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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.
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