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Executive Summary


The approach the child clinician takes with parents … [does] not come from a deficit-perspective, even if the family is in crisis.  Instead, it focuses on empowering the parents, helping them recognize that they can bring about change and can influence their own and their children's fate and adjustment to difficult circumstances.  It is best to recognize the interconnectedness of family roles, functions, relationships, and behavioral patterns and to be sensitive to each family's unique needs and requirements.  Families are not a group of independent individuals; rather they are a system and have to be seen from that perspective.  Further, families are not an independent unit; rather they are thoroughly tied into a culture and environment that represents an interdependent context that must be considered for the family and parents to feel understood, represented, and supported.

Brems, A Model for Working with Parents in Child Clinical Practice, 1993

Purpose

In an effort to assess the mental health and substance abuse treatment needs of the children and youth in Alaska, the State of Alaska 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 an assessment of the service needs of Alaska children and youth.  This needs assessment was to collect comprehensive data about all aspects of care delivery to help DHSS and its relevant Divisions refine and expand existing services to care more optimally for children and youth in need of residential mental health or substance abuse treatment for their emotional and behavioral needs.  The Children and Youth Needs Assessment (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, chart reviews of children and youth receiving mental health and substance abuse services either in or outside of the state of Alaska.  These chart reviews were conducted for purposes of collecting and interpreting data about children and youth who were discharged from residential treatment, residential psychiatric treatment, acute hospitalization, and residential substance abuse services during fiscal year 2002 to develop clinical and demographic profiles as well as service histories that would help differentiate the following groups of individuals:

· children and youth in DHSS custody receiving services in state; 

· children and youth in DHSS custody receiving services out-of-state;

· non-custody children and youth served in state; and 

· non-custody children and youth served out-of- state. 

Participants and Procedures

All residential treatment agencies, both in-state and out-of-state, providing current services to children and youth with state funding contributed charts to this effort upon the request by the State of Alaska Department of Health and Social Services (DHSS).  Charts were delivered to a designee of DHSS, and from there were forwarded via a confidential process to the ACSES offices.  All chart review procedures (from transportation to review to analyses) were cooperatively developed by ACSES and DHSS staff and approved by the Institutional Review Board of the University of Alaska Anchorage.  Complete confidentiality was guaranteed to all represented children and youth.  

All in all, 350 charts were reviewed, including a randomly-selected sample of 217 charts from 32 in-state agencies, and all 133 charts closed during fiscal year 2002 from 23 out-of-state agencies.  Chart reviews were conducted by trained staff, using standardized, prescribed methods and instruments.  The primary chart extraction tool was the Child and Adolescent Needs & Strength tool (CANS; developed by Lyons, 1999 and implemented through the Alaska Youth Initiative), supplemented by a demographic and clinical data sheet.  Descriptive and inferential statistical analyses were used to achieve the following goals:

· develop demographic profiles;

· develop clinical profiles;

· trace clinical histories;

· assess treatment need and treatment plan matching; and

· compare subgroups of children, depending on location of services (in-state versus out-of-state) and custody status (in-custody versus non-custody).

Findings About Demographic Characteristics

1. Of the in-custody children and youth in the sample, 37% were served out-of-state and 64% in-state.  Of the non-custody children and youth, 57% were served out-of-state and 43% in-state, making non-custody children and youth more likely to have received services out-of-state than in-custody children and youth.

2. Mean age for the 350 represented children and youth discharged from services during fiscal year 2002 was approximately 14 years of age.  

3. Boys were overrepresented in all groups.  Consistently, groups were comprised of about 58% boys and 42% girls (i.e., regardless of location of services or custody status).

4. Ethnic distribution varied significantly across groups as follows:

· more non-custody out-of-state youth were White; 

· more in-custody, in-state youth were Alaska Native; 

· children of ethnicities other than White or Alaska Native were most commonly represented in the in-state non-custody group; 

· among all in-custody youth (regardless of location of service), there were more Alaska Native children; and,

· among all out-of-state youth (regardless of custody status), there were more White children.

5. Most common region of origin was Anchorage (to be expected given population statistics), followed by rural Northern/Interior regions, Southeastern regions, and Gulf Coast regions.  No statistically significant variations were noted across groups. 

6. Most common educational setting for all children and youth was mainstream class room, followed by school in a treatment facility.  Custody status appears to have a positive impact on educational attainment, with children and youth in custody being more likely to receive needed special education and less likely to have been suspended or expelled. 

7. Lifetime involvement of the youth with the Division of Juvenile Justice (DJJ) was high in all groups, ranging from 44% to 97%.  The highest proportion of children and youth with DJJ involvement were found in the non-custody groups receiving substance abuse treatment (97%) and services in emergency shelters (75%).  

Findings About Clinical Characteristics

1. Children and youth served in-state versus out-of-state did not differ from one another with regard to rate of abuse or neglect they had encountered. In-custody youth had significantly higher rates than non-custody youth.  Specifically, in-custody children and youth had a rate of 77% with physical abuse, 58% with sexual abuse, 61% with emotional abuse, 64% with physical neglect, and 59% with emotional neglect.  This contrasts with non-custody children and youth who had a rate of 45% with physical abuse, 35% with sexual abuse, 36% with emotional abuse, 21% with physical neglect, and 19% with emotional neglect.

2. Overall, suspected or diagnosed fetal alcohol spectrum disorders (FASD) was documented in 33% of the charts reviewed. FASD was significantly more common among in-custody youth (41.8%) than non-custody youth (25.7%), and among youth receiving services out-of-state (39.2%) than those receiving services in-state (26.3%).  The out-of-state, in-custody group had the highest rate of FASD at 54%.  

3. The use of psychotropic medications was common among all children and youth, with higher rates at admission for those youth served out-of-state (78%) than in-state (53%).  At discharge, only minimal differences were noted between groups, with 73% of in-state and 81% of out-of-state youth taking psychotropic medications.

4. Nearly all (over 85%) of the children and youth had multiple psychiatric diagnoses.  This was particularly true for youth receiving out-of-state services, who had an average of three diagnoses each as compared to two diagnoses each for the in-state youth.

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

6. Medical disorders at admission were significantly more common among youth receiving out-of-state services (59%) than those receiving in-state services (40%).  No differences were noted between in-custody and non-custody children.

7. Out-of-state children had significantly lower admission scores (Mean=36.7) on the Global Assessment of Functioning (GAF) Scale than in-state children (Mean=39.1).  In-custody children had higher GAF scores (Mean=39.7) than non-custody children (Mean=36.6), although this difference was not significantly different.  All youth showed statistically significant improvement in GAF scores from admission to discharge.  Regardless of location, the most improved group was the non-custody group with a 15-point increase and the least improved group was the in-custody group with a modest 7-point increase.  

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

1. The severity of a child’s symptoms (as rated with the CANS assessment tool) clearly linked the level of care with the child’s treatment needs.  For example, youth in emergency shelter care were less likely than youth in in-state higher level treatment to have severe psychopathology, such as psychosis, depression/anxiety, anger control problems, and oppositional behavior (however, it is important to note that emergency shelters do not collect as extensive clinical data as do higher level facilities).  In turn, the children being served in-state at a higher level treatment had less severe symptoms than children and youth being served out-of-state.

2. When considering only custody status, the in-custody group was rated as having consistently lower levels of functioning (as measured by the CANS) than the non-custody group in all areas of functioning measured by the CANS.  Specifically, they were more likely to have scores indicating need for treatment with regard to Problem Presentation, Risk Behaviors, Functioning, Care Intensity & Organization, Caregiver Needs & Strengths, and Strengths.  

3. When considering only location of services, the out-of-state group was rated as having consistently lower levels of functioning than the in-state group on four of the six areas of functioning as measured via the CANS.  Specifically, they were rated as more likely in need of treatment than the in-state group with regard to Problem Presentation, Risk Behaviors, Functioning, and Care Intensity & Organization.  The only area in which in-state children were rated as having lower levels of functioning was that of Caregiver Needs & Strengths.
4. When considering both custody status and location of service, the in-custody, out-of-state children were rated as having consistently lower levels of functioning than the other three groups on all CANS subscales with the exception of Caregiver Needs & Strengths.  On this variable, families of the in-custody, in-state children had the lowest level of functioning, with in-custody, out-of-state having the next lowest level of functioning. 

5. The out-of-state, in-custody group was rated as having the lowest levels of functioning of all groups with regard to several individual items of the CANS.  For example, this group was rated as more impaired in terms of the need to develop better parent relationships, danger to others, psychosis, attention deficit, depression/anxiety, and several other variables.  

Findings About Treatment History 

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

2. Over 90% of the children and youth represented in the needs assessment had a history of mental health treatment, generally in outpatient mental health settings (57%), acute psychiatric care (53%), or, somewhat less frequently, in residential care (28%).  Prior out-of-state treatment was most common among the group currently receiving out-of-state care (31%).

3. The in-custody out-of-state group was more likely to have had prior medical treatment than the in-state group (47%).

4. Ranked from highest to lowest, lengths of stay or utilization were as follows:

· out-of-state, in-custody;

· out-of-state, non-custody; 

· in-state, custody; and

· in-state, non-custody.

Conclusions

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

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

The complex web of clinical presentations and their representation across the different subgroups explored in this report is presented in detail in the full-length report, which follows.  Recommendations about these findings are integrated into the final report for the overall CAYNA project.

Chapter One: Introduction

The definition of mental illness is arbitrary and culturally conditioned…The manifestations of psychological pathology are socially defined, and societal meaning systems and social definitions very much shape the course of these conditions.

Mechanic, 1999, p.27

Mental Health, Residential, Acute Hospitalization, and Substance Abuse Treatment Services 

for Alaska Children and Youth 

In the state of Alaska, the mental health, residential, and substance abuse treatment needs of children and youth are addressed by a complex structure of residential and community-based services, spread across the entire state.  To provide inpatient services for children and youth, there are three psychiatric acute care units, four residential psychiatric treatment centers (also referred to as DFYS Level V programs), four residential diagnostic centers (also referred to as DFYS Level IV programs), 12 residential treatment centers (also referred to as DFYS Level III programs), 15 emergency stabilization and assessment programs (also referred to as DFYS Level II programs), two day treatment programs (also referred to as DFYS Level I programs), and two (unofficial) group home type programs.  Additionally, there are six residential facilities that provide substance abuse treatment services for individuals under age 22.  To provide outpatient services, roughly 50 community-based mental health programs have been developed over the past four decades, all of which serve children, youth, and their families.  

Additionally, Alaska children and youth are served by out-of-state care providers when their treatment needs cannot be appropriately met within the state of Alaska.  Currently, the State of Alaska contracts with almost 30 out-of-state treatment programs to serve Alaska children and youth.  These programs generally offer high-level residential care in secure units and of longer duration than is available in Alaska and have been approved by the Division of Medical Assistance to be “Alaska Medicaid Providers”.  Some of these programs also offer tailored services for diagnostic presentations that cannot be adequately addressed by current in-state treatment programs.  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.  During fiscal year 2001, the number increased to over 400 children and youth being served in almost 30 different out-of-state treatment facilities.

Within the state of Alaska, all residential facilities are licensed by the Division of Family and Youth Services; programs providing substance abuse treatment are administered by the Division on Alcoholism and Drug Abuse; the remainder of the 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 who deliver services to children and youth eligible for Medicaid or Denali Kid Care.  All four of these Divisions are housed administratively within the Alaska Department of Health and Social Services, making administrative and funding coordination possible.  Out-of-state services are administered by their respective State’s responsible office.  Out-of-state services are often initiated for children and youth in the custody of the Alaska Department of Health and Social Services and these children often qualify for Denali Kid Care.  The Alaska Division of Medical Assistance, and its prior authorization contractor, First Health, are responsible for establishing medical necessity, dealing with the billing-related issues, and maintaining regular contact with the out-of-state agencies providing services to Alaska children and youth.  

To address the out-of-state treatment of children and youth in a proactive manner, in 2002, the Alaska Department of Health and Social Services began to coordinate an ongoing effort to improve the system of care available to children and youth in the state of Alaska.  Senate Concurrent Resolution 21 (SCR21) was offered to the 22nd Alaska State Legislature requesting that that the Department of Health and Social Services, the Alaska Mental Health Board, and the Alaska Mental Health Trust Authority, and other interested parties establish as a priority the development of sufficient in-state care for severely emotionally disturbed children.  It specifically stated the following goal:

“…strengthen the full continuum of care or 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…”

The current needs assessment is one result of this resolution.  It hopes to lay the foundation for a comprehensive system of care that will serve to develop a services structure in the state of Alaska that will succeed in offering all needed mental health and substance abuse services for Alaska children and youth within the state of Alaska itself.  

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 DHSS 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 need 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, Deputy Commissioner of the Department of Health and Social Services.  He envisioned CAYNA’s overall goal 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 systemwide improvements.

To meet its complex purposes, the 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.  

Purpose of This Report

It is the purpose of this report to present the findings from one of the efforts within the second component of the needs assessment, specifically, findings from chart reviews conducted to build demographic and clinical profiles of children and youth receiving mental health and substance abuse treatment services within and outside of the state of Alaska.  Data (in the form of clinical charts) were contributed to this effort from all psychiatric acute care programs, substance abuse treatment centers, and residential programs (Levels I through V) serving Alaska children and youth in the state of Alaska and all residential programs serving Alaska children and youth outside of the state of Alaska.  Through thorough chart reviews, these data were used to glean the following information:

· demographic characteristics of children and youth served in Alaska;

· clinical characteristics of children and youth served in Alaska;

· services needed and services received by the children and youth served in Alaska;

· demographic characteristics of children and youth served outside of Alaska;

· clinical characteristics of children and youth served outside of Alaska;

· services needed and received by the children and youth served outside of Alaska; and 

· similarities and differences between the children and youth receiving services in Alaska and the children and youth receiving services outside of the state

Chapter Two: Methodology

In the United States, one in ten children and adolescents suffer from mental illness severe enough to cause some level of impairment.  Yet in any given year, it is estimated that about one in five of such children receive specialty mental health services. 
Report of the Surgeon General’s Conference on Children’s Mental Health: 

A National Action Agenda, September 2000

Chart Review Participants


Clinical charts for a specified number of children and youth who had received and were discharged from services in a given program during fiscal year 2002 were provided to the Alaska Department of Health and Social Services from the following providers:

· all in-state Level II through Level V residential care programs receiving funding for services to children and youth by the Division of Family and Youth Services; 

· all in-state psychiatric acute care programs providing services to children and youth 

· all in-state substance abuse treatment programs providing services to children and youth and receiving funding from the Division on Alcohol and Drug Abuse; and

· all out-of-state residential psychiatric treatment programs serving Alaska children and youth for whom billing is administered through the Alaska Division of Medical Assistance.

The number of and chart selection decisions were made by a steering committee of DHSS staff with representatives from DFYS, DMHDD, and DMA.  Based on this committee’s decisions, all in all, 350 charts of children and youth discharged in fiscal year 2002 were received from 55 agencies and reviewed for inclusion in the CAYNA project.  This included all 133 charts that were closed during fiscal year 2002 by 23 out-of-state agencies and 217 randomly-selected charts from 32 in-state agencies.  For the in-state agencies, random selection was accomplished via the use of a random numbers table and with assistance from ACSES staff.  The specific number submitted by each in-state agency was based on their number of beds, with a minimum of five charts and a maximum of 15 from each agency. 

Between August 15, 2002 and October 16, 2002, the State of Alaska Department of Health and Social Services (or its designee) received 350 charts for purposes of this component of the Children and Youth Needs Assessment (CAYNA).  Of these charts, 133 were contributed by out-of-state programs and 217 by in-state programs (31 substance abuse, 44 Level II, 44 Level III, 10 Level IV, 43 Level V, and 45 acute psychiatric care programs).  Upon receipt by DHSS (or its designee), charts were forwarded to the Alaska Comprehensive and Specialized Evaluation Services (ACSES), using carefully developed confidentiality procedures that are detailed below and that were previously approved by the Institutional Review Board of the University of Alaska Anchorage.  Appendix A provides details about the number of charts provided by each participating agency.  

Confidential Chart Receipt and Data Storage

The chart receipt and review process was carefully worked out by ACSES and DHSS staff to assure consumer confidentiality.  The process was approved by the Institutional Review Board of the University of Alaska Anchorage.  A letter of agreement was received by ACSES from the DHSS Deputy Commissioner authorizing the receipt of the charts and the details of the chart review process.  Requests for charts were made by the Alaska Department of Health and Social Services (or its designated Division office) to the programs listed in Appendix A.  The request called for copies of the following chart materials:

· intake reports or admission summaries;

· treatment plans;

· treatment reviews;

· discharge reports or discharge summaries;

· clinical progress notes (i.e., therapy session notes);

· any and all assessment reports (e.g., psychological test reports);

· any and all reports written by a psychiatrist; and

· incident reports.

Once a program had copied these materials, they were mailed to the designated Division office (out-of-state charts were received by a designated office within the Division of Medical Assistance; in-state charts were received by a designated office within the Division of Family and Youth Services).  Once the Division office had received the charts, an assigned staff member contacted the assigned ACSES staff member to arrange for the pick-up of the charts.  All charts in transit between the Division and the ACSES office were secured in a container and marked confidential with the ACSES address clearly indicated in case of an accident during transport.  

Once at the ACSES office, all charts were stored in a secure, locked location.  All hardcopy charts were stored in locked file cabinets in a locked fire-proof room, where they were kept at all times, except while being reviewed by an authorized ACSES staff.  Charts were quickly scanned by an ACSES staff member to determine whether the requested materials were included.  For charts that contained additional information (beyond what was requested), this information was shredded within a few days of receipt and before beginning a review of the particular chart.  This procedure was developed to maintain consumer confidentiality and to assure conformity across all reviewed charts.  Only authorized ACSES staff members had access to the file room and keys to the file cabinets containing the hardcopy charts.  Data sheets used for data extraction were kept in the same secure location; data entry of these data was accomplished by qualified ACSES staff.  Upon finalization of the report about the chart reviews and upon direction by DHSS, all hardcopy charts were shredded at the ACSES office by an authorized ACSES staff member.  Only the electronic data were retained (note: no identifiers are included in the electronic data).  Electronic data will be deleted once the CAYNA project and all related activities are concluded and both DHSS and ACSES staff agree that the electronic data files are no longer needed.

Once in electronic form, extracted data were stored in the ACSES server, a secure Digital Equipment Corporation Alpha 4000 server, housed at the University of Alaska Anchorage.  This server is located in a double-locked room, inside a locked suite, inside a locked building on the university campus. The operating system used for this server, OpenVMS, is a relatively secure system compared to other operating systems such as UNIX or Windows.  OpenVMS is not a Windows environment, and as such is less prone to being targeted by hackers and less vulnerable to viruses (as the latter are usually ‘designed’ to work in Windows environments).  The server is connected to several individual PCs at the remote ACSES Office Suite.  PathWorks networking software is used to establish the connections between the individual PCs and the secure server. No guest accounts exist (i.e., only ACSES staff members are on the network), and unique OpenVMS and PathWorks passwords are required for each person connected to the network to access any data on the server. All passwords must be unique (i.e., not previously used by that person), cannot be words found in the dictionary, and are set to expire every three months.

Instrumentation

To accomplish the chart reviews, use was made of two instruments.  The Child and Adolescent Needs & Strengths (CANS) was used to rate clinical symptom, clinical needs, and clinically-relevant strengths and is an assessment tool currently used by the Alaska Youth Initiative (AYI) program.  A demographic and clinical datasheet was also developed and is described below.  

