involvement*
	33% to 100% ($8%)
	5% to 66% (35%)
	25% to 90% (58%)
	? to 100% (not known)
	0% to 57% (22%)
	50% to 75% (63%)

	
	% with past criminal justice involvement*
	5% to 33% (16%)
	0% to 85% (41%)
	10% to 100% (56%)
	? to 100% (not known)
	0% to 50% (25%)
	50% to 90% (70%)

	Recent Changes in Utilization

	
	Increased
	1 of 4
	4 of 12
	2 of 10
	1 of 3
	1 of 6
	2 of 3

	
	Decreased
	none
	none
	2 of 10
	1 of 3
	1 of 6
	none

	
	Fluctuates
	1 of 4
	3 of 12
	4 of 10
	none
	3 of 6
	none

	
	No changes
	2 of 4
	5 of 12
	2 of 10
	1 of 3
	1 of 6
	1 of 3


*estimates with much missing data

Community-Based Mental Health Programs

Capacity for the community-based agencies was defined as the number of individuals a program can serve at any given point in time.  For community agencies, physical and funded capacity did not appear to be meaningful distinctions as no program indicated different numbers in this regard.  Thus, a single number is presented in the table for both physical and funded capacity.  

A common theme that emerged across all regions was that of staff shortages contributing to fluctuating capacity and utilization.  Although funding limitations were also mentioned, these were not emphasized as strongly as limits to recruiting and retaining staff and often were mentioned in the same vein, with inadequate pay being linked to high staff turnover and recruitment difficulties.

It must be noted again, that community-based agencies do not typically track DFYS custody status or DJJ involvement.  Thus, rates shown in the tables are averaged estimates and reflect much missing data.  These numbers must be used with caution.

Table Four B:  

Capacity and Utilization Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Capacity and Utilization
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Capacity

	 
	Average physical capacity
	21 to 300 (108)
	25 to 225 (78.8)
	20 to 450 (174.3)
	10 to 800 (158.5)

	 
	Average funded capacity
	all as physical capacity
	all as physical capacity
	all as physical capacity
	all as physical capacity

	 
	Average staffed capacity
	all as physical capacity
	2 staffed above, 2 below
	4 staffed above, 1 below
	1 staffed below

	Reason for Not Operating at Capacity 

	 
	Funding limitation
	2 of 8
	3 of 11
	4 of 12
	3 of 10

	
	Staffing limitations
	3 of 8
	2 of 11
	6 of 12
	5 of 10

	 
	Facility limitation
	1 of 8
	1 of 11
	1 of 12
	0  of 10

	 
	Not enough clients 
	none
	none
	1 of 12
	none

	Recent Changes in Capacity 

	 
	Increased
	2 of 8
	7 of 11
	8 of 12
	6 of 10

	 
	Decreased
	1 of 8
	1 of 11
	1 of 12
	2 of 10

	 
	Fluctuates
	0 of 8
	1 of 11
	1 of 12
	0 of 10

	 
	No changes
	5 of 8
	2 of 11
	2 of 12
	2 of 10

	Utilization

	 
	Average utilization rate
	50% to 100+% (96.3%)
	50% to 100% (87.5%)
	60% to 100% (84.7%)
	75% to 90% (80.2%)

	
	% in DFYS custody
	30% to 100% (61.2%)
	1% to 75% (18.3%)
	4% to 40% (7.8%)
	5% to 100% (46.4%)

	
	% with current criminal justice involvement*
	5% to 100% (45.3%)
	1% to 50% (15.9%)
	2% to 70% (22.8%)
	2% to 25% (13.0%)

	
	% with past criminal justice involvement*
	15% to 95% (44.3%)
	2% to 70% (18.0%)
	1% to 35% (13.0%)
	15% to 43% (25.0%)

	Recent Changes in Utilization

	
	Increased
	3 of 8
	5 of 11
	8 of 12
	4 of 10

	
	Decreased
	none
	none
	1 of 12
	2 of 10

	
	Fluctuates
	1 of 8
	3 of 11
	1 of 12
	1 of 10

	
	No changes
	4 of 8
	3 of 11
	2 of 12
	2 of 10


*estimates with much missing data


Anchorage.  For the eight participating Anchorage programs, capacity varied widely from one client served at a time to 300 clients served at a time, with an average of 108 children and youth.  Recent capacity increases were reported by two programs; decrease was noted by one.  Utilization rates ranged from 50% to 100+% with an exceptionally high average of 96.3%.  Recent increases in utilization were noted by three programs, seasonal fluctuations by one, and decreases by none.


Southeastern Alaska.  Capacity among the 11 programs represented varied widely from 25 clients served at a time to 225 clients served at a time, with an average of 78.8 children and youth receiving services at any given point in time.  Recent capacity increases were reported by seven programs; decrease was noted by one; fluctuations due to staffing patterns were noted by one.  Utilization rates ranged from 50% to 100% with an average of 87.5%.  Recent increases in utilization were noted by five programs, seasonal fluctuations by three, and decreases by none.


Southcentral Alaska.  Capacity varied widely for the 12 programs in this region from 20 clients served at a time to 450 clients served at a time, with an average of 174.3 children and youth signed up for services at any moment in time.  Recent capacity increases were reported by eight programs; decrease was noted by one.  Utilization rates ranged from 60% to 100% with an average of 84.7%.  Recent increases in utilization were noted by eight programs, seasonal fluctuations by one, and decreases by one.


Northern Alaska.  Among these 10 programs, capacity varied widely from 10 clients served at a time to 800 clients served at a time, with an average of 158.5 children and youth being served at a given point in time.  Recent capacity increases were reported by six programs; decreases were noted by two.  Utilization rates ranged from 75% to 90% with an average of 80.2%.  Recent increases in utilization were noted by four programs, seasonal fluctuations by one, and decreases by two.

Alaska Programs’ Staffing Patterns and Concerns


Staffing issues were explored through questions about full-time and part-time staff, as well as contract workers.  Details were solicited about types of staff employed and their weekly hours.   This information appears to have been difficult for respondents to provide and is of limited utility.  Summarized findings are shown in Table Five.  

DFYS Level One (Day Treatment) and Other Programs

All programs in this category have full-time and most have some part-time staff; none have contract workers.  These programs have no psychiatrists and no nursing staff.  Most have clinicians and case managers, as well as other staff (e.g., administrative).  

DFYS Level Two (Emergency Stabilization and Assessment Centers)

One respondent in this category discontinued the interview before these questions were reached. Information is based on 11 participants.  All programs in this category have several full-time staff; very few have additional part-time or contract staff.  None employ psychiatrists, though five contract with one.  Eight of the 11 represented programs employ clinicians and case managers; all have direct care staff; one agency has a nurse and five agencies report other staff.

DFYS Level Three (Residential Treatment Centers)

Of the 11 represented agencies all employ full-time staff, eight employ part-time staff, and seven have contract workers.  None of these programs employ psychiatrists (though one contracts with one) or nursing staff.  All programs employ clinicians, direct care staff, and case managers.  Other types of staff are mentioned by six programs only.

Table Five A:  

Staffing Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Staffing
	(total n=5)
	(total n=12, real n=11)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Staffing Levels

	 
	Number of full-time staff 
	2 to 9 (4.6)
	3 to 20 (9,0)
	3 to 52 (16.1)
	6 to 23 (12.7)
	11 to 169 (72.9)
	15 to 22 (18.0)

	 
	Number of part-time staff
	2 in 2 of 5
	2 to 3 in 2 of 11
	1 to 5 in 8 of 11
	2 in 2 of 3
	2 to 30 in 3 of 6
	0 in all

	 
	Number of contractors
	0 in all
	1 to 5 in 5 of 11
	1 to 3 in 7 of 11
	1 in all
	0 in all
	3 in 1 of 3

	Specialty Staffing 

	 
	Psychiatrists
	none
	none
	none
	none
	1 to 2 in 4 of 6
	1 in 1 of 3

	
	Any additional on contract
	none
	1 in 5 of 11
	1 in 1 of 11
	1 in all
	1 in 3 of 6
	1 in 1 of 3

	 
	Number of programs with none
	all
	6 of 11
	10 of 11
	none
	none
	1 of 3

	 
	Clinicians/counselors
	1 to 3 in 3 of 5
	1 to 5 in 8 of 11
	1 to 6 in all 
	1 to 3 in all
	5 to 10 in all
	1 to 4 in all

	 
	Any additional on contract
	0 in all
	1 to 3 in 4 of 11
	1 in 3 of 11
	0 in all
	1 to 2 in 1 of 6
	1 in 1 of 3

	 
	Care coordinators/case managers
	2 to 3 in 2 of 5
	1 to 10 in 8 of 11
	1 to 3 in 8 of 11
	2 in all
	1 in 5 of 6
	6 in 1 of 3

	 
	Any additional on contract
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all

	 
	Other direct care staff
	1 in 1 of 5
	1 to 12 in all
	1 to 31 in all
	6 to 12 in all
	4 to 150 in all
	7 to 12 in all

	 
	Any additional on contract
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all

	
	Nursing staff
	0 in all
	1 in 1 of 11
	1 in 3 of 11
	0 in all
	1 to 12 in 3 of 6
	0 in all

	
	Any additional on contract
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all

	
	Other Staff
	1 to 8 in all
	1 to 10 in 5 of 11
	1 to 5 in 6 of 11
	4 in 1 of 3
	1 to 6 in 3 of 6
	10 in 1 of 3

	
	Any additional on contract
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all
	0 in all


DFYS Level Four (Residential Diagnostic Treatment Centers)

The three programs represented in this category all employ full-time and contract staff; two also have part-time staff.  None of these programs employ nursing staff or psychiatrists, but all contract with a psychiatrist.  All employ clinicians, case managers, and direct care staff.  Only one program mentioned having other staff. 

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Although all programs in this category have full-time staff, the three psychiatric acute care units could not report actual numbers as they share staff with the larger hospital.  None of these programs indicated having contract workers and only three mentioned part-time staff.  All acute care units and one Level V program employ a psychiatrist; three programs have a psychiatrist in contract.  All programs employ clinicians and direct care staff; all but one employ case managers.  Half of the programs employ nurses and half employ other staff.

Substance Abuse Treatment Programs

All substance abuse treatment programs employ full-time staff; none has part-time staff; one has a contract worker.  One program employs a psychiatrist and another program has a contract psychiatrist.  All three represented programs have clinicians or counselors and direct care staff. Only one agency has a case manager.  None report employing nursing staff.  

Community-Based Mental Health Programs

Community-based agencies appear to rely on more part-time and contract staff than residential agencies.  They also appear to have more staffing fluctuations that make estimating staff numbers very difficult for them.  

Table Five B:  

Staffing Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Staffing
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Staffing Levels

	 
	Number of full-time staff 
	4 to 55+ (19+)
	3 to 105 (23.9)
	2 to 135 (23.4)
	1 to 70 (14.2)

	 
	Number of part-time staff
	1 to 40 in all 
	2 to 25 in 8 of 11
	1 to 20 in 10 of 12
	1 to 40 in all 

	 
	Number of contractors
	1 to 15 in all
	1 to 5 in 8 of 11
	2 to 20 in 7 of 12
	1 to 2 in 6 of 10

	Specialty Staffing

	 
	Psychiatrists
	1 in 4 of 8
	2 in 1 of 11
	1 in 7 of 12
	1 to 3 in 2 of 10

	
	Any additional on contract
	1 in 4 of 8
	1 to 2 in 8 of 11
	1 in 5 of 12
	1 to 3 in 6 of 10

	 
	Number of programs with none
	4 of 8
	1 of 11
	none
	3 of 10

	 
	Clinicians/counselors
	1 to 8 in all
	1 to 20 in all
	2 to 7 in all
	1 to 8 in 8 of 10

	 
	Any additional on contract
	1 to 6 in 2 of 8
	1 to 3 in 4 of 11
	1 in 3 of 12
	1 in 1 of 10

	 
	Care coordinators/case managers
	1.5 to 25 in 4 of 8
	1 to 9 in 10 of 11
	1 to 8 in 8 of 12
	1 to 4 in 4 of 10

	 
	Any additional on contract
	none
	none
	1 in 1 of 12
	none

	 
	Other direct care staff
	2 to 80 in 7 of 8
	1 to 100 in 10 of 11
	2 to 24 in 8 of 12
	1 to 20 in 7 of 10

	 
	Any additional on contract
	none
	none
	1 in 1 of 12
	none

	
	Nursing staff
	1 in 1 of 8
	none
	1 in 1 of 12
	none

	
	Any additional on contract
	none
	none
	1 in 1 of 12
	none

	
	Other Staff
	1 to 20 in 4 of 8
	1 to 2 in 4 of 11
	1 to 18 in 8 of 12
	1 to 8 in 2 of 10

	
	Any additional on contract
	none
	none
	none
	none



Anchorage.  All of these programs employ, full-time, part-time, and contract staff.  Half of the programs have a psychiatrist on regular staff; the other half contract with a psychiatrist.  Only one program has nursing staff.  All employ clinicians or counselors and most have other direct care staff.


Southeastern Alaska.  All programs in this region have full-time staff and eight of the 11 programs have both part-time and contract staff.  One program employs a psychiatrist and eight programs have a psychiatrist on contract.  All programs employ clinicians or counselors and all but one of the programs employ case coordinators.  None have nursing staff.  


Southcentral Alaska.  All of these programs employ full-time staff; 10 programs also have part-time staff and seven programs also have contract workers.  Seven programs have a psychiatrist on staff and the rest contract with one.  Nursing staff is available in one program.  All 12 programs have clinicians or counselors on staff and eight also employ case coordinators and other direct care staff.  


Northern Alaska.  All of these programs have both full-time and part-time staff; more than half also hire contract workers.  Three programs function without a psychiatrist, either on staff or on contract; two programs have a psychiatrist on staff, and five have one on contract (one program has both staff and contract psychiatrists).  None of the programs reports employing nursing staff; most employ clinicians or counselors.  Fewer than half employ case coordinators.  

Alaska Programs’ Budgets and Funding Sources


Budget information was collected by asking participants to provide their most recent annual budget, a request that was not met by most programs.  Overall budget totals were also inquired about, as well as funding sources and the respective percentage they comprise of the total budget.  Details are shown Table Six.  No attempt was made to break down budget information by category (e.g., personnel, travel, contractual) as there was too much missing data.

DFYS Level One (Day Treatment) and Other Programs

Annual budgets for programs in this category ranged from $100,000 to approximately $970,000, with an average of about $371,000.  Primary funding source is the State of Alaska (DFYS, DJJ, and ADA were mentioned), which accounts for 56% of the averaged budgets and provides funding for four of the five agencies.  Only one program bills Medicaid (for 94% of its budget) and one bills insurance (for about 5% of its budget).  Donations are important funding sources for two of the programs, averaging 25% of their budgets).  Local funding contributes about 5% to the budgets of just two programs.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Two of the 12 participating programs did not provide budget information; thus, all information in this category is based on 10 respondents.  Annual budgets for programs in this category ranged from $129,240 to approximately $1,082,633, with an average of about $438,000.  Primary funding source is the State of Alaska (DFYS and DJJ were mentioned), which funds all ten programs at an average of 60.8% of a given program’s budget.  Federal funding contributes to six programs, accounting for about 31% of their budgets.  Four programs receive Medicaid funds, for an average of 33.4% of their budget.  Only one program bills private insurance and income from this source makes up only 2% of the budget.

DFYS Level Three (Residential Treatment Centers)

Annual budgets for programs in this category ranged from $353,868 to approximately $2.9 million, with an average of about $1,048,000.  Primary funding source is the State of Alaska (DFYS, DJJ, and ADA were mentioned), which funds 10 of the 11 participating programs, at an average of 72.4% of a given program’s budget.  Another important funding source is Medicaid, which contributes about 15.6% to the budgets of five programs.  Federal funding is received by only two programs, but accounts for an average of 65% of their budgets.  Private insurance is billed by only one program, and make sup less than 3% of its budget.  Donations are collected by two programs for about 3.5% of their budgets. 

Table Six A:  

Budget Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Budget
	(total n=5)
	(total n=12, real n=10)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Funding Sources

	 
	No state funding
	1 of 5
	0 of 10
	1 of 11
	0 of 3
	4 of 6
	1 of 3

	 
	State funding as % of total
	25% to 95% (56.3%)
	8% to 100% (60.8%)
	50% to 100% (72.5%)
	50% to 96% (67.7%)
	8% for 1; 1 DK
	10% to 20% (15%)

	 
	No federal funding
	4 of 5
	4 of 10
	9 of 11
	1 of 3
	5 of 6
	all

	 
	Federal funding as % of total
	10% for 1
	2% to 80% (31.0%)
	30% to 100% (65.0%)
	1% to 6% (3%)
	not known
	N/A

	
	No local funding
	3 of 5
	7 of 10
	all
	2 of 3
	5 of 6
	3 of 3

	 
	Local funding as % of total 
	5% for 2
	1% to 10% (5%)
	N/A
	7% for 1
	5% for 1
	N/A

	 
	No tribal funding
	all
	8 of 10
	10 of 11
	all
	all
	1 of 3

	 
	Tribal funding as % of total
	N/A
	12% to 20% (16%)
	5% for 1
	N/A
	N/A
	80% to 100% (90%)

	 
	Do not bill Medicaid
	4 of 5
	6 of 10
	6 of 11
	1 of 3
	none
	all

	 
	Medicaid as % of total
	94% for 1
	10% to 50% (33.4%)
	5% to 50% (15.6%)
	30% to 50% (40%)
	40% to 90% (77.5%)
	N/A

	 
	Do not bill insurance
	4 of 5
	all
	all
	all
	none
	all

	 
	Insurance as % of total
	5% for 1
	N/A
	N/A
	N/A
	1% to 60% (18.2%)
	N/A

	
	No private pay
	3 of 5
	9 of 10
	10 of 11
	all
	all
	all

	
	Private pay as % of total
	2.5% for 2
	2% for 1
	3% for 1
	N/A
	N/A
	N/A

	
	No other funding source
	2 of 5
	9 of 10
	9 of 11
	2 of 3
	all
	all

	
	Other source as % of total
	35% for 3
	18% for 1
	2% to 5% (3.5%)
	3% for 1
	N/A
	N/A

	Budget Information

	
	Range of Annual Budget
	$100K - $963,358
	$129,240 - $1,082,633
	$353,868 - $2.9M
	$496,400 - $997K
	$950K - $6.5M
	$1,716,478 

	
	Average Annual Budget
	$371K
	$437,736 
	$1,048,465 
	$668,666 
	insufficient data
	insufficient data

	
	No information 
	none
	1 of 10
	2 of 11
	none
	4 of 6
	2 of 3


DFYS Level Four (Residential Diagnostic Treatment Centers)

Annual budgets for programs in this category ranged from $496,400 to approximately $997,000, with an average of about $669,000.  Primary funding source is the State of Alaska (DFYS was mentioned), which funds all three programs at an average of 67.7% of a given program’s budget.  The second most frequent funding source is the federal government, which funds two programs, but at a very low level of 3.5% of their budget.  Two programs bill Medicaid, and income form source makes up about 40% of their budget.  None bill private insurance and one received donations to make up about 3% of its budget.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Several respondents in this category were unable to provide exact budget figures, indicating that due to being housed in a larger hospital they did not have this information broken out by unit.  For those programs that could provide the information, annual budgets for programs in this category ranged from $950,000 to approximately $6.5 million (due to missing information, no meaningful average is available).  Primary funding source is Medicaid, which is billed by all of these programs and accounts for an average of 84.2% of a given program’s budget.  All of these programs bill insurance and income form this source makes up an average of 18% of their budgets.  Two programs receive funding from the State of Alaska; for one program this funding source accounts for 8% of the budget; the other program did not have this information.  

Substance Abuse Treatment Programs

Of these programs, only one respondent had actual budget figures.  The other two programs could provide percentages of funding sources, but had no overall budget numbers.  The annual budget for the responding program was $1,716,478.  Primary funding source is the Indian Health Service, which funds two of these programs for about 90% of their budgets.  Secondary funding source is the State of Alaska (ADA and DFYS were mentioned), which funds two of the programs at an average of 12.5% of a given program’s budget.  Federal funding provides for 90% of one program’s budget.  No other funding sources contribute to the operation of these programs.

Community-Based Mental Health Programs

Overall budget figures were difficult to obtain from the respondents and there was much missing data in this category of investigation; however, most respondents were able to estimate the percentage of their budget accounted for by their various funding sources.  For the overall budget numbers, the number of respondents who did not provide an overall figure is indicated to help the reader appreciate the care with which these particular data need to be used; funding source information can be considered reliable.  


Anchorage.  Two of these eight programs were unable to provide exact budget numbers.  For those programs who had the information available, annual budgets ranged from $20,075 to $4 million, with an average of almost $1.5 million.  The most common funding sources were Medicaid and the State of Alaska (both funding seven of the eight programs who participated), with Medicaid making up an average of 79% of these programs’ budget and State accounting for 23.6% on average.  No program received either federal or tribal funding.  Half indicated collecting funds from private insurance.  It appears that community-based agencies draw more of their income from Medicaid and private insurance billing than residential facilities.  


Southeastern Alaska.  Two of these 11 programs were unable to provide exact budget numbers.  For those programs who had the information available, annual budgets ranged from $300,000 to $1.8 million, with an average of about $765,000.  All programs receive funding from the State of Alaska, accounting for 30.3% of their budgets on average.  The second most common funding source is Medicaid, which provides funding to all but three of these programs and accounts for 65% of their budgets.  Five programs bill private insurance, though this source only accounts for 14.3% of their budget.  Only one program received tribal/IHS funding, at a rate of 60% of its budget.  No program received federal funding; half indicated collecting funds from private insurance.

Table Six B:  

Budget Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Budget
	(total n=5)
	(total n=8)
	(total n=11)
	(total n=12)

	Funding Sources

	 
	No state funding
	1 of 8
	none
	1 of 11
	1 of 10

	 
	State funding as % of total
	1% to 86% (23.6%)
	1% to 75% (30.3%)
	7% to 100% (35.2%)
	25% to 100% (64.2%)

	 
	No federal funding
	all
	all
	8 of 11
	8 of 10

	 
	Federal funding as % of total
	N/A
	N/A
	5% for 1; 2 DK
	60% for 1; 1 DK

	
	No local funding
	6 of 8 
	7 of 11
	7 of 11
	all

	 
	Local funding as % of total 
	10% to 12% (11.0%)
	10% to 25% (18.3%)
	1% for 1; 3 DK
	N/A

	 
	No tribal funding
	all
	10 of 11
	8 of 11
	6 of 10

	 
	Tribal funding as % of total
	N/A
	60% for 1
	71% to 75% (73%)
	10% to 50% (30%); 2 DK

	 
	Do not bill Medicaid
	1 of 8
	3 of 11
	6 of 11
	3 of 10

	 
	Medicaid as % of total
	67% to 98% (79.0)
	45% to 99% (65.0%)
	55% to 100% (84.8%)
	10% to 100% (48.8%)

	 
	Do not bill insurance
	4 of 8
	7 of 11
	7 of 11
	4 of 10

	 
	Insurance as % of total
	1% to 10% (5.5%)
	3% to 30% (14.3%)
	3% to 5% (4%); 1 DK
	2 DK; 4 with <1%

	
	No private pay
	7 of 8
	10 of 11
	10 of 11
	8 of 10

	
	Private pay as % of total
	2% for 1
	99% for 1
	2% for 1
	2 DK

	
	No other funding source
	1 of 8
	all
	all
	all

	
	Other source as % of total
	5% for 1
	N/A
	N/A
	N/A

	Budget Information

	
	Range of Annual Budget
	$20,075 - $4M
	$300K - $1.8M
	$125K - $1.3M
	$30,400 - $6.2M

	
	Average Annual Budget
	$1,416,230 
	$764,798 
	$1,132,085 
	$1,701,320 

	
	No information 
	2 of 8
	2 of 11
	6 of 11
	4 of 10



Southcentral Alaska.  Six of these 12 programs were unable to provide exact budget numbers.  For those programs who had the information available, annual budgets ranged from $125,000 to $1.3 million, with an average of about $1,132,000.  The most common funding source was the State of Alaska (providing some funding to 11 of the 12 represented programs), accounting for an average of 35.2% of these programs’ annual budgets.  Beyond state funding, sources varied widely, with some programs being funded largely by tribal/IHS sources and some relying largely on Medicaid billing.


Northern Alaska.  Four of these 10 programs were unable to provide exact budget numbers.  For those programs who had the information available, annual budgets ranged from $30,400 to $6.2 million, with an average of about $1.7 million.  The most common funding source was the State of Alaska (funding some portion of nine of the ten represented programs), accounting for an average of 64.2% of these programs’ annual budgets.  Beyond state funding, sources varied widely, with two programs being funded largely by tribal/IHS sources and seven relying on Medicaid billing for almost half of their budget.  As many as six programs bill private insurance, but for a very small portion (less than 1%) of their budgets.  None of these programs indicated receiving funding from local sources.  

Alaska Programs’ Referral Process 


Referral-related information was collected by asking participants about their primary referral sources (note the emphasis on primary; not listing a given referral source did not mean that this referral could not refer to the program in question; it just meant it does not do so frequently).  Additionally, respondents were asked about whether their program ever had to deny appropriate referrals for reasons unrelated to the client’s clinical presentation.  If they indicated that this occurs, reasons for this need were explored.  Finally, participants were also asked about the length of time between referral and admission and reasons for any delays in this process.  Details are shown in Table Seven.  Reasons for denials and delays of admission are not shown in the table, but rather are summarized as appropriate for each program category or region.

DFYS Level One (Day Treatment) and Other Programs

The most common referral sources for this category were Department of Juvenile Justice (DJJ), outpatient mental health care providers, and schools.  None of the five programs in this category have had to deny admissions.  Most of the programs can accommodate referrals within a few days; one can accept the referral immediately.  Reasons for slight delays in accepting a client into the program were as follows:

· program is at capacity;

· transportation is not available for the client;

· family or parental resistance to treatment; and 

· parental inability to deal with paperwork.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

The primary referral source for programs in this category was DFYS, followed by DJJ, and the criminal/legal system.  Of these 12 programs, seven have had to deny admissions despite the referral being appropriate.  Time between referral and admission for these programs varied little, with 10 of the programs being able to accept clients immediately.  One program can accommodate clients within seven days, and one within one month.  Reasons for delays or denials in admissions were as follows:

· program is at capacity;

· transportation is not available for the client; and 

· family or parental resistance to treatment. 

DFYS Level Three (Residential Treatment Centers)

The primary referral source for the programs in this category were DFYS and DJJ.  The interval between referral and admission varied somewhat across programs, with one program claiming a one-day interval, four programs needing up to one week, one program requiring waits of up to three months, and three programs not tracking this issue.  Only five of the 11 programs have had to deny admission to appropriate referrals.  Reasons for denial and delays were as follows:

· program is at capacity;

· transportation is not available for the client; and 

· client’s resistance to treatment. 

Table Seven A:  

Referral Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Referral
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Referral Sources

	 
	Referrals from DFYS
	1 of 5
	10 of 12
	 10 of 11
	all
	2 of 6
	2 of 3

	 
	Referrals from DJJ
	2 of 5
	8 of 12 
	6 of 11
	1 of 3
	3 of 6
	all

	 
	Referrals from police/court/attorney
	none
	4 of 12
	none
	none
	none
	none

	 
	Referrals from outpatient mental health 
	2 of 5
	3 of 12 
	1 of 11
	none
	all
	2 of 3

	
	Referrals from residential mental health
	1 of 5
	3 of 12 
	none
	none
	1 of 6
	none

	 
	Referrals from substance use treatment 
	none
	1 of 12
	none
	none
	none
	1 of 3

	 
	Referrals from schools
	2 of 5
	none
	none
	none
	2 of 6
	none

	 
	Self referrals
	1 of 5
	3 of 12 
	none
	none
	1 of 6
	none

	 
	Referrals from medical settings
	none
	none
	none
	none
	3 of 6
	none

	 
	Referrals from parents
	none
	4 of 12
	1 of 11
	none
	none
	none

	 
	Other referrals
	3 of 5
	1 of 12
	1 of 11
	none
	none
	1 of 3

	Other Information

	
	Deny admission despite appropriate referral
	none
	7 of 12
	5 of 11
	2 of 3
	3 of 6
	1 of 3


DFYS Level Four (Residential Diagnostic Treatment Centers)

For all programs in this category, DFYS is the primary referral source; one program also accepts frequent referrals from DJJ.  Two of these programs have had to decline admission to appropriate referrals.  Average interval between referral and admission is two days for one and up to three months for two.  Reasons for delays and denials are as follows:

· program is at capacity; and

· parental inability to deal with paperwork.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

The programs in this category were most likely to receive referral from outpatient mental health care providers, followed by DJJ, and primary health care providers.  Half of these programs have had to turn away appropriate referrals.  Half of these programs admit their clients within one day of referral; the other half could not indicate the length of the intervals as it depends on whether they are capacity at the time of the referral.  Reasons for delays and denials are as follows:

· program is at capacity; and

· transportation is not available for the client. 

Substance Abuse Treatment Programs

The primary referral source for the substance abuse treatment programs was DJJ, followed by DFYS, and outpatient mental health care providers.  One of these three programs has had to deny admissions in spite of appropriateness for the program.  The interval of referral to admission varies greatly as two of these programs run their services for cohorts.  If children and youth are referred immediately after a cohort has been accepted, they can have a wait of up to 14 weeks.  For one program, on the other hand, admissions tend to occur within one day of referral.  The only other reason for delays and denials that was mentioned by these programs was parental or family resistance.

Community-Based Mental Health Programs

Referral information for the four Alaska regions is quite diverse and information is presented only separately.  It appears that community-based agencies are more likely than residential programs to receive referrals directly from the school system or from the youth themselves.


Anchorage.  The primary referral source for four of the eight Anchorage-based programs was DFYS; for three it was the school systems.  Four of these programs have had to deny admissions despite referrals being appropriate.  Interval between referral and admission was three days for one program, seven to 14 days for four programs, and several months for one program.  Reasons for these delays and for denials were as follows:

· insufficient number of staff; 

· lack of qualified staff;

· all treatment slots are filled; 

· parental inability/unwillingness to deal with paperwork;

· transportation is not available for the client; and 

· client’s inability to pay. 

Southeastern Alaska.  Primary referral sources for the programs in this region are the school system, DFYS, and primary health care providers.  Only one of these programs has had to deny admissions to appropriate referrals.  Interval between referral and admission for these programs was less than one week for seven, two weeks for one, and 30 days for one.  Two programs do not track this issue.  Reasons mentioned to explain delays and denials were as follows:

· lack of needed services within the agency;

· family or parental resistance to treatment; 

· insufficient number of staff; and 

· scheduling difficulties. 

Southcentral Alaska.  The school system and DFYS were named as the most common referral source for the programs in this region of Alaska, followed by self referrals and referrals from the criminal justice or legal system.  One program has had to deny admission to appropriate referrals.  Intervals between referral and admission were immediate for three programs, approximately one week for one program, approximately two weeks for three programs and about four weeks for two programs, and unknown to three programs.  Reasons for denials or delays of admissions were as follows:

· insufficient number of staff; 

· lack of qualified staff;

· family or parental resistance to treatment; 

· lack of needed services within the agency; and

· all treatment slots are filled.

Table Seven A:  

Referral Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Referral
	(total n=5)
	(total n=8)
	(total n=11)
	(total n=12)

	Referral Sources

	 
	Referrals from DFYS
	4 of 8
	9 of 11
	10 of 12
	7 of 10

	 
	Referrals from DJJ
	2 of 8
	5 of 11
	4 of 12
	1 of 10

	 
	Referrals from police/court/attorney
	none
	2 of 11
	5 of 12 
	2 of 10

	 
	Referrals from outpatient mental health 
	1 of 8 
	2 of 11
	4 of 12
	3 of 10

	
	Referrals from residential mental health
	2 of 8
	none
	2 of 12
	2 of 10

	 
	Referrals from substance use treatment 
	1 of 8 
	none
	1 of 12
	2 of 10

	 
	Referrals from schools
	3 of 8
	10 of 11
	10 of 12
	7 of 10

	 
	Self referrals
	none
	2 of 11
	7 of 12
	2 of 10

	 
	Referrals from medical settings
	2 of 8 
	7 of 11
	3 of 12
	4 of 10

	 
	Referrals from parents
	1 of 8 
	4 of 11
	4 of 12
	2 of 10

	 
	Other referrals
	5 of 8
	3 of 11
	4 of 12
	3 of 10

	Other Information

	
	Deny admission despite appropriate referral
	4 of 8
	1 of 11
	1 of 12
	1 of 10


Northern Alaska.  Primary referral sources were the school system and DFYS, followed by primary health care providers.  Only one program reported having had to deny admissions in spite of appropriate referral.  Delays between referral and admission are short, with three programs reporting immediate admission, two claiming admission within one to two days, two indicating one week, one indicating two weeks, and only one reporting up to three months (one program did not have this information).  Reasons for delays or denials were given as follows:

· all treatment slots are filled;

· client acuity too high for services available;

· transportation is not available for the client; 

· insufficient number of staff; 

· family or parental resistance to treatment; and

· lack of qualified staff.

Alaska Programs’ Waitlists


Waitlist issues were explored by asking respondents about whether their program typically runs a waitlist, if there is a pattern to the waitlist (e.g., seasonal variations), and if there are certain client characteristics that increase the likelihood of children and youth being placed on the waitlist.  Programs with waitlists were also asked if their clients end up going elsewhere for services while they wait, and if so, where.  Details are shown in Table Eight.  Although explored in detail in the interviews, type of client is omitted in this table, as no pattern could be detected and agencies did not attribute certain client characteristics with longer waiting periods.  

DFYS Level One (Day Treatment) and Other Programs

Only two programs indicated running a waitlist for services; waitlists varied seasonally and with the school year.  Average time on the waitlist was four to six weeks for one program and about 30 days for the other.  Only children and youth with criminal histories were mentioned as possible clients who have to wait longer to access services in this program.  Respondents revealed that these clients do not seek services elsewhere while waiting, but rather return home without being served at all in the interim.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Half of the programs in this category run waitlists.  These programs note some variation depending on season, school year, and holidays.  They did not identify any particular client characteristics that may increase time on the waitlist.  Time spent waiting for services ranged from one week to one year, with two programs indicating one to two weeks, and three indicating two to four weeks.  Programs with waitlists indicated that clients placed on the waitlist end up not being served, go to a same or higher level agency in a close-by community, are placed through the Department of Juvenile Justice, or seek services out of state.

DFYS Level Three (Residential Treatment Centers)

In this category of service, seven programs utilize waitlists; six have their own waitlist, one program uses the State waitlist.  One program used to run a waitlist, but does not need to do so currently.  Changes in waitlist length were noted seasonally, with the school year, and around holidays.  The only children and youth who were identified as being possibly more likely to be placed on the waitlist were those with criminal histories.  Time on the waitlist ranges from zero to six months, with the most common waiting period being two to three months (indicated by three programs), followed by one month (two program) and six months (one program).  Children and youth on the waitlist reported often seek services at a same or higher level program nearby, out of the community, or even out of state.

DFYS Level Four (Residential Diagnostic Treatment Centers)

Of the three programs in this category, two run a waitlist, of two to three months length.  This waitlist always exists without seasonal or other variations.  The only children and youth who were identified as being possibly more likely to be placed on the waitlist were those with criminal histories.  These two programs report that children on the waitlists do seek services elsewhere, typically out of the community or out of state.  

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Of these programs, four rely on a waitlist, with three programs running their own and one relying on the State’s waitlist.  A waiting period can last up to a month on one of these programs, and for only days in another.  No information was available from the others.  Two programs used to have waitlists, but currently do not.  The only characteristic mentioned as making a child more likely to be placed on a waitlist is very young age.  The programs with waitlists indicated that their children wait without services or seek treatment out of state.  Residential programs also indicated sending some of their waitlist children to acute psychiatric hospital services.

Substance Abuse Treatment Programs

All programs in this category run a waitlist, which ranges from one day for one, to one week for another, to up to 14 weeks for the third.  The only client characteristics noted as making a child more likely to have to wait is a history of sexual abuse.  These programs indicate that waitlist children tend to receive outpatient services while waiting, if this is possible.  Alternatively, they seek services out of community or out of state.  Some wait without receiving any services.  

Table Eight A:  

Waitlist Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Waitlist
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Existence of Waitlist

	 
	Yes
	2 of 5
	6 of 12
	6 of 11
	2 of 3
	3 of 6
	all

	 
	No
	3 of 5
	6 of 12
	2 of 11
	1 of 3
	1 of 6
	none

	 
	Historically, not now
	none
	none
	1 of 11
	none
	2 of 6
	none

	 
	Use State's list
	none
	none
	2 of 11
	none
	none
	none

	Pattern of Waitlist

	 
	Seasonal
	1 of 2
	1 of 6
	1 of 6
	none
	2 of 3
	1 of 3

	 
	School year
	1 of 2
	2 of 6
	2 of 6
	none
	1 of 3
	2 of 3

	 
	Holiday
	none
	1 of 6
	1 of 6
	none
	1 of 3
	2 of 3

	Type of Client on Waitlist

	 
	Behavioral problem
	none
	none
	none
	none
	none
	none

	 
	Sex offender
	none
	none
	none
	none
	none
	none

	
	Harm to self
	none
	none
	none
	none
	none
	none

	
	Harm to other
	none
	none
	none
	none
	none
	none

	
	Fire setter
	none
	none
	none
	none
	none
	none

	
	Criminal history 
	1 of 2
	none
	1 of 6
	1 of 2
	none
	none


Community-Based Mental Health Programs

Waitlists are somewhat less common among community-based than residential programs.  Interestingly, however, community-based programs were more likely to indicate that staff shortages drive the lengths and fluctuations of their waitlists.  

Anchorage.  Only three Anchorage programs indicate running a waitlist, with waits ranging from two to three weeks for one program, to two to three months for another (the third program does not keep data about this issue).  Other than staff shortages, seasonal variations were noted as related to length of waitlist.  The Anchorage agencies were the only agencies that identified client characteristics as related to likelihood to be placed on a waitlist, with the following characteristics resulting in having to wait for services: behavior disorders, sexual offender status, harm to self, harm to others, and criminal history.  While waiting, children may seek services elsewhere in Anchorage, be placed in residential treatment, or are sent out-of-state.

Southeastern Alaska.  Of these programs, five currently run a waitlist; one program used to but does not currently.  Other than staff shortages, variations according to the school year were noted as related to length of waitlist.  Two of the five programs indicated clients have to wait two to three weeks, two indicated waits of about two months, and one revealed waiting periods of up to one year, depending on type of service needed.  While waiting, children are served in other programs in the same or a close-by community, sent to residential treatment, or go out of state for services.

Table Eight B:  

Waitlist Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Waitlist
	(total n=5)
	(total n=5)
	(total n=8)
	(total n=11)

	Existence of Waitlist

	 
	Yes
	3 of 8
	5 of 11
	3 of 12
	4 of 10

	 
	No
	5 of 8
	5 of 11
	9 of 12
	5 of 10

	 
	Historically, not now
	none
	1 of 11
	none
	1 of 10

	 
	Use State's list
	none
	none
	none
	none

	Pattern of Waitlist

	 
	Seasonal
	3 of 3
	none
	1 of 3
	1 of 4

	 
	School year
	none
	2 of 5
	2 of 3
	1 of 4

	 
	Holiday
	none
	none
	1 of 3
	none

	Type of Client on Waitlist

	 
	Behavioral problem
	2 of 3
	none
	none
	none

	 
	Sex offender
	2 of 3
	none
	none
	none

	
	Harm to self
	1 of 3
	none
	none
	none

	
	Harm to other
	2 of 3
	none
	none
	none

	
	Fire setter
	1 of 3
	none
	none
	none

	
	Criminal history 
	1 of 3
	none
	none
	none


Southcentral Alaska.  Only three programs of the 12 participating programs indicated a need for a waitlist.  This waitlist was tied to seasonal variations, school year, and holidays.  Length of the waitlist is about one to two weeks.  Only very young ages were identified as more related to being placed on a waitlist.  While waiting, children may be placed in residential treatment instead, receive alternate outpatient services in the same or a close-by community, or are sent out of state for services.

Northern Alaska.  Of these 10 programs, four currently and one used to run a waitlist.  In addition to staff shortages, lengths of waitlists are seasonally determined and tied to the school year.  Length of time on the waitlist varies widely, from one week (one program), one month (two programs), to one year (one program).  Children on the waitlist reportedly try to seek services elsewhere in the community, are place in residential treatment, placed out of the community or even out of state.

Alaska Programs’ Screening and Admissions Procedures


The screening and admissions processes were explored by asking respondents questions about the presence of a formal process for each, their checklist of admission criteria, and any list of exclusionary criteria that would prevent a child or adolescent from being served in a given program.  Details are shown in Table Nine.  Most programs have screening and admission processes in place, but fewer have formal paperwork to document these activities.  Age and gender are admission criteria for several programs were also outlined in Table Two.  These two types of admission restrictions are not repeated in the narrative, although they are shown again in Table Nine.

DFYS Level One (Day Treatment) and Other Programs

All of these programs have a screening process, screening form, admissions criteria, and exclusionary criteria.  The most common admissions criterion mentioned (not including age and gender) was meeting diagnostic criteria that can be appropriately served by a given program.  Exclusionary criteria cited most frequently were violence and history of run-away behaviors.  Several programs also exclude children and youth who abuse substances and those who lack the willingness to go to school.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of these 12 programs, all have admission and exclusion criteria; 10 also have a screening process (with six of these 10 using a screening checklist).  Not including age or gender, the most common admission criteria that were specifically mentioned were being in DFYS custody and meeting diagnostic criteria the program can appropriately serve.  Being able to pay was also mentioned.  Most commonly referenced exclusions were violence and harm to others, followed by threatened harm to self, and active substance abuse.

