Children and Youths Needs Assessment:

Information from DHSS Databases and Key Informants

(ACSES CAYNA-Related Technical Report No. 3)

Submitted by:

Alaska Comprehensive and Specialized Evaluation Services (ACSES)

University of Alaska Anchorage

P. O. Box 241626

Anchorage, Alaska 99524-1626

907-561-2880

907-561-2895 (FAX)

AYACSES@uaa.alaska.edu

October 29, 2002


This research was conducted in response to a request by and with funding from the Department of Health and Social Services of the State of Alaska.  Contents are solely the responsibility of the authors and do not necessarily represent the views of the funding agency.

Children and Youths Needs Assessment:

Information from DHSS Databases and Key Informants

Perplexity is the beginning of knowledge.
Kahlil Gibran

Table of Contents 

Executive Summary 
v

Chapter One: Introduction 
1


Information About Children and Youth in Alaska
1


Historical Background of Mental Health Care in Alaska
4


Overall Purpose of the Current Needs Assessment
6


Purpose of This Report
8

Chapter Two: Current Service Availability
11


Purpose
11


Methodology
11


Findings
13


Conclusions
22

Chapter Three: Service Utilization and Descriptions of Children and Youth as Reflected in State of Alaska Databases
31


Purpose
31


Methodology
32


Findings: DMHDD’s ARORA
38


Findings: ADA MIS
51


Findings: ADA MMIS
59


Findings: First Health’s Service Authorization Database
63


Findings: DFYS’s Psychiatric Nurse Log
69


Findings: DMA MMIS, First Health, and Psychiatric Nurse Log
71


Findings: DFYS’s Attendance Record Database
72

Chapter Four: Service Needs as Perceived by Other Stakeholders in Alaska 
79


Purpose
79


Methodology
79


Findings
82


Conclusions
99

References
103

Appendix: ACSES Scope of Work
105

Children and Youths Needs Assessment:

Information from DHSS Databases and Key Informants

Prepared by ACSES Staff

October 29, 2002

Executive Summary

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

Russell Webb, Deputy Commissioner, Alaska DHSS, September 2002

To assess the mental health and substance abuse treatment of children and youth in Alaska, the Department of Health and Social Services (DHSS) contracted with the Alaska Comprehensive and Specialized Evaluation Services (ACSES) to conduct a needs assessment about the service needs of Alaska children and youth.  This needs assessment was to collect comprehensive data about all aspects of care delivery to help the Alaska DHSS and its relevant Divisions refine and expand existing services to care more optimally for children and youth in need of mental health or substance abuse treatment.  The Children and Youth Needs Assessment, CAYNA, became a comprehensive and far-reaching effort assessing perceived, normative, expressed, and relative needs for children and youth services statewide to deliver the following information:

· Descriptions of the current statewide system of care, including: 

· an assessment of in-state system utilization and ability to meet current needs;

· an analysis of the services currently utilized out of state;

· an analysis of impediments and barriers; and

· an assessment of gaps in types and capacity.

· Descriptions of the children and youth in needs of services, including:

· clinical and demographic characteristics of the youth as a whole;

· differences between youth served in and out of state;

· differences between youth in state custody versus youth not in state custody; and

· differences based on the interaction between custody status and service location.

· Recommendation about the principles that should guide a comprehensive and seamless system of care for children and youths, including:

· priorities for service reconfigurations, expansions, and enhancements; and

· priorities for new service developments.

Although the primary impetus for CAYNA was to bring home youth currently served out of state, 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 experience severe mental, emotional, and behavioral disorders.  Some of the concerns that were voiced by CAYNA participants and no doubt fueled DHSS’s desire for a needs assessment were as follows:

· Out-of-state treatment for children who may have been able to have been treated in state.

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

· Fragmented care and loss of treatment continuity.

· Lack of access to needed in-state care despite documented need.

· Limited access to in-state care, especially for youth who fall between funding cracks or have difficult-to-treat diagnostic or behavioral presentations.

· Placements at inappropriately higher levels of care than needed (which fails to meet the spirit of least restrictive treatment).

· Placements at inappropriately lower levels of care than needed (which can result in danger to the client or service provider).

· Incomplete care, such as receiving services only for mental health problems when there are also substance abuse problems.

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

· Families feeling unsupported, spending much energy trying to secure services for their children and themselves, and exceeding their financial resources.

· Excessive time spent waiting for treatment with intermediate exacerbation of symptoms and overburdening of families.

· Staff overburdening and burnout due to excessive caseloads and overtime.

Description of the Current System of Care
ARORA, the database for the Division of Mental Health and Developmental Disabilities, reports that in Fiscal Year 2002, 5,930 children and youth received at least one episode of mental health care (either inpatient or outpatient), as based upon reports from 37 mental health treatment programs statewide.  Although this number is flawed in a variety of ways and cannot be used to calculate a definite penetration rate in terms of DMHDD-funded mental health care, an estimate is possible.  Namely, based on the fact that there are 190,717 children and youth in Alaska and 5,930 consumers represented in ARORA, an estimated 31.1 youth per 1,000 in the population was served in Alaska during FY 2002.  This penetration rate compares to a US national average of 19.3 (ranging from 3.8 to 53.5) youth served annually by services funded through a given state’s mental health authority.

Based on databases provided by the Division of Medical Assistance, First Health, and the Division of Family and Youth Services, it can be concluded that at least 1,898 children and youth received residential mental health care funded by Medicaid in FY 2002.  Based on this number of 1,898 children and youth, some estimates can be made as to penetration rates with regard to residential services funded by Medicaid.  Specifically, based on the 190,717 children and youth in Alaska, if 1,898 receive mental health services funded by Medicaid, this translated into a residential penetration of 10 youth served per 1,000 youth in the general population.  As no national residential penetration rate is available, this rate can only be compared to the US national average of 21.2 (ranging from 6.1 to 41.8) youth receiving any mental health service (i.e., inpatient or outpatient) funded by Medicaid.

In-State System Description and Utilization

A large number of mental health and a few substance abuse treatment programs exist for children and youth in Alaska, both residential and community-based.  The following residential programs are available and have the following total bed capacity per level or type of service:

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

	Day treatment (I)
	2
	33
	74.0%

	Emergency Stabilization (II)
	14
	149 (of these 99 are DFYS)
	86.3%

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

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

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

	Psychiatric Acute Care Units
	3
	101
	83.5%

	Other Residential Care
	3
	15
	80.0%

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

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


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

In additional to these residential programs, there are 47 community-based programs providing outpatient services to children and youth across the state of Alaska.  These programs report an average utilization rate of 84% and long waitlists.

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

These interview-based data are contradicted somewhat by utilization data derived from State databases, which reveal somewhat lower utilization rates.  Some resolution of the noted discrepancies in utilization will need to be resolved prior to final service capacity planning.  Additional information about in-state services is presented in CAYNA Report #1, which presents detailed findings from the 81 provider interviews.

Out-of-State Services Utilization

As many as 31 mental health treatment programs were utilized by Alaska children and youth in fiscal year 2002, including locked and unlocked residential programs and an acute psychiatric care unit.  Almost all of these out-of-state programs, across all levels and types, report high to very high utilization rates and function at top capacity much of the time.  However, the reader must keep in mind that the capacity and utilization information about these programs does not imply anything about the number of beds in those program used by Alaska children and youth.  The table that follows clearly suggests that the type of service most commonly sought out of state is that of locked, long-term residential treatment.

The following programs provided services to Alaska children and youth and have the following capacities and utilizations (shown by type of service):

	Type of Program
	Number of Programs
	Total Number of Beds
	Mean Utilization Rate

	Locked long-term residential
	15 programs across 10 states (WA, NV, TX, AZ, UT, OR, NM, ID, HI, SC)
	947 (ranging from 19 to 189)
	89.5% (ranging from 50% to 100%) 

	Unlocked long-term residential
	10 programs across 5 states (VA, MT, UT, WI, CO)
	1044 (ranging from 16 to 186) 
	92.6% (ranging from 81% to 100%)

	Locked and unlocked long-term residential


	5 programs across 3 states (UT, CO, MT)
	487 (ranging from 16 to 224)
	89% (ranging from 82% to 100%)

	Acute psychiatric care (always locked)


	1 program (CO)
	20
	100%


Out-of-state programs serving Alaska children and youth clearly meet some of the gaps noted in state.  These programs accommodate the very children who present with symptoms that are exclusionary criteria for many in-state agencies, such as fire-setting, sexual offense histories, low intellectual functioning, symptoms of substance use, fetal alcohol exposure, and treatment needs that exceed local programs’ capabilities in terms of level of care required.

Brief Description of Children and Youth Served in Fiscal Year 2002 as Obtained from DHSS Databases
Records from the Division of Medical Assistance, First Health, and the Division of Family and Youth Services psychiatric nurse log (PNL) reveal that during fiscal year 2002, there was an unduplicated count of at least 1,898 children and youth who on average had at least two residential placements in the last two years.  These placements could have occurred in state or out of state. In the following table are additional details about location of service and custody status of the children and youth represented in the various DHSS databases for Fiscal Year 2002.

	Variable
	Overall
	DMA MMIS
	First Health
	DFYS PNL

	Total Number of Records
	1,898
	1,497
	1,089
	360

	Custody Status Regardless of Location 

	Yes
	459
	24%
	251
	17%
	218
	20%
	360
	100%

	No
	1,439
	76%
	1246
	83%
	871
	80%
	0
	0%

	Location Regardless of Custody Status

	In-State
	1256
	66%
	985
	66%
	715
	66%
	301
	84%

	Out-of-State
	633
	34%
	512
	34%
	374
	34%
	59
	16%

	Custody Status for In-State Children and Youth

	In-custody
	353
	28%
	192
	19%
	160
	22%
	301
	100%

	Non-custody
	903
	72%
	793
	81%
	555
	78%
	0
	0%

	Custody Status for Out-of-State Children and Youth

	In-custody
	97
	15%
	59
	12%
	58
	16%
	57
	100%

	Non-custody
	536
	85%
	453
	88%
	306
	84%
	0
	0%

	Location for In-Custody Children and Youth 

	In-State
	353
	78%
	192
	76%
	160
	73%
	300
	91%

	Out-of-State
	97
	22%
	59
	34%
	58
	27%
	29
	9%

	Location for Non-Custody Children and Youth 

	In-State
	903
	63%
	793
	64%
	555
	64%
	0
	0%

	Out-of-State
	536
	37%
	453
	36%
	316
	36%
	0
	0%


Data reveal that regardless of data source, about 34% of children are served out of state each year.  Data also consistently reveal that children and youth in state custody are more likely to receive services in-state than children who are not in custody.  The bulk of the children served, namely about 47%, received services in-state and were not in custody, followed by children and youth not in state custody and served out of state (almost 30%), and children in custody and served in state (almost 20%).  The smallest group was comprised of children in custody and served out of state (about 5%).
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State databases and the 350 chart reviews revealed the following information about the youth served in Fiscal Year 2002, demonstrating their high level of need and acuity of symptoms:

· According to both the DHSS databases and chart reviews, a disproportionate number of males is receiving services (approximately 58% male versus 42% female), as compared to the overall population (51% male and 49% female).

· Average age of the children and youth being served is between 14 and 15 years of age as compared to the average Alaska child who is about 9 to 10 years old.

· During FY02 Alaska Native children and youth are overrepresented in the population served, with approximately 35% to 58% of children being served in FY02 being Alaska Native (depending on data source), as compared to 20% of the general population.

· Across all data sources, overall, more children and youth are served in state than out of state (70% versus 30%).

· Across all data sources, overall, more children and youth are in parental than in state custody (about 75% versus 25%).

· Almost all children and youth have multiple diagnoses, with an average of two to three relating to mental health.  The most frequently charted diagnoses no matter the level of care, was posttraumatic stress disorder, depressive disorders, oppositional defiant disorder, attention deficit hyperactivity disorder, and bipolar disorder.

Additional information about the children and youth receiving mental health and substance abuse treatment services, both in state and out of state, are presented in CAYNA Report #2, which presents findings from 350 chart reviews.

Analysis of Impediments and Barriers 

There are at least three discrete sets of barriers that hinder optimal service provision in state for Alaska children and youth.  These are barriers related to the overall service system, barriers associated with the agencies providing services, and barriers related to the consumers (i.e., the children, youth, and their families).  A listing follows, presented in no order of priority.

System Barriers

· Limited access to residential beds among children and youth who are not in state custody due to the fact that DFYS funds and reserves beds for children and youth in DFYS custody.

· Legislative budget cuts to relevant state agencies that provide services to children and youth with mental health needs.

· Use of the Division of Juvenile Justice facilities to house youth in the absence of appropriate mental health services for youth with aggressive or otherwise difficult-to-manage behaviors.

· Reactive emphasis on crisis intervention and treatment of severe disorders rather than on prevention and early intervention, including community-based services.

· Administrative requirements regarding issues such as building codes and staff characteristics.

· Inadequate and unpredictable funding along with non-integrated funding streams across related Divisions and Departments.

· Duplication of efforts due to a lack of system integration.

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

· Inadequate attention to children’s issues among the policy and decision-makers in State government.

· Lack of integration of schools into the mental health system, with inadequate collaboration of mental health care providers and teachers, and non-involvement of educators.

· Lack of involvement of DFYS staff with mental health services, providers, and decision-making processes, as well as lack of availability by DFYS staff to treatment providers.

Agency-Linked Barriers

· Excessively high utilization rates and capacity limitations that lead to long waitlists or rejection of children who would have been appropriate for care.

· Inadequate facilities that limit capacity or type of services provided despite funding or staffing that may have allowed for increased capacity or other types of services.

· Inadequate completion of paperwork and incomplete medical charts that make documentation about treatment, aftercare, and assessments difficult.

· Inadequate funding leading to unpredictable budgets and improper long-term service plans.

· Inability to recruit and retain qualified staff members into vacancies.

· Staffing limitations related to expertise and knowledge attributed to inadequacy and lack of availability of training programs preparing mental health care providers for work with youth.

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

· Misdiagnoses leading to inappropriate care due to poorly trained staff and lack of time to spend with each child or youth for assessment purposes.

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

· Inadequate involvement of families in treatment planning after intake and in aftercare planning at discharge, as well as in terms of treatment integration throughout treatment.

· Lack of motivation or staff resources to explore less restrictive treatment options from community-based providers that leads to more restrictive inpatient or residential care.

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

Consumer-Related Barriers

· Increasingly acute symptoms.

· Increasing behavioral acting out.

· Runaway behavior that cannot be dealt within non-locked settings.

· Uninvolved or absent families.

· Uncooperative or resistant families.

· Inability to pay for services with ineligibility for Medicaid or Denali Kid Care or without health insurance.

Assessment of Gaps in Types and Capacity 

There are two ways of looking at service gaps.  First, there are gaps in terms of types of services needed but not available.  Second, there are gaps in terms of types of children or youth who need 

treatment but for whom no services are available because of their particular presentation.  These two issue, of course, at times overlap, as will be discussed below.  A listing follows, presented in no particular order of priority.

Gaps in Service Types

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

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

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

· Long-term in-state residential care.

· Detoxification services specifically for children and youth.

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

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

· Therapeutic foster care in particular and safe, long-term foster care in general.

· Prevention services, including outreach and education.

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

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

· Stabilization and assessment services in non-acute psychiatric care units that are large and perhaps overwhelming to less severely disturbed children.

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

Gaps in Services Based on Consumer Presentation

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

· Psychosis;

· Eating disorder;

· Fetal alcohol spectrum disorder;

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

· Medical comorbidity superimposed on another mental illness; and

· Low IQ or other developmental disability.

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

· Runaway behavior;

· History of trauma;

· History of abuse or neglect (especially sexual abuse); and

· Pregnancy.

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

· Age under 12, especially infancy and very young childhood;

· Older adolescents aging out of the system;

· Rural geographic origin;

· Cultural diversity; and

· Girls.

Chapter One: Introduction

“Be it resolved that the Alaska State Legislature respectfully requests the governor to direct the Department of Health and Social Services to work in conjunctions with the Alaska Mental Health board, the Alaska Mental Health Trust Authority, and other interested parties to strengthen the full continuum of residential and community-based care and to work in a coordinated, cooperative, collaborative, and partnering manner towards integration of services in Alaska  for the treatment of severely emotionally disturbed children”

Senate Concurrent Resolution 21 (SCR 21)

The State of Alaska is unique in many respects and mere mention of Alaska often attracts attention and commentary.  With over 500,000 square miles of land, Alaska is the largest state in the nation; with only approximately 630,000 inhabitants, it is one of the smallest.  Due to its location in the Northwestern quadrant of the American continent, Alaska is the northernmost territory in the United States.  Given this location, Alaska encounters the largest extremes in temperature, daylight hour variations, and climactic conditions in the US.  Given its late settlement by European Americans, Alaska can also boast the largest indigenous population of any of the 50 states, with Alaska Natives comprising almost 17% of the entire population.  Also noteworthy is the fact that with over 500,000 square miles of land and less than 630,000 inhabitants, the population density of Alaska is a mere one person per square miles, the lowest rate nationwide.

Unfortunately, these are not the only superlatives that can be claimed by the State.  Alaska ranks highest and lowest in a number of less distinguishing categories.  For instance, Alaska leads (or almost leads) the nation with regard to rates of child abuse, infant and childhood mortality, infectious childhood disease, youth suicide, accidental death, and substance abuse (cf., Brems, 1996; Alaska DHSS, 2001).  Conversely, Alaska ranks toward the bottom with regard to child welfare, and availability of and access to medical and psychological treatment (Alaska Hard on Children, 1995; Kids Count, 2001.  It is not surprising that national concerns about increasing numbers of individuals actively abusing alcohol and other drugs (AOD), about mental health problems, and health-related issues (e.g., HIV/AIDS) are also felt full-force in Alaska.  The needs assessment described in this report is an important step toward dealing with some of these issues that face all Alaskans, but particularly Alaska children and youth.  

Information About Children And Youth In Alaska 

According to the year 2000 census, of the 626,932 people living in Alaska, 208,117 (or 33.2%) are between the ages of birth to 19 (http://www.labor.state.ak.us/research/cgin/cenmaps/ profiles), and 190,717 (30.4%) are under age 18.  About 51% are boys and 49% are girls.  Specific age breakdowns are as follows:

· Under age 5 – 47,591 (7.6%)

· 5 to 9 years – 53,771 (8.6%)

· 10 to 14 years – 56,661 (9.0%)

· 15 to 19 years – 50,094 (8.0%)

Of the 221,600 households in Alaska, 152,337 (68.7%) are family households and 95,129 (42.9%) are households with children under the age of 18.  As many as 17,243 (32.1%) of households with children under 18 are headed by a single parent; in 10,423 households with children under 18, grandparents are a primary caregiver.  The bulk of Alaska’s children in Alaska reside in Anchorage (40%), followed by Interior (15%), Gulf Coast (12%), Southeast (11%), Matanuska-Susitna (10%), Southwest (7%), and Northern (5%) regions.  