Child and Adolescent Needs & Strengths


The Child & Adolescent Needs & Strengths (CANS; Lyons, 1999) is a standardized assessment tool that reliably and validly taps six functional areas, each with multiple items, assessing either a child’s strengths or needs: 

· Problem Presentation (12 items; e.g., psychosis, depression, anger control, substance abuse);

· Risk Behaviors (7 items; e.g., runaway, danger to self, delinquency);

· Functioning (5 items; e.g., intellectual, family, social);

· Care Intensity and Organization (4 items, e.g., monitoring, transportation);

· Family/Caregiver Needs and Strengths (7 items; e.g., involvement, resources, safety); and

· Strengths (9 items; e.g., educational, interpersonal, spiritual).  

Each item within the six areas of functioning is rated on a 4-point scale ranging from 0 (no problem in a given category of functioning) to 4 (severe problem in a given category of functioning).  Ratings of 0 or 1 indicate that the consumer is not in need of treatment for this category of functioning; ratings of 2 or 3 indicate that problems in this category of functioning are sufficiently severe to warrant being addressed in the consumer’s treatment plan.  Reliability and validity of the CANS are reportedly good (Lyons, 1999), with reliability ranging from .74 to .85, and validity having been established with several clinical criteria (e.g., measure of burden or level of clinical care).  Interrater reliability must be established by users of the CANS and recommended criterion for agreement is .75.  

The CANS can be used prospectively for clinical care planning purposes by clinical staff to make determinations of need for children and youth presenting for treatment.  The instrument can also been used retrospectively to evaluate if treatment need and service provided matched for a given child and youth after the fact (typically based on a review of the consumer’s clinical chart).  The latter use of the CANS is relevant to this aspect of the needs assessment (see Appendix B for the modified form that was used for CAYNA).  When the CANS is used for chart reviews, as is true for CAYNA, the raters read through clinical charts to glean level of need and to assess whether care was provided based on level of need.  According to the CANS manual (Lyons, 1999), for retrospective use of the CANS, the Likert-scale values for all items assessing needs essentially have the following meaning:

	Likert Rating
	Level of Symptomatology
	Level of Care Needed

	0
	No evidence of symptoms
	No need for action

	1
	Mild evidence of symptoms
	Need for watchful waiting to see whether action will be needed (either in the form of prevention activity or treatment)

	2
	Moderate symptoms that may threaten life or safety
	Need for action

	3
	Crisis-level symptoms
	Need for immediate and intensive action


According to the CANS manual (Lyons, 1999), for retrospective use of the CANS, the Likert-scale values for all items assessing strengths essentially have the following meaning:

	Likert Rating
	Level of Strength
	Level of Care Needed

	0
	Significant strength
	Build upon this strength in treatment plan

	1
	Clear strength
	With some additional enhancement, this strength may be useful for treatment support

	2
	Potential strength
	Development of this strength is needed before it will be useful to support treatment planning

	3
	Lack of strength
	Strength must be built/developed through active intervention


Each CANS item is rated on the scale described above and for those items for which ratings of 2 or 3 are obtained, the chart can be reviewed for evidence of treatment to assess need-treatment matching.  For the CAYNA project, evidence of treatment of CANS items rated 2 or 3 was looked for in treatment plans, treatment reviews, and discharge summaries.  If these documents indicated that a particular CANS item was addressed through specific treatment interventions, this was noted as “treated”; if documents indicated awareness of the CANS items, but no actual treatment thereof, this was noted as “noted”; if the documents did not address the CANS item in question, this was noted as “ignored”.   


Demographic and Clinical Datasheet

For purposes of the chart review, a demographic datasheet (see Appendix B) was developed that would serve to record the following demographic and clinical detail about each chart:

	· Age
	· History of abuse

	· Gender
	· Mental health treatment history 

	· Ethnicity
	· Substance abuse treatment history 

	· Geographic origin
	· History of hospitalizations

	· Living arrangements
	· DFYS or DJJ involvement

	· Admission and discharge dates
	· Admission diagnosis (DSM-IV, all axes)

	· Educational details
	· Discharge diagnosis (DSM-IV, all axes)

	· Referral source
	· Psychotropic medications at admission 

	· Referral target
	· Psychotropic medications at discharge


No identifiers, such as names, social security numbers, or Medicaid eligibility numbers were extracted.  Wherever possible, items were phrased in such a manner that raters simply checked a list of response options, a presentation that enhances interrater reliability and reduces error.  A few items were open-ended but were recoded to be quantitative in nature after all chart data extractions were complete and a data editor could determine objective grouping options.

Chart Review Procedures

Chart review procedures were carefully planned and implemented consistently across all raters and charts.  All procedures were in compliance with the protocol determined in collaboration with DHSS management and approved by University of Alaska Anchorage’s Institutional Review Board.  Charts were assigned for review to one of seven ACSES staff members who had been trained as raters (see below).  Assignment was based on a carefully-designed randomization method.  


Information Extracted

Information was extracted from the charts by authorized ACSES staff (individuals with or working actively toward a minimum of a master’s degree and/or a clinical credential, such as a licensed psychological associate).  Charts were assigned to raters on a random basis.  For purposes of CAYNA, charts were reviewed using the CANS and the demographic and clinical datasheet, both described above, to obtain the following information:

· CANS ratings at admission (reviewing charts for symptom presentation at intake);

· CANS ratings during treatment (reviewing charts for symptom exacerbation requiring higher ratings than admission) later in treatment; 

· Commensurate treatment plan items (for categories of functioning rated at 2 or 3 at admission, treatment plans were reviewed for evidence of these items’ inclusion in treatment);

· Commensurate treatment review items (for categories of functioning rated at 2 or 3 at admission or during treatment, treatment plan reviews were reviewed for evidence of these items’ inclusion in treatment); and

· Commensurate entries into the discharge summary (for categories of functioning rated at 2 or 3 at admission or during treatment, discharge summaries were reviewed for evidence of these items’ inclusion in the document to summarize treatment progress and to indicate ongoing treatment needs).

Interrater Reliability

Prior to chart data extraction, all raters were trained to an interrater reliability criterion that would meet or exceed Lyons’ recommended criterion of .75 for the CANS; the same criterion was met or exceeded for the demographic and clinical datasheet.  The first step in the interrater reliability process was the attendance of a workshop about the CANS, conducted by John Lyons (the developer of the CANS).  The second step involved a group meeting of raters jointly to review a chart and complete a chart extraction protocol.  This meeting included discussions about agreement and disagreement in ratings with the final goal of making decision trees about items that drew disagreement.  The third step involved the individual review by all raters of the same chart, followed by a meeting to compare rating and discuss agreement and disagreement.  The fourth step involved the separate rating of the same chart by groups of two raters, who then compared ratings.  The overall group of raters then met and each pair discussed its chart and the agreements and disagreements they had.  This final activity resulted in an interrater reliability of 79% agreement.

Drift, or differential changes across raters in how charts were rated, was controlled by randomly assigning some charts to two raters and then comparing ratings.  After this was done, the raters met to discuss these doubly-rated charts and any disagreements in ratings that were noted.  With these activities, interrater reliability improved further and remained above 80% agreement.  A total of seven ACSES staff members was trained as raters and reviewed charts.


Data Editing and Entry

Each chart extraction protocol (i.e., the forms used for the CANS and demographic and clinical datasheet) was reviewed by a data editor shortly after completion.  If the data editor noted inconsistencies or blanks, the protocol was returned to the original rater for correction.  After corrections, a second data editor once again reviewed the forms before data were entered.  Data entry was accomplished using Viking data entry software that requires rekey verification and can limit data fields so as to allow only the entry of characters or numbers that are specified as valid options.  This data entry procedure guarantees virtually error-free data entry.

Statistical Analyses

Once data from the chart reviews were edited, cleaned, and entered, several sets of statistical analyses were performed.  First, descriptive analyses (namely, means, standard deviations, and frequencies) were calculated separately for the in-state and the out-of-state children and youth.  This was done once for each overall sample, and then again for each sample divided into custody versus non-custody children and youth.  Second, inferential statistics were calculated (e.g., analyses of variance and chi square analyses) to compare relevant groups of children and youth receiving services in-state with children and youth receiving services out-of-state.  The inferential analyses used a 2 x 2 multivariate design, with the two independent variables being Location of Service (two levels: in-state versus out-of-state) and Custody Status (two levels: in-custody versus non-custody).  Such comparisons yield two main effects (i.e., the effect of Location of Service, which compares the data for children and youth served in-state to those served out-of-state, and the effect of Custody Status, which compares the data from custody versus non-custody children and youth), and one interaction effect (i.e., the unique blending of Location of Service with Custody Status, which essentially compares four groups: in-custody, in-state children and youth, in-custody, out-of-state children and youth, non-custody, in-state children and youth, non-custody, out-of-state children and youth).  Dependent variables were the chart review ratings based on the CANS and the demographic and clinical datasheet.  Findings from these analyses are presented in the next four chapters.

Chapter Three: Findings about Demographic Characteristics

Andrew is a 14 ½ year old male adolescent who most recently lived in Anchorage, Alaska, with his biological mother.  His ethnicity is Alaska Native and White (with his mother being White and his father being Yupik).  For the past several months, he has been involved with the Division of Juvenile Justice for reasons explained below. Although currently living with his mother, he has a history of foster care and has been in the custody of the Division of Family and Youth Services.  He currently attends a regular classroom, but has a history of truancy and suspensions.

Case composite based on data from the chart reviews 

For sample description purposes, means, standard deviations, and frequencies were calculated separately for the in-state and the out-of-state children and youth and for in-custody and non-custody children and youth.  The in-state group was further divided into three subgroups: higher level residential care (Levels III to V) and acute psychiatric care; shelter care; and substance abuse treatment.  The first grouping was developed for reasons of most relevant comparison to out-of-state children and youth (all of whom receive higher level residential care).  

Statistical comparisons were accomplished via inferential statistics, including ANOVAs and multivariate chi square analyses, using a 2 x 2 design.  The two independent variables were Location of Service (two levels: high-level in-state versus out-of-state) and Custody Status (two levels: in-custody versus non-custody).  Dependent variables of interest to this chapter were the following demographic variables collected through the demographic and clinical datasheet: 

	· Age
	· Most recent living arrangement

	· Gender
	· Most recent school status

	· Ethnicity
	· Juvenile justice status 

	· Geographic origin
	· Termination of parental rights 


Chart information was relatively complete at all levels of care about demographic characteristics of the children and youth being served.  Thus, little missing data is reflected in the tables.  

Children and Youth Receiving Services in the State of Alaska 

Charts for 217 children and youth receiving services in the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following in-state groups are shown in Table One:

1. In-custody children and youth in substance abuse treatment

2. Non-custody children and youth in substance abuse treatment

3. In-custody children and youth in shelters

4. Non-custody children and youth in shelters

5. In-custody children and youth in higher level residential or acute psychiatric care

6. Non-custody children and youth in higher level residential or acute psychiatric care 

Children and Youth in Substance Abuse Treatment 

As summarized in Table One, for the 31 children and youth served in participating substance abuse treatment facilities, seven (22.6%) charts indicated in-custody status and 24 (77.4%) did not.  Regardless of custody status, more boys received substance abuse treatment than girls (54% to 57% versus 42% to 43%).  These children were about 16 years of age with a range from about 13 to 18 years.  Many more Alaska Native children and youth (57% to 67%) were served than White children and youth (33% to 43%), and no children and youth of other ethnicities were represented in this substance abuse treatment sample.  Geographic origins differed somewhat for in-custody versus non-custody children and youth.  Among the in-custody group, almost half of the children and youth came from a rural interior or Northern region of Alaska, followed by children and youth from the Kenai Peninsula and Juneau.  Among the group of non-custody children and youth, a quarter came from Northern or Interior Alaska, a fifth from Juneau, another fifth from Fairbanks, and the rest from various other regions of the state.  The most common recent living arrangement for the in-custody group was an emergency shelter, as compared to a juvenile justice facility for the non-custody group.  No other pattern was noted for the custody group; the non-custody group’s next most common prior living arrangement was with parents or other biological relatives.  With regard to educational setting, the in-custody group was split evenly between children and youth who attended a regular classroom and children and youth who attended school in a treatment facility.  A third of the non-custody group attended a regular classroom, followed by having dropped out, having been expelled or suspended, and having attended school in a treatment facility.  Almost all non-custody children and youth were involved with the Division of Juvenile Justice, as compared to almost 60% of the in-custody youth.  None of these children and youth had parental rights terminated.  

Children and Youth in Emergency Shelters (DFYS Level II Care) 

As summarized in Table One, of the 44 children and youth served in shelters in Alaska, 32 (72%) had in-custody status and 12 (28%) did not.  Regardless of custody status, boys were overrepresented in shelters as compared to girls (75% versus 25%) and Alaska Native children and youth were overrepresented (50% to 65%) as compared to White children and youth (13% to 25%), especially given statewide population proportions (19% Alaska Native and 61% White).  Both groups were about 14 years of age.  Perhaps as a function of where the shelters were located, in-custody children and youth were more likely to come from Anchorage and the Northern and Interior regions of the state, whereas non-custody children were more likely to live in rural regions of Alaska’s Southeast and the MatSu region.  Regardless of custody status, the most common living arrangement for children and youth currently receiving care in a shelter was with biological parents or in a juvenile justice setting.  The third most common placement for in-custody children and youth was foster care, for non-custody children it was the home of a biological relative.  Most common educational setting for both groups was a regular classroom.  In-custody children and youth were also likely to receive special education or to have dropped out of school, whereas non-custody children and youth were likely to have dropped out.  Not surprisingly, given findings about recent living arrangements, these children were very likely to have had some involvement with the juvenile justice system.  Of the in-custody children, almost 20% had parental rights terminated. 

Children and Youth in Higher Level Care 

As summarized in Table One, of the 142 children and youth receiving in-state, higher level services, 73 (51.4%) had in-custody status and 69 (48.6%) did not.  Regardless of custody status, children in higher level care in the state of Alaska are about 14½ to 15 years old, more likely to be male than female, from Anchorage, and living with their biological parents, and attending a regular classroom.  Several notable differences emerged between the in-custody and non-custody children and youth.  In the in-custody group, Alaska Native children were overrepresented; the second and third most likely region of origin was rural Interior and Northern Alaska and Juneau, respectively; common recent living arrangements included acute psychiatric hospitals, shelters, and juvenile justice facilities in that order; most recent education not received in a regular class room was received in a treatment setting or not at all due to the children and youth having dropped out; more children and youth than not were involved with the Division of Juvenile Justice; and almost 10% of children and youth had parental rights terminated.  In the non-custody group, there were more White than Alaska Native children, though Alaska Native children were still overrepresented given statewide population proportions; children and youth not from Anchorage were most likely from rural Northern or Interior Alaska, or from the Kenai Peninsula; second most common living arrangement was a juvenile justice facility, followed by acute psychiatric hospitalization; special education was common among these children as was having dropped out; fewer than half had been involved with the Division of Juvenile Justice.  

Children and Youth Receiving Services Outside of the State of Alaska 

Charts for 133 children and youth receiving services outside of the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following two out-of-state groups are shown in Table One:

1. In-custody children and youth 

2. Non-custody children and youth 

As summarized in Table One, of the 133 children and youth receiving out-of-state, higher level services, 43 (32.3%) had in-custody status and 90 (67.7%) did not.  Regardless of custody status, children in out-of-state care were on average 14 years of age, more likely to be male (56% to 58%) than female (42% to 44%).  Most common geographic origin was Anchorage for both groups (44% to 58%), followed by rural Interior or Northern regions of Alaska for the in-custody group (19%).  The most common prior living arrangement for both groups was an acute psychiatric care facility with 40% of in-custody and 46% of non-custody children and youth having resided in such a setting.  The next most common placements for in-custody children and youth were residential care (16%), biological parents (12%), and foster care (9%) or juvenile justice (9%).  The non-custody youth next most commonly lived with their biological parents (24%), followed by placements in residential care (14%) or with adoptive parents (6%).  Most of the in-custody children were receiving their most recent schooling in a treatment facility (42%), followed by a special education classroom (30%), or a regular classroom (16%).  Only 5% of the in-custody children and youth had been expelled or suspended.  Among the non-custody children and youth, most had received their pre-treatment schooling in a regular classroom (33%), a treatment facility (20%), a special education classroom (19%), or had been suspended or expelled (19%).  Criminal behavior and resultant involvement of the Division of Juvenile Justice (DJJ) was reported in almost equal proportions for the two groups, with 44% of children and youth with in-custody involvement and 47% of non-custody children and youth having documented criminal history and DJJ involvement.  Parental rights had been terminated for 40% of the in-custody children and youth, but for none of the children and youth in the non-custody group. 

Details About Significant Differences

All children and youth receiving services out-of-state are high acuity children and youth.  Hence, inferential statistics were based on comparisons between the high acuity in-state group and the entire out-of-state group.  Age was analyzed using an ANOVA (given its continuous nature); all other variables were analyzed using chi square analyses (given their categorical nature).  

Statistically significant age differences were noted only for the main effect of custody status, with in-custody children and youth being younger than non-custody children and youth.  Mean age for the in-custody group was 14.3, as compared to 14.9 for the non-custody group.  However, although this analysis reached statistical significance, it has little clinical or practical significance given the small range of ages represented.  Average age did not differ for in-state versus out-of-state children and youth.  Groups did not vary with regard to gender.  In all groups, boys made up a larger percentage, generally with about 58% boys to 42% girls.

Ethnicity varied to a statistically significant degree across the in-state versus out-of-state groups and the in-custody versus non-custody groups, but also as a function of the interaction of these two groupings.  The main effects for Location of Service and Custody Status, as well their interaction, are shown in the following graph:
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Children and youth treated out-of-state or having non-custody status were more likely to be White; children and youth with in-custody status were more likely to be Alaska Native and less likely to be of ethnicities other than White or Alaska Native.  Notably, among the out-of-state non-custody children and youth, the majority were White.  Among the in-state, in-custody children and youth, the majority were Alaska Native.  The in-state non-custody group had more children and youth of ethnicities other than White or Alaska Native than any other group.  Thus, the interaction of Custody Status and Location of Services is a powerful one that seems to override the main effects.  Some dynamic is keeping Alaska Native in-custody children and youth in-state and is sending White non-custody children and youth outside.  Children and youth of other ethnicities are least likely to be in custody and most likely to be served in-state.

No statistically significant differences were noted across groups with regard to geographic origin, recent living arrangements, or DJJ involvement.  However, significantly fewer children and youth receiving services out-of-state had DHSS involvement than children and youth who were served in state, as shown in the following graph:
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If looked at another way, these data reveal that of the 116 in-custody children and youth served in higher-level residential or acute psychiatric care, either in-state or out-of-state, 37% were served in out-of-state agencies and 64% in in-state agencies.  Of the 159 non-custody children and youth served in higher level care, 57% were served in out-of-state and 43% in in-state agencies.  Thus, it appears that non-custody children and youth were actually more likely to receive services out-of state than in-custody children and youth.  