DFYS Level Three (Residential Treatment Centers)

All Level III programs have a screening process and four of these 11 programs use an actual screening checklist.  More programs than not have formal admission and exclusion criteria.  Most common admission criteria (besides age and gender) were meeting diagnostic criteria and being in DFYS custody.  Most common exclusions were history of sexual perpetration, active psychosis, fire setting, medical complications, and threatened harm to self or others.

DFYS Level Four (Residential Diagnostic Treatment Centers)

Of the three participating programs at this level, two have a screening process (with one using a screening checklist), and all have formal admission and exclusion criteria.  Meeting diagnostic criteria emerged as most important in terms of eligibility for admission. All children in state custody must be referred to a Level IV Residential Care Center by the regional placement committee in each region  Common exclusions were violence and threatened harm to others, as well as threatened harm to self.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

One program in this category indicated being too new to be able to provide reliable information to all questions in this category.  Thus, the data provided are sometimes based on five and sometimes on six of the respondents across the six programs.  Of these six programs, all who responded (namely, five programs), indicated having a screening process, with three of these five using a formal screening checklist.  Five of the six programs have both admission and exclusion criteria.  Besides age criteria, most common admission criteria were meeting diagnostic criteria; one program mentioned ability to pay. All children in state custody must be referred to a Level V Residential Care Center by the regional placement committee in each region.  Common exclusions in this category were low cognitive functioning, history of sexual perpetrations, and threatened harm to others or violence.

Substance Abuse Treatment Programs

All of the substance abuse treatment programs have screening processes, screening checklists, admission criteria, and exclusionary criteria.  For all, children and youth must have a substance abuse diagnosis to be eligible for treatment; one program also mentioned ability to pay for services.  The most common exclusion was treatment needs that are too acute for the program to handle.  Children in state custody are referred by the child’s social worker and do not go through the regional placement committee.

Table Nine A:  

Screening and Admission Information - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Type of Screening and Admission Information
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Screening

	 
	Have a screening process 
	all
	10 of 12
	all
	2 of 3
	all
	all

	 
	Have a screening checklist
	all
	6 of 10
	4 of 11
	1 of 2
	3 of 5
	all

	 
	Have admission criteria
	all
	all
	8 of 11
	all
	all
	all

	 
	Have exclusion criteria
	all
	all
	9 of 11
	all
	all
	all

	Typical Admission Criteria

	 
	Meet age requirements
	all
	all
	all
	all
	all
	all

	
	Meet diagnostic criteria
	2 of 5
	2 of 12
	5 of 8
	2 of 3
	4 of 5
	all

	
	Meet payment criteria
	2 of 5
	2 of 12
	1 of 8
	none
	none
	none

	 
	Meet gender criteria
	3 of 5
	2 of 12
	3 of 8
	1 of 3
	1 of 5
	2 of 3

	 
	In DFYS custody
	none
	3 of 12
	2 of 8
	none
	none
	none

	Typical Exclusionary Criteria

	 
	Violence/criminal behavior/harm to others 
	4 of 5
	10 of 12
	4 of 9
	all
	4 of 5
	none

	 
	Sexual Perpetration History
	2 of 5
	6 of 12
	6 of 9
	1 of 3
	4 of 5
	1 of 3

	
	Fire-setting
	none
	4 of 12
	4 of 9
	1 of 3
	1 of 5
	none

	
	Harm to self
	none
	6 of 12
	4 of 9
	all
	3 of 5
	none

	
	Low cognitive functioning
	3 of 5
	1 of 12
	3 of 9
	1 of 3
	all
	1 of 3

	
	Psychosis
	2 of 5
	4 of 12
	5 of 9
	none
	1 of 5
	1 of 3

	
	Substance use
	3 of 5
	5 of 12
	2 of 9
	none
	2 of 5
	N/A

	
	Runaway risk
	4 of 5
	none
	1 of 9
	none
	2 of 5
	none

	
	Needs too acute
	3 of 5
	none
	2 of 9
	none
	none
	2 of 3

	
	Needs not served
	none
	none
	2 of 9
	none
	1 of 5
	none

	
	Lack of willingness to go to school
	2 of 5
	none
	none
	none
	none
	none

	
	Medical condition
	none
	2 of 12
	4 of 9
	none
	none
	1 of 3


Community-Based Mental Health Programs

Community-based programs are slightly less likely than residential programs to have admission and exclusion criteria; in three categories programs have admission screenings completed for them through AYI.  None of these programs are gender-specific, removing this issue as an admission criterion, as all accept both boys and girls.  Most programs do restrict age range somewhat, though to a lesser degree than residential programs.  Exclusions are very program-specific and were used relatively less often than in residential settings.  It should be noted that these programs do a lot of referring, if a child is not eligible for services in the community agency.  Additionally, several agencies will continue to provide services to such children and youth who really exceed their resources or purpose until more appropriate placement or services can be found.  


Anchorage.  Of the eight participating programs, one indicated that all screening and admission work is done for them by the Alaska Youth Initiative program and the program itself has no such processes or criteria.  Thus, the information that follows is based on seven respondents.  All seven programs have admission and exclusion criteria, as well as a screening process; five of the seven use a formal screening checklist.  Meeting diagnostic criteria was the only common admissions criterion; ability to pay was mentioned by two of the seven.  Exclusions varied and were not very common; mentioned were acuity level or service needs beyond what the agency can provide (indicated by three and one of the six programs using exclusionary criteria, respectively), violence or threatened harm to others, sexual perpetration, substance abuse, and low cognitive functioning.


Southeastern Alaska.  Most programs in this geographic region have a screening process, as well as formal admission and exclusion criteria; only three of 10 with a screening process have an actual screening checklist.  The most commonly mentioned admission criterion is meeting diagnostic criteria and only one program also mentioned ability to pay.  Exclusions varied widely, though violence or threatened harm to others was mentioned by seven of the 10 programs with exclusions; followed by acuity level or service needs beyond what the agency can provide (indicated by five and three of the 10 programs using exclusionary criteria, respectively); also mentioned were sexual perpetration, medical concerns, and threatened harm to self.


Southcentral Alaska.  Almost all programs in this region have a formal screening process, with six of the 12 using a screening checklist and one program indicating that all screening is done for them by the State agency which funds them.  Most have formal admission and exclusion criteria.  Most common admission criterion was meeting diagnostic criteria; only one program mentioned the need for the client to be able to pay for services.  Exclusions were relatively rare and had little overlap across programs; most commonly mentioned was acuity level or service needs beyond what the agency can provide (indicated by six of the 10 programs using exclusionary criteria), followed by harm to others and low cognitive functioning (mentioned by two programs); all other exclusions were program-specific and mentioned just once each.  


Northern Alaska.  This region had the smallest proportion of programs with admission and exclusion criteria.  Most programs have a screening process, but only four of the nine with such a process use an actual screening checklist; one program reported having all screening conducted for them by their funding State agency.  Meeting diagnostic criteria was the most common, in fact the only, admission criterion mentioned (besides being within age range).  Most commonly mentioned as exclusions were violence and threatened harm to others, as well as sexual perpetration, mentioned by two to three programs each.  However, it appears that in this region, programs are very likely to work with any child or youth referred to them, even if this taxes their resources.

Table Nine B:  

Screening and Admission Information - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Type of Screening and Admission Information
	(total n=8; real=7)
	(total n=11)
	(total n=12; real n=11)
	(total n=10; real n=9)

	Screening
	
	
	
	

	 
	Have a screening process 
	6 of 7
	10 of 11
	all
	all

	 
	Have a screening checklist
	5 of 6
	3 of 10
	6 of 11
	4 of 9

	 
	Have admission criteria
	all
	8 of 11
	10 of 11
	6 of 9

	 
	Have exclusion criteria
	6 of 7
	10 of 11
	10 of 11
	5 of 9

	Typical Admission Criteria

	 
	Meet age requirements
	all
	3+ of 8 
	6+ of 11
	1+ of 6

	
	Meet diagnostic criteria
	6 of 7
	6 of 8
	9 of 10
	4 of 6

	
	Meet payment criteria
	2 of 7
	1 of 8
	3 of 10
	1 of 6

	 
	Meet gender criteria
	none
	none
	none
	none

	 
	In DFYS custody
	none
	none
	1 of 10
	none

	Typical Exclusionary Criteria

	 
	Violence/criminal behavior/harm to others 
	2 of 6
	7 of 10
	2 of 10
	2 of 5

	 
	Sexual Perpetration History
	2 of 6
	4 of 10
	1 of 10
	3 of 5

	
	Fire-setting
	0 of 6
	1 of 10
	0 of 10
	0 of 5

	
	Harm to self
	0 of 6
	7 of 10
	1 of 10
	1 of 5

	
	Low cognitive functioning
	2 of 6
	2 of 10
	2 of 10
	0 of 5

	
	Psychosis
	0 of 6
	1 of 10
	1 of 10
	0 of 5

	
	Substance use
	2 of 6
	0 of 10
	1 of 10
	1 of 5

	
	Runaway risk
	0 of 6
	0 of 10
	0 of 10
	0 of 5

	
	Needs too acute
	3 of 6
	5 of 10
	6 of 10
	1 of 5

	
	Needs not served
	1 of 6
	3 of 10
	6 of 10
	1 of 5

	
	Lack of willingness to go to school
	0 of 6
	0 of 10
	0 of 10
	0 of 5

	
	Medical condition
	0 of 6
	1 of 10
	0 of 10
	0 of 5


Alaska Programs’ Treatment Planning Process


The treatment planning process was explored by asking respondents about whether and how a given program engages in treatment planning, including questions about treatment plan reviews, treatment plan participants, and assessments used to make treatment plans.  Notably, all but one of the 81 participating programs indicated that they have a treatment plan process, have an assessment process that underlies the treatment planning process, and conduct treatment plan reviews.  All programs use an interdisciplinary team process for treatment planning.  All use intake assessments (often including functional assessments) conducted by clinical staff (such as clinicians, counselors, or psychiatrists) to begin to plan treatment, with occasional additions of more specialized assessments (though this was rare).  The only variation was in who participates in the treatment plan process and how often treatment plan reviews are conducted.  Details are shown in Table Ten.

DFYS Level One (Day Treatment) and Other Programs

The only type of participant mentioned by these programs but no others was the participation of a staff member of a local housing authority.  Notably absent in the process were medical and direct care staff.  Intervals between reviews varied from weekly (one program) to monthly (two programs) to quarterly (also two programs).

Table Ten A:  

Information About Treatment Planning - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Treatment Planning Information
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Treatment Planning Process

	 
	Have a treatment planning process 
	all
	all
	all
	all
	all
	all

	 
	Have a treatment needs assessment process 
	all
	all
	all
	all
	all
	all

	 
	Have treatment plan reviews
	all
	all
	all
	all
	all
	all

	 
	Frequency of treatment plan reviews
	 
	 
	 
	 
	 
	 

	 
	   Quarterly
	2 of 5
	none
	4 of 11
	none
	none
	none

	
	   Monthly
	2 of 5
	3 of 12
	3 of 11
	1 of 3
	3 of 6
	none

	
	   Weekly
	1 of 5
	6 of 12
	1 of 11
	none
	none
	3 of 3

	 
	   Other
	none
	3 of 12
	3 of 11
	2 of 3
	3 of 6
	none

	Typical Treatment Plan Participants

	 
	Care coordinator/case manager
	2 of 5
	7 of 12
	2 of 11
	2 of 3
	1 of 6
	1 of 3

	 
	Psychiatrist
	none
	none
	1 of 11
	1 of 3
	5 of 6
	none

	
	Clinician/counselor
	4 of 5
	7 of 12
	all
	2 of 3
	all
	all

	
	Direct contact staff
	none
	3 of 12
	2 of 11
	none
	none
	none

	
	Administrative/supervisory staff
	2 of 5
	7 of 12
	none
	1 of 3
	3 of 6
	1 of 3

	
	School personnel
	3 of 5
	1 of 12
	7 of 11
	1 of 3
	2 of 6
	2 of 3

	
	Client 
	2 of 5
	7 of 12
	8 of 11
	2 of 3
	3 of 6
	all

	
	Family
	3 of 5
	3 of 12
	10 of 11
	2 of 3
	3 of 6
	1 of 3

	
	Tribal representative
	1 of 5
	none
	1 of 11
	none
	2 of 6
	none

	
	Medical provider
	none
	none
	2 of 11
	none
	3 of 6
	1 of 3

	
	Guardian
	1 of 5
	2 of 12
	1 of 11
	none
	1 of 6
	none

	
	Referral source
	1 of 5
	4 of 12
	3 of 11
	none
	1 of 6
	none

	
	DJJ representative or PO
	3 of 5
	5 of 12
	5 of 11
	1 of 3
	2 of 6
	1 of 3

	
	DFYS representative
	3 of 5
	2 of 12
	5 of 11
	none
	2 of 6
	1 of 3


DFYS Level Two (Emergency Stabilization and Assessment Centers)

The most notable difference as compared to programs at other levels of residential care was the more frequent inclusion of care coordinators or case managers in the treatment planning process.  It is not clear if the case managers were from the agency, regional placement committee, DFYS, or some other involved entity, though it is likely that all of these may participate to different degrees in different agencies.  Also notable was the fact that none of these programs mentioned psychiatrists as part of the treatment planning process.  Intervals between treatment plan reviews varied from weekly (six programs) to monthly (three programs); three programs had variable intervals (“as needed”) that tended to be very short (even daily).

DFYS Level Three (Residential Treatment Centers)

This level of programs is notable for its inclusion of family members in the treatment planning process.  Also frequently represented were teachers, probation officers, and DFYS representatives.  Intervals between treatment plan reviews ranged from weekly (one program), to monthly (three programs), to quarterly (four programs); three programs had variable intervals on an as needed basis.

DFYS Level Four (Residential Diagnostic Treatment Centers)

These programs list slightly fewer treatment team participants than lower level programs. Their intervals between treatment plan reviews ranged from one month to variable, with one program not being certain about this interval at all.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Most notably, the programs in this category all include clinicians or counselors in the treatment plan reviews, and all but one also include a psychiatrist.  A great diversity of other professionals is also represented.  Intervals between treatment team reviews ranged from daily (two programs) to monthly (three programs).

Substance Abuse Treatment Programs

All of these programs include clinicians or counselors in the treatment plan review team, and all include the child or adolescent who is receiving treatment.  All of these programs do weekly treatment plan reviews.

Community-Based Mental Health Programs

The only notable procedural difference between community-based and residential programs was the mention of psychological testing as a basis for treatment planning (usually in addition to traditional intake evaluation).  Further, intervals between treatment plan reviews appeared to be slightly longer than in residential settings.


Anchorage.  Most of the programs in this region include clinicians or counselors, teachers or school counselors, the client, and the client’s family in the treatment plan review process.  Treatment plan reviews occur either monthly (two programs) or quarterly (five programs). 


Southeastern Alaska.  This is the region that houses a program that has neither an assessment process underlying the treatment plan nor a treatment plan review process.  As was true for the Anchorage programs, these programs most commonly include clinicians or counselors, teachers or school counselors, the client, and the client’s family in the treatment plan review process; they also often include guardians, DJJ, and DFYS.  Interval between treatment plan reviews is most commonly quarterly (eight programs), and for some programs monthly (two programs).


Southcentral Alaska.  As was true for the other community-based programs already mentioned, the programs in this region routinely include clinicians or counselors, teachers or school counselors, the client, the client’s family, DJJ or DFYS staff, and guardians in the treatment plan review process.  Interval between treatment plan reviews is usually quarterly (ten programs) or, more rarely, monthly (two programs).


Northern Alaska.  All of these programs include clinicians or counselors and the client in the treatment plan process.  Many also include the client’s family and teachers or other school personnel; several include care coordinators.  The most common interval between treatment plan reviews is quarterly (nine programs).

Table Ten B:  

Information About Treatment Planning - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Treatment Planning Information
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Treatment Planning Process

	 
	Have a treatment planning process 
	all
	all
	all
	all

	 
	Have a treatment needs assessment process 
	all
	10 of 11
	all
	all

	 
	Have treatment plan reviews
	all
	10 of 11
	all
	all

	 
	Frequency of treatment plan reviews

	 
	   Quarterly
	5 of 8
	8 of 11
	10 of 12
	9 of 10

	
	   Monthly
	2 of 8
	2 of 11
	2 of 12
	none

	
	   Weekly
	none
	none
	none
	none

	 
	   Other
	1 of 8
	none
	none
	1 of 10

	Typical Treatment Plan Participants

	 
	Care coordinator/case manager
	2 of 8
	3 of 11
	4 of 12
	4 of 10

	 
	Psychiatrist
	3 of 8 
	2 of 11
	2 of 12
	1 of 10

	
	Clinician/counselor
	7 of 8
	8 of 11
	11 of 12
	all

	
	Direct contact staff
	2 of 8
	none
	none
	none

	
	Administrative/supervisory staff
	2 of 8
	none
	1 of 12
	1 of 10

	
	School personnel
	7 of 8
	9 of 11
	7 of 12
	6 of 10

	
	Client 
	6 of 8
	6 of 11
	11 of 12
	all

	
	Family
	6 of 8
	8 of 11
	10 of 12
	8 of 10

	
	Tribal representative
	none
	none
	2 of 12
	1 of 10

	
	Medical provider
	2 of 8
	2 of 11
	none
	2 of 10

	
	Guardian
	6 of 8
	3 of 11
	2 of 12
	4 of 10

	
	Referral source
	none
	none
	none
	none

	
	DJJ representative or PO
	4 of 8
	2 of 11
	6 of 12
	2 of 10

	
	DFYS representative
	4 of 8
	7 of 11
	6 of 12
	4 of 10


Alaska Programs’ Discharge Planning

Issues related to discharge were assessed via questions about the discharge planning process, discharge criteria, aftercare planning, and discharge paperwork.  Findings in this regard are summarized in Table Eleven.  All but one of the 81 participating programs have a discharge process and discharge criteria.  Many, but not all, plan for the consumer aftercare.  Almost all programs prepare a discharge summary and many programs prepare a written aftercare plan.  More programs engage in aftercare planning than programs who actually document this process. 

DFYS Level One (Day Treatment) and Other Programs

All programs have a formal discharge planning process and have predetermined discharge criteria, one of which is meeting treatment goals.  All of the programs make aftercare plans.  All but one of the programs prepare discharge paperwork, including discharge summaries and aftercare plans.  Other discharge criteria included the achievement of maximum benefit from program participation and parents requesting a child’s or youth’s transfer or discharge.  

DFYS Level Two (Emergency Stabilization and Assessment Centers)

All 12 programs in this category have a discharge process in place, prepare discharge paperwork (all prepare a discharge summary), and most (nine programs) have formal discharge criteria, the most common of which is having found a more appropriate or permanent placement, followed by having met treatment goals.  Aftercare planning is an activity engaged in by eight of these programs and six of these formally document this process in an aftercare form at discharge.  

DFYS Level Three (Residential Treatment Centers)

Of the 11 programs in this category, one has not yet finished developing its procedures and, while not yet having some processes in place, may have them in the future.  In that sense, all programs at this level have a discharge planning process, use formal discharge criteria, engage in aftercare planning, and prepare discharge paperwork.  Most commonly, programs prepare a discharge summary; half of the programs also complete an aftercare document.  Common discharge criteria include having met treatment goals or having found a more appropriate or permanent placement for the children and youth served in a given program.

DFYS Level Four (Residential Diagnostic Treatment Centers)

All programs represented have a discharge planning process, complete discharge paperwork, and produce a written discharge summary.  All engage in aftercare planning, although none document this process in writing.  All have discharge criteria, one of which is having met treatment goals.  Other discharge criteria were related to inappropriate client behaviors that result in termination of treatment at the facility, regardless of status of treatment goals.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

All six of these programs have a discharge planning process, complete discharge paperwork, and produce a written discharge summary.  All engage in aftercare planning, although one does not document this process in a written form.  All have discharge criteria, and the only discharge criterion mentioned was having met treatment goals.

Substance Abuse Treatment Programs

All programs who participated reported having a discharge planning process and using formal discharge criteria; two of the three programs produce a written discharge summary.  All programs engage in aftercare planning, although only one documents this process in writing.  All three programs use having met treatment goals as the primary criterion for discharge.  One program also mentioned occasionally discharging clients due to high-risk behavior that cannot be handled by the program.

Community-Based Mental Health Programs

One major difference that emerged between community-based and residential programs is the existence of a formal, written aftercare plan.  Community-based programs are less likely to produce such a document; instead, they indicate that they discuss with the consumer that she or he can return for treatment at the given program on an as needed basis.  This invitation for repeat services is part of the formal aftercare for the individual.  

Table Eleven A:  

Information About Discharge Planning - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Discharge Planning Information
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Discharge Planning Process
	
	
	
	
	
	

	 
	Have a discharge planning process 
	all
	all
	all
	all
	all
	all

	 
	Have discharge criteria
	all
	9 of 12
	10 of 11
	all
	all
	all

	 
	Have aftercare plans
	all
	8 of 12
	10 of 11
	all
	all
	all

	 
	Have discharge paperwork
	4 of 5
	all
	10 of 11
	all
	all
	all

	Typical Discharge Criteria

	 
	Treatment goals met
	all
	5 of 12
	9 of 11
	all
	all
	all

	
	High risk behavior/not engaged
	none
	1 of 12
	2 of 11
	1 of 3
	none
	1 of 3

	
	Parent/guardian requests transfer or DC
	2 of 5
	2 of 12
	2 of 11
	none
	none
	none

	 
	Maximum benefit has been achieved
	4 of 5
	2 of 12
	1 of 11
	none
	none
	none

	 
	Client ran or AMA/ATA
	none
	3 of 12
	none
	1 of 3
	none
	none

	 
	DFYS or DJJ moves client 
	none
	4 of 12
	none
	none
	none
	none

	
	Better placement found
	none
	6 of 12
	7 of 11
	none
	none
	none

	Typical Discharge Paperwork

	
	Discharge summary
	4 of 5
	all
	9 of 11
	all
	all
	2 of 3

	
	Aftercare plan
	4 of 5
	6 of 12
	6 of 11
	none
	5 of 6
	1 of 3

	
	Property inventory
	1 of 5
	2 of 12
	5 of 11
	1 of 3
	1 of 6
	none

	
	Satisfaction survey
	1 of 5
	2 of 12
	1 of 11
	none
	1 of 6
	1 of 3



Anchorage.  All programs in this region have a discharge planning process and use formal discharge criteria, and all but one produce a written discharge summary.  All engage in aftercare planning, but only three programs put their plans in writing.  The most common discharge criterion mentioned was having met treatment goals, followed by clients failing to return for treatment, and alternative services having been arranged.


Southeastern Alaska.  All programs in this region have a formal discharge process, use formal discharge criteria, and produce written discharge documents, including a discharge summary.  All but one of the 11 programs engage in aftercare planning, although only three put these plans in writing.  The most commonly mentioned discharge criterion was having met treatment goals; a couple of programs also mentioned discharging clients from treatment if their behavior is too risky for the program to handle.


Southcentral Alaska.  All programs in this region have formal discharge processes, formal discharge criteria, discharge paperwork, and aftercare planning procedures.  However, for one of these programs, these procedures are determined by DFYS for the agency, with the agency reporting that they simply implement DFYS requests.  All but one of the 12 programs prepare discharge summaries, and half prepare a written aftercare plan.  The most commonly mentioned discharge criterion by far (for all programs) was having met treatment goals.  Also mentioned as reasons for termination were high-risk behaviors, achievement of maximum benefit from program participation, and location of alternate, more appropriate placement.  


Northern Alaska.  All programs in this region have a formal discharge process, use formal discharge criteria, and produce written discharge documents, including a discharge summary.  All but two of the 10 programs engage in aftercare planning, although only one puts these plans in writing.  The most commonly mentioned discharge criterion was having met treatment goals, followed by parents requesting a transfer or termination; three programs also mentioned discharging clients from treatment if behavior is too risky for the program to handle.  

Table Eleven B:  

Information About Discharge Planning - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Discharge Planning Information
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Discharge Planning Process

	 
	Have a discharge planning process 
	all
	all
	all
	all

	 
	Have discharge criteria
	all
	all
	all (DFYS for 1)
	all

	 
	Have aftercare plans
	all
	10 of 11
	all (DFYS for 1)
	8 of 10

	 
	Have discharge paperwork
	 
	 
	 
	 

	Typical Discharge Criteria

	 
	Treatment goals met
	6 of 8
	10 of 11
	all (DFYS for 1)
	9 of 10

	
	High risk behavior/not engaged
	none
	2 of 11
	3 of 12
	3 of 10

	
	Parent/guardian requests transfer or DC
	none
	none
	1 of 12
	5 of 10

	 
	Maximum benefit has been achieved
	2 of 8
	1 of 11
	2 of 12
	1 of 10

	 
	Client ran or AMA/ATA
	5 of 8
	none
	1 of 12
	none

	 
	DFYS or DJJ moves client 
	none
	none
	none
	none

	
	Better placement found
	3 of 8
	1 of 11
	2 of 12
	none

	Typical Discharge Paperwork

	
	Discharge summary
	7 of 8
	all
	11 of 12
	all

	
	Aftercare plan
	3 of 8
	3 of 11
	6 of 12
	1 of 10

	
	Property inventory
	N/A
	N/A
	N/A
	N/A

	
	Satisfaction survey
	none
	1 of 11
	1 of 12
	none


Alaska Programs’ Delays in Discharges

Difficulties related to discharge were explored via questions about whether and why discharge is ever delayed for reasons unrelated to the client’s symptomatology and if so, what happens to the children and youth so affected.  Information obtained about these difficulties is presented in Table Twelve.  It should be noted that programs often contradicted themselves in answering these questions, initially indicating that delayed discharges do not happen but then saying that programs make internal adjustments to keep children longer than planned because of non-availability of services needed after discharge.  Some programs indicated that these children who wait for placement are not considered as delayed discharges as this would not be appropriate for quality assurance reasons.  Instead, treatment plans are changed to extend the need for services in the program.  When a program reported this, such children are listed as delayed discharges in the Table Twelve and the summary although the program itself may not have labeled them as such.  

For the residential facilities, delays in discharge appeared to vary widely across programs, though types of services lacking were somewhat consistent, with foster care, therapeutic foster care, and all types of residential placements in state being mentioned regularly across the board.  The less than optimal services these children and youth are discharged to include:

· acute psychiatric care (instead of residential care);

· out-of-state placement (instead of in-state placement);

· home without services (instead of home with needed services or residential treatment);

· foster care (instead of residential treatment); 

· residential or acute psychiatric placement (instead of therapeutic foster care); and

· criminal justice setting (instead of a less restrictive setting).   

DFYS Level One (Day Treatment) and Other Programs

Of the five programs in this category, one respondent deemed the represented program too new to respond.  Thus, details are based on information about four programs.  All of these programs have experienced delayed discharges.  Three of these programs make treatment plan adjustments while children and youth wait for discharge and three report discharging children and youth to less than optimal services; two programs do not discharge these children, but note that this then limits new admissions.  The length of time between readiness for discharge and actual discharge varied, with most programs indicating that it depends on the unique circumstances of each child or adolescent.  Services listed most commonly as lacking (and thus causing delayed discharges) were substance abuse treatment services, community-based services, and independent living options.  Some of these programs also indicated that children and youth leave against medical advice while waiting for optimal treatment.  

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of the 12 represented programs, 11 responded to this set of questions; one respondent discontinued the interview before these questions were reached.  All of the remaining 11 programs have experienced delayed discharges.  Eight of these programs make treatment plan adjustments while children and youth wait for discharge and five report discharging children and youth to less than optimal services; six programs do not discharge these children, but note that this practice ties up beds which in turn limits new admissions.  The length of time between readiness for discharge and actual discharge varied, with most programs indicating that it depends on the unique circumstances of each child.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, and residential treatment options.  

DFYS Level Three (Residential Treatment Centers)

Of the 11 represented programs, 10 responded to this set of questions; one program has not yet accepted clients and hence did not have this information.  Of the remaining 10 programs, eight reported having experienced delayed discharges.  Five of these programs make treatment plan adjustments while children and youth wait for discharge and five report discharging children and youth to less than optimal services; three programs do not discharge these children, but note that this practice ties up beds which in turn limits new admissions.  The length of time between readiness for discharge and actual discharge varied but was estimated to last “months”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, residential treatment options, and independent living options.

Table Twelve A:

Information About Delayed Discharges - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Delayed Discharge Information
	(total n=5)
	(total n=12)
	(total n=11)
	(total n=3)
	(total n=6)
	(total n=3)

	Delayed Discharge 

	 
	Number who experiences delays in discharge
	all
	all
	8 of 10
	2 of 3
	all
	2 of 3

	 
	Percent of time with which this occurs
	2% to 75% (1 DK)
	1% to 50% 
	1% to 20%
	15% to 25%
	1% to 33%
	1% to 5%

	 
	Changes treatment goals while awaiting discharge
	3 of 4
	8 of 11
	5 of 8
	2 of 2
	5 of 5
	0 of 2

	
	Average time waiting for delayed discharge
	varies
	varies
	varies to "months"
	"months"
	"weeks"
	"short" to "very long"

	 
	Discharge to less than optimal services
	3 of 4
	5 of 11
	5 of 8
	0 of 2
	5 of 5
	1 of 2

	Services Not Available When Needed for Discharge

	 
	Locked facility
	1 of 4
	1 of 11
	1 of 8
	0 of 2
	0 of 5
	0 of 2

	
	Foster home
	1 of 4
	9 of 11
	8 of 8
	2 of 2
	5 of 5
	0 of 2

	
	Step-down residential service
	0 of 4
	6 of 11
	4 of 8
	2 of 2
	2 of 5
	1 of 2

	 
	Higher level residential service
	1 of 4
	7 of 11
	4 of 8
	1 of 2
	2 of 5
	0 of 2

	 
	Community-based services
	2 of 4
	4 of 11
	0 of 8
	0 of 2
	1 of 5
	1 of 2

	 
	Substance use treatment 
	3 of 4
	4 of 11
	0 of 8
	0 of 2
	1 of 5
	1 of 2 (outpatient)

	
	AYI services
	1 of 4
	0 of 11
	1 of 8
	0 of 2
	1 of 5
	0 of 2

	
	Group home/transitional living
	0 of 4
	2 of 11
	0 of 8
	0 of 2
	2 of 5
	0 of 2

	
	Apartment/independent living
	2 of 4
	1 of 11
	4 of 8
	0 of 2
	0 of 5
	0 of 2

	
	Crisis respite
	0 of 4
	0 of 11
	0 of 8
	0 of 2
	0 of 5
	0 of 2


DFYS Level Four (Residential Diagnostic Treatment Centers)

Of the three represented programs, two reported having experienced delayed discharges.  Both of these programs make treatment plan adjustments while children and youth wait for discharge but neither reported discharging children and youth to less than optimal services; instead, they do not discharge these children, but keep them, thus tying up beds which in turn limits new admissions.  The length of time between readiness for discharge and actual discharge varied but was estimated to last “months”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, and residential treatment options.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

All six represented programs reported having experienced delayed discharges.  All programs make treatment plan adjustments while children and youth wait for discharge and all reported discharging children and youth to less than optimal services.  Despite these less than ideal discharges, these agencies still report keeping these children and youth longer than needed.  Length of time between readiness for discharge and actual discharge varied but was estimated to last “weeks”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, residential treatment options, and group homes.  

Substance Abuse Treatment Programs

Of the three represented programs, two reported having experienced delayed discharges.  Neither of these programs make treatment plan adjustments while children and youth wait for discharge and one reported discharging children and youth to less than optimal services; the other program reported that they do not discharge these children, but keep them, thus tying up beds which in turn limits new admissions.  The length of time between readiness for discharge and actual discharge varied from “very short” for one to “very long” for the other.  Services listed most commonly as lacking (and thus causing delayed discharges) were community-based services in general and outpatient substance abuse treatment options in particular.  This was the only group of all surveyed residential programs that indicated that continued residential treatment is being provided for these children and youth despite the need for outpatient treatment.  

Community-Based Mental Health Programs

Slightly fewer community-based programs report delayed discharges than residential programs. For those who do, the most common lacking resources were foster homes and accurate intensity of outpatient care or optimal level of residential care in the state.  For community-based programs the less than optimal services these children and youth are discharged to include:

· inpatient or residential treatment in the absence of more intensive outpatient services;

· acute psychiatric inpatient care instead of residential care, independent living, or respite;

· outpatient care for high-risk children in the absence of appropriate residential care;

· non-optimal level of residential care;

· out-of-state residential care instead of in-state residential care;

· foster care instead of residential treatment;

· more restrictive care than needed; and

· adult services if the youth is old enough.

Anchorage.  Of the eight represented programs, only three reported having experienced delayed discharges.  All three of these programs make treatment plan adjustments while children and youth wait for discharge but also reported discharging children and youth to less than optimal services.  The length of time between readiness for discharge and actual discharge varied but was estimated to last “months”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, and residential treatment options.  

Southeastern Alaska.  Of the 11 represented programs, five reported having experienced delayed discharges.  None of these programs make treatment plan adjustments while children and youth wait for discharge.  Two of these five programs make less than optimal discharges; three keep these children as long as needed to locate optimal care.  The length of time between readiness for discharge and actual discharge varied but was estimated to last “months”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, and residential treatment options.  

Table Twelve B:  

Information About Delayed Discharges - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Delayed Discharge Information
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Delayed Discharge 

	 
	Number who experiences delays in discharge
	3 of 8
	5 of 11
	7 of 12
	6 of 10

	 
	Percent of time with which this occurs
	DK - 30%
	not known
	not known
	not known

	
	Changes treatment goals while awaiting discharge
	3 of 3
	0 of 5
	2 of 7
	5 of 6

	 
	Average time waiting for delayed discharge
	"months"
	"months"
	"weeks" to "indefinitely"
	"months" to "years"

	 
	Discharge to less than optimal services
	3 of 3
	2 of 5
	3 of 7
	none

	Services Not Available When Needed for Discharge

	 
	Locked facility
	0 of 3
	1 of 5
	0 of 7
	0 of 6

	
	Foster home
	2 of 3
	3 of 5
	5 of 7
	4 of 6

	
	Step-down residential service
	1 of 3
	3 of 5
	3 of 7
	2 of 6

	 
	Higher level residential service
	2 of 3
	4 of 5
	7 of 7
	3 of 6

	 
	Community-based services
	1 of 3
	1 of 5
	2 of 7
	1 of 6

	 
	Substance use treatment 
	0 of 3
	2 of 5
	4 of 7
	2 of 6

	
	AYI services
	0 of 3
	0 of 5
	0 of 7
	2 of 6

	
	Group home/transitional living
	0 of 3
	1 of 5
	0 of 7 
	0 of 6

	
	Apartment/independent living
	1 of 3
	0 of 5
	1  of 7
	0 of 6

	
	Crisis respite
	1 of 3
	0 of 5
	1 of 7
	0 of 6


Southcentral Alaska.  Of the 12 represented programs, seven reported having experienced delayed discharges.  Two of these programs make treatment plan adjustments while children and youth wait for discharge.  Three programs also reported discharging children and youth to less than optimal services; the other four programs keep providing services to these children and youth until more appropriate services can be located.  The length of time between readiness for discharge and actual discharge varied from “weeks” to “indefinitely”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, residential treatment options, and substance abuse treatment.

Northern Alaska.  Of the 10 represented programs, six reported having experienced delayed discharges.  Five of these six programs make treatment plan adjustments while children and youth wait for discharge; three also reported discharging children and youth to less than optimal services.  Two programs keep these children and youth until more appropriate services can be arranged.  The length of time between readiness for discharge and actual discharge varied from “months” to “years”.  Services listed most commonly as lacking (and thus causing delayed discharges) were foster care, therapeutic foster care, and residential treatment options.  

Chapter Four: Findings About Service Gaps and Needs

Let’s not change our systems again and throw out everything we’re doing.

Let’s refine what we’re doing well and do more of it.

Let’s [explore] what we’re not doing well and do less of it.

Anonymous respondent

The information provided in this chapter is intended to describe concerns, service gaps, service needs, and barriers to service improvement perceived by providers of services for children and youth in the state of Alaska at the current time.  This information is based on questions 2, 5b, 7a, 7b, 7d, 15e-i, 16, 17, 20, 23, and 27 through 32 of the structured interview protocol that is described in Chapter Two and reprinted in Appendix A.  The information, based on 81 interviews, has been structured into five categories and within each category summarizes details separately for the seven types of services covered in this report (i.e., Level I through V programs, substance use treatment programs, and community-based programs).  No individual program detail is provided about these aspects of the interview given the sensitive nature of this material.  Comments to the above-listed questions were made by the participants with confidentiality guaranteed to them.

Common Concerns About Respondents’ Own Programs


Of interest to this portion of the interview were the respondents’ perceptions about difficulties encountered within their own programs, both with regard to clientele served and range of service options available.  In an attempt to quantify these qualitative and subjective issues, specific questions were asked about perceived changes in the clientele of children and youth served by a given program in recent years, limitations within the program that have hindered optimal care to the children and youth intended as the program’s clientele, and any other concerns about the services offered or the clientele served.  Summarized details are shown in Table Thirteen.  

As indicated previously, it should be noted that all the information provided in this report, both in the narrative and tables, reflects only spontaneously voiced issues.  In other words, additional concerns may well exist within a program beyond what is noted in Table Thirteen, but a given respondent did not spontaneously mention them.  Thus, the interview elicited only those issues foremost on a given program representative’s mind.  Table Thirteen is thus best perceived as an underestimate of how many programs actually struggle with a listed issue or concern.
In perusing this information, it should be kept in mind that virtually all residential and most community-based respondents indicated that they perceive an increase in level of acuity and treatment need among children and youth in the State of Alaska.  Not all programs, however, encounter these children and youth directly for service provision (the number indicated in Table Thirteen), as they turn them away either at the referral level or before.  

The barriers that were referenced when respondents indicated that their own programs face some limitations or barriers to care for the children and youth served by them, were very consistently as follows:

· inability to recruit needed staff, for some programs especially male staff;

· inability to find qualified staff and inability to pay them enough if they are located;

· inability to retain staff, in part due to inadequate pay and in part due to burnout;

· lack of training and expertise among staff for the more severe symptom presentations that are being encountered;

· need for more specialized training and knowledge among staff and the inability to provide this training within the agency due to funding and time limitations;

· lack of staff hands-on experience and longevity;

· missing resources within the program; 

· inadequate program capacity and associated waitlists; and

· transportation difficulties.

In terms of adding or enhancing services within their own programs, the most common needs that were mentioned across all interviews were as follows:

· assessment and diagnosis services;

· more capacity;

· more groups;

· more life skills training (including rehabilitation services);

· more substance abuse services; and

· more skills to handle psychiatric emergencies.

Level One (Day Treatment) and Other Programs 

Of the five represented programs, only four responded, as one program was too new to have accumulated meaningful knowledge about this series of questions.  All represented programs revealed that they had noted a change in their clientele over the last few years, with all of these changes resulting in greater demands on the programs.  All programs noted that their children and youth present with increasingly greater needs.  More severe mental health symptoms was the most commonly mentioned change in clientele, followed by increases in dual diagnosis issues, learning disabilities and attention deficits, substance use symptoms, and behavioral symptom.  Stronger needs for higher levels of care, including supervised care, were also mentioned.  Finally, although a positive development, increased community awareness about mental health issues and the availability of services has resulted in increased referrals to and further taxing the resources of some programs.   

Keeping up with increasing service needs, both in terms of quantity and quality, is complicated for one program in this category of services due to resource limitations related to inadequate funding for the program.  All programs noted additional concerns, including concern over having to serve children and youth outside their intended expertise and purpose for lack of referral options, and limitations within their own array and level of services to meet their clientele’s increasing needs.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

In this category of service, two respondents refused to comment on this series of questions, thus reducing the number of programs represented at this service level to 10.  Most responding programs in this category indicated recent changes in their clientele, all in the direction of putting greater strain on programs’ resources.  Most revealed that their clientele is presenting with increasingly greater needs and have needs for higher levels of treatment.  Increases in the severity of mental health symptoms was commonly mentioned, as was an increase in the number of children and youth presenting with substance use issues, dual diagnoses concerns, and behavioral symptoms.  For one program, increased community awareness has led to increases in referrals further taxing this program’s resources.

Keeping up with increasing and even just regular day-to-day demands on their programs, is reportedly difficult for almost all represented programs for a variety of reasons.  Many programs perceive limitations fueled by inadequate funding, inability to recruit needed and/or qualified staff, and poorly designed or maintained physical facilities.

DFYS Level Three (Residential Treatment Centers)

As many as eight of the 11 responding programs at this level of care indicated significant changes in their clientele over the last few years, with most noting greater severity of need and need for higher levels of care.  Increases in symptoms were noted in the areas of substance use, behavioral acting out, mental health, dual diagnosis, and criminal behavior.  Three programs noted that increased awareness in their community about mental health issues and service availability has led to increased referrals that are taxing the program’s already-limited resources.

All programs operating at this level of care report experiencing resource limitations that impede their ability to provide optimal care to the children and youth they serve.  Most commonly mentioned specifically were funding limitations and severe staffing problems ranging from inability to recruit needed and qualified staff to retaining them.  Additional concerns were voiced by 10 of the 11 agencies.  Most commonly mentioned was concern over having to serve children and youth outside their intended expertise and purpose for lack of referral options, and limitations within their own array and level of services to meet their clientele’s increasing needs.  The need to add and enhance services and to increase the ability to deal with more intense treatment needs were repeatedly raised as issues.