Nearly one fifth of Alaska’s children and youths are of Alaska Native heritage (19.5%); 61% are White, 4% Black, and 3.5% Asian; the remainder claim backgrounds comprised of multiple ethnicities.  Ethnic composition of the child population varies widely by region.  For example, in Anchorage 64% of all children are White; similarly, in the Interior and Southeast regions 68% and 62% of children respectively are White.  In the Matanuska-Susitna Borough, 83% of children are White; in the Gulf Coast region 75% are White.  These numbers can be compared to the Northern and Southwestern regions, where 83% and 82% of children respectively are Alaska Native.  

Alaska children and youth face a variety of challenges that are due in part to the geographic regions in which they are raised.  The Kids Count Alaska Databook for 2001 (Institute for Social and Economic Research, 2001, p. 8) points out that 

Whether living in cities or villages, all children in Alaska face some special risks posed by very cold weather, dangerous waterways, and other hazards.  Alaska’s children and adolescents drown or die in fires more frequently than children elsewhere.  The child death and teen violent death rates are far above U.S. averages.

Special risks are also posed by risk behaviors of the parents of Alaska children and youth and by the economic circumstances in which Alaska children and youth are raised.  Of particular note are less than optimal prenatal care, high levels of fetal alcohol and drug exposure due to high rates of substance use (including among women of child-bearing age), and economic disadvantages.  These factors combine to challenge children and youth in ways that may contribute to the development of mental health and substance abuse symptoms.  

Prenatal Care

Adequate prenatal care is important due to its relationship with higher birth weight, lower infant mortality, and better health for the pregnant woman during the pregnancy (Minino & Smith, 2001).  According to the Alaska Bureau of Vital Statistics, there were 50,115 births between 1995 and 1999.  Of the mothers giving birth, 66.9% were White, 23.9% were Alaska Native, 4.3% were Black, and 4.8% were of Asian heritage.  As many as 4.8% of pregnant women in Alaska receive no prenatal or late prenatal care; this compares to 3.8% of women nationwide without adequate prenatal care.  The women with the best prenatal care lived in the Anchorage area, where 80% of women received adequate prenatal medical services.  Adequate prenatal care is defined as having at least one visit to a medical provider during the first trimester of pregnancy and having at least 9 visits total during the entire pregnancy.  Only 50% of women in the Northern and Southwester regions received appropriate and needed prenatal care, a reality that contributes to the finding that Alaska Native and Asian women are less likely to receive adequate prenatal services than White or Black young women.  One in ten pregnancies in Alaska are teen pregnancies; fewer than half of these mothers receive adequate prenatal care.  

Fetal Alcohol and Drug Exposure

Reported high rates of alcohol use in the state of Alaska have resulted in the some of the nation's highest Fetal Alcohol Syndrome (FAS), Fetal Alcohol Effects (FAE), and Fetal Alcohol and Drug Effects (FADE) rates, with regional variations of up to 20 per 1000 births (Alaska Native Health Board, 1988).  Data reported by the Alaska Regional Hospital indicated that 16% of all women admitted for childbirth had detectable alcohol or drug levels in their blood during labor and/or delivery (Phillips, 1995).  Alaska has an average of 34 FAS births per year at an estimated lifetime cost of $1.4 million per birth (Alaska Native Health Board, 1988).  The Alaska Area FAS Prevention Project that was in existence in the 1980s (1986) reported a documented, diagnosed FAS rate among Alaska Native peoples of 5.2 per 1,000 births, with regional variation from 2.7 per 1,000 to 20.6 per 1,000.  Fortunately, these figures have been on the decline with 1991 rates having dropped to 2.29 per 1,000 (Alaska Area FAS Prevention Program, 1994), documenting great promise for educational practices.  The 2001 Status Update: Alaska’s Response to Fetal Alcohol Syndrome published by Department of Health and Social Services (DHSS) reported a statewide population FAS prevalence rate of 1.4 per 1,000 live births in Alaska, based on all recorded births between 1995 and 1998.  The rate of Alaskan children born with some level of prenatal alcohol exposure was much higher, being reported at 12.6 per 1,000 births.  These figures translate into staggering numbers of affected infants born in Alaska every year, infants who grow up in need of mental health care and behavioral services.  
Economic Disadvantages

According to the 2000 census, currently, 185,760 (29.6%) individuals in Alaska are enrolled in a school setting, ranging from nursery school (5.6%) to Kindergarten (5.4%), elementary school (49.0%), high school (22.4%), to college (17.4%).  54,369 (12%) individuals who are in the labor force have children under the age of 6; 27,953 (6.1%) individuals among the Alaskan adult (over 16) population are unemployed.  In fact, according to Kids Count Alaska 2001, Alaska children are more likely than children in the US overall to have no parent who is working full-time, with roughly 30% of children having such families.  Some estimates place this figure even higher, at 43%, however, these estimates fail to consider subsistence lifestyles and the equivalent income from such practices.  Over a quarter (25.8%) of all families in Alaska have annual incomes of under $35,000, and as many as 7% earn less than $15,000 per year.  Poverty status is reported for 6.7% of all Alaskan families, for 9.3% of Alaskan families with children under 18, and for 13.4% of Alaskan families with children under 5.  

The geographic, personal, and economic challenges faced by Alaska children and youth may serve to help explain their great need for mental health and substance abuse treatment services.  Currently, the system of care available to Alaska children and youth is overburdened and understaffed, realities that have contributed to hundreds of Alaska children and youth having to receive mental health care out of state.  The current needs assessment reflects an attempt by the State of Alaska to begin to deal with the issue of mental health care for Alaska children and youth in a comprehensive and collaborative manner that will benefit all children in need of care.  

Historical Background of Mental Health Care in Alaska 

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

Alaska’s first Commissioner of Health, Dr. Earl C. Albrecht, demanded the federal government change this shameful situation, and a federal commission was appointed to investigate.  The commission determined the procedures were in fact inhumane, and recommended the federal government transfer responsibility for Alaska’s mental health system to the territory. As a result, Congress passed the Alaska Mental Health Enabling Act in 1956, granting Alaska 1 million acres of mental health trust lands.  The territorial legislature was charged with the task of administering the land as a public trust, the proceeds and income of which would be applied to the expenses of a mental health program in Alaska. Land selections were made between 1956 and 1966, primarily near centers of population and the rail belt.  After Alaska gained statehood in 1959, a state-operated mental health clinic was opened in Anchorage and staffed by four licensed mental health professionals.  Soon thereafter, mental health clinics were also opened in Juneau and Fairbanks (A Comprehensive Mental Health Plan for the State of Alaska 1988-1992). 

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

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

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

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

At the current time, children’s and youth’ mental health needs are addressed by a complex structure of residential and community-based services, spread across the entire state of Alaska.  To provide inpatient services for children and youth, there are three acute care units (including API’s Chilkat Unit), four residential psychiatric treatment centers, four residential diagnostic centers, 12 residential treatment centers, 14 crisis stabilization and assessment programs, two day treatment programs, and two (unofficial) group home type programs.  Additionally, there are five residential facilities that provide substance abuse treatment services for individuals under age 22.  To provide outpatient services, almost 50 community-based mental health programs have been developed over the past four decades, all of which service children, youth, and their families.  

The majority of residential facilities are administered by the Division of Family and Youth Services; the agencies providing substance abuse treatment are administered by the Division on Alcohol and Drug Abuse; the remainder of agencies falls under the auspices of the Division of Mental Health and Development Disabilities.  The Division of Medical Assistance becomes involved administratively with all agencies who deliver services to children and youth eligible for Medicaid and 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.   

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

In 2002, the Department of Health and Social Services began to coordinate ongoing efforts to address the out-of-state treatment of children and youth in a proactive manner.  A bill was offered to the Alaska Senate on March 18, 2002 (specifically, proposed SB 256) that requested a needs assessment about the system of care available for Alaska children and youths.  Although this particular bill was never passed, a related bill, SCR 21 was presented to and passed by the 22nd Alaska Legislature.  This bill resolved the encouragement of a collaborative effort among relevant stakeholders (including the Department of Health and Social Services, Alaska Mental Health Board, Alaska Mental Health Trust Authority, and others) “to strengthen the full continuum of residential and community-based care and to work in a coordinated, cooperative, collaborative, and partnering manner towards integrations of services in al for the treatment of severely emotionally disturbed children” (SCR 21, 22nd Alaska Legislature).  This bill also resolved that the establishment of a sufficient residential treatment system within the sate of Alaska become a priority, with the ultimate hope of bringing home Alaska’s children and youths who are receiving mental health care out of state.  
Overall Purpose of the Current Needs Assessment

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

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

· projecting future service needs;

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

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

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

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

· examining mechanisms for matching 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.  


Goal of CAYNA

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 had three major components: 

1) We conducted 81 in-depth structured interviews with providers and 24 structured interviews with key informants (including all stakeholders, such as parents, administrators, public policy makers, and advocates); four focus groups with crucial stakeholders; and one public forum, all with the goal to develop an understanding of current service utilization, system strengths, perceived service needs and gaps, and recommendations for system and service improvements and changes.  

2) We conducted 350 chart reviews of the mental health records of children and youth receiving services in state (n=217) and out of state (n=133) who had been discharged during fiscal year 2002, with attention to service matching and to develop of a profile of the clinical and demographic characteristics of these children and youth. 

3) We conducted thorough reviews (including data editing and cleaning) and statistical analyses of several crucial DHSS databases to calculate utilization of programs serving children and youth and to develop service histories of the children and youth who are represented in the databases.  

Theoretical Underpinnings of the Components of CAYNA

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

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

Perceived Need:  This aspect of a comprehensive needs assessment looks at what relevant groups believe to be the needs in the area of exploration.  In the context of this needs assessment, perceived needs are assessed by talking to various stakeholder groups about barriers to care and actual needs with regard to service capacities and arrays to adequately meet the mental health care needs of children and youth in the state of Alaska.  The groups whose perceived needs were explored included providers, administrators, policy makers, advocates, and families of children and youth in need of mental health or substance abuse treatment services.  

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

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

Purpose of This Report

It is the purpose of this report to present and integrate findings from the all component of the needs assessment, by presenting results, drawing conclusions, and making recommendations based on all efforts included in the Children and Youth Needs Assessment (CAYNA).  This information is integrated with population statistics for Alaska to derive estimated bed capacity needs for comparison purposes.  The estimation of normative need via population statistics is then compared to the estimated needs as perceived by different databases used for this report.  For example, normative need is compared to perceived needs as identified by service providers and key informants.  Normative need is also compared to expressed need as measured by current service utilization.  Based on these comparisons, conclusions are drawn about actual needs, available services, and recommendations about how to bring service options and capacities in line with identified needs.  To summarize, this report provides the following information, derived from the three efforts integral to CAYNA:

· Information about current service availability, in Alaska and outside of Alaska. 
· Information about service utilization as reflected in State of Alaska databases.

· Detailed descriptions of children and youth who received mental health and/or substance abuse treatment services both in and outside of Alaska, as obtained from DHSS databases.

· Information about system strengths, needs, and gaps as perceived by important stake holders, including parents, children and youth advocates, administrators, policy makers, and providers.

Additional data are presented in two prior CAYNA-related reports as follows:

· A Description of Mental Health Services for Children and Youth in Alaska; and

· Profiles of Alaska Children and Youth in Need of Care.

Recommendations are presented, upon the request of DHSS staff, in a separate and final CAYNA-related report, namely, CAYNA Report #4: Summary of Findings and Recommendations.

Chapter Two: Current Service Availability

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

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

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

Anonymous respondent

Purpose

It is the purpose of this chapter to present findings about existing services in the state of Alaska and about services outside of Alaska that have been utilized to serve Alaska children and youth who could not be served in the state.  The service categories that were targeted for the effort related to existing services in the state of Alaska included all in-state DFYS Level I through Level V residential mental health providing services to Alaska children and youth, all psychiatric acute care services for children and youth, all substance use treatment programs that include services for Alaska children and youth, and all community-based programs with services targeted to Alaska children and youth.  The service categories targeted for the out-of-state services that are utilized by Alaska children and youth consisted of long-term, locked or unlocked, residential and acute psychiatric care units that served at least one Alaska child or youth during fiscal year 2002.  The following information was collected, collated, and is reported on in detail in the chapters that follow:

· available in-state service types and arrays, along with service capacities and utilization information by level or type of care; and

· descriptions and capacity information about out-of-state services that have been utilized by Alaska children and youth during fiscal year 2002.

Methodology

Two types of methodologies were used to describe and document currently available and utilized services.  One effort, geared toward collecting detailed information about in-state services, relied on interviews with representatives from all agencies providing services to Alaska children and youth within the state of Alaska.  The second effort, geared toward describing services utilized by Alaska children and youth outside of the state of Alaska relied upon Internet searches.  The first effort is described in detail in a prior report and summarized in this chapter; the second effort is described only in this chapter (see below).  


In-State Services


Participants.  Potential participants, identified by staff of the Department of Health and Social Services, were all 94 programs (within 62 agencies) providing services to children and youth in the state of Alaska.  Of these 94 programs, 81 (86%) chose to participate by providing the name of program director who responded to a lengthy structured interview, representing her or his given program.   

Instrument.  To meet the purposes of this effort, a structured interview protocol was developed requesting information from participants about the following issues:  intended clientele, array of services, services for clients with coexisting disorders, capacity and utilization, staffing, budget and funding sources, referral process, waitlist issues, screening and admission procedures, treatment planning process, discharge planning, concerns and challenges about service delivery to children and youth, agency needs and barriers to providing optimal care.  The interview protocol consisted of 32 open-ended questions.  Two parallel versions were developed; one for use with residential care providers and one for use with community based providers.  Two surveys were developed through multiple internal review process to meet the needs of this assessment.  A copy of the instrument can be found in the first report for the needs assessment.  

Procedures.  Each program was contacted by mail, email, FAX, or phone by a DHSS staff member to be apprised of the project and to request the name of a representative who would respond to the structured interview.  This representative was then contacted by email and phone by an ACSES staff member to schedule a time for the phone interview.  The actual interview process was standardized (held consistent across providers and interviewers) and audiotaped.  

Analyses.  All 81 interviews were transcribed, coded, and information transferred into a spreadsheet.  Spreadsheet information across programs was then extracted according to themes and used to complete a series of tables describing the programs summarized by type or level, as well as individually.  Frequencies were calculated across themes developed from the thematic analyses and grouped according to type or level of program.  All tabulated data were presented in detail and discussed in a lengthy narrative in a prior report and are summarized below (regarding service availability) and in the next chapter (regarding service gaps and needs).  

Special Notes.  For those in-state programs that chose not to participate in the provider interviews, the same methodology described for the out-of-state programs below was utilized for purposes of this chapter, so that these programs could be represented in service availability and utilization statistics.


Out-of-State Services


Participants.  Targeted for inclusion in an internet search were all programs identified by DHSS staff as having served an Alaska child or youth during fiscal year 2002.  A total of 31 programs was identified for inclusion.


Instruments.  A spreadsheet of desired information about each program was developed to guide the search for information about the out-of-state programs.  This spreadsheet included, but was not limited to items such as number of beds, type of clientele served, primary diagnoses served, admission criteria, exclusion criteria, utilization rates, and staff information.  


Procedure.  An ACSES staff member downloaded information about out-of-state agencies from two sources:  the State of Alaska website of agencies serving children and youth and individual program websites for those that have them.  This information was then coded into themes and entered into a table for analysis.  A few additional data points were obtained via phone calls to several out-of-state programs if a piece of information was available for all other programs from the Internet sources, but missing for a given program (e.g., number of beds, exact age range of clientele served).  


Analyses.  Once entered into the table, data were aggregated across out-of-state agencies to be able to present frequencies about relevant themes.  These are presented in the Findings section below.

Findings About Existing Service Systems Within the State of Alaska

A large number of mental health and a few substance abuse treatment programs exist for children and youth in Alaska, both residential and community-based.  The following programs are available and have the following total bed capacity per level or type of service:

Table One:  Overview of Services Available in Alaska 

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

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

	Emergency Stabilization (II)
	14
	149 (of these 

99 are DFYS)
	86.3%
	12 of 14 = 86.7%

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

	Residential Diagnostic Treatment Center (IV)
	4
	26 (of these 

18 are DFYS)
	87.7%
	3 of 4 = 75%

	Residential Psychiatric Treatment Center (V)
	4
	101 (of these 

36 are DFYS)
	94.3%
	4 of 4 = 100%

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

	Other Residential Care
	3
	15
	80.0%
	3 of 3 = 100%

	Substance Abuse Treatment
	5
	69 (of these 

6 are DFYS)
	84.3%
	3 of 5 = 60%

	Total Residential/Inpatient Capacity in Alaska:
	47
	636
	84%
	40 of 47 = 85%

	Community-Based Mental Health Programs
	47 
	Not applicable
	84.0%
	41 of 48 = 87.2%


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

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


Services Offered and Individuals Served in Alaska 

As Table Two below summarizes (for the residential and inpatient programs), Alaska residential and community-based programs offer a wide array of mental health and substance abuse services, though notably absent or low in frequency are crisis nurseries, locked residential units, detoxification units, long-term residential units, family support programs, and therapeutic foster care.  A wide range of ages is served, with some gaps in services for children under the age of 12.  Main diagnoses served appear to be affective disorders, anxiety disorders, and conduct disorders.  Few programs report serving children with psychoses or other specialty diagnoses (such as eating disorders or fetal alcohol spectrum disorders).  Most programs see themselves as forced to serve children and youth with more than one type of disorder (such as mental health and substance abuse or mental health and developmental disability), although few have special services or resources for such children.  Many providers across all levels and types of service report increased acuity in symptoms among the children they serve and report an increasing need for higher level treatment options.  Service limitations within their own agencies are often driving by inadequate funding and staffing, with staffing levels and educational preparations being sufficiently inadequate to reach crisis proportions for some providers.  These issues are addressed in more detail in CAYNA Report #1: A Description of Mental Health Services for Children and Youth in Alaska.