Table One

Demographic Characteristics

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	Demographic Variables

 
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	Number of children and youths

 
	7 of 31 (23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	Age (M, SD)

 
	16.2 (1.5) 13-17
	16.2 (1.2) 13-18
	14.1 (4.0) 4-18
	14.6 (2.4) 9-17
	14.4 (2.3) 6-17
	15.0 (2.5) 6-18
	14.2 (2.3) 7-18
	14.8 (2.2) 5-18

	Gender


	 
	 
	 
	 
	 
	 
	 
	 

	 
	Boys
	4 (57.1)
	13 (54.2)
	24 (75.0)
	9 (75.0)
	43 (58.9)
	40 (58.0)
	24 (55.8)
	52 (57.8)

	 
	Girls
	3 (42.9)
	10 (41.7)
	8 (25.0)
	3 (25.0)
	30 (41.1)
	29 (42.0)
	19 (44.2)
	38 (42.2)

	Ethnicity


	 
	 
	 
	 
	 
	 
	 
	 

	 
	Alaska Native
	4 (57.1)
	16 (66.7)
	21 (65.6)
	6 (50.0)
	40 (54.8)
	19 (27.5)
	21 (48.8)
	20 (22.2)

	 
	White
	3 (42.9)
	8 (33.3)
	4 (12.5)
	3 (25.0)
	25 (34.2)
	34 (49.3)
	17 (39.5)
	62 (68.9)

	 
	Other
	0
	0
	4 (12.5)
	1 (8.3)
	2 (2.8)
	14 (20.3)
	5 (11.6)
	8 (8.8)

	 
	Missing
	0
	0
	3 (9.4)
	2 (16.7)
	6 (8.3)
	2 (2.9)
	0
	0

	Geographic origin


	 
	 
	 
	 
	 
	 
	 
	 

	 
	Southcentral 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	   Anchorage
	0
	2 (8.3)
	11 (34.4)
	1 (8.3)
	24 (32.9)
	33 (47.7)
	19 (44.2)
	52 (57.7)

	 
	   MatSu 
	0
	0
	2 (6.3)
	2 (16.7)
	5 (6.9)
	5 (7.2)
	4 (9.3)
	8 (8.9)

	 
	   Rural region
	0
	0
	0
	0
	2 (2.7)
	1 (1.4)
	0
	1 (1.1)

	 
	Southeast
	 
	 
	 
	 
	 
	 
	 
	 

	 
	   Juneau
	1 (14.3)
	5 (20.8)
	2 (6.3)
	3 (25.0)
	9 (12.3)
	5 (7.2)
	1 (2.3)
	3 (3.3)

	 
	   Rural region
	0
	1 (4.2)
	3 (9.4)
	1 (8.3)
	4 (5.4)
	2 (2.9)
	5 (11.6)
	3 (3.3)

	 
	Northern/Interior
	 
	 
	 
	 
	 
	 
	 
	 

	 
	   Fairbanks
	0
	5 (20.8)
	2 (6.3)
	1 (8.3)
	4 (5.4)
	3 (4.3)
	3 (7.0)
	8 (8.9)

	 
	   Rural region
	3 (42.9)
	6 (25.0)
	8 (25.0)
	1 (8.3)
	17 (23.3)
	8 (11.6)
	8 (18.7)
	7 (7.8)

	 
	Gulf Coast
	 
	 
	 
	 
	 
	 
	 
	 

	 
	   Kenai Peninsula
	2 (28.6)
	2 (8.3)
	2 (6.3)
	1 (8.3)
	5 (6.9)
	8 (11.6)
	1 (2.3)
	7 (7.8)

	 
	   Other Gulf coast
	0
	1 (4.2)
	0
	1 (8.3)
	2 (2.7)
	4 (5.8)
	2 (4.6)
	1 (1.1)

	 
	   Missing
	1 (14.3)
	2 (8.3)
	2 (6.3)
	1 (8.3)
	1 (1.5)
	0
	0
	0

	Most recent living arrangement
	 
	 
	 
	 
	 
	 
	 
	 

	 
	With biological parent(s)
	1 (14.3)
	5 (20.8)
	13 (40.6)
	6 (50.0)
	16 (22.2)
	33 (47.8)
	5 (11.6)
	22 (24.4)

	 
	With adoptive parent(s)
	0
	0
	0
	0
	0
	1 (1.4)
	3 (7.0)
	5 (5.6)

	 
	With biological relative
	1 (14.3)
	2 (8.3)
	0
	2 (16.7)
	6 (8.3)
	2 (2.9)
	1 (2.3)
	4 (4.4)

	 
	Independent living
	0
	0
	0
	0
	0
	0
	0
	0

	 
	Foster Home
	0
	0
	5 (15.6)
	0
	7 (9.7)
	1 (1.4)
	4 (9.3)
	1 (1.1)

	 
	Therapeutic Foster Home
	0
	0
	1 (3.1)
	0
	1 (1.4)
	0
	0
	0

	 
	Shelter or emergency housing
	3 (42.9)
	2 (8.3)
	5 (15.6)
	0
	11 (15.3)
	4 (5.8)
	0
	0

	
	Juvenile Justice Secure Facility
	1 (14.3)
	14 (58.3)
	7 (21.9)
	4 (33.3)
	10 (13.9)
	11 (15.9)
	4 (9.3)
	3 (3.3)

	 
	Group Home (Supervised Apartment, Supportive Living)
	0
	0
	0
	0
	2 (2.8)
	1 (1.4)
	1 (2.3)
	0

	 
	Acute Psychiatric Hospital
	0
	0
	0
	0
	12 (16.7)
	8 (11.6)
	17 (39.5)
	41 (45.6)

	 
	Residential Treatment
	0
	0
	1 (3.1)
	0
	6 (8.3)
	3 (4.3)
	7 (16.3)
	13 (14.4)

	 
	Missing
	0
	1 (4.2)
	0
	0
	0
	5 (7.2)
	1 (2.3)
	1 (1.1)

	Most recent school status


	 
	 
	 
	 
	 
	 
	 
	 

	 
	Mainstream class room
	3 (42.9)
	8 (33.3)
	12 (37.5)
	8 (66.7)
	23 (31.5)
	21 (30.4)
	7 (16.3)
	30 (33.3)

	 
	Special education classroom
	0
	1 (4.2)
	5 (15.6)
	1 (8.3)
	11 (15.1)
	16 (23.2)
	13 (30.2)
	17 (18.9)

	 
	Home schooled
	0
	0
	0
	0
	1 (1.1)
	1 (1.4)
	2 (4.7)
	3 (3.3)

	 
	Dropped Out
	0
	6 (25.0)
	5 (15.6)
	2 (16.7)
	10 (13.7)
	12 (17.4)
	0
	4 (4.4)

	 
	Suspended or expelled
	0
	4 (16.7)
	2 (6.3)
	1 (8.3)
	5 (6.8)
	9 (13.0)
	2 (4.7)
	17 (18.9)

	 
	Treatment facility school
	3 (42.9)
	3 (12.5)
	1 (3.1)
	0
	21 (28.8)
	9 (13.0)
	18 (41.9)
	18(20.0)

	 
	Missing
	1 (14.3)
	2 (8.3)
	7 (21.9)
	0
	2 (2.7)
	1 (1.4)
	1 (2.3)
	0

	Juvenile justice status


	 
	 
	 
	 
	 
	 
	 
	 

	 
	DJJ involvement
	4 (57.1)
	23 (96.8)
	19 (59.4)
	9 (75.0)
	41 (56.2)
	30 (43.5)
	19 (44.2)
	42 (46.7)

	 
	No DJJ involvement
	3 (42.9)
	1 (4.2)
	11 (34.4)
	3 (25.0)
	32 (43.8)
	39 (56.5)
	24 (55.8)
	48 (53.3)

	Parental Rights Terminated


	0
	0
	6 (18.8%)
	0
	 7 (9.6%)
	0
	17 (39.5%)
	0


Chapter Four: Findings about Diagnosis-Related Information

Andrew was removed from the care of his biological parents repeatedly due to a past history of severe and repeated physical abuse.  Alcohol use by both of his parents has played a role during the abusive episodes, although no fetal alcohol symptoms are noted in Andrew.  Andrew is currently diagnosed as having a conduct disorder, attention deficit disorder, and several learning disabilities, with an additional concern that he may be abusing alcohol.  He has no current medical diagnosis, but has received emergency room care for fractures on two occasions.  Stimulant medication (Ritalin) is currently being considered.  Problems are noted in his social environment, his educational environment, and with his peer group.  His current GAF is 40.

Case composite based on data from the chart reviews 

For sample description purposes, means, standard deviations, and frequencies were calculated separately for the in-state and the out-of-state children and youth and for in-custody and non-custody children and youth.  The in-state group was further divided into three subgroups: higher level residential care (Levels III to V) and acute psychiatric care; shelter care; and substance abuse treatment.  The first grouping was developed for reasons of most relevant comparison to out-of-state children and youth (all of whom receive higher level residential care).  

Statistical comparisons were accomplished via inferential statistics, including ANOVAs and multivariate chi square analyses, using a 2 x 2 design.  The two independent variables were Location of Service (two levels: high-level in-state versus out-of-state) and Custody Status (two levels: in-custody versus without non-custody).  Dependent variables of interest to this chapter were the following diagnosis-related variables, collected through the demographic and clinical datasheet: 

· history of abuse and neglect;

· history of fetal alcohol or drug exposure;

· psychotropic medications at admission;

· psychotropic medications at discharge;

· DSM-IV diagnoses at admission (five axes); and

· DSM-IV diagnoses at discharge (five axes).

Chart information was somewhat incomplete, especially at the lower levels of care, about diagnosis-related clinical characteristics of the children and youth being served.  For example, in more than half of the charts obtained from emergency shelters, no information was provided about abuse histories or psychotropic medications at discharge; further, none of these agencies provided DSM-IV Axis II, III, or IV information at discharge.  Specific information about the amount of missing data in each relevant setting is reflected in the tables.  Out-of-state agencies appeared to have the least amount of missing data in this category of analysis.

Children and Youth Receiving Services in the State of Alaska 

Charts for 217 children and youth receiving services in the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following six in-state groups are shown in Table Two:

1. In-custody children and youth in substance abuse treatment

2. Non-custody children and youth in substance abuse treatment

3. In-custody children and youth in shelters

4. Non-custody children and youth in shelters

5. In-custody children and youth in higher level residential or acute psychiatric care

6. Non-custody children and youth in higher level residential or acute psychiatric care 

Children in Substance Abuse Treatment 

As summarized in Table Two, both groups of children and youth receiving substance abuse treatment had surprisingly high rates of abuse in their histories, although the in-custody group had much higher rates than the non-custody group.  The charts of as many as 86% of the in-custody youth reported physical abuse, 57% physical neglect, 43% sexual abuse, and 29% emotional neglect.  Among the non-custody group, physical abuse was documented for 46%, sexual abuse for 25%, emotional neglect for 25%, and emotional abuse for 20%.  Only one child in the entire group of 31 in this category of treatment had some documentation in the chart about fetal alcohol exposure.  Psychotropic medications were rarely reported (only for three of the 31 youth), both at admission and discharge, regardless of custody status. 

According to DSM-IV Axis I diagnoses, most of the children and youth in substance abuse treatment are multiply diagnosed with several substance abuse or substance dependence diagnoses, but not with coexisting mental health disorders.  Average number of diagnoses was about two per child, with almost all having at least two diagnoses on Axis I.  The non-custody children and youth were slightly more likely to have a coexisting adjustment disorder diagnosis than the in-custody group.  All in all, however, this group of children and youth appears to struggle primarily with issues of substance abuse and substance dependence.

Based on DSM-IV Axis II admission and discharge diagnoses, none of these children and youth was diagnosed either with a personality disorder or mental retardation.  According to Axis III at admission and discharge, medical conditions were rare, with only three children having medical concerns at either time frame.  DSM-IV Axis IV information revealed that both groups of children experienced a range of disruptions in their psychosocial environment, with 55% to 70% facing concerns with their support group at admission and 43% to 75% at discharge, 50% to 60% facing environmental problems at admission and 25% to 57% at discharge, and many facing educational disruption.  GAF scores at admission averaged 50 to 51 for both groups; discharge GAFs were 64 for the in-custody and 58 for the non-custody group.

Children in Emergency Shelters (DFYS Level II Care) 

Much of the diagnosis-related information was missing in the charts received from emergency shelter programs, understandable to a degree given short the lengths of stay and emergency care focus of these programs.  For several variables, as many as 60% of the charts did not contain any information; for some, none contained the information (e.g., discharge DSM-IV diagnosis).  

As summarized in Table Two, although both groups of children and youth receiving this level care were likely to have experienced some sort of abuse, as many as 40% of in-custody children and youths had been victimized, as compared to 25% of non-custody children and youth.  None of the charts of in-custody children and youth indicated that there had been no abuse, as compared to roughly 15% of the charts of non-custody children.  In the in-custody group, the most common forms of abuse were physical abuse and neglect, followed by emotional neglect and abuse, and sexual abuse; in the non-custody group, physical abuse and neglect were equaled by levels of sexual abuse and emotional neglect.

Suspected or actual evidence of fetal alcohol spectrum disorders (FASD) was reported in over 20% of the in-custody charts, but in fewer than 10% of the non-custody charts.  Similarly, in-custody children and youth were more likely than non-custody children and youth to have received psychotropic medications (15% versus 8%).  The most commonly used psychotropics in the in-custody group were antipsychotics.

Children and youth in emergency shelters are not often diagnosed via traditional DSM-IV diagnoses and therefore there is much missing diagnostic data.  In-custody children and youth tended to arrive without admission diagnoses, but left with some preliminary diagnoses at discharge; non-custody children and youth tended to arrive with a diagnosis but left without.  Overall, the diagnoses most commonly represented in this group were PTSD, alcohol abuse, conduct disorder, depression, and drug abuse.  This information is possibly less than reliable given the amount of missing data and the fact that emergency shelters do not typically diagnose children and youth (i.e., rely on referring providers to do so).

Based on DSM-IV Axis II admission diagnoses (as no discharge information was available from these programs serving non-custody children and youths), none of these children and youths were diagnosed with personality disorders, and only one child had a diagnosis of mental retardation.  At admission, DSM-IV Axis IV diagnoses revealed more psychosocial problems for in-custody than non-custody children and youth.  Concerns were noted most commonly, for both groups, regarding support group (43% to 50%), social environment (17% to 31%), educational attainment (25% to 38%), and housing (8% to 25%).  Average admission GAF (DSM-IV Axis V) was higher for in-custody children and youths, but still only rated at 45 on average, as compared to 40 for the non-custody children and youths.  

Children in Higher Level Care 

As summarized in Table Two, rate of abuse was notable in both groups receiving services in higher level residential or acute psychiatric care, with as many as 67% of in-custody children and youth reporting physical abuse, 47% physical neglect, 41% sexual abuse, and 40% emotional neglect.  Non-custody children and youth also reported abuse, but to a lesser degree (33% physical abuse, 30% emotional abuse, and 23% sexual abuse).  Notable for both groups of children and youth, a good percentage of charts had missing information (25% to 36%).  Fetal alcohol spectrum disorders were reported for over 30% of the in-custody children and youth and for roughly 16% of non-custody children.  Over half of the children and youth in both groups were on psychotropic medications at admission and/or discharge.  The most common psychotropic medications among in-custody children and youth were antipsychotics (52.7%), followed by mood stabilizers (26%).  For the non-custody group, the most common psychotropics were antipsychotics (41%) and antidepressants (36%).

The bulk of these children and youth, regardless of custody status, were multiply diagnosed with only 25% to 33% having a single DSM-IV Axis I diagnoses.  Average number of Axis I diagnoses was 2.0 to 2.3 at admission and 1.7 to 1.8 at discharge.  The most common diagnoses with which children and youth presented at admission were depression, bipolar disorder, conduct disorder, alcohol abuse, other drug abuse, and posttraumatic stress disorder (PTSD).  The most common diagnoses at discharge were depression, conduct disorder, bipolar disorder, attention-deficit hyperactivity disorder (ADHD), and oppositional defiant disorder.  

DSM-IV Axis II diagnoses were rare among these children at both admission and discharge; in fact none of the in-custody children had either personality disorders or mental retardation.  DSM-IV Axis III diagnoses were noted at admission for 41% to 42% of children regardless of custody status; some differences emerged between the in-custody/non-custody groups at discharge, with 33% of in-custody youth and 45% of non-custody youth having Axis III diagnoses at discharge.  DSM-IV Axis IV information revealed that both groups of children experienced a range of disruptions in their psychosocial environment, with 50% to 60% facing concerns with their support group at admission and 40% to 44% at discharge, almost 40% facing environmental problems at admission and almost 30% at discharge, and roughly 10% facing educational disruption.  GAF scores at admission averaged 40 for the in-custody group and 38 for the non-custody group; discharge GAFs were 46 and 50, respectively.  

Children and Youth Receiving Services Outside of the State of Alaska 

Charts for 133 children and youth receiving services outside of the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following two out-of-state groups are shown in Table Two:

1. In-custody children and youth 

2. Non-custody children and youth 

As summarized in Table Two, not surprisingly, rate of abuse was highest among the children and youth receiving out-of-state services and being in-custody.  As many as 70% reported physical abuse, 58% sexual abuse, 53% emotional abuse, 51% emotional neglect, and 51% physical neglect.  The non-custody group was also commonly victimized, with 43% of children and youth having experienced physical abuse, 35% sexual abuse, 26% emotional abuse, 20% physical neglect, and 19% emotional neglect.  Fetal alcohol spectrum disorders were suspected or diagnosed among half of the in-custody children and youth receiving out-of-state services, and among 30% of non-custody children and youth.  Psychotropic medications were reported at admission for 81% of in-custody and 77% of non-custody youth, as well as at discharge for 86% and 73%, respectively.  The most common psychotropics among both the in-custody and the non-custody groups were antipsychotics (77% and 56%, respectively), antidepressants (47% and 49%, respectively), and mood stabilizers (37% and 26%, respectively.  

Most of the children and youth receiving services out-of-state were multiply diagnosed, with about three diagnoses at both admission and discharge.  Only about 10% were singly diagnosed, revealing the high level of disturbance among these children and youth.  Interestingly, these children and youth on average actually had slightly more diagnoses at discharge than at admission.  Common admission diagnoses were depression, oppositional defiant disorder, bipolar disorder, conduct disorder, ADHD, and PTSD (the latter especially among the in-custody children and youth).  Most common discharge diagnoses were depression, conduct disorder, PTSD, ADHD, bipolar disorder, and alcohol or other drug abuse.

Few children and youth had DSM-IV Axis II diagnoses, although non-custody youth were slightly more likely to receive such diagnoses at discharge than in-custody youth (specifically, 8% had personality disorder diagnoses and 3% were diagnosed with mental retardation).  Axis III diagnoses were noted for about 60% of children and youth at admission and for 50% at discharge.  Average GAF at admission was 39 for in-custody and 36 for non-custody children and youth; discharge GAFs were 48 and 36 respectively.  

Detail About Significant Differences

All children and youth receiving services out-of-state are high acuity children and youth.  Hence, inferential statistics were based on comparisons between the high acuity in-state group and the entire out-of-state group.  GAFs and number of Axis I diagnoses (DSM-IV Axis V) were analyzed using ANOVAs; all other variables were analyzed using multivariate chi square analyses (given their categorical nature).  