DFYS Level Four (Residential Diagnostic Treatment Centers)

Given the newness of the program represented, one respondent was unable to answer all questions in this category of inquiry.  Of the two programs who could respond, one indicated recent changes in clientele, with changes noted in terms of greater severity of need and need for higher level of treatment.  All three programs noted limitations within their own resources that may stand in the way of optimal care.  Most commonly mentioned were funding, staff pay, and staff recruitment.  Additional concerns were voiced by one respondent, who indicated a need to overcome existing barriers and to add services to the existing array in the program.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

One program represented in the interviews is very new and the representative for this program declined to answer this series of questions due to insufficient experience.  Of the remaining five programs, four noted recent changes in clientele, all in terms of greater burden on the program.  Most commonly mentioned were increases in the severity of mental health problems, more severe behavioral problems, and more substance use related issues (including dual diagnosis and fetal alcohol and drug exposure-related concerns).  Increased community awareness was reported by one program as contributing to more referrals, thus adding additional burdens on the program.

Table Thirteen A:  

Common Program Concerns - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Areas of Concern
	(total n=5; real n=4)
	(total n=12; real n=10)
	(total n=11)
	(total n=3)
	(total n=6; real n=5)
	(total n=3)

	Changes in Clientele

	 
	Number with clientele changes noted
	all
	8 of 10
	8 of 11
	1 of 2
	4 of 5
	all

	 
	Greater severity of need
	all
	6 of 8
	7 of 8
	1 of 1
	2 of 4
	3 of 3

	 
	Need for higher level of treatment
	2 of 4
	5 of 8
	5 of 8
	1 of 1
	0 of 4
	1 of 3

	
	More severe behavioral symptoms
	2 of 4
	3 of 8
	3 of 8
	0 of 1
	4 of 4
	1 of 3

	 
	Greater need for supervised care
	1 of 4
	2 of 8
	1 of 8
	0 of 1
	0 of 4
	0 of 3

	 
	More substance use 
	2 of 4
	4 of 8
	3 of 8
	 0of 1
	1 of 4
	2 of 3

	
	More LD and ADD
	2 of 4
	2 of 8
	1 of 8
	0 of 1
	1 of 4
	1 of 3

	
	More sex offenders
	0 of 4
	0 of 8
	0 of 8
	0 of 1
	0 of 4
	0 of 3

	 
	More dual diagnosis issues
	2 of 4
	3 of 8
	2 of 8
	0 of 1
	1 of 4
	2 of 3

	 
	More severe mental health symptoms 
	4 of 4
	4 of 8
	2 of 8
	0 of 1
	4 of 4
	3 of 3

	 
	More or more severe criminal behavior
	1 of 4
	2 of 8
	2 of 8
	0 of 1
	0 of 4
	0 of 3

	
	More fetal alcohol or fetal drug related issues
	1 of 4
	1 of 8
	1 of 8
	0 of 1
	2 of 4
	1 of 3

	
	More community awareness that has increased referral
	1 of 4
	1 of 8
	3 of 8
	0 of 1
	1 of 4
	0 of3

	Resource Limitations within the Program

	
	Number with resource limitations
	1 of 4
	9 of 10
	all
	all
	3 of 5
	all

	
	Inadequate funding
	0 of 1
	5 of 9
	11 of 11
	3 of 3
	1 of 3
	3 of 3

	
	Inadequate facility
	1 of 1
	4 of 9
	4 of 11
	0 of 3
	2 of 3
	0 of 3

	
	Inability to pay for enough staff
	0 of 1
	6 of 9
	5 of 11
	2 of 3
	0 of 3
	2 of 3

	
	Inability to recruit needed staff
	0 of 1
	3 of 9
	4 of 11
	1 of 3
	3 of 3
	2 of 3

	
	Inability to find staff with education needed
	0 of 1
	4 of 9
	6 of 11
	2 of 3
	2 of 3
	1 of 3

	
	Inability to find licensed staff
	0 of 1
	1 of 9
	2 of 11
	0 of 3
	3 of 3
	1 of 3

	
	Inability to retain staff
	0 of 1
	2 of 9
	2 of 11
	1 of 3
	2 of 3
	1 of 3

	
	Limitation related to rural location
	0 of 1
	0 of 9
	0 of 11
	0 of 3
	0 of 3
	0 of 3

	Concerns about Services or Clientele

	
	Number with concerns
	all
	8 of 10
	10 of 11
	1 of 3
	3 of 5
	all

	
	Serve unintended clientele due to lack of alternative
	all
	6 of 8
	7 of 10
	0 of 1
	2 of 3
	3 of 3

	
	Cognizant of barriers to care
	0 of 4
	3 of 8
	7 of 10
	1 of 1
	3 of 3
	0 of 3

	
	Need for added services in the program
	0 of 4
	2 of 8
	2 of 10
	1 of 1
	3 of 3
	1 of 3

	
	Need for enhancing services already in the program
	1 of 4
	2 of 8
	5 of 10
	1 of 1
	2 of 3
	0 of 3

	
	Need a better physical facility
	1 of 4
	4 of 8
	4 of 10
	0 of 1
	2 of 3
	0 of 3

	
	Require agency services for more intense needs
	1 of 4 
	4 of 8
	3 of 10
	0 of 1
	0 of 3
	1 of 3


Three of the five Level V and acute psychiatric care programs revealed program-specific limitations that get in the way of providing optimal care.  Most commonly mentioned were staffing concerns (ranging from recruitment to retention), facility limitations, and inadequate funding.  Additional concerns that were brought up included concern over having to serve children with symptoms beyond what the agency is equipped to handle and barriers to care.  A need for enhancing existing or adding new services was also mentioned.

Substance Abuse Treatment Programs

All of the programs in this category indicated that they have experienced recent change in their clientele, with all reporting greater severity of need and one reporting need for higher level of treatment.  Increase in symptom severity was mentioned for mental health concerns, with implications for dual diagnosis issues.  Even substance use symptoms were reported as having become more severe than previously encountered by two of the three agencies.  

Resource limitations were noted by all programs, with funding and staffing emerging as of critical concern.  All programs had additional concerns, including concern about having to serve children less than appropriate for the provided level of care due to a lack of referral options.  Requests for expanded service arrays and requirements for services that can accommodate more severe treatment needs are also an important concern for these programs.  

Community-Based Mental Health Programs

Community-based agencies noted slightly fewer recent changes in their clientele than residential care providers; however, they encountered resource limitations and voiced other concerns at a similar rate.  Community-based agencies were particularly likely to mention the inability to make adequate referrals as a problem for optimal care delivery, especially if they are located in a rural area.  These agencies appear to serve clients who are outside of their actual scope of practice with such regularity that they do not even mention this as a crucial concern anymore; serving tough children and youth is so much part of their day-to-day practice that is does not appear to warrant special mention.  


Anchorage.  Changes in clientele were noted by five of the eight outpatient programs in the Anchorage area.  Most of these programs reported greater severity of need and needs for higher levels of treatment.  Commonly mentioned symptoms that have increased over the years included mental health, behavioral, and substance use symptoms.  Resource limitations were noted by seven of eight programs, with staffing and funding being great difficulties.  Other concerns were also mentioned by three programs.  


Southeastern Alaska.  Changes in clientele were noted by six of the 11 community-based programs in this geographic region.  Several of these programs reported greater severity of need and needs for higher levels of treatment.  Increase in symptom severity over the years were noted for mental health problems, criminal behavior, behavioral acting-out, substance use symptoms, and fetal alcohol and drug-related issues.  Resource limitations were noted by 10 of the 11 programs, with staffing and funding being noted as particular difficulties.  Rural location added another degree of difficulty for two of these programs, largely related to lack of 

resources in the community, difficulty with referrals, and ethical concerns (e.g., concerns about confidentiality).  Other concerns were mentioned by nine programs, with emphasis on barriers to care.

Table Thirteen B:

Common Program Concerns - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Areas of Concern
	(total n=5; real n=4)
	(total n=8)
	(total n=11)
	(total n=12)

	Changes in Clientele

	 
	Number with clientele changes noted
	5 of 8
	6 of 11
	8 of 12
	6 of 10

	 
	Greater severity of need
	4 of 5
	3 of 6
	3 of 8
	5 of 6

	 
	Need for higher level of treatment
	3 of 5
	1 of 6
	2 of 8
	0 of 6

	
	More severe behavioral symptoms
	3 of 5
	3 of 6
	3 of 8
	2 of 6

	 
	Greater need for supervised care
	0 of 5
	0 of 6
	1 of 8
	0 of 6

	 
	More substance use 
	1 of 5
	1 of 6
	3 of 8
	1 of 6

	
	More LD and ADD
	1 of 5
	1 of 6
	1 of 8
	0 of 6

	
	More sex offenders
	0 of 5
	0 of 6
	0 of 8
	0 of 6

	 
	More dual diagnosis issues
	0 of 5
	0 of 6
	1 of 8
	1 of 6

	 
	More severe mental health symptoms 
	3 of 5
	2 of 6
	4 of 8
	2 of 6

	 
	More or more severe criminal behavior
	0 of 5
	2 of 6
	0 of 8
	0 of 6

	
	More fetal alcohol or fetal drug related issues
	0 of 5 
	0 of 6
	2 of 8
	1 of 6

	
	More community awareness that has increased referral
	1 of 5
	1 of 6
	4 of 8
	2 of 6

	Resource Limitations within the Program

	
	Number with resource limitations
	7 of 8
	10 of 11
	10 of 12
	all

	
	Inadequate funding
	4 of 7
	5 of 10
	7 of 10
	10 of 10

	
	Inadequate facility
	1 of 7
	2 of 10
	1 of 10
	2 of 10

	
	Inability to pay for enough staff
	2 of 7
	3 of 10
	5 of 10
	5 of 10

	
	Inability to recruit needed staff
	4 of 7
	7 of 10
	7 of 10
	4 of 10

	
	Inability to find staff with education needed
	5 of 7
	7 of 10
	5 of 10
	4 of 10

	
	Inability to find licensed staff
	1 of 7
	2 of 10
	1 of 10
	1 of 10

	
	Inability to retain staff
	3 of 7
	3 of 10
	5 of 10
	5 of 10

	
	Limitation related to rural location
	0 of 7
	2 of 10
	7 of 10
	5 of 10

	Concerns about Services or Clientele

	
	Number with concerns
	6 of 8
	9 of 11
	8 of 12
	8 of 10

	
	Serve unintended clientele due to lack of alternative
	1 of 6
	2 of 9
	4 of 8
	6 of 8

	
	Cognizant of barriers to care
	5 of 6
	7 of 9
	4 of 8
	8 of 8

	
	Need for added services in the program
	1 of 6
	1 of 9
	1 of 8
	5 of 8

	
	Need for enhancing services already in the program
	1 of 6
	1 of 9
	1 of 8
	1 of 8

	
	Need a better physical facility
	1 of 6
	2 of 9
	0 of 8
	2 of 8

	
	Require agency services for more intense needs
	0 of 6
	1 of 9
	2 of 8
	4 of 8



Southcentral Alaska.  Changes in clientele were noted by eight of the 12 community-based programs in Southcentral Alaska.  Several of these programs reported greater severity of need and needs for higher levels of treatment.  Symptoms that reportedly are presented with more frequency and severity included mental health problems, behavioral acting-out, and substance use symptoms.  Increased community awareness about mental health issues and about service availability has augmented referrals to four of these programs further taxing their limited resources.  Resource limitations were noted by 10 of the 12 programs, with staffing and funding being noted as particular difficulties.  Rural location added another degree of difficulty for seven of these programs, largely related to lack of resources in the community, difficulty with referrals, and ethical concerns (e.g., lack of privacy, dual relationships).  Other concerns were mentioned by eight programs, with emphasis on having to provide care for children and youth outside of the program’s expertise and purpose and on barriers to care.  


Northern Alaska.  Changes in clientele were noted by six of the 10 community-based programs in this region.  Most of these programs reported greater severity of need, but none reported needs for higher levels of treatment.  Children and youth reportedly are presenting more and more frequently with more severe mental health problems, behavioral acting-out, and dual diagnosis issues.  Increased community awareness about mental health issues and about service availability has augmented referrals to two of these programs further taxing their limited resources.  Resource limitations were noted by all of these programs, with funding problems reported by all and staffing difficulties of some types being noted by most.  Rural location added another degree of difficulty for five of these 10 programs, largely related to lack of resources in the community, difficulty with referrals, and ethical concerns (e.g., lack of privacy, lack of access to treatment).  Other concerns were mentioned by eight programs, with emphasis on having to provide care for children and youth outside of the program’s expertise and purpose, on barriers to care, and on the need to enhance or add service to meet the increasingly acute or severe long-term needs of their clientele.

Common Concerns, Perceived Needs, and Recommendations Regarding Statewide Services for Children and Youth


Of interest to this portion of the interview were the respondents’ perceptions about difficulties encountered statewide with regard to barriers to care and range of service options available versus needed.  In an attempt to quantify these very qualitative, largely subjective issues, questions were asked about perceived barriers, limitations, service needs, and related issues that have an impact on the care for children and youth in the state of Alaska with mental health needs.  Summarized details are shown in Table Fourteen.  

As indicated previously, it should be noted that all the information provided in this report, both in the narrative and tables, reflects only spontaneously voiced issues.  In other words, additional statewide concerns may well be perceived by a given respondent beyond what is noted in Table Fourteen, but a given respondent did not spontaneously mention them.  In other words, the interview elicited only those issues foremost on a given respondents’ mind.  Table Fourteen is thus best perceived as an under-estimate of how pronounced an issue or concern really is in the state.
It should also be noted that although this information continues to be listed separately for the different levels of residential services and geographic regions for community-based services in both the narrative and the table, the responses to this series of questions are NOT about that level or region, but are focused on statewide issues.  The separate presentation by level and region merely serves to show whether opinions about statewide problems differ across providers in these different settings.

DFYS Level One (Day Treatment) and Other Programs

All five represented programs revealed at least one statewide concern, and all respondents identified funding issues as a limitation that affect care for children and youth.  Family resistance or nonsupport of treatment was also frequently mentioned as a barrier.  Poor interagency collaboration (especially with DFYS) was mentioned by two programs, as were limitation based on poor physical facilities.

These respondents had relatively little to suggest regarding service additions or enhancements, mentioning only a need for more family support services with some frequency.  In terms of other needs that may improve systems of care, one program recommended a special statewide program for staff training.

DFYS Level Two (Emergency Stabilization and Assessment Centers)

Of the 12 programs represented, only 11 answered this series of questions; one respondent discontinued the interview.  The 11 respondents in the Level II care category all identified several common statewide concerns, with funding limitations being mentioned most frequently.  Inadequate capacity and consequent use of waitlists, bureaucratic barriers, poor interagency collaboration (including with DFYS), and physical facility limitations were mentioned by five programs as barriers to care, followed by transportation difficulties and staffing limitations.  

With regard to recommendations for service enhancements and additions, these programs mentioned the need for locked and long-term residential care, independent living options, and assessment (including diagnostic) services most frequently.  They also pointed out the need for more substance abuse treatment services and specialty services (such as residential care for pregnant girls or younger children).  In terms of other needs, these respondents recommended the addition of outreach and prevention activities as well as a statewide system for staff training.  

DFYS Level Three (Residential Treatment Centers)

Of the 11 individuals representing these programs, two answered some questions very briefly and some questions not at all.  Thus, only nine respondents provided detailed information for all aspects of this portion of the interview.  For the 11 respondents representing Level III programs, the most common statewide concerns that emerged had to do with staff inexperience and lack of training, limited capacities and resulting waitlists, and inadequate funding.  They also mentioned billing problems, transportation problems, and lack of family involvement in children and youth’ treatment as barriers to optimal care statewide.  All programs in this category perceived numerous problems.

With regard to recommendations about service enhancements and additions, these respondents mentioned the need for more school-based programs and long-term residential treatment options, as well as transitional services.  They also recommended added family support services, specialty services (e.g., for sexual preference issues or culturally specific treatment), substance abuse treatment, and group homes with some frequency.  In terms of other needs, they requested a statewide system for staff training, work toward making funding more predictable, and more outreach and prevention activities.

Table Fourteen A:  

Common Concerns and Needs Statewide - Residential/Inpatient Programs

	
	 
	Level I and Others
	Level II
	Level III
	Level IV
	Level V and Acute Care
	Substance Abuse 

	Areas of Concern or Need
	(total n=5)
	(total n=12; real n=11)
	(total n=11)
	(total n=3)
	(total n=6; real n=5)
	(total n=3)

	Common Concerns Statewide

	 
	Funding limitations
	5 of 5
	9 of 11
	7 of 11
	1 of 3
	3 of 5
	2 of 3

	 
	Billing problems (including Medicaid billing)
	0 of 5
	1 of 11
	3 of 11
	1 of 3
	0 of 5
	0 of 3

	 
	Physical facility limitations
	2 of 5
	5 of 11
	2 of 11
	1 of 3
	2 of 5
	0 of 3

	
	Staffing limitations
	1 of 5
	4 of 11
	2 of 11
	2 of 3
	2 of 5
	1 of 3

	 
	Staff training and expertise 
	1 of 5
	3 of 11
	8 of 11
	2 of 3
	2 of 5
	1 of 3

	 
	Poor interagency collaboration (incl. DFYS)
	2 of 5
	5 of 11
	2 of 11
	1 of 3
	1 of 5
	1 of 3

	
	Array of service limitations
	0 of 5
	0 of 11
	0 of 11
	1 of 3
	2 of 5
	1 of 3

	
	Excessive paperwork 
	0 of 5
	1 of 11
	1 of 11
	1 of 3
	2 of 5
	2 of 3

	 
	Lack of family support and involvement
	3 of 5
	1 of 11
	3 of 11
	0 of 3
	1 of 5
	2 of 3

	 
	Limitations related to rural location
	0 of 5
	0 of 11
	0 of 11
	0 of 3
	0 of 5
	0 of 3

	 
	Transportation difficulties
	0 of 5
	4 of 11
	3 of 11
	0 of 3
	0 of 5
	0 of 3

	
	Inadequate capacity and associated waitlist
	1 of 5
	5 of 11
	6 of 11
	1 of 3
	4 of 5
	2 of 3

	
	Bureaucratic barriers (e.g., lack of integration, leadership)
	0 of 5
	5 of 11
	3 of 11
	1 of 3
	3 of 5
	all

	Needs for Service Enhancements

	
	School-based programs
	1 of 5
	0 of 11
	3 of 11
	0 of 3
	1 of 5
	0 of 3

	
	Transitional services
	0 of 5
	2 of 11
	2 of 11
	1 of 3
	2 of 5
	2 of 3

	
	Long-term residential care 
	0 of 5
	4 of 11
	3 of 11
	1 of 3
	2 of 5
	1 of 3

	
	Case management 
	0 of 5
	3 of 11
	0 of 11
	1 of 3
	0 of 5
	2 of 3

	
	Aftercare services
	0 of 5
	0 of 11
	0 of 11
	0 of 3
	1 of 5
	2 of 3

	
	Outpatient services
	0 of 5
	0 of 11
	0 of 11
	0 of 3
	1 of 5
	2 of 3

	
	Shadows
	0 of 5
	0 of 11
	1 of 11
	0 of 3
	1 of 5
	0 of 3

	
	Emergency services
	0 of 5
	2 of 11
	0 of 11
	0 of 3
	0 of 5
	0 of 3

	
	Day treatment 
	0 of 5
	0 of 11
	0 of 11
	0 of 3
	0 of 5
	0 of 3

	Needs for Service Additions

	
	Group homes
	1 of 5
	3 of 11
	2 of 11
	0 of 3
	1 of 5
	0 of 3

	
	Crisis respite
	0 of 5
	1 of 11
	0 of 11
	0 of 3
	2 of 5
	0 of 3

	
	Therapeutic foster homes
	0 of 5
	5 of 11
	1 of 11
	0 of 3
	2 of 5
	1 of 3

	
	Locked residential treatment 
	0 of 5
	2 of 11
	1 of 11
	0 of 3
	2 of 5
	0 of 3

	
	Independent living options
	1 of 5
	4 of 11
	2 of 11
	1 of 3
	2 of 5
	1 of 3

	
	Substance use treatment 
	0 of 5
	3 of 11
	1 of 11
	2 of 3
	2 of 5
	1 of 3

	
	Assessment and diagnosis 
	0 of 5
	4 of 11
	0 of 11
	0 of 3
	1 of 5
	0 of 3

	
	Family support services
	3 of 5
	2 of 11
	3 of 11
	0 of 3
	1 of 5
	1 of 3

	
	Residential specialty services (e.g., for FAS/FAE)
	1 of 5
	3 of 11
	3 of 11
	1 of 3
	2 of 5
	0 of 3

	Other Needs

	
	Outreach and prevention 
	0 of 5
	5 of 11
	2 of 11
	0 of 3
	1 of 5
	1 of 3

	
	Special programs for staff training
	1 of 5
	2 of 11
	7 of 11
	2 of 3
	1 of 5
	1 of 3

	
	Special position dedicated to staff recruitment
	0 of 5
	1 of 11
	0 of 11
	0 of 3
	0 of 5
	0 of 3

	
	Stigma reduction
	0 of 5
	0 of 11
	0 of 11
	0 of 3
	0 of 5
	1 of 3

	
	Better funding predictability
	0 of 5
	1 of 11
	3 of 11
	0 of 3
	0 of 5
	0 of 3


DFYS Level Four (Residential Diagnostic Treatment Centers)

All three program representatives revealed multiple concerns or limitations statewide that affect quality of care for children and youth in Alaska.  Most commonly they mentioned staffing limitations in terms of recruitment and retention, as well as in terms of prior training and expertise.  Several other concerns were also noted by at least one respondent each (e.g., funding limitations, capacity limitations, and bureaucratic barriers).

With regard to service enhancements and additions, these three respondents recommended more transitional services, long-term residential care, and case management.  They also indicated a need for independent living options, substance abuse treatment, and specialty services (such as for FAS and FAE children and youth).  Other recommendations were for a statewide system of staff training.

DFYS Level Five (Residential Psychiatric Treatment Centers) & Acute Psychiatric Care

Of the six represented programs, one is very new and the respondent for that program chose not to answer these questions.  The remaining five respondents all agreed that there are multiple statewide concerns that need to be addressed for better quality of care for children and youth.  These programs noted across the board capacity shortages, bureaucratic barriers to optimal care, and funding limitations. 

These individuals expressed a need for more transitional services and long-term residential services.  They also mentioned a need for more school-based programs, aftercare, and outpatient services.  In terms of service enhancements, they recommended more crisis respite options, locked residential treatment, independent living, substance abuse treatment, and specialty services.  Other recommendations they made included statewide staff training efforts and outreach and prevention.

Substance Abuse Treatment Programs

All three respondents representing residential substance abuse treatment answered this series of questions in detail.  They revealed concerns about funding, paperwork demands, bureaucratic barriers, inadequate treatment capacity, and resistance from families.  They recommended more transitional services, aftercare, case management, and outpatient services (especially substance abuse outpatient care).  At least one individual also recommended the development of independent living options, family support services, and more therapeutic foster homes.  In terms of other recommendations, outreach and prevention, a statewide system for staff training, and stigma reduction were mentioned.

Community-Based Mental Health Programs

The community-based program respondents voiced many concerns similar to those of the residential care providers.  They were equally concerned with funding, but less in term of amounts of monies they receive from a funding sources (such as the state or federal government), and more in terms of billing difficulties (perceiving that consumers “fall through funding cracks”).  In terms of staffing issues, they shared concerns about recruitment, retention, training, and expertise, but also added burnout and fast staff turnover as important issues.

Table Fourteen B:  

Common Concerns and Needs Statewide - Community-Based Mental Health Programs

	
	 
	Anchorage
	Southeast
	Southcentral
	Northern

	Areas of Concern or Need
	(total n=8)
	(total n=11)
	(total n=12)
	(total n=10)

	Common Concerns Statewide

	 
	Funding limitations
	6 of 8
	7 of 11
	8 of 12
	9 of 10

	 
	Billing problems (including Medicaid billing)
	7 of 8
	3 of 11
	3 of 12
	4 of 10

	 
	Physical facility limitations
	4 of 8
	5 of 11
	0 of 12
	2 of 10

	
	Staffing limitations
	4 of 8
	7 of 11
	6 of 12
	5 of 10

	 
	Staff training and expertise 
	6 of 8
	6 of 11
	5 of 12
	3 of 10

	 
	Poor interagency collaboration (incl. DFYS)
	4 of 8
	2 of 11
	5 of 12
	2 of 10

	
	Array of service limitations
	5 of 8
	3 of 11
	3 of 12
	2 of 10

	
	Excessive paperwork 
	0 of 8
	0 of 11
	1 of 12
	1 of 10

	 
	Lack of family support and involvement
	2 of 8
	2 of 11
	3 of 12
	4 of 10

	 
	Limitations related to rural location
	0 of 8
	3 of 11
	4 of 12
	4 of 10

	 
	Transportation difficulties
	0 of 8
	0 of 11
	2 of 12
	2 of 10

	
	Inadequate capacity and associated waitlist
	5 of 8
	4 of 11
	5 of 12
	5 of 10

	
	Bureaucratic barriers (e.g., lack of integration, leadership)
	5 of 8
	4 of 11
	5 of 12
	3 of 10

	Needs for Service Enhancements

	
	School-based programs
	2 of 8
	2 of 11
	3 of 12
	0 of 10

	
	Transitional services
	1 of 8
	1 of 11
	0 of 12
	4 of 10

	
	Long-term residential care 
	2 of 8
	4 of 11
	4 of 12
	3 of 10

	
	Case management 
	0 of 8
	1 of 11
	2 of 12
	2 of 10

	
	Aftercare services
	2 of 8
	1 of 11
	2 of 12
	3 of 10

	
	Outpatient services
	2 of 8
	3 of 11
	2 of 12
	3 of 10

	
	Shadows
	0 of 8
	0 of 11
	0 of 12
	0 of 10

	
	Emergency services
	1 of 8
	1 of 11
	2 of 12
	0 of 10

	
	Day treatment 
	2 of 8
	1 of 11
	1 of 12
	0 of 10

	Needs for Service Additions

	
	Group homes
	2 of 8
	2 of 11
	1 of 12
	2 of 10

	
	Crisis respite
	3 of 8
	4 of 11
	2 of 12
	0 of 10

	
	Therapeutic foster homes
	3 of 8
	3 of 11
	3 of 12
	2 of 10

	
	Locked residential treatment 
	0 of 8
	0 of 11
	0 of 12
	0 of 10

	
	Independent living options
	1 of 8
	1 of 11
	0 of 12
	0 of 10

	
	Substance use treatment 
	1 of 8
	1 of 11
	1 of 12
	4 of 10

	
	Assessment and diagnosis 
	2 of 8
	1 of 11
	0 of 12
	0 of 10

	
	Family support services
	4 of 8
	4 of 11
	5 of 12
	1 of 10

	
	Residential specialty services (e.g., for FASD)
	4 of 8
	2 of 11
	4 of 12
	4 of 10

	Other Needs

	
	Outreach and prevention 
	3 of 8
	3 of 11
	4 of 12
	0 of 10

	
	Special programs for staff training
	4 of 8
	7 of 11
	4 of 12
	1 of 10

	
	Special position dedicated to staff recruitment
	0 of 8
	2 of 11
	0 of 12
	0 of 10

	
	Stigma reduction
	2 of 8
	2 of 11
	0 of 12
	1 of 10

	
	Better funding predictability
	3 of 8
	4 of 11
	2 of 12
	1 of 10


Anchorage.  Of the eight respondents representing community-based programs in Anchorage, all reported multiple statewide concerns about barriers to quality care for children and youth.  Most mentioned funding issues and billing problems as primary concerns; this was followed by staff recruitment and retention related problems.  Other critical issues that were mentioned were array of service limitations, capacity limitations, and bureaucratic barriers that negatively affect care for children and youth.  Additional concerns related to poor interagency collaboration (between provider agencies and state divisions as well as among the service providers themselves), parental lack of support of children’s treatment, and limitations due to poor physical facilities.

In terms of recommendations for service additions and enhancements, these respondents made several recommendations, including requests for more therapeutic foster homes, a locked residential facility, family support services, specialty services, group homes and an array of outpatient services (including aftercare and case management).  Other recommendations were for a statewide system of staff training, outreach and prevention activities, a means of making funding more predictable, and a program to reduce stigma associated with mental illness.  


Southeastern Alaska.  Of the 11 respondents representing community-based programs in Southeastern Alaska, all reported multiple statewide concerns about barriers to quality care for children and youth.  Most respondents mentioned funding and staffing limitations as the foremost problems.  These were followed by staff inexperience and lack of training and limitations due to poor physical facilities.  Other critical issues that were mentioned by multiple respondents included concerns about capacity limitations and resulting waitlists and bureaucratic barriers that negatively affect quality of care and ease of service provision.  Additional concerns related to array of service limitations, rural issues, and others.  

In terms of recommendations for service additions and enhancements, these respondents made several recommendations, including requests for more transitional services, long-term residential beds, therapeutic foster homes, family support services, locked residential treatment, and an array of outpatient services.  Non-service related recommendations called for a statewide system of staff training, a means of making funding more predictable, outreach and prevention activities, and a program to reduce stigma associated with mental illness.  Not mentioned by any other group of providers, two respondents in this group suggested a State coordinator position in charge of staff recruitment nationwide to enhance staff availability and retention statewide.  


Southcentral Alaska.  All 12 respondents representing community-based programs in Southcentral Alaska talked about several barriers to care for children and youth receiving services in Alaska statewide.  Funding and staffing limitations were mentioned most often, followed by concerns over poor interagency collaborations, bureaucratic barriers, and inadequate service capacities that lead to excessive use of waitlists.  Additional concerns related to limitations related to rural life (e.g., weather, distances to travel to services, lack of resources), array of service limitations, billing problems, and family resistance to treatment.  

In terms of recommendations for service additions and enhancements, these respondents made requests for more family support services, specialty services (e.g., for children with fetal alcohol exposure, for sex offenders), long-term residential treatment, school-based programs, and therapeutic foster homes.  Non-service related recommendations called for a statewide system of staff training, outreach and prevention, and a means of making funding more predictable.  


Northern Alaska.  All 10 respondents revealed that they perceive multiple problems in the current system of care for children and youth in Alaska.  Funding limitations emerged as an important limitation for nine of the 10 community-based program respondents in this region of the state.  These individuals also voiced concerns of staffing limitations and expertise, capacity limitations and waitlists, family non-involvement in children’s treatment, rural barriers, billing problems, and bureaucratic issues that all affect care for children and youth in a negative way.  

Recommendations about service additions and enhancements included requests for more transitional services, substance abuse treatment options, specialty services (including for younger children and culturally sensitive treatment), long-term residential beds, aftercare services, and outpatient services.  Other recommendations were minimal, though statewide staff training, programs for stigma reduction, and a means of enhancing funding predictability were recommended by one individual each.  

Chapter Five: Conclusions About Perceived Statewide Barriers and Needs 

We need to be more proactive in our approaches to treatment [and prevention] rather than reactive to the symptoms that are presented

Anonymous respondent 

As discussed in Chapter One, a thorough needs assessment generally measures several types of needs: perceived needs, normative needs, expressed needs, and relative needs.  The focus of this report has been exclusively on perceived needs.  The 81 interviews provided a wealth of information about individual programs as well as about programs and overall systems of care for children and youth in the state of Alaska.  Following is a summary of the most salient overall findings, not categorized by provider affiliation.  This approach provides an overview of the current perceptions about statewide concerns and needs for mental health services for children and youth.  This information will ultimately need to be integrated into the larger picture of the overall needs assessment, but renders important insights in and of itself as well.  

Perceived Barriers to Care

Many barriers to optimal care for children and youth served in the state of Alaska were identified spontaneously by the 81 respondents who participated in the interviews.  The most frequently mentioned concerns in the order of occurrence, from most frequently mentioned concerns to least frequently mentioned concerns, are as follows:  

1. Funding limitations.

2. Staff training and expertise limitations.

3. Inadequate capacity and associated waitlist.

4. Staffing limitations.

5. Bureaucratic barriers (e.g., lack of integration, leadership).

6. Poor interagency collaboration (including with DFYS).

7. Physical facility limitations.

8. Billing problems (including Medicaid billing).

9. Lack of family support and involvement.

10. Array of service limitations.

11. Limitations related to rural location.

12. Transportation difficulties.

13. Excessive paperwork demands.

Each of these concerns is not a homogenous or simple concern, but rather represents a cluster of issues of a complex nature and with multifaceted implications.  The most commonly mentioned and most complex of these concerns are discussed in some detail below.  Each of these areas of concern was mentioned spontaneously by at least 40% of the 81 respondents, with funding issues having been mentioned by as many as 70%.  These percentage are high already, but more than likely represent underestimates of the number of programs (for reasons explained above) that actually perceive and encounter each of these concerns directly.

Funding Limitations

Funding limitations were the top priority in most respondents’ minds and were blamed for many of the statewide problems with mental health care for children and youth in Alaska.  In fact, often when individuals pointed out other barriers of care, they expressed the belief that these barriers could at least partially be addressed through more adequate funding.  However, all respondents were clear that funding alone cannot solve the crisis they perceive in the care for children and youth.  

Funding issues that were mentioned with some regularity included the following:

· insufficient monies to offer the full array of services needed or to offer services at a capacity that would prevent waitlists;

· billing difficulties that result in non-payment for services rendered;

· rigid billing guidelines (including for Medicaid) that require much staff time;

· reimbursement rates that are set too low (e.g., BRS funds for residential care);

· children and youth falling between funding cracks for reimbursement (e.g., due to lack of eligibility for Medicaid but lack of third party coverage);

· tedious paperwork associated with billing;

· unpredictable budgets from year to year that impeded proper service planning; and

· inadequate funds to attract and retain qualified staff.

Notably, few programs represented in this survey bill third party payors (excluding Medicaid), pursue payment from clients or their families, or have significant incomes from fees for services.  State funding accounts for the bulk of financial resources for many agencies, supplemented for some by local funds or federal grant dollars.  Federal grant funds are received with gratitude, as well as trepidation, as programs are aware of the fact that most federal grants are time-limited and that the services funded with these dollars may disappear if self-sufficiency cannot be established during the years of active funding.  Tribal funding (including corporations and IHS) is key to several programs’ budgets but at times limits the program in terms of clientele served (requirements may exist for Native blood to receive services).  

Staffing Limitations and Staff Expertise

Staffing limitations in terms of recruitment and retention as well as staff qualifications and expertise emerged as one of the top limitations that impede optimal care for children and youth in Alaska.  Staffing limitations (i.e., inability to recruit and retain qualified staff) were attributed to programs’ inability to pay adequate salaries and benefits, burnout and fast turnover (especially in rural areas), inadequate housing for rural staff, cost-of-living in rural areas, lack of services and resources for providers (such as medical providers, shopping, social networks) in rural areas, overburdening of staff due to needs for making them work overtime, overburdening of staff due to low staff-client ratios (due to not being able to staff vacancies), and competition for staff with other agencies (often in the for-profit, private sector) who can afford to pay more.  Staffing limitations related to expertise and knowledge were attributed to inadequacy and lack of availability of training programs in preparing mental health care providers for work with children (especially in residential settings), inexperience of new staff, lack of expertise with emerging needs (such as FASD, dual diagnosis, and sexual offending), short employment histories that get in the way of accumulating wisdom and experience, and inadequate funds and staff time for ongoing staff continuing education opportunities (both within agencies and outside of agencies).  

Specific staff training needs that were pointed out included the following:

· residential care for children and adolescents;

· dual diagnosis and substance abuse issues;

· developmental disability issues;

· fetal alcohol and fetal drug exposure;

· cultural sensitivity;

· knowledge about resource availability; and 

· enhancement of referral skills.

The inability to recruit, retain, and train staff members appears to be reaching crisis proportions for some programs and may be even more severe in rural locations or in urban areas where there is fierce private-sector competition for qualified individuals.  For some programs, the inability to hire staff into vacancies limits capacity and array of services, at least temporarily.  Staff members who do remain with programs often feel overburdened and are in danger of burnout.

Relatedly, several respondents expressed the belief that inappropriate referrals, especially to out-of-state agencies, occur due to inadequate resources in the state, compounded by lack of staff expertise.  Inexperienced staff members who are not aware of existing resources within the state are believed to make inappropriate referrals before having exhausted all in-state resources.

Service Capacity-Related Issues

Capacity issues also emerged with regularity and needs for more residential beds of all levels were mentioned frequently along with needs for more outpatient service availability.  Capacity-related issues that were mentioned were as follows, but can also be understood more clearly in terms of service needs when perusing the Perceived Needs section below:

· child inappropriately placed in a higher level of care (which fails to meet the spirit of least restrictive treatment);

· inappropriately low level of care (which can result in danger to the client and the service provider);

· limited access to care, especially for children and youth who fall between funding cracks;

· restricted array of services (which leads to non-treatment of some presenting concerns);

· out-of-state treatment; 

· lack of treatment; 

· excessive waitlists;

· staff overburdening due to excessive caseloads and overtime; and

· focus on high-needs children and youth at the expense of lower-needs children and youth and at the expense of prevention and outreach activities.

The programs represented in this set of interviews are largely functioning at exceptionally high capacities.  Some programs report working at above 85% capacity most of the time and some programs claim 100% utilization rates.  For example, Anchorage-based outpatient service providers average a utilization rate of 96%; Level V and acute care service providers average 92%.  Also, utilization is more likely to have increased for programs than to have decreased and seasonal fluctuations often result in peak utilizations during certain times of the year (e.g., one month after school starts each fall).  In most regions, seasonal variations mean lower numbers in the summer and higher numbers in the fall.  This issue is related to variations according to school year and holidays, with some increases noted about four to six weeks after school starts and some decreases before the winter holiday seasons and increases shortly thereafter.  Alaska utilization rates are exceptional, especially if considered in the context of the staff shortages and physical limitations many programs encounter.  

Not surprisingly, several interviewees noted that increasing referrals are a double-edged sword for them.  They are pleased that community awareness about mental health needs of children and youth is increasing, but at the same time are overwhelmed by the additional referrals such awareness creates.  These interviewees correctly note that working to increase community awareness about mental health issues is not enough; additional service capacity needs to be built along with such efforts to deal with the resulting increase in referrals.


Bureaucratic Barriers and Poor Interagency Collaboration

A final set of barriers that was mentioned with some regularity is related to what programs perceive as systemic concerns that impeded their ability to focus on care provision or that get in the way of appropriate referral to optimize children’s and youth’s mental health treatment.  Bureaucratic barriers and barriers related to less than optimal interagency collaboration included the following issues:

· facility (building code) requirements that put a financial burden on small programs;

· rigid billing guidelines and procedures that result in too much paperwork, non-payment, or less than optimal care for the child in question; 

· reimbursement and required treatment emphases are often based on medical models that do not accommodate complex mental health and/or substance abuse needs in an integrated, holistic fashion;

· limited access to resources in other agencies due to non-cooperative relationships; 

· inappropriate referrals due to poorly completed assessments or incomplete paperwork conducted by the referral agent;

· restrictions about staff characteristics (e.g., history of substance use) that sometimes hinder the hiring of qualified staff members;

· limited integration of mental health and substance abuse treatment resulting in non-payment, inappropriate referral, excessive paperwork, and inadequate client care;

· limited access to or involvement by DFYS staff assigned to a given child’s case;

· low legislative priority for the mental health needs of children and youth; 

· limited effectiveness of community leaders to create change (including issues such as NIMBY and stigma);

· less than adequate legislative budgeting for relevant State agencies (i.e., DFYS, mental health, substance abuse); and

· emphasis on reactive rather than proactive services, favoring treatment over prevention.

Many providers expressed concern of the lack of collaboration across agencies, recognizing that some of this lack of cooperation may be related to competition for state dollars.  They also expressed concern over high turnover in State agencies that makes it difficult to establish an ongoing, collaborative relationship on behalf of the children and youth who are being served.  

It should be noted that several respondents viewed this needs assessment as a powerful step in the right direction as far as political leadership and legislative prioritization of mental health issues relative to children and youth are concerned.  Many respondents were hopeful about the current DMHDD leadership in particular, and about these individuals’ dedication and skill.  Nevertheless, a few individuals were skeptical that the needs assessment efforts will translate into action that will significantly change the lives of the children and youth they serve.

Perceived Needs for Capacity and Array-of-Service Expansions

Many needs for capacity expansion and service enhancement were identified spontaneously by the 81 respondents who participated in the interviews as crucial to building an optimal system of care for children and youth served in the state of Alaska.  The most frequently mentioned needs, in the order of occurrence from most frequently mentioned to least frequently mentioned, are as follows:  

1. Long-term residential facilities.

2. Residential specialty services. 

3. Family support services.

4. Therapeutic foster homes.

5. Substance use treatment. 

6. Transitional services.

7. Group homes.

8. Outpatient services.

9. Independent living options.

10. School-based programs.

11. Crisis respite.

12. Case management. 

13. Aftercare services.

14. Assessment and diagnosis services.

15. Emergency services.

16. Locked residential treatment facility.

17. Day treatment. 

18. Shadows.

Somewhat less consensus was reached among the respondents regarding needs for service expansions and capacities than there was for the identification of barriers and concerns.  Nevertheless, several powerful themes emerged that are discussed in some detail below.  Each of the categories of perceived need addressed below was mentioned spontaneously by at least 25% of the 81 respondents, with the first three categories each having been mentioned by as many as 30%.  These percentage are high already, but more than likely represent underestimates of the number of programs (for reasons explained above) that actually perceive these needs.