Service-Related Information for Alaska Programs

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

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

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

Table Two:  Details About Alaska Residential and Psychiatric Acute Care Programs

	Agency and Contact Information
	Level or Type
	Capacity
	Utilization
	Primary Diagnoses/Issues Served
	Exclusionary Criteria

	Charlie Elder House

Anchorage, Alaska

277-8622
	Not rated
	5 boys ages 12 to 19 
	“Don’t know”
	Depression, bipolar disorder, severe anger management problems, substance abuse
	Actively using substances, not willing to seek treatment, school refusal

	McAuley Manor

Anchorage, Alaska

279-5772
	Not rated
	5 girls ages 12 to 19
	80%
	Depression, bipolar disorder, severe anger management problems, substance abuse
	Actively using substances, not willing to seek treatment, school refusal

	Alaska Youth and Parent Foundation - Endeavor House 

Anchorage, Alaska

274-6541
	Not rated
	5 boys ages 15 to 18
	“Don’t know”
	Almost all mental health diagnoses, learning disabilities
	Inability or unwillingness to monitor own behavior

	Salvation Army Day Treatment

Anchorage, Alaska 

279-0522
	I
	13 boys or girls ages 12 to 18
	68%
	Behaviorally challenged, oppositional defiant disorder, legal problems, severe emotional disturbance, victims of neglect and abuse, PTSD
	Program does not have the ability to meet child’s needs, agency does not have an appropriate program for the child

	Kodiak Youth Services Day Treatment

Kodiak, Alaska

486-5437
	I
	20 adolescents
	80%
	Conduct disorders, family problems, PTSD, oppositional defiant disorder, ADHD, occasional autistic child or Tourette’s, neglect or abuse victims, adjudicated delinquents
	Developmental disabilities, not meeting admission criteria of the program (e.g., age)

	Alaska Youth and Parent Foundation – Apollo/Roy Street Shelter

Anchorage, Alaska

287-8854
	II
	12 boys ages 12 to 18
	93%
	PTSD, depression, FAS/FAE, bipolar disorder, schizoaffective disorder, concurrent substance abuse
	Danger to self or others, unwilling to remain substance free

	Alaska Youth and Parent Foundation – Challenge Center

Anchorage, Alaska

287-8854
	II
	10 girls ages 12 to 18
	98%
	PTSD, mental health concern in combination with substance abuse, major depression, eating disorders, FAS/FAE
	Danger to self or others, unwilling to remain substance free

	Bethel Receiving Home

Bethel, Alaska

543-1793
	II
	8 boys or girls ages 0 to 18
	99%
	PTSD, anxiety disorder, depression, substance abuse problems, victim of child sexual assault or abuse, victim of physical neglect or abuse
	Information not available

	Family Focus Program – Emergency Shelter

Fairbanks, Alaska

452-5802
	II
	6 boys or girls ages 10 to 17
	50%
	Information not available because program does not diagnose
	Extreme mental health issues, such as violence, sexual offending, fire setting

	Juneau Youth Services – Corner Stone

Juneau, Alaska

789-0527
	II
	16 boys or girls ages 10 to 18
	100%
	Information not available because program does not diagnose
	Actively suicidal, too young, significant threat to other children

	Kids Are People – Saxton Youth Shelter

Wasilla, Alaska

1-866-376-6016
	II
	8 boys or girls ages 12 to 18*
	78%*
	Information not available 
	Information not available

	Kenai Peninsula Care Center – Emergency Shelter

Kenai, Alaska

283-7635
	II
	5 boys or girls ages 12 to 18 
	100%
	Information not available because program does not diagnose
	Sexually acting out behaviors

	North Slope Borough Residential Care Center

Barrow, Alaska

852-0263
	II
	14 boys or girls ages 0 to 18*
	78%*
	Information not available 
	Information not available 

	Passage House 

Anchorage, Alaska

272-1255
	II
	5 young women ages 17 to 20
	100%
	Pregnancy, puberty, and homelessness
	Information not available

	Presbyterian Hospitality House
Fairbanks, Alaska

456-6445
	II
	5 boys or girls ages 10 to 17
	100%
	Adjudicated delinquents, victims of neglect and abuse, transitional-aged young adults, sexually reactive children, FAS/FAE, low cognitive functioning children, PTSD, substance abuse
	No violent children and youth, no sex offenders or fire setters

	Putyuk Children’s Home

Kotzebue, Alaska

1-800-478-9791
	II
	9 boys or girls ages 0 to 18
	80%
	Information not available because program does not diagnose
	Not safe to themselves or others, currently intoxicated

	Residential Youth Care Emergency Services 

Ketchikan, Alaska

225-4664
	II
	6 boys or girls ages 12 to 19
	72%
	Conduct disorder, behavioral problems, run away behavior
	No sex offenders if a victim is already in the agency, no suicidal and aggressive youths

	Runaway Emergency Shelter

Anchorage, Alaska

272-1255
	II
	40 boys or girls ages 13 to 20
	70%
	Depression, anxiety, schizophrenia, substance abuse (dependence to recreational use), sexual abuse victims and perpetrators, FAE/FAS
	Age is the main criterion, those with a long history of violence and refuse counseling are referred to outreach or youth resource center

	Safe and Fear Free Anana House

Dillingham, Alaska

842-2320
	II
	5 boys or girls ages 0 to 18
	90%
	Information not available because program does not diagnose
	Children with mental or physical conditions requiring care greater than provided, any child under the influence of substances may be admitted after physical exam/clearance; children exhibiting uncontrollable or violent behavior presenting danger to self or others

	Alaska Baptist Family Services

Anchorage, Alaska

349-2222
	III
	16 boys or girls ages 6 to 18*
	85%*
	No information available
	No information available

	Bethel Group Home

Bethel, Alaska

543-2846
	III
	10 boys ages 13 to 18
	99%
	Major depression, ADHD, bipolar illness, FAS/FAE, borderline intelligence, learning disabilities, anxiety disorders, and post traumatic stress disorder
	Outside of age limit;, sex offenders; children who are deaf, blind, in a wheelchair, or have grave physical disabilities

	Booth Residential Care Center

Anchorage, Alaska

279-0522
	III
	15 girls ages 12 to 18
	83%
	PTSD, oppositional defiant disorder, substance abuse
	Program does not have the ability to meet child’s needs, agency does not have a program for the child

	Fairbanks Native Association – Che'ghutsen'

Fairbanks, Alaska

479-0673
	III
	Boys and girls ages 5 to 18
	N/A
	Severely emotionally disturbed children 
	Information not available (program is not yet operating)

	Juneau Youth Services – Miller House

Juneau, Alaska

789-7610
	III
	16 boys or girls ages 12 to 18
	89%
	Mood disorders, anxiety disorders, adjustment disorders, cognitive disorders
	Seriously affected youths that are fire setters or have active suicidal ideation

	Kenai Peninsula Care Center – Behavioral Dysfunction

Kenai, Alaska

283-7635
	III
	5 boys or girls ages 12 to 18
	80%
	Conduct disorder, oppositional defiant disorder, post traumatic stress disorder, paranoid schizophrenia, and borderline or antisocial personality disorder 
	No active fire starters or sex offenders

	Kenai Peninsula Care Center – Sex Offender

Kenai, Alaska

283-7635
	III
	5 boys or girls ages 12 to 18
	100%
	Pedophilia, perpetration of sexual assault
	Children who exceed the age requirement

	LifeQuest Wasey House

Wasilla, Alaska

376-2411
	III
	7 boys or girls ages 10 to 18
	70%
	Conduct disorder, oppositional defiant disorder, depression, PTSD
	Fire setters, sex offenders, or medical illnesses requiring nursing care

	Presbyterian Hospitality House

Fairbanks, Alaska

456-6445
	III
	15 boys or girls ages 12 to 18
	87%*
	Severely emotionally disturbed, low cognitive functioning, post traumatic stress disorder, victim of neglect or abuse, severe emotional disturbance, sexual abuse
	Violent sex offenders and fire setters

	Residential Youth Care RCC

Ketchikan, Alaska

225-4664
	III
	8 boys or girls ages 10 to 19
	100%
	Conduct disorders, substance abuse, inability to function at home or within the laws of society
	Physically out of control, high incidence of harm to self or others

	Southcentral Foundation Pathways

Anchorage, Alaska

729-5020
	III
	36 boys or girls ages 13 to 17
	50%
	Substance abuse, dual diagnoses, mood disorders, post traumatic stress disorders, anxiety disorder
	Intellectual impairment, psychosis, need for detoxification, refusal of treatment, violent felonies

	Youth Advocates of Sitka Hanson House

Sitka, Alaska

747-3682
	III
	8 boys or girls ages 10 to 18
	66%
	Adjudicated delinquents, victims of neglect and abuse, transitional-aged young adults, sexually reactive children, FAS/FAE, low cognitive functioning 
	Sex offenders or physically violent clients

	Family Centered Service of Alaska RDT

Fairbanks, Alaska

474-0890
	IV
	9 boys or girls ages 10 to 18
	80%
	Depression, PTSD, bipolar disorder, oppositional defiant disorder, conduct disorder
	IQ level  too low, danger to others, documented history of assault

	Sitka RDT – Genesis House

Sitka, Alaska

747-3682
	IV
	6 boys or girls ages 12 to 18
	83%
	Adjudicated delinquents, victims of neglect and abuse, transitional-aged young adults, sexually reactive children, FAS/FAE, low cognitive functioning
	Sex offenders or physically violent children

	Juneau Youth Services - Wallington House

Juneau, Alaska

789-9103
	IV
	6 boys ages 12 to 18
	100%
	Adjudicated sex offenders
	Children not adjudicated as sex offenders

	Yukon Kuskokwim Health Corporation RDT – Emergency Shelter

Bethel, Alaska

1-800-478-3321
	IV
	5 boys or girls ages 6 to 18*
	Not available
	No information available
	No information available

	Alaska Children's Services

Anchorage, Alaska

346-2101
	V
	53 boys or girls ages 6 to 18
	81-100%
	Conduct disorder, oppositional defiant disorder, PTSD, depression, attachment disorder, bipolar disorder, FAS/FAE, comorbidity, ADHD
	No information available

	NorthStar Matanuska-Susitna RTC 

Palmer, Alaska

746-7541
	V
	9 boys or girls ages 6 to 12
	“too new”
	PTSD, ADHD, serious emotional disturbances, mental disorders, neglect and abuse
	Run-away risk, aggressive or assaultive behavior, unable to be managed, injuring other people, severe developmental disabilities, sex offenders

	NorthStar RPTC

Anchorage, Alaska

264-4365
	V
	30 boys or girls ages 6 to 18
	93%
	Mental, behavioral disorders, PTSD, anxiety disorders, conduct disorder, depression, bipolar disorder, psychotic disorder, FAS/FAE, developmental delays
	Danger to self or others; suicidal; assaultive; non- responsive to other services; sexual, emotional, or physical abuse; acting out; severe psychotic regression; requiring locked setting; mental retardation beyond the scope of resources; primary diagnosis of substance abuse; unstable medical condition requiring continual nursing or medical care

	Providence Alaska Medical Center  -Residential Treatment 

Anchorage, Alaska

272-2148
	V
	9 boys or girls ages 12 to 18
	100%
	Axis I diagnoses: mood disorders, PTSD, SED, ED; eating disorders; substance abuse if secondary to mental health issues
	IQ below 80, primary substance abuse diagnosis, primary diagnosis of eating disorder; non-voluntary; assaultive to staff at another program

	Chilkat Unit – Alaska Psychiatric Institute

Anchorage, Alaska

269-7100
	Acute care
	12 boys or girls ages 13 to 17
	92%
	Danger to self or others, grave disability, safety concerns, depression, suicide attempts or thoughts, aggressive or assaultive behavior, psychosis
	None

	Discovery Unit – Providence Alaska Medical Center

Anchorage, Alaska

261-3694
	Acute care
	15 boys or girls ages 13 to 18
	75%
	Depression, bipolar disorder, PTSD, and psychosis
	Sex offenders, elopement risks, and current violence

	NorthStar Hospital

Anchorage, Alaska

258-7575
	Acute care
	74 boys or girls (18 for ages <=10; 18 for ages 10 to 13; 38 for ages 13 to 18)*
	Not available
	No information available
	No information available

	Volunteers of America – ARCH

Eagle River, Alaska

694-3336
	Substance abuse 
	16 boys or girls*
	Not available
	No information available
	No information available

	Fairbanks Native Association – Life Givers

Fairbanks, Alaska

452-1648
	Substance abuse 
	15 girls ages 13 to 18
	75-80%
	Drug and alcohol diagnoses
	Sex offenders, severely emotionally disturbed children 

	Fairbanks Native Association – GRAF Adolescent Treatment Center

Fairbanks, Alaska

452-1648
	Substance abuse 
	12 boys or girls ages 12 to 18
	75%
	Alcohol abuse or dependence, marijuana abuse, conduct disorder, adjustment disorder, adolescent antisocial behavior, coexisting disorders
	Not level III ASAM (require a level IV), low cognitive functioning, unlikely to understand or benefit from materials, non-voluntary

	Raven's Way

Sitka, Alaska

966-8176
	Substance abuse 
	10 boys or girls ages 13 to 18
	100%
	Substance abuse or dependence, mental health problems
	Medically unsafe for wilderness, no primary diagnosis of substance abuse or dependence, outside of age range, presents safety issues

	Tundra Swan – Yukon Kuskokwim Behavioral Health Corporation McCann Treatment Center

Bethel, Alaska

543-6800
	Substance abuse 
	16 boys or girls ages 10 to 17*
	Not available
	No information available
	No information available


*Information based on sources other than an interview

More detailed findings about program availability, utilization, clientele, and other service-related issues by type of service provided (e.g., residential care versus acute care versus community-based mental health care) are contained in CAYNA Report #1: A Description of Mental Health Services for Children and Youth in Alaska.  This report also provides an overview of all in-state, state-funded services available for children and youth in the state of Alaska that may be used for treatment selection purposes by any interested stakeholder.  

Findings about Service Systems Utilized in Fiscal Year 2002 Outside of the State of Alaska

As many as 31 mental health treatment programs were utilized by Alaska children and youth in fiscal year 2002, including locked and unlocked residential programs and an acute psychiatric care unit.  The following programs provided services to Alaska children and youth and have the following capacities and utilizations (shown by type of service):

Table Three:  Overview of Out-of-State Services Utilized by Alaska Children and Youth During Fiscal Year 2002 

	Type of Program
	Number of Programs
	Total Number of Beds
	Mean Utilization Rate

	Locked long-term residential
	15 programs across 10 states (WA, NV, TX, AZ, UT, OR, NM, ID, HI, SC)
	947 (ranging from 19 to 189)
	89.5% (ranging from 50% to 100%) 

	Unlocked long-term residential
	10 programs across 5 states (VA, MT, UT, WI, CO)
	1044 (ranging from 16 to 186) 
	92.6% (ranging from 81% to 100%)

	Locked and unlocked long-term residential


	5 programs across 3 states (UT, CO, MT)
	487 (ranging from 16 to 224)
	89% (ranging from 82% to 100%)

	Acute psychiatric care (always locked)


	1 program (CO)
	20
	100%


Clearly, almost all of these out-of-state programs, across all levels and types, report high to very high utilization rates and function at top capacity much of the time.  The reader must keep in mind that the capacity information about these programs does not imply anything about the number of beds in those program used by Alaska children and youth.  For information about how many Alaska children and youth are served in out-of-state agencies, the reader is referred to Chapter Five of this report.  The current chapter merely offers a description of the types of programs used by Alaskans due to an inability to access such in-state services or a preference for out-of-state services.  The above table clearly suggests that the type of service most commonly sought out-of-state is that of locked, long-term residential treatment.


Services Offered and Individuals Served in Out-of-State Programs

The out-of-state residential and acute care programs offer a full array of inpatient mental health services, including assessment and diagnosis, various therapeutic modalities, and case management.  These programs often offer locked doors, restraint capacity, one-on-one monitoring, time-out rooms, and restraint-trained staff.  Many more programs serve children and youth over age 12 and more beds are available for boys than for girls.  Overall, only 12 programs provide services to children and youth under age 12; of these three offer these service only for boys.  The number of beds for children and youth under age 12 is limited to 257 (12%) out of the total of 2,156 out-of-state beds.  Additional details can be gleaned from Table Four below.  


Service-Related Information About Out-of-State Programs

According to publicly available information (which is summarized for the reader of this report in Table Four below), most of the out-of-state programs serving Alaska children and youth treat the full array of mental health diagnoses, including diagnoses of coexisting substance use disorders.  Out-of-state programs serving Alaska children and youth clearly meet some of the gaps that are noted in terms of in-state services.  These programs accommodate the very children and youth who present with symptoms that are exclusionary criteria for in-state agencies, such as fire-setting, sexual offense histories, low intellectual functioning, symptoms of substance use or fetal alcohol exposure, and treatment needs that exceed programs’ capabilities in terms of level of care required.  Specifically, at least ten of the out-of-state programs specifically address issues of children and youth with IQs below 75; 16 programs specifically list fetal alcohol spectrum disorders as an appropriate admission criterion; as many as 18 programs indicate willingness to treat children and youth with an early history of sex offending; 13 programs reveal that they can deal with children and youth who present with fire-setting behaviors; and 23 programs mentioned substance use disorders as acceptable presentations for services (either in and of themselves or in combination with mental health diagnoses).   

Common exclusions for the out-of-state programs include extensive histories of extreme aggression or violence, extensive histories of criminal conduct resulting in incarceration, medical instability or vulnerability, inability or unwillingness of the referred youth to benefit from what the program has to offer, and severe and aggressive acts of sexual offense.  

Conclusions

Much in-state capacity exists for unlocked residential treatment and for locked psychiatric acute care services.  Service availability gaps are noted primarily in terms of locked, long-term residential care, care for very young children, and specialty residential care.  Specialty care appears to be needed for children and youth with unusual diagnoses (such as eating disorders or psychoses), as well as for children and youth with diagnoses requiring more comprehensive or restrictive levels of care (such as fetal alcohol spectrum disorders, disorders related to sexual offending, diagnoses involving severely aggressive or violent behaviors, and diagnoses of lower levels of cognitive functioning).  Out-of-state placements currently are used to meet the needs of Alaska children and youth with such presentations, a situation many individuals in State government are currently attempting to remedy.  