Children and youth served in-state versus out-of-state did not differ from one another with regard to rate of abuse they had encountered.  As one would expect, in-custody versus non-custody children and youth versus did evidence significant differences in this regard.  The following patterns were observed and reached statistical significance for all variables shown:
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FASD rates differed for the in-custody and non-custody groups, across children and youth in-state versus out-of-state, and for the interaction.  More youth served out-of-state (39% versus 26%) and more in-custody youth (42% versus 26%) had evidence of fetal alcohol spectrum disorders documented in their charts.  However, the highest rate of FASD was identified for the out-of-state in-custody group, which had a rate of 54%.  FASD rate for the overall sample was 33%.  
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Differences emerged regarding rate of youth on psychotropic medications at admission for the in-state versus out-of-state groups, but not the in-custody versus non-custody group.  More youth in the out-of-state group were on psychotropic medications at admission (78%), than youth receiving services in-state (53%).  Interestingly, differences disappeared at discharge, when rates equaled out.  This lack of difference at discharge appeared to result from the fact that the out-of-state medication rate stayed relatively stable from admission to discharge, but rose for youth served in state.  By the end of the current treatment episode, in-state and out-of-state children became equally likely to be on psychotropics (78% in-state; 81% out-of-state).
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Patterns of Axis I diagnoses were explored using discharge diagnoses, which tend to be more accurate than admission diagnoses, especially among clients with long stays, a condition met by the high-acuity in-state, as well as the out-of-state group of children and youth.  Analyses revealed that the in-custody and non-custody groups did not differ with regard to number of diagnoses on Axis I.  However, out-of-state children and youth had significantly more Axis I diagnoses than in-state children and youth (3.1 versus 1.8).  About 20% of the in-state children and youth had only a single diagnosis, as compared to fewer than 5% of the out-of-state children and youth.  Given recent assertions that multiple disorders are the most defining characteristic of severe mental illness (Kessler & Zhao, 1999), these findings clearly suggest that a clinically significantly larger portion of the out-of-state group of children and youth may be seriously emotionally disturbed than of the in-state group.  As the following graph indicates, diagnostic patterns were very similar across groups.  A graph was provided despite a lack of statistically significant differences between groups to provide a visual presentation of diagnostic data for the children and youth (and because statistical significance may not have been reached because of the skewed nature of the data resulting in empty cells).  Cleary, the most common type of diagnoses was depressive disorders, followed by substance abuse/dependence and conduct disorder.  PTSD was noted slightly more commonly for the out-of-state than the in-state group.  
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Medical disorders (as diagnosed on DSM-IV Axis III), were more common among children and youth served out-of-state than children and youth served in-state (with no difference between in-custody and non-custody groups) at admission, a difference that was not present at discharge. Specifically, 59% of the out-of-state children and youth had medical diagnoses at admission as compared to 40% of in-state children and youth.  This rate stayed stable for in-state children and youth but improved significantly for out-of-state children and youth.  By discharge, the in- and out-of-state children and youth no longer differed, as the following graph shows:
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Significant differences were noted regarding level of functioning at admission, but not at discharge as measured via the General Assessment of Functioning score noted on DSM-IV Axis V (GAF).  Children served out-of-state had significantly lower GAFs (Mean=36.7) at admission than children served in-state (Mean=39.1).  Interestingly, in-custody youth had significantly higher GAFs at admission (Mean=39.7) than non-custody youth (36.6).  All groups showed statistically significant improvements in GAF from admission to discharge.  The most notable improvement occurred among non-custody children.  These youth started out with the lowest admission GAFs (average of 36.6), and made the largest improvements, ending up with an average of 51.9 (for an increase of 15.3 points).  The smallest, but still statistically significant, improvement was made by the in-custody group, which started at a 39.7 and ended at 47.3 (for an increase of 7.6 points).  The following graph shows this pattern of improvements.
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Table Two

Diagnosis-Related Information

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	Diagnosis-Related Variables
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	Number of children and youth
	7 of 31 (23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	History of abuse
	 
	 
	 
	 
	 
	 
	 
	 

	
	Physical abuse
	6 (85.7)
	11 (45.8)
	13 (40.6)
	3 (25.0)
	48 (66.7)
	23 (33.3)
	30 (69.8)
	39 (43.3)

	
	Physical neglect
	4 (57.1)
	5 (20.8)
	13 (40.6)
	3 (25.0)
	34 (47.2)
	8 (11.6)
	22 (51.2)
	18 (20.0) 

	
	Emotional abuse
	1 (14.3)
	5 (20.8)
	9 (28.1)
	2 (16.7)
	29 (40.3)
	21 (30.4)
	23 (53.5)
	24 (26.7) 

	
	Emotional neglect
	2 (28.6)
	6 (25.0)
	12 (37.5)
	3 (25.0)
	27 (37.5)
	7 (10.1)
	22 (51.2)
	17 (18.9) 

	
	Sexual abuse
	3 (42.9)
	6 (25.0)
	6 (18.8)
	3 (25.0)
	30 (41.7)
	16 (23.2)
	25 (58.1)
	32 (35.5) 

	
	Missing
	4 (57.1)
	11 (45.8)
	19 (59.4)
	7 (58.3)
	26 (36.1)
	17 (24.6)
	6 (14.0)
	18 (20.0)

	History of fetal alcohol/drug exposure
	 
	 
	 
	 
	 
	 
	 
	 

	
	Yes, evidence presented
	0
	1 (4.2)
	2 (6.2)
	0
	5 (6.9)
	1 (1.4)
	5 (11.6)
	5 (5.5)

	
	Yes, suspected
	0
	0
	5 (15.6)
	1 (8.3)
	19 (26.4)
	10 (14.5)
	17 (39.5)
	22 (24.4)

	
	Missing
	0
	0
	5 (15.6)
	1 (8.3)
	3 (4.2)
	5 (7.2)
	0
	0

	Psychotropic medications at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	Yes
	1 (14.3)
	3 (12.5)
	8 (25.0)
	1 (8.3)
	41 (56.9)
	31 (52.2)
	35 (81.4)
	69 (76.7)

	
	Missing
	0
	2 (8.3)
	8 (25.0)
	1 (8.3)
	4 (5.4)
	2 (2.9)
	0
	0

	Psychotropic medications at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	Yes
	1 (14.3)
	2 (8.3)
	5 (15.5)
	1 (8.3)
	38 (52.8)
	49 (71.0)
	37 (86.0)
	66 (73.3)

	
	Antidepressant
	1 (14.3)
	2 (8.3)
	0
	0
	10 (13.7)
	25 (36.2)
	20 (46.5)
	44 (48.9)

	
	Anti-anxiety 
	0
	0
	1 (3.1)
	0
	0
	3 (4.3)
	0
	4 (4.5)

	
	Anti-psychotic
	0
	0
	5 (15.5)
	0
	36 (52.7)
	28 (40.6)
	32 (77.4)
	50 (55.6)

	
	Mood stabilizer
	0
	1 (4.2)
	0
	1 (8.3)
	19 (26.0)
	13 (18.8)
	16 (37.2)
	23 (25.6)

	
	Stimulant
	0
	0
	0
	1 (8.3)
	8 (11.0)
	9 (13.0)
	8 (18.6)
	16 (17.8)

	
	Side effect medication 
	0
	0
	1 (3.1)
	0
	2 (2.7)
	3 (4.3)
	10 (23.3)
	8 (8.9)

	
	Medication for medical reason
	0
	0
	2 (6.2)
	0
	4 (5.5)
	2 (2.9)
	19 (44.2)
	22 (24.4)

	
	Missing
	2 (28.6)
	4 (16.7)
	17 (53.1)
	5 (41.7)
	18 (24.6)
	5 (7.2)
	4 (9.3)
	3 (3.3)

	Number of Axis I diagnoses at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	One
	0
	2 (8.3)
	6 (18.8)
	2 (16.6)
	19 (26.0)
	23 (33.3)
	3 (7.0)
	12 (13.3)

	
	Two
	2 (28.6)
	11 (45.9)
	4 (12.5)
	1 (8.3)
	18 (24.6)
	24 (34.8)
	12 (27.9)
	29 (32.2)

	
	Three or more
	5 (71.4)
	10 (41.7)
	7 (21.9)
	4 (33.3)
	29 (39.7)
	18 (26.0)
	28 (60.5)
	49 (54.4)

	
	Mean and SD
	2.86 (0.7)
	2.42 (1.02)
	1.25 (1.55)
	1.58 (1.78)
	2.29 (1.54)
	2.01 (1.27)
	3.05 (1.19)
	2.87 (1.26)

	Types of Axis I diagnoses at admission*
	 
	 
	 
	 
	 
	 
	 
	 

	
	Abuse and Neglect
	0
	0
	0
	4 (33.3)
	4 (5.5)
	2 (2.9)
	7 (16.3)
	6 (6.7)

	
	ADHD
	0
	0
	0
	1 (8.3)
	0
	0
	14 (32.6)
	22 (24.4)

	
	Adjustment disorder 
	0
	7 (29.2)
	0
	1 (8.3)
	5 (6.8)
	0
	2 (4.7)
	0

	
	Alcohol abuse
	5 (71.4)
	7 (29.2)
	0
	2
	11 (15.1)
	9 (13.0)
	3 (7.0)
	13 (14.4)

	
	Alcohol dependence
	2 (28.6)
	10 (41.7)
	0
	1 (8.3)
	0
	1 (1.4)
	1 (2.3)
	1 (1.1)

	
	Anxiety disorders 
	0
	0
	0
	0
	3 (4.1)
	0
	4 (9.3)
	11 (12.2)

	
	Bipolar disorder 
	0
	0
	0
	0
	11 (15.1)
	11 (15.9)
	11 (25.6)
	16 (17.8)

	
	Conduct disorders
	0
	1 (4.2)
	0
	5
	12 (16.4)
	12 (17.4)
	9 (20.9)
	18 (20.0)

	
	Depressive disorders
	0
	0
	0
	1 (8.3)
	31 (42.5)
	30 (43.5)
	22 (51.2)
	47 (52.2)

	
	Eating disorder
	0
	0
	0
	0
	0
	2 (2.9)
	0
	6 (6.7)

	
	Impulse control
	0
	0
	0
	0
	3 (4.1)
	1 (1.4)
	5 (11.6)
	9 (10.0)

	
	Learning disorders
	0
	0
	0
	3 (25.0)
	9 (12.3)
	5 (7.2)
	8 (18.6)
	13 (14.4)

	
	Oppositional Defiant Disorder 
	1 (14.3)
	2 (8.3)
	1 (3.1)
	1 (8.3)
	23
	15 (21.7)
	12 (27.9)
	30 (33.3)

	
	Other childhood disorders
	0
	0
	0
	0
	1 (1.4)
	7 (10.1)
	4 (9.3)
	8 (8.9)

	
	Other drug abuse
	4 (57.1)
	12 (50.0)
	0
	2 (16.7)
	12 (16.4)
	10
	9 (20.9)
	31 (34.4)

	
	Other drug dependence
	7 (100.0)
	19 (79.2)
	0
	1 (8.3)
	7 (9.6)
	7 (10.1)
	4 (9.3)
	13 (14.4)

	
	Psychotic disorders
	0
	0
	0
	0
	0
	3 (4.3)
	1 (2.3)
	4 (4.4)

	
	PTSD
	1 (14.3)
	0
	2 (6.3)
	0
	19 (26.0)
	9 (13.0)
	18 (41.9)
	12 (13.3)

	
	V codes
	0
	0
	0
	2 (16.7)
	5 (6.8)
	2 (2.9)
	6 (14.0)
	8 (8.9)

	Axis II diagnoses at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	Personality disorders
	0
	0
	0
	0
	0
	0
	3 (7.0)
	3 (3.3)

	
	Mental retardation
	0
	0
	1 (3.1)
	0
	0
	2 (2.9)
	3 (7.0)
	1 (1.1)

	
	Missing
	2 (28.6)
	7 (29.2)
	25 (78.2)
	6 (50.0)
	34 (47.3)
	15 (21.7)
	8 (18.7)
	12 (13.3)

	Axis III diagnoses at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	Yes
	1 (14.3)
	2 (8.3)
	8 (25.0)
	2 (16.6)
	30 (41.1)
	29 (42.0)
	26 (61.9)
	51 (56.7)

	
	Missing
	6 (85.7)
	22 (91.7)
	17 (53.1)
	6 (50.0)
	15 (20.5)
	11 (15.9)
	0
	4 (4.4)

	Axis IV diagnoses at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	Missing
	2 (28.6)
	10 (41.7)
	18 (56.3)
	6 (50.0)
	27 (37.0)
	28 (40.6)
	6 (14.0)
	24 (26.7)

	
	Support group
	5 (71.4)
	13 (54.2)
	14 (43.8)
	6 (50.0)
	43 (58.9)
	37 (53.6)
	37 (86.0)
	63 (70.0)

	
	Social environment 
	4 (57.1)
	12 (50.0)
	10 (31.3)
	2 (16.7)
	27 (37.0)
	25 (36.2)
	27 (62.8)
	46 (51.1)

	
	Educational
	5 (71.4)
	6 (25.0)
	12 (37.5)
	3 (25.0)
	26 (35.6)
	21 (30.4)
	29 (67.4)
	50 (55.6)

	
	Occupational
	0
	1 (4.2)
	0
	0
	0
	0
	1 (2.3)
	0

	
	Housing
	0
	1 (4.2)
	8 (25.0)
	1 (8.3)
	7 (9.6)
	4 (5.8)
	7 (16.3)
	0

	
	Economic
	0
	0
	1 (3.1)
	0
	2 (2.7)
	2 (2.9)
	3 (7.0)
	1 (1.1)

	
	Health care access
	0
	0
	0
	1 (8.3)
	2 (2.7)
	3 (4.3)
	2 (4.7)
	0

	
	Legal
	3 (42.9)
	14 (58.3)
	6 (18.8)
	6 (50.0)
	23 (31.5)
	17 (24.6)
	13 (30.2)
	19 (21.1)

	Axis V diagnoses at admission
	 
	 
	 
	 
	 
	 
	 
	 

	
	Mean, SD, range
	50.0 (6.5) 40-60
	51.3 (9.4) 35-75
	45.6 (5.4) 38-55
	40.0 (7.0) 32-50
	40.4 (9.9) 13-65
	37.7 (10.0) 10-65
	38.76 (8.0) 23-55
	35.7 (6.4) 20-50

	
	Missing
	0
	 
	17 (53.1)
	6 (50.0)
	13 (17.8)
	5 (7.2)
	2 (4.7)
	8 (8.9)

	Number of Axis I diagnoses at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	One
	0
	2 (8.3)
	3 (9.4)
	0
	7 (9.6)
	21 (30.4)
	0
	8 (8.9)

	
	Two
	2 (28.6)
	9 (37.2)
	0
	1 (8.3)
	17 (23.3)
	21 (30.4)
	6 (14.0)
	24 (26.6)

	
	Three or more
	4 (57.1)
	9 (37.2)
	0
	0
	22 (30.2)
	18 (26.0)
	33 (76.8)
	53 (58.9)

	
	Mean and SD
	2.29 (1.11)
	2.13 (1.3)
	0.09 (0.3)
	0.17 (0.58)
	1.7 (1.64)
	1.81 (1.24)
	3.42 (1.68)
	2.98 (1.54)

	Types of Axis I diagnoses at discharge*
	 
	 
	 
	 
	 
	 
	 
	 

	
	Abuse and neglect
	0
	0
	5 (15.6)
	0
	4 (5.5)
	3 (4.3)
	6 (14.0)
	7 (7.8)

	
	ADHD
	0
	0
	2 (6.3)
	0
	8 (11.0)
	9 (13.0)
	11 (25.6)
	16 (17.8)

	
	Adjustment disorder 
	0
	3 (12.5)
	1 (3.1)
	0
	3 (4.1)
	1 (1.4)
	0
	1 (1.1)

	
	Alcohol abuse
	4 (57.1)
	6 (25.0)
	5 (15.6)
	1 (8.3)
	3 (4.1)
	7 (10.1)
	6 (14.0)
	12 (13.3)

	
	Alcohol dependence
	2 (28.6)
	10 (41.7)
	0
	0
	1 (1.4)
	2 (2.9)
	0
	0

	
	Anxiety disorders 
	0
	0
	1 (3.1)
	0
	0
	3 (4.3)
	3 (7.0)
	10 (11.1)

	
	Bipolar disorder 
	0
	0
	1 (3.1)
	0
	11 (15.1)
	15 (21.7)
	8 (18.6)
	16 (17.8)

	
	Conduct disorders
	0
	0
	5 (15.6)
	0
	17 (23.3)
	17 (24.6)
	20 (46.5)
	35 (38.9)

	
	Depressive disorder
	0
	0
	5 (15.6)
	0
	21 (28.8)
	31 (44.9)
	28 (65.1)
	44 (48.9)

	
	Eating disorder
	0
	0
	1 (3.1)
	0
	1 (1.4)
	2 (2.9)
	1 (2.3)
	6 (6.7)

	
	Impulse control
	0
	0
	0
	0
	4 (5.5)
	0
	5 (11.6)
	17 (18.9)

	
	Learning disorders
	0
	0
	1 (3.1)
	0
	4 (5.5)
	2 (2.9)
	11 (25.6)
	14 (15.6)

	
	Oppositional Defiant Disorder 
	1 (14.3)
	1 (4.2)
	2 (6.3)
	0
	10 (13.7)
	6 (8.7)
	4 (9.3)
	12 (13.3)

	
	Other childhood disorder
	0
	0
	0
	0
	2 (2.7)
	8 (11.6)
	8 (18.6)
	13 (14.4)

	
	Other drug abuse
	2 (28.6)
	11 (45.8)
	3 (9.4)
	1 (8.3)
	5 (6.8)
	8 (11.6)
	11 (25.6)
	32 (35.6)

	
	Other drug dependence
	5 (71.4)
	20 (83.3)
	2 (6.3)
	0
	8 (11.0)
	5 (7.2)
	5 (11.6)
	16 (17.8)

	
	Psychotic disorders
	0
	0
	0
	0
	0
	3 (4.3)
	2 (4.7)
	4 (4.4)

	
	PTSD
	1 (14.3)
	0
	7 (21.9)
	0
	0
	5 (7.2)
	20 (46.5)
	18 (20.0)

	
	V codes
	0
	0
	0
	0
	3 (4.1)
	1 (1.4)
	4 (9.3)
	8 (8.9)

	Axis II diagnoses at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	Personality disorders
	0
	0
	0
	N/A
	0
	2 (2.9)
	0
	7 (7.8)

	
	Mental retardation
	0
	0
	0
	N/A
	0
	1 (1.4)
	3 (7.0)
	3 (3.3)

	
	Missing
	3 (42.9)
	14 (58.3)
	31 (96.0)
	12 (100%)
	49 (67.2)
	15 (21.7)
	1 (2.3)
	11 (12.2)

	Axis III diagnoses at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	Yes
	2 (28.6)
	1 (4.2)
	0
	N/A
	24 (32.9)
	31 (44.9)
	21 (48.8)
	46 (51.1)

	
	Missing
	5 (71.4)
	23 (95.8)
	28 (87.6)
	12 (100.0)
	29 (39.7)
	14 (20.3)
	7 (16.3)
	9 (10.0)

	Axis IV diagnoses at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	Missing
	3 (42.9)
	18 (75.0)
	29 (90.6)
	12 (100.0)
	44 (60.3)
	33 (47.8)
	12 (27.9)
	29 (32.6)

	
	Support group
	4 (57.1)
	6 (25.0)
	3 (9.4)
	N/A
	29 (39.7)
	30 (43.5)
	31 (72.1)
	54 (60.0)

	
	Social environment 
	3 (42.9)
	6 (25.0)
	3 (9.4)
	N/A
	19 (26.0)
	19 (27.5)
	23 (53.5)
	44 (48.9)

	
	Educational
	2 (28.6)
	1 (4.2)
	1 (3.1)
	N/A
	10 (13.7)
	11 (15.9)
	20 (46.5)
	39 (43.3)

	
	Occupational
	0
	0
	0
	N/A
	2 (2.7)
	0
	1 (2.3)
	0

	
	Housing
	0
	0
	1 (3.1)
	N/A
	4 (5.5)
	3 (4.3)
	3 (7.0)
	2 (2.2)

	
	Economic
	0
	0
	0
	N/A
	1 (1.4)
	2 (2.9)
	1 (2.3)
	2 (2.2)

	
	Health care access
	0
	0
	0
	N/A
	1 (1.4)
	2 (2.9)
	2 (4.7)
	1 (1.1)

	
	Legal
	1 (14.3)
	5 (20.8)
	1 (3.1)
	N/A
	13 (17.8)
	11 (15.9)
	11 (25.6)
	15 (16.7)

	Axis V diagnoses at discharge
	 
	 
	 
	 
	 
	 
	 
	 

	
	Mean, SD, range
	64.2 (13.3) 45-81
	58.1 (11.6) 45-80
	51.7 (2.9) 50-55
	N/A
	45.7 (10.9) 20-73
	50.4 (12.3) 30-75
	47.7 (11.4) 30-70
	35.7 (6.4) 29-75

	
	Missing
	2 (28.6)
	12 (5.0)
	29 (90.6)
	12 (100.0)
	30 (41.1)
	10 (14.5)
	7 (16.3)
	10 (11.0)


*Percentages in these categories can add to more than 100% due to multiple diagnoses per child or youth

Chapter Five: Findings about Symptoms as Identified Via the CANS 

Use of the CANS revealed that Andrew currently evidences significant problems in several areas, sufficiently severe to warrant treatment.  Specifically, Andrew shows signs of depression and anxiety, often manifesting in the form of irritability and via somatic symptoms, such as excessive sleep, poor appetite, and weight loss.  He has episodes of severe behavioral acting out, especially with adults, who perceive this anger as oppositional.  His relationship with his parents is impaired and he has trouble controlling his temper in their presence.  Physical aggression between him and his father have been noted.  Andrew’s depressive mood and angry outbursts have negatively affected both his school performance and interpersonal relationships. 