Long-Term and Other Residential Care

The issue of residential care emerged over and over in at least two context: there is a need for increased capacity (i.e., more beds within the state of Alaska at all levels) and there is a need for more long-term or specific-level residential care options (i.e., an array of service issue).  Many respondents shared a concern over the low capacity and resulting waitlists in residential treatment settings and perceived this as one of the reasons children and youth have to be sent out of state for services.  More than half of the residential programs surveyed report the routine use of a waitlist, with seasonal exacerbations.  As many also report that they have to deny admission to appropriate referrals because their agency has reached capacity (either physical or staffed).  Programs’ waitlists appear to be mostly capacity driven, as very few respondents reported making a child wait for services because of clinical characteristics of the child.  If children are not appropriate for care in a given agency, the program attempts to make the necessary referrals instead (although this is reportedly a challenge, again due to capacity and array-of-service limitations).  When referral is not possible, many programs end up providing services to children and youth who are not part of their intended clientele.  At least 90% of residential care providers reported having served children and youth in their agency who would have been better served in another setting.

Also speaking to the fact that capacity is reached in many programs is the finding that far more than half of the community-based and almost all of the residential providers have had to delay discharges of children and youth because a target referral agency was not available (either because of capacity or array-of-service limitations).  Such delayed discharges can result in weeks to months of prolonged treatment in a setting that is not longer considered clinically optimal by the care providers for a given child or youth.  

The types of residential treatment options providers felt were needed in the state varied somewhat, depending on their own service affiliation.  Level II and III providers often expressed the need for more higher-level residential treatment capacity; not surprisingly, Level IV and V providers often expressed the need for lower level residential capacity.  These latter providers also mentioned the need for locked residential treatment, although overall this need was mentioned specifically by only about 6% of the respondents.  In all likelihood, this lack of mention is an underestimate of locked-capacity-need as many respondents may not have bothered to specify locked residential treatment when they mentioned the need for more residential options, assuming that this is understood when they speak of the need for higher-level, more restrictive residential care.   


Residential Specialty Services

The need for a greater array of residential services was also underscored by the request by 30% of the respondents for more specialized residential care.  This care was not described in terms of levels of care, but rather in terms of symptom presentation of the children and youth who need to be served.  That higher level of treatment is not always the critical issues in trying to find services for children and youth is underscored by the finding that although half to two thirds of the respondents perceive their clientele to have increased in severity of need, very few perceive their clientele as having become in need of higher levels of care.  Instead, it appears possible that what is lacking for some children and youth are specialty residential services that would more adequately address their symptom presentation or history.  Specialty services that were mentioned as being needed in the state included, but were not necessarily limited to the list that follows.  It should be noted, however, in perusing this list, that no single specialty service emerged as being most frequently mentioned.  Instead, many specialty services received only one mention; a few received two or three mentions (e.g., specialty services for children and youth exposed to alcohol or drugs in utero; history of trauma or abuse; violence or loss of self-control).  Thus, although the need for specialty services exists, realistic implementation of such services may be limited by client demand.  The exploration of client profiles that will be part of this needs assessment may shed further light on this issue.

Services for children and youth with the following presentations:

· fetal alcohol or drug exposure;

· loss of self-control and violent anger;

· history of trauma;

· history of sexual abuse;

· history of physical abuse and neglect;

· comorbidity (mental health and developmental disability or FASD or substance abuse or medical disorder);

· need for culturally sensitive treatment;

· pregnancy in addition to mental health or substance abuse symptoms;

· issues of gender identity;

· very young age; and

· non-state-custody adolescents with no home.

It should also be noted that a need for more residential substance abuse treatment capacity was mentioned by at least 20% of the respondents, but was not coded as a specialty residential service for purposes of this analysis.  However, substance abuse treatment clearly emerged as a specialty services that capacity for which must be expanded, especially in the context of providing treatment for children and youth with dual diagnosis issues.


Family Support Services

The opinions about the need for more family support services appeared to have at least three root causes: 1) the recognition that family resistance to treatment for a child or youth is likely to derail that client’s own treatment; 2) frustration over family non-involvement in treatment; and 3) the realization that parents have unmet treatment needs or educational needs that contribute to the presenting concern of the child or youth.  The belief by 30% of the surveyed programs that family support services need to be enhanced is a powerful example of providers’ attempts to make treatment more comprehensive and holistic and to view symptoms in a systemic context.  Respondents did not tie family support to outpatient or residential services exclusively.  Instead, most respondents talked about family support services in the context of integrating such services in existing service structures (whether community-based or residential).  Family support service ideas varied widely, from clinical intervention to educational attempts to purely logistical support.  Some specific recommendations that were mentioned repeatedly were as follows:

· parent education;

· family therapy;

· regular meetings with parents for treatment updates about the child or youth;

· active involvement of parents in treatment planning;

· individual therapy or counseling for parents who have personal unmet treatment needs; key is to make this treatment reimbursable;

· support groups for parents with children and youth in treatment;

· supervised visits between parents and the children and youth who are being served;

· a place to stay for parents in the community where the child or youth is receiving services; and

· reimbursement for a parent’s time if income is lost due to treatment needs of the child.

Many of these family support services are clearly possible within existing service structures, but are limited by funding and staffing issues.  If an agency is already struggling to support the children and youth it serves, it will be hard-pressed to try to provide adjunct services to parents and families.  However, many of these respondents clearly recognized the importance of family support to the success of the child’s treatment.  In fact, family support was also often mentioned in the context of prevention, outreach, and education, a need that was also identified by several respondents (see below).  Finally, respondents who talked about respite services perceived such services as crucial to parents’ as well children’s well being (though respite services were not coded in this category for purposes of this report).  


Therapeutic Foster Care

Many respondents perceived a strong need for more therapeutic foster homes, while recognizing the difficulty in creating such placements.  Some critical attitudes emerged about the current level of therapeutic foster care capacity and about the training and monitoring of existing therapeutic foster parents.  Therapeutic foster was perceived by many respondents as a means of helping children and youth avoid more restrictive treatment settings, supporting them in the community, without further need for residential treatment.  

Other Types of Perceived Needs That May Improve the Current System of Care

Several topics emerged spontaneously that are related to additional recommendations or perceived needs that are not directly service related.  All of the mentioned ideas appeared to have great merit, are largely self-explanatory, and are not discussed further in this report.  

These ideas or suggestions were as follows, presented in order of frequency of occurrence:

1. Special statewide, State-supported programs for staff training.

2. Outreach and prevention activities.

3. Enhanced funding predictability.

4. Programs for stigma reduction.

5. State coordinator position for nationwide staff recruitment.

An overall numeric summary of perceived barriers and needs statewide is provided in Table Fifteen, on the page that follows. 

Table Fifteen:  Summary of Perceived Barriers and Needs

	
	Areas of Concern or Need
	Community-Based Providers
	Residential or Inpatient Providers
	Total Sample
	Percent of Total Sample

	Common Concerns Statewide

	 
	Funding limitations
	30
	27
	57
	70.37%

	 
	Staff training and expertise limitations
	20
	19
	39
	48.15%

	 
	Inadequate capacity and associated waitlist
	19
	19
	38
	46.91%

	
	Staffing limitations
	22
	12
	34
	41.98%

	 
	Bureaucratic barriers (e.g., lack of integration, leadership)
	17
	15
	32
	39.51%

	 
	Poor interagency collaboration (including with DFYS)
	13
	12
	25
	30.86%

	
	Physical facility limitations
	11
	12
	23
	28.40%

	
	Billing problems (including Medicaid billing)
	17
	5
	22
	27.16%

	 
	Lack of family support and involvement
	11
	10
	21
	25.93%

	 
	Array of service limitations
	13
	4
	17
	20.99%

	 
	Limitations related to rural location
	11
	0
	11
	13.58%

	
	Transportation difficulties
	4
	7
	11
	13.58%

	
	Excessive paperwork demands
	2
	7
	9
	11.11%

	Needs for Service Enhancements

	
	Residential specialty services (e.g., for FASD)
	14
	10
	24
	29.63%

	
	Long-term residential facilities
	13
	11
	24
	29.63%

	
	Family support services
	14
	10
	24
	29.63%

	
	Therapeutic foster homes
	11
	9
	20
	24.69%

	
	Substance use treatment 
	7
	9
	16
	19.75%

	
	Transitional services
	6
	9
	15
	18.52%

	
	Group homes
	7
	7
	14
	17.28%

	
	Outpatient services
	10
	3
	13
	16.05%

	
	Independent living options
	2
	11
	13
	16.05%

	
	School-based programs
	7
	5
	12
	14.81%

	
	Crisis respite
	9
	3
	12
	14.81%

	
	Case management 
	5
	6
	11
	13.58%

	
	Aftercare services
	8
	3
	11
	13.58%

	
	Assessment and diagnosis services
	3
	5
	8
	9.88%

	
	Emergency services
	4
	2
	6
	7.41%

	
	Locked residential treatment facility
	0
	5
	5
	6.17%

	
	Day treatment 
	4
	0
	4
	4.94%

	
	Shadows
	0
	2
	2
	2.47%

	Other Needs

	
	Special programs for staff training
	16
	14
	30
	37.04%

	
	Outreach and prevention activities
	10
	9
	19
	23.46%

	
	Enhanced funding predictability
	10
	4
	14
	17.28%

	
	Stigma reduction
	5
	1
	6
	7.41%

	
	Special position dedicated to staff recruitment
	2
	1
	3
	3.70%


Chapter Six: Level One Programs

Definition

For purposes of this project, service levels and types were defined according to preferences published by the Division of Family and Youth Services in a recent “Request for Grant Proposals: Residential Childcare Services”.  The definition of Level I that follows is taken verbatim from this RGP for FY 2002/2003, p. 14.

Level or Category I – 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 the 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, 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.


Services must be available on a routine, continuous basis for not less than 8 hours per day, for not less than 255 days per year.

Treatment components must include:

a.
Individual and group counseling for the child, family members, and foster parents conducted by a qualified counselor; and

b.
Support staff and programming for an enhanced educational program.  The goals of a day treatment program must include but are not limited to:

I. maintain placement at home or in foster care;

II. encourage education and improve academic performance;

III. improve interpersonal relationships; and decrease behavioral and emotional problems.

Overall Listing of All Level One Programs
There are two Level I mental health programs for children and youth in the state of Alaska, with a total of 33 beds.  Each is described in detail in the next section of this chapter.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The two Level I programs in the state of Alaska are the following:

	Level I Program
	Community
	# of Beds
	Utilization

	Salvation Army Day Treatment
	Anchorage
	13
	68%

	Kodiak Youth Services Day Treatment
	Kodiak
	20
	80%


Although not officially designated as Level I facilities, in this report the following three programs, with a total of 15 beds, are grouped with Level I programs in all tables (one of which opened only recently and no Level designation has been established):

	Other Program
	Community
	# of Beds
	Utilization

	Charlie Elder House
	Anchorage
	5
	“Don’t know”

	McAuley Manor
	Anchorage
	5
	80%

	Alaska Youth and Parent Foundation Endeavor House (no level established)
	Anchorage
	5
	“Don’t know”


Individual Descriptions of Each Participating Level One and Other Programs
	Agency:
	Salvation Army Day Treatment

	Intended clientele
	Age 12 to 18, male and female adjudicated delinquents (custody/non-custody)

	Main diagnoses of children and youths served
	Behaviorally challenged, ODD, legal problems, SED, victims of neglect and abuse, PTSD

	Array of services offered
	Substance abuse, maternity (outpatient), behavioral rehabilitation services

	Treatment program model
	Cognitive approach

	Percentage of children and youths served with co-occurring disorders
	50 to 75%

	Types of co-occurring disorders
	Substance abuse, behavioral problems, mental health problems; DSM mental health diagnosis along with substance abuse

	Number of staff members
	33 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	3.3

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	50%

	Percentage with prior criminal justice involvement
	25%

	Current funding sources
	United Way, state grants, meal program, Mockta school program, SODA, and donations

	Percentage of budget from each funding source
	United Way - 10%, State grants - 75%, the meal program, reimbursement from Mockta school program - 5%, SODA, the substance abuse program - 5%, and donations - 5%

	Main sources of referral
	DFYS, DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	DFYS recommended assessment form

	Screening checklist in use
	Yes

	Current admission criteria
	Age, gender, cognitive ability, motivation level, recent occurrences, current stability, recommendation of placement committee

	Current exclusionary criteria
	Program does not have the ability to meet the youth’s needs; agency does not have a program for them

	Treatment planning process
	Study background report, hospital/API records, information from referring worker, prior placements and outcomes, and feedback from any outside therapist the youth might have had

	Treatment needs assessment methods
	Study background report, hospital/API records, information from referring worker, prior placements and outcomes, and feedback from any outside therapist they might have had

	Treatment plan review frequency
	3 months or as needed

	Treatment plan review participants
	Treatment team

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	6 to 12 months

	Discharge planning participants
	Not available

	Discharge process and criteria
	Completed the program, demonstrated the required skills and behaviors, recommendation from outside therapist; youth reached a certain level of functionality or program can no longer meet youth’s needs  

	Aftercare plans
	Aftercare program once per week; community based transitional services


	Agency:
	Kodiak Youth Services Day Treatment

	Intended clientele
	At-risk adolescents at risk of being placed off island

	Main diagnoses of children and youths served
	Conduct disorders, family problems, PTSD, ODD, ADHD; occasionally autism or Tourette’s syndrome; neglect and abuse victims, and adjudicated delinquents

	Array of services offered
	Residential childcare, day treatment program for intensively involved kids, minors in possession, enforcing underage drinking laws project, project for adjudicated kids, grant for kids through juvenile probation, grant to serve people who aren’t associated, team on-site at Housing Authority apartment complex, non-secure shelter grant

	Treatment program model
	Primarily social learning theory and multi-systemic format; an ecological approach to human services

	Percentage of children and youths served with co-occurring disorders
	> 60%

	Types of co-occurring disorders
	Primarily mental health and substance abuse; some FAS/FAE

	Number of staff members
	6 regular; 0 contract; keep a roster for on-call

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	1

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	150 clients plus their families

	Percentage in DFYS custody
	2%

	Percentage with current criminal justice involvement
	60%

	Percentage with prior criminal justice involvement
	< 5%

	Current funding sources
	State DHHS, (through DJJ or DFYS); city and borough; small amount of local contributions

	Percentage of budget from each funding source
	State - 95%, local - 5%

	Main sources of referral
	Self-referrals and DJJ

	Waitlist maintained
	For particular services options (e.g. parenting group, competency building group), but not for services in general 

	Typical length of time on waitlist
	Approximately 4 to 6 weeks

	Current screening/eligibility process to accept/deny children or youths
	Within age range (waived occasionally for younger kids, either in middle school or high school) and one or more of the established risk factors: substance abuse, poor school performance, involvement with legal authority

	Screening checklist in use
	Yes

	Current admission criteria
	12 to 18 years old; at-risk criteria and one of the target populations in one of the funded groups

	Current exclusionary criteria
	Developmental disabilities; not meeting criteria outside of the six programs

	Treatment planning process
	Family based intake.  Based on that, we may or may not use other screening devices. That usually is two sessions.  Depends on the project - slightly different intake for the people referred from court system and minors in possession. 

	Treatment needs assessment methods
	SASSI screening device; if that raises a red flag, then a full substance abuse assessment is conducted

	Treatment plan review frequency
	Every 3 months

	Treatment plan review participants
	Probation officer or referring agency social worker or probation worker; any other relevant providers; school counselors special education or substance abuse counselor outside of our system; interdisciplinary team planning; someone from the school district, someone from DFYS, perhaps someone from a Native association, someone from a substance abuse program, sometimes someone from the Housing Authority

	Average planned length of stay
	6 - 9 months

	Average actual length of stay
	Six months for active participation, informal on-going support for another three to six months after that

	Discharge planning participants
	Family, the referring worker, the youth, the family and our case manager

	Discharge process and criteria
	Achieve treatment plan objectives

	Aftercare plans
	Go over treatment plan, create after-care plan; set up any aftercare services in place before the program discontinues service


	Agency:
	Charlie Elder House

	Intended clientele
	Age 12 to 19, male runaways

	Main diagnoses of children and youths served
	Depression, bipolar disorder, severe anger management, substance abuse

	Array of services offered
	Staffed living environment, home with food, transportation to counseling

	Treatment program model
	Not a treatment program

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Multiple mental health issues

	Number of staff members
	2 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	0

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	8

	Number of children, youths and families served in FY01
	3

	Percentage in DFYS custody
	33%

	Percentage with current criminal justice involvement
	33%

	Percentage with prior criminal justice involvement
	33%

	Current funding sources
	Individual donations, corporations, memorials, special events, mail campaign, parental support, DFYS

	Percentage of budget from each funding source
	Individual donations 28%, corporate donations/foundation gifts 63%, fundraisers balance

	Main sources of referral
	Schools, counselors, Alaska Medical Center

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable



	Current screening/eligibility process to accept/deny children or youths
	Youth agrees to program; youth needs removal from current situation; program requires paperwork from prior treatment

	Screening checklist in use
	Yes

	Current admission criteria
	Drug and alcohol free, must behave appropriately

	Current exclusionary criteria
	Actively using and not willing to seek treatment, school refusal

	Treatment planning process
	Mental health and drug/alcohol counseling

	Treatment needs assessment methods
	Based on child's needs

	Treatment plan review frequency
	Varies

	Treatment plan review participants
	Program staff, mental health providers, drug/alcohol counselor, probation officers, DFYS, school district

	Average planned length of stay
	1 year or more

	Average actual length of stay
	Not available 

	Discharge planning participants
	Program staff, shift monitor

	Discharge process and criteria
	Determined by child or parent

	Aftercare plans
	Youth is encouraged to stay in touch and in counseling


	Agency:
	McAuley Manor

	Intended clientele
	Age 12 to 19, female runaways

	Main diagnoses of children and youths served
	Depression, bipolar, severe anger management, substance abuse

	Array of services offered
	Staffed living environment, home with food, transportation to counseling

	Treatment program model
	Not a treatment program

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Mental health issues

	Number of staff members
	2 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	0

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	8

	Number of children, youths and families served in FY01
	8

	Percentage in DFYS custody
	50%

	Percentage with current criminal justice involvement
	0%

	Percentage with prior criminal justice involvement
	0%

	Current funding sources
	Individual donations, corporations, memorials, special events, mail campaign, parental support, DFYS.

	Percentage of budget from each funding source
	Individual donations 28%, corporate donations/foundation gifts 63%, fundraisers balance

	Main sources of referral
	Schools, counselors, Alaska Medical Center 

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Youth agrees to program; youth needs removal from current situation; program requires paperwork from prior treatment

	Screening checklist in use
	Yes

	Current admission criteria
	Drug and alcohol free, must behave appropriately

	Current exclusionary criteria
	Actively using and not willing to seek treatment, school refusal

	Treatment planning process
	Mental health and drug/alcohol counseling

	Treatment needs assessment methods
	Based on child's needs

	Treatment plan review frequency
	Varies

	Treatment plan review participants
	Program staff, mental health providers, drug/alcohol counselor, probation officers, DFYS, school district

	Average planned length of stay
	1 year or more

	Average actual length of stay
	Not available 

	Discharge planning participants
	Program staff, shift monitor

	Discharge process and criteria
	Determined by child or parent

	Aftercare plans
	Youth is encouraged to stay in touch and in counseling


	Agency:
	Endeavor House (Alaska Youth and Parent Foundation)

	Intended clientele
	5 boys age 15 to 18 from Apollo shelter or the community

	Main diagnoses of children and youths served
	Mental health, learning disabilities

	Array of services offered
	Comprehensive mental health services through  AYPF, teaching independent skills, budgeting, residential community, wraparound services, referrals for substance abuse counseling, daily living skills, independence readiness

	Treatment program model
	Youth development,  teaching family model

	Percentage of children and youths served with co-occurring disorders
	30 to 40%

	Types of co-occurring disorders
	Substance abuse, mental health, learning disabilities

	Number of staff members
	3 regular; 0 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	.5 FTE

	Number of coordinators/case managers 
	.5 FTE

	Number of direct care/community-based workers 
	Not available

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	0

	Percentage in DFYS custody
	0%

	Percentage with current criminal justice involvement
	2 (40%)

	Percentage with prior criminal justice involvement
	1 (20%)

	Current funding sources
	Medicaid, United Way, community, private

	Percentage of budget from each funding source
	Medicaid 94%, United Way 4.5%, community .5%, private 1%

	Main sources of referral
	Shelter, community

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	30 days

	Current screening/eligibility process to accept/deny children or youths
	Mental health assessment, intake screening

	Screening checklist in use
	Yes

	Current admission criteria
	Youth motivated to complete treatment and committed to not using alcohol and drugs; youth has to be psychiatrically stable and able to work toward independence

	Current exclusionary criteria
	Inability or unwillingness to monitor own behavior

	Treatment planning process
	3-step process: (1) interview child or youth and legal guardian; (2) work individually with each youth on desired program outcomes; (3) clinical interview and official treatment plan developed with child and reviewed with legal guardian

	Treatment needs assessment methods
	Mental health assessment and functional assessment

	Treatment plan review frequency
	At least monthly

	Treatment plan review participants
	Clinician, manager, case manager, youth, and parent

	Average planned length of stay
	9 to 24 months

	Average actual length of stay
	Not available

	Discharge planning participants
	Child, clinician, Endeavor manager, case manager, parent, and potential placement

	Discharge process and criteria
	Able to maintain in less restrictive long-term setting or independent living

	Aftercare plans
	Subsidized housing, case management, Assets or mental health center, and aftercare program


Chapter Seven: Level Two Programs

Definition

For purposes of this project, service levels and types were defined according to preferences published by the Division of Family and Youth Services in a recent “Request for Grant Proposals: Residential Childcare Services”.  The definition of Level II that follows is taken verbatim from this RGP for FY 2002/2003, pp. 14 to 16.

Level or Category II: Emergency Stabilization and Assessment Centers

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 a thorough assessment of their needs. Unless otherwise specified, ESA centers are for children ages 0 to 7, 7 to 12 or 12 to 18 who are in the legal custody of the Department of Family and Youth Services. These children may be in crisis due to a recent disclosure of abuse, neglect, or commission of a delinquent act and have recently been removed from their family 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.

During the admission process, the admitting ESA staff member determine whether the child is in need of immediate medical attention by inspecting for obvious injuries or illnesses, and by inquiring about any medical problems or recent use of medication. If the admitting ESA staff member finds the child to be incapacitated by drugs and/or alcohol or in immediate need of medical or psychiatric attention, the staff member shall advise the referring party to arrange for emergency medical assessment and care. The admission process may be deferred until the referring party produces a physician's statement certifying that the child has received medical or psychiatric attention and that the child's medical or psychiatric condition does not preclude placement in an ESA center.  Children who appear to be ill or injured or under the influence of alcohol, narcotics or similar agents, but not in need of immediate medical attention must be given medical attention as soon as practical after admission.  A written record must be kept of the admission interview, health assessment, and physician statement if applicable.

The facility must conduct a comprehensive assessment of the child's immediate and specific behavioral rehabilitation needs and a brief plan of care must be developed within 5 working days of admission. The comprehensive  measures the following areas: behavioral/functional, educational, medical, and social/emotional issues. Assessments may be conducted by qualified ESA center staff or by contracted providers such as local community mental health centers.
assessment
It is the responsibility of the facility to schedule a meeting with staff of the Division of Family and Youth Services and/or Juvenile Justice and any other agency the division may determine necessary in order to develop this plan of care. If a child still remains in the facility thirty days after admission, the child’s social worker or juvenile probation officer shall request a supervisory review. If a determination is made that the child is difficult to place, a referral must be made to the Regional Placement Committee. The maximum length of stay per admission in an emergency stabilization and assessment facility is 60 days.

Unless otherwise specified, a shift model of staffing with a minimum daytime staff of 1:5 and 1:12 awake night staff is required except as specified in 7 AAC 50.410 (c). The ESA facility must include a planned program of group living, community experience and educational opportunities. In-house services must 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 must be available and provided either in the community or by itinerant service agreements. Programs are strongly encouraged to work with their local community mental health centers to facilitate assessments and other appropriate services.  All ESA centers must provide awake night staff; family mediation, individual and group counseling; as well as all care and services described as Basic Care.

Overall Listing of All Level Two Programs
There are 16 Level II mental health programs for children and youth in the state of Alaska, two of which closed only recently.  The operating programs offer a total of 149 beds.  Each of the twelve participating program is described in detail in the next section of this chapter.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The 16 Level II programs in the state of Alaska are the following:

	Level II Program
	Community
	# of Beds
	Utilization

	Alaska Youth and Parent Foundation – Apollo/Roy Street Shelter
	Anchorage
	12
	93%

	Alaska Youth and Parent Foundation – Challenge Center
	Anchorage
	10
	98%

	Anchorage Center for Families – Crisis Nursery
	Anchorage
	CLOSED

	Bethel Receiving Home
	Bethel
	8
	99%

	Family Focus Program – Emergency Shelter
	Fairbanks
	6
	50%

	Juneau Youth Services – Corner Stone
	Juneau
	16
	100%

	Kids Are People
	Wasilla
	8*
	78%*

	Kenai Peninsula Care Center – Emergency Shelter
	Kenai
	5
	100%

	Nome Receiving Home
	Nome
	CLOSED

	North Slope Borough Residential Care Center
	Barrow
	14*
	78%*

	Passage House 
	Anchorage
	5
	100%

	Presbyterian Hospitality House
	Fairbanks
	5
	100%

	Putyuk Children’s Home
	Kotzebue
	9
	80%

	Residential Youth Care Emergency Services 
	Ketchikan
	6
	72%

	Runaway Emergency Shelter
	Anchorage
	40
	70%

	Safe and Fear Free Anana House
	Dillingham
	5
	90%


*based on sources other than the interview

Individual Descriptions of Each Participating Level Two Program
	Agency:
	Apollo/Roy Street Shelter (Alaska Youth and Parent Foundation)

	Intended clientele
	Boys 12-18; youths who are runaways, homeless, or cannot return home; youth who are placed by parents, guardians, custodians, referrals by state, and private agencies, institutions; youth who step up or down to residential program; any diagnosis other than psychosis or danger to self or others.  Average GAF between 35-45

	Main diagnoses of children and youths served
	PTSD, depression, FAS/FAE, bipolar disorder, schizoaffective disorder, concurrent substance abuse

	Array of services offered
	Mental health, medication monitoring, follow up for residential discharge, wraparound services foster care

	Treatment program model
	Differs: total behavioral model, long term psychotherapy with insight, short term reality therapy

	Percentage of children and youths served with co-occurring disorders
	99%

	Types of co-occurring disorders
	Mental health and substance abuse; medical diagnosis; FAS/FAE

	Number of staff members
	12 full time staff, 2 part time staff, additionally 20% of 5 people; 1 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	12

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Total number of kids served in all three programs is 283

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Federal Runaway Youth Funds, ADA, Medicaid/private insurance

	Percentage of budget from each funding source
	67% DFYS; 1% Fed Runaway Youth Funds; 1% FIMA; 30% Medicaid/private insurance

	Main sources of referral
	FY01 - DFYS, DJJ, and parents; FY02 - DFYS, DJJ, Northstar, parents, and community

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	< 2 weeks

	Current screening/eligibility process to accept/deny children or youths
	Legal guardian consents, basic mental health information is available and in acceptable range; basic safety information is available and in acceptable range

	Screening checklist in use
	Yes

	Current admission criteria
	Youth wants to participate; youth has things to change in life

	Current exclusionary criteria
	Danger to self or others, unwilling to remain substance free

	Treatment planning process
	3 step process: (1) interview child or youth and legal guardian; (2) work individually with each youth on desired program outcomes; (3) clinical interview and official treatment plan developed with child and reviewed with legal guardian

	Treatment needs assessment methods
	Compile 3-step information and assess progress

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Clinician, case manager, residential staff, legal guardian, youth

	Average planned length of stay
	78 days

	Average actual length of stay
	Not available 

	Discharge planning participants
	Clinician, case manager, residential staff, legal guardian, youth

	Discharge process and criteria
	(1) Runaway - family therapy meetings; (2) step up, step down - discharge with family; (3) residential social worker if child or youth is going to/coming back from out of state; (4) DFYS discharge plan takes the child or youth out; (5) clinician, case manager, social worker develop plan; (6) DJJ varies - probation officer and parent

	Aftercare plans
	(1) Runaways, step up/step down, DJJ - follow up, work with family; (2) family and child or youth ready to return home - negotiate rules, safety, and set up outpatient/home-based services (3) next placement depends on DFYS/DJJ, parent/guardian/custodian, or youth aging out of system


	Agency:
	Challenge Center (Alaska Youth and Parent Foundation)

	Intended clientele
	Girls 12-18.; custody or not custody, severely emotionally disturbed, PTSD resulting from sexual abuse, dual diagnosis, substance abuse, runaways involved with drugs and prostitution, major depression, eating disorders, bipolar disorder

	Main diagnoses of children and youths served
	PTSD, mental health, substance abuse, major depression, eating disorders, FAS/FAE, dual diagnosis (mental disorder and substance abuse)

	Array of services offered
	Family therapy, mental health therapy, medication monitoring, follow-up for residential discharge, wraparound in foster care

	Treatment program model
	Differs: total behavioral model, long-term psychotherapy with insight, short- term reality therapy

	Percentage of children and youths served with co-occurring disorders
	40%

	Types of co-occurring disorders
	Substance abuse, mental health, FAS/FAE

	Number of staff members
	12 regular; 1 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	12

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	0%

	Percentage with current criminal justice involvement
	0%

	Percentage with prior criminal justice involvement
	0%

	Current funding sources
	Federal runaway funds, FIMA, Medicaid, United Way

	Percentage of budget from each funding source
	Federal runaway funds 6%, FIMA 2%, Medicaid 87%, United Way 4.5%, Community .5%

	Main sources of referral
	Parents, guardians, custodians; government and private agencies, institutions, and community

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	< 3 weeks

	Current screening/eligibility process to accept/deny children or youths
	Legal guardian consents, basic mental health information is available and in acceptable range, safety information is available or in acceptable range

	Screening checklist in use
	Yes

	Current admission criteria
	Youth wants to participate; youth has things they want to change in life

	Current exclusionary criteria
	Danger to self or others, unwilling to remain substance free

	Treatment planning process
	3 step process: (1) interview child or youth and legal guardian; (2) work individually with each youth on desired program outcomes; (3) clinical interview and official treatment plan developed with child and reviewed with legal guardian

	Treatment needs assessment methods
	Compile 3-step information and assess progress

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Clinician, case manager, residential staff, legal guardian, youth.

	Average planned length of stay
	78 days

	Average actual length of stay
	Not available 

	Discharge planning participants
	Clinician, case manager, residential staff, legal guardian, youth

	Discharge process and criteria
	(1) Runaway - family therapy meetings; (2) step up, step down - discharge with family; (3) residential social worker if child or youth is going to/coming back from out of state; (4) DFYS discharge plan takes the child or youth out; (5) clinician, case manager, social worker develop plan; (6) DJJ varies - the probation officer and parent

	Aftercare plans
	(1) Runaways, step up/step down, DJJ - follow up, work with family; (2) family and child or youth ready to return home - negotiate rules, safety and set up outpatient/home-based services (3) next placement depends on DFYS/DJJ, parent/guardian/custodian, or youth aging out of system


	Agency:
	Bethel Receiving Home

	Intended clientele
	0 to 18; both genders; state custody (DFYS or DJJ)

	Main diagnoses of children and youths served
	PTSD, anxiety, depression, substance abuse problems, victims of child sexual assault or abuse; victims of neglect or physical assault, youth in transition

	Array of services offered
	Emergency stabilization and assessment; psychosocial assessment, health exam, EPDST exam, dental exam, vision exam; build connection with community services, schools, or various other local services; psychiatric assessment; substance abuse screening and assessment; individual therapy as needed; survivors groups, social skill development, family functioning, and bibliotherapy

	Treatment program model
	Family teaching model (informal)

	Percentage of children and youths served with co-occurring disorders
	95%

	Types of co-occurring disorders
	Mental health and developmental disability; mental health and substance abuse

	Number of staff members
	10 regular

	Number of psychiatrists 
	Not available

	Number of clinicians/counselors 
	Not available

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	6.5 FTE

	Number of other workers 
	4

	Number of children, youths and families served in FY01
	125

	Percentage in DFYS custody
	60-70%

	Percentage with current criminal justice involvement
	30%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State of Alaska, Department of Education, WIC

	Percentage of budget from each funding source
	98% State of Alaska; 2% WIC

	Main sources of referral
	DJJ and DFYS

	Waitlist maintained
	2 extra beds constitute a waitlist

	Typical length of time on waitlist
	One week

	Current screening/eligibility process to accept/deny children or youths
	Staff talks to the child or youth to get whatever information possible (some are unable or unwilling to provide)

	Screening checklist in use
	Admission forms that the state provides with program-specific modifications

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Gather information from the worker on planned length of stay; service level varies based on planned length of stay

	Treatment needs assessment methods
	Psychosocial assessment; the longer the length of stay, the more intensive the assessment

	Treatment plan review frequency
	15, 30, and 45 days, 2 and 3 months

	Treatment plan review participants
	Clinician, program director, other staff, and DFYS or DJJ worker when available.

	Average planned length of stay
	1 to 2 weeks

	Average actual length of stay
	3 to 4 weeks 

	Discharge planning participants
	Program does not participate in discharge planning

	Discharge process and criteria
	Social worker or Probation Office is responsible; program is not involved in that process

	Aftercare plans
	Not available


	Agency:
	Family Focus Program Emergency Shelter

	Intended clientele
	10 to 17 year-old run away, homeless, and abandoned youth

	Main diagnoses of children and youths served
	Program does not diagnose

	Array of services offered
	24-hour crisis shelter, residential and community based; education and referral resources for mental health and substance abuse treatment facilities

	Treatment program model
	Positive youth development model, a federal, client centered model

	Percentage of children and youths served with co-occurring disorders
	80%

	Types of co-occurring disorders
	Mental disorder, substance abuse, developmental disability, FAS, PTSD, oppositional disorder, and depression  

	Number of staff members
	10 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	3

	Number of coordinators/case managers 
	3

	Number of direct care/community-based workers 
	10

	Number of other workers 
	10

	Number of children, youths and families served in FY01
	427

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	50%

	Percentage with prior criminal justice involvement
	Yes

	Current funding sources
	State and federal

	Percentage of budget from each funding source
	State 24%, federal 76%

	Main sources of referral
	Self referral, Fairbanks youth facility, parents, police

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Capacity and age of the youth; mental health issues, extreme violence, history of sexual offending, fire-setting

	Screening checklist in use
	No

	Current admission criteria
	Homeless, abandoned, unaccompanied, in crisis, at risk, pregnant, parenting, hungry, cold

	Current exclusionary criteria
	Extreme mental health issues such as violence, sexual offending, or fire-setting

	Treatment planning process
	Review cases weekly

	Treatment needs assessment methods
	Assess presenting problems

	Treatment plan review frequency
	Daily or weekly

	Treatment plan review participants
	All staff, the youth

	Average planned length of stay
	3 to 45 days

	Average actual length of stay
	7 to 14 days 

	Discharge planning participants
	Child or youth, parent or guardian, staff, other agencies

	Discharge process and criteria
	Whether or not youth will return to a safe home determines discharge; discharge criteria - individual need and safe home.

	Aftercare plans
	Aftercare - follow up care 30, 60, and 90 days and then at six months; at any point, the youth or family can access the shelter for up to 3 counseling sessions


	Agency:
	Cornerstone (Juneau Youth Services)

	Intended clientele
	Ages 10 to 18

	Main diagnoses of children and youths served
	Program does not diagnose

	Array of services offered
	Professional mental health counseling, residential services, school, conduct disorder services, case management services, mobile crisis group

	Treatment program model
	Positive peer culture with professional mental health services

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Substance abuse, adjustment disorders, anxiety disorders

	Number of staff members
	Not available

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	11

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	342

	Percentage in DFYS custody
	50 to 75%

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DFYS, Medicaid, City funds

	Percentage of budget from each funding source
	49% DFYS, 50% Medicaid, 1% from the City

	Main sources of referral
	DFYS, Police department

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Aged 10-18; relatively safe children and youths can stay overnight if they have no other place to go;  youth can admit themselves

	Screening checklist in use
	Not available

	Current admission criteria
	No mental health diagnosis; no other placement available

	Current exclusionary criteria
	Actively suicidal, too young, significant threat to other children

	Treatment planning process
	Youth are assessed when they arrive and a tentative treatment plan is developed

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Reviewed monthly and quarterly

	Treatment plan review participants
	Parents, case worker, or referral person

	Average planned length of stay
	Not available

	Average actual length of stay
	0 to 90 days 

	Discharge planning participants
	Parents, case worker, or referral person

	Discharge process and criteria
	Find appropriate placement

	Aftercare plans
	Not available


	Agency:
	Kenai Peninsula Care Center Emergency Shelter

	Intended clientele
	12 to 18 years old, 11 and 19 year old youth with waivers  

	Main diagnoses of children and youths served
	Not available

	Array of services offered
	Mental health counseling, weekly individual and group therapy, family treatment, schooling on campus, alcohol and drug treatment program

	Treatment program model
	Family teaching model

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Alcohol and drug issues

	Number of staff members
	6 regular; 2 contract

	Number of psychiatrists 
	0 regular; 2 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	4

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	FY00 - 33 kids

	Percentage in DFYS custody
	FY00 - 11

	Percentage with current criminal justice involvement
	FY00 - 22

	Percentage with prior criminal justice involvement
	FY00 - 22

	Current funding sources
	DFYS, Family preservation and United Way, FIMA, donations, Medicaid

	Percentage of budget from each funding source
	80 - 90% DFYS; 10 - 20% Medicaid

	Main sources of referral
	All DFYS

	Waitlist maintained
	Not available

	Typical length of time on waitlist
	Not available

	Current screening/eligibility process to accept/deny children or youths
	History as fire starter or actively suicidal

	Screening checklist in use
	No

	Current admission criteria
	11 to 19 years old, DFYS/DJJ custody

	Current exclusionary criteria
	Sexually acting out behaviors

	Treatment planning process
	Preliminary plan of care, therapist intake

	Treatment needs assessment methods
	Preliminary plan, add other issues that may emerge through work with the  case worker

	Treatment plan review frequency
	If length of stay is greater than 30 days, every 15 days

	Treatment plan review participants
	Staff person, placement worker

	Average planned length of stay
	Depends on client

	Average actual length of stay
	45 days 

	Discharge planning participants
	Case worker

	Discharge process and criteria
	DFYS, DJJ make decision for discharge in an emergency shelter

	Aftercare plans
	DFYS, DJJ make decision for aftercare in an emergency shelter


	Agency:
	Passage House (Covenant House)

	Intended clientele
	Pregnant or parenting young women from 17 to 20

	Main issues of children and youths served
	Pregnancy, puberty, and homelessness.