Table Four:

Publicly Available Details About Out-of-State Residential and Inpatient Services Utilized by Alaska Youth in Fiscal Year 2002

	Agency and Contact Info
	Security Level


	Capacity
	Utilization
	Primary Diagnoses Served
	Exclusionary Criteria
	Updated

	Benchmark Behavioral Health System                                     

Woods Cross, UT

jholter@ramsay.com or                         (801) 299-5300
	● time-out room                    ● 24 hour locked             ● one to one monitoring                        ● restraints with trained personnel  
	Boys > 12, 68 beds                    
	97%
	most mental health diagnoses; dual diagnoses (medical, substance abuse, traits of a personality disorder), superior intellectual functioning, IQ below 75, mental retardation, developmental disorders, early sex offending, substance abuse
	unable to participate in program, unable to benefit
	10/7/02

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

tshaw@brownschools.com or                                                                brownschools.com or                            (800) 848-9090
	● time-out room                    ● 24 hour locked                 ● restraints with trained personnel
	Boys > 12, 100 beds                 

Girls > 12, 89 beds
	Boys 100%  Girls 97%
	most mental health diagnoses; dual diagnoses (medical, substance abuse), IQ below 75, fire setting, early sex offending
	medically unstable, unable to participate in program, unable to benefit from program, severe mental retardation
	8/12/02

	CCS of Montana (CCS MT)                  

Butte, MT

pbroughton@kids_ccs.com or              kids_ccs.com or                                      (406) 494-4183
	● time-out room                ● unlocked, with alarm on doors                               ● 24 hour locked              ● Restraints with trained personnel
	Boys <= 12, 10 beds                    

Girls <= 12, 10 beds                    

Boys > 12, 15 beds                   

Girls > 12, 15 beds 
	Boys 80%                  Girls 80%    Boys 87%     Girls 87%
	most mental health diagnoses;  FAS/FAE, fire setting 
	sex offending, IQ below 75 
	9/30/02

	Center for Change Inc (CFC)             

Orem, UT

kcozzens@centerforchange.com or                www.centerforchange.com or                (801) 224-8255
	● unlocked                        ● unlocked, with alarm on doors                              ● night time locked           ● 24 hour locked                ● one to one monitoring           

● restraints with trained personnel
	Girls > 12, 16 beds  
	88%
	depression, dual diagnoses (medical), eating disorders, post traumatic stress disorder
	sex offending, IQ below 75, extensive history of criminal incarcerations, extensive history of violence, other (clients triaged on a case by case basis
	9/30/02

	Cinnamon Hills Youth Crisis 

Center., Inc (CHYCC)                                  ST. George, UT

cinhills@infowest.com or                   www.cinamonhills.com or                 (435) 674-0984 ext. 239
	● unlocked           
	Boys > 12, 76 beds                    Girls > 12, 44 beds 
	Boys 100%  Girls 100%
	most mental health diagnoses; dual diagnosis (substance abuse), superior intellectual functioning, early sex offending, substance abuse
	sex offending -  multiple and aggressive offenses, IQ below 75, extensive history of criminal incarcerations, extensive history of violence
	10/2/02

	Cleo Wallace Centers (CWCO)                      Colorado Springs, CO

JWilliam@Devereux.org or               www.Devereux.org or                                (719) 527-5515
	● time-out room                ● unlocked, with alarm on doors                              ● Restraints with trained personnel
	Boys <= 12, 40 beds                           Girls <= 12, 15 beds                    Boys > 12, 55 beds                    Girls > 12, 18 beds 
	Boys 100%                  Girls 100%   Boys 98%     Girls 100%
	most mental health diagnoses; dual diagnosis (substance abuse), IQ below 75,   developmental disorders, FAS/FAE, psychotic disorders, eating disorders, fire setting, early sex offending
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, other (extensive history of violence considered on a case by case basis)
	10/1/02

	Cleo Wallace Centers (CWW)                                          Residential Facility                                         Westminster, CO

AGorman@Devereux.org or             www.Devereux.org or                                           (800) 456-2536
	● time-out room                ● unlocked, with alarm on doors                          ● 24 hour locked                 ● Restraints with trained personnel
	Boys <= 12, 20 beds                                       Boys > 12, 34 beds                    Girls > 12, 38 beds 
	Boys 95%                     Boys 94%     Girls 100%
	most mental health diagnoses; superior intellectual functioning, eating disorders, fire setting, early sex offending, substance abuse
	sex offending -   multiple and aggressive offenses, IQ below 75, extensive history of criminal incarcerations, other (extensive history of violence considered on a case by case basis)
	9/16/02

	Cleo Wallace Centers             

Acute Facility                                  Westminster, CO

AGorman@Devereux.org or                                                     www.Devereux.org or                               (800) 456-2536
	● 24 hour locked  
	Boys > 12, 10 beds                    Girls > 12, 10 beds 
	Boys 100%                          Girls 100%
	most mental health diagnoses; superior intellectual functioning, eating disorders, fire setting, early sex offending, substance abuse
	sex offending - multiple and aggressive offenses and aggressive, IQ below 75, extensive history of criminal incarcerations
	12/20/01

	Colorado Boys Ranch (CBR)               La Junta, CO

cbradmission@RIA.net or                www.coloradoboysranch.org or                   (800) 790-4993
	● time-out room               ● unlocked                      ● Restraints with trained personnel
	Boys > 12, 93 beds                    
	Boys 94%
	most mental health diagnoses; dual diagnosis (substance abuse), superior intellectual functioning, IQ below 75, FAS/FAE
	sex offending -  multiple and aggressive offenses, IQ below 50, extensive history of criminal incarcerations, extensive history of violence
	9/30/02

	Copper Hills Youth Center (CHYC) West Jordan, UT

gjones@kidsbh.com or  www.copperhillsyouthcenter.com or  (801) 561-3377
	● unlocked, with alarm on doors                      
	Boys > 12, 39 beds                    Girls > 12, 24 beds 
	Boys 92%                          Girls 79%
	most mental health diagnoses; dual diagnosis (substance abuse), IQ below 75,   FAS/FAE, early sex offending, substance abuse
	sex offending -  multiple and aggressive offenses, fire setting, extensive history of criminal incarcerations, extensive history of violence, other (more complex cases considered on a case by case basis)
	9/30/02

	Christie School Incorporated (CS) Marylhurst, OR

c.larson@christieschool.org or www.christieschool.org or                                (503) 675-2224
	● time-out room               ● night time locked                ● 24 hour locked              ● one to one monitoring            

● Restraints with trained personnel
	Boys <= 12, 20 beds                    Girls <= 12, 20 beds                    Boys > 12, 20 beds                    Girls > 12, 20 beds 
	Boys 100%                  Girls 100%   Boys 100%     Girls 100%
	most mental health diagnoses; superior intellectual functioning, FAS/FAE, eating disorders, fire setting, early sex offending
	extensive history of criminal incarcerations, IQ below 70, pregnant, primary axis I of substance abuse or conduct disorder 
	9/24/02

	Desert Hills                                   Albuquerque, NM

gretchen.anderson@YFCS.com or (505) 836-7330
	● time-out room                     ● 24 hour locked              ● Restraints with trained personnel
	Boys > 12, 35 beds                    Girls > 12, 25 beds 
	Boys 89%                          Girls 100%
	most mental health diagnoses; dual diagnosis (substance abuse), hearing impaired, fire setting, early sex offending, substance abuse, conduct disorder
	extensive history of criminal incarcerations, extensive history of violence, IQ below 75
	9/16/02

	Eastern Idaho Regional Behavioral Health Center (EI)                   

Idaho Falls, ID

daren.dayton@hcahealthcare.com or                    www.tetonpeaks.com or                  (208) 227-2235
	● 24 hour locked 
	Boys > 12, 8 beds                    Girls > 12, 18 beds 
	Boys 66%                          Girls 83%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), superior intellectual functioning, mental retardation
	sex offending -  multiple and aggressive offenses, extensive history of violence, other (FAS/FAE considered on a case by case basis)
	10/3/02

	Heritage Residential Treatment Center (HRTC)

Provo, UT

maryann.smith@heritage.org or heritagertc.org or                               (800) 433-9413
	● time-out room               ● unlocked                       ● one to one monitoring            
	Boys > 12,  85 beds                    Girls > 12,  65 beds 
	Boys 99%                          Girls 100%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), superior intellectual functioning, eating disorders, substance abuse
	sex offending -  multiple and aggressive offenses, fire setting, extensive history of criminal incarcerations, extensive history of violence, IQ below 75, other (may consider early onset sexual offending if no current sexual acting out) 
	9/24/02

	Intermountain Children's Home (ICH)

Helena, MT

tina@intermountain.org or                      (800) 200-9112 
	● unlocked
	Boys <= 12, 15 beds                    Girls <= 12, 15 beds 
	Boys 93%                          Girls 93%
	most mental health diagnoses; superior intellectual functioning, psychotic disorders
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, extensive history of violence
	9/30/02

	Intermountain Hospital (IHID)

Boise, ID

Lorraine.Trusley@BHCCorp.com or     www.intermountainhospital.com or (800) 321-5984
	● time-out room                     ● 24 hour locked            ● Restraints with trained personnel
	Boys > 12, 22 beds                    Girls > 12, 20 beds 
	Boys 78%                          Girls 75%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), superior intellectual functioning, FAS/FAE, eating disorder, substance abuse
	sex offending -  multiple and aggressive offenses, fire setting, IQ below 75, conduct disorder 
	9/23/02

	Kahi Mohala

Ewa Beach, HI

dugand@kahi.org or                              www.kahi.org or                                (808) 677-2512
	● time-out room                     ● 24 hour locked             ● one to one monitoring            

● Restraints with trained personnel
	Boys <= 12, 8 beds                    Girls <= 12, 8 beds                    Boys > 12, 8 beds                    Girls > 12, 8 beds 
	Boys 100%                  Girls 100%    Boys 100%     Girls 100%
	most mental health diagnoses; superior intellectual functioning, developmental disorders, psychotic disorders, eating disorders, fire setting, early sex offending, substance abuse
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, IQ at least 70 
	10/7/02

	Lakeview Neurorehab Center (LNC) Waterford, WI

www.lakeviewsystem.com or                  (262) 534-7297
	● time-out room                ● unlocked                        ● one to one monitoring            
	Boys <= 12, 8 beds                    Girls <= 12, 9 beds                    Boys > 12, 10 beds                    Girls > 12, 10 beds 
	Boys 100%                  Girls 89%    Boys 100%     Girls 100%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), superior intellectual functioning, IQ below 75, developmental disorders, FAS/FAE
	sex offending -  multiple and aggressive offenses, extensive history of violence, other (must be free of violence/aggression 2 months prior to admit)
	9/23/02

	Morrison Center Child and Family Services 

Troutdale, OR

rbyrns@morrisoncenter.org or www.morrisoncenter.org or                  (503) 665-0157
	● time-out room                     ● 24 hour locked            ● Restraints with trained personnel
	Boys <= 12, 12 beds                    Girls <= 12, 12 beds 
	Boys 100%                          Girls 100%
	most mental health diagnoses; Superior intellectual functioning, FAS/FAE, fire setting, early sex offending, conduct disorder
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, extensive history of violence, primary axis I of conduct disorder
	10/7/02

	New Hope Midland Incorporated West Columbia, SC

randym@newhopetreatment.com or www.newhopetreatment.com or                  (800) 776-6482


	● time-out room                     ● 24 hour locked   
	Boys > 12, 32 beds                    Girls > 12, 27 beds 
	Boys 97%                          Girls 96%
	most mental health diagnoses; early sex offending, conduct disorder
	unable to participate in program, unable to benefit
	9/23/02

	The Oaks Psychiatric Health System (TOPHS)

Lane Austin, TX

tshaw@brownschools.com or brownschools.com                               or (800) 848-9090


	● time-out room                     ● 24 hour locked            ● Restraints with trained personnel
	Boys > 12, 60 beds                    Girls > 12, 58 beds 
	Boys 95%                          Girls 95%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), IQ below 75, eating disorders, fire setting, early sex offending, substance abuse
	eating disorder if primary axis I, medically unstable, unable to participate in program, unable to benefit from program, severe mental retardation
	9/30/02

	The Pines Residential (TPR) Portsmouth, VA

(757) 391-6701


	● unlocked, with alarm on doors   
	186 beds for Boys 13-17 and Girls 12-18; 156 beds for Boys 11-21
	76% Overall
	most mental health diagnoses; IQ below 75, mental retardation, early sex offending, substance abuse
	fire setting, psychosis, neuropsychiatric disorders, diabetic, sight or hearing impaired, major physical handicaps
	5/30/02

	Provo Canyon School (PSC)               Provo, UT

www.provocanon.com or                         (801) 227-2052


	● time-out room               ● unlocked, with alarm on doors                                  ● night time locked                ● 24 hour locked             ● one to one monitoring            

● Restraints with trained personnel
	Boys > 12, 144 beds                    Girls > 12, 80 beds 
	Boys 92%                          Girls 66%
	most mental health diagnoses; dual diagnosis (substance abuse), developmental disorders, FAS/FAE, eating disorders, early sex offending, substance abuse
	sex offending -  multiple and aggressive offenses, fire setting, extensive history of criminal incarcerations, extensive history of violence, IQ below 75 
	10/1/02

	Seattle Children's Home (SCH) Seattle, WA

www.seatlechildrenshome.org or (206) 298-9638


	● time-out room                    ● 24 hour locked            ● Restraints with trained personnel
	Boys <= 12, 3 beds                    Girls <= 12, 3 beds                    Boys > 12, 6 beds                    Girls > 12, 7 beds 
	Boys 100%                  Girls 89%    Boys 100%     Girls 100%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), IQ below 75, mental retardation, FAS/FAE, eating disorders, early sex offending, substance abuse
	unable to participate in program, unable to benefit
	9/30/02

	Sorenson Residential Treatment Center (SRTC)                                     Koosharem, UT

bridgettw@sorensonsranch.com or www.sorensonsranch.com or            (435) 638-7318
	● time-out room                           ● unlocked                             
	Boys <= 12, 15 beds                                        Boys > 12, 45 beds                    Girls > 12, 60 beds 
	Boys 67%                      Boys 93%     Girls 95%
	most mental health diagnoses; dual diagnosis (substance abuse), superior intellectual functioning, FAS/FAE, eating disorders, fire setting, substance abuse
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, extensive history of violence, IQ below 75
	9/17/02

	Spring Mountain Treatment Center                                       Las Vegas, NV

(886) 265-6117


	● time-out room                    ● 24 hour locked            ● one to one monitoring            

● Restraints with trained personnel
	Boys > 12, 50 beds                   Girls > 12, 22 beds 
	Boys 100%                          Girls 100%
	most mental health diagnoses; dual diagnosis (substance abuse), IQ below 75, psychotic disorder, early sex offending
	medically unstable, extensive history of violence, IQ below 68
	9/30/02

	Texas Neurorehab Center (TNC) Austin, TX 

CFreeman@psysolutions.com or BCathcart@psysolutions@com or psysolutions.com or                                  (512) 444-4835
	● 24 hour locked              ● one to one monitoring            

● Restraints with trained personnel
	Boys > 12, 15 beds                    Girls > 12, 15 beds 
	Boys 53%                          Girls 47%
	most mental health diagnoses; dual diagnosis (medical), IQ below 75, mental retardation, developmental disorders, FAS/FAE
	sex offending -  multiple and aggressive offenses, fire setting, extensive history of criminal incarcerations, extensive history of violence
	6/17/02

	Vista Care Residential Treatment Center (VCRTC)                                 Hereford, AZ

admissions@teamvistacare.com or (520) 378-6466
	● time-out room                    ● 24 hour locked              ● one to one monitoring            

● Restraints with trained personnel
	Boys > 12, 28 beds                    Girls > 12, 24 beds 
	Boys 86%                          Girls 96%
	most mental health diagnoses; dual diagnosis (substance abuse), FAS/FAE, substance abuse
	sex offending -  multiple and aggressive offenses, fire setting, extensive history of criminal incarcerations, extensive history of violence, IQ below 75
	9/30/02

	Willow Springs Medical                Center (WSMC)                               Reno, NV

bhcwillowsprings.com or                        (775) 858-4530
	● time-out room                    ● 24 hour locked             ● Restraints with trained personnel
	Boys <= 12, 7 beds                    Girls <= 12, 7 beds                    Boys > 12, 30 beds                    Girls > 12, 30 beds 
	Boys 71%                  Girls 100%    Boys 70%     Girls 67%
	most mental health diagnoses; dual diagnosis (substance abuse), FAS/FAE, fire setting, substance abuse
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, extensive history of violence, IQ below 75, conduct disorder
	10/4/02

	Yellowstone Boys and Girls Ranch (YBGR)

Billings, MT

rishayv@ybgr.org or                               www.ybgr.org or                                    (800) 726-6755


	● time-out room               ● unlocked                         ● unlocked, with alarm on doors                                ● night time locked                ● 24 hour locked                          ● one to one monitoring            

● Restraints with trained personnel
	Boys <= 12, 25 beds                                       Boys > 12, 50 beds                    Girls > 12, 30 beds 
	Boys 88%                      Boys 94%     Girls 97%
	most mental health diagnoses; dual diagnosis (medical, substance abuse), superior intellectual functioning, FAS/FAE, fire setting, substance abuse
	sex offending -  multiple and aggressive offenses, extensive history of criminal incarcerations, extensive history of violence, IQ below 75, conduct disorder
	9/23/02

	Youthtrack Utah 

North Logan, UT

kevin@UTAH-YOUTHRACK.COM or                     (435) 753-6245
	● time-out room               ● unlocked                          ● Restraints with trained personnel
	Boys > 12, 16 beds                                       
	Boys 81%
	most mental health diagnoses; dual diagnosis (substance abuse), FAS/FAE, early sex offending, substance abuse
	extensive history of violence
	10/1/02


Chapter Three: Service Utilization and Descriptions of Children and Youth as Reflected in State of Alaska Databases

General mental health services are viewed as preventative, and do not require the child to be seriously emotional disturbed… to access those services.  [However, in Alaska] mental health funding and service capacity is for the severe or seriously emotionally disturbed child.

Division of Family and Youth Services, 2002, p.115

Purpose

Utilization data can be used to define expressed needs for services within a service system.  They can also be used to attempt to estimate penetration rates in a given area, in this case, the state of Alaska.  Specifically, “a variety of research and advocacy groups recommend that agencies… use penetration rates to measure access to care” (Dougherty Management Associates, 2002, p. 14).  Penetration rates are calculated by dividing utilization data (i.e., number of children and youth served in the numerator) by the total number of individuals in a given target group (i.e., all children and youth in Alaska) for a given time period.  Comparing an area’s penetration rates to average penetration rates in a larger geographic region will assist with estimating whether normative needs are being met in the smaller region.  Thus, for the purposes of the Alaska children and youth needs assessment (CAYNA), utilization rates for the state of Alaska in the context of care for children and youth were established, used to estimate Alaska penetration rates, and compared to national penetration rates, with the ultimate goals of describing expressed needs and assessing whether Alaska meets normative needs for services for children and youth.  