Case composite based on data from the chart reviews 

Sample description purposes, means, standard deviations, and frequencies were calculated separately for the in-state and the out-of-state children and youth and for in-custody and non-custody children and youth.  The in-state group was further divided into three subgroups: higher level residential care (Levels III to V) and acute psychiatric care; shelter care; and substance abuse treatment.  The first grouping was developed for reasons of most relevant comparison to out-of-state children and youth (all of whom receive higher level residential care).  

Statistical comparisons were accomplished via inferential statistics, including ANOVAs and multivariate chi square analyses, using a 2 x 2 design.  The two independent variables were Location of Service (two levels: high-level in-state versus out-of-state) and Custody Status (two levels: in-custody versus non-custody).  Dependent variables of interest to this chapter were the all 45 variables collected through the CANS, analyzed separately and grouped into the following six subscales: 

· Problem presentation;

· Risk behaviors;

· Functioning;

· Care intensity and organization;

· Caregiver needs and strengths; and

· Strengths. 

Children and Youth Receiving Services in the State of Alaska 

Charts for 217 children and youth receiving services in the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following in-state groups are shown in Tables Three (means), Four (frequencies), and Five (treatment plan matching):

1. In-custody children and youth in substance abuse treatment

2. Non-custody children and youth in substance abuse treatment

3. In-custody children and youth in shelters

4. Non-custody children and youth in shelters

5. In-custody children and youth in higher level residential or acute psychiatric care

6. Non-custody children and youth in higher level residential or acute psychiatric care 

Children in Substance Abuse Treatment 

The CANS data obtained from the substance abuse treatment charts need to be used with great care, especially for the in-custody children and youth, as the sample size is extremely small and missing values for some CANS items are excessively high.  For example, some of the Caregiver Needs and Strengths items were based on a single chart that had sufficient information to rate the items in question.  

As shown in Tables Three, Four, and Five, with the above caveats, the CANS revealed many problem areas sufficiently severe to warrant treatment attention for both the in-custody and non-custody children and youth receiving substance abuse treatment.  The top individual concerns (based on mean scores above 2.0) for the in-custody and non-custody children and youth in substance abuse treatment were as follows:  

	In-custody children and youth 
	Non-custody children and youth 

	1. Temporal Consistency
	1. Temporal Consistency

	2. (Caregiver) Involvement
	2. Substance Abuse

	3. (Caregiver) Organization
	3. Situational Consistency

	4. Substance Abuse
	4. Family Functioning

	5. Family Functioning
	

	6. Develop Parent Relationships
	

	7. Family
	

	8. (Caregiver) Residential Stability
	

	9. Situational Consistency
	

	10.  (Caregiver) Physical/Behavioral Health
	

	11. Supervision
	

	12. Knowledge
	


With regard to subscale scores, data revealed that the greatest level of dysfunction for the in-custody children and youth was noted in the areas of Caregiver Needs and Strengths (mean=2.22), child’s Strengths (mean=1.50), and Problem Presentation (mean=1.34).  For the non-custody children and youth, a similar pattern emerged, with primary concerns centered in the areas of child’s Strengths (mean=1.41), Problem Presentation (mean=1.40), Caregiver Needs and Strengths (mean=1.11), and Risk Behaviors (mean=1.03).  Table Three shows details.

Table Four provides details regarding items with a high frequency of children and youth receiving ratings in the “to-be-treated” range (i.e., 2 or 3).  Areas rated as to-be-treated for more than 70% of the in-custody children and youth were substance abuse, temporal consistency, family functioning, situational consistency, lack of family strength, residential stability, and relational permanence.  For the non-custody group, the areas rated as to-be-be treated for more than 70% of children and youth were substance abuse, intellectual/ developmental functioning, temporal consistency, situational consistency, family functioning, caregiver supervision, caregiver knowledge, caregiver organization, and development of parental relationships.  

All in all, treatment plan matching (i.e., including CANS issues rated as to-be-treated either in a treatment plan, treatment review, or discharge summary) was acceptable.  A few areas appeared to be more likely to be overlooked in the substance abuse treatment setting.  Areas completely overlooked (i.e., ignored despite documented treatment need) for at least 50% of the cases were as follows, broken down by children and youth in-custody versus non-custody.  

	Overlooked treatment issues for in-custody children and youth 
	Overlooked treatment issues for non-custody children and youth 

	Caregiver knowledge
	Caregiver resources

	Caregiver organization 
	Lack of spiritual/religious strength

	Caregiver resources
	Lack of vocational strength 

	Caregiver safety
	Caregiver residential stability

	Caregiver supervision 
	Sexual development 

	Caregiver involvement 
	Caregiver physical/behavioral health

	Runaway behavior 
	


Several additional concerns identified via the CANS were also simply noted, as opposed to having been treated.  These are too numerous to list here but are shown in Table Five.  

Children in Emergency Shelters (DFYS Level II Care) 

As shown in Tables Three, Four, and Five, the CANS reveals many problem areas sufficiently severe to warrant treatment attention for both the in-custody and non-custody children and youth receiving care in emergency shelters.  The top individual concerns (based on mean scores above 2.0; also see Table Three) for the in-custody and non-custody children and youth being cared for in emergency shelters were as follows:

	In-custody children and youth 
	Non-custody children and youth 

	1. Educational
	1. Temporal Consistency

	2. Family Functioning
	2. Situational Consistency

	3. (Caregiver) Supervision
	3. Vocational

	4. (Caregiver) Knowledge
	4. Oppositional Behavior

	5. School
	5. (Caregiver) Supervision

	6. Develop Parent Relationships
	6. (Caregiver) Knowledge

	7. (Caregiver) Involvement
	7. Inclusion

	
	8. Crime/Delinquency


With regard to subscale scores, data revealed that for the in-custody children and youth dysfunction was noted in all areas in the following order: child’s Strengths (mean=1.77), Caregiver Needs and Strengths (mean=1.70), Problem Presentation (mean=1.32), Care Intensity and Organization (mean=1.10), Functioning (mean=1.08), and Risk Behaviors (mean=1.05).  For the non-custody children and youth, a similar pattern emerged, with primary concerns centered in the areas of child’s Strengths (mean=1.56), Problem Presentation (mean=1.42), Caregiver Needs and Strengths (mean=1.40), and Risk Behaviors (mean=1.29).  

Table Four provides details regarding items with a high frequency of children and youth receiving ratings in the “to-be-treated” range (i.e., 2 or 3).  The areas rated as to-be-treated for more than 50% of the in-custody children and youth were development of parent relationships, family functioning, relationship permanence, education, oppositional behavior, adjustment to trauma, and crime/delinquency (none reached more than 70%).  For the non-custody group, the areas rated as to-be treated for more than 50% of youth were oppositional behavior, crime or delinquency, antisocial behavior, development of parental relationships, temporal consistency, situational consistency, caregiver supervision, caregiver knowledge, family functioning, danger to others, education, and vocation (only the first one reached more than 70%).  

All in all, treatment plan matching (i.e., including CANS issues rated as to-be-treated either in a treatment plan, treatment review, or discharge summary) was acceptable.  A few areas appeared to be more likely to be overlooked in emergency shelter settings.  These areas of child functioning that should have been treated but were ignored in at least 50% of the cases were as follows, broken down by in-custody versus non-custody children and youth.  

	Overlooked treatment issues for in-custody children and youth 
	Overlooked treatment issues for non-custody children and youth

	Sexually abusive behavior
	Sexually abusive behavior

	Lack of spiritual/religious strength
	Lack of inclusion

	Service permanence
	Sexual development 

	Lack of inclusion
	Lack of vocational strength

	Lack of talents/interests
	Lack of talents/interests

	Intellectual/development functioning
	Lack of relationship permanence

	Physical/medical functioning
	Caregiver residential stability

	
	Caregiver safety

	
	Monitoring


Several additional areas identified as in need of treatment were noted, but not treated, in at least 50% of the cases.  These are too numerous to list here but can be gleaned from Table Five, by simply looking at the column labeled “treated” and identifying any issue where the percentage fell below 50%.

Children in Higher Level Care 

As shown in Tables Three, Four, and Five, the CANS revealed many problem areas sufficiently severe to warrant treatment attention for both the in-custody and the non-custody children and youth receiving care in higher level residential treatment or acute psychiatric care units in the state of Alaska.  The top individual concerns (based on mean scores of 2.00 or higher) for the in-custody and non-custody children and youth being cared for in-state in high levels of care were as follows (for additional detail refer to Table Three):

	In-custody children and youth 
	Non-custody children and youth 

	1. Temporal Consistency
	1. Situational Consistency

	2. Family Functioning
	2. Temporal Consistency

	3. Situational Consistency
	3. School

	4. (Caregiver) Supervision
	4. Spiritual/Religious

	5. (Caregiver) Knowledge
	5. Educational

	6. Inclusion
	

	7. Spiritual/Religious
	

	8. School
	

	9. Oppositional Behavior
	

	10. Family
	

	11. Develop Parent Relationships
	

	12. (Caregiver) Involvement
	

	13. Educational
	


With regard to subscale scores, data revealed that for the in-custody children and youth dysfunction was noted in all areas in the following order: child’s Strengths (mean=1.80), Caregiver Needs and Strengths (mean=1.75), Problem Presentation (mean=1.57), Care Intensity and Organization (mean=1.32), Risk Behaviors (mean=1.32), and Functioning (mean=1.16).  For the non-custody children and youth, a similar pattern emerged, with concerns in all areas as follows: Strengths (mean=1.57), Problem Presentation (mean=1.39), Risk Behaviors (mean=1.13), Care Intensity and Organization (mean=1.08), Functioning (mean=1.06), and Caregiver Needs and Strengths (mean=1.01).  

Table Four provides details regarding items with a high frequency of children and youth receiving ratings in the “to-be-treated” range (i.e., 2 or 3).  The areas rated as to-be-treated for more than 70% of the in-custody children and youth were oppositional behavior, family functioning, development of parental relationships, situational consistency, treatment, lack of family strength, school functioning, temporal consistency, danger to others, and education.  For the non-custody group, the areas rated as to-be-be treated for more than 70% of children and youth were situational consistency, caregiver supervision, caregiver knowledge, treatment, oppositional behavior, and school functioning.

All in all, treatment plan matching (i.e., including CANS issues rated as to-be-treated either in a treatment plan, treatment review, or discharge summary) was acceptable.  A few areas appeared to be more likely to be overlooked, either by being ignored altogether or by simply being noted, without being treated in higher level residential or acute psychiatric treatment settings.  These areas of lack of treatment attention in at least 50% of the cases were as follows, broken down by in-custody versus non-custody children and youth.  

	Overlooked treatment issues for in-custody children and youth 
	Overlooked treatment issues for non-custody children and youth 

	Lack of vocational strength
	Lack of talents/interests

	Lack of talents/interests
	Lack of vocational strength

	
	Lack of spiritual/religious strength 

	
	Service permanence

	Issues simply noted, but not treated for in-custody children and youth
	Issues simply noted, but not treated for non-custody children and youth 

	Intellectual/developmental functioning
	Intellectual/developmental functioning

	Physical/medical functioning 
	Caregiver involvement

	Service permanence
	Caregiver physical/behavioral health

	Lack of spiritual/religious strength 
	


Children and Youth Receiving Services Outside of the State of Alaska 

Charts for 133 children and youth receiving services outside of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following two out-of-state groups are shown in Tables Three (means), Four (frequencies), and Five (treatment matching):

1. In-custody children and youth 

2. Non-custody children and youth 

As shown in Tables Three, Four, and Five, the CANS revealed many problem areas sufficiently severe to warrant treatment attention for both the in-custody and non-custody children and youth receiving care in higher level residential treatment or acute psychiatric care units outside of the state of Alaska.  The top individual concerns (based on mean scores of 2.00 or higher) for the in-custody and non-custody children and youth being cared for out-of-state in high levels of care were as follows (additional detail is shown in Table Three):

	In-custody children and youth 
	Non-custody children and youth 

	1. Temporal Consistency
	1. Temporal Consistency

	2. Situational Consistency
	2. Situational Consistency

	3. Develop Parent Relationships
	3. School

	4. Adjustment to Trauma
	4. Educational

	5. Family Functioning
	

	6. Service Permanence
	

	7. Relationship Permanence
	

	8. School
	

	9. Spiritual/Religious
	

	10. Danger to Others
	

	11. Vocational
	

	12. Depression/Anxiety
	

	13. Anger Control
	

	14. Inclusion
	


With regard to subscale scores, data revealed that for the in-custody children and youth significant dysfunction was noted in all areas in the following order: child’s Strengths (mean=1.87), Problem Presentation (mean=1.74), Caregiver Needs and Strengths (mean=1.54), Care Intensity and Organization (mean=1.49), Risk Behaviors (mean=1.39), and Functioning (mean=1.34).  For the non-custody children and youth, a similar pattern emerged, with concerns in all areas as follows: Strengths (mean=1.60), Problem Presentation (mean=1.57), Risk Behaviors (mean=1.31), Care Intensity and Organization (mean=1.20), Functioning (mean=1.12), and Caregiver Needs and Strengths (mean=1.05).  

Table Four provides details regarding items with a high frequency of children and youth receiving ratings in the “to-be-treated” range (i.e., 2 or 3).  The areas rated as to-be-treated for more than 80% of the in-custody children and youth were development of parental relationships, relationship permanence, depression/anxiety, anger control, school functioning, situational consistency, temporal consistency, social behavior, oppositional behavior, treatment, and service permanence.  For the non-custody group, the areas rated as to-be-be treated for more than 80% of youth were education, school functioning, situational consistency, depression/anxiety, caregiver supervision, caregiver knowledge, and treatment.

All in all, treatment plan matching (i.e., including CANS issues rated as to-be-treated either in a treatment plan, treatment review, or discharge summary) was acceptable.  A few areas appeared to be more likely to be overlooked in out-of-state residential and acute psychiatric treatment settings.  Areas, in which fewer than 50% of the cases were treated, were as follows, broken down by in-custody versus non-custody children and youth.  

	Overlooked treatment issues for in-custody children and youth 
	Overlooked treatment issues for non-custody children and youth 

	Lack of spiritual/religious strength
	Lack of spiritual/religious strength

	
	Service permanence

	Issues simply noted, but not treated for in-custody children and youth 
	Issues simply noted, but not treated for non-custody children and youth

	Psychosis 
	Caregiver resources

	
	Lack of vocational strength

	
	Lack of talents/interests

	
	Lack of inclusion


Detail About Significant Differences

All children and youth receiving services out-of-state are high acuity children and youth.  Hence, inferential statistics were based on comparisons between the high acuity in-state group and the entire out-of-state group.  All CANS items and subscales were analyzed using ANOVAs.  

Significant differences between location of service and in-custody/non-custody groups emerged on several individual variables and subscales of the CANS.  The table that follows summarizes these differences, by showing all CANS items and subscales and marking the items on which there are significant differences.  The table reveals that for the in-custody/non-custody groups significant differences were identified on all CANS subscales, with in-custody children and youth consistently scoring higher than non-custody children and youth (where higher scores indicate more impairment).  Additionally, these two groups differed on 22 of the 45 individual items, again with in-custody children and youth being rated consistently higher.  These findings suggest that across the board, in-custody children and youth have more problem areas in need of treatment than non-custody children and youth.  

The table that follows also shows that children and youth served out-of-state had higher ratings on four of the six CANS subscales than children and youth served in-state.  Specifically, they were rated in the direction of greater concern with regard to Problem Presentation, Risk Behaviors, Care Intensity and Organization, and Functioning.  On one subscale, namely, Caregiver Needs and Strengths, the in-state children and youth were rated as more in need of treatment than the out-of-state children and youth.  On one subscale, Strengths, no differences were noted overall (although one individual item in this area did reach statistical significance).  Additionally, differences in individual items were noted on 16 of the 45 individual CANS items. Except in the Caregiver Needs and Strengths category, all of these differences revealed children and youth treated out-of-state to be rated as in greater need of treatment.  In the Caregiver Needs and Strengths, the in-state children and youth were rated more poorly, suggesting that some dynamic sends the children with somewhat more functional families out-of-state for services.  