	Array of services offered
	Not available

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Not available

	Number of staff members
	Not available

	Number of psychiatrists 
	Not available

	Number of clinicians/counselors 
	Not available

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	Not available

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	40

	Percentage in DFYS custody
	30%

	Percentage with current criminal justice involvement
	30%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Private and federal

	Percentage of budget from each funding source
	Federal 60%; private 40%

	Main sources of referral
	Self, Covenant House programs (youth resource center, crisis center, outreach services), DFYS/DJJ, attorneys, Probation Officers

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	Up to 1 year

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	Not available

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Case planning - meet with case manager, case worker and youth, within 24 hours and develop plan, short term and long term goals for the youth

	Treatment needs assessment methods
	Intake and assessment process, forms and interviews

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Case manager, case workers, program coordinator, the youth and consultants

	Average planned length of stay
	None

	Average actual length of stay
	The youth, case manager, case worker, and referral source

	Discharge planning participants
	Not available

	Discharge process and criteria
	Discharge planned extensively in long term program; parallel process with long-term and short-term goals

	Aftercare plans
	Not available


	Agency:
	Presbyterian Hospitality House Level II

	Intended clientele
	Age 10 to 17 boys and girls

	Main diagnoses of children and youths served
	Adjudicated delinquents, victims of neglect and abuse, transition-aged young adults, sexually reactive children, FAS/FAE, low cognitive functioning children, PTSD, substance abuse

	Array of services offered
	Care and supervision; treatment planning; case reviews; on-going work with the children

	Treatment program model
	Teaching family

	Percentage of children and youths served with co-occurring disorders
	90%

	Types of co-occurring disorders
	Alcohol dependence, alcohol abuse, substance abuse, adjustment disorder with disturbance of conduct, neglect of child, physical abuse, sexual abuse, grief and loss or bereavement, conduct disorder, ADHD, learning disorder, borderline intellectual functioning

	Number of staff members
	6 regular; 9 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	6

	Number of other workers 
	3

	Number of children, youths and families served in FY01
	61

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	55%

	Percentage with prior criminal justice involvement
	85%

	Current funding sources
	State of Alaska, United Way, DOC, fund-raising & revenue sharing

	Percentage of budget from each funding source
	State - 65%; United Way - 10%; DOC - 5%; fund-raising - 18%; revenue sharing - 2%

	Main sources of referral
	DFYS; DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	< 1 month

	Current screening/eligibility process to accept/deny children or youths
	No screening of clients in the shelter, - almost anybody DFYS/DJJ sends are accepted.  Medical screening

	Screening checklist in use
	No

	Current admission criteria
	Ages 10 to 17

	Current exclusionary criteria
	No violent children and youth, no sex offenders or fire setters

	Treatment planning process
	Review the child’s paperwork; draft preliminary Plan of Care for first week; determine treatment needs with child, family, social worker, probation officer, if available; include teachers if child is or has been in school

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Social worker and two staff, youth, parent, therapist, drug and alcohol counselor

	Average planned length of stay
	30 days

	Average actual length of stay
	60 days 

	Discharge planning participants
	Social worker, probation officer, child, parent, other family resources, school representative

	Discharge process and criteria
	Depends on the child (not the focus of the program)  

	Aftercare plans
	Provide extensive aftercare services (counseling, follow-up meetings)


	Agency:
	Putyuk Children’s Home

	Intended clientele
	Ages 0 to 18, male and female children in state custody

	Main diagnoses of children and youths served
	Program does not diagnosis

	Array of services offered
	Emergency shelter during transition to permanent setting; referral services for mental health, substance abuse, and residential treatment

	Treatment program model
	Not a treatment program; emergency stabilization only

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Not available

	Number of staff members
	7 regular; 0 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	0

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	9

	Number of children, youths and families served in FY01
	63

	Percentage in DFYS custody
	95%

	Percentage with current criminal justice involvement


	5%

	Percentage with prior criminal justice involvement
	0%

	Current funding sources
	State, tribal, and federal sources

	Percentage of budget from each funding source
	Federal 80%; State 8%; tribal 2%

	Main sources of referral
	DFYS and mental health crisis respite services

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Safety risk to self or others; under the influence of drugs or alcohol, appropriate behaviorally for the program

	Screening checklist in use
	Yes

	Current admission criteria
	Youth in state custody between the ages of 0 and 18 in the NANA region

	Current exclusionary criteria
	Not safe to self or others, currently intoxicated

	Treatment planning process
	After five days, program makes a brief plan of care

	Treatment needs assessment methods
	Observation of residents and working with DFYS

	Treatment plan review frequency
	As needed; no system for regular evaluation of treatment plans

	Treatment plan review participants
	Director, the placement worker from DFYS

	Average planned length of stay
	30 to 90 days

	Average actual length of stay
	2 to 6 months 

	Discharge planning participants
	Director, the social worker, DFYS placement worker

	Discharge process and criteria
	Externally determined:  appropriate permanent family found

	Aftercare plans
	Plan made by the placement worker; program provides no aftercare services, only regular meetings with the placement worker


	Agency:
	Residential Youth Care Emergency Services

	Intended clientele
	Ages 12 to 19, boys and girls

	Main diagnoses of children and youths served
	Conduct disorder, behavioral problems, run away behavior

	Array of services offered
	Subcontract mental health and substance abuse services; provide wraparound, community-based, and family reunification services

	Treatment program model
	Teaching family home

	Percentage of children and youths served with co-occurring disorders
	75-80%

	Types of co-occurring disorders
	Mental health and substance or mental health and developmental disabilities

	Number of staff members
	6 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	0

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	5

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	131

	Percentage in DFYS custody
	75%



	Percentage with current criminal justice involvement
	20%

	Percentage with prior criminal justice involvement
	30%

	Current funding sources
	Not available

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS, DJJ, family placement

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 to 4 weeks

	Current screening/eligibility process to accept/deny children or youths
	Admission packet reviews issues (danger to self or others, drinking); if intoxicated, youth is not allowed to enter until sober; sex offender and known victims cannot be together 

	Screening checklist in use
	Yes

	Current admission criteria
	Not intoxicated; also depends on individual case and bed space; in state custody or state agrees to use of bed (probation officer or social worker involved)

	Current exclusionary criteria
	Sex offenders if a victim is already in the agency, suicidal and aggressive youths

	Treatment planning process
	At first, twenty-four hour treatment plan, then within thirty-six hours, a five day plan of care, then every fifteen days thereafter; every thirty days get social services involved about why client is in emergency shelter that long

	Treatment needs assessment methods
	Checklist filled out by client or parent; any information from social services, probation officer, counselor

	Treatment plan review frequency
	24 hours, 36 hours, 15 days, and 30 days thereafter

	Treatment plan review participants
	Parent, probation officer, social worker, counselor

	Average planned length of stay
	9 to 15 days

	Average actual length of stay
	30 to 40 days 

	Discharge planning participants
	Parent, probation officer, social worker, counselor

	Discharge process and criteria
	Done at intake

	Aftercare plans
	Determined by the treatment team, depending on presentation; after care plans are individualized, depending on case, services offered, and services needed by client and family


	Agency:
	Runaway Emergency Shelter (Covenant House)

	Intended clientele
	Youths aged 13 to 20, male and female

	Main diagnoses of children and youths served
	Depression, anxiety, schizophrenia, substance abuse (dependence to recreational use); sexual abuse victims and perpetrators, FAE/FAS

	Array of services offered
	Case management, family mediation; nurse practitioner assesses for physical health issues; Alaska Legal Services provides for any legal issues and advocates; referral for conflict resolution, substance and mental health  assessments, individual and group therapy

	Treatment program model
	Not a treatment program

	Percentage of children and youths served with co-occurring disorders
	30%

	Types of co-occurring disorders
	Depression, anxiety, schizophrenia, substance abuse, developmental disabilities, depression, substance use

	Number of staff members
	20 regular; 5 contract

	Number of psychiatrists 
	0 regular

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	10

	Number of direct care/community-based workers 
	3

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	2000

	Percentage in DFYS custody
	40%

	Percentage with current criminal justice involvement
	30%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Private

	Percentage of budget from each funding source
	Private 100%

	Main sources of referral
	Self, other Covenant House programs (resource center, crisis center, outreach services), DFYS, DJJ, attorneys, and probation officers

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Open intake process for whoever comes in the door; prior clients see a mental health agent or have an assessment before coming back within 2 days

	Screening checklist in use
	No

	Current admission criteria
	Aged 13 to 20

	Current exclusionary criteria
	Age is the main criterion; those with long histories of violence or refusal of counseling are referred to street outreach or the youth resource center

	Treatment planning process
	Case planning is done for all clients:  Meet with case managers, case workers, and the youths within 24 hours; develop a plan with short-term and long-term goals for the youth

	Treatment needs assessment methods
	Intake and assessment process, forms, and interviews

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Case manager, case workers, program coordinator, the youth, and consultants

	Average planned length of stay
	None

	Average actual length of stay
	Not available 

	Discharge planning participants
	Youth, case manager, case worker, and referral source

	Discharge process and criteria
	Not available

	Aftercare plans
	Ensure all referrals are in place and have been contacted; youth is involved; signatures have been secured on all releases for follow-up aftercare; plan was reviewed with the team; youth has a safe place to go


	Agency:
	Safe and Fear Free Anana House

	Intended clientele
	Boys and girls aged 0 to 18 who are victims of domestic violence, sexual assault, abuse, DFYS, DJJ

	Main diagnoses of children and youths served
	Program does not diagnose

	Array of services offered
	Emergency shelter with assessment and stabilization services, including mental health appointments and assessments, chemical dependency assessment, immunizations, physical exam, and vision and hearing screenings

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	25%

	Types of co-occurring disorders
	Mental health, FAE, substance abuse

	Number of staff members
	6 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	0

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	5

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	48

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	25%

	Percentage with prior criminal justice involvement
	25%

	Current funding sources
	DFYS, grants from Doors of Hope, Phillip Morris Foundation, FEMA, Alaska Counsel on Domestic Violence and Sexual Assault, Native Association, Alaska Children's Trust Fund Grant, FAS Prevention, MS Foundation

	Percentage of budget from each funding source
	Counsel on Domestic Violence and Sexual Assault 33%, Native Association  20%, DFYS 15%

	Main sources of referral
	DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	No-one with active fever, under the influence, who is a danger to self or others, who has apparent injuries that need to be assessed by a physician; no violence, developmental disability, or mental illness that needs assessment before admission

	Screening checklist in use
	Yes

	Current admission criteria
	Boys and girls aged 0-18 who passes a physical examination.  Client does not meet exclusionary criteria. 

	Current exclusionary criteria
	Children with mental or physical conditions requiring care greater than program provides. Children under the influence of drugs, alcohol, or inhalants are admitted only after physical examination and clearance; children exhibiting uncontrollable or violent behavior that presents a danger to self or others are screened out

	Treatment planning process
	Meet with case worker to form assessment of child’s specific needs

	Treatment needs assessment methods
	DFYS representative determines what needs to be incorporated into the plan who needs to do an assessment and how long the child should stay

	Treatment plan review frequency
	3 days

	Treatment plan review participants
	DFYS, Director, and children services coordinator

	Average planned length of stay
	< 10 days

	Average actual length of stay
	Average length of stay is more like 21 days, with some children spending the night and other children living here for up to five months 

	Discharge planning participants
	Social worker and children's service coordinator primarily

	Discharge process and criteria
	Several options:  (1) Discharged according to schedule.  (2) Parents become willing and able to care for children, family members have come forward who are willing and able to care for children, other suitable foster care has been found.  (3) Emergency discharge when the health and safety of child or other children is endangered by the child’s continued residence. (4) Authorized by the administrator after notification of DFYS social worker.  (5) Child remanded into custody of the social worker, case worker, or person designated in custody

	Aftercare plans
	Aftercare plans are set up at discharge and DFYS social worker’s obligated to follow through; youth is sent out with a program packet, crisis card, toys, and books; program calls every week for the next couple months just to keep track; program has a once-a- month Anana's lunch and invites children within the community


Chapter Eight: Level Three Programs

Definition

For purposes of this project, service levels and types were defined according to preferences published by the Division of Family and Youth Services in a recent “Request for Grant Proposals: Residential Childcare Services”.  The definition of Level III that follows is taken verbatim from this RGP for FY 2002/2003, pp. 16 to 17.

Level or Category III: 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. 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. BRS program components must 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-ground school to help them develop the educational, social, behavioral and coping skills necessary to return to a less structured placement. These children may attend school in a community based educational system; however, they require additional tutoring and a behavior modification program in order to resolve social or behavioral problems prior to going home or being emancipated. Admission to Category III residential childcare must be approved through the Regional Placement Committee (RPC).

Unless otherwise specified, a shift model of staffing with a minimum daytime staff of 1:5 and 1:12 awake night staff is required except as specified in 7 AAC 50.410 (c).

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. If a child has a documented need for Clinical services, the facility may also bill Medicaid for clinical services provided by on-staff Masters level mental health clinicians (if eligible as a community mental health provider) or may subcontract for these clinical services.

It is the responsibility of the facility to schedule a meeting with Division of Family and Youth Services and/or Juvenile Justice staff and other appropriate agencies to develop a treatment plan for the child at the time of admission. It is also the facility's responsibility to conduct regularly scheduled quarterly treatment plan reviews and to participate in six-month administrative case reviews…

Progress reports shall be completed and submitted to the child's Social Worker or Juvenile Probation Officer and shall include an assessment of the child's progress in relation to the individual plan of care.

The general goal of BRS residential treatment must include but is not limited to:

a. Prepare the child and family for the child to return home, to a relative placement, to foster care, or to live independently;

b. Improve behaviors that include but are not limited to:

I. Appropriate sexual behavior;

II. Appropriate impulse control and anger management;

III. The ability to form and maintain appropriate relationships;

IV. Reduce or eliminate acts of delinquency or runaway.

V. Maintain and improve the child's education progress;

VI. Develop independent living skills;

VII. Provide a safe and healthy living environment; and

VIII. Participate in developing a plan for subsequent placement.

Residential treatment programs must include an aftercare component. Aftercare includes development and delivery of individualized aftercare and post discharge plans designed to meet each resident’s medical, psychological, social, behavioral, educational and developmental needs during the first 60 to 90 days following discharge.  Aftercare plans must include all of the following:

a. Supervision of medication by a licensed professional;

b. Referral to appropriate therapeutic services;

c. Placements in an age appropriate living situation;

d. Liaison with the child's school to continue the age appropriate educational program; and

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

The aftercare component must include provision for 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.
Overall Listing of All Level Three Programs
There are twelve Level III mental health programs for children and youth in the state of Alaska.  A total of 142 beds is available from eleven of these programs, who provided such data (one program is not yet operating).  Each of eleven participating programs is described in detail in the next section of this chapter.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The twelve Level III programs in the state of Alaska are the following:

	Level III Program
	Community
	# of Beds
	Utilization

	Alaska Baptist Family Services
	Anchorage
	16*
	85%*

	Bethel Group Home
	Bethel
	10
	99%

	Booth Residential Care Center
	Anchorage
	15
	83%

	Fairbanks Native Association – Che'ghutsen'
	Fairbanks
	Not operating yet

	Juneau Youth Services – Miller House
	Juneau
	16
	89%

	Kenai Peninsula Care Center – Behavioral Dysfunction
	Kenai
	5
	80%

	Kenai Peninsula Care Center – Sex Offender
	Kenai
	5
	100%

	LifeQuest
	Wasilla
	7
	70%

	Presbyterian Hospitality House
	Fairbanks
	15
	87%*

	Residential Youth Care RCC
	Ketchikan
	8
	100%

	Southcentral Foundation Pathways
	Anchorage
	8
	50%

	Youth Advocates of Sitka Hanson House
	Sitka
	36
	66%


*based on sources other than the interview

Individual Descriptions of Each Participating Level Three Program
	Agency:
	Bethel Group Home

	Intended clientele
	Boys, ages 13 to 18

	Main diagnoses of children and youths served
	Major depression, ADHD, bipolar disorder, FAS/FAE, borderline intelligence, learning disabilities, anxiety disorders, and post traumatic stress disorder

	Array of services offered
	Individual, group, and family therapy, comprehensive psychosocial assessments, adaptive behavior assessments and functional daily living skill assessments, social skill development, independent living,  summer school program, outpatient substance abuse program and assessment; a fish camp with substance abuse program and alternative high school education

	Treatment program model
	Centered on lifestyle and subsistence education

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Learning disability and substance abuse problems - 100%.  (primary substances abused: marijuana, tobacco, alcohol, and inhalants)

	Number of staff members
	10 regular

	Number of psychiatrists 
	1 regular

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	7.5

	Number of other workers 
	5

	Number of children, youths and families served in FY01
	23

	Percentage in DFYS custody
	33%

	Percentage with current criminal justice involvement
	80%

	Percentage with prior criminal justice involvement
	80%

	Current funding sources
	DFYS

	Percentage of budget from each funding source
	DFYS 100%

	Main sources of referral
	DJJ and DFYS 

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	< 1 month

	Current screening/eligibility process to accept/deny children or youths
	Review of records and conversations with staff

	Screening checklist in use
	No

	Current admission criteria
	Age

	Current exclusionary criteria
	Outside of age limit, sex offenders, deaf, blind, in wheelchair, or grave physical disabilities 

	Treatment planning process
	Clinician writes treatment plan with psychosocial assessment and conversation with staff; parents are contacted via telephone; quarterly meetings are held with the local probation officer, local social worker, agency staff, and advanced nurse practitioner

	Treatment needs assessment methods
	Paper and pencil assessment process:  psychosocial assessment, psychiatric assessment; get school records, all the information that social workers or probation officers will provide,  and input from agency staff

	Treatment plan review frequency
	Quarterly review

	Treatment plan review participants
	Not available

	Average planned length of stay
	9 months

	Average actual length of stay
	10 to 11 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Review of treatment plan by clinician and staff to see if plan is complete.  

Criteria include:  (1) On a merit system for a month.  (2) Maintained C's in every class.  (3) Successfully completed a sport or community social activity (basketball, Eskimo dance).  (4) Completed ROTC unless they are conscientious objector or too young. If goals are identified early in treatment, the discharge process is a lot easier.  It is best if the youth has a goal and the parents have goals.  Agency focuses on goal development.

	Aftercare plans
	Not available


	Agency:
	Booth Residential Center (Salvation Army)

	Intended clientele
	12 to 18, females with a DSM diagnosis and a GAF of approximately 45

	Main diagnoses of children and youths served
	PTSD, oppositional defiant disorder, substance abuse 

	Array of services offered
	Residential treatment

	Treatment program model
	Cognitive approach

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Substance abuse, behavioral disturbance, mental health problem, family and oppositional problems

	Number of staff members
	33 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	3.3

	Number of coordinators/case managers 
	3

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not known

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	100%

	Percentage with prior criminal justice involvement
	25%

	Current funding sources
	United Way, State grants, meal program, SODA substance abuse program,  donations

	Percentage of budget from each funding source
	United Way - 10%, State grants - 75%, meal program - 5%, SODA substance abuse program - 5%, and donations - 5%

	Main sources of referral
	DFYS, DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	N/A

	Current screening/eligibility process to accept/deny children or youths
	DFYS-recommended assessment form

	Screening checklist in use
	Yes

	Current admission criteria
	Age, gender, cognitive ability, motivation level, recent occurrences, current stability, recommendation of placement committee

	Current exclusionary criteria
	Program does not have the ability to meet child’s needs; agency does not have a program for the child

	Treatment planning process
	Study background report, hospital/API records, information from referring worker, prior placements and outcomes, and feedback from any outside therapist the child might have had

	Treatment needs assessment methods
	Study background report, hospital/API records, information from referring worker, prior placements and outcomes, and feedback from any outside therapist they might have had

	Treatment plan review frequency
	3 months or as needed

	Treatment plan review participants
	Treatment team

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	6 to 12 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Completed the program, demonstrated the needed skills and behaviors, recommendation from outside therapist; the child reached a certain level of functionality; the program can no longer meet the child’s needs

	Aftercare plans
	Programs are available once a week, along with community based transitional services


	Agency:
	Che’ghutsen (Fairbanks Native Association)

	Intended clientele
	Alaska Native children aged 5 to 18 who experience emotional disturbance

	Main diagnoses of children and youths served
	Severely emotionally disturbed

	Array of services offered
	Wraparound services, mental health services, prevention, referral, community development, counseling,  and case management

	Treatment program model
	Alaska Native wraparound model

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Not available

	Number of staff members
	9 regular; 1 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Federal

	Percentage of budget from each funding source
	Federal 100%

	Main sources of referral
	Neighbors, other agencies

	Waitlist maintained
	Not available

	Typical length of time on waitlist
	Not available

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	No

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Treatment planning derived from the wraparound process; family makes decisions regarding treatment; plans are developed on an individualized basis

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Wraparound team meets to review treatment progress

	Treatment plan review participants
	Family, counselor, child, school counselor, teacher, minister, relatives; it differs, with both formal and informal processes, and varies for each individual

	Average planned length of stay
	Not available

	Average actual length of stay
	As long as needed

	Discharge planning participants
	Not available

	Discharge process and criteria
	Family driven, not clinician driven; counselor merely plays role of facilitator to the meeting; the child is discharged when the family is ready

	Aftercare plans
	Not available


	Agency:
	Miller House (Juneau Youth Services)

	Intended clientele
	Boys and girls, age 12 to 18

	Main diagnoses of children and youths served


	Mood disorders, anxiety disorders, adjustment disorders, cognitive disorders

	Array of services offered
	Mental health, substance abuse, residential care, school day treatment, family therapy, and professional services

	Treatment program model
	Positive peer culture coupled with professional clinical services

	Percentage of children and youths served with co-occurring disorders
	80%

	Types of co-occurring disorders
	Substance abuse and mental health.

	Number of staff members
	Not available

	Number of psychiatrists 
	1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	3

	Number of direct care/community-based workers 
	9

	Number of other workers 
	3

	Number of children, youths and families served in FY01
	56

	Percentage in DFYS custody
	80%

	Percentage with current criminal justice involvement
	60%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DFYS, private insurance, Medicaid

	Percentage of budget from each funding source
	Medicaid 50%, DFYS 50%, private insurance negligible

	Main sources of referral
	DFYS 

	Waitlist maintained
	Yes 

	Typical length of time on waitlist
	1 to 3 months, depending on crisis level

	Current screening/eligibility process to accept/deny children or youths
	Screen for diagnosis

	Screening checklist in use
	Not available

	Current admission criteria
	Accept all DFYS referrals, must be 12 to18, and severely emotionally disturbed

	Current exclusionary criteria
	Seriously affected youths that are fire setters or have active suicidal ideation

	Treatment planning process
	Get referral materials, set up appointment with youth and family; have a professional clinician performs an assessment at intake. Treatment plan developed within 30 days of assessment

	Treatment needs assessment methods
	Functional assessment by appropriate case manager

	Treatment plan review frequency
	Quarterly

	Treatment plan review participants
	Clinician, case manager, family, relevant referral source, DFYS representative, corrections, the youth, and school officials

	Average planned length of stay
	8 to 9 months

	Average actual length of stay
	8 months 

	Discharge planning participants
	Clinician, case manager, family, relevant referral source, DFYS representative, corrections, the youth, and school officials

	Discharge process and criteria
	Specify measurable and achievable goals.  They reach those goals, follow up with referring social worker or probation officer and find placement

	Aftercare plans
	Every child has an aftercare plan; follow up lasts usually up to a year after discharge


	Agency:
	Kenai Peninsula Care Center Behavioral Dysfunction

	Intended clientele
	Youths 12-18 years old

	Main diagnoses of children and youths served
	Conduct disorder, oppositional defiant disorder, post traumatic stress disorder, paranoid schizophrenia and borderline or antisocial personality disorder



	Array of services offered
	Residential community-based care, drug and alcohol counseling, individual therapy, group therapy, and education 

	Treatment program model
	Family teaching model

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Mental health issues with alcohol and drug abuse

	Number of staff members
	Not available; 1 contract

	Number of psychiatrists 
	2 regular

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	3

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	8

	Percentage in DFYS custody
	25%

	Percentage with current criminal justice involvement
	62%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DFYS, BRS, Medicaid, United Way, FIMA, school lunch program

	Percentage of budget from each funding source
	90% DFYS, 10% Medicaid, all others negligible

	Main sources of referral
	DFYS and DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 week or more

	Current screening/eligibility process to accept/deny children or youths
	Psychological and court reports

	Screening checklist in use
	No

	Current admission criteria
	Not available

	Current exclusionary criteria
	No active fire starters or sex offenders

	Treatment planning process
	Discuss with parents/guardians, state officials, the youth, and the intake therapist; develop a treatment contract that becomes formalized within 30 days

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Parent/guardian, state, youth, therapist, case manager, drug/alcohol staff, and teacher

	Average planned length of stay
	12 to 18 months

	Average actual length of stay
	12 to 18 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Youth has completed all therapeutic goals; family is ready to have the youth back or a foster home is available; youth completed the motivation system   

	Aftercare plans
	Client can continue to see the therapist here for three months; client can also be referred by DFYS to family conservation programs


	Agency:
	Kenai Peninsula Care Center Sex Offender

	Intended clientele
	12-18 year-old adjudicated and non-adjudicated sex offenders from DFYS and DJJ

	Main diagnoses of children and youths served
	Pedophilia, perpetuation of sexual assault

	Array of services offered
	Assessment and education for alcohol and drug issues; individual and family therapy, group therapy, residential and community-based program, public school tutor

	Treatment program model
	Family teaching model, relapse prevention, empathy skills, work books, and individual and family therapy

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Mental health and substance abuse

	Number of staff members
	5 regular; 1 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	5

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	8

	Percentage in DFYS custody
	25%

	Percentage with current criminal justice involvement
	75%

	Percentage with prior criminal justice involvement
	75%

	Current funding sources
	DFYS, Medicaid, FIMA , United Way, private donations

	Percentage of budget from each funding source
	DFYS 90%, Medicaid 8%, rest 2%

	Main sources of referral
	DFYS and DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 1/2 to 3 years

	Current screening/eligibility process to accept/deny children or youths
	Complete psychological evaluation and court report

	Screening checklist in use
	No

	Current admission criteria
	Non-adjudicated or adjudicated sex offender, admitting to what occurred

	Current exclusionary criteria
	Over age requirement

	Treatment planning process
	The therapist does an intake assessment within the first 30 days and develops the treatment contracts to include 21 sex offender goals

	Treatment needs assessment methods
	The therapist does an intake assessment and develops the and reviews treatment contracts

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Clinician, parents, school, probation officer, case worker, tribe, and child/adolescent

	Average planned length of stay
	1 1/2 to 3 years

	Average actual length of stay
	1 1/2 to 3 years 

	Discharge planning participants
	Clinician, parents, school, probation officer, case worker, tribe, and child/adolescent

	Discharge process and criteria
	The program evaluates a youth's placement at three months and again at six; if there is no progress after six months, the program moves towards discharge and recommends a more restrictive environment; if there is progress, the youth completed the 21 treatment goals, and a completed motivational system, and a placement is ready, the youth is discharged 

	Aftercare plans
	Clients come back for three to six months for group processes and therapy on an outpatient basis


	Agency:
	Wasey House (LifeQuest)

	Intended clientele
	Boys and girls, age 10 to 18

	Main diagnoses of children and youths served
	Conduct Disorder, ODD, depression, PTSD

	Array of services offered
	Individual therapy, group therapy, family therapy, medication management, behavioral rehabilitation services, supportive counseling, case management

	Treatment program model
	Positive peer culture

	Percentage of children and youths served with co-occurring disorders
	95 to 100%

	Types of co-occurring disorders
	Substance abuse and learning disability, or mental health and learning disability

	Number of staff members
	8 regular; 2 contract

	Number of psychiatrists 
	1 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	8

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	30

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	3%

	Percentage with prior criminal justice involvement
	3%

	Current funding sources
	DFYS,  (BRS) and Medicaid

	Percentage of budget from each funding source
	95% DFYS,  5% Medicaid

	Main sources of referral
	DFYS placement committee

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Admission form, psychological examination, history of youth (prior placement, diagnosis,  family issues), screening checklist

	Screening checklist in use
	Yes

	Current admission criteria
	Not harmful to self or others, able to participate in the program, school, and possibly work

	Current exclusionary criteria
	No fire setters, sex offenders, or medical illness requiring nursing care

	Treatment planning process
	Child is admitted after a functional assessment by the clinician; treatment team arranges an initial treatment plan; every 3 months the treatment team meets and every half year there’s a new functional assessment

	Treatment needs assessment methods
	Each client’s case is reviewed weekly at a staff meeting

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Family, caseworker, placing agency, clinician, respite team

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	6 to 12 months 

	Discharge planning participants
	Family, caseworker, placing agency, clinician, respite team

	Discharge process and criteria
	1) Develop safety within home.  2) Vocational training program or independent living program.  3) Met the requirements of treatment plan.

	Aftercare plans
	Follow-up family counseling and development of an individualized educational plan


	Agency:
	Presbyterian Hospitality House Level III

	Intended clientele
	Boys and girls, age 12 to 18

	Main diagnoses of children and youths served
	Severe emotional disturbance, low cognitive functioning, post traumatic stress disorder, victim of neglect and abuse, victim of sexual abuse

	Array of services offered
	Community-based facility offering residential services, mental health services, and some substance abuse treatment

	Treatment program model
	Teaching family model

	Percentage of children and youths served with co-occurring disorders
	90%

	Types of co-occurring disorders
	Substance abuse and alcohol abuse; borderline intellectual functioning 

	Number of staff members
	26 regular; 3 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	3

	Number of coordinators/case managers 
	3

	Number of direct care/community-based workers 
	17

	Number of other workers 
	3

	Number of children, youths and families served in FY01
	37

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	75%

	Percentage with prior criminal justice involvement
	100%

	Current funding sources
	State of Alaska, Housing and Urban Development, United Way, Department of Corrections, fundraising, revenue sharing

	Percentage of budget from each funding source
	State-75%, HUD-10%, DOC-2%, United Way-8%, fundraising-2%, revenue sharing-3%

	Main sources of referral
	DFYS, DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 to 3 months

	Current screening/eligibility process to accept/deny children or youths
	Internal committee determines what services are needed

	Screening checklist in use
	Yes

	Current admission criteria
	Live in region, between the ages of 12-18

	Current exclusionary criteria
	Violent sex offenders and fire setters

	Treatment planning process
	Initial treatment plan is developed as soon as there is enough information; social worker makes the actual plan and collects information from all participants

	Treatment needs assessment methods
	Collect information from all previous major players (child and parent, school records, previous treatment records, children's court report, discharge summaries from other programs)

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Parents, child, social worker, probation officer, teacher, teaching parent, live-in staff, therapist, substance abuse counselor, other family members

	Average planned length of stay
	9 months for boys, 12 months for girls

	Average actual length of stay
	12 months 

	Discharge planning participants
	Parents, child, social worker, probation officer, teacher, teaching parent, live-in staff, therapist, substance abuse counselor, other family members

	Discharge process and criteria
	Treatment goals have to be met before discharge; a point system and motivational system supplements treatment goals

	Aftercare plans
	Regularly scheduled aftercare opportunities occur weekly at first, then once a month indefinitely


	Agency:
	Residential Youth Care, Inc.

	Intended clientele
	Ages 10 to 19, male and female

	Main diagnoses of children and youths served
	Conduct disorders, substance abuse, inability to function at home or within the laws of society

	Array of services offered
	Residential childcare, mental health and substance abuse services, community-based and wraparound services

	Treatment program model
	Teaching family model

	Percentage of children and youths served with co-occurring disorders
	90%

	Types of co-occurring disorders
	Mental health and substance abuse

	Number of staff members
	10 regular; 0 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	3

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	8

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	18

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	90%

	Percentage with prior criminal justice involvement
	90%

	Current funding sources
	State of Alaska

	Percentage of budget from each funding source
	100% State

	Main sources of referral
	DFYS placement committee

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	30 to 60 days

	Current screening/eligibility process to accept/deny children or youths
	Request referring agency's psychological and behavioral histories of child; if the child is in state custody, then placement is approved by regional placement committee for the region the client is coming from 

	Screening checklist in use
	No

	Current admission criteria
	Child is in state custody and approved by regional placement; gender criteria at times because the program separates genders by floor

	Current exclusionary criteria
	Physically out of control, high incidence of harm to self or others

	Treatment planning process
	All people involved with treatment at intake, psychological profile on evaluations; treatment plan is prepared based on that information

	Treatment needs assessment methods
	Look at issues that the client brings, psychiatric evaluation, intake information; work with the family; and consider family history

	Treatment plan review frequency
	Monthly

	Treatment plan review participants
	Family, client, counselor, probation officer, social worker, teachers

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	6 to 7 months 

	Discharge planning participants
	Family, client, counselor, probation officer, social worker, teachers

	Discharge process and criteria
	Part of treatment plan: review case plan, review goal achievement, reintegration with family; completed 75-80% of treatment goals, especially substance abuse

	Aftercare plans
	Aftercare plans - wraparound family, mental health, and substance abuse counseling; keep child in contact with the programs and counselors; add final services on an individual basis, depending on the client's needs


	Agency:
	Hanson House (Youth Advocates of Sitka)

	Intended clientele
	Youths age 10-18, both genders

	Main diagnoses of children and youths served
	Adjudicated delinquents, victims of neglect and abuse, transition-aged young adults, sexually reactive, FAS/FAE, low cognitive functioning 

	Array of services offered
	Residential care, community-based programs, school, clinical mental health services (individual/family group therapy, mental health assessment, psychological testing, evaluation, psychiatric evaluation, medication management), mental health rehabilitative services, and support services

	Treatment program model
	Token economy and level system

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	5 regular

	Number of psychiatrists 
	1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	Not available

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	24

	Percentage in DFYS custody
	50%

	Percentage with current criminal justice involvement
	50%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State, Federal, Hanson House, local in-kind donations 

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS or DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Regional Placement Committee conducts all screening

	Screening checklist in use
	Not applicable

	Current admission criteria
	Not available

	Current exclusionary criteria
	Sex offenders or physically violent clients

	Treatment planning process
	Initial at 30 days, reviews at 60 and 90 days; based on functional assessment or psychological testing  

	Treatment needs assessment methods
	Treatment plan developed by clinician; full treatment team review occurs about once a month or once every six weeks (indicated by the client); a bi-weekly treatment review involves the psychiatrist, mental health worker, clinician, and case manager  

	Treatment plan review frequency
	2 to 6 weeks

	Treatment plan review participants
	Psychiatrist, mental health worker, clinician, case manager 

	Average planned length of stay
	6 to 9 months

	Average actual length of stay
	6 to 9 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Treatment team process:  Step-down in services as goals are met and depending on services client receives

	Aftercare plans
	Review treatment plan with client and determine after care services needed; assessment to plan reduced services to change emphasis of services and to measure clients and guardian's ability to maintain treatment gains


	Agency:
	Pathways (Southcentral Foundation)

	Intended clientele
	Age 13 to 17, males and females

	Main diagnoses of children and youths served
	Substance abuse, dual diagnoses, mood disorders, post traumatic stress disorders, anxiety disorder

	Array of services offered
	Residential program, clinical services, and educational services

	Treatment program model
	Narrative-solutions, Maslow’s hierarchy of needs, cognitive-behavioral, and therapeutic community

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Substance abuse, mood disorders, post traumatic stress disorder

	Number of staff members
	52 regular; 3 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	6

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	31

	Number of other workers 
	6

	Number of children, youths and families served in FY01
	15

	Percentage in DFYS custody
	30%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	10%

	Current funding sources
	DFYS, Center for Substance Abuse Treatment, Private (Murdok Foundation, Rasmussen Foundation)

	Percentage of budget from each funding source
	DFYS 60%; CSAT 25-30%; remainder Private, Medicaid remainder

	Main sources of referral
	DFYS, tribal organizations, private families

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 to 3 months

	Current screening/eligibility process to accept/deny children or youths
	Intake Coordinator puts together a packet of material and does some follow-up interviewing with the person who is referring the child; this is followed by a screening committee of professional staff to review profile information; program requests additional information or requires interview to determine whether the child has a commitment to the program and the needed competencies

	Screening checklist in use
	Yes

	Current admission criteria
	Space available

	Current exclusionary criteria
	Intellectual impairment, psychosis, detoxification, refusal, violent felonies

	Treatment planning process
	30 days of formalized assessments by different service areas to develop a master service plan; weekly meetings with therapist, villages, and staff to review treatment plan goals; clients are a part of the treatment planning and know exactly what behaviors to address 

	Treatment needs assessment methods
	Clinicians, therapists, and clients identify goals with information from the referral source; formalized assessments (educational, mental health, or psychological assessment) as needed

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Every service area participates: Education, clinical, nursing, substance abuse/chemical dependency, therapist, village, children, clinician, and families

	Average planned length of stay
	2 days to 9 months, varies per individual

	Average actual length of stay
	Not available 

	Discharge planning participants
	Every service area participates: Education, clinical, nursing, substance abuse/chemical dependency, therapist, village, children, clinician, and families

	Discharge process and criteria
	Treatment plan identifies goals and barriers; three phases must be completed to leave with staff recommendation and endorsement

	Aftercare plans
	Individualized follow-up plan, with agency still providing services  


Chapter Nine: Level Four Programs

Definition

For purposes of this project, service levels and types were defined according to preferences published by the Division of Family and Youth Services in a recent “Request for Grant Proposals: Residential Childcare Services”.  The definition of Level IV that follows is taken verbatim from this RGP for FY 2002/2003, pp. 18.

Level or Category IV: Residential Diagnostic Treatment Center Services 

Residential Diagnostic Treatment (RDT) programs provide structured supervision 24-hours per day, seven days per week by professional staff working shift work schedules. Intensive treatment services include: 

1) crisis intervention; 

2) accurate diagnosis i.e. behavioral, health, mental health, substance abuse, etc.; 

3) behavioral stabilization and management;

4) identifying the child’s risk level i.e. chronic, episodic or manageable; 

5) comprehensive treatment planning focused on aftercare and the child’s long-term needs; and 

6) 9 - 12 months residential care. Extensions of stay of up to 3 months may be approved on a case-by-case basis.  
Children and youth referred to these programs will exhibit thought disorders, emotional disorders or behavioral disorders that include oppositional and conduct disorders. DJJ referrals of children and youth will 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.

Overall Listing of All Level Four Programs
There are four Level IV mental health programs for children and youth in the state of Alaska.  These four programs offer a total of 26 beds.  Each of the three participating programs is described in detail in the next section of this chapter.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The four Level IV programs in the state of Alaska are the following:

	Level IV Program
	Community
	# of Beds
	Utilization

	Family Centered Service of Alaska RDT
	Fairbanks
	9
	80%

	Sitka RDT – Genesis House
	Sitka
	6
	83%

	Wallington House
	Juneau
	6
	100%

	Yukon Kuskokwim Health Corporation RDT – Emergency Shelter
	Bethel
	5*
	Not available


**based on sources other than the interview

Individual Descriptions of Each Participating Level Four Program

	Agency:
	Family Centered Services of Alaska RDT

	Intended clientele
	Children with Level IV needs; age 10 to 18, diagnosis of mental illness, danger of placement outside, stabilization of mental illness

	Main diagnoses of children and youths served
	Depression, PTSD, bipolar disorder, ODD, conduct disorder

	Array of services offered
	Individual or group counseling, residential care, behavior modification, mental health rehabilitation services (assessment and testing), and educational services

	Treatment program model
	Program based on behavioral modification/cognitive therapy

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Substance abuse, developmental disabilities, Axis I & II

	Number of staff members
	109 agency-wide; 1 contract agency-wide

	Number of psychiatrists 
	0 agency-wide; 1 as contractor agency-wide

	Number of clinicians/counselors 
	6 agency-wide

	Number of coordinators/case managers 
	12 agency-wide

	Number of direct care/community-based workers 
	12

	Number of other workers 
	4

	Number of children, youths and families served in FY01
	9

	Percentage in DFYS custody
	56%

	Percentage with current criminal justice involvement
	12%

	Percentage with prior criminal justice involvement
	78%

	Current funding sources
	Medicaid, DFYS, Fairbanks school district, DMHDD, school lunch, federal

	Percentage of budget from each funding source
	Medicaid 30%,  DFYS 57%, school lunch 1%, school district 6%, rest negligible

	Main sources of referral
	DFYS

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	6 to 10 weeks

	Current screening/eligibility process to accept/deny children or youths
	Comprehensive intake and functional assessment, checklist, discussions with individual submitting application, and other involved parties

	Screening checklist in use
	Yes

	Current admission criteria
	Age 10 to 18, diagnosis of mental illness, danger of placement outside, stabilization of mental illness

	Current exclusionary criteria
	IQ level  too low, danger to others, documented history of assault

	Treatment planning process
	Comprehensive treatment team

	Treatment needs assessment methods
	Diagnosis on-going, assessment and observation

	Treatment plan review frequency
	60 to 90 days

	Treatment plan review participants
	4 to 9 months 

	Average planned length of stay
	Client, parent, teacher, therapist, coordinator, and guardian

	Average actual length of stay
	Psychiatrist, clinical director, two full-time therapists, case manager, team for screening, and treatment team

	Discharge planning participants
	4 to 9 months

	Discharge process and criteria
	Demonstrates the ability to function in a less restrictive setting without aggression, assault, and is not a danger to self or others; in goals the treatment team had identified; child is maintaining with reduced services  

	Aftercare plans
	Identification of supports for the child and family


	Agency:
	Genesis House (Youth Advocates of Sitka)

	Intended clientele
	Youths 12 to 18, male and female



	Main diagnoses of children and youths served
	Adjudicated delinquents, victims of neglect and abuse, transition-aged young adults, sexually reactive, FAS/FAE, low cognitive functioning

	Array of services offered
	Residential care, community-based programs, school, clinical mental health services (individual/family group therapy, mental health assessment, psychological testing, evaluation, psychiatric evaluation, medication management), mental health rehabilitative services and support services

	Treatment program model
	Token economy and level system

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	8 regular

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	Not available

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	Not open in FY01

	Percentage in DFYS custody
	Not applicable

	Percentage with current criminal justice involvement
	Not applicable

	Percentage with prior criminal justice involvement
	Not applicable

	Current funding sources
	State, Federal, local in-kind donations

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS or DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Regional Placement Committee conducts screening

	Screening checklist in use
	Not applicable

	Current admission criteria
	Not available

	Current exclusionary criteria
	Sex offenders or physically violent clients

	Treatment planning process
	Initial at 30 days, reviews at 60 and 90 days; functional assessment or psychological testing as needed

	Treatment needs assessment methods
	Treatment plan based on clinician’s impressions

	Treatment plan review frequency
	Treatment plan based on clinician’s impressions

	Treatment plan review participants
	Treatment plan based on clinician’s impressions

	Average planned length of stay
	6 to 9 months

	Average actual length of stay
	6 to 9 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Treatment team process:  Step-down in services as goals are met and depending on the services a client receives

	Aftercare plans
	Review treatment plan, determine aftercare services needed, assessment to reduce actual service, and change emphasis of services.


	Agency:
	Wallington House (Juneau Youth Services)

	Intended clientele
	Male, age 12 to 18 adjudicated, adolescent sex offenders



	Main diagnoses of children and youths served
	Adjudicated sex offenders

	Array of services offered
	Clinical services, case management, conduct disorder services, school, and treatment services

	Treatment program model
	Relapse program

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Substance abuse

	Number of staff members
	Not available

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	6

	Number of other workers 
	3

	Number of children, youths and families served in FY01
	15

	Percentage in DFYS custody
	DFYS, DJJ

	Percentage with current criminal justice involvement
	100%

	Percentage with prior criminal justice involvement
	100%

	Current funding sources
	DFYS, Medicaid

	Percentage of budget from each funding source
	50% DFYS, 50% Medicaid

	Main sources of referral
	DFYS

	Waitlist maintained
	Yes 

	Typical length of time on waitlist
	< 3 months

	Current screening/eligibility process to accept/deny children or youths
	Adjudicated delinquent between ages 12 and 18, not harmful to self or others

	Screening checklist in use
	Yes 

	Current admission criteria
	Adjudicated sex offenders

	Current exclusionary criteria
	Non-adjudicated sex offenders

	Treatment planning process
	Recommendations to provisional treatment plan, and a functional assessment;  create a treatment plan within 30 days and review it shortly thereafter

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Not available

	Treatment plan review participants
	Referral sources, family, clients, corrections, and case managers

	Average planned length of stay
	18 months

	Average actual length of stay
	18 months 

	Discharge planning participants
	Referral sources, family, clients, corrections, and case managers

	Discharge process and criteria
	Completed specified treatment goals

	Aftercare plans
	Relapse prevention model for aftercare as a safety net; groups are made available, check-ins are included with school principal, police chief, and safety officer; client has to follow-up with staff periodically for review up to a year, some much longer


Chapter Ten: Level Five and Acute Care Programs

Definition

For purposes of this project, service levels and types were defined according to preferences published by the Division of Family and Youth Services in a recent “Request for Grant Proposals: Residential Childcare Services”.  The definition of Level V that follows is taken verbatim from this RGP for FY 2002/2003, pp. 18-19.

