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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.
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