	In-Custody
	Non-Custody
	CANS Items and Subscales
	In-State
	Out-of-State

	1.63****
	1.49
	PROBLEM PRESENTATION
	1.48
	1.62****

	0.34
	0.33
	1. Psychosis
	0.36
	0.45

	1.48*
	1.36
	2. Attention Deficit/Impulse
	1.39
	1.68****

	1.84*
	1.73
	3. Depression/Anxiety
	1.77
	1.96**

	1.91
	1.82
	4. Oppositional Behavior
	1.94
	1.95

	1.42
	1.37
	5. Antisocial Behavior
	1.42
	1.39

	1.68*
	1.65
	6. Anger Control
	1.57
	1.89****

	1.17
	1.43
	7. Substance Abuse
	1.21
	1.19

	1.86****
	1.30
	8. Adjustment to Trauma
	1.49
	1.76****

	2.12****
	1.68
	9. Develop Parent Relationships
	1.74
	2.02****

	2.18
	2.25
	10. Situational Consistency
	2.29
	2.19

	2.37
	2.34
	11. Temporal Consistency
	2.20
	2.43*

	0.43
	0.45
	12. Cycling of Symptom Severity
	0.42
	0.57

	1.34*
	1.23
	RISK BEHAVIORS
	1.23
	1.33*

	1.05
	1.18
	13. Danger to Self
	1.25
	1.37

	1.71**
	1.65
	14. Danger to Others
	1.67
	1.95***

	1.07
	1.22
	15. Other Self Harm
	1.12
	1.14

	1.46*
	1.15
	16. Runaway
	1.27
	1.31

	0.47
	0.43
	17. Sexually Abusive Behavior
	0.42
	0.56

	1.63****
	1.44
	18. Social Behavior
	1.54
	1.71****

	1.33
	1.37
	19. Crime/Delinquency
	1.30
	1.30

	1.23****
	1.09
	FUNCTIONING
	1.11
	1.19**

	0.44
	0.34
	20. Intellectual/Developmental
	0.41
	0.40

	0.45
	0.58
	21. Physical/Medical
	0.45
	0.76****

	2.23****
	1.73
	22. Family Functioning
	2.01
	1.80

	2.09
	2.07
	23. School
	2.09
	2.13

	0.75*
	0.65
	24. Sexual Development
	0.59
	0.89****

	1.38****
	1.15
	CARE INTENSITY & ORGANIZATION
	1.21
	1.29*

	1.59**
	1.20
	25. Monitoring
	1.64
	1.32

	1.68
	1.60
	26. Treatment
	1.73
	1.86

	0.16
	0.12
	27. Transportation
	0.09
	0.11

	1.74****
	1.34
	28. Service Permanence
	1.35
	1.92****

	1.67****
	1.03
	CAREGIVER NEEDS & STRENGTHS
	1.39*
	1.21

	1.46****
	0.90
	29. Physical/Behavioral Health
	1.20*
	0.93

	2.04
	1.92
	30. Supervision
	2.06**
	1.86

	1.89****
	1.31
	31. Involvement
	1.64
	1.39

	2.04
	1.93
	32. Knowledge
	2.04*
	1.90

	1.07***
	0.63
	33. Organization
	0.91*
	0.66

	1.16**
	0.70
	34. Resources
	0.89
	0.79

	1.34****
	0.36
	35. Residential Stability
	0.80
	0.63

	1.13****
	0.45
	36. Safety
	0.74
	0.60

	1.83****
	1.59
	STRENGTHS
	1.69
	1.69

	2.01****
	1.55
	37. Family
	1.78
	1.71

	1.63*
	1.47
	38. Interpersonal
	1.58
	1.63

	1.92****
	1.26
	39. Relationship Permanence
	1.46
	1.65****

	1.99
	2.02
	40. Educational
	2.00
	2.05

	1.96
	1.88
	41. Vocational
	1.92
	1.92

	1.35
	1.22
	42. Well-being
	1.23
	1.37

	1.99
	1.89
	43. Spiritual/Religious
	2.08
	1.95

	1.31
	1.21
	44. Talents/Interests
	1.19
	1.36*

	1.98**
	1.73
	45. Inclusion
	1.94
	1.83


*=p<.05; **=p<.01; ***=p<.001; ****=p<.0001; Note: Higher scores indicate greater dysfunction

As the following graph shows visually, the out-of-state group and the in-custody group were almost consistently rated the highest (i.e., as more in need of treatment).  The in-custody group was clearly most likely to have impairment in the area of caregiver needs and strengths.  Interestingly, the out-of-state group actually scored better than the in-state group in this regard, suggesting slightly more functional families among the children and youth who were sent out-of-state for treatment.  The poorest ratings were consistently achieved with regard to the child’s own strengths, suggesting that all of these children had significantly underdeveloped strengths in all areas (including interpersonal relationships, educational achievement, vocational aptitude, talents/interests, etc.).  
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Table Three

CANS Means

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	CANS Variables

 
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	Number of children and youths

 
	7 of 31 

(23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	PROBLEM PRESENTATION

 
	1.34
	1.41
	1.32
	1.42
	1.57
	1.39
	1.74
	1.57

	 
	1. Psychosis
	0.00
	0.00
	0.08
	0.00
	0.36
	0.37
	0.51
	0.42

	 
	2. Attention Deficit/Impulse
	0.43
	0.79
	1.05
	1.13
	1.47
	1.30
	1.88
	1.58

	 
	3. Depression/Anxiety
	1.57
	1.38
	1.50
	1.25
	1.86
	1.67
	2.05
	1.92

	 
	4. Oppositional Behavior
	0.86
	1.38
	1.63
	2.10
	2.08
	1.78
	1.98
	1.94

	 
	5. Antisocial Behavior
	1.00
	1.38
	1.23
	1.89
	1.49
	1.33
	1.49
	1.35

	 
	6. Anger Control
	1.14
	1.67
	1.27
	1.40
	1.68
	1.45
	2.02
	1.82

	 
	7. Substance Abuse
	2.43
	2.46
	1.18
	1.40
	1.14
	1.28
	1.02
	1.27

	 
	8. Adjustment to Trauma
	1.33
	0.83
	1.72
	1.00
	1.75
	1.22
	2.21
	1.53

	 
	9. Develop Parent Relationships
	2.29
	1.67
	2.04
	1.60
	2.06
	1.41
	2.26
	1.91

	 
	10. Situational Consistency
	2.00
	2.30
	1.87
	2.50
	2.24
	2.35
	2.28
	2.14

	 
	11. Temporal Consistency
	3.00
	2.86
	1.82
	2.86
	2.29
	2.11
	2.61
	2.35

	 
	12. Cycling of Symptom Severity
	0.00
	0.38
	0.16
	0.13
	0.45
	0.40
	0.62
	0.54

	RISK BEHAVIORS


	0.71
	1.03
	1.05
	1.28
	1.32
	1.13
	1.39
	1.31

	 
	13. Danger to Self
	0.71
	0.33
	0.31
	0.40
	1.11
	1.40
	1.44
	1.33

	 
	14. Danger to Others
	0.29
	1.38
	1.07
	1.40
	1.85
	1.48
	2.09
	1.89

	 
	15. Other Self Harm
	1.43
	1.67
	0.89
	1.30
	1.14
	1.10
	1.02
	1.19

	 
	16. Runaway
	0.86
	0.83
	1.54
	1.89
	1.58
	0.96
	1.31
	1.30

	 
	17. Sexually Abusive Behavior
	0.29
	0.21
	0.17
	0.78
	0.47
	0.37
	0.67
	0.51

	 
	18. Social Behavior
	0.29
	1.04
	1.24
	1.44
	1.71
	1.35
	1.93
	1.61

	 
	19. Crime - Delinquency
	1.14
	1.75
	1.36
	2.00
	1.37
	1.23
	1.28
	1.31

	FUNCTIONING


	0.96
	0.94
	1.08
	0.92
	1.16
	1.05
	1.34
	1.12

	 
	20. Intellectual - Developmental
	0.14
	0.13
	0.50
	0.30
	0.39
	0.43
	0.53
	0.34

	 
	21. Physical/Medical
	0.29
	0.21
	0.23
	0.18
	0.36
	0.55
	0.77
	0.76

	 
	22. Family Functioning
	2.43
	2.00
	2.16
	1.90
	2.26
	1.75
	2.19
	1.61

	 
	23. School
	1.67
	1.87
	2.13
	1.78
	2.08
	2.10
	2.14
	2.13

	 
	24. Sexual Development
	0.43
	0.54
	0.30
	1.00
	0.70
	0.47
	1.12
	0.78

	CARE INTENSITY & ORGANIZATION
	0.93
	0.71
	1.10
	0.54
	1.32
	1.08
	1.49
	1.20

	 
	25. Monitoring
	0.86
	0.67
	1.31
	0.55
	1.74
	1.54
	1.65
	1.16

	 
	26. Treatment
	1.00
	0.96
	1.27
	0.55
	1.73
	1.72
	1.95
	1.81

	 
	27. Transportation
	0.14
	0.25
	0.36
	0.30
	0.10
	0.09
	0.14
	0.09

	 
	28. Service Permanence
	1.71
	0.96
	1.12
	0.80
	1.69
	0.99
	2.19
	1.79

	CAREGIVER NEEDS & STRENGTHS
	2.22
	1.11
	1.70
	1.40
	1.75
	1.01
	1.54
	1.05

	 
	29. Physical - Behavioral Health
	2.00
	0.95
	1.53
	1.20
	1.67
	0.82
	1.00
	0.91

	 
	30. Supervision
	2.00
	1.91
	2.13
	2.00
	2.15
	1.98
	1.81
	1.88

	 
	31. Involvement
	3.00
	1.00
	2.00
	1.78
	2.00
	1.33
	1.58
	1.32

	 
	32. Knowledge
	2.00
	1.87
	2.13
	2.00
	2.13
	1.97
	1.84
	1.92

	 
	33. Organization
	3.00
	0.65
	0.92
	0.57
	1.29
	0.63
	0.74
	0.63

	 
	34. Resources
	1.50
	0.63
	1.50
	0.56
	1.21
	0.67
	0.88
	0.76

	 
	35. Residential Stability
	2.17
	0.52
	1.32
	0.80
	1.31
	0.29
	1.28
	0.33

	 
	36. Safety
	1.67
	0.52
	1.15
	0.70
	1.22
	0.33
	0.87
	0.50

	STRENGTHS


	1.50
	1.41
	1.77
	1.56
	1.80
	1.57
	1.87
	1.60

	 
	37. Family
	2.29
	1.50
	1.89
	1.67
	2.06
	1.48
	1.95
	1.61

	 
	38. Interpersonal
	1.57
	1.25
	1.25
	1.11
	1.66
	1.49
	1.79
	1.56

	 
	39. Relationship Permanence
	1.71
	1.21
	1.85
	1.30
	1.81
	1.10
	2.19
	1.39

	 
	40. Educational
	1.43
	1.91
	2.17
	1.90
	2.00
	2.00
	1.98
	2.08

	 
	41. Vocational
	1.86
	1.73
	1.86
	2.43
	1.91
	1.93
	2.09
	1.84

	 
	42. Well-being
	0.60
	1.06
	1.15
	1.25
	1.28
	1.17
	1.56
	1.27

	 
	43. Spiritual/Religious
	1.50
	1.58
	1.42
	1.50
	2.10
	2.06
	2.11
	1.89

	 
	44. Talents/Interests
	0.60
	0.94
	1.15
	1.25
	1.20
	1.17
	1.53
	1.27

	 
	45. Inclusion
	1.50
	1.56
	1.76
	2.00
	2.11
	1.72
	2.00
	1.75


Table Four

CANS-Determined Need For Treatment

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	CANS Variables

 
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3
	N rated 2 or 3
	% rated 2 or 3

	Number of children and youths
	7 of 31 

(23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	PROBLEM PRESENTATION
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	1. Psychosis
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%
	7
	9.6%
	7
	10.1%
	4
	9.3%
	10
	11.1%

	 
	2. Attention Deficit/Impulse
	0
	0.0%
	4
	16.7%
	5
	15.6%
	3
	25.0%
	38
	52.1%
	30
	43.5%
	34
	79.1%
	52
	57.8%

	 
	3. Depression/Anxiety
	4
	57.1%
	9
	37.5%
	13
	40.6%
	3
	25.0%
	52
	71.2%
	47
	68.1%
	38
	88.4%
	72
	80.0%

	 
	4. Oppositional Behavior
	1
	14.3%
	12
	50.0%
	18
	56.3%
	9
	75.0%
	62
	84.9%
	52
	75.4%
	36
	83.7%
	70
	77.8%

	 
	5. Antisocial Behavior
	2
	28.6%
	11
	45.8%
	11
	34.4%
	7
	58.3%
	41
	56.2%
	34
	49.3%
	20
	46.5%
	38
	42.2%

	 
	6. Anger Control
	3
	42.9%
	16
	66.7%
	12
	37.5%
	4
	33.3%
	46
	63.0%
	36
	52.2%
	38
	88.4%
	64
	71.1%

	 
	7. Substance Abuse
	7
	100.0%
	24
	100.0%
	10
	31.3%
	4
	33.3%
	30
	41.1%
	30
	43.5%
	17
	39.5%
	45
	50.0%

	 
	8. Adjustment to Trauma
	2
	28.6%
	7
	29.2%
	17
	53.1%
	2
	16.7%
	41
	56.2%
	26
	37.7%
	34
	79.1%
	50
	55.6%

	 
	9. Develop Parent Relationships
	7
	100.0%
	17
	70.8%
	21
	65.6%
	7
	58.3%
	58
	79.5%
	29
	42.0%
	42
	97.7%
	69
	76.7%

	 
	10. Situational Consistency
	6
	85.7%
	19
	79.2%
	17
	53.1%
	7
	58.3%
	58
	79.5%
	59
	85.5%
	38
	88.4%
	74
	82.2%

	 
	11. Temporal Consistency
	7
	100.0%
	20
	83.3%
	11
	34.4%
	7
	58.3%
	52
	71.2%
	46
	66.7%
	37
	86.0%
	71
	78.9%

	 
	12. Cycling of Symptom Severity
	0
	0.0%
	3
	12.5%
	2
	6.3%
	0
	0.0%
	11
	15.1%
	8
	11.6%
	9
	20.9%
	15
	16.7%

	RISK BEHAVIORS


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	 
	13. Danger to Self
	2
	28.6%
	1
	4.2%
	2
	6.3%
	1
	8.3%
	24
	32.9%
	29
	42.0%
	21
	48.8%
	35
	38.9%

	 
	14. Danger to Others
	0
	0.0%
	11
	45.8%
	9
	28.1%
	6
	50.0%
	52
	71.2%
	36
	52.2%
	33
	76.7%
	64
	71.1%

	 
	15. Other Self Harm
	4
	57.1%
	16
	66.7%
	8
	25.0%
	4
	33.3%
	23
	31.5%
	23
	33.3%
	15
	34.9%
	39
	43.3%

	 
	16. Runaway
	2
	28.6%
	6
	25.0%
	13
	40.6%
	5
	41.7%
	37
	50.7%
	22
	31.9%
	21
	48.8%
	44
	48.9%

	 
	17. Sexually Abusive Behavior
	0
	0.0%
	1
	4.2%
	1
	3.1%
	2
	16.7%
	8
	11.0%
	7
	10.1%
	10
	23.3%
	16
	17.8%

	 
	18. Social Behavior
	0
	0.0%
	6
	25.0%
	9
	28.1%
	6
	50.0%
	51
	69.9%
	32
	46.4%
	37
	86.0%
	61
	67.8%

	 
	19. Crime - Delinquency
	3
	42.9%
	15
	62.5%
	16
	50.0%
	8
	66.7%
	36
	49.3%
	29
	42.0%
	19
	44.2%
	36
	40.0%

	FUNCTIONING


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	 
	20. Intellectual - Developmental
	0
	0.0%
	21
	87.5%
	2
	6.3%
	1
	8.3%
	3
	4.1%
	3
	4.3%
	5
	11.6%
	4
	4.4%

	 
	21. Physical/Medical
	0
	0.0%
	1
	4.2%
	1
	3.1%
	0
	0.0%
	0
	0.0%
	6
	8.7%
	7
	16.3%
	13
	14.4%

	 
	22. Family Functioning
	7
	100.0%
	18
	75.0%
	20
	62.5%
	7
	58.3%
	58
	79.5%
	43
	62.3%
	34
	79.1%
	59
	65.6%

	 
	23. School
	4
	57.1%
	14
	58.3%
	17
	53.1%
	5
	41.7%
	55
	75.3%
	50
	72.5%
	38
	88.4%
	75
	83.3%

	 
	24. Sexual Development
	0
	0.0%
	2
	8.3%
	2
	6.3%
	3
	25.0%
	13
	17.8%
	9
	13.0%
	18
	41.9%
	22
	24.4%

	CARE INTENSITY & ORGANIZATION
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	 
	25. Monitoring
	2
	28.6%
	2
	8.3%
	14
	43.8%
	2
	16.7%
	45
	61.6%
	37
	53.6%
	25
	58.1%
	40
	44.4%

	 
	26. Treatment
	2
	28.6%
	8
	33.3%
	12
	37.5%
	1
	8.3%
	57
	78.1%
	53
	76.8%
	37
	86.0%
	72
	80.0%

	 
	27. Transportation
	0
	0.0%
	0
	0.0%
	3
	9.4%
	0
	0.0%
	2
	2.7%
	1
	1.4%
	0
	0.0%
	0
	0.0%

	 
	28. Service Permanence
	4
	57.1%
	6
	25.0%
	10
	31.3%
	1
	8.3%
	39
	53.4%
	20
	29.0%
	35
	81.4%
	56
	62.2%

	CAREGIVER NEEDS & STRENGTHS
	
	 
	 
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	 
	29. Physical - Behavioral Health
	1
	14.3%
	6
	25.0%
	10
	31.3%
	3
	25.0%
	35
	47.9%
	16
	23.2%
	13
	30.2%
	25
	27.8%

	 
	30. Supervision
	1
	14.3%
	18
	75.0%
	13
	40.6%
	7
	58.3%
	47
	64.4%
	57
	82.6%
	21
	48.8%
	72
	80.0%

	 
	31. Involvement
	2
	28.6%
	4
	16.7%
	9
	28.1%
	6
	50.0%
	39
	53.4%
	26
	37.7%
	15
	34.9%
	30
	33.3%

	 
	32. Knowledge
	1
	14.3%
	18
	75.0%
	13
	40.6%
	7
	58.3%
	47
	64.4%
	56
	81.2%
	21
	48.8%
	72
	80.0%

	 
	33. Organization
	1
	14.3%
	17
	70.8%
	4
	12.5%
	0
	0.0%
	15
	20.5%
	4
	5.8%
	5
	11.6%
	10
	11.1%

	 
	34. Resources
	1
	14.3%
	1
	4.2%
	5
	15.6%
	0
	0.0%
	15
	20.5%
	8
	11.6%
	8
	18.6%
	13
	14.4%

	 
	35. Residential Stability
	5
	71.4%
	3
	12.5%
	13
	40.6%
	2
	16.7%
	31
	42.5%
	4
	5.8%
	18
	41.9%
	8
	8.9%

	 
	36. Safety
	2
	28.6%
	3
	12.5%
	7
	21.9%
	2
	16.7%
	24
	32.9%
	6
	8.7%
	10
	23.3%
	11
	12.2%

	STRENGTHS


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	
	 

	 
	37. Family
	6
	85.7%
	10
	41.7%
	13
	40.6%
	5
	41.7%
	56
	76.7%
	33
	47.8%
	29
	67.4%
	52
	57.8%

	 
	38. Interpersonal
	4
	57.1%
	8
	33.3%
	10
	31.3%
	2
	16.7%
	45
	61.6%
	35
	50.7%
	34
	79.1%
	55
	61.1%

	 
	39. Relationship Permanence
	5
	71.4%
	9
	37.5%
	19
	59.4%
	4
	33.3%
	50
	68.5%
	23
	33.3%
	40
	93.0%
	41
	45.6%

	 
	40. Educational
	4
	57.1%
	13
	54.2%
	18
	56.3%
	6
	50.0%
	52
	71.2%
	46
	66.7%
	34
	79.1%
	77
	85.6%

	 
	41. Vocational
	4
	57.1%
	12
	50.0%
	8
	25.0%
	6
	50.0%
	28
	38.4%
	27
	39.1%
	28
	65.1%
	50
	55.6%

	 
	42. Well-being
	0
	0.0%
	4
	16.7%
	5
	15.6%
	1
	8.3%
	12
	16.4%
	10
	14.5%
	18
	41.9%
	28
	31.1%

	 
	43. Spiritual/Religious
	3
	42.9%
	10
	41.7%
	5
	15.6%
	2
	16.7%
	29
	39.7%
	31
	44.9%
	29
	67.4%
	56
	62.2%

	 
	44. Talents/Interests
	0
	0.0%
	3
	12.5%
	5
	15.6%
	1
	8.3%
	11
	15.1%
	10
	14.5%
	17
	39.5%
	28
	31.1%

	 
	45. Inclusion
	2
	28.6%
	5
	20.8%
	11
	34.4%
	3
	25.0%
	32
	43.8%
	18
	26.1%
	30
	69.8%
	55
	61.1%


Table Five

Treatment Plan Matching for CANS Items

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	CANS Variables

 
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	Issue Treated?
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored
	% Treated
	% Noted
	% Ignored