Level or Category V: Residential Psychiatric Treatment Center Services

Residential Psychiatric Treatment Center Programs (RPTC), as described in 7AAC 50, provide 24 hour interdisciplinary, psychotherapeutic treatment in a “secure” or “semi-secure” facility for children with severe emotional or behavioral disorders. Severe emotional and behavioral disorders are behavioral, emotional or social disabilities 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. The child’s disabilities cannot be attributed solely to intellectual, physical or sensory deficits. Children in this category may have a clinical history of FAS, Alcohol Related Neurological Defects, conduct or oppositional defiant disorder or a history of other psychiatric problems and require an individual treatment plan. An interdisciplinary team involving medical, mental health, educational, and social service components must intensively and collaboratively deliver Residential Psychiatric Treatment Center services. Services must be provided at a facility which:

a. is accredited by the Joint Commission on Accreditation of Health Care Organizations, or another Medicaid authorized accreditation agency, as a residential psychiatric treatment center;

b. uses admission procedures approved by the Division of Medical Assistance;

c. provides treatment under the direction of a psychiatrist who is board certified or eligible for board certification;

d. documents the need for specific client services in individual plans of care as described in medical assistance regulations; and

e. has completed the process for enrollment as a provider of Medicaid covered residential psychiatric treatment center services.

f. submit daily attendance sheets on all non-Medicaid eligible youth.

Highly trained childcare and clinical staff is required to provide 24-hour supervision using a shift staff model with a 1:3 staff to child ratio and awake night staff.  This level of care provides the entire array of specialized services described in category III residential childcare programs and any additional specialty noted for a requested project as well as the specific services unique to residential psychiatric treatment centers. Education Services are provided in a facility that includes an on-ground certified school and a highly structured, staff intensive program. 

DFYS does not directly award BRS funds to a facility for RPTC level of care. RPTC facilities directly bill Medicaid for services provided to children and payment for the Behavioral Rehabilitation Services provided comes directly from the Division of Medical Assistance (DMA). However, DFYS may award “core capacity” grant funds to an RPTC to ensure that an agreed upon number of beds will be keep available for children in DHSS custody. 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, except that admission of non-Medicaid eligible children need not be approved by an outside peer review organization.

The goals of residential psychiatric treatment are to:

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

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

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

I. inappropriate sexual behavior; 

II. inappropriate impulse control;

III. inability to form appropriate relationships; and

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

V. Promote positive personality growth and development;

VI. Maintain and improve the child's educational progress;

VII. Develop independent living skills; and

VIII. Participate in developing a plan for subsequent placement and aftercare.

IX. Prepare the child for a less restrictive placement setting. 

Acute care programs are not defined in the DFYS document, but for purposes of this project, definitions by the Division of Medical Assistance can be and were being used.  The following definition of acute care is provided in the “Medicaid Payment Prior Authorization Manual” (First Health, 2000, p. 33).

Acute Psychiatric Care Services

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.

Overall Listing of All Level Five and Acute Care Programs
There are four Level V and three acute care mental health programs for children and youth in the state of Alaska.  Each participating program is described in detail in the next section of this chapter.  The four Level V programs offer a total of 101 beds; the three acute care units also offer 101 beds.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The four Level V and three acute care programs in the state of Alaska are the following:

	Level V Program
	Community
	# of Beds
	Utilization

	Alaska Children's Services
	Anchorage
	53
	81-100%

	Charter Matanuska-Susitna RTC 
	Palmer
	9
	“too new”

	North Star RPTC
	Anchorage
	30
	93%

	Providence Residential Treatment 
	Anchorage
	9
	100%

	Acute Care Program
	
	
	

	Chilkat Unit – Alaska Psychiatric Institute
	Anchorage
	12
	92%

	Discovery Unit – Providence Health Systems
	Anchorage
	15
	75%

	North Star Hospital
	Anchorage
	74*
	Not available


*based on sources other than the interview

Individual Descriptions of Each Participating Level Five and the Acute Care Program

	Agency:
	Alaska Children’s Services RPTC

	Intended clientele
	Age 6 to 18, male and female

	Main diagnoses of children and youths served
	Conduct disorder, oppositional defiant disorder, PTSD, depression, attachment disorder, bipolar disorder, FAS/FAE, comorbidity, ADHD

	Array of services offered
	RPTC, limited substance abuse services, comorbidity issues

	Treatment program model
	Social learning, cognitive behavioral

	Percentage of children and youths served with co-occurring disorders
	33%

	Types of co-occurring disorders
	Mental health and substance abuse

	Number of staff members
	199

	Number of psychiatrists 
	0

	Number of clinicians/counselors 
	10

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	122

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	138

	Percentage in DFYS custody
	18%

	Percentage with current criminal justice involvement
	57%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Medicaid, State, United Way, private donations, Anchorage School District

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS, DJJ, private

	Waitlist maintained
	Yes 

	Typical length of time on waitlist
	1 month or longer

	Current screening/eligibility process to accept/deny children or youths
	Age, functioning level, primary treatment issue, need for restrictive setting

	Screening checklist in use
	Yes 

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Not available

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	60 days

	Treatment plan review participants
	Parent/guardian, student, clinician, support network, guardian ad litem, tribal resources, community care provider, treatment program supervisor, substance abuse counselor

	Average planned length of stay
	4 to 12 months

	Average actual length of stay
	Depends on program 

	Discharge planning participants
	Parent/guardian, student, clinician, support network, guardian ad litem, tribal resources, community care provider, treatment program supervisor, substance abuse counselor

	Discharge process and criteria
	Evaluated throughout entire treatment process, to include treatment planning,  implementation, psychological review, treatment plan reviews, family sessions, individual sessions; treatment goals met; client can maintain in less restrictive setting

	Aftercare plans
	Aftercare plans are individualized to client needs


	Agency:
	Charter Matanuska-Susitna RTC

	Intended clientele
	Age 6 to12, male and female

	Main diagnoses of children and youths served
	PTSD, ADHD, serious emotional disturbances, mental disorders, custody/non-custody, neglect and abuse

	Array of services offered
	Residential and mental health services

	Treatment program model
	Team model, milieu therapy

	Percentage of children and youths served with co-occurring disorders
	None

	Types of co-occurring disorders
	Not applicable

	Number of staff members
	Not available

	Number of psychiatrists 
	Not available

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	10

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	0

	Percentage in DFYS custody
	Not applicable

	Percentage with current criminal justice involvement
	Not applicable

	Percentage with prior criminal justice involvement
	Not applicable

	Current funding sources
	Insurance - Medicaid and private

	Percentage of budget from each funding source
	90% Medicaid, 10% private insurance

	Main sources of referral
	Acute facilities - API, Providence, North Star acute hospital; villages, local and regional community mental health facilities

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	Not available

	Current admission criteria
	Not available

	Current exclusionary criteria
	Running, aggressive/ assaultive behavior, non-manageable behavior, assaultive to other people, severe developmental disabilities, sex offenders

	Treatment planning process
	Monthly meeting with physician, therapist, DFYS, family members,  parents, manager, direct care staff

	Treatment needs assessment methods
	After the youth meets with the psychiatrist and therapist, the admissions coordinator develops a treatment plan; first treatment plan meeting takes place within two weeks of admission; the psychiatrist, therapist, and floor staff develop a problem list

	Treatment plan review frequency
	Monthly 

	Treatment plan review participants
	Psychiatrist, therapist, floor staff

	Average planned length of stay
	1 year

	Average actual length of stay
	Not available 

	Discharge planning participants
	Therapist, physician, DFYS workers, parents, coordinator

	Discharge process and criteria
	Evaluate issues list, accomplish treatment goals, gain enough stability to reintegrate with community

	Aftercare plans
	Youth is connected with resources depending on where relocated


	Agency:
	Northstar Residential Psychiatric Treatment Center

	Intended clientele
	Ages 6 to 18

	Main diagnoses of children and youths served
	Mental disorders, behavioral disorders, PTSD, anxiety disorders, conduct disorders, depression, bipolar disorder, psychotic disorder, custody/non-custody, FAS/FAE, developmental delay

	Array of services offered
	Residential care, individual and family therapy, discharge connections, substance abuse counseling, teaching, and screenings

	Treatment program model
	Team approach, milieu therapy, some cognitive therapy

	Percentage of children and youths served with co-occurring disorders
	20%

	Types of co-occurring disorders
	Substance abuse and mental health

	Number of staff members
	50 regular

	Number of psychiatrists 
	Not available

	Number of clinicians/counselors 
	Not available



	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	Staffing ratio, 1:5, census dependent, 1 activity therapist

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Medicaid, few private insurances

	Percentage of budget from each funding source
	90% Medicaid, 10% private insurance

	Main sources of referral
	Acute settings, API, Providence, Northstar, community sources throughout the state

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not available

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	Yes

	Current admission criteria
	Age 6 to 18 in Anchorage, parent and family involvement or legal guardian/custodian involvement, autism, behavioral problems

	Current exclusionary criteria
	Danger to self or others; suicidal; assaultive; no response to other services; sexual, emotional, physical abuse; acting out; severe psychotic regression; threats of danger towards self or others; requiring locked setting; mental retardation beyond the scope of resources; primary diagnosis of substance abuse; unstable nursing/ medical condition requiring ongoing continual nursing/medical care

	Treatment planning process
	Admission treatment plan done by therapist, admission intake coordinator is responsible for the working treatment plan; full treatment plan is finished within 2 weeks

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Monthly

	Treatment plan review participants
	DFYS workers, therapists, doctors, resident, family

	Average planned length of stay
	6 months

	Average actual length of stay
	4 to 12 months 

	Discharge planning participants
	DFYS workers, therapists, doctors, resident, family

	Discharge process and criteria
	Progress toward treatment goals, stabilization, ability to maintain in less restrictive environment

	Aftercare plans
	Based on treatment plan, progression toward treatment goals, and ability to maintain in a less restrictive environment


	Agency:
	Providence AK Medical Center Adolescent Residential Treatment Program

	Intended clientele
	Girls age 12 to 18

	Main diagnoses of children and youths served
	Axis I diagnoses, mood disorders, PTSD, SED, ED; eating disorders, and substance abuse if secondary to mental health issues

	Array of services offered
	Residential psychiatric treatment program, inclusive family component; school program

	Treatment program model
	Relational model

	Percentage of children and youths served with co-occurring disorders


	100%

	Types of co-occurring disorders
	Mental health, substance abuse, eating disorders, mood disorders, PTSD, and ADHD

	Number of staff members
	13 regular; 2 contract

	Number of psychiatrists 
	1 regular; 0 contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	13

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	15

	Percentage in DFYS custody
	13%

	Percentage with current criminal justice involvement
	0%

	Percentage with prior criminal justice involvement
	0%

	Current funding sources
	Medicaid and private insurance

	Percentage of budget from each funding source
	90% Medicaid, 10% insurance

	Main sources of referral
	Inpatient unit, Charter, API, Providence,  DFYS, DJJ, and community therapists

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 months

	Current screening/eligibility process to accept/deny children or youths
	All clinical documentation, assessments by psychologist and psychiatrist, all  information for evaluation

	Screening checklist in use
	Yes

	Current admission criteria
	Youth agrees to program, is not assaultive, has had one or more hospitalizations, and cannot go home or maintain safety in less restrictive setting

	Current exclusionary criteria
	IQ below 80, primary substance abuse diagnosis, primary diagnosis of eating disorder; does not agree to program; was assaultive to staff at another program

	Treatment planning process
	Assessment summary after first month; treatment plan after clinician identifies problems; then weekly meetings to identify interventions and goals

	Treatment needs assessment methods
	Formal treatment plan review monthly; interventions designed weekly

	Treatment plan review frequency
	Formal treatment plan review occurs monthly; interventions are designed weekly

	Treatment plan review participants
	Mental health specialists, individual/family therapist, general consultants, student, psychiatrist, nurse, dietitian, school teacher, parents

	Average planned length of stay
	12 months

	Average actual length of stay
	11 months 

	Discharge planning participants
	Mental health specialist, family therapist, student, psychiatrist, nurse, dietitian, school teacher,  parents

	Discharge process and criteria
	Treatment team meeting to identify discharge plan; must maintain safety on passes, tolerate strong feelings without exploding, or needing one-to-one attention; sense of goals; positive relationships in community, family, and school settings  

	Aftercare plans
	Aftercare for 6 months


	Agency:
	Alaska Psychiatric Institute – Chilkat Unit

	Intended clientele
	Youths 13 to 17, males and females

	Main diagnoses of children and youths served
	Danger to self or others, grave disability, safety concern, depression, suicide attempts or thoughts, aggression or assault, psychosis

	Array of services offered
	Group and individual counseling and assessment, occupational and recreational therapies, psychiatric assessment, psychological testing, medical needs, assessment and care

	Treatment program model
	Medical health model, behavioral token economy, medically focused on psychiatric needs

	Percentage of children and youths served with co-occurring disorders
	95 to 100%

	Types of co-occurring disorders
	Mental health, substance abuse, learning disabilities, developmental disabilities, FAS/FAE

	Number of staff members
	5 regular; 0 contract

	Number of psychiatrists 
	1 regular; 0 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	5

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	20%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	40 to 50%

	Current funding sources
	Federal, Medicaid, ISH

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Hospital ERs, mental health centers in villages, corrections, and schools

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 to 3 days

	Current screening/eligibility process to accept/deny children or youths
	Assessment and screening officer evaluates and they review with unit psychiatrist or on-call doctor who makes the final decision

	Screening checklist in use
	No 

	Current admission criteria
	Danger to self, danger to others, gravely disabled by mental illness

	Current exclusionary criteria
	None

	Treatment planning process
	Treatment team, including psychiatrist, social worker and nurse, psychologist, occupational therapist, recreational therapist

	Treatment needs assessment methods
	Items that go on the treatment plan from the psychiatric evaluation; identify one to several different treatment items that will be addressed

	Treatment plan review frequency
	Daily or weekly

	Treatment plan review participants
	Treatment team, including psychiatrist, social worker and nurse, psychologist, occupational therapist, recreational therapist

	Average planned length of stay
	1 to 2 weeks

	Average actual length of stay
	2 to 3 weeks 

	Discharge planning participants
	Treatment team decides discharge with recommendations for certain types of follow up

	Discharge process and criteria
	Psychiatric evaluation, on medication, stable, no danger to self or others; Discharge when no longer a danger to self or others, stable for discharge to whatever level of care needed

	Aftercare plans
	Follow up psychiatric care and medication monitoring; individual or family therapy; resources through school or village health aid


	Agency:
	Providence Alaska Medical Center – Discovery Unit

	Intended clientele


	Age 13 to 18, male and female

	Main diagnoses of children and youths served
	Depression, bipolar disorder, PTSD, and psychosis

	Array of services offered
	Mental health care; individual, family, and group therapy; occupational therapy; and medication management

	Treatment program model
	Acute hospitalization, crisis stabilization medical model

	Percentage of children and youths served with co-occurring disorders
	40%

	Types of co-occurring disorders
	Substance abuse and medical issues

	Number of staff members
	60 regular and 0 contract for both mental health units (adolescent and adult)

	Number of psychiatrists 
	3 regular; 0 contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	1.5

	Number of direct care/community-based workers 
	12.3

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	CY01:  380

	Percentage in DFYS custody
	Low

	Percentage with current criminal justice involvement
	Low

	Percentage with prior criminal justice involvement
	Low

	Current funding sources
	Medicaid/Denali Kid Care, Private Insurance

	Percentage of budget from each funding source
	Medicaid/ Denali Kid Care approximately 40%, Private Insurance approximately 60%

	Main sources of referral
	Family, school counselors, private therapist, psychologist, self-referral, private clinics, mental health centers, residential care centers

	Waitlist maintained
	Waitlist was maintained in past, now discontinued

	Typical length of time on waitlist
	Before waitlist discontinued, 3 day wait

	Current screening/eligibility process to accept/deny children or youths
	Assessment in emergency department or over phone; physician directs admission

	Screening checklist in use
	ACSES Core Intake

	Current admission criteria
	Risk to self or others, severe crisis, cognitive ability to benefit

	Current exclusionary criteria
	Sex offenders, elopement risk, and current violence

	Treatment planning process
	Immediate

	Treatment needs assessment methods
	Assessments by nurse, therapist, psychologist, medical doctor, and psychiatrist

	Treatment plan review frequency
	3 per week

	Treatment plan review participants
	Mental health specialist, discharge planners, physician, medical director, nurses, teacher, therapist

	Average planned length of stay
	7 to 10 days

	Average actual length of stay
	9 to 10 days 

	Discharge planning participants
	Mental health specialist, discharge planners, physician, medical director, nurses, teacher, therapist

	Discharge process and criteria
	Discharge status addressed in treatment plan review; discharge occurs when youth is safe, medically stable, no crisis, and appropriate placement

	Aftercare plans
	Aftercare services are determined based on individual need, always includes follow-up with community therapist and psychiatrist (medication mgmt.)


Chapter Eleven: Substance Use Treatment Programs

Definition

The following definition was developed for purposes of this study and reflects the programs represented in the needs assessment.

Substance Use Treatment Services (Residential)

Substance abuse treatment refers to 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.  These essentially residential 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 must include 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 this level of care a youth is discharged to another level of care designed to support and improve on the recovery skills gained in residential care.  


Overall Listing of All Substance Use Treatment Programs
There are five substance use treatment programs for children and youth in the state of Alaska.  Each participating program is described in detail in the next section of this chapter.  A total of 53 beds is offered by the participating programs; no capacity information is available for one of the non-participating programs.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The five substance use treatment programs in the state of Alaska are the following:

	Substance Abuse Treatment Program
	Community
	# of Beds
	Utilization

	Volunteers of America – ARCH
	Eagle River
	16**
	Not available

	Fairbanks Native Association – Life Givers
	Fairbanks
	15
	75-80%

	Fairbanks Native Association – GRAF Adolescent Treatment Center
	Fairbanks
	12
	75%

	Raven's Way
	Sitka
	10
	100%

	Tundra Swan – Yukon Kuskokwim Behavioral Health Corporation McCann Treatment Center*
	Bethel
	16**
	Not available


  *(not an ADA-approved facility; exclusively federally funded)

  **based on sources other than an interview

Individual Descriptions of Each Participating Substance Use Treatment Program

	Agency:
	Life Givers (Fairbanks Native Association)

	Intended clientele
	Females age 13 to 18, pregnant, parenting or not

	Main diagnoses of children and youths served
	Drug and alcohol diagnoses

	Array of services offered
	Substance abuse, residential care, wraparound services, mental health, wellness, education, vocational career, academic services, cultural services

	Treatment program model
	Medical disease model, behavioral treatment

	Percentage of children and youths served with co-occurring disorders
	75 to 85%

	Types of co-occurring disorders
	Post traumatic stress disorder, trauma, substance abuse, learning disabilities, high risk behavior, oppositional defiant disorder, obsessive-compulsive disorder, ADHD, FAS/FAE

	Number of staff members
	15 regular; 3 contract

	Number of psychiatrists 
	0 regular; 0 contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	6

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	32

	Percentage in DFYS custody
	50%

	Percentage with current criminal justice involvement
	50%

	Percentage with prior criminal justice involvement
	50%

	Current funding sources
	Federal, DFYS

	Percentage of budget from each funding source
	Federal 90%

	Main sources of referral
	DFYS and DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 day

	Current screening/eligibility process to accept/deny children or youths
	DSM-IV placement criteria, ASAM, Level III residential treatment program requirements

	Screening checklist in use
	Yes

	Current admission criteria
	ASAM, PACER, DSM IV

	Current exclusionary criteria
	Sex offenders, severe emotional disturbance

	Treatment planning process
	Intake (biological-psychosocial, medical) by nurse, mental health clinician provides mental health assessment; individualized treatment plan developed with adolescent; follow ASAM dimensional criteria; identify six areas to work with the person in primary treatment plan

	Treatment needs assessment methods
	Based on the mental health and other assessments, a treatment plan is worked out individually with each adolescent

	Treatment plan review frequency
	2 weeks

	Treatment plan review participants
	Treatment team, case manager, client, nurse, mental health clinician, teacher, director,  DFYS worker, or probation officer

	Average planned length of stay
	6 months

	Average actual length of stay
	6 to 12 months 

	Discharge planning participants
	Treatment team, case manager, client, nurse, mental health clinician, teacher, director,  DFYS worker, or probation officer

	Discharge process and criteria
	Show client can sustain recovery under ASAM guidelines and abstinence without structured environment; ablility to move back to community with least restrictive environment, and to sustain self (ASAM criteria to determine if completed treatment goals)  

	Aftercare plans
	Case managers and client determine after care and supportive services needed to integrate the client back to the community and family; outreach aftercare at 1, 3, 6, and twelve months for follow-up


	Agency:
	GRAF Adolescent Treatment Center (Fairbanks Native Association)

	Intended clientele
	Age 12 to 18

	Main diagnoses of children and youths served
	Alcohol abuse, alcohol dependence, marijuana abuse, conduct disorder, adjustment disorder, adolescent anti-social behavior, coexisting disorders

	Array of services offered
	Mental health, substance abuse, residential services

	Treatment program model
	Native American wellness, physical, mental, social, emotional, spiritual, balance/harmony, cognitive, behavioral and 12 step

	Percentage of children and youths served with co-occurring disorders
	75 to 99%

	Types of co-occurring disorders
	ADHD, depression, PTSD, conduct disorder, oppositional defiant disorder, adjustment disorders

	Number of staff members
	17 regular; 1 contract

	Number of psychiatrists 
	0 regular; 1 contract

	Number of clinicians/counselors 
	4

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	9

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	< 10%

	Percentage with current criminal justice involvement
	75%

	Percentage with prior criminal justice involvement
	90%

	Current funding sources
	Federal IHS

	Percentage of budget from each funding source
	100%

	Main sources of referral
	Probation officers, YKHC, wellness center, Inroads, other substance abuse mental health agencies

	Waitlist maintained
	Yes  

	Typical length of time on waitlist
	Immediate admission

	Current screening/eligibility process to accept/deny children or youths
	Intake clinician conducts the pre-admission interview; Intake committee of clinician, counselor, and director review the case and make recommendations

	Screening checklist in use
	Yes  

	Current admission criteria
	Substance abuse diagnosis, voluntary, ASAM criteria level III

	Current exclusionary criteria
	Not level III ASAM (require a level IV) low cognitive functioning, unlikely to understand/ benefit from materials, non-voluntary

	Treatment planning process
	Counselors and clients work on treatment plan from beginning

	Treatment needs assessment methods
	History; interview with client, parent, and referral agent

	Treatment plan review frequency
	Daily, weekly

	Treatment plan review participants
	Treatment team, parent, clinician, counselor, youth, and referral agent

	Average planned length of stay
	10 to 16 weeks

	Average actual length of stay
	10 to 16 weeks 

	Discharge planning participants
	Client, parent, clinician, and counselor

	Discharge process and criteria
	Completing treatment plan, meeting ASAM criteria for next level of care; or referral to another residential program for additional care.  

	Aftercare plans
	ASAM criteria met to ensure appropriate release to outpatient services; an aftercare plan for  level of care consistent with their needs  


	Agency:
	Raven’s Way (SEARHC)

	Intended clientele
	Age 13 to 18, boys and girls

	Main diagnoses of children and youths served
	Substance abuse or dependence, mental health problems

	Array of services offered
	Residential treatment program, wilderness component, school lunch program, dietary services, accredited school

	Treatment program model
	Holistic, biological-psychosocial-spiritual model, wilderness component

	Percentage of children and youths served with co-occurring disorders
	25%

	Types of co-occurring disorders
	Depression, dysthymia, major depression, ADD, oppositional defiant disorder, conduct disorder

	Number of staff members
	22 regular; 0 contract

	Number of psychiatrists 
	1 regular; 0 contract

	Number of clinicians/counselors 
	4

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	12

	Number of other workers 
	10

	Number of children, youths and families served in FY01
	47

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Indian Health Service and State Division of Alcoholism and Drug Abuse

	Percentage of budget from each funding source
	Indian Health Service 80 to 90%, remaining ADA

	Main sources of referral
	Probation officers, social services, local folks, and schools

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 week

	Current screening/eligibility process to accept/deny children or youths
	Criteria and priorities

	Screening checklist in use
	Yes

	Current admission criteria
	Primary problem must be substance abuse; must be motivated to complete treatment; enrollment must be voluntary; age 13 to 18

	Current exclusionary criteria
	Medically unsafe for wilderness, no primary diagnosis of substance abuse or dependence, age, safety concerns

	Treatment planning process
	Based on assessment, and student's preference/goals; student, therapist, and primary counselor develop treatment goals together

	Treatment needs assessment methods
	Assessment of substance abuse, psycho-social, medical, and school functioning and needs

	Treatment plan review frequency
	Weekly

	Treatment plan review participants
	Student, client, therapist, substance abuse counselor, teacher, and rest of the treatment team

	Average planned length of stay
	40 days

	Average actual length of stay
	40 days 

	Discharge planning participants
	Referral agent, parents, child, intake team, and primary therapist

	Discharge process and criteria
	Cohort model with established entry and completion date based on activities required for program completion

	Aftercare plans
	Discussion with the referring person about aftercare


Chapter Twelve: Community-Based Mental Health Programs

Definition

The following definition was developed for purposes of this study and is representative of the programs and centers represented in the needs assessment.

Community-Based Mental Health Services

Community-based mental health services are those services for children and youth that occur outside of an institution or hospital.  These services are delivered on an outpatient basis, reflecting the relatively less severe symptom presentation of the individuals served.  Community-based services can take many forms and may include services to the families of the children or youth who evidence symptoms.  Examples of services that may be included in this category are individual, group and family therapy; crisis intervention; recipient support services; individual and group skill building.  Preventative care may also be included.  Some community-based programs also include substance abuse counseling on an outpatient basis; however, this would not be a primary focus of services.

Overall Listing of All Community-Based Mental Health Programs
There are 48 community-based mental health programs for children and youth in the state of Alaska, two of which opened only recently (one additional program closed in Summer 2002).  Each is described in detail in the next section of this chapter.  The individual descriptions are primarily based on the structured interview with the designated interviewee from the given agency.  Secondarily, some information may have been extracted from written program materials or from relevant websites.  The information contained in the individual agency description was reviewed and approved for inclusion in this report by an agency staff member.  If a program is listed below, but not included in the individual description section, the agency chose not to participate in this round of interviews for CAYNA.  The 48 community-based mental health programs in the state of Alaska are the following (separated by region):

	Community-Based Mental Health Program – Anchorage (n=10)
	Community
	Utilization

	Alternatives Community Mental Health Center, Inc.





	Anchorage
	60-70%

	Anchorage Center For Families





	Anchorage
	CLOSED

	Assets, Inc.





	Anchorage
	96%

	AYPF AYI





	Anchorage
	100%

	AYPF Diversions





	Anchorage
	85%

	Community Programs- ACS





	Anchorage
	82%

	SCC Family Services





	Anchorage
	50%

	SCC On-Target School Based (new)





	Anchorage
	100%

	Southcentral Foundation Behavioral Health Section

	Anchorage
	Not available

	The Arc of Anchorage



	Anchorage
	“don’t know”

	Community-Based Mental Health Program – Southeast (n=11)
	Community
	Utilization

	C.O.H.O.





	Craig
	90-95%

	Community Connections





	Ketchikan
	100%

	Dreams, Inc.





	Juneau
	90%

	Gateway Center for Human Services


	Ketchikan
	“heavy use”

	Lynn Canal Counseling Center



	Haines
	85-90%

	Petersburg Mental Health Services





	Petersburg
	90%

	REACH





	Juneau
	90%

	SEARHC - Behavioral Health Services Division





	Sitka
	“don’t know”

	Sitka Mental Health Clinic, Inc.





	Sitka
	50-90%

	Wrangell Community Services, Inc.


	Wrangell
	80-85%

	Youth Advocates of Sitka



	Sitka
	75-80%

	Community-Based Mental Health Program – Southcentral (n=13)
	Community
	Utilization

	Bristol Bay Area Health Corporation Mental Health Center




	Dillingham
	“don’t know”

	Central Peninsula Counseling Service





	Kenai
	85-90

	Copper River Community Mental Health Center





	Copper Center 
	95

	Eastern Aleutian Tribes - King Cove


	King Cove
	75

	Iliuliuk Family & Health Services, Inc.


	Unalaska
	Not available

	Kenai Peninsula Community Care Center


	Kenai
	100%

	Life Quest





	Wasilla
	70-100%

	Providence Kodiak Island Mental Health Center





	Kodiak
	100%

	Seaview Community Services





	Seward
	60-70%

	Sound Alternatives





	Cordova
	70-80%

	South Peninsula Behavioral Health Services, Inc.

	Homer
	85%

	Unalaska Wellness Center 



	Unalaska
	65%

	Valdez Counseling Center



	Valdez
	95%

	Community-Based Mental Health Program – Northern (n=14)
	Community
	Utilization

	Fairbanks Community Mental Health Center

	Fairbanks
	80-85%

	Family Centered Services of Alaska


	Fairbanks
	“well used”

	Family Centered Services of Alaska Pathfinder (new)

	Fairbanks
	“very well”

	Four Rivers Counseling Services



	McGrath
	86%

	Kuskokwim Native Assoc. Community Counseling Center
	Aniak
	Not available

	Manilaq Counseling Services



	Kotzebue
	75-80%

	North Slope Borough Community Mental Health Center
	Barrow
	Not available

	Norton Sound Behavioral Health Services





	Nome
	Not available

	Railbelt Mental Health & Addictions





	Nenana
	“consistent”

	Tanana Chiefs Conference, Inc



	Fairbanks
	“don’t know”

	Tok Area Counseling Center



	Tok
	90%

	Yukon-Koyukuk Mental Health & Alcohol Program

	Galena
	80%

	Yukon-Kuskokwim Health Corporation


	Bethel
	60-70%

	Yukon-Tanana Counseling Services


	Fairbanks
	Not available


Individual Descriptions of Each Participating Community-Based Program
	Agency:
	Alternatives Community Mental Health Center 

	Intended clientele
	Severely emotionally disturbed children and youths, age 5 to 21; in child protective custody, in juvenile justice custody, dually diagnosed

	Main diagnoses of children and youths served
	PTSD, depression, oppositional defiant disorder

	Array of services offered
	Treatment, foster care, case management, home-based services, individual, family and therapy, psychiatric services, in-school support, therapeutic summer camp for severely emotionally abused kids

	Treatment program model
	Wraparound model, family focused, teaching and support model, strength-based

	Percentage of children and youths served with co-occurring disorders
	60 to 80%

	Types of co-occurring disorders
	Substance abuse/mental health, developmental disabilities/mental health

	Number of staff members
	55 regular; 40 on contract

	Number of psychiatrists 
	1 regular; 1 on contract

	Number of clinicians/counselors 
	4

	Number of coordinators/case managers 
	10

	Number of direct care/community-based workers 
	40 to 50

	Number of other workers 
	20

	Number of children, youths and families served in FY01
	422

	Percentage in DFYS custody
	30 to 40%

	Percentage with current criminal justice involvement
	20%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Medicaid, third party, and AYI

	Percentage of budget from each funding source
	98% Medicaid, third party 1%, and AYI 1%

	Main sources of referral
	DFYS, Anchorage School District, out-of-state institutions, Providence Hospital, word of mouth

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	3 to 6 months

	Current screening/eligibility process to accept/deny children or youths
	Phone interview with intake person, schedule intake assessment, assess Medicaid standards for severe emotional disturbance

	Screening checklist in use
	Yes

	Current admission criteria
	Axis 1 diagnosis, GAF score of 50 or below, problems > 6 months, not attributed solely to organic disorder

	Current exclusionary criteria
	Don’t meet severely emotionally disturbed criteria as defined by Medicaid; health and safety issues this program could not address

	Treatment planning process
	Stipulated by Medicaid for treatment planning; includes client, family, DFYS, DJJ, foster parents, school, and other involved people

	Treatment needs assessment methods
	Assessments done by clinician, psychiatrist, and interdisciplinary team

	Treatment plan review frequency
	Annual treatment team meeting with quarterly reviews for meetings

	Treatment plan review participants
	Interdisciplinary team

	Average planned length of stay
	1 to 2 years

	Average actual length of stay
	1 to 2 years

	Discharge planning participants
	Interdisciplinary team

	Discharge process and criteria
	Planned discharge through the interdisciplinary team process.  Psychiatric consultation determines medical necessity; interdisciplinary team links with support services; client requires less services.  Administrative discharge: client/family non-responsive to treatment.  Planned discharge through the interdisciplinary team process.  Crisis discharge when an acute crisis has occurred and the child is in the hospital and then placed in a residential facility  

	Aftercare plans
	Aftercare addresses what family will need to be successful after services are discontinued


	Agency:
	Assets, Inc.

	Intended clientele
	Seriously emotionally disturbed and developmentally disabled youth

	Main diagnoses of children and youths served
	PTSD, oppositional defiant disorder, ADHD, mood disorders, impulse control disorder, cyclothymia

	Array of services offered
	Mental health services, community-based services, wraparound service

	Treatment program model
	Psychiatric rehabilitation model, community-based wraparound model

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Mental health and developmental disabilities, substance abuse, borderline intellectual functioning, or learning disability 

	Number of staff members
	108 regular

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	25

	Number of direct care/community-based workers 
	80

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	Varied

	Percentage in DFYS custody
	58%

	Percentage with current criminal justice involvement
	4%

	Percentage with prior criminal justice involvement
	8%

	Current funding sources
	AYI, DMHDD, community-based waiver, Medicaid

	Percentage of budget from each funding source
	20% AYI grant, 7.5% DMHDD grant, 5% waiver, 67.5% Medicaid

	Main sources of referral
	DMHDD, AYI

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Capacity, case manager availability, grant funding availability, meeting eligibility requirements

	Screening checklist in use
	No  

	Current admission criteria
	CMI, DD or SED, funding mechanisms (capacity, staffing, grant funding availability)

	Current exclusionary criteria
	Not in Anchorage

	Treatment planning process
	Comprehensive mental health intake assessment at admission, functional analysis, team members develop plan, needs assessment, personal preference questions, working directly with client and guardian to determine what works and what does not, best setting, address the child's needs

	Treatment needs assessment methods
	Comprehensive review of history, future transition back home or into long-term foster care, evaluation of the whole person

	Treatment plan review frequency
	90 days or as needed

	Treatment plan review participants
	Clinician, child, foster parents, guardian

	Average planned length of stay
	None specified, aged out at 18 and chooses not to remain in services, or does not want services

	Average actual length of stay
	4 to 5 years 

	Discharge planning participants
	Treatment team

	Discharge process and criteria
	Parent or guardian request; aged out transition to adult services

	Aftercare plans
	Individualized; children reaching adulthood are offered adult services on a voluntary basis if still needed


	Agency:
	Alaska Youth & Parent Foundation - AYI

	Intended clientele
	Severely emotionally disturbed children at risk of institutionalization, with history of hospitalization, at risk for out-of-state placement, or able to be stabilized on medications; chronically mentally ill, age 12 to 18

	Main diagnoses of children and youths served
	Severe diagnoses, schizophrenia, psychosis, severe depression, and severe bipolar disorder

	Array of services offered
	Mental health services, coordinated substance abuse services, home support, family therapy, wraparound services, therapeutic foster homes

	Treatment program model
	Behavioral, learning theory, prevention of symptomatology, totally individualized treatment program

	Percentage of children and youths served with co-occurring disorders
	0

	Types of co-occurring disorders
	Not applicable

	Number of staff members
	4 regular; none on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	2

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	1

	Percentage in DFYS custody
	100%

	Percentage with current criminal justice involvement
	100%

	Percentage with prior criminal justice involvement
	0%

	Current funding sources
	AYI and Medicaid

	Percentage of budget from each funding source
	20% AYI and 80% Medicaid

	Main sources of referral
	AYI  

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	Not available

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Clinicians, teacher, other service providers, parent/legal guardian, and consumer meet to discuss treatment needs

	Treatment needs assessment methods
	Clinical and functional assessment, psychological assessment, or psychological testing, as needed

	Treatment plan review frequency
	Monthly

	Treatment plan review participants
	Clinicians, teacher, previous service provider, parent/legal guardian, and consumer 

	Average planned length of stay
	Until they become adults and transition to supportive mental health programs or independent living

	Average actual length of stay
	2 and 3 years 

	Discharge planning participants
	Clinicians, teacher, previous service provider, parent/legal guardian, and consumer

	Discharge process and criteria
	Recommendation from treatment team; if age 18 is reached, the youth is automatically discharged (unless appealed); not willing to participate or exceeds our ability to provide services (psychotic, destructive); treatment needs are met

	Aftercare plans
	Not available


	Agency:
	Alaska Youth and Parent Foundation – Family and Youth Support Services (formerly: Diversion Services)

	Intended clientele
	Youths age 12 to 19 referred through McLaughlin Youth Center intake or from the community; youth who are at-risk, such as youth offender or homeless

	Main diagnoses of children and youths served
	Not available

	Array of services offered
	Electronic monitoring, employment, mental health, educational development groups, juvenile anti-theft classes

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	85%

	Types of co-occurring disorders
	Conduct disorder and substance abuse

	Number of staff members
	6

	Number of psychiatrists 
	1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	2

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	165

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	100%

	Percentage with prior criminal justice involvement
	75 to 95%

	Current funding sources
	DJJ, Alaska Housing Finance, Municipality Block Grant, fee for services

	Percentage of budget from each funding source
	Municipality 12%, Alaska Housing Finance 12%, DJJ 75%, for fee service 1%. 