The Children’s Mental Health Benchmarking Project (Dougherty Management Associates, 2002) is a multi-year effort dedicated to establishing penetration rates for children and youth services nationwide (where children and youth are defined as individuals under the age of 18).  To date, 31 of the 50 US states have contributed data to this effort (Alaska has not been able to do so), either for a mental health authority or Medicaid or both, and the following penetration rate estimates for calendar year 2001 were established for the country:

· For the 26 represented state mental health authorities (comparable to Alaska’s Division of Mental Health and Developmental Disability) funding services in their respective states, the rate of children and youth receiving any mental health service funded through this mental health authority was 19.3 children and youth per 1,000 in the overall child population of the given state (range: 3.8 to 53.5 per 1,000).

· For the 25 states contributing Medicaid (comparable to Medicaid and Denali Kid Care in Alaska) funding rates, the rate of children and youth receiving any mental health service funded through Medicaid was 21.2 children and youth per 1,000 in the overall child population of the given state (range: 6.1 to 41.8 per 1,000).

It should be noted that these mean US penetration rates fail to reflect the wide range of variation in service utilizations across the 31 represented US states.  The rates also do not account for duplication of children and youth represented in both data for services funded by state mental health authorities and state Medicaid systems.  However, these penetration rates are the best available estimates of normative needs for child and youth mental health services in the US and can be used as comparison rates for the Alaska data generated for purposes of CAYNA.  

Given the fact that Alaska is home to 190,717 children and youths under age 18, the US average penetration rates would suggest that 3,681 (=190,717 *19.3/1000) children and youth (under age 18) should have received services funded by DMHDD (and, given Alaska’s funding structure, DFYS), and 4,043 (=190,717 *21.2/1000) children and youth (under age 18) should have received services funded by Medicaid.  These two numbers cannot be merely summed to arrive at an overall number of children and youth expected to be served as there may be a significant amount of overlap.  Based on average penetration rates for the US, one would expect at least 4,043 Alaska children and youth to have been served annually, assuming 100% overlap between DMHDD and Medicaid-funded youth.
Using the US minimum penetration rates would suggest that 725 (=190,717 *3.8/1000) children and youth (under age 18) should have received services funded by DMHDD (and, given Alaska’s funding structure, DFYS), and 1,163 (=190,717 *6.1/1000) children and youth (under age 18) should have received services funded by Medicaid.  Based on minimum penetration rates for the US, one would expect at least 1,163 Alaska children and youth to have been served annually, assuming 100% overlap between DMHDD and Medicaid-funded youth.  Assuming no overlap, at least 1,888 Alaska children and youth should have been served in one fiscal year.  

Methodology

Service utilization rates in Alaska are not easy to document given the diversity of databases and the lack of integration of data across them.  However, for purposes of the needs assessment, several relevant databases (available through Divisions of the Alaska Department of Health and Social Services) were obtained, merged to the degree possible, and used to develop a profile of service patterns and utilization.  Specifically, the following six databases (all defined in detail below) were included in the Children and Youth Needs Assessment:

· DMHDD’s ARORA;

· ADA’s ADA MIS;

· DMA’s MMIS;

· First Health’s Service Authorization Database;

· DFYS’s Psychiatric Nurse Log; and

· DFYS’s Attendance Record Database.

The process of working with these data and the results yielded from these efforts are detailed in this chapter.  First, each database is described, including a definition of variables contained within it, type of data received for purposes of the needs assessment, difficulties encountered in working with the database, limitations of the data yielded by each database, and analyses calculated based on the data in each database.  Second, findings are presented from each database separately and integrated to the degree possible.


Database Description: ARORA

The Alaska Recipient Outcome Research Application (ARORA) is the relational database used by the Division of Mental Health and Developmental Disabilities to integrate information from Medicaid-funded and grant-funded mental health services into a single database.  ARORA uses five types of records to generate its data: Batch Control Records, Consumer Demographics Records, Consumer Clinical Status Records, Program Enrollment Status Records, and Encounter/Contact Records.  To protect client confidentiality, ARORA relies on a unique algorithm to identify patients represented in the database.  This algorithm consists of the first two letters of the last name, the first two letters of the first name, eight digits of the data of birth, and the last four digits of the social security number.  

ARORA Variables and Type of Data Received.  Summary data for Fiscal Year 2002 (July 1, 2001 to June 30, 2002) were provided to ACSES for inclusion in this report.  Provided by DMHDD staff, these data were for all mental health consumers in the ARORA database aged 21 years and younger, as provided by 37 agencies contributing data.  The following variables were provided to ACSES: race, gender, GAF, residential setting, place of service, treatment plan reviewed, parent guardian participation, discharge disposition, living arrangement, referred to, referred from, primary DSM disorder, secondary DSM disorder, services provided, and units of services provided.  Given the relational nature of ARORA, most of these variables were unable to be reported in an unduplicated format.  Specifically, only race, gender, discharge disposition, and referral target reflect unduplicated data. 


Difficulties and Limitations Encountered with ARORA.  The data available from ARORA have several limitations.  First, given that the datasets were generated from queries in a relational database, some variables are presented as unduplicated, whereas others are presented as duplicated.  Second, due to missing and miscoded data, another result of the relational database is that the total numbers are not consistent from variable to variable.  Third, although the dataset contains Fiscal Year 2002 data, these data are constantly being updated; thus, this dataset represents a picture in time of the dataset, which may differ somewhat if taken at a later date.  Fourth, although efforts are made to “clean” data to insure accuracy, inconsistencies exist within the database.  Fifth, not all treatment agencies provide complete data to ARORA, although across time there have been improvements in this regard.  Sixth, given the nature of ARORA, only summary data reports are available for inclusion in this report.  


Analyses Conducted with ARORA Data:  Given that only summary data were received, no additional analyses that could be calculated with the data and only summary tables can be presented in this report.


Database Description: ADA MIS

The Alcoholism and Drug Abuse Management Information System (ADA MIS) is a relational database used by the State of Alaska Division of Alcoholism and Drug Abuse, the statewide agency designed to monitor all drug and alcohol abuse programs.  ADA MIS collects background information on programs, patient information (including services received), and information about services and activities performed by staff.  Collecting data at these three levels allows for program evaluation, resource allocation, program planning, and data retrieval for statistical analyses.  Information about clients and services rendered are collected at admission, transfer between components of services, and discharge.  

ADA MIS Variables and Type of Data Received.  Two separate datasets were provided by ADA for use by ACSES in preparation of this report.  Both of these datasets were generated from patients’ admission interviews.  The first dataset provided information on all consumers aged 21 years and younger who received services during Calendar Year 2001 from one of four residential treatment programs (Volunteers of America, SEARHC/Raven's Way, Graf Rheeneerhaanjii Healing Place, and Fairbanks Native Associate Life Givers).  The second dataset provided information for all consumers aged zero to 21 years who received any services (including residential) during Calendar Year 2001 that were reported to ADA MIS.  For both datasets, data on the following variables were provided: type of services received, race, gender, days waiting, school grade, marital status, employment status, living arrangement, residential setting, children, dependents, gross income, income source, legal status, handicap, client status, first presenting problem, second presenting problem, and third presenting problem. A review of these summary data provides the values for each of these variables.  


Difficulties and Limitations Encountered with ADA MIS.  The ADA MIS data has several limitations.  First, data are based on clients’ admission characteristics and do not contain course of treatment information.  Second, data are for Calendar Year 2001, as Fiscal Year 2002 data were not yet available.  Third, although efforts are made to “clean” data to insure accuracy, some inconsistencies exist within the database.  For example, some consumers under 12 have unlikely grade levels or are reported as pregnant.  Fourth, not all treatment agencies provide complete data to ADA MIS, although across time there have been improvements in this regard.  Fourth, given the nature of ADA MIS, only summary data reports were available for inclusion in this report.  Finally, ADA MIS has a number of predetermined (or “canned”) reports that are always ready for execution and report preparation.  These reports include information on consumer descriptors broken down by age or broken down by services provided.  More detailed reports, such as consumer descriptors broken down by age and services take tremendous programming staff time and were not available for this report.  


Analyses Conducted with ADA MIS Data:  Given that only summary data were received, no additional analyses that could be calculated with the data. Thus, only summary tables can be presented in this report.  


Database Description: Division of Medical Assistance (DMA) Medical Management Information System (MMIS)

The DMA data include admission, treatment, and demographic data collected for patients who filed claims for medical assistance.  These data are collected and stored in the DMA Medical Management Information System (MMIS).  

DMA MMIS Variables and Type of Data Received.  Two separate datasets were provided to ACSES for purposes of this report; the first database contained claims for inpatient services, the second for other types of claims.  These databases were merged upon receipt by ACSES and variables retained included the following: Medicaid number, gender, custody status, age at first admit, primary and secondary diagnosis at first admit, dates and locations of services, and discharge code.  Based on these variables, several other data points could be calculated, including number of episodes between FY 01 and FY 02, average and total bed days per consumer, level of care at first and last admission, location of service provision, and progression of care across time.

Provided to ACSES were complete electronic records for fiscal years 2000 through 2002.  To maintain comparability across the various datasets utilized for this report, all fiscal year 2002 records were retained.  For those consumers who received services during FY 02, FY 01 records were retained to obtain a more complete picture of their treatment history.  A total of 1,497 records of children and youth (unduplicated) were obtained and utilized for purposes of this report.

Difficulties and Limitations Encountered with DMA MMIS.  The primary limitation found with the DMA data was lack of demographic information for represented clients, with only gender and date of birth being included.  Additionally, custody status was not provided but instead was extracted and merged from the other databases (namely, the Psychiatric Nurse Log and First Health data) by matching on Medicaid number.  For those consumers for whom custody status was not determinable through the other two datasets, it was assumed that they would not be in state custody.  It should be noted that this database represents a subsample of all children receiving mental health services; that is, it reflects only those consumers with mental health diagnoses who are receiving services paid for by Medicaid.

Analyses Conducted with DMA MMIS.  A variety of descriptive analyses were calculated based on the data obtained from DMA MMIS.  Means and standard deviations were calculated for relevant variables (e.g., length of stay, age), and frequencies and percent for others (e.g., diagnoses, discharge status, number of admissions).  More complex analyses were performed to calculated composite variables, such as progression of care.  


Database Description: First Health Service Authorization Database

First Health, contractor for the Division of Medical Assistance, maintains electronic records of service authorizations for purposes of Medicaid billing.  These service authorization data include demographic, admission, and treatment data and are maintained in a relational database.  Within this relational database, numerous tables exist, each of which contains a separate component of a given consumer’s information.

First Health Variables and Type of Data Received.  Numerous tables were provided by First Health, and the tables containing demographic, episode, and review data were merged for the current analyses.  Specific variables retained included Medicaid number, gender, relationship to consumer, marital status, current living arrangement, race, custody status, age, date of services, DSM diagnoses, ICD-9 code at first admission, GAF score, and discharge code.  Based on these variables, several other data points were calculated, including average and total bed days, level of care at first and last admission, progression of care, and location of service provision.

Provided to ACSES were complete electronic records for fiscal years 1997 through 2002.  To maintain comparability across the various datasets utilized for this report, all fiscal year 2002 data were retained.  For those consumers who received services during FY 02, their FY 01 records were retained to obtain a more complete picture of their treatment history. A total of 1,089 records of children and youth was obtained and utilized for purposes of this report.

Difficulties and Limitations Encountered with First Health Data.  A number of difficulties were encountered in working with the data from First Health.  First, no data dictionary or supporting materials were provided to describe the structure or relationships of the various data tables residing in the Access database.  This was also an issue with some of the variables that were not self-explanatory.  Secondly, the data were originally sent with no patient Medicaid numbers, which made it impossible to perform any cross-matching with other data sources.  Ultimately, Medicaid numbers were provided and merged into the data retained for analyses.  Third, missing data and “dirty” data were an issue with some of the variables.  For example, the region variable from the demographics table contained only a few data points for the 1,089 clients admitted in fiscal year 2002.  Fourth, it is important to note that all of the demographic data were collected at a single point in time, namely, when the entry was created for a given client.  Although some of this demographic information, such as custody status, is subject to change over time, no updating appears to have occurred.

Analyses Conducted with First Health Data.  A variety of descriptive analyses were calculated based on the data obtained from the First Health Data.  Means and standard deviations were calculated for relevant variables (e.g., length of stay, GAF), and frequencies and percent for others (e.g., gender, living arrangements, number of admissions).  More complex analyses were performed to calculated composite variables, such as progression of care and total bed days.  


Database Description: DFYS Psychiatric Nurse Log

The Psychiatric Nurse log data includes demographic, admission, and treatment data collected for consumers whose psychiatric evaluation records were reviewed by the DFYS Regional Placement Committee (RPC) in fiscal years 2000 through 2002.  These data are collected and stored in psychiatric nurses’ databases at the Division of Family and Youth Services (DFYS). 

DFYS Psychiatric Nurse Log Variables and Type of Data Received.  DFYS Psychiatric Nurse Log data were transferred electronically to ACSES in several Excel spreadsheets.  These data included information on 360 children and youth. Included in these spreadsheets were the following variables: date of birth, gender, race, educational level, diagnosis, and review decision and placement information.  

Difficulties and Limitations Encountered with DFYS Psychiatric Nurse Log.  The single greatest limitation found with this database was missing or invalid data.  For example, a large number of Medicaid numbers were missing and needed to be extracted from other sources.  Considerable amounts of demographic data were also missing, for example, gender, race, and diagnosis all had significant missing data. Further, a significant portion of the admissions data and nearly all of the discharge data were missing.  Due to the amount of missing data, several variables could not be used and several planned composite variable calculations were impossible.  For example, consumers’ progression of care could not be analyzed (as it was for the First Health and DMA datasets).  Finally, it should be noted that this database represents only a subsample of children receiving services through DMHDD and DFYS; that is, only those children in state custody who go through the placement committee for residential treatment.

Analyses Conducted with DFYS Psychiatric Nurse Log.  A variety of descriptive analyses were calculated based on the data obtained from the Psychiatric Nurse Log.  Means and standard deviations were calculated for relevant variables (e.g., length of stay, age at first review), and frequencies and percent for others (e.g., diagnoses, ethnicity).  Due to missing data, calculation of composite variables was not possible.


Database Description: DFYS Attendance Record Database

Monthly attendance reports are submitted by all residential agencies that receive funding through the Division of Family and Youth Services (DFYS).  One attendance report is submitted for each month for each agency.  

DFYS Attendance Record Database Variables and Type of Data Received.  The monthly attendance reports submitted to DFYS provide information on consumers who received services at a given agency, including consumer name, Medicaid number, birth date, DFYS or DJJ custody status, and date of admission.  For each consumer, a daily record of their presence or absence in the agency during that month is provided, including days in residence, days a bed was held for that consumer, days during which the consumer had run away but was not yet discharged from the facility, and days during which the consumer was on a home or medical visit.
For Fiscal Year 2002, paper copies of all attendance reports submitted by 30 agencies were provided to ACSES.  All non-identifying data points described above were extracted from the reports and keyed into an electronic database (i.e., name and Medicaid number were not extracted).  Based on these data points, additional variables could be calculated, such as utilization rates and average lengths of stay for each agency.  

Of the 30 submitting agencies, several experienced changes during Fiscal Year 2002, such as changes in capacity or closures.  These issues were accounted for in calculating available bed days and utilization rates.  For example, adjustments were made for ACF crisis nursery programs, Nome Receiving Home, and Endeavor, all which closed completely or partially in 2002; similarly, adjustments were made for Genesis and Bethel Receiving Home, which opened later in the fiscal year; adjustments were also made for Alaska Children’s Services, Challenge Center, Wasey House, and Hanson House, all of which experienced changes in capacity during Fiscal Year 2002.

Difficulties and Limitations Encountered with DFYS Attendance Record Database.  Several limitations must be noted in regard to this database.  First, numerous inconsistencies were noted in the attendance reports, including inconsistent birthdates for the same individual.  Second, Medicaid numbers were not available for the first four months of reports and were missing in subsequent months for almost half the cases across all agencies.  Thus, given the amount of missing data regarding Medicaid number, it was not possible to integrate this database with the other databases.  Third, for individuals in residence at the beginning of the fiscal year, only an admission date was available.  Although for data-analytic purposes, it was assumed that the admission was continuous from the admission date to the July 2001 attendance record, this assumption could not be verified.  Thus, days on medical leave, home visits, or run-away status could not be differentiated for these children. Fourth, this database is limited only to agencies that are DFYS grantees and submit this paperwork.

Analyses Conducted with DFYS Attendance Record Database.  A variety of descriptive analyses were calculated based on the data obtained from the Attendance Records.  Means and standard deviations were calculated for relevant variables (e.g., length of stay), and frequencies and percent for others (e.g., number of admissions, number of discharges.  More complex analyses were performed to calculated composite variables, such as occupancy rates and bed days.  For the composite variables, some decisions had to be made.  These are outlined below:

· LOS is based only on the records of children and youth with both an admission and a discharge date (all discharge dates have to be within FY 2002; admission dates may be earlier)

· Bed days were calculated twice, once based only on days present in the facility and once based on all days (including days on medical leave, home visit, run away status, and so forth), both until date of discharge or 6-30-2002 (if the youth was still in the program at that time)

· Occupancy rate was calculated twice, once based on present bed days and once based on total bed days.  In both cases, the equation used was (actual bed days/available bed days)*100, to derive a percentage (where available bed days were adjusted according to closures, changes in capacity, and so forth).  

· Both number of treatment episodes and number of clients served is provided.  Number of treatment episodes is a duplicated count of services; number of clients is an unduplicated count of unique children and youth served.  It should be noted that the treatment episodes reflected in the data may have started prior to FY 2002.

· Some children and youth had more than one custody status noted (i.e., both DFYS and DJJ); in such cases, DFYS was entered into the database.  Several children and youth’s custody status (DFYS versus DJJ) was inconsistent within a given treatment episode and/or different across treatment episodes.  Random computer decision-making was used to determine the custody status to be used for data analyses for these children and youth.  