	Number of children and youths
	7 of 31 

(23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	PROBLEM PRESENTATION
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	1. Psychosis
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	57
	43
	0
	71
	29
	0
	50
	50
	0
	90
	10
	0

	 
	2. Attention Deficit/Impulse
	N/A
	N/A
	N/A
	50
	50
	0
	83
	17
	0
	67
	33
	0
	84
	11
	5
	87
	7
	6
	97
	0
	3
	89
	7
	4

	 
	3. Depression/Anxiety
	67
	0
	33
	100
	0
	0
	79
	0
	22
	100
	0
	0
	94
	4
	2
	96
	4
	0
	97
	3
	0
	99
	0
	1

	 
	4. Oppositional Behavior
	100
	0
	0
	77
	23
	0
	79
	5
	16
	100
	0
	0
	92
	5
	3
	89
	11
	0
	100
	0
	0
	100
	0
	0

	 
	5. Antisocial Behavior
	100
	0
	0
	77
	23
	0
	42
	16
	42
	100
	0
	0
	93
	5
	2
	91
	9
	0
	100
	0
	0
	100
	0
	0

	 
	6. Anger Control
	100
	0
	0
	100
	0
	0
	85
	0
	15
	100
	0
	0
	93
	7
	0
	97
	3
	0
	95
	2
	3
	95
	0
	5

	 
	7. Substance Abuse
	100
	0
	0
	96
	0
	4
	73
	0
	27
	100
	0
	0
	77
	13
	10
	76
	7
	17
	83
	5
	12
	89
	4
	7

	 
	8. Adjustment to Trauma
	100
	0
	0
	86
	0
	14
	81
	0
	19
	100
	0
	0
	67
	20
	13
	77
	11
	12
	94
	3
	3
	90
	6
	4

	 
	9. Develop Parent Relationships
	83
	0
	17
	82
	6
	12
	72
	14
	14
	86
	0
	14
	73
	21
	6
	60
	30
	10
	95
	2
	3
	96
	3
	1

	 
	10. Situational Consistency
	100
	0
	0
	95
	0
	5
	88
	6
	6
	86
	0
	14
	88
	5
	7
	95
	2
	3
	92
	0
	8
	96
	0
	4

	 
	11. Temporal Consistency
	67
	0
	33
	65
	5
	30
	36
	18
	46
	66
	0
	33
	71
	6
	23
	74
	4
	22
	89
	0
	11
	90
	4
	6

	 
	12. Cycling of Symptom Severity
	N/A
	N/A
	N/A
	67
	0
	33
	100
	0
	0
	N/A
	N/A
	N/A
	90
	10
	0
	71
	14
	15
	78
	0
	22
	87
	13
	0

	RISK BEHAVIORS


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	13. Danger to Self
	100
	0
	0
	100
	0
	0
	100
	0
	0
	100
	0
	0
	100
	0
	0
	88
	12
	0
	100
	0
	0
	95
	5
	0

	 
	14. Danger to Others
	N/A
	N/A
	N/A
	67
	6
	27
	88
	0
	12
	100
	0
	0
	94
	4
	2
	87
	13
	0
	100
	0
	0
	97
	1
	2

	 
	15. Other Self Harm
	100
	0
	0
	100
	0
	0
	78
	0
	22
	75
	25
	0
	83
	13
	4
	92
	8
	0
	100
	0
	0
	98
	0
	2

	 
	16. Runaway
	50
	0
	50
	33
	50
	17
	39
	39
	22
	25
	50
	25
	56
	25
	19
	62
	33
	5
	71
	29
	0
	77
	14
	9

	 
	17. Sexually Abusive Behavior
	N/A
	N/A
	N/A
	0
	100
	0
	0
	0
	100
	0
	0
	100
	75
	12
	13
	86
	14
	0
	82
	18
	0
	70
	18
	12

	 
	18. Social Behavior
	N/A
	N/A
	N/A
	86
	14
	0
	73
	0
	27
	100
	0
	0
	90
	8
	2
	94
	6
	0
	95
	5
	0
	98
	0
	2

	 
	19. Crime - Delinquency
	67
	33
	0
	59
	41
	0
	31
	31
	38
	71
	29
	0
	69
	25
	6
	55
	45
	0
	85
	15
	0
	53
	30
	17

	FUNCTIONING


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	20. Intellectual - Developmental
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	50
	0
	50
	100
	0
	0
	20
	80
	0
	25
	75
	0
	100
	0
	0
	80
	0
	20

	 
	21. Physical/Medical
	N/A
	N/A
	N/A
	67
	33
	0
	50
	0
	50
	N/A
	N/A
	N/A
	0
	100
	0
	60
	40
	0
	56
	22
	22
	86
	7
	7

	 
	22. Family Functioning
	100
	0
	0
	94
	6
	0
	79
	16
	5
	75
	12
	13
	70
	25
	5
	72
	23
	5
	91
	6
	3
	95
	3
	2

	 
	23. School
	75
	25
	0
	63
	31
	6
	79
	10
	11
	67
	33
	0
	69
	26
	5
	59
	33
	8
	92
	0
	8
	93
	5
	2

	 
	24. Sexual Development
	N/A
	N/A
	N/A
	0
	50
	50
	67
	0
	33
	33
	0
	67
	64
	14
	22
	87
	13
	0
	89
	5
	6
	76
	12
	12

	CARE INTENSITY & ORGANIZATION
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	25. Monitoring
	100
	0
	0
	50
	50
	0
	67
	25
	8
	50
	0
	50
	93
	2
	5
	95
	0
	5
	83
	8
	9
	92
	5
	3

	 
	26. Treatment
	100
	0
	0
	87
	13
	0
	82
	9
	9
	100
	0
	0
	94
	4
	2
	96
	2
	2
	95
	5
	0
	99
	1
	0

	 
	27. Transportation
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	67
	0
	33
	N/A
	N/A
	N/A
	100
	0
	0
	100
	0
	0
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A

	 
	28. Service Permanence
	100
	0
	0
	17
	50
	33
	10
	20
	70
	100
	0
	0
	37
	26
	37
	15
	25
	60
	54
	17
	29
	34
	16
	50

	CAREGIVER NEEDS & STRENGTHS
	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	29. Physical - Behavioral Health
	100
	0
	0
	50
	0
	50
	40
	40
	20
	33
	33
	34
	53
	32
	15
	50
	31
	19
	93
	7
	0
	72
	12
	16

	 
	30. Supervision
	50
	0
	50
	44
	19
	38
	64
	18
	18
	67
	33
	0
	50
	36
	14
	69
	11
	20
	86
	7
	7
	88
	6
	6

	 
	31. Involvement
	0
	50
	50
	75
	25
	0
	78
	11
	11
	50
	17
	33
	60
	29
	11
	50
	38
	12
	80
	20
	0
	93
	7
	0

	 
	32. Knowledge
	0
	0
	100
	77
	11
	12
	54
	15
	31
	57
	14
	29
	62
	20
	18
	63
	21
	16
	95
	5
	0
	96
	3
	1

	 
	33. Organization
	0
	0
	100
	N/A
	N/A
	N/A
	50
	25
	25
	N/A
	N/A
	N/A
	60
	27
	13
	75
	0
	25
	100
	0
	0
	70
	0
	30

	 
	34. Resources
	0
	0
	100
	0
	0
	100
	60
	20
	20
	N/A
	N/A
	N/A
	69
	19
	12
	87
	0
	13
	88
	0
	12
	46
	15
	39

	 
	35. Residential Stability
	75
	0
	25
	33
	0
	67
	67
	16
	17
	50
	0
	50
	64
	26
	10
	67
	33
	0
	50
	22
	28
	75
	12
	13

	 
	36. Safety
	50
	0
	50
	33
	33
	34
	86
	0
	14
	50
	0
	50
	70
	17
	13
	60
	20
	20
	90
	10
	0
	55
	36
	9

	STRENGTHS


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	37. Family
	100
	0
	0
	100
	0
	0
	92
	0
	8
	60
	20
	20
	69
	22
	9
	71
	17
	12
	89
	11
	0
	96
	4
	0

	 
	38. Interpersonal
	100
	0
	0
	100
	0
	0
	83
	0
	17
	67
	33
	0
	93
	22
	5
	83
	11
	6
	94
	3
	3
	98
	2
	0

	 
	39. Relationship Permanence
	80
	0
	20
	78
	11
	11
	53
	23
	24
	25
	25
	50
	69
	18
	13
	52
	13
	35
	90
	7
	3
	92
	5
	5

	 
	40. Educational
	100
	0
	0
	54
	38
	8
	75
	10
	15
	80
	20
	0
	71
	21
	8
	60
	30
	10
	88
	3
	9
	94
	2
	4

	 
	41. Vocational
	67
	0
	33
	17
	8
	75
	22
	44
	34
	29
	14
	57
	32
	10
	58
	3
	17
	80
	61
	0
	39
	42
	22
	36

	 
	42. Well-being
	100
	0
	0
	100
	0
	0
	75
	0
	25
	100
	0
	0
	93
	1
	6
	92
	8
	0
	97
	3
	0
	99
	1
	0

	 
	43. Spiritual/Religious
	100
	0
	0
	20
	0
	80
	0
	25
	75
	100
	0
	0
	44
	9
	47
	19
	3
	78
	10
	7
	83
	13
	12
	75

	 
	44. Talents/Interests
	N/A
	N/A
	N/A
	100
	0
	0
	40
	0
	60
	0
	50
	50
	38
	8
	54
	20
	0
	80
	58
	16
	26
	40
	14
	46

	 
	45. Inclusion
	100
	0
	0
	40
	20
	40
	36
	0
	64
	33
	0
	67
	56
	0
	44
	61
	11
	28
	53
	10
	37
	40
	16
	44


NOTE: All numbers are percentages.

Chapter Six: Findings about Current and Past Treatment-Related Issues 

Andrew has a long history of prior treatment, having received outpatient mental health care and having been hospitalized for acute psychiatric care multiple times.  Andrew has received care largely for his conduct problems and less so for his depression and anxiety, which may have been overlooked by others given his strong interpersonal difficulties.  Treatment providers have either overlooked or been unable to adequately provide for his need for more continuity in mental health care services, especially on a preventive outpatient care basis (including intervention with his parents)... Andrew has now completed his treatment at this residential facility, after a stay of 168 days.  It is recommended that he receive intensive aftercare services through outpatient mental health and that his diagnosis be further clarified.

Case composite based on data from the chart reviews 

For sample description purposes, means, standard deviations, and frequencies were calculated separately for the in-state and the out-of-state children and youth and for in-custody and non-custody children and youth.  The in-state group was further divided into three subgroups: higher level residential care (Levels III to V) and acute psychiatric care; shelter care; and substance abuse treatment.  The first grouping was developed for reasons of most relevant comparison to out-of-state children and youth (all of whom receive higher level residential care).  

Statistical comparisons were accomplished via inferential statistics, including ANOVAs and multivariate chi square analyses, using a 2 x 2 design.  The two independent variables were Location of Service (two levels: high-level in-state versus out-of-state) and Custody Status (two levels: in-custody versus non-custody).  Dependent variables of interest to this chapter were the following treatment-related variables collected through the demographic and clinical datasheet: 

· referral source;

· mental health treatment history;

· substance abuse treatment history; 

· history of hospitalizations;

· length of stay;

· type of discharge; and

· referral target.

Children and Youth Receiving Services in the State of Alaska 

Charts for 217 children and youth receiving services in the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following in-state groups are shown in Table Six:

1. In-custody children and youth in substance abuse treatment

2. Non-custody children and youth in substance abuse treatment

3. In-custody children and youth in shelters

4. Non-custody children and youth in shelters

5. In-custody children and youth in higher level residential or acute psychiatric care

6. Non-custody children and youth in higher level residential or acute psychiatric care 

Children in Substance Abuse Treatment 

As shown in Table Six, few sources of referrals were noted for these children and youth.  Most commonly, the referrals for youth came from the Division of Juvenile Justice (DJJ).  For the in-custody group the second most common referring source was DFYS; for the non-custody group, this was followed by outpatient substance abuse treatment programs.  

Almost all of these children and youth had prior mental health treatment in the state of Alaska (100% for the in-custody group and 88% for the non-custody group).  Most commonly, such treatment was received in an outpatient mental health setting (71% in-custody; 58% non-custody), but also in residential treatment (29% in-custody; 25% non-custody), or acute psychiatric care (28% in-custody; 4% non-custody).  Prior out-of-state mental health treatment was noted for only one of the 31 youth in this category.  Substance abuse treatment history was documented for 71% of the in-custody and for 50% of the non-custody children and youth.  Only one child had a prior episode of out-of-state substance abuse treatment.  Hospitalizations were documented for 29% of the in-custody and for 25% of the non-custody group; emergency room visits were noted in 43% of the in-custody and 13% of the non-custody charts.  

Lengths of stay were quite a bit shorter for the in-custody children and youth, with an average of 56 days, as compared to an average of 107 days for the non-custody group.  Most common type of discharge, regardless of custody status, was treatment complete, followed by a transfer to a more restrictive setting.  Common referral targets for the in-custody children and youth were residential substance abuse treatment settings, residential mental health care, and outpatient mental health care.  Common referral targets were outpatient mental health or substance abuse care, inpatient mental health care, or a juvenile justice setting for the non-custody group, in which no child left without aftercare plans.  None of these children and youth left without aftercare arrangements.  

Children in Emergency Shelters (DFYS Level II Care) 

As shown in Table Six, sources of referrals for the children receiving care in shelters were quite distinct depending on whether these youth were in-custody or non-custody.  For the in-custody group the primary source of referrals was DFYS, followed by the Department of Juvenile Justice (DJJ).  For the non-custody group the main source of referrals was DJJ, followed by parents.  

Almost 70% of these children and youth, regardless of custody status, had a pre-existing history of mental health treatment, most commonly consisting of outpatient services.  Specifically, of the in-custody group, 25% had received prior outpatient services, 22% residential treatment, and 19% acute psychiatric care.  Of the non-custody children and youth, 67% had received prior outpatient treatment, and 17% had received either prior residential or prior acute psychiatric care services.  Only one individual in each group had received prior mental health treatment out-of-state, both in residential treatment.  Prior substance abuse treatment was reported in-state for five of the in-custody and one of the non-custody children.  None had received substance abuse treatment out-of-state.  Medical treatment was noted in the charts of 42% of the non-custody children, both with regard to prior hospitalizations and emergency room visits.  Only 9% of the in-custody group had been hospitalized before and only 13% had been to the emergency room.

Length of stay was quite different for in-custody versus non-custody children and youth, with in-custody children having shorter stays (51 days on average as compared to 92 days).  Most common type of discharge for the in-custody group was a transfer to a less restrictive setting, followed by elopement, and treatment completion.  Common referral targets were foster care (31%), out-of-state residential care (13%), in-state residential care (9%), and outpatient mental health care (9%).  As many as 19% of these children and youth left treatment without aftercare arrangements.  The most common discharge type for non-custody children and youth was completed treatment, followed by elopement.  Most of these individuals left without aftercare arrangements (83%).  These differences in type of discharge and aftercare arrangement may have accounted for the difference in length of stay.  As in-custody children and youth were more likely to have received aftercare, they may have been discharged to a more appropriate level of care more quickly than non-custody children, who were not as likely to have aftercare plans made for them.

Children in Higher Level Care 

As shown in Table Six, referral sources for in-custody versus non-custody children and youth differed quite a bit, with DFYS being the most common referral source for the former group and not being involved with the latter group.  Other common referrers of in-custody children were the Division of Juvenile Justice (or related entities, such as McLaughlin Youth Center; 30%), and inpatient mental health care providers (18%), most commonly, Northstar (11%).  The top referring agents for non-custody children and youth were the Division of Juvenile Justice (30%), parents or legal guardians (25%), inpatient mental health (22%; most commonly Northstar at 11.6% and Providence at 4.2%), and court orders (10%).  

As many as 87% to 92% of these children and youth had a pre-existing history of mental health treatment, most commonly consisting of outpatient services.  Specifically, of the in-custody group, 53% had received prior outpatient services, 36% residential treatment, and 48% acute psychiatric care.  Of the non-custody children and youth, 52% had received prior outpatient treatment, 15% residential treatment, and 48% acute psychiatric care services.  Several individuals in each group had received prior mental health treatment out-of-state, most in residential mental health treatment.  Specifically, among the in-custody group 14% had received out-of-sate services, as compared to 9% of the non-custody group.  Prior substance abuse treatment was reported in-state for 10% of the in-custody children and 15% of the non-custody children.  None of the latter group had received substance abuse treatment out-of-state; one in-custody child had.  Medical treatment in the form of hospitalizations was noted in the charts of 36% of the in-custody children and 28% of the non-custody children.  Medical care in the form of emergency room visits was noted for 26% of the in-custody and 36% of the non-custody children and youth.  

Length of stay differed greatly for the two groups of children in this level of care, interestingly, this time (unlike for the shelter group), with in-custody children having significantly longer stays (on average 168 days as compared to 120 days).  Most common discharge type was treatment complete (40% for the in-custody children and 51% for the non-custody children), followed by transfers to less restrictive treatment settings (25% in-custody; 19% non-custody), and either transfer to a more restrictive setting (8% in-custody; 10% non-custody) or elopement (11% in-custody; 9% non-custody).  Very few youth in both groups left without aftercare arrangements (3% of the in-custody group and 9% on the non-custody group).  Most common aftercare referrals for the in-custody group were outpatient mental health (41%), inpatient mental health in Alaska (23%), foster care (20%), or out-of-state residential care (14%).  Most common aftercare referrals for non-custody children and youth were for outpatient mental health care (55%), inpatient mental health care in Alaska (23%), and out-of-state residential treatment (10%).   

Children and Youth Receiving Services Outside of the State of Alaska 

Charts for 133 children and youth receiving services outside of the state of Alaska were reviewed, and their data entered and analyzed.  Descriptive statistics for the following two out-of-state groups are shown in Table Six:

1. In-custody children and youth 

2. Non-custody children and youth 

As shows in Table Six, common referral sources differed somewhat for the in-custody children and youth served out-of-state as compared to the non-custody group.  For the in-custody children and youth the most common referral sources were inpatient mental health (51%).  The most common inpatient care providers who referred youth out-of-state were Northstar (37.2%) and Providence (9.3%).  The next most common referral source for the in-custody children was DFYS (23%), followed by the Division of Juvenile Justice (or related services; 11%), and parents (7%).  For the non-custody group, the most common referral source was also inpatient mental health (58%), with the most common providers making these referrals being Northstar (27%), Providence (21%), and the Alaska Psychiatric Institute (11%).  The next most common referral source was parents or legal guardians (14%), followed by outpatient mental health (9%).  

Almost all of the children receiving services out-of-state had evidence of prior mental health treatment in Alaska in their charts.  In the in-custody group prior treatment in the form of acute psychiatric care was noted for 84% of the children, outpatient mental health care for 51%, and residential mental health care for 15%.  In the non-custody group, 78% of children had evidence of prior acute psychiatric care, 74% of outpatient mental health care, and 23% of residential treatment.  Prior out-of-state mental health treatment was reported in the charts of 30% of the in-custody children and youth and 31% of the non-custody children and youth.  Prior in-state substance abuse treatment was noted for about 7% of children, regardless of custody status and for only one child was out-of-state substance abuse treatment noted in the chart.  Almost half of the in-custody group had been hospitalized and about 16% had emergency room visits documented in their chart.  For the non-custody group, hospitalizations were noted for only 38% of children, but emergency room visits were noted for 23%.  