	Main sources of referral
	Division of Juvenile Justice, Division of Family and Youth Services, any community member or service provider in the Anchorage bowl

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 to 3 weeks

	Current screening/eligibility process to accept/deny children or youths
	McLaughlin Youth Center conducts all screening

	Screening checklist in use
	No 

	Current admission criteria
	If clients fit criteria for the program, they are admitted

	Current exclusionary criteria
	Transportation problems, danger to self/others, inability to effectively monitor self; administrative discharge occurs for not attending meetings, ignoring rules, disrespecting staff, or becoming a threat

	Treatment planning process
	Conditions of conduct must be fulfilled; referral to mental health for assessment and a treatment plan if youth needs additional support 

	Treatment needs assessment methods
	In conjunction with probation

	Treatment plan review frequency
	Not available

	Treatment plan review participants
	Not available

	Average planned length of stay
	1 day to 6 weeks; individual, family, courts, agency availability of resources determine youth’s and family’s length of stay

	Average actual length of stay
	1 day to 6 weeks 

	Discharge planning participants
	All staff  

	Discharge process and criteria
	Recommendation from treatment team; youth reaches age 18; re-offended; used substances or committed other violations; discharge is complete when treatment needs are met

	Aftercare plans
	Not Available


	Agency:
	Alaska Children's Services Inc. - Community Based Programs

	Intended clientele
	Age 5 to 18, males and females, severe emotional disturbance, custody and non-custody, adjudicated delinquents, victims of neglect and abuse, sexually reactive children, fire setters, PTSD, and low cognitive functioning (not below 70 IQ), and runners

	Main diagnoses of children and youths served
	Reactive attachment disorder, oppositional defiant disorder, PTSD, ADHD, and major depression

	Array of services offered
	Mental health services, AYI services, home-based services, case management, recipient support services, family skill development, individual and group skills development, group therapy

	Treatment program model
	Social learning and cognitive behavioral

	Percentage of children and youths served with co-occurring disorders
	33%

	Types of co-occurring disorders
	Substance abuse as a secondary diagnosis

	Number of staff members
	28 regular; 22 foster homes with single parents or two parents as independent contractors with a total of 42 beds

	Number of psychiatrists 
	0; children see their community psychiatrist

	Number of clinicians/counselors 
	4

	Number of coordinators/case managers 
	12

	Number of direct care/community-based workers 
	10

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD AYI grant, Medicaid, United Way, church contributions

	Percentage of budget from each funding source
	Medicaid 80%, AYI 10%, 10% United Way, church contributions negligible

	Main sources of referral
	Intermission Crisis Nursery, DFYS, DJJ, North Star Hospital, residential facilities, Cleo Wallace, Willow Springs, Brown School, private therapists in community

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 to 30 days

	Current screening/eligibility process to accept/deny children or youths
	Referral packet reviewed by referral coordinator who does brief screening including BCD criteria, and brief reason for a referral; director signs off on screenings

	Screening checklist in use
	Brief screening

	Current admission criteria
	Age, unsuccessful attempts in other programs, youth meets SED criteria; primary diagnoses is a mental health diagnoses, not a substance abuse disorder or developmental disability

	Current exclusionary criteria
	Client has a need for restraint, chemical restraint, one-on-one staffing, low intellectual functioning, or FAS

	Treatment planning process
	Comprehensive and functional assessments are completed within 10 working days; then treatment plan is developed

	Treatment needs assessment methods
	Comprehensive; incorporates all information and assessments

	Treatment plan review frequency
	30 to 90 days

	Treatment plan review participants
	Child, family, guardian, DFYS or DJJ representative,  therapeutic foster parents, community therapist, teachers, case managers, activity therapist, direct care staff

	Average planned length of stay
	9 to 12 months for therapeutic foster care; all other programs up to 2 years

	Average actual length of stay
	13 months for therapeutic foster care; 15 months for all other programs

	Discharge planning participants
	Child, family, guardian, DFYS or DJJ representative, therapeutic foster parents, community therapist, teachers, case managers, activity therapist, direct care staff

	Discharge process and criteria
	As part of the development of the treatment plan, the team develops discharge criteria based upon needs identified; progress determines treatment required before client moves to less restrictive environment; discharge when treatment goals are met; discharges can also be against clinical advice, due to maximum benefit achieved or elopement

	Aftercare plans
	Not available 


	Agency:
	Southcentral Counseling Center - Family Services

	Intended clientele
	Age 3 to 21, both genders

	Main diagnoses of children and youths served
	Depression, PTSD, conduct disorder, autism, Aspergers disorder, dual diagnosis, substance abuse, brain injuries, FAS

	Array of services offered
	Traditional outpatient services, individual therapy, family and group work, psychiatric services, evaluations, medication management, nursing services, case management and oversight, acute care, home-based care, DFYS Pilot, and rehabilitation services for SED youth

	Treatment program model
	Treatment team approach

	Percentage of children and youths served with co-occurring disorders
	90 to 95%

	Types of co-occurring disorders
	Multiple diagnoses is on Axis I and substance abuse

	Number of staff members
	19 regular; none on contract

	Number of psychiatrists 
	1 regular; none on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	6

	Number of direct care/community-based workers 
	0

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	50%

	Percentage with current criminal justice involvement
	40%

	Percentage with prior criminal justice involvement
	40%

	Current funding sources
	DMHDD, clients, Medicaid and insurance

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Families, schools, pediatricians, school nurses, churches, DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	If child needs more than what the program can offer (e.g., inpatient or residential setting), the program refers them elsewhere

	Screening checklist in use
	Yes

	Current admission criteria
	Age 3 to 21

	Current exclusionary criteria
	Youth is not appropriate for this level of care

	Treatment planning process
	Therapist works with family; initial intake with involved family members; incorporate consumer feedback into treatment plan; work with child; once families agree, then other team members are part of case

	Treatment needs assessment methods
	Starts with initial phone contact, ongoing process with dialogue

	Treatment plan review frequency
	Minimum every 3 months, but generally happens more often than that

	Treatment plan review participants
	Family members involved in case, child, providers, teachers, school nurse, DFYS, GALs

	Average planned length of stay
	3 months to 4 years

	Average actual length of stay
	Depending on long term case or a short term case 

	Discharge planning participants
	Treatment team  

	Discharge process and criteria
	Client has met treatment goals and no longer needs services or client has stopped participating in treatment; planned discharge involves entire treatment team and lessening of services until child is ready for complete discharge; close the charts of children with lack of follow through

	Aftercare plans
	Not available


	Agency:
	Southcentral Counseling Center - On Target Program

	Intended clientele
	Severely emotionally disturbed children age 5 to 15, male and female

	Main diagnoses of children and youths served
	ADHD, PTSD, depression, anxiety, conduct disorder, oppositional defiant disorder, OCD, FAE/FAS, learning disability, schizophrenia, psychosis, muscular dystrophy, cancer, multiple sclerosis

	Array of services offered
	Mental health and rehabilitation services, before and after school clinic services

	Treatment program model
	Day treatment 

	Percentage of children and youths served with co-occurring disorders
	27 to 40%

	Types of co-occurring disorders
	Mental health and substance abuse, learning disabilities, developmental disabilities, or emotional disturbance

	Number of staff members
	25 regular; 15 on contract

	Number of psychiatrists 
	1 MD, 1 ANP; none on contract

	Number of clinicians/counselors 
	8

	Number of coordinators/case managers 
	1.5

	Number of direct care/community-based workers 
	0

	Number of other workers 
	2

	Number of children, youths and families served in FY01
	160 to 200

	Percentage in DFYS custody
	35 to 50%

	Percentage with current criminal justice involvement
	15 to 20%

	Percentage with prior criminal justice involvement
	15 to 20%

	Current funding sources
	DMHDD, Medicaid, Denali Kid Care, sliding fees, private insurance

	Percentage of budget from each funding source
	DMHDD 20-25%; Medicaid and Denali Kid Care 70%; others rest

	Main sources of referral
	All referrals made internally from schools

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Parent interest; client meets severe emotional disturbance criteria

	Screening checklist in use
	Functional assessment, in-house severe emotional disturbance screening tool, behavioral checklists, depression inventories

	Current admission criteria
	Youth meets severe emotional disturbance criteria

	Current exclusionary criteria
	Youth does not meet severe emotional disturbance criteria, is aggressive, assaultive, or a sexual behavior risk to other children

	Treatment planning process
	State criteria: meet families, parents or care takers who provide primary input on problems or services for child, clinician and other treatment staff

	Treatment needs assessment methods
	Functional behavior checklist, depression inventory, functional assessment, case coordination; coordination with  parents or caregivers,  teachers, counselors, school nurses, providers

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Parents, caregivers, teachers, counselors, nurses, outside providers

	Average planned length of stay
	1 to 3 years

	Average actual length of stay
	9 to 12 months 

	Discharge planning participants
	Treatment team

	Discharge process and criteria
	Child no longer meet severe emotional disturbance criteria; child has relocated to another school or more traditional treatment model (outpatient clinic)

	Aftercare plans
	Not available


	Agency:
	ARC of Anchorage

	Intended clientele
	Severely emotionally disturbed children who meet Medicaid criteria

	Main diagnoses of children and youths served
	Axis I diagnosis, some Axis II diagnosis

	Array of services offered
	Mental health case management, community-based wraparound services

	Treatment program model
	Community-based wraparound

	Percentage of children and youths served with co-occurring disorders
	30%

	Types of co-occurring disorders
	Mental health and substance abuse or mental health and developmental disabilities

	Number of staff members
	10 regular; none on contract

	Number of psychiatrists 
	1 regular; none on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	5

	Number of direct care/community-based workers 
	30 to 35

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	75 to 90%

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Billing only

	Percentage of budget from each funding source
	100% billing

	Main sources of referral
	Word of mouth, reputation, DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Severe emotional disturbance, team leader or director reviews referral information, and discusses case in treatment team meeting

	Screening checklist in use
	Yes

	Current admission criteria
	Severe emotional disturbance, Axis I diagnosis

	Current exclusionary criteria
	No Medicaid or developmental disabilities waiver

	Treatment planning process
	Based on treatment team recommendations, supervisor gives final approval

	Treatment needs assessment methods
	Based on treatment team recommendations, supervisor gives final approval

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Parent/guardian, school, therapists

	Average planned length of stay
	No longer in custody or client turns 21

	Average actual length of stay
	Not available

	Discharge planning participants
	Parent/guardian, school, therapists

	Discharge process and criteria
	Monitor treatment plan goals, and plan discharge to ensure all supports are in place prior to discharge date

	Aftercare plans
	Not available


	Agency:
	C.O.H.O.

	Intended clientele
	Age 5 and up

	Main diagnoses of children and youths served
	Severe emotional disturbance

	Array of services offered
	Outpatient mental health, substance abuse, family services

	Treatment program model
	Substance abuse 12 step model, mental health model depends on the needs of the clients, short term reality therapy

	Percentage of children and youths served with co-occurring disorders
	10%

	Types of co-occurring disorders
	Mental health and substance abuse

	Number of staff members
	8.6 regular FTE; none on contract

	Number of psychiatrists 
	0; 1 on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	35

	Percentage in DFYS custody
	10%

	Percentage with current criminal justice involvement
	2%

	Percentage with prior criminal justice involvement
	2%

	Current funding sources
	State and local

	Percentage of budget from each funding source
	State 75% and local 25%

	Main sources of referral
	DFYS, courts, schools, and self-referral

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Computerized assessment process

	Screening checklist in use
	No

	Current admission criteria
	Request services or referral for services

	Current exclusionary criteria
	Violence, danger to self or others

	Treatment planning process
	Treatment plan is developed at initial assessment and reviewed periodically

	Treatment needs assessment methods
	Assessment device and input from parents and teachers

	Treatment plan review frequency
	3 to 6 months

	Treatment plan review participants
	Clinical staff 

	Average planned length of stay
	Depends on treatment needs

	Average actual length of stay
	Not available 

	Discharge planning participants
	Clinical staff, parents, DFYS, schools

	Discharge process and criteria
	Completed treatment plan

	Aftercare plans
	Based on individualized treatment plan


	Agency:
	Community Connections

	Intended clientele
	Severely emotionally disturbed (SED) children/adolescents under the age of 18

	Main diagnoses of children and youths served
	Severe emotional disturbance

	Array of services offered
	Mental health care, community based services, wraparound services, AYI

	Treatment program model
	Individualized, based on assessment and treatment plan

	Percentage of children and youths served with co-occurring disorders
	25%

	Types of co-occurring disorders
	Mental health and developmental disabilities; mental health and substance abuse

	Number of staff members
	10; none on contract

	Number of psychiatrists 
	0; none on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	6

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	50

	Percentage in DFYS custody
	10 to 20%

	Percentage with current criminal justice involvement
	10 to 20%

	Percentage with prior criminal justice involvement
	10%

	Current funding sources
	State AYI, Medicaid, and private insurance

	Percentage of budget from each funding source
	Medicaid 85%, State/AYI 12%, private insurance 3%

	Main sources of referral
	Families, schools, teachers, DFYS, DJJ, physicians

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	DSM, diagnosis under age 18

	Screening checklist in use
	No

	Current admission criteria
	Severe emotional disturbance

	Current exclusionary criteria
	Does not meet criteria for severe emotional disturbance

	Treatment planning process
	Team approach

	Treatment needs assessment methods
	Based on client's individual needs

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Treatment team  

	Average planned length of stay
	6 to 10 months

	Average actual length of stay
	6 to 10 months 

	Discharge planning participants
	Treatment team

	Discharge process and criteria
	Treatment team meeting held to assess child's individual needs and progress; treatment team reviews progress every 90 days and determines if child ready for discharge

	Aftercare plans
	Not available


	Agency:
	Dreams, Inc

	Intended clientele
	Severely emotionally disturbed (SED) youth age 8 to 21, male and female

	Main diagnoses of children and youths served


	Severe emotional disturbance

	Array of services offered
	Individual therapy, group therapy, dual diagnosis, family therapy, psychiatric services, mental health rehabilitation services, group skills development, individual skills development, recipient support services, case management services, substance abuse educational services, residential care, support foster care placement, specialized therapeutic foster placement, community-based outpatient mental health services, clinical and rehabilitation services, creative AYI wraparound services

	Treatment program model
	Strong family component, outreach, family support services; cultural component

	Percentage of children and youths served with co-occurring disorders
	80%

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	40 regular; 5 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	3

	Number of direct care/community-based workers 
	35

	Number of other workers 
	3

	Number of children, youths and families served in FY01
	60

	Percentage in DFYS custody
	75%

	Percentage with current criminal justice involvement
	50%

	Percentage with prior criminal justice involvement
	70%

	Current funding sources
	Fee for service, transitional living grant

	Percentage of budget from each funding source
	99% fee for service, 1% grant

	Main sources of referral
	DFYS and DJJ

	Waitlist maintained
	No 

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Records review, clinical assessment with the treatment team members

	Screening checklist in use
	No

	Current admission criteria
	Age of child, diagnosis, prior successful treatment or services

	Current exclusionary criteria
	Acute mental health crisis, extensive medical needs, dangerous to self or others, intensive psychiatric needs, adjudicated sex offenders

	Treatment planning process
	Starts with referral:  gather preliminary information, establish treatment team, reach consensus on service provision then immediate treatment team meeting prior to admission or first day; treatment plan includes clinical services, residential services, a family component, home passes if permitted, input from probation, and DFYS; very individualized planning

	Treatment needs assessment methods
	Not available

	Treatment plan review frequency
	Weekly or monthly

	Treatment plan review participants
	Probation officer, DFYS, parents/guardians, clinicians, advocates, school, attorney, psychiatrists, psychologists

	Average planned length of stay
	Varies with needs

	Average actual length of stay
	Varies with needs 

	Discharge planning participants
	Probation officer, DFYS, parents/guardians, clinicians, advocates, school, attorney, psychiatrists, psychologists

	Discharge process and criteria
	Treatment team consensus; able to maintain safely in the community, outpatient services

	Aftercare plans
	Not available


	Agency:
	Gateway Center for Human Services

	Intended clientele
	Age 2 years and up, severely emotionally disturbed boys and girls.  FAS/FAE, low cognitive functioning

	Main diagnoses of children and youths served
	Depression, oppositional defiant disorder, reactive attachment disorder, severe neglect and abuse

	Array of services offered
	Integrated mental health center with mental health services, 24-hour emergency services, community-based services, individual therapy, group and family treatment services, residential substance abuse care, and wraparound services

	Treatment program model
	Individualized services

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Not known

	Number of staff members
	45 regular; 5 on contract

	Number of psychiatrists 
	0 regular; 3 on contract

	Number of clinicians/counselors 
	20

	Number of coordinators/case managers 
	10

	Number of direct care/community-based workers 
	3

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	388

	Percentage in DFYS custody
	10%

	Percentage with current criminal justice involvement
	20%

	Percentage with prior criminal justice involvement
	10%

	Current funding sources
	Medicaid, state grants, private insurance

	Percentage of budget from each funding source
	45% Medicaid, 45% state grants, 10% private insurance

	Main sources of referral
	Schools, pediatricians, DFYS, DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Developmental disabilities

	Screening checklist in use
	Only for severely emotionally disturbed kids

	Current admission criteria
	None - general referral

	Current exclusionary criteria
	Developmental disabilities, sex offender

	Treatment planning process
	Clinician conducts initial intake assessment, determines treatment needs, and develops a treatment plan with parents and child; referral of child and family to case management for functional assessment; within 30 days complete treatment plan with parents

	Treatment needs assessment methods
	Clinician conducts initial intake assessment

	Treatment plan review frequency
	3 to 6 months

	Treatment plan review participants
	Clinician, parent, child (if old enough), DFYS, DJJ, school, church or other family members

	Average planned length of stay
	Varies, as services are individualized

	Average actual length of stay


	3 to 12 months 

	Discharge planning participants
	Clinician, parent, child (if old enough), DFYS, DJJ, school, church or other family members

	Discharge process and criteria
	Team based; individualized treatment plans look at child's progress; clinician, child (if old enough), and the treatment team review every 90 days for rehabilitation services; discharge criteria are individualized

	Aftercare plans
	Not available


	Agency:
	Lynn Canal Counseling Center

	Intended clientele
	All ages, genders, diagnoses 

	Main diagnoses of children and youths served
	Anxiety disorders, substance abuse, depression, PTSD

	Array of services offered
	Mental health care, wraparound services, psychiatric services for families and individuals, case management

	Treatment program model
	Outpatient care

	Percentage of children and youths served with co-occurring disorders
	65 to 70%

	Types of co-occurring disorders
	Substance abuse with anxiety disorder, depression, or conduct disorders

	Number of staff members
	3 regular; 1 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	15

	Percentage in DFYS custody
	2%

	Percentage with current criminal justice involvement
	4%

	Percentage with prior criminal justice involvement
	2%

	Current funding sources
	DMHDD, local, third party payers, Medicaid

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Medical clinics, police, court system, current client, schools

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Intake assessment - 1.5 hours

	Screening checklist in use
	No

	Current admission criteria
	None:  Open to all clients

	Current exclusionary criteria
	Violence or threat of violence

	Treatment planning process
	Client centered: create a treatment path, outlining areas to address

	Treatment needs assessment methods
	Discuss needs with client and achieve mutual understanding

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Immediate family members, school, other agencies involved

	Average planned length of stay
	3 to 12 months

	Average actual length of stay
	6 months 

	Discharge planning participants
	Clinician, parents, client, psychiatrist

	Discharge process and criteria
	Pre-test and a post-test depression scale; symptom abatement; support system in place; criteria are individualized to client and family; client has reached goals

	Aftercare plans
	Not available


	Agency:
	Petersburg Mental Health Services

	Intended clientele
	All ages, both genders

	Main diagnoses of children and youths served
	Oppositional defiant disorder, ADHD, conduct disorder, anxiety disorders

	Array of services offered
	Outpatient psychotherapy (individual, group, family), rehabilitation services, including case management; individual skill development, family skill development, recipient support services; school-based services, consultative services, emergency services

	Treatment program model
	Community-based outpatient mental health

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Substance abuse, mental illness, ADHD, conduct disorder

	Number of staff members
	3 regular; 2 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	2

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	200

	Percentage in DFYS custody
	3%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	15%

	Current funding sources
	State, city, Medicaid

	Percentage of budget from each funding source
	State 50%, Medicaid 30%, city 10%

	Main sources of referral
	Self referral, schools, doctors, clergy, and police

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 to 3 weeks

	Current screening/eligibility process to accept/deny children or youths
	All are eligible unless suicidal or in need of hospitalization

	Screening checklist in use
	No 

	Current admission criteria
	All are eligible unless suicidal, or in need of hospitalization

	Current exclusionary criteria
	Extreme violence; not manageable in community; suicidality

	Treatment planning process
	During initial assessment, clinician works with client to determine treatment needs; get input from school, DFYS, doctor, and other staff

	Treatment needs assessment methods
	During initial assessment

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Clinicians, client, and anyone involved with the treatment team

	Average planned length of stay
	6 months

	Average actual length of stay
	9 to 18 months 

	Discharge planning participants
	Client, parent, clinician, and anyone on the treatment team

	Discharge process and criteria
	Treatment team reviews client needs and new problems that come up; if client is improving, the team begins discharge process by decreasing intensity of services; if client maintains stability, team discusses further decreasing intensity of services  

	Aftercare plans
	Not available


	Agency:
	Reach, Inc.

	Intended clientele
	Youths up to age 22 with developmental disabilities

	Main diagnoses of children and youths served
	Autism, cerebral palsy, Down syndrome, complex medical conditions

	Array of services offered
	Care coordination, advocacy, referral, intake and resource team, funding packages of respite and core services, respite, in-home support, supported living, day rehabilitation, supported employment, assisted living, shared care, foster care, mental health assessment, short-term intervention, crisis intervention, ILP, occupational therapy, physical therapy, speech and language therapy, home visits, early intervention, educational, public health foster parents training

	Treatment program model
	Home based, individualized family service plan

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Depression and anxiety

	Number of staff members
	199 regular; 0 on contract

	Number of psychiatrists 
	0 regular; 0 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	5

	Number of direct care/community-based workers 
	106

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	240

	Percentage in DFYS custody
	10%

	Percentage with current criminal justice involvement
	1%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Department of Health and Social Services, city grant, private funds, Alaska Children's Trust, DMHDD, Medicaid

	Percentage of budget from each funding source
	DHSS 65%, DMHDD 10%, remainder Medicaid, others negligible

	Main sources of referral
	DFYS, public health center, local physicians, hospitals, families, school district

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	ILP - 2 month, other services up to years

	Current screening/eligibility process to accept/deny children or youths
	Home visit to screen, refer to physicians, determine eligibility via state guidelines on developmental disability; inventory for Agency Planning is used to review client's ability to support self

	Screening checklist in use
	Not available

	Current admission criteria
	Developmental delay, developmental disabilities, provisional disabilities

	Current exclusionary criteria
	No developmental disabilities or delays

	Treatment planning process
	Person centered planning; team meeting to develop individualized service plan

	Treatment needs assessment methods
	Look at individual, strengths, concerns, hopes, dreams, goals, what works, what doesn’t work

	Treatment plan review frequency
	6 months

	Treatment plan review participants
	School district, family members, physicians, physical therapists

	Average planned length of stay
	1 to 3 years

	Average actual length of stay
	2 years 

	Discharge planning participants
	Team, school district

	Discharge process and criteria
	Age is primary criteria; program serves children until age 3.  Continue to work with them if eligible for DMHDD services

	Aftercare plans
	Not available


	Agency:
	SEARHC - Behavioral Health Services Division

	Intended clientele
	Children and youths with substance abuse or mental health issues

	Main diagnoses of children and youths served
	Anxiety, depression, substance abuse

	Array of services offered
	Assessment, referral, alcohol/drug information, individualized treatment plans, follow-up/aftercare, crisis intervention, relapse prevention, community prevention

	Treatment program model
	Individualized, culturally relevant, Native focus

	Percentage of children and youths served with co-occurring disorders
	35%

	Types of co-occurring disorders
	Substance abuse and mental health 

	Number of staff members
	25

	Number of psychiatrists 
	0

	Number of clinicians/counselors 
	4

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	9

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State, Search, IHS

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS, school, social services, tribal, courts

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 to 3 weeks

	Current screening/eligibility process to accept/deny children or youths
	Psychosocial interview, SASSI, alcohol and drug history, Beck Depression Inventory or Hopelessness scale, trauma inventory, all depending on the needs of the child

	Screening checklist in use
	No

	Current admission criteria
	Program admits all

	Current exclusionary criteria
	Youth needs a higher level of care

	Treatment planning process
	Get demographic information, explain client rights, discuss expectations, and privacy/confidentiality issues; assessment is completed based on presenting problems; synthesize information and involve client in final plan

	Treatment needs assessment methods
	Individually based assessment process

	Treatment plan review frequency
	6 to 8 weeks

	Treatment plan review participants
	Not available

	Average planned length of stay
	6 months

	Average actual length of stay
	6 months 

	Discharge planning participants
	Client and providers

	Discharge process and criteria
	Treatment goals have been met; program unable to meet needs; client needs different level of care

	Aftercare plans
	Not available


	Agency:
	Sitka Mental Health Clinic, Inc.

	Intended clientele
	Severely emotionally disturbed children

	Main diagnoses of children and youths served
	ADHD, dysthymia, major depression, PTSD, reactive attachment disorder, bipolar disorder

	Array of services offered
	Medicaid rehabilitation services, medication administration, psychiatric assessment, community-based wraparound, AYI, emergency respite care, (licensed 30-day facility)

	Treatment program model
	System based approach, team approach

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	8 regular; 2 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	5

	Number of direct care/community-based workers 
	5

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	16

	Percentage in DFYS custody
	1

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD, AYI, and Medicaid

	Percentage of budget from each funding source
	75% Medicaid, 20% AYI, 5%DMHDD

	Main sources of referral
	School district, other health care providers, parents, DFYS, and DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	2 months

	Current screening/eligibility process to accept/deny children or youths
	Medicaid regulations for severely emotionally disturbed youth

	Screening checklist in use
	No 

	Current admission criteria
	Any severely emotionally disturbed child will not be denied admission

	Current exclusionary criteria
	Sex offender, multiple prior treatment facilities, violence

	Treatment planning process
	Team approach

	Treatment needs assessment methods
	Team looks at the problem list from comprehensive assessment and takes a step-by-step approach to the presenting problems

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Treatment team 

	Average planned length of stay
	1 year

	Average actual length of stay
	2 1/2 years 

	Discharge planning participants
	Treatment team

	Discharge process and criteria
	Discharge criteria in treatment plan are reviewed by treatment team; if the child meets criteria and team feels client is ready to discontinue services, treatment discontinues; if client is refusing to participate or parents are not participating, child is referred to residential facility or lock up

	Aftercare plans
	Aftercare transitions are built into discharge planning


	Agency:
	Wrangell Community Services Inc.

	Intended clientele
	Age 21 and under with mental health diagnosis

	Main diagnoses of children and youths served
	Oppositional defiant disorder, conduct disorder

	Array of services offered
	Clinic-based mental health services, rehabilitation services, developmental disability services, family support services

	Treatment program model
	General mental health services and rehabilitation services

	Percentage of children and youths served with co-occurring disorders
	10%

	Types of co-occurring disorders
	Developmental disabilities and mental health

	Number of staff members
	15 regular; 2 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	3

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	25

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	50

	Percentage in DFYS custody
	20%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	15 to 20%

	Current funding sources
	DMHDD, DFYS, and Medicaid

	Percentage of budget from each funding source
	DMHDD 30%, DFYS 10%, Medicaid 60%

	Main sources of referral
	Doctors, schools, family, and youth services

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Client identifies treatment issues to address.  Program completes screening, diagnosis, and evaluation process

	Screening checklist in use
	No

	Current admission criteria
	None

	Current exclusionary criteria
	None

	Treatment planning process
	Clinician, family, and individual develop treatment goals and a treatment plan; consumers review and agree 

	Treatment needs assessment methods
	Professional assessment by a clinician of stated needs of consumer; clinician evaluation

	Treatment plan review frequency
	90 days or as needed

	Treatment plan review participants
	Clinician, family, consumer, DFYS, school, probation officer

	Average planned length of stay
	Not available

	Average actual length of stay
	Not available 

	Discharge planning participants
	Clinician, family, consumer, DFYS, school, probation officer

	Discharge process and criteria
	By clinician, family, and consumer consensus

	Aftercare plans
	By clinician, family, and consumer consensus


	Agency:
	Youth Advocates of Sitka, Metamorphosis

	Intended clientele
	Age 18 and under; primary focus is on ages 12 to 18

	Main diagnoses of children and youths served
	Conduct disorders, PTSD, depressive disorders, bipolar disorders, oppositional defiant disorder, depression, adjudicated delinquents, victims of neglect or abuse, sexually reactive kids, FAS/FAE

	Array of services offered
	School, mental health care, mental health rehabilitative services, individual therapy, family and group therapy/skills development, mental health assessment, psychological testing and evaluation, psychiatric evaluation, medication management, support services, residential beds

	Treatment program model
	Clinic-based and school-based model; behavior support model; client-specific treatment

	Percentage of children and youths served with co-occurring disorders
	100%

	Types of co-occurring disorders
	Mental health and substance abuse disorder, two mental health disorders, mental health and developmental disability

	Number of staff members
	7 regular

	Number of psychiatrists 
	1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	4

	Number of direct care/community-based workers 
	5

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	FY02 - 37

	Percentage in DFYS custody
	46%

	Percentage with current criminal justice involvement
	46%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD and Medicaid

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	School district, community mental health, DJJ, probation officer, DFYS

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 to 3 months

	Current screening/eligibility process to accept/deny children or youths
	Comprehensive intake and assessment for Division of Mental Health; functional assessments, other assessments that are nationally standardized

	Screening checklist in use
	Yes

	Current admission criteria
	Behavioral or emotional difficulty requiring clinical or mental health rehabilitation services; varies per client

	Current exclusionary criteria
	Criteria for DMHDD:  No emotional disturbance, no sex offender or violence; no child who cannot be maintained in a non-secure setting

	Treatment planning process
	Division of Mental Health and Developmental Disabilities requirements for treatment planning process

	Treatment needs assessment methods
	Functional and mental health assessments, psychological testing if indicated to determine specific needs of client; initial treatment plan is based on clinician’s impressions; comprehensive treatment plan involves the entire treatment team.  

	Treatment plan review frequency
	Assessment treatment plan within 30 days, review 60 days after that, every 90 days thereafter; usually review more often than that as needed based on client progress; mini team treatment review which involves psychiatrist, mental health worker, clinician, and case manager on a bi-weekly basis

	Treatment plan review participants
	Client, guardian, clinician, community mental health worker, case manager, teacher, DFYS, other service providers

	Average planned length of stay
	3 months

	Average actual length of stay
	6 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Treatment team process; as goals are accomplished, program staff begin to talk about reducing services depending on client; discharge occurs when goals are accomplished  

	Aftercare plans
	Not available


	Agency:
	Bristol Bay Area Health Corporation Mental Health Center

	Intended clientele
	Age 3 through 21

	Main diagnoses of children and youths served
	Anger management problems, behavior management problems, explosive  disorders, and depression

	Array of services offered
	Primarily outpatient mental health; village-based counselors are cross-trained in substance abuse issues

	Treatment program model
	No prescribed treatment model (depends on the provider); behavioral model, prevention, and intervention

	Percentage of children and youths served with co-occurring disorders
	< 3%

	Types of co-occurring disorders
	Primarily mental health and substance abuse

	Number of staff members
	2 regular; none on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State and Native health corporation

	Percentage of budget from each funding source
	State 29%, health corporation 71%

	Main sources of referral
	DFYS, school, EKLA program

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Child meets Medicaid requirements; village provider accepts child after  screening or makes a referral; masters level clinician assesses to determine medical necessity

	Screening checklist in use
	Not currently in use

	Current admission criteria
	Comprehensive assessment to determine mental health issues and medical necessity of those issues

	Current exclusionary criteria
	Lack of needed services

	Treatment planning process
	Treatment plan is completed after comprehensive assessment and need determined within the scope of the health corporation within 7 to 30 days

	Treatment needs assessment methods
	Comprehensive assessment  

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Treatment team  

	Average planned length of stay
	> 3 months

	Average actual length of stay
	Not available 

	Discharge planning participants
	Treatment team  

	Discharge process and criteria
	Discharge occurs when treatment team determines treatment no longer needed, or when parents stop bringing child to services

	Aftercare plans
	Not available


	Agency:
	Central Peninsula Counseling Service

	Intended clientele
	Age 5 to 21

	Main diagnoses of children and youths served
	PTSD, depression, oppositional defiant disorder, ADHD, disruptive behaviors 

	Array of services offered
	Outpatient mental health, professional and rehabilitation services, school-based program, wraparound services

	Treatment program model
	Cognitive treatment model

	Percentage of children and youths served with co-occurring disorders
	2 to 4%

	Types of co-occurring disorders
	Substance abuse issues, mild mental retardation, FASD

	Number of staff members
	55 regular; none on contract

	Number of psychiatrists 
	0 regular; 2 on contract

	Number of clinicians/counselors 
	3

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	19

	Number of other workers 
	18

	Number of children, youths and families served in FY01
	290

	Percentage in DFYS custody
	4%

	Percentage with current criminal justice involvement
	2%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State grants, Medicaid, private insurance

	Percentage of budget from each funding source
	State grants 15%, Medicaid 80%, private insurance 5%

	Main sources of referral
	Schools, DFYS, North Star, individual, or family

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 week to 3 months

	Current screening/eligibility process to accept/deny children or youths
	Referral process completed; behavior checklist completed by school; client meets severe emotional disturbance criteria with a GAF below 50

	Screening checklist in use
	No 

	Current admission criteria
	Severe emotional disturbance eligibility criteria, a GAF below 50, and no substance abuse or developmental disabilities

	Current exclusionary criteria
	Substance abuse and developmental disabilities

	Treatment planning process
	Program develops a master treatment plan within 30 days of intake

	Treatment needs assessment methods
	Intake assessment and functional assessment

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Treatment plan team

	Average planned length of stay
	School based: one year; Clinic: varies, usually no more than 10 sessions

	Average actual length of stay
	1 to 5 years 

	Discharge planning participants
	Treatment plan team

	Discharge process and criteria
	Discharge occurs if:  1) functional level improved, 2) GAF increased, 3) treatment non-compliance, 4) family is not participating

	Aftercare plans
	Not available


	Agency:
	Copper River Community Health Center

	Intended clientele
	Residents of the Copper River Basin

	Main diagnoses of children and youths served
	Oppositional defiant disorder, conduct disorder, dysthymia

	Array of services offered
	Mental health care, AYI, family preservation, FASD,  substance abuse services, foster care, community counselors for each village, integrative behavioral health system

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	FAS/FAE, depression, oppositional defiant disorder, conduct disorder

	Number of staff members
	7 regular; 4 on contract

	Number of psychiatrists 
	1 regular; none on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	5

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	30 to 35%

	Percentage with prior criminal justice involvement
	30%

	Current funding sources
	I.H.S., state

	Percentage of budget from each funding source
	I.H.S., 75%, state 25%

	Main sources of referral
	Alaska court system, DFYS, school district, Safe Family program, self referrals

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Alcohol and mental health-CRNA beneficiaries; substance abuse-only I.H.S. beneficiaries; mental health-any child that was screened

	Screening checklist in use
	Yes

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not I.H.S. beneficiary for substance abuse treatment

	Treatment planning process
	After intake, assessment, and evaluation, a treatment plan is created

	Treatment needs assessment methods
	Discussed with the client and the team 

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	The treatment team

	Average planned length of stay
	6 months

	Average actual length of stay
	6 months or longer 

	Discharge planning participants
	Client and clinician

	Discharge process and criteria
	Discharge complete if treatment goals are met and client no longer requires services; discharged also if client misses appointments or is non-compliant with treatment plan

	Aftercare plans
	Not available


	Agency:
	Eastern Aleutian Tribes King Co.

	Intended clientele
	All ages, all diagnoses

	Main diagnoses of children and youths served
	FAS, acculturation stress, substance abuse, mental health disorders, family history of alcoholism, domestic violence, neglect, depression, behavioral disorders, ADHD, PTSD

	Array of services offered
	Out-patient mental health care, substance abuse services, outreach, aftercare

	Treatment program model
	Combination of medical model, cognitive-behavioral therapy, crisis intervention, and brief therapy.

	Percentage of children and youths served with co-occurring disorders
	75%

	Types of co-occurring disorders
	Mental health and developmental disabilities, developmental disabilities and substance abuse, substance abuse and mental health

	Number of staff members
	14 regular; 1 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	9

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	50 to 60

	Percentage in DFYS custody
	5 to 10%

	Percentage with current criminal justice involvement
	70%

	Percentage with prior criminal justice involvement
	35%

	Current funding sources
	State, federal

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Criminal justice system, Department Health and Social Services, medical clinics, family, self

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Screening for diagnosis only

	Screening checklist in use
	No

	Current admission criteria
	Anyone needing mental health or substance abuse services or case management

	Current exclusionary criteria
	Violence, acting out 

	Treatment planning process
	Team collaborates within 10 days of arrival to develop initial treatment plan during the evaluation; team collaborate with client to determine needs, goals, and a written document signed by the client

	Treatment needs assessment methods
	Regular mental health intake evaluation and information from referral source 

	Treatment plan review frequency
	30 days

	Treatment plan review participants
	Clinician, client, village-based counselor, entire treatment team, and psychiatrist (at times)

	Average planned length of stay
	90 days to 1 year

	Average actual length of stay
	6 to 12 months 

	Discharge planning participants
	Family, youth, client, school

	Discharge process and criteria
	Several reasons result in discharge:  1) Child or youth is stabilized and support is sufficient.  2) Client and families often determine discharge. 3) Leave against medical advice.  4) Referral to more expert care.  5) Treatment goals are met.

	Aftercare plans
	Not available


	Agency:
	Kenai Peninsula Care Center - AYI Therapeutic Foster Care

	Intended clientele
	Age 12 to 19, AYI or therapeutic foster home

	Main diagnoses of children and youths served
	Borderline personality disorder, pedophile, anti-social, conduct disorder

	Array of services offered
	Program offers full array of services

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Alcohol and drug issues

	Number of staff members
	12 regular

	Number of psychiatrists 
	1 on contract

	Number of clinicians/counselors 
	Not available

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	Not available

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	9

	Percentage in DFYS custody
	44%

	Percentage with current criminal justice involvement
	55%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Medicaid

	Percentage of budget from each funding source
	Medicaid 100%

	Main sources of referral
	DFYS or DJJ

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Program can provide needed services and find a foster home that will work 

	Screening checklist in use
	No

	Current admission criteria
	Not available

	Current exclusionary criteria
	None

	Treatment planning process
	Within the first 30 days, an initial treatment plan is developed by treatment team, which includes parents, state workers, tribe, and school 

	Treatment needs assessment methods
	Psychological evaluation, gathering history from DFYS or DJJ and talking to all of the parties involved, including the client  

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Not available

	Average planned length of stay
	1 to 4 years

	Average actual length of stay
	Not available

	Discharge planning participants
	Not available

	Discharge process and criteria
	State (DFD or DJJ) makes that decision

	Aftercare plans
	State (DFD or DJJ) makes that decision


	Agency:
	Mat-Su Community Mental Health - LifeQuest Community Services

	Intended clientele
	Children and youths with serious emotional disturbance up to age 22, typically serve clients 18 or under

	Main diagnoses of children and youths served
	Major depression, oppositional defiant disorder, conduct disorder, custody and non-custody kids, severe emotional disturbance, adjudicated delinquents, victims of neglect and abuse, sexually reactive, fire setters, FAS/FAE, low cognitive functioning, runners, PTSD, Aspberger's disorder, some pervasive developmental disorders

	Array of services offered
	Case management; individual, group and family therapy; individual, group and family skills development; emergency/crisis intervention; psychiatric evaluation; medication monitoring; school-based programs; residential treatment facility; AYI; juvenile assessment center; substance abuse agency

	Treatment program model
	Systems approach, particularly family system, multi-systemic therapy

	Percentage of children and youths served with co-occurring disorders
	60%

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	135 regular; 2 on contract

	Number of psychiatrists 
	1 regular; 2 on contract

	Number of clinicians/counselors 
	7

	Number of coordinators/case managers 
	7

	Number of direct care/community-based workers 
	10

	Number of other workers 
	12

	Number of children, youths and families served in FY01
	825

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD, ADA, Medicaid, United Way, federal grant money, cities of Palmer and Wasilla, private foundation, mental health trust, out of pocket, private insurance

	Percentage of budget from each funding source
	Medicaid 55%, state grants 35%, federal grant 5%, United Way less than 1%, ADA less than 1%, out of pocket or third party insurance 5%

	Main sources of referral
	Schools, DFYS, DJJ, self or family, Mat-Su Recovery Center, Mat-Su Services, DMHDD, courts, physicians. 

	Waitlist maintained
	No 

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Gather basic demographic information, inform child and family of their rights, determine how service is paid for, conduct a comprehensive intake assessment, develop an initial treatment plan; if client needs rehabilitation services, do a functional assessment

	Screening checklist in use
	No

	Current admission criteria
	Severe emotional disturbance criteria, SED diagnosis, functional

	Current exclusionary criteria
	Sex offenders

	Treatment planning process
	Treatment plan is done in conjunction with intake clinician, child, and parent; plan is reviewed every 90 days with child, parent, other family members, DFYS, school, DJJ, community

	Treatment needs assessment methods
	Treatment plan is done in conjunction with the intake clinician, child, and at least one parent

	Treatment plan review frequency
	90 days 

	Treatment plan review participants
	Child, parent, family members, DFYS, school, DJJ, community

	Average planned length of stay
	6 months

	Average actual length of stay
	6 months 

	Discharge planning participants
	Child, parent, family members, DFYS, school, DJJ, community

	Discharge process and criteria
	Goals articulated in the treatment plan have been achieved; hospitalized or incarcerated, unplanned discharge

	Aftercare plans
	Not available


	Agency:
	Kodiak Island Mental Health Center - Providence

	Intended clientele
	Severe emotional disturbance, need for psychiatric rehabilitation services, children aged kindergarten through high school, male and female

	Main diagnoses of children and youths served
	ADHD, severe emotional disturbance, conduct disorder, oppositional defiant disorder, adjustment disorder, depression

	Array of services offered
	Mental health outpatient therapy including individual therapy, family therapy, pharmacologic management, community support program, case management, rehabilitation services, skill development, referrals, school counseling, anger management, referrals to substance abuse treatment programs 

	Treatment program model
	Adapted Boston model; DMHDD plus Medicaid model

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	20 regular; none on contract

	Number of psychiatrists 
	1 regular; 1 on contract

	Number of clinicians/counselors 
	6

	Number of coordinators/case managers 
	2

	Number of direct care/community-based workers 
	1

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	200

	Percentage in DFYS custody
	0%

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State, local, private third party

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	School, individuals, parents, DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Not available

	Screening checklist in use
	No 

	Current admission criteria
	Not available

	Current exclusionary criteria
	Do not meet criteria.

	Treatment planning process
	After concluding a range of assessments, service needs are determined if program can meet needs, treatment goals are set and a treatment plan is developed by all involved service providers

	Treatment needs assessment methods
	School-based assessment, outpatient psychiatric assessment, Community Support Program assessments, assessments of strengths and weaknesses, and functional assessment

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	IDT members

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	6 months to 3 years 

	Discharge planning participants
	IDT members and referral agency

	Discharge process and criteria
	Treatment plan review, update functional assessment.  Outpatient update intake or psychiatric assessment, treatment plan review.  Child's GAF score increased, refer to the least restrictive services.

	Aftercare plans
	Child needs inpatient hospitalization, residential treatment with a 24 hour staff, treatment out of state, or GAF score increased, functioning well or following through with treatment recommendations.


	Agency:
	Seaview Community Services of Seward

	Intended clientele
	Pre-school through high school or age 22

	Main diagnoses of children and youths served
	Adjustment disorder, ADHD

	Array of services offered
	Clinic services, psychiatric assessment, pharmacological management, individual and family counseling, rehabilitation services, case management, individual skills development, group skills development, family skills development, more intensive services, recipient support services

	Treatment program model
	Family centered

	Percentage of children and youths served with co-occurring disorders
	2%

	Types of co-occurring disorders
	Adjustment disorder with depression

	Number of staff members
	5.25 regular FTE; none on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	4

	Number of direct care/community-based workers 
	3

	Number of other workers 
	7

	Number of children, youths and families served in FY01
	FY02 89

	Percentage in DFYS custody
	1%

	Percentage with current criminal justice involvement
	< 1%

	Percentage with prior criminal justice involvement
	< 1%

	Current funding sources
	State grant, local funds, Medicaid

	Percentage of budget from each funding source
	Medicaid 100%

	Main sources of referral
	Public schools, DFYS

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	Not available

	Current screening/eligibility process to accept/deny children or youths
	Intake assessment to determine whether youth is clinic or rehabilitation eligible; no one is denied service

	Screening checklist in use
	Yes

	Current admission criteria
	Youth is expressing the need to receive services

	Current exclusionary criteria
	No one is denied service

	Treatment planning process
	Intake assessment with mental health clinician; parents meet clinician and child to develop treatment plan within 30 days

	Treatment needs assessment methods
	Directly related to identified problems on the assessment.