Findings

DMHDD’s ARORA

Below is a table listing the 37 agencies that contributed to this database, providing data about a total of 5,930 consumers aged 21 years and younger.  It should be noted that although the number 5,930 refers to consumers (not admissions), and therefore looks as though it represents an unduplicated count of individuals served, this is not so.  Specifically, although data are unduplicated within a program providing services to the same individuals, they are not unduplicated across programs.  Thus, the same individual receiving services at more than one agency during the same fiscal year will be counted multiple times.  Further, data represent a mixture of individuals receiving outpatient and residential services, without the ability to differentiate these in overall counts.  For example, ARORA shows 181 consumers for FY 2002 for Alaska Children’s Services.  Attendance Report data, on the other hand, show only 71 discharges during the same time period for the residential program within ACS.  Thus, the remainder of the ARORA-reported consumer may be assumed to have received community-based care through ACS.  Finally, it must be kept in mind that not all state-funded agencies comply with reporting requirements to ARORA and additional children and youth may have been served without being represented in the ARORA database.

Thus, the number of 5,930 represented consumers cannot be used to calculate definite penetration rates in terms of DMHDD-funded mental health care, although an estimate is possible.  Based on the 190,717 children and youth in Alaska and the 5,930 consumers represented in ARORA, this estimate is 31.1 children and youth per 1,000 in the population (as compared to the national average of 19.3).  

Agencies Contributing to ARORA Database and Number of Records Submitted
	Alaska Children’s Services
	181
	
	Kenai Community Care Center
	44

	Alaska Youth & Parent Foundation
	89
	
	Kenaitze Indian Tribes
	92

	Anchorage Center for Families
	227
	
	Life Quest
	467

	ARC of Anchorage
	39
	
	Lynn Canal Counseling Center
	39

	ASSETS Inc
	27
	
	Maniilaq Counseling Services
	85

	Bristol Bay Mental Health Center
	45
	
	Mt Sanford Tribal Consortium
	20

	Central Peninsula Counseling 
	475
	
	North Slope Borough CMHC
	46

	Community Connections
	53
	
	Petersburg Mental Health Services
	56

	Copper River Community MHC
	35
	
	Providence/Kodiak Island MHC 
	316

	Daybreak
	1
	
	Seaview Community Services
	88

	Denali Family Services
	201
	
	Sitka Mental Health Clinic
	52

	Disability Law center of Alaska
	14
	
	South Peninsula MH Association
	330

	Fairbanks Community MHC
	205
	
	Southcentral Counseling Center
	291

	Family Centered Services 
	176
	
	Southcentral Foundation
	708

	Gateway Center 
	791
	
	Tanana Chiefs Conference
	235

	Hope Cottages
	25
	
	Tok Area Mental Health Center
	52

	Iliukliuk Family & Health Services
	29
	
	Wrangell Mental Health Services
	47

	Juneau Alliance for Mental Health
	77
	
	Youth Advocates of Sitka
	15

	Juneau Youth Services
	257
	
	TOTAL
	5930


Specific information gleaned from DMHDD ARORA is provided in the summary table that follows on the next few pages.  As stated above, only summary data were provided by DMHDD ARORA for purposes of this report, and thus no additional analyses were possible.  As the data are self-explanatory, no additional discussion is offered here.  In reviewing the tables, it should be noted that there is much missing data in many categories.  In some cases, missing data far exceed available data, making the calculation of percentages inappropriate, as it is not clear what figure to use in the denominator.  Thus, only raw number are presented, with a total number a number of missing records indicated for each variable.

ARORA Data

Fiscal Year 2002 (July 1, 2001 to June 30, 2002)

	Race
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	206
	21
	9
	13
	18
	12
	13
	18
	25
	19
	29
	18
	11

	Am Indian/AK Native
	1905
	231
	145
	166
	160
	131
	122
	158
	166
	173
	178
	165
	110

	Asian/Pacific Islander
	94
	19
	6
	4
	3
	9
	2
	7
	9
	8
	10
	10
	7

	Black/African Amer
	199
	31
	15
	22
	13
	9
	8
	21
	17
	22
	19
	10
	12

	Hispanic
	400
	31
	27
	31
	34
	29
	24
	35
	38
	39
	34
	34
	44

	White/Caucasian
	2966
	317
	205
	213
	270
	247
	199
	244
	283
	264
	246
	289
	189

	Other
	160
	16
	11
	15
	14
	10
	14
	7
	16
	15
	15
	11
	16

	Total
	5930
	666
	418
	464
	512
	447
	382
	490
	554
	540
	531
	537
	389

	Gender
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	100
	7
	9
	18
	4
	10
	9
	8
	4
	12
	13
	6
	0

	Female
	2477
	242
	178
	199
	204
	193
	169
	216
	231
	217
	224
	232
	172

	Male
	3329
	413
	232
	243
	302
	243
	202
	264
	316
	310
	293
	298
	213

	Total
	5906
	662
	419
	460
	510
	446
	380
	488
	551
	539
	530
	536
	385

	GAF
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	0-10
	798
	44
	46
	56
	72
	41
	26
	92
	114
	143
	81
	53
	30

	11-20
	98
	2
	8
	7
	12
	4
	14
	6
	6
	8
	6
	13
	12

	21-30
	422
	34
	25
	28
	49
	23
	35
	25
	26
	92
	34
	25
	26

	31-40
	2576
	212
	164
	200
	240
	149
	167
	212
	194
	499
	154
	209
	176

	41-50
	6431
	392
	294
	417
	479
	390
	436
	591
	590
	1036
	914
	396
	496

	51-60
	3371
	229
	188
	268
	280
	234
	236
	306
	282
	430
	311
	328
	279

	61-70
	1885
	127
	145
	163
	197
	137
	150
	147
	144
	158
	172
	167
	178

	71-80
	649
	44
	53
	88
	58
	48
	30
	48
	36
	66
	67
	66
	45

	81-91
	170
	7
	16
	29
	6
	12
	22
	20
	17
	16
	4
	5
	16

	91-100
	33
	3
	6
	4
	5
	6
	1
	1
	0
	0
	3
	3
	1

	Total
	16433
	1094
	945
	1260
	1398
	1044
	1117
	1448
	1409
	2448
	1746
	1265
	1259

	Residential Setting
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	3417
	103
	150
	320
	290
	224
	382
	238
	228
	648
	216
	222
	396

	Jail or Correctional
	80
	7
	5
	10
	15
	5
	3
	12
	5
	1
	10
	3
	4

	Street/Shelter
	187
	33
	18
	30
	21
	5
	6
	9
	10
	12
	13
	11
	19

	Other Institution
	389
	43
	37
	14
	36
	40
	25
	16
	31
	43
	47
	31
	26

	Other Residential
	772
	97
	56
	67
	84
	64
	50
	72
	74
	68
	44
	53
	43

	Private Residence
	9664
	821
	681
	827
	929
	722
	634
	746
	808
	993
	843
	888
	772

	Other
	120
	8
	5
	10
	11
	7
	7
	17
	13
	12
	18
	10
	2

	Total
	14629
	1112
	952
	1278
	1386
	1067
	1107
	1110
	1169
	1777
	1191
	1218
	1262

	Place of Service
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	17606
	541
	864
	927
	1395
	1709
	1856
	2948
	1452
	1641
	1625
	1441
	1207

	Other Clinical Setting
	6719
	569
	469
	473
	727
	651
	563
	579
	570
	596
	583
	585
	354

	Patient’s Residence
	16996
	118
	129
	274
	961
	1554
	1020
	2025
	1844
	1750
	2309
	3634
	1378

	Grantee Premises
	58305
	5781
	5969
	5447
	5524
	4516
	4240
	5234
	5799
	3554
	4598
	4169
	3474

	Street/Public Place
	5408
	404
	371
	65
	233
	488
	637
	506
	537
	628
	659
	664
	216

	Other
	14514
	1337
	1177
	848
	1001
	1028
	912
	1103
	1515
	1503
	1506
	1468
	1116

	Total
	119548
	8750
	8979
	8034
	9841
	9946
	9228
	12395
	11717
	9672
	11280
	11961
	7745

	Treatment Plan Reviewed
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	65704
	6841
	6487
	4538
	5662
	4868
	4312
	5659
	7019
	4626
	5727
	5402
	4563

	Not Reviewed 
	9076
	199
	173
	231
	597
	1026
	1037
	915
	1085
	1289
	1426
	990
	108

	Reviewed 
	44768
	1710
	2319
	3263
	3583
	4050
	3879
	5821
	3614
	3756
	4128
	5571
	3074

	Total
	119548
	8750
	8979
	8032
	9842
	9944
	9228
	12395
	11718
	9671
	11281
	11963
	7745

	Parent Guardian Participation
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	69311
	7290
	7253
	5324
	5921
	5410
	5737
	7374
	6634
	4608
	4961
	4606
	4193

	Did Not Participate
	20299
	177
	371
	978
	1489
	2092
	2172
	2233
	1834
	1837
	2591
	3570
	955

	Participated
	29941
	1283
	1355
	1732
	2432
	2444
	1319
	2787
	3250
	3226
	3729
	3787
	2597

	Total
	119551
	8750
	8979
	8034
	9842
	9946
	9228
	12394
	11718
	9671
	11281
	11963
	7745

	Discharge Disposition
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	1751
	47
	93
	180
	239
	60
	204
	84
	50
	525
	122
	53
	94

	Admin Discharge
	226
	21
	37
	5
	13
	14
	5
	22
	8
	35
	10
	11
	45

	Death
	3
	0
	0
	1
	0
	0
	0
	0
	0
	0
	2
	0
	0

	Incarcerated
	29
	4
	2
	1
	3
	3
	0
	1
	4
	5
	3
	3
	0

	Left AMA/ATA
	175
	15
	9
	19
	33
	20
	6
	8
	11
	16
	8
	18
	12

	Not Referred
	44
	2
	2
	2
	5
	4
	5
	6
	1
	2
	9
	4
	2

	Disciplinary Violation
	22
	0
	1
	4
	1
	2
	3
	0
	4
	2
	1
	4
	0

	Voluntarily Suspended
	3
	0
	0
	0
	0
	1
	0
	0
	0
	0
	2
	0
	0

	Involuntarily Removed
	10
	2
	1
	0
	1
	1
	0
	0
	2
	1
	1
	1
	0

	Referred Elsewhere 
	228
	19
	20
	26
	20
	25
	8
	10
	20
	18
	17
	27
	18

	Treatment Complete:
	694
	52
	70
	72
	67
	43
	31
	57
	44
	39
	58
	96
	65

	Complete:w/ Referral
	291
	25
	27
	25
	25
	28
	28
	25
	19
	50
	20
	10
	9

	Violation of Condition Of Release
	20
	1
	3
	10
	4
	0
	0
	0
	0
	1
	1
	0
	0

	Voluntarily Left With Notification
	268
	20
	31
	28
	28
	20
	9
	17
	18
	27
	23
	17
	30

	Voluntarily Left Without Notification
	353
	35
	30
	39
	26
	18
	30
	21
	35
	37
	30
	22
	30

	Other
	242
	15
	28
	19
	14
	35
	14
	19
	16
	16
	19
	23
	24

	Total
	4359
	258
	354
	431
	479
	274
	343
	270
	232
	774
	326
	289
	329

	Living Arrangement
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	3428
	107
	144
	315
	283
	229
	384
	247
	244
	644
	218
	221
	392

	Alone/Independently
	168
	8
	12
	11
	13
	8
	16
	24
	16
	20
	16
	15
	9

	w/ Non-related Persons
	1541
	198
	120
	139
	179
	104
	109
	99
	110
	153
	101
	109
	120

	w/ Relatives
	8636
	703
	606
	731
	832
	650
	547
	682
	725
	881
	771
	821
	687

	Incarcerated
	181
	13
	20
	25
	15
	18
	9
	22
	18
	9
	13
	12
	7

	Other
	640
	78
	48
	51
	60
	55
	41
	33
	52
	67
	71
	40
	44

	Total
	14594
	1107
	950
	1272
	1382
	1064
	1106
	1107
	1165
	1774
	1190
	1218
	1259

	Referral To
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	3620
	185
	292
	369
	414
	201
	298
	232
	183
	695
	249
	222
	280

	Alaska Native Hospital
	2
	0
	1
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Alcohol Program
	13
	2
	2
	0
	1
	0
	1
	0
	0
	2
	3
	2
	0

	API
	8
	0
	0
	2
	0
	2
	0
	0
	1
	0
	2
	1
	0

	Board and Care Facility
	3
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0
	2
	0

	Probation or Parole
	56
	5
	11
	4
	13
	6
	1
	0
	8
	3
	2
	2
	1

	Crisis/Respite Care
	2
	0
	0
	0
	0
	0
	1
	0
	1
	0
	0
	0
	0

	Jail
	8
	0
	0
	0
	1
	1
	0
	0
	2
	1
	2
	1
	0

	DD Residential Prog.
	5
	1
	0
	1
	0
	0
	0
	0
	0
	1
	1
	0
	1

	DFYS
	60
	8
	5
	3
	7
	11
	2
	2
	4
	7
	8
	3
	0

	Drug Program
	11
	0
	0
	2
	0
	3
	0
	0
	0
	6
	0
	0
	0

	General Hospital
	10
	0
	0
	1
	1
	3
	1
	2
	1
	0
	0
	1
	0

	Nursing or Interm.Care 
	3
	0
	2
	0
	0
	1
	0
	0
	0
	0
	0
	0
	0

	CMHC Outpatient
	19
	1
	1
	0
	3
	0
	0
	1
	2
	4
	0
	5
	2

	MH Prof
	61
	8
	5
	8
	2
	2
	5
	3
	1
	6
	10
	6
	5

	Other  inpatient
	36
	4
	6
	5
	3
	4
	4
	1
	1
	4
	1
	0
	3

	Other outpatient
	35
	4
	3
	3
	1
	4
	2
	0
	4
	1
	7
	2
	4

	Partial/Day Care 
	43
	0
	2
	8
	0
	4
	5
	0
	2
	7
	10
	3
	2

	Physician
	9
	0
	0
	0
	1
	0
	1
	3
	1
	0
	1
	1
	1

	Private Psych Hospital
	23
	2
	4
	2
	0
	2
	0
	1
	3
	1
	1
	6
	1

	Psychiatrist Outpatient 
	17
	0
	0
	2
	1
	3
	1
	2
	2
	1
	1
	3
	1

	School
	22
	0
	11
	1
	4
	0
	0
	1
	0
	2
	3
	0
	0

	Supervised Apartment
	1
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0
	0
	0

	V.A. Hospital
	1
	0
	0
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Village Health Aide
	5
	2
	0
	0
	0
	0
	0
	2
	0
	0
	0
	0
	1

	Other
	282
	36
	9
	17
	26
	27
	21
	20
	14
	32
	25
	29
	26

	Total
	4355
	258
	354
	430
	478
	274
	343
	270
	232
	773
	326
	289
	328

	Referral From
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	4547
	551
	276
	346
	348
	305
	316
	395
	496
	376
	377
	425
	336

	Alaska Native Hospital
	87
	6
	3
	4
	8
	3
	6
	7
	3
	11
	13
	15
	8

	Alcohol Program
	9
	0
	0
	0
	1
	1
	0
	3
	1
	1
	0
	1
	1

	API
	24
	1
	3
	0
	1
	2
	1
	4
	1
	1
	3
	2
	5

	Board and Care Facility
	4
	1
	0
	0
	0
	0
	1
	0
	1
	1
	0
	0
	0

	Probation or Parole
	129
	23
	9
	15
	6
	12
	11
	8
	7
	8
	4
	17
	9

	Civil Proceedings
	29
	4
	7
	5
	0
	1
	0
	2
	3
	1
	1
	2
	3

	Criminal Proceedings
	15
	1
	3
	1
	1
	1
	0
	2
	1
	2
	2
	0
	1

	Crisis/Respite Care
	3
	0
	0
	3
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Jail
	31
	2
	2
	1
	2
	4
	0
	3
	5
	4
	3
	2
	3

	DD Inpatient 
	4
	0
	1
	1
	0
	0
	0
	0
	0
	0
	2
	0
	0

	DD Outpatient 
	8
	1
	0
	0
	1
	0
	0
	0
	2
	1
	0
	2
	1

	DFYS
	435
	65
	37
	26
	28
	26
	39
	30
	38
	48
	39
	25
	34

	Voc Rehabilitation
	2
	0
	0
	0
	0
	2
	0
	0
	0
	0
	0
	0
	0

	Drug Program
	13
	4
	1
	3
	1
	1
	0
	1
	0
	2
	0
	0
	0

	General Hospital
	71
	5
	6
	4
	5
	6
	6
	6
	6
	4
	4
	12
	7

	Nursing or Interm Care 
	2
	0
	0
	0
	0
	0
	0
	0
	0
	1
	1
	0
	0

	CMHC Outpatient 
	20
	4
	1
	1
	1
	4
	3
	0
	1
	1
	3
	1
	0

	Other MH Prof, 
	106
	10
	3
	8
	12
	12
	5
	13
	10
	6
	11
	5
	11

	Other  inpatient
	67
	7
	5
	9
	13
	2
	6
	3
	9
	5
	4
	2
	2

	Other outpatient
	100
	12
	8
	2
	7
	7
	6
	4
	6
	15
	12
	9
	12

	Partial/Day Care 
	7
	2
	0
	0
	0
	0
	3
	1
	1
	0
	0
	0
	0

	Physician
	126
	5
	18
	12
	10
	10
	10
	3
	10
	13
	14
	17
	4

	Private Psych Hospital
	66
	12
	8
	2
	8
	6
	2
	1
	5
	3
	6
	6
	7

	Psychiatrist Outpatient 
	46
	6
	4
	2
	4
	3
	1
	5
	5
	5
	6
	1
	4

	Public Health
	12
	3
	0
	0
	1
	0
	1
	1
	1
	2
	1
	1
	1

	School
	368
	9
	30
	31
	33
	37
	31
	24
	32
	46
	41
	34
	20

	V.A. Hospital
	1
	0
	0
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Village Health Aide
	8
	0
	1
	1
	0
	0
	0
	0
	2
	2
	1
	1
	0

	Other
	1220
	109
	108
	98
	116
	98
	84
	83
	91
	105
	124
	131
	73

	Total
	7560
	843
	534
	576
	607
	543
	532
	599
	737
	664
	672
	711
	542

	Primary Disorder
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	2625
	71
	89
	264
	192
	151
	310
	159
	185
	569
	145
	150
	340