Length of stay for the current treatment episode of the children receiving services out-of-state differed greatly depending on custody status, with in-custody children having much longer stays (an average of 398 days as compared to 215 days).  Most common type of discharge for the in-custody group was treatment complete (40%), followed by transfer to a less restrictive setting (30%), and against medical advice (10%).  Oddly, this information was missing for almost 17% of the out-of-state, in-custody involved children and youth.  Most common discharge type for the non-custody group was treatment complete (60%), followed by transfer to a less restrictive setting (14%), against medical advice (10%), and transfer to a more restrictive setting (4%).  Common referral targets or aftercare referrals were outpatient mental health (60% in-custody; 89% non-custody), inpatient mental health care in Alaska (36% in-custody; 18% non-custody), inpatient mental health care out-of-state (in-custody 17%; non-custody 3%), and outpatient substance abuse treatment (in-custody 5%; non-custody 16%).  Few children and youth (5% to 7%), regardless of custody status, left without aftercare arrangements.  

Detail About Significant Differences

All children and youth receiving services out-of-state can be considered high acuity children and youth.  Hence, inferential statistics were based on comparisons between the high acuity in-state group and the entire out-of-state group.  Length of stay was analyzed using an ANOVA (given its continuous nature); all other variables were analyzed using multivariate chi square analyses (given their categorical nature).  

Different referral patterns were noted for different groups of children and youth in analyzing the data simply from a descriptive perspective (although inferential analyses did not show statistical differences given the skewed distributions of data across groups resulting in empty cells).  The out-of-state groups were more likely to have been referred by agencies providing high levels of residential or acute psychiatric care, whereas in-state groups were more likely to have been referred by state agencies or officials (such as DJJ, probation officers, and for the in-custody children and youth, the Division of Family and Youth Services).  Referral pattern differences were a given for the in-custody versus non-custody group, as DFYS is the primary source of referral for the former group.  Further, parents and mental health care providers were less likely to be a referral source for the in-custody as compared to the non-custody group.  
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No statistically significant patterns for prior in-state or out-of-state mental health or substance abuse treatment were established across either location of service or custody status.  All children and youth were equally and highly likely to have received prior in-state mental health treatment, somewhat likely to have received prior out-of-state treatment, and unlikely to have received substance abuse treatment (either in- or out-of-state).  Differences among groups did emerge with regard to rates of prior medical hospitalization for the in-state versus out-of-state groups, but not for the in-custody versus non-custody groups.  Children and youth receiving out-of-state services were more likely to have been previously hospitalized for medical reasons than in-state children and youth, at rates of 23% in-state and 41% out-of-state.  This pattern of potentially more physically ill children and youth being sent out-of-state was corroborated by the finding that medical disorders (as diagnosed on DSM-IV Axis III), were more common among children and youth served out-of-state than children and youth served in-state (with no difference between in-custody and non-custody groups) at admission, a difference that vanished at discharge (also see Chapter Four).  

Significant differences were revealed across groups for length of stay at the current episode of treatment.  Both main effects (location of service and custody status) and the interaction effect were significant, indicating that out-of-state children and youth have longer stays than in-state children and youth and in-custody children and youth have longer stays than non-custody children and youth.  The interaction effect revealed that the group with the longest stays was the out-of-state, in-custody group; the group with the shortest length of stay was the in-state, non-custody group.  The following graph provides a visual representation of mean lengths of stay by all possible sub-groupings.
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No other statistically significant differences emerged relevant to treatment course, for the present or past episodes of treatment.  

Table Six

Treatment History

	
	Children and Youth Treated In-State
	Children and Youth Treated Out-of-State

	
	Substance Abuse Treatment
	Emergency Shelters
	Levels III to V and Acute Care
	

	Treatment History-Related Variables
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement
	DFYS Involvement
	No DFYS Involvement

	Number of children and youth
	7 of 31 (23%)
	24 of 31 (77%)
	32 of 44 (72%)
	12 of 44 (28%)
	73 of 142 (51.4%)
	69 of 142 (48.6%)
	43 of 133 (32.3%)
	90 of 133 (67.7%)

	Referral Source
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Parent or legal guardian
	1 (14.3)
	0
	0
	3 (25.0)
	6 (8.2)
	17 (24.6)
	3 (7.0)
	13 (14.4)

	 
	Outpatient mental health
	0
	1 (4.2)
	0
	0
	0
	3 (4.3)
	2 (4.7)
	8 (8.9)

	 
	Outpatient substance abuse
	0
	2 (8.3)
	0
	0
	0
	0
	0
	0

	 
	Outpatient health facility
	0
	0
	0
	0
	0
	1 (1.4)
	1 (2.3)
	0

	 
	Inpatient mental health 
	0
	1 (4.2)
	0
	0
	13 (17.8)
	15 (21.7)
	22 (51.2)
	52 (57.8)

	 
	Residential substance abuse 
	1 (14.3)
	0
	0
	0
	1 (1.4)
	0
	0
	0

	 
	Medical hospital
	0
	0
	0
	0
	0
	4 (5.8)
	2 (4.7)
	10 (11.1)

	 
	DFYS
	2 (28.6)
	0
	20 (62.5)
	0
	30 (41.1)
	0
	10 ( 23.3)
	0

	 
	DJJ
	3 (42.9)
	18 (75.)
	12 (37.5)
	8 (66.7)
	16 (21.9)
	21 (30.4)
	2 (4.7)
	7 (7.8)

	 
	Court ordered - not DJJ
	0
	0
	0
	0 (0.00)
	6 (8.2)
	7 (10.1)
	1 (2.3)
	0

	 
	Missing
	0
	2 (8.3)
	0
	1 (8.3)
	1 (1.4)
	1 (1.4)
	0
	0

	Agent most likely refer to this level of care 
	 
	 
	 
	 
	 
	 
	 
	 

	
	Top referrer
	DJJ (3)
	DJJ (18)
	DFYS (20)
	DJJ/MYC (8)
	DFYS (30)
	DJJ/MYC (21)
	Northstar (16)
	Northstar (24)

	
	Second most common referrer
	DFYS (2)
	N/A
	DJJ/MYC (12)
	Parents (3)
	DJJ/MYC (22)
	Parents (17)
	DFYS (10)
	Providence (19)

	
	Third most common referrer
	N/A
	N/A
	N/A
	N/A
	Northstar (8)
	Northstar (8)
	DJJ/MYC (5)
	Parents (13)

	
	Fourth most common referrer
	N/A
	N/A
	N/A
	N/A
	Parents (6)
	Probation Off. (4)
	Providence (4)
	API (10)

	
	Fifth most common referrer
	N/A
	N/A
	N/A
	N/A
	N/A
	Providence (3)
	Parents (3)
	DJJ/MYC (7)

	Prior Mental Health Treatment 

 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	In-state - N with yes
	7 (100)
	21 (87.5)
	22 (68.8)
	8 (66.7)
	67 (91.8)
	60 (87.0)
	43 (100.0)
	89 (98.9)

	 
	Outpatient mental health 
	5 (71.4)
	14 (58.3)
	8 (25.0)
	8 (66.7)
	39 (53.4)
	36 (52.2)
	22 (51.2)
	67 (74.4)

	 
	Acute psychiatric hospital
	2 (28.6)
	1 (4.2)
	6 (18.7)
	2 (16.6)
	36 (48.3)
	31 (44.9)
	36 (83.7)
	70 (77.8)

	 
	Residential treatment
	2 (28.6)
	6 (25.0)
	7 (21.9)
	2 (16.7)
	26 (35.6)
	10 (14.5)
	23 (53.5)
	21 (23.4)

	 
	Out-of-state -  N with yes
	0
	1 (4.2)
	1 (3.1)
	1 (8.3)
	10 (13.7)
	6 (8.7)
	13 (30.2)
	28 (31.1)

	 
	Residential  
	0
	0
	1 (3.1)
	1 (8.3)
	6 (8.2)
	5 (7.2)
	13 (30.2)
	21 (23.4)

	Prior Substance Abuse Treatment 

 
	 
	 
	 
	 
	 
	 
	 
	 

	
	In-state - N with yes
	5 (71.4)
	12 (50.0)
	5 (15.6)
	1 (8.3)
	7 (9.6)
	10 (14.5)
	3 (7.0)
	6 (6.7)

	
	Out-of-state -  N with yes
	0
	1 (4.2)
	0
	0 (0.00)
	1 (1.4)
	0
	0
	1 (1.1)

	Medical Treatment 

 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Hospitalizations - N with yes
	2 (28.6)
	6 (25.0)
	3 (9.4)
	5 (41.7)
	26 (35.6)
	19 (27.5)
	20 (46.5)
	34 (37.8)

	 
	Emergency room - N with yes
	3 (42.9)
	3 (12.5)
	4 (12.5)
	5 (41.7)
	19 (26.0)
	25 (36.2)
	7 (16.3 )
	21 (23.3)

	Current LOS

 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Median and Range
	77 (35-158)
	114 (18-389)
	15 (1-347)
	29 (2-532)
	127 (3-571)
	30 (1-700)
	356 (7-1058)
	178 (7-691)

	 
	Mean and SD
	91.1 (56.2)
	116.9 (77.7)
	51.4 (87.2) 
	92.1 (154.6) 
	168.4 (146.2) 
	119.5 (148.3) 
	397.4 (254.1) 
	214.5 (148.2) 

	Current Type of Discharge

 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Treatment complete
	4 (57.1)
	15 (62.5)
	5 (15.6)
	7 (58.3)
	29 (39.7)
	35 (50.7)
	17 (39.5)
	34 (60.0)

	 
	Transfer to more restrictive treatment
	2 (28.6)
	4 (16.7)
	2 (6.3)
	0
	18 (24.7)
	13 (18.8)
	0
	4 (4.4)

	 
	Transfer to less restrictive treatment 
	0
	2 (8.3)
	9 (28.1)
	0
	6 (8.2)
	7 (10.1)
	13 (30.2)
	13 (14.4)

	 
	Elopement
	0
	0
	6 (18.8)
	2 (16.7)
	8 (11.0)
	6 (8.7)
	0
	1 (1.1)

	 
	Administrative discharge
	0
	2 (8.3)
	1 (3.1)
	0
	2 (2.7)
	2 (2.9)
	2 (4.6)
	3 (3.3)

	 
	Due to medical reasons
	0
	0
	0
	0
	1 (1.4)
	0
	0
	1 (1.1)

	 
	Against treatment advice
	0
	1 (4.2)
	0
	1 (8.3)
	2 (2.7)
	3 (4.3)
	4 (9.3)
	9 (10.0)

	 
	Missing
	1 (14.3)
	0
	9 (28.1)
	2 (16.7)
	7 (9.6)
	3 (4.3)
	7 (16.3)
	5 (5.6)

	Referral Target*

 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	Outpatient mental health
	1 (14.3)
	9 (37.5)
	3 (9.3)
	0
	30 (41.1)
	38 (55.1)
	25 (58.1)
	79 (88.7)

	 
	Outpatient substance abuse
	0
	13 (54.2)
	0
	0
	2 (2.8)
	0
	2 (4.6)
	14 (15.7)

	 
	Outpatient health facility
	0
	0
	0
	0
	0
	0
	0
	0

	 
	Inpatient mental health in Alaska 
	2 (28.6)
	6 (25.0)
	3 (9.3) 
	0
	17 (23.3) 
	16 (23.2) 
	15 (34.9)
	16 (18.0) 

	 
	Inpatient mental health out of state
	0
	0
	4 (12.5)
	0
	10 (13.7)
	7 (10.1)
	 7 (16.3)
	9 (10.1)

	 
	Residential substance abuse 
	5 (71.4)
	1 (4.2)
	1 (3.1)
	0
	1 (1.4)
	2 (2.8)
	0
	3 (3.4)

	 
	Medical hospital
	0
	0
	0
	0
	0
	0
	0
	0

	 
	Foster care
	0
	0
	10 (31.3)
	1 (8.3)
	15 (20.7)
	1 (1.4)
	7 (16.3)
	1 (1.1)

	 
	Criminal justice facility
	1 (14.3)
	4 (16.7)
	1 (3.1)
	1 (8.3)
	7 (9.6)
	4 (5.8)
	1 (2.3)
	4 (4.5)

	 
	None/Home
	0
	0
	6 (18.9)
	10 (83.3)
	2 (2.8)
	6 (8.7)
	2 (4.6)
	6 (6.7)

	 
	Missing
	2 (28.6)
	2 (8.3)
	4 (12.5)
	2 (16.7)
	5 (6.8)
	4 (5.8)
	1 (2.3)
	1 (1.1)


*Percentages in this category can add to more than 100% as more than one option can be offered

Appendix A:  Programs Contributing Charts

	350 CHARTS TOTAL WERE RECEIVED:

133 charts from out-of-state programs 

217 charts from in-state programs




Out-of-State Programs Contributing Charts

	Number
	Agency

	9
	Brown School of San Marcos (BSSM) San Marcos TX

	1
	CCS of Montana (CCS MT)  Butte MT                

	3
	Center for Change Inc (CFC)  Orem UT         

	7
	Cinnamon Hills Youth Crisis Center., Inc (CHYCC) ST. George, UT

	7
	Cleo Wallace Centers (CWCO)  Colorado Springs CO

	5
	Cleo Wallace Centers (CWW)  Colorado Springs CO                                      

	3
	Colorado Boys Ranch (CBR)  La Junta, CO             

	10
	Copper Hills Youth Center (CHYC) West Jordan UT

	3
	Christie School Incorporated (CS) Maryhurst, OR

	5
	Eastern Idaho Regional Behavioral Health Center (EI)  Idaho Falls, ID                 

	12
	Heritage Residential Treatment Center (HRTC) Provo UT

	2
	Intermountain Children's Home (ICH) Helena, MT

	5
	Intermountain Hospital (IHID) Boise ID

	5
	Lakeview Neurorehab Center (LNC) Waterford, WI

	7
	The Oaks Psychiatric Health System (TOPHS) Lane Austin, TX

	5
	The Pines Residential (TPR) Portsmouth, VA

	12
	Provo Canyon School (PCS) Provo, UT

	3
	Seattle Children's Home (SCH) Seattle, WA

	1
	Sorenson Residential Treatment Center (SRTC) Koosharem, UT

	4
	Texas Neurorehab Center (TNC) Austin, TX 

	2
	Vista Care Residential Treatment Center (VCRTC)  Hereford, AZ

	15
	Willow Springs Medical Center (WSMC) Reno, NV

	7
	Yellowstone Boys and Girls Ranch (YBGR) Billings, MT

	133 charts from 23 out-of-state RTC and RPTC programs




In-State Programs Contributing Charts

	Number
	Level
	Agency

	6
	2
	AYPF – Apollo Shelter Anchorage

	4
	2
	AYPF –Roy Street Shelter Anchorage

	3
	2
	AYPF – Challenge House Anchorage

	4
	2
	Bethel Receiving Home Bethel

	6
	2
	JYS – Corner Stone Juneau

	4
	2
	Kenai Peninsula Care Center – Emergency Shelter Kenai

	6
	2
	North Slope Borough Residential Care Center Barrow

	4
	2
	Presbyterian Hospitality House Fairbanks

	4
	2
	Residential Youth Care Emergency Services Ketchikan

	3
	2
	Saxton Youth Shelter

	44 charts from 10 Level II programs

	6
	3
	Alaska Baptist Family Services Anchorage 

	6
	3
	Bethel Group Home Bethel

	4
	3
	LifeQuest Wasilla

	6
	3
	JYS – Miller House Juneau

	4
	3
	Kenai Peninsula Care Center – Behavioral Dysfunction Kenai

	3
	3
	Kenai Peninsula Care Center – Sex Offender Kenai

	4
	3
	Residential Youth Care RCC Ketchikan

	5
	3
	Presbyterian Hospitality House Fairbanks

	6
	3
	Booth Residential Care Center

	44 charts from 9 Level III programs

	6
	4
	Family Centered Service of Alaska RDT Fairbanks

	4
	4
	JYS – Wallington House Juneau

	10 charts from 2 Level IV programs

	17
	5
	Anchorage Children’s Services Anchorage

	15
	5
	Northstar RTC Anchorage

	5
	5
	Northstar RTC Palmer

	6
	5
	Providence Alaska Medical Center RTC Anchorage

	43 charts from 4 Level V acute care programs

	15
	A
	Alaska Psychiatric Institute Anchorage

	15
	A
	Northstar Hospital Anchorage

	15
	A
	Providence Alaska Medical Center Discovery Unit Anchorage 

	45 charts from 3 Substance Abuse  programs

	4
	SA
	FNA – Lifegivers Fairbanks

	14
	SA
	Volunteers of America Anchorage

	6
	SA
	Raven’s Way Sitka

	7
	SA
	FNA – GRAF Adolescent Treatment Center

	31 charts from 4 substance abuse treatment programs


Appendix B: Chart Review Protocol

Instructions to Chart Reviewers

1. Note the Chart Identification on every page!

2. Before making ANY ratings, read the entire chart to become familiar with the individual’s most recent treatment episode

3. Rate each chart on the most recent treatment episode (this goes for charts that contain more than one admission per individual)

4.  “At Intake” is defined as the presentation by the child at admission.  Information for this rating is most likely derived from an intake summary; however, it may also be contained in the individual’s discharge summary

5. “New Occurrence or Exacerbation During Treatment Episode” is defined as any new symptom or symptom exacerbation (i.e., worsening) during the most recent treatment episode as compared to “At Intake”

6. Choose your ratings using the CANS manual for each listed item; the page # column on the rating sheet refers to the page number on which the symptom to be rated is described in the CANS manual

7. DO NOT make ratings without referring to the CANS manual until you basically have the CANS ratings memorized; when in doubt, look it up; leave nothing to guess work

8. Use a circle to indicate the correct rating for a given symptom/symptom cluster

9. If you make a mistake, draw an X through your circle and then circle the correct response

10. You must have one response circled in the block labeled “At Intake”

11. You must have one response circled in the block labeled “New Occurrence or Exacerbation During Treatment Episode” (if there is no new symptom or a symptom exacerbation as compared to intake, note this by choosing “NO CHANGE”)

12. If no red number is circled you may skip the blocks labeled “Addressed in Treatment Plan”, “Addressed in Treatment Plan Review”, and “Addressed in Discharge Summary”

13. If you have circled a 2 or 3 in the block labeled “At Intake” or in the block labeled “New Occurrence or Exacerbation During Treatment Episode”, you MUST also rate one response in each of the blocks labeled “Addressed in Treatment Plan”, “Addressed in Treatment Plan Review”, and “Addressed in Discharge Summary”

14. Circle “Treated” if a problem rated 2 or 3 is actually being addressed in some form via services during the current treatment episode

15. Circle “Noted” if a problem rated 2 or 3 is noted, but not actually treated (for example, treatment plan indicates a need to treat sexual acting out but the agency has no way of dealing with this symptom and hence does not actually treat it)

16. Circle “Ignores” if a problem rated 2 or 3 is not mentioned at all in the treatment plan, review, or discharge summary

17. Under “Reviewer Notes” write down only significant information pertaining to the adequacy of the chart (e.g., do not editorialize about the appropriate of treatment). For example, note missing documents, especially missing treatment plans, treatment reviews, and discharge summaries.
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