	Treatment plan review frequency
	30 to 90 days

	Treatment plan review participants
	1) For regular client:  child, parent and clinician;  2) For rehabilitation client: interdisciplinary team, teacher, case manager, parents, guardian, other involved parties

	Average planned length of stay
	3 months

	Average actual length of stay
	9 months 

	Discharge planning participants
	1) For regular client: interdisciplinary team, child, parent, clinician; 2) For rehabilitation client:  interdisciplinary team

	Discharge process and criteria
	Client determines when services are no longer needed

	Aftercare plans
	Client determines when services are no longer needed


	Agency:
	Sound Alternatives

	Intended clientele
	All age ranges, mental health and substance abuse disorders

	Main diagnoses of children and youths served
	Severe emotional disturbance, ADHD

	Array of services offered
	Child care, domestic violence services, developmental disability services, substance abuse services and mental health care

	Treatment program model
	Client-centered psychopharmalogical intervention with counseling, abstinence model

	Percentage of children and youths served with co-occurring disorders
	60%

	Types of co-occurring disorders
	Depression with substance abuse, ADHD with poly substance use; mental health with substance abuse or developmental disabilities

	Number of staff members
	6 regular; 1 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	0

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	260

	Percentage in DFYS custody
	< 1%

	Percentage with current criminal justice involvement
	5%

	Percentage with prior criminal justice involvement
	1%

	Current funding sources
	DHSS

	Percentage of budget from each funding source
	DHSS 100%

	Main sources of referral
	School, DFYS

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 to 2 weeks

	Current screening/eligibility process to accept/deny children or youths
	Severe emotional disturbance, behavioral problems; youth with multiple areas of life affected are a priority

	Screening checklist in use
	Yes

	Current admission criteria
	Anybody who needs services, severe emotional disturbance

	Current exclusionary criteria
	Interdisciplinary team determines youth is too severe to be managed; psychosis, major behavior problems, and suicidal threats

	Treatment planning process
	After ranking the problems, the staff determines which problems are most critical, and prioritizes them

	Treatment needs assessment methods
	Psychological assessment; psychiatric assessment if needed, functional assessment; assessment of other needs in school and home; substance abuse assessment

	Treatment plan review frequency
	90 days if needed

	Treatment plan review participants
	Entire clinical staff, case manager, school, parents, youth

	Average planned length of stay
	3 to 6 months

	Average actual length of stay
	3 to 12 months 

	Discharge planning participants
	Entire treatment team

	Discharge process and criteria
	Multiple options:  1) Treatment goals are met; 2) Symptoms are minimized; 3) GAF score shown enough improvement; 4) Youth can maintain with less care

	Aftercare plans
	Not available


	Agency:
	South Peninsula Behavioral Services

	Intended clientele
	Any children from birth, primarily 2 to 21 years, males and females who exhibit mental health problems

	Main diagnoses of children and youths served
	Emotional disturbance and severe emotional disturbance

	Array of services offered
	Clinic services, intake assessment, psychotherapy (individual, family, or group), psychiatric services, psychological testing, wraparound services, Medicaid rehabilitation services, case management, skills training, family support services

	Treatment program model
	Mental health model for Medicaid; outpatient, community based

	Percentage of children and youths served with co-occurring disorders
	30%

	Types of co-occurring disorders
	Mental health and developmental disabilities; mental health and substance abuse

	Number of staff members
	17 regular; 20 on contract

	Number of psychiatrists 
	1 regular; 1 on contract

	Number of clinicians/counselors 
	6.33

	Number of coordinators/case managers 
	8

	Number of direct care/community-based workers 
	0

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	270

	Percentage in DFYS custody
	< 10%

	Percentage with current criminal justice involvement
	< 5%

	Percentage with prior criminal justice involvement
	2%

	Current funding sources
	Medicaid, grant

	Percentage of budget from each funding source
	Medicaid 93%, grant 7%

	Main sources of referral
	Families, schools, and other community agencies

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Intake assessment conducted by master's level clinician

	Screening checklist in use
	No

	Current admission criteria
	Youth meets eligibility criteria for services for emotional disturbance or severe emotional disturbance

	Current exclusionary criteria
	Lack of a mental health problem

	Treatment planning process
	Clinician meets with client and family to outline treatment direction; then the team specializing in severe emotional disturbance establishes the treatment plan

	Treatment needs assessment methods
	Clinician collaborates with family members, client, and other team members; a functional assessment is conducted

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	Client, family, clinician, any team member

	Average planned length of stay
	10 sessions to 10 months

	Average actual length of stay
	4 sessions to 12 months 

	Discharge planning participants
	Clinician, family members, client, other team members

	Discharge process and criteria
	1) Youth has met treatment goals; 2) Lack of response to treatment; 

3) Discontinue services due to problem other than mental health problem

	Aftercare plans
	Not available


	Agency:
	Aleutian/Pribilof Island Association, Inc. - Unalaska Wellness Center

	Intended clientele
	Children and youths age 12 to 22; victims of neglect or abuse; delinquency; alcohol or drug issues

	Main diagnoses of children and youths served
	Alcohol dependence/abuse, cannabis abuse, conduct disorders, oppositional defiant disorder, anxiety issues

	Array of services offered
	Outpatient services, primarily for mental health and substance abuse issues

	Treatment program model
	Substance abuse:  medical model and a 12-step approach; mental health:   solution-focused approach

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Substance abuse and mental health

	Number of staff members
	8 regular; none on contract

	Number of psychiatrists 
	1 regular; none on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	2

	Number of other workers 
	0



	Number of children, youths and families served in FY01
	25

	Percentage in DFYS custody
	15%

	Percentage with current criminal justice involvement
	15%

	Percentage with prior criminal justice involvement
	8 to 10%

	Current funding sources
	State, tribal, and federal

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Referrals through word-of-mouth, schools, DFYS, and courts

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Client in need of outpatient services; program refers if client needs residential treatment

	Screening checklist in use
	Yes

	Current admission criteria
	Not available

	Current exclusionary criteria
	ASAM criteria as applicable; those youth requiring residential treatment 

	Treatment planning process
	BADE, multiple assessments using mental health instruments, (e.g. mental status exams, etc.)

	Treatment needs assessment methods
	Based on ASAM and its associated six criteria; client and family are involved in the treatment planning process

	Treatment plan review frequency
	4 weeks

	Treatment plan review participants
	Primary counselors, supervisor, parent, client, and anybody else involved in the referral process

	Average planned length of stay
	90 days

	Average actual length of stay
	90 days 

	Discharge planning participants
	Primary counselors, supervisor, parent, client, and anybody else involved in the referral process

	Discharge process and criteria
	Discharge plan is developed at intake; ongoing evaluation of progress toward treatment goals occurs; discharge occurs at the following conditions:  

1) Client is repeatedly absent and does not respond to contact letters

2) Clients that violates policies are discontinued after evaluation of the violation  3) If client in need of a higher level of treatment, services are discontinued and a therapeutic transfer made  4) Treatment goals are met

	Aftercare plans
	Not available


	Agency:
	Valdez Regional Health Authority - Valdez Counseling Center

	Intended clientele
	Age 3 to 22, male and female, custody and non-custody

	Main diagnoses of children and youths served
	ADHD, depression, adjustment disorder, abuse and neglect, PTSD,  oppositional defiant disorder, separation, reactive attachment disorder, selective mutism, severe emotional disturbance,  emotional disturbance, adjudicated delinquency, FAS/FAE, and PTSD

	Array of services offered
	Mental health care, substance abuse services, community-based wraparound substance abuse prevention

	Treatment program model
	Cognitive behavioral

	Percentage of children and youths served with co-occurring disorders
	5%

	Types of co-occurring disorders
	Mental health and substance abuse

	Number of staff members
	8 regular; .5 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	1

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	35%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State, federal, city of Valdez, fee for service

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Self, DFYS, schools, probation officer or juvenile justice system, medical clinic, Advocate for Victims, domestic violence shelter, youth court

	Waitlist maintained
	No 

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Mental health intake by mental health clinician

	Screening checklist in use
	Yes

	Current admission criteria
	Clinician determines medical necessity and whether client is appropriate for the services offered by the program

	Current exclusionary criteria
	Requires more extensive treatment than program provides, or could be better served by another community service 

	Treatment planning process
	Clinical intake and assessment, functional assessment as deemed necessary, psychiatric consultation, client and family input, treatment team input as  necessary

	Treatment needs assessment methods
	Intake evaluation referral for testing; psychiatric evaluation

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Treatment team - Client, family, clinician and/or treatment team is necessary and/or the psychiatrist as needed, case manager.

	Average planned length of stay
	Varies

	Average actual length of stay
	3 to 6 months 

	Discharge planning participants
	Treatment team - Client, family, clinician and/or treatment team is necessary and/or the psychiatrist as needed, case manager.

	Discharge process and criteria
	Treatment team determines.

	Aftercare plans
	Treatment goals have been met, therapeutic discharge, referred to other services.


	Agency:
	Fairbanks Community Mental Health Center

	Intended clientele
	Axis I diagnosis age 2 to 18, boys and girls

	Main diagnoses of children and youths served
	PTSD, oppositional defiant disorder, ADHD, severe emotional disturbance, run-away behavior, FAS/FA, adjudicated delinquency, victims of neglect and abuse, transitional ages, sexual reactivity, fire starters

	Array of services offered
	Mental health residential care, foster homes, wraparound services, non-emergency respite, community-based services, crisis respite

	Treatment program model
	Family systems approach

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	20 regular; none on contract

	Number of psychiatrists 
	0.5 regular; none on contract

	Number of clinicians/counselors 
	7

	Number of coordinators/case managers 
	7

	Number of direct care/community-based workers 
	0

	Number of other workers 
	4

	Number of children, youths and families served in FY01
	264

	Percentage in DFYS custody
	60 to 70%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	25%

	Current funding sources
	State, Medicaid, insurance, fee for service (sliding fee)

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	DFYS, parents, school district, doctors' offices

	Waitlist maintained
	Yes 

	Typical length of time on waitlist
	1 week to 3 months

	Current screening/eligibility process to accept/deny children or youths
	All children and adolescents are eligible

	Screening checklist in use
	Yes 

	Current admission criteria
	Some type of symptom (behavioral or family problem), severe emotional disturbance,  Axis I diagnosis

	Current exclusionary criteria
	No Axis I diagnosis

	Treatment planning process
	Conduct an intake with child and parents, then create a treatment plan with parents

	Treatment needs assessment methods
	Intake and functional assessments

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Case manager, family, guardian, child or youth, school

	Average planned length of stay
	3 months

	Average actual length of stay
	Weeks to years 

	Discharge planning participants
	Family, foster parents, DFYS

	Discharge process and criteria
	Assess progress and discharge when improvements are made

	Aftercare plans
	Not available


	Agency:
	Family Centered Services of Alaska - Community Based 

	Intended clientele
	Program for children who have exhausted all other resources 

	Main diagnoses of children and youths served
	FAS/FAE, ADHD, depression

	Array of services offered
	Community-based wraparound services; rehabilitative services; clinic services; individual, group, and family psychotherapy; therapeutic foster care; therapeutic respite care; 24-hour crisis intervention services

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Mental health and substance abuse or mental health and developmental disabilities 

	Number of staff members
	109 agency-wide

	Number of psychiatrists 
	12 on contract agency-wide

	Number of clinicians/counselors 
	6 agency-wide

	Number of coordinators/case managers 
	12 agency-wide

	Number of direct care/community-based workers 
	16

	Number of other workers 
	1

	Number of children, youths and families served in FY01
	20

	Percentage in DFYS custody
	50%

	Percentage with current criminal justice involvement
	25%

	Percentage with prior criminal justice involvement
	25%

	Current funding sources
	Third Party, Medicaid, DMHDD

	Percentage of budget from each funding source
	Medicaid 75%; DMHDD 25%, third party negligible

	Main sources of referral
	DMHDD, DFYS

	Waitlist maintained
	No 

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	DMHDD, IDP determines eligibility

	Screening checklist in use
	DMHDD, IDP determines eligibility   

	Current admission criteria
	All less restrictive options are not appropriate

	Current exclusionary criteria
	FCSA accepts all youths referred

	Treatment planning process
	Treatment team reviews progress and barriers, as well as that services needed for aftercare are in place

	Treatment needs assessment methods
	Comprehensive and functional intake assessments

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Parent, client, guardian, family supports, teachers, clinician, social worker

	Average planned length of stay
	12 to 16 months

	Average actual length of stay
	2 years 

	Discharge planning participants
	Parent, client, guardian, family supports, teachers, clinician, social worker

	Discharge process and criteria
	Treatment team reviews progress and barriers, and makes sure that services needed for aftercare are in place before discharge; discharge occurs when the child is maintaining and no longer severely emotionally disturbed

	Aftercare plans
	Not available


	Agency:
	Family Centered Services of Alaska - Pathfinders

	Intended clientele
	Age 22 and youth with disabilities

	Main diagnoses of children and youths served
	ADHD, depression, FAS/FAE

	Array of services offered
	Community-based wraparound services; mental health care; rehabilitation services; individual, group, and family psychotherapy;  respite care for parents

	Treatment program model
	Not available

	Percentage of children and youths served with co-occurring disorders
	5%

	Types of co-occurring disorders
	Substance abuse

	Number of staff members
	109 agency-wide

	Number of psychiatrists 
	12 on contract agency-wide

	Number of clinicians/counselors 
	6 agency-wide

	Number of coordinators/case managers 
	12 agency-wide

	Number of direct care/community-based workers 
	5

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	100%

	Percentage in DFYS custody
	75%

	Percentage with current criminal justice involvement
	10%

	Percentage with prior criminal justice involvement
	10%

	Current funding sources
	Medicaid, third party billing

	Percentage of budget from each funding source
	Medicaid almost 100%; third party billing negligible

	Main sources of referral
	DFYS

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	9 to 12 months

	Current screening/eligibility process to accept/deny children or youths
	Intake assessment evaluates if child qualifies as severely emotionally disturbed

	Screening checklist in use
	Mental health intake

	Current admission criteria
	Up to age of 22 with disabilities

	Current exclusionary criteria
	Does not have need for mental health services

	Treatment planning process
	Treatment team is responsible for treatment planning

	Treatment needs assessment methods
	Comprehensive intake and functional assessment

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	All team members

	Average planned length of stay
	6 to 12 months

	Average actual length of stay
	9 months 

	Discharge planning participants
	Not available

	Discharge process and criteria
	Treatment team meets to discuss progress and barriers to progress.

	Aftercare plans
	Client has met treatment goals.  Aftercare plan is in place.


	Agency:
	Four Rivers Counseling Service

	Intended clientele
	Youths up to age 18

	Main diagnoses of children and youths served
	Adjustment disorder, depressive disorder, conduct issues, severe emotional disturbance, PTSD

	Array of services offered
	Mental health and substance abuse, out-patient and aftercare services, community-based services

	Treatment program model
	Community psychology with Jungian orientation

	Percentage of children and youths served with co-occurring disorders
	85%

	Types of co-occurring disorders
	Mental health and substance abuse  

	Number of staff members
	5 regular; none on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	1

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	120

	Percentage in DFYS custody
	5 to 10%

	Percentage with current criminal justice involvement
	2%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	State

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Court, school, and DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Never deny services to anyone if choosing out-patient service; however, the program does make referrals for higher level of care

	Screening checklist in use
	No

	Current admission criteria
	Youth must have mental or substance abuse issues they want to work on it

	Current exclusionary criteria
	None

	Treatment planning process
	Conduct a psychosocial assessment, determine with client what to focus on in treatment, and break issues down into main problems that are  manageable for treatment

	Treatment needs assessment methods
	Psychosocial assessment 

	Treatment plan review frequency
	30 days

	Treatment plan review participants
	Clinician, clinical staff, client

	Average planned length of stay
	None

	Average actual length of stay
	6 to 12 months 

	Discharge planning participants
	Parent, child, and clinical team

	Discharge process and criteria
	Discharge planning begins at intake; reviews are conducted every three months to assess progress; discharge occurs if 1) treatment goals are met or 2) client does not participate in treatment

	Aftercare plans
	Not available


	Agency:
	Manilaaq Counseling Services

	Intended clientele
	All clients regardless of age, gender, or diagnosis

	Main diagnoses of children and youths served
	Not available

	Array of services offered
	Crisis mental health services, crisis intervention, non-therapeutic children’s home, women and children’s shelter, crisis respite bed at hospital, and out-patient mental health services (including psychiatric assessment and treatment)

	Treatment program model
	Community mental health-based model



	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Not available

	Number of staff members
	8 regular; none on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	7

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	1

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Private insurance, Medicaid, state grants, and IHS

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Medical providers, health aides, DFYS, family services, addictions program, schools, probation officers, DJJ

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	1 week

	Current screening/eligibility process to accept/deny children or youths
	Assess if the program can provide adequate services

	Screening checklist in use
	Yes

	Current admission criteria
	If the needed services are available, the youth is admitted

	Current exclusionary criteria
	Program treats everybody unless a youth needs residential care or cannot be maintained safely on an outpatient basis

	Treatment planning process
	Assigned therapist is responsible for initiating the treatment plan; therapist works with client and family to develop and implement the final plan; clinical team participants in treatment review

	Treatment needs assessment methods
	Intake assessment

	Treatment plan review frequency
	3 or 6 months per Medicaid and state regulations

	Treatment plan review participants
	Clinical team, ICWA workers, DFYS, VPSO or a VPO, other relatives, clergy

	Average planned length of stay
	Not available

	Average actual length of stay
	Not available 

	Discharge planning participants
	Consumer and therapist

	Discharge process and criteria
	Clinical team reviews if the youth’s problem list is resolved and functioning well; a youth is discharged if they met their treatment goals or are non-compliant

	Aftercare plans
	Not available


	Agency:
	Railbelt Mental Health and Addictions

	Intended clientele
	All ages over 18 month (usually school age range) with adjustment disorders, depression, or behavioral problems

	Main diagnoses of children and youths served


	Adjustment disorder and depression

	Array of services offered
	Play therapy, in-school services, skill building groups, outreach program during the summer

	Treatment program model
	Cognitive behavioral, solution based

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Adjustment disorder and substance abuse

	Number of staff members
	5 regular; 2 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	2

	Number of coordinators/case managers 
	Not available

	Number of direct care/community-based workers 
	2

	Number of other workers 
	Not available

	Number of children, youths and families served in FY01
	35 children and youth, and 10 families

	Percentage in DFYS custody
	6%

	Percentage with current criminal justice involvement
	9%

	Percentage with prior criminal justice involvement
	45%

	Current funding sources
	State of Alaska

	Percentage of budget from each funding source
	State of Alaska 100%

	Main sources of referral
	Schools

	Waitlist maintained
	No 

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	No screening checklist or criteria

	Screening checklist in use
	No

	Current admission criteria
	Not available

	Current exclusionary criteria
	Not available

	Treatment planning process
	Clinician developed draft based on referral information and intake, draft is reviewed with child’s parent or guardian and modified as appropriate

	Treatment needs assessment methods
	Clinician identifies treatment needs through the intake process

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Clinician, child, and parent

	Average planned length of stay
	School year 

	Average actual length of stay
	School year 

	Discharge planning participants
	Clinician, child, and parent

	Discharge process and criteria
	Parent or child requests discharge

	Aftercare plans
	No formal continuing care; children are readmitted if needed


	Agency:
	Tanana Chiefs Conference, Inc. - Counseling Center

	Intended clientele
	If IHS beneficiaries:  all age ranges, genders, diagnoses, behavioral histories

	Main diagnoses of children and youths served
	Adjustment disorders, depression, oppositional defiant disorder, identity disorders, parent/child relationship problems

	Array of services offered
	Outpatient mental health services, including individual and family therapy; psychiatry; case management; residential treatment for chronically mentally ill

	Treatment program model
	No specific model required; largely cognitive behavioral

	Percentage of children and youths served with co-occurring disorders
	Not available

	Types of co-occurring disorders
	Substance abuse and mental health

	Number of staff members
	4 regular; 1 on contract

	Number of psychiatrists 
	0 regular; 3 on contract

	Number of clinicians/counselors 
	1

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	57%

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Mental health grants, State block grants, Medicaid billing, federal government grants, IHS funds

	Percentage of budget from each funding source
	20% mental health grants, 20% state block grants, 10% Medicaid billing, 50% federal government grants and IHS

	Main sources of referral
	Hospital, inpatient treatment

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	4 to 6 weeks

	Current screening/eligibility process to accept/deny children or youths
	Intake workers take requests for new services and screen to determine most appropriate clinician; treatment team meets daily for admissions, and referrals

	Screening checklist in use
	No

	Current admission criteria
	Any IHS beneficiaries experiencing mental health problems

	Current exclusionary criteria
	No outpatient substance abuse treatment, anger management counseling, or court ordered counseling

	Treatment planning process
	Not available

	Treatment needs assessment methods
	After intake screening, disposition meeting is held with treatment team to decide whether to put client on waitlist, to contact therapist or psychiatrist immediately, or refer to other services.  After client begins treatment, a comprehensive intake assessment by clinician/psychiatrist is completed to identify treatment needs.

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Parent or guardian, client, clinician, other treatment team members

	Average planned length of stay
	Therapy: average 3-6 months;  psychiatry:  up to a year or longer

	Average actual length of stay
	Not available 

	Discharge planning participants
	Treatment team members

	Discharge process and criteria
	Treatment goals met or the client and family choose to discontinue services

	Aftercare plans
	Not available


	Agency:
	Tok Area Counseling, Inc.- Tok Area Counseling Center

	Intended clientele
	Full range of diagnostic categories and all ages

	Main diagnoses of children and youths served
	Oppositional defiant disorder, ADHD, depression, anxiety, learning disabilities

	Array of services offered
	Individual therapy, couples, family therapy, school, IEP

	Treatment program model
	Eclectic approach, cognitive behavioral, rational emotive therapy

	Percentage of children and youths served with co-occurring disorders
	50%

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	3 regular; 1 on contract

	Number of psychiatrists 
	0 regular; 1 on contract

	Number of clinicians/counselors 
	1.5 FTE

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	Not available

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD, Medicaid, third party billing

	Percentage of budget from each funding source
	DMHDD 90%; 10% through Medicaid billing, third party billing

	Main sources of referral
	Medical clinic, school district, troopers, UTAP, alcohol program, other agencies

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	No criteria for screening

	Screening checklist in use
	No

	Current admission criteria
	Provide services to any individual

	Current exclusionary criteria
	None

	Treatment planning process
	Through a comprehensive mental health intake assessment, initial recommendations are established for purposes of developing a treatment plan

	Treatment needs assessment methods
	Through the intake assessment

	Treatment plan review frequency
	3 months

	Treatment plan review participants
	Clinician, client, director/supervisor, contract psychiatrist, teachers, case manager

	Average planned length of stay
	6 months

	Average actual length of stay
	Not available 

	Discharge planning participants
	Clinician, parent or legal guardian

	Discharge process and criteria
	Treatment goals are met or client discontinues services

	Aftercare plans
	Not available 


	Agency:
	Yukon Koyukuk Mental Health and Alcohol Program

	Intended clientele
	Men, women, children age 6 and over, chronically mentally ill

	Main diagnoses of children and youths served
	Adjustment disorders, oppositional defiant disorder, major depression, ADHD

	Array of services offered
	Crisis intervention services, assessment, counseling, case management, referral, aftercare services for drug and alcohol, mental health services, drug and alcohol services, emergency mental health services

	Treatment program model
	Integrated behavioral health services with a cognitive behavioral orientation

	Percentage of children and youths served with co-occurring disorders
	15%

	Types of co-occurring disorders
	Mental health and substance abuse, developmental disabilities and substance abuse

	Number of staff members
	5 regular; none on contract

	Number of psychiatrists 
	0 regular; none on contract

	Number of clinicians/counselors 
	5

	Number of coordinators/case managers 
	0

	Number of direct care/community-based workers 
	0

	Number of other workers 
	0

	Number of children, youths and families served in FY01
	111

	Percentage in DFYS custody
	33%

	Percentage with current criminal justice involvement
	20%

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	DMHDD, Community Mental Health Center Program, Division of Alcoholism and Drug Abuse , Federal Bureau of Primary Health Care Community Health Center grant, Tanana Chief's Conference, outpatient billing

	Percentage of budget from each funding source
	Bureau of Primary Health Care 40%, DMHDD 30%, ADA 50%, fee for service, and TCC for balance (sic)

	Main sources of referral
	DFYS, mental health services, self, and family 

	Waitlist maintained
	Yes

	Typical length of time on waitlist
	6 weeks

	Current screening/eligibility process to accept/deny children or youths
	Informal process in which referrals are discussed between director and clinicians, who determine whether to accept or refer client

	Screening checklist in use
	No

	Current admission criteria
	Client is in need of services

	Current exclusionary criteria
	Not available

	Treatment planning process
	Conduct assessment with child; speak with parent or parents, teachers who know the child; review old records; discuss potential treatment plans with family/client, and possibly tribal or school representatives

	Treatment needs assessment methods
	Formal mental health and alcohol assessment (no psychological testing);  conduct, depending on the age of the child, talk or play therapy sessions; contact other information sources; refer for psychiatric evaluation if needed   

	Treatment plan review frequency
	6 months

	Treatment plan review participants
	Not available

	Average planned length of stay
	3 months

	Average actual length of stay
	Not available 

	Discharge planning participants
	Treatment team

	Discharge process and criteria
	Discharge plans are based on conversations between parent and therapist after reviewing client progress;  discharge occurs because 1) family decides child is no longer in a crisis 2) does not need services anymore 3) does not show up anymore or 4) leaves the region

	Aftercare plans
	Not available  


	Agency:
	Yukon Kuskokwim Health Corporation Outpatient Services

	Intended clientele
	Age 2 through 21, males and females, DSM-IV diagnosis, custody and non-custody, severe emotional disturbance, sex offenders

	Main diagnoses of children and youths served
	Major depressive disorder, oppositional defiant disorder

	Array of services offered
	Mental health diagnostic and treatment services, substance abuse diagnostic and treatment services, outpatient services, group therapy, community-based services, wraparound services, AYI program

	Treatment program model
	Family systems, strength based model

	Percentage of children and youths served with co-occurring disorders
	70 to 80%

	Types of co-occurring disorders
	Mental health and substance abuse, mental health and developmental disabilities

	Number of staff members
	70 regular; none on contract

	Number of psychiatrists 
	2 regular; none on contract

	Number of clinicians/counselors 
	8

	Number of coordinators/case managers 
	40

	Number of direct care/community-based workers 
	12

	Number of other workers 
	8

	Number of children, youths and families served in FY01
	600 to 700

	Percentage in DFYS custody
	Not available

	Percentage with current criminal justice involvement
	Not available

	Percentage with prior criminal justice involvement
	Not available

	Current funding sources
	Federal grants from SAMHSA, Medicaid and insurance, self-pay, tribal funds, DMHDD grants, DFYS grant, ADA grant

	Percentage of budget from each funding source
	Not available

	Main sources of referral
	Schools, self-referral, DFYS

	Waitlist maintained
	No

	Typical length of time on waitlist
	Not applicable

	Current screening/eligibility process to accept/deny children or youths
	Comprehensive behavioral health screening identifies level of need for substance abuse assessment on comprehensive mental health intake assessment

	Screening checklist in use
	Not available

	Current admission criteria
	Substance abuse assessment: ASAM placement criteria; mental health intake: DSM-IV diagnosis; emergency services: immediate evaluation by a mental health clinician

	Current exclusionary criteria
	Not available

	Treatment planning process
	Once assessments are completed, the program staff coordinates treatment planning

	Treatment needs assessment methods
	Treatment needs are based upon assessments completed by client and clinician

	Treatment plan review frequency
	90 days

	Treatment plan review participants
	DFYS, DJJ, family, and significant parties

	Average planned length of stay
	Days to years

	Average actual length of stay
	Days to years 

	Discharge planning participants
	DFYS, DJJ, family and significant parties

	Discharge process and criteria
	Treatment goals are met or client refuses services

	Aftercare plans
	Not available


Appendix:  Data Collection Protocol

Service (Levels I-V, Misc) Interview Guide
	Interview Date:
	Agency:

Program:



	Time Started:
	Position of Interviewee:



	Time Ended:
	Interviewer:



	Dates and Types of Contacts:
	Remarks:


Point 1

· Hi I am ____________________, with the University of Alaska Anchorage.  

· We have been asked by the Alaska Department of Health and Social Services to conduct a needs assessment of the community based mental health, residential services, and substance abuse treatment facilities funded through the State of Alaska.  

· The needs assessment is designed to identify existing services and service gaps.  This information will then be used by the Department to help make decisions to meet the future service needs of children and youths. 

· One hope is that the information will lead to the services that would help bring home children and youths who are currently out of state for treatment.  

Point 2

· You should have received a letter or phone call by now from a representative of the Department of Health and Social Services explaining the project and letting you know we would be contacting you about this needs assessment.  

· Did you receive this letter or phone call? 

If yes: Great!  Do you have any questions about the letter before I go on? 

[answer any questions, then go to point 3]

If no:  We are Alaska Comprehensive and Specialized Evaluation Services at UAA and have been asked by the Alaska Department of Health and Social Services to conduct a needs assessment about mental health and substance abuse treatment services for children and youths in the State of Alaska.  The goal of the project is to gain a better understanding of the current services available to children and youths in the state, service gaps that may exist, barriers that prevent the full spectrum of services needed by children and youths, and actions that could be taken by the State to address needed services.  One hope is that the information obtained from the needs assessment will result in service structure changes in Alaska that will help bring home children and youths who are currently receiving treatment out of state.  Do you have any questions before I continue? 

Point 3

· To complete the needs assessment, we are contacting all agencies and programs in Alaska that provide mental health or substance abuse treatment services to children or youths.  

· You are involved with one of these programs.  

· We have a series of questions that we would like to talk to you about.  

· We will need about 60 minutes of your time. 

· Is this a good time?  

If yes, go to point 4 ahead

If no, not now, schedule an appointment: [record time] ______________________________________

[then call back and go to point 4 during the next call]

If no, I am wrong person: Is there anyone else in your program who may be able and willing to answer my questions?  May I speak to this person?  Thank you!  [Start all over with point 1 new person]

If person refuses to make a referral to someone else in the program, hang up and talk to CAYNA Team

Point 4

· I just wanted to let you know that your participation in the needs assessment is entirely voluntary and confidential.  I will not need to record your name. 

· I don’t anticipate that any of the questions will make you uncomfortable, but if one does, just let me know and we can move on to the next one.  

Point 5

· I would like to record our conversation, so that I can focus on what you say instead of having to take notes.  

· Once the interview is done, the recording is used strictly to transcribe what your answers were, but without identifying who you are personally.  

· The tape will be destroyed once we have transcribed your answers. 

· Once I have transcribed your answers, I will send you a summary of our conversation for you to look at.  This gives you a chance to add more information or to correct any errors I might have made.  

· Do you have any questions about the recording?  

If person objects to being recorded, do interview without recording and take extra thorough notes

[move on to Interview Questions] 
If person has no objection, turn on the tape and have them state “I have no objection to this interview being taped.”  

[move on to Interview Questions] 
Interview Questions

We would like to remind you that we are discussing only services to individuals under the age of 22.  We understand that many providers serve adults and children but the focus of this assessment is child and youth related only.

Overall Information About Agency

1.  What is your program’s intended clientele in terms of age range, gender, diagnosis and behavioral history? [minimally need age ranges (under 22) And the range of diagnoses served; custody and non-custody, seriously emotionally disturbed, emotionally disturbed, adjudicated delinquent, victims of neglect and abuse, transition aged young adults, sexual offender or sexually reactive, fire setter, FAS/D, low cognitive functioning, runners, PTSD ]



1a. What are the main diagnoses of children and youths that you serve?

2.  Does your program’s actual clientele differ from the intended clientele? [minimally need differences in age ranges, gender, diagnosis and behavioral history;  same as above]

2a. If so how? 

2b. Can you estimate the percentage of clients served who are not your intended population?  

2c. What are the key reasons your program serves youth outside the intended target population?
3.  What array of services does your program currently offer? [mental health, substance abuse, residential,     community-based, wraparound, Alaska Youth Initiative] 

3a. What is your treatment program model?

4. Does your program have a defined catchment area that you serve? [what are the regional boundaries in the state of Alaska of the client population that you serve]

4a. If so, how is it defined?

4b. If so, by whom is it defined?   

4c. What percentage of your clients is from within the catchment area?  Outside of it?
5.  What percentage of children and youths you serve experience co-occurring disorders?  

5a. What types of co-occurring disorders?  [i.e., mental health and substance abuse; mental health and developmental disabilities…]

5b. Are your current services adequate for these children and youths?
5c. [If not] What service changes are needed?
6.  How many regular staff members do you currently have? [What are the total full time employee equivalents]  
6a. How many additional providers do you have who are contract workers?  [Not regular staff but consultants?]

6b. How many psychiatrists do you have that are regular staff?


Average hours per week? 

                    How many psychiatrists do you have that are contract?


Average hours per week?

6c. How many clinicians or counselors do you have that are regular staff?


Average hours per week? 

                    How many clinicians or counselors do you have that are contract?



Average hours per week?
6d. How many care coordinators/case managers do you have that are regular staff?


Average hours per week? 

                    How many care coordinators/case managers do you have that are contract?



Average hours per week?
6e. How many direct care workers [activity therapist, skills development specialist] do you have that are    regular staff?


Average hours per week? 

How many direct care workers [activity therapist, skills development specialist] do you have that are contract?



Average hours per week?
6f. How many other workers [related to work with children services] do you have that are regular staff?


Average hours per week? 

                    How many other workers do you have that are contract?



Average hours per week?
Capacity/Utilization

7.  What is the current physical capacity of your program - How many beds? 

7a. Are you able to operate at your total physical capacity?

7b.  If not, what limits your ability to operate your full physical capacity? [Funding, ability to hire staff, or other]

7c. What is your funded capacity?

7d. What capacity can you actually staff?

8.  What was your total number of children and youths served in FY01?


8a. What percentage were in DFYS custody?


8b. What percentage have current criminal justice involvement?


8c. What percentage have prior criminal justice involvement?
9.  Has your program’s capacity changed in the last 12 months? [more or less children and families served than in previous years ]
9a.  If so, how?  

9b.  Why?

10.  What is the current utilization rate at your program? [i.e., average daily census for the past month as percent of available capacity]
11.  Has the utilization rate [i.e., average daily census] at your program changed in the past 12 months? 

11a. How? [gone up or down]  

11b.  By how much?
11c. Why? [e.g., seasonal variations, staffing problems, changes in referrals, change in available or operating capacity, most recent annual report or audit]
Budget

12.  What is your current annual total budget for programs serving children and youth? [i.e., total dollar amount]  



12a. Personnel?


12b. Travel?


12c. Contractual?


12d. Supplies?


12e. Equipment?


12f. Training?

13.  Who are your current specific funding sources? [e.g., state, tribal, federal, local, insurance]

13a. What percentage of your budget does each funding source make up?

Referral/Wait List

14. What are the main sources of referral to your program?

Pre-Questions 15:   Does your program maintain a waitlist? [if YES go to #15; if NO go to #16]  

15.  What is the typical number of children and youths on your program’s wait list? 

15a. How often does this happen?

15b. Historically, have you always had a waitlist or found it necessary to deny admission to children/youths who were appropriate?  

15c. If not, when did this begin? 

15d. If so, is there a pattern or cycle?[i.e., increases during the school year and decreases in the summer]
15e. Are there certain types or groups of children and youths who end up on your wait list? [e.g., ages, diagnostic groups]
15f. How long do they typically have to wait before being admitted into the program?


15g. Do they ever end up being referred or admitted to other services because of having to wait? 


15h. If so, what are the other options within your community?


15i. If they leave your community where do they end up being placed? Where do they go? [Go to #17]

16. Have you had to deny admission to youth who were appropriate for your program? 

16a. How long does it typically take for a child or youth to be admitted once referred?

17.  What seems to be the biggest deterrent to immediate service provision once eligibility is determined?

Screening/Admission

18.  What is the current screening and eligibility process at your program to determine whether to accept or deny a child or youth? 

18a. Do you have a screening checklist you currently use?

18b. What are the main criteria on that list?

19.  What are your program’s current admission criteria?

20.  What are your program’s current exclusionary criteria? [i.e., reasons for denial]
Treatment Planning

21. What is your process for treatment planning?


21a. How do you assess treatment needs?


21b. Who participates in the initial treatment plan development?


21c. How often are treatment plans reviewed for possible changes?


21d. Who participates in treatment plan reviews?

22.  What is the average planned length of stay in your program?

22a. When do you begin  planning a child’s discharge from your program?

22b. Who participates in discharge planning?

23.  What is the average actual length of stay in your program? 
23a. [If longer or shorter than planned length of stay]: Why longer/shorter?

Discharge

24.  What is the current process at your program to determine when a child or youth is ready for discharge?

25.  What are your program’s current discharge criteria and aftercare plans for children and families completing services?

26.  Would you please describe the paperwork that is filled out when a child or youth is ready for discharge?

27.  How often do children and youth who have met their treatment goals and are ready for discharge [i.e., have met treatment goals] remain in your program because of a lack of placement options [i.e., needed next services]?  

27a. How do your treatment goals change to accommodate a child’s transition while waiting?

27b. What services are they waiting for? [i.e., placement;  locked secure facility, foster home, therapeutic foster care, step-down residential services, higher level of residential placement than currently placed, family placement; emancipation, community-based mental health services, substance abuse treatment; Alaska Youth Initiative wraparound services]  


27c. How long do these children or youths end up waiting for their next placement or services? 

27d. Which placement options/services are most likely not available when needed to discharge a child or youth?[Foster home, therapeutic foster care, step-down residential services, higher level of residential placement than currently placed, family placement, emancipation, community-based mental health services, substance abuse treatment; Alaska Youth Initiative wraparound services]
27e. How often are children and youths discharged to less than optimal treatment services when they         can no longer wait in your program?

27f. To what agencies or programs are they typically discharged?

Agency Changes/Concerns

28. Has the severity of need or level of treatment needed changed for the children and youths served?[i.e., Are the diagnoses or behaviors of children/youth served more complex now compared to  those you served in the past?] 

28a.  How? [co-ocurring mental health, developmental disability, subtance abuse disorders, more severe behavioral problems requiring higher levels of supervision, etc.]

29.  Have you experienced the inability to utilize beds or provide certain services due to insufficient resources?


29a. If so, what resources were insufficient? [i.e., staffing; facility space; funding]
29b. If staffing, why was staffing insufficient? [e.g., lack of money, quality of staff, educational level, lack of licensure, inability to train, lack of availability of staff to hire]
29c. How often does this happen?  

29d. Have you noticed a change in this over the last few years?  

29e. Any ideas on what can be done to alleviate these issues?

30.  How often do you accept children or youths that do not meet your intended purpose for the services at your program because no appropriate services are available elsewhere?


30a. Under what circumstances would you approve this admission or placement? 

30b. What are some of the reasons for such admissions?

31.  Are there any other barriers to care for the population of children and youths that you serve?

Agency Needs

32.  What other types of services should be added or enhanced within your program to better serve your population?


32a. What would it take to do this?

32b. Are there reasons why this may not be possible? [i.e., are their barriers to your program adding these services]

Requests
· We have asked several questions about the characteristics of and how many children and youths you serve, and about your policies and procedures regarding denials, screenings, admissions, and discharges. 

· It would be most helpful if you could provide us supplementary materials about your program that have addressed these questions. 

· What would be most helpful is information such as 

· description of your treatment program;

· copies of the sections of your policies and procedures manual about criteria for denials, screenings, admissions, and discharges; and admission screening checklist

· agency mission, core values, guiding principles;

·  recent annual report or audit; 

·  quarterly reports; 

· your most recent Residential Child Care grant application for FY02/03 ; and 

· your annual budget for programs serving children and youths

                    [use this checklist for marking materials; see below]

· Would you be willing to allow us to have these materials?  

If yes:  Thank you very much.  Which ones will you be able to send? [place check marks in the list above]
What would be the easiest way for you to get me these materials?  Options are email, FAX, mail, or pick-up [if local only] [give relevant number/address] 

Alaska Comprehensive and Specialized Evaluation Services

University of Alaska Anchorage 

Attention: CAYNA

P.O. Box 241626

Anchorage, AK 99524-1626
I will also send you a note outlining what would be most helpful to send.  

Should I email or FAX this note? 

[number/address here]: _________________________________________________

______________________________________________________________________
[Move to Closure]


If yes, but I have to check with supervisor: Thanks for checking with your supervisor.  What is her or his name? [record information here]: ____________________________________________________
Which materials might you or your supervisors be able to send? [place check marks in the list above]
 I will send a note addressed to your supervisor outlining what would be most helpful to send.  

Should I email or FAX this note?________________


[number/address here]: _________________________________________________

______________________________________________________________________

[Move to Closure]

If no:  That’s fine.  [Move to Closure]

Closure

Is there anything else you want to tell us that might be helpful?

· Thank you very much for your time. 

· I really appreciate that you were willing to talk to me. 

· The information you gave me is going to be very helpful. 

· Once I have transcribed your answers, I will send you a summary of our conversation for you to look at.  This gives you a chance to add more information or to correct any errors I might have made.  

· How should I get this summary to you?  Options are email, fax, or mail. 

( [record answer and number/address here]: __________________________________________)

· Thanks again.
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