	ADHD
	1488
	137
	108
	132
	159
	119
	95
	95
	128
	157
	111
	125
	122

	Adjustment disorders
	1672
	113
	101
	137
	154
	174
	136
	128
	137
	159
	148
	145
	140

	Alcohol abuse
	52
	3
	5
	5
	8
	3
	3
	6
	3
	3
	5
	6
	2

	Alcohol dependence
	75
	2
	5
	8
	6
	1
	9
	7
	9
	7
	6
	4
	11

	Alcohol induced  dis
	2
	0
	0
	0
	0
	0
	0
	1
	0
	0
	1
	0
	0

	Alcohol intoxication
	6
	4
	0
	0
	0
	0
	0
	0
	0
	0
	0
	2
	0

	Anxiety
	250
	9
	18
	19
	14
	22
	21
	21
	15
	25
	34
	30
	22

	Bipolar
	481
	43
	34
	41
	55
	50
	28
	39
	41
	40
	41
	30
	39

	Childhood disorder
	75
	5
	4
	6
	6
	0
	3
	8
	8
	8
	6
	9
	12

	Conduct disorder
	1555
	145
	102
	141
	153
	122
	106
	126
	138
	177
	115
	120
	110

	Dementia
	49
	4
	2
	7
	1
	2
	6
	5
	2
	10
	3
	3
	4

	Depression
	2050
	171
	144
	176
	219
	151
	113
	162
	180
	207
	193
	211
	123

	Developmental  dis
	144
	8
	17
	15
	16
	6
	18
	5
	5
	20
	9
	11
	14

	Diagnosis deferred
	217
	32
	18
	17
	11
	14
	17
	20
	4
	26
	28
	22
	8

	Dissociative disorders
	4
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0
	1
	2

	Drug dependence
	72
	8
	7
	1
	9
	8
	4
	4
	11
	3
	8
	9
	0

	Drug induced disorders
	13
	3
	0
	0
	0
	0
	2
	0
	4
	1
	0
	3
	0

	Drug withdrawal
	3
	0
	0
	0
	1
	0
	0
	0
	0
	1
	1
	0
	0

	Eating disorders
	37
	0
	6
	3
	2
	0
	4
	7
	3
	3
	4
	1
	4

	Elimination Disorder
	24
	2
	4
	3
	4
	2
	0
	4
	1
	0
	2
	0
	2

	Impulse control
	254
	28
	22
	29
	20
	12
	10
	21
	17
	27
	34
	16
	18

	Learning disability
	36
	4
	4
	5
	5
	1
	1
	3
	3
	3
	3
	4
	0

	Mental dis due to med
	27
	2
	6
	5
	3
	3
	1
	0
	3
	0
	2
	1
	1

	Mental retardation
	4
	1
	0
	0
	0
	0
	0
	0
	0
	1
	0
	2
	0

	Neglect  or abuse 
	33
	5
	2
	0
	4
	0
	0
	5
	2
	4
	0
	4
	7

	Obsessive compulsive
	25
	1
	0
	3
	2
	6
	0
	1
	5
	3
	1
	3
	0

	Other drug abuse
	64
	4
	0
	7
	15
	2
	4
	11
	6
	7
	3
	3
	2

	Other psychotic dis 
	65
	8
	6
	8
	7
	0
	3
	12
	1
	4
	4
	6
	6

	Pain disorders
	1
	0
	0
	0
	0
	0
	1
	0
	0
	0
	0
	0
	0

	Personality disorders
	6
	0
	1
	1
	0
	0
	0
	0
	0
	0
	2
	2
	0

	Phobias
	17
	2
	2
	2
	0
	1
	1
	4
	0
	0
	3
	0
	2

	PTSD
	678
	70
	56
	67
	72
	46
	51
	46
	31
	69
	58
	62
	50

	Attachment Disorder
	131
	19
	12
	7
	13
	8
	12
	6
	8
	18
	6
	15
	7

	Schizophrenia
	92
	12
	7
	5
	8
	6
	3
	8
	3
	8
	11
	12
	9

	Sexual disorders
	25
	4
	2
	2
	1
	2
	3
	1
	3
	2
	1
	2
	2

	Sleep disorder
	12
	0
	2
	0
	0
	1
	0
	5
	2
	2
	0
	0
	0

	Somatoform disorders
	3
	1
	0
	0
	0
	0
	1
	0
	0
	1
	0
	0
	0

	Tics
	13
	0
	2
	0
	0
	0
	2
	0
	0
	0
	1
	3
	5

	V Codes
	838
	63
	75
	76
	91
	67
	52
	63
	72
	77
	69
	66
	67

	Total
	13218
	985
	863
	1192
	1251
	980
	1020
	983
	1030
	1642
	1058
	1083
	1131

	Secondary Disorder
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Unknown
	4808
	210
	207
	453
	409
	333
	466
	359
	368
	802
	349
	348
	504

	ADHD
	729
	77
	77
	66
	80
	61
	49
	41
	48
	72
	58
	59
	41

	Adjustment disorders
	193
	14
	12
	22
	9
	6
	20
	14
	32
	9
	16
	23
	16

	Alcohol abuse
	185
	25
	26
	21
	16
	11
	10
	9
	11
	14
	14
	5
	23

	Alcohol dependence
	69
	6
	7
	2
	5
	6
	9
	11
	9
	5
	3
	4
	2

	Alcohol induced dis 
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0
	1
	0

	Alcohol intoxication
	8
	0
	0
	0
	0
	4
	0
	1
	3
	0
	0
	0
	0

	Anxiety
	97
	8
	5
	4
	11
	9
	8
	8
	10
	15
	4
	9
	6

	Bipolar
	93
	6
	4
	11
	11
	0
	13
	7
	11
	7
	6
	13
	4

	Childhood disorder
	35
	5
	4
	6
	1
	0
	1
	1
	6
	3
	2
	5
	1

	Conduct disorder
	726
	72
	59
	74
	102
	48
	40
	37
	58
	83
	62
	48
	43

	Dementia
	19
	3
	1
	3
	3
	1
	1
	0
	1
	2
	1
	0
	3

	Depression
	566
	52
	37
	37
	66
	43
	35
	38
	41
	61
	49
	60
	47

	Developmental dis 
	63
	11
	6
	2
	11
	5
	2
	0
	3
	3
	2
	4
	14

	Diagnosis deferred
	1537
	160
	113
	78
	120
	131
	87
	146
	107
	151
	126
	168
	150

	Dissociative disorders
	2
	1
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0
	0

	Drug dependence
	168
	17
	11
	18
	15
	12
	10
	12
	12
	17
	15
	13
	16

	Drug induced disorders
	3
	0
	0
	0
	0
	1
	0
	0
	1
	1
	0
	0
	0

	Drug withdrawal
	4
	0
	0
	0
	0
	0
	0
	0
	1
	0
	1
	2
	0

	Eating disorders
	26
	3
	1
	4
	0
	2
	2
	5
	1
	3
	3
	1
	1

	Elimination Disorder
	61
	4
	5
	3
	7
	5
	2
	8
	7
	6
	3
	10
	1

	Impulse control
	146
	14
	4
	16
	13
	5
	11
	18
	11
	16
	10
	6
	22

	Learning disability
	132
	10
	12
	10
	11
	10
	6
	8
	7
	13
	18
	13
	14

	Mental dis due to med
	3
	0
	1
	0
	0
	0
	0
	0
	0
	0
	1
	1
	0

	Mental retardation
	20
	5
	1
	1
	1
	0
	4
	1
	1
	1
	2
	2
	1

	Neglect or Abuse 
	115
	7
	2
	5
	11
	7
	12
	6
	8
	12
	14
	10
	21

	Obsessive compulsive
	14
	1
	2
	6
	1
	1
	1
	0
	0
	1
	1
	0
	0

	Other drug abuse
	206
	22
	14
	16
	25
	9
	3
	27
	28
	17
	17
	16
	12

	Other psychotic dis 
	15
	3
	0
	1
	2
	2
	2
	1
	0
	2
	0
	1
	1

	Pain disorders
	1
	0
	1
	0
	0
	0
	0
	0
	0
	0
	0
	0
	0

	Personality disorders
	10
	0
	1
	0
	1
	1
	0
	2
	0
	1
	4
	0
	0

	Phobias
	27
	3
	2
	3
	3
	2
	2
	5
	2
	0
	2
	0
	3

	PTSD
	285
	31
	15
	32
	27
	17
	15
	25
	29
	33
	20
	18
	23

	Attachment disorder 
	82
	14
	6
	6
	9
	6
	7
	4
	2
	13
	4
	5
	6

	Schizophrenia
	7
	2
	0
	0
	1
	1
	0
	0
	0
	1
	1
	0
	1

	Separation anxiety dis 
	10
	1
	0
	2
	2
	1
	0
	0
	0
	0
	1
	3
	0

	Sexual disorders
	11
	1
	0
	0
	0
	2
	0
	4
	1
	1
	1
	0
	1

	Sleep disorder
	13
	4
	1
	1
	3
	0
	0
	0
	3
	0
	0
	0
	1

	Somatoform disorders
	2
	0
	0
	0
	0
	0
	0
	0
	1
	1
	0
	0
	0

	Tics
	22
	1
	4
	1
	3
	2
	3
	1
	2
	1
	4
	0
	0

	V Codes
	3284
	263
	256
	322
	319
	248
	228
	247
	265
	343
	281
	294
	218

	Total
	13798
	1056
	897
	1226
	1298
	992
	1049
	1046
	1090
	1711
	1095
	1142
	1196

	Service Provided
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Children's Activity Therapy, Per 15 Minutes
	8703
	385
	337
	648
	895
	1231
	1369
	995
	647
	799
	595
	404
	398

	Children's Activity Therapy, Per Hour
	3244
	147
	139
	77
	278
	243
	151
	291
	444
	507
	393
	321
	253

	Children's Day Treatment, Per Day
	2830
	0
	0
	142
	593
	542
	444
	560
	549
	0
	0
	0
	0

	Children's Day Treatment, Per Half-Day
	1034
	0
	0
	72
	174
	220
	85
	127
	83
	86
	98
	89
	0

	Children's Home-based Therapy, Per 15 Minutes
	561
	19
	31
	41
	31
	76
	65
	70
	61
	69
	52
	34
	12

	Children's Home-based Therapy, Per Hour
	126
	9
	3
	8
	13
	11
	9
	17
	23
	8
	8
	8
	9

	Client Support Services, Per 15 Minutes
	244
	0
	1
	4
	32
	29
	8
	29
	43
	48
	50
	0
	0

	Client Support Services, Per Hour
	69
	0
	0
	2
	8
	4
	3
	4
	7
	15
	26
	0
	0

	Crisis Intervention, Per 15 Minutes
	186
	16
	7
	13
	10
	8
	7
	17
	30
	15
	20
	39
	4

	Crisis Intervention, Per Hour
	33
	0
	0
	0
	2
	2
	3
	4
	9
	10
	1
	0
	2

	Emergency Rehabilitation Services, Per Day
	1
	0
	0
	0
	0
	0
	0
	0
	0
	1
	0
	0
	0

	Family Psychotherapy, Per 30 Minutes
	1756
	157
	150
	128
	142
	89
	113
	124
	143
	157
	208
	219
	126

	Family Psychotherapy, Per Hour
	1740
	68
	94
	150
	120
	202
	125
	203
	159
	162
	162
	165
	130

	Family Support Services, Per 15 Minutes
	7026
	260
	450
	399
	731
	949
	944
	678
	570
	696
	469
	499
	381

	Family Support Services, Per Hour
	1823
	40
	63
	73
	200
	204
	147
	157
	281
	270
	155
	134
	99

	Group Psychotherapy (not Multiple-family), Per 30 Minutes
	4227
	734
	797
	282
	398
	311
	237
	405
	446
	160
	224
	132
	101

	Group Psychotherapy (not Multiple-family), Per Hour
	1399
	57
	56
	59
	117
	118
	40
	114
	145
	156
	241
	169
	127

	Group Psychotherapy, Multiple-family, Per 30 Minutes
	277
	28
	30
	6
	11
	25
	14
	11
	30
	49
	34
	10
	29

	Group Psychotherapy, Multiple-family, Per Hour
	23
	3
	4
	0
	0
	1
	0
	2
	6
	0
	0
	0
	7

	Individual Psychotherapy, Per Half-hour
	289
	7
	15
	25
	32
	10
	20
	27
	42
	42
	35
	14
	20

	Individual Psychotherapy, Per Hour
	989
	57
	52
	65
	94
	92
	66
	85
	107
	90
	135
	92
	54

	Intake Assessment, Per 15 Minutes
	1919
	124
	124
	145
	158
	130
	99
	170
	205
	200
	198
	198
	168

	Intake Assessment, Per Hour
	148
	5
	6
	18
	20
	25
	17
	15
	18
	7
	7
	4
	6

	Intensive Rehabilitation Services, Per Day
	3187
	69
	96
	113
	304
	678
	1088
	633
	114
	61
	31
	0
	0

	Medication Administration, Premises of C.M.H.C., Per Day
	193
	7
	1
	0
	0
	7
	1
	20
	20
	23
	26
	40
	48

	Pharmacologic Management, Including Prescription
	1957
	114
	147
	134
	117
	143
	142
	199
	164
	204
	228
	219
	146

	Psychiatric Assessment
	412
	22
	27
	36
	21
	26
	25
	40
	38
	35
	57
	49
	36

	Psychosocial Assessment (Initial), Per 15 Minutes
	1
	0
	0
	0
	1
	0
	0
	0
	0
	0
	0
	0
	0

	Psychosocial Assessment (Semi-annual), Per Hour
	4
	0
	0
	0
	1
	0
	1
	0
	0
	2
	0
	0
	0

	Psychosocial Development Services, Per 15 Minutes
	256
	0
	3
	8
	26
	23
	16
	25
	29
	71
	55
	0
	0

	Psychosocial Development Services, Per Hour
	45
	0
	0
	1
	3
	11
	3
	11
	7
	7
	2
	0
	0

	Psychological Testing and Evaluation, Per 15 Minutes
	48
	7
	10
	4
	3
	2
	2
	2
	3
	1
	4
	5
	5

	Psychological Testing and Evaluation, Per Hour
	13
	0
	3
	2
	3
	2
	2
	0
	0
	1
	0
	0
	0

	Total
	44763
	2335
	2646
	2655
	4538
	5414
	5246
	5035
	4423
	3952
	3514
	2844
	2161

	Units of Service
	Total
	July
	Aug
	Sept
	Oct
	Nov
	Dec
	Jan
	Feb
	Mar
	Apr
	May
	June

	Children's Activity Therapy, Per 15 Minutes
	59043
	948.5
	3819.3
	3874.3
	6767.5
	10325
	14305
	10871
	1558.3
	2370.3
	2310
	987.75
	906

	Children's Activity Therapy, Per Hour
	12829
	385
	690
	508
	1388.5
	1206
	820
	975
	1655.5
	2033.5
	1377
	958
	832

	Children's Day Treatment, Per Day
	2870
	0
	0
	142
	593
	542
	444
	600
	549
	0
	0
	0
	0

	Children's Day Treatment, Per Half-Day
	1109
	0
	0
	94
	195
	246
	85
	133
	83
	86
	98
	89
	0

	Children's Home-based Therapy, Per 15 Minutes
	1270.5
	31.25
	65
	88.5
	82.75
	222.5
	227.5
	159
	109.5
	145
	78.5
	43
	18

	Children's Home-based Therapy, Per Hour
	234.25
	8.5
	3.5
	11
	16.5
	20
	15.75
	31
	47.5
	17
	36
	16
	11.5

	Client Support Services, Per 15 Minutes
	900
	0
	6
	20
	129
	170
	21
	115
	116
	123
	200
	0
	0

	Client Support Services, Per Hour
	114
	0
	0
	2
	9
	5
	3
	11
	10
	26
	48
	0
	0

	Crisis Intervention, Per 15 Minutes
	459.19
	32.55
	10.81
	18.25
	15.79
	17.5
	6.62
	38.4
	89.81
	53.54
	68.59
	91.33
	16

	Crisis Intervention, Per Hour
	33
	0
	0
	0
	1.5
	1
	5.5
	3.5
	9
	10
	0.5
	0
	2

	Emergency Rehabilitation Services, Per Day
	23
	0
	0
	0
	0
	0
	0
	0
	0
	23
	0
	0
	0

	Family Psychotherapy, Per 30 Minutes
	2482.1
	238.71
	244.94
	247.24
	233.02
	129.4
	153.66
	176.89
	186.93
	201.24
	250.14
	315.56
	104.36

	Family Psychotherapy, Per Hour
	2400.9
	76.12
	119.79
	160.56
	150.83
	243.62
	129.55
	302.42
	216.83
	222.81
	258.06
	285.32
	235.03

	Family Support Services, Per 15 Minutes
	20612
	434.75
	1336.8
	1599.8
	2646.5
	2738.8
	2933.3
	3195.5
	1265.8
	1533.3
	1188.3
	1053.3
	686

	Family Support Services, Per Hour
	3326.8
	45.25
	97
	123.5
	445.75
	428.75
	248.5
	326
	547.75
	444.25
	289
	193.75
	137.25

	Group Psychotherapy (not Multiple-family), Per 30 Minutes
	9227.6
	1363.8
	1434.8
	520.52
	858.45
	524.22
	487.35
	831.25
	1182.5
	572.44
	1072.8
	206.1
	173.27

	Group Psychotherapy (not Multiple-family), Per Hour
	4173.3
	100.27
	100.03
	113.55
	296.82
	330.22
	53.52
	391.17
	506.75
	512.73
	859.16
	556.85
	352.26

	Group Psychotherapy, Multiple-family, Per 30 Minutes
	575.75
	79.5
	69
	14.25
	14.25
	41.25
	26.25
	13.5
	51.5
	97.25
	71.5
	25
	72.5

	Group Psychotherapy, Multiple-family, Per Hour
	34
	10
	7
	0
	0
	1
	0
	2.5
	6.5
	0
	0
	0
	7

	Individual Psychotherapy, Per Half-hour
	142
	3.25
	7.25
	12.5
	15.75
	5
	10
	13.5
	20.5
	19.75
	17.5
	7
	10

	Individual Psychotherapy, Per Hour
	985.2
	56.75
	51.5
	64
	93.5
	97.95
	64.75
	83.75
	105.75
	88.75
	134.5
	90.75
	53.25

	Intake Assessment, Per 15 Minutes
	7443.8
	368.22
	602.79
	643.43
	626.66
	492.7
	212.75
	963.69
	995.37
	749.33
	650.47
	657.67
	480.68

	Intake Assessment, Per Hour
	247.3
	5
	8
	26
	28
	43.4
	35.9
	19
	37
	18
	12
	5
	10

	Intensive Rehabilitation Services, Per Day
	7654
	69
	304
	339
	1170
	1414
	1576
	1207
	612
	555
	408
	0
	0

	Medication Administration, Premises of C.M.H.C., Per Day
	142.79
	1.95
	0.5
	0
	0
	7
	0.01
	2.21
	8.37
	19.25
	23
	35.5
	45

	Pharmacologic Management, Including Prescription
	1226.8
	59.5
	79.37
	92.56
	78.25
	86.61
	91.47
	127.36
	103.58
	134.49
	157.15
	136.67
	79.78

	Psychiatric Assessment
	459.7
	22.51
	40.3
	37.5
	22
	27.52
	28.02
	42.51
	40.01
	40.53
	59.51
	59.77
	39.52

	Psychosocial Assessment (Initial), Per 15 Minutes
	2
	0
	0
	0
	2
	0
	0
	0
	0
	0
	0
	0
	0

	Psychosocial Assessment (Semi-annual), Per Hour
	6
	0
	0
	0
	1
	0
	1
	0
	0
	4
	0
	0
	0

	Psychosocial Development Services, Per 15 Minutes
	1175
	0
	8
	19
	167
	153
	59
	184
	239
	211
	135
	0
	0

	Psychosocial Development Services, Per Hour
	108
	0
	0
	1
	6
	25
	4
	33
	20
	17
	2
	0
	0

	Psychological Testing and Evaluation, Per 15 Minutes
	239.79
	23
	75
	35
	6
	10
	10
	15
	10
	5
	12.54
	18
	20.25

	Psychological Testing and Evaluation, Per Hour
	13.01
	0
	3
	2
	4
	2
	2
	0
	0
	0.01
	0
	0
	0

	Total
	141562
	4363.4
	9183.6
	8809.4
	16064
	19556
	22061
	20867
	10384
	10333
	9817.2
	5831.3
	4291.6


ADA MIS

As stated above, two separate databases were provided by ADA MIS for purposes of this report.  The first database consisted of all consumer data reported to ADA by residential treatment programs.  The second database consisted of all consumer data reported to ADA by all treatment programs, including the residential programs.  For the residential program database, the four residential programs providing data to ADA reported having provided services to 165 children and adolescent, including residential services for 82 children and youth.  Below is the summary for the residential programs database.  Following this table are the data for all statewide programs that provided data to ADA MIS.  

ADA MIS Data from Residential Substance Abuse Programs
January 1, 2001 to December 31, 2001
	
	Total
	< 12
	12-17
	18-20

	 
	n 
	%
	n 
	%
	n 
	%
	n 
	%

	Total
	
	
	
	
	
	
	
	

	Total
	165
	100.0%
	3
	1.8%
	126
	76.4%
	36
	21.8%

	Component
	
	
	
	
	
	
	
	

	Continuing Care
	21
	12.7%
	0
	0.0%
	15
	9.1%
	6
	3.6%

	Outpatient
	62
	37.6%
	2
	1.2%
	48
	29.1%
	12
	7.3%

	Residential
	82
	49.7%
	1
	0.6%
	63
	38.2%
	18
	10.9%

	Race
	
	
	
	
	
	
	
	

	Alaska Native
	79
	47.9%
	1
	0.6%
	58
	35.2%
	20
	12.1%

	American Indian
	1
	0.6%
	0
	0.0%
	0
	0.0%
	1
	0.6%

	Asian/Pacific Island.
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	Black/African Am.
	1
	0.6%
	0
	0.0%
	0
	0.0%
	1
	0.6%

	Caucasian
	66
	40.0%
	2
	1.2%
	54
	32.7%
	10
	6.1%

	Hispanic
	15
	9.1%
	0
	0.0%
	11
	6.7%
	4
	2.4%

	Other
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Gender
	
	
	
	
	
	
	
	

	Male
	112
	67.9%
	1
	0.6%
	84
	50.9%
	27
	16.4%

	Female
	53
	32.1%
	2
	1.2%
	42
	25.5%
	9
	5.5%

	Days Waiting
	
	
	
	
	
	
	
	

	00 Days
	40
	24.2%
	1
	0.6%
	31
	18.8%
	8
	4.8%

	01 Days
	3
	1.8%
	0
	0.0%
	2
	1.2%
	1
	0.6%

	02 - 04 Days
	13
	7.9%
	0
	0.0%
	11
	6.7%
	2
	1.2%

	05 - 07 Days
	29
	17.6%
	2
	1.2%
	17
	10.3%
	10
	6.1%

	08 - 14 Days
	28
	17.0%
	0
	0.0%
	21
	12.7%
	7
	4.2%

	15 - 30 Days
	36
	21.8%
	0
	0.0%
	28
	17.0%
	8
	4.8%

	31 - 60 Days
	16
	9.7%
	0
	0.0%
	16
	9.7%
	0
	0.0%

	Grade
	
	
	
	
	
	
	
	

	Unknown
	9
	5.5%
	0
	0.0%
	8
	4.8%
	1
	0.6%

	6
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	7
	7
	4.2%
	0
	0.0%
	6
	3.6%
	1
	0.6%

	8
	17
	10.3%
	0
	0.0%
	16
	9.7%
	1
	0.6%

	9
	34
	20.6%
	1
	0.6%
	30
	18.2%
	3
	1.8%

	10
	47
	28.5%
	1
	0.6%
	40
	24.2%
	6
	3.6%

	11
	21
	12.7%
	0
	0.0%
	13
	7.9%
	8
	4.8%

	BA, BS
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	High School/GED
	20
	12.1%
	1
	0.6%
	6
	3.6%
	13
	7.9%

	Some Postsecondary
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	None
	9
	5.5%
	0
	0.0%
	6
	3.6%
	3
	1.8%

	Employment Status
	
	
	
	
	
	
	
	

	Unknown
	2
	1.2%
	0
	0.0%
	1
	0.6%
	1
	0.6%

	Full Time
	5
	3.0%
	0
	0.0%
	4
	2.4%
	1
	0.6%

	Not in Labor Force
	148
	89.7%
	3
	1.8%
	117
	70.9%
	28
	17.0%

	Part Time
	6
	3.6%
	0
	0.0%
	3
	1.8%
	3
	1.8%

	Seasonal-In Season
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Seasonal-Out of Seas
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Seeking Work
	2
	1.2%
	0
	0.0%
	1
	0.6%
	1
	0.6%

	Other
	2
	1.2%
	0
	0.0%
	0
	0.0%
	2
	1.2%

	Living Arrangement
	
	
	
	
	
	
	
	

	Unknown
	4
	2.4%
	0
	0.0%
	4
	2.4%
	0
	0.0%

	Alone/Indep.
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Dependent Living
	11
	6.7%
	0
	0.0%
	6
	3.6%
	5
	3.0%

	W/ non-Relatives
	14
	8.5%
	1
	0.6%
	8
	4.8%
	5
	3.0%

	House w/ Relatives
	108
	65.5%
	1
	0.6%
	87
	52.7%
	20
	12.1%

	Incarcerated
	13
	7.9%
	0
	0.0%
	12
	7.3%
	1
	0.6%

	Other
	15
	9.1%
	1
	0.6%
	9
	5.5%
	5
	3.0%

	Residential Setting
	
	
	
	
	
	
	
	

	Jail or Correctional
	10
	6.1%
	0
	0.0%
	8
	4.8%
	2
	1.2%

	Other Institutional
	8
	4.8%
	0
	0.0%
	6
	3.6%
	2
	1.2%

	Other Residential
	11
	6.7%
	0
	0.0%
	8
	4.8%
	3
	1.8%

	Residence/Household
	129
	78.2%
	2
	1.2%
	100
	60.6%
	27
	16.4%

	Street or Shelter
	3
	1.8%
	0
	0.0%
	1
	0.6%
	2
	1.2%

	Other
	4
	2.4%
	1
	0.6%
	3
	1.8%
	0
	0.0%

	Children
	
	
	
	
	
	
	
	

	0
	41
	24.8%
	1
	0.6%
	31
	18.8%
	9
	5.5%

	1
	42
	25.5%
	1
	0.6%
	27
	16.4%
	14
	8.5%

	2
	45
	27.3%
	1
	0.6%
	38
	23.0%
	6
	3.6%

	3
	25
	15.2%
	0
	0.0%
	19
	11.5%
	6
	3.6%

	4
	7
	4.2%
	0
	0.0%
	7
	4.2%
	0
	0.0%

	5
	3
	1.8%
	0
	0.0%
	3
	1.8%
	0
	0.0%

	6 or more
	2
	1.2%
	0
	0.0%
	1
	0.6%
	1
	0.6%

	Dependents
	
	
	
	
	
	
	
	

	0
	138
	83.6%
	3
	1.8%
	103
	62.4%
	32
	19.4%

	1
	11
	6.7%
	0
	0.0%
	8
	4.8%
	3
	1.8%

	2
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	3
	10
	6.1%
	0
	0.0%
	9
	5.5%
	1
	0.6%

	4
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	6
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	Gross Income
	
	
	
	
	
	
	
	

	Unknown
	106
	64.2%
	2
	1.2%
	83
	50.3%
	21
	12.7%

	10K or less
	4
	2.4%
	0
	0.0%
	3
	1.8%
	1
	0.6%

	10K to 20K
	14
	8.5%
	0
	0.0%
	7
	4.2%
	7
	4.2%

	20K to 30K
	7
	4.2%
	1
	0.6%
	6
	3.6%
	0
	0.0%

	30K to 40K
	5
	3.0%
	0
	0.0%
	5
	3.0%
	0
	0.0%

	40K to 50K
	8
	4.8%
	0
	0.0%
	6
	3.6%
	2
	1.2%

	50K to 60K
	4
	2.4%
	0
	0.0%
	3
	1.8%
	1
	0.6%

	60K or more
	17
	10.3%
	0
	0.0%
	13
	7.9%
	4
	2.4%

	Income Source
	
	
	
	
	
	
	
	

	Unknown
	28
	17.0%
	0
	0.0%
	19
	11.5%
	9
	5.5%

	Disability
	5
	3.0%
	0
	0.0%
	4
	2.4%
	1
	0.6%

	Public Assistance
	44
	26.7%
	1
	0.6%
	32
	19.4%
	11
	6.7%

	Retirement/Pension
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Wages/Salary
	81
	49.1%
	2
	1.2%
	67
	40.6%
	12
	7.3%

	Other
	3
	1.8%
	0
	0.0%
	2
	1.2%
	1
	0.6%

	None
	4
	2.4%
	0
	0.0%
	2
	1.2%
	2
	1.2%

	Legal Status
	
	
	
	
	
	
	
	

	Unknown
	22
	13.3%
	11
	6.7%
	9
	5.5%
	2
	1.2%

	Case Pending
	12
	7.3%
	6
	3.6%
	6
	3.6%
	0
	0.0%

	Deferred Prosecution
	4
	2.4%
	2
	1.2%
	1
	0.6%
	1
	0.6%

	Deferred Sentence
	4
	2.4%
	2
	1.2%
	2
	1.2%
	0
	0.0%

	No Involvement
	58
	35.2%
	2
	1.2%
	44
	26.7%
	12
	7.3%

	Non-Criminal 
	6
	3.6%
	3
	1.8%
	2
	1.2%
	1
	0.6%

	Probation/Parole
	59
	35.8%
	1
	0.6%
	37
	22.4%
	21
	12.7%

	Handicap
	
	
	
	
	
	
	
	

	Unknown
	12
	7.3%
	0
	0.0%
	9
	5.5%
	3
	1.8%

	Develop. Disabled
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Mod. to Sev. Medical
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Organically Based
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Other
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	None
	151
	91.5%
	3
	1.8%
	115
	69.7%
	33
	20.0%

	Client Status
	
	
	
	
	
	
	
	

	ADA
	144
	87.3%
	3
	1.8%
	106
	64.2%
	35
	21.2%

	DMHDD and ADA
	21
	12.7%
	0
	0.0%
	20
	12.1%
	1
	0.6%

	1st Problem
	
	
	
	
	
	
	
	

	Alcohol
	51
	30.9%
	2
	1.2%
	34
	20.6%
	15
	9.1%

	Amphetamines
	3
	1.8%
	0
	0.0%
	3
	1.8%
	0
	0.0%

	Cocaine/Crack
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Inhalants
	22
	13.3%
	0
	0.0%
	2
	1.2%
	20
	12.1%

	Marijuana/Hashish
	87
	52.7%
	1
	0.6%
	86
	52.1%
	0
	0.0%

	Methaphetamine
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other Opiates/Synth
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Polydrug
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Tobacco
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	2
	1.2%
	0
	0.0%
	1
	0.6%
	1
	0.6%

	2nd Problem
	
	
	
	
	
	
	
	

	Alcohol
	59
	35.8%
	0
	0.0%
	46
	27.9%
	13
	7.9%

	Amphetamines
	3
	1.8%
	0
	0.0%
	2
	1.2%
	1
	0.6%

	Barbiturates
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Cocaine/Crack
	4
	2.4%
	0
	0.0%
	3
	1.8%
	1
	0.6%

	Hallucinogens
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Heroin
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Inhalants
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Marijuana/Hashish
	41
	24.8%
	1
	0.6%
	29
	17.6%
	11
	6.7%

	Methaphetamine
	2
	1.2%
	0
	0.0%
	1
	0.6%
	1
	0.6%

	Other Opiates/Synth
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Other Stimulants
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Polydrug
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Sedatives/Hypnotics
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	None
	50
	30.3%
	2
	1.2%
	39
	23.6%
	9
	5.5%

	3rd Problem
	
	
	
	
	
	
	
	

	Alcohol
	7
	4.2%
	0
	0.0%
	7
	4.2%
	0
	0.0%

	Amphetamines
	3
	1.8%
	0
	0.0%
	2
	1.2%
	1
	0.6%

	Barbiturates
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Cocaine/Crack
	5
	3.0%
	0
	0.0%
	5
	3.0%
	0
	0.0%

	Hallucinogens
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	Inhalants
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Marijuana/Hashish
	2
	1.2%
	0
	0.0%
	2
	1.2%
	0
	0.0%

	Other Opiates/Synth
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Other Stimulants
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Over-the-Counter
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Polydrug
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Sedatives/Hypnotics
	6
	3.6%
	0
	0.0%
	3
	1.8%
	3
	1.8%

	Tobacco
	1
	0.6%
	0
	0.0%
	1
	0.6%
	0
	0.0%

	Tranquilizers
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	None
	135
	81.8%
	3
	1.8%
	100
	60.6%
	32
	19.4%


ADA MIS Data for Statewide Substance Abuse Programs
January 1, 2001 to December 31, 2001
	
	Total
	< 12
	12-17
	18-20

	
	n
	%
	n
	%
	n
	%
	n
	%

	Totals
	
	
	
	
	
	
	
	

	Totals
	791
	100.0%
	70
	8.8%
	444
	56.1%
	277
	35.0%

	Component
	
	
	
	
	
	
	
	

	Continuing Care
	52
	6.6%
	0
	0.0%
	30
	3.8%
	22
	2.8%

	Detox
	28
	3.5%
	2
	0.3%
	4
	0.5%
	22
	2.8%

	Inpatient
	7
	0.9%
	1
	0.1%
	0
	0.0%
	6
	0.8%

	Outpatient
	565
	71.4%
	65
	8.2%
	331
	41.8%
	169
	21.4%

	Outreach
	23
	2.9%
	0
	0.0%
	12
	1.5%
	11
	1.4%

	Residential
	115
	14.5%
	2
	0.3%
	66
	8.3%
	47
	5.9%

	Race
	
	
	
	
	
	
	
	

	Unknown
	11
	1.4%
	2
	0.3%
	5
	0.6%
	4
	0.5%

	Aleut
	18
	2.3%
	2
	0.3%
	8
	1.0%
	8
	1.0%

	American Indian
	8
	1.0%
	0
	0.0%
	5
	0.6%
	3
	0.4%

	Asian/Pacific Island.
	8
	1.0%
	2
	0.3%
	5
	0.6%
	1
	0.1%

	Athabascan
	64
	8.1%
	3
	0.4%
	40
	5.1%
	21
	2.7%

	Black/African Am.
	7
	0.9%
	2
	0.3%
	1
	0.1%
	4
	0.5%

	Caucasian
	326
	41.2%
	25
	3.2%
	187
	23.6%
	114
	14.4%

	Haida
	23
	2.9%
	2
	0.3%
	9
	1.1%
	12
	1.5%

	Hispanic
	33
	4.2%
	2
	0.3%
	20
	2.5%
	11
	1.4%

	Inupiat
	55
	7.0%
	8
	1.0%
	33
	4.2%
	14
	1.8%

	Other Alaskan Native
	74
	9.4%
	12
	1.5%
	43
	5.4%
	19
	2.4%

	Tlingit
	76
	9.6%
	3
	0.4%
	40
	5.1%
	33
	4.2%

	Tsimshian
	8
	1.0%
	0
	0.0%
	3
	0.4%
	5
	0.6%

	Yupik
	77
	9.7%
	7
	0.9%
	42
	5.3%
	28
	3.5%

	Other
	3
	0.4%
	0
	0.0%
	3
	0.4%
	0
	0.0%

	Gender
	
	
	
	
	
	
	
	

	Male
	511
	64.6%
	52
	31.5%
	278
	35.1%
	181
	22.9%

	Female
	280
	35.4%
	18
	10.9%
	166
	21.0%
	96
	12.1%

	Days Waiting
	
	
	
	
	
	
	
	

	00 Days
	469
	59.3%
	33
	20.0%
	251
	31.7%
	185
	23.4%

	01 Days
	106
	13.4%
	27
	16.4%
	57
	7.2%
	22
	2.8%

	02 - 04 Days
	39
	4.9%
	0
	0.0%
	29
	3.7%
	10
	1.3%

	05 - 07 Days
	54
	6.8%
	7
	4.2%
	31
	3.9%
	16
	2.0%

	08 - 14 Days
	46
	5.8%
	0
	0.0%
	29
	3.7%
	17
	2.1%

	15 - 30 Days
	48
	6.1%
	0
	0.0%
	30
	3.8%
	18
	2.3%

	31 - 60 Days
	25
	3.2%
	2
	1.2%
	17
	2.1%
	6
	0.8%

	61 Days or more
	4
	0.5%
	1
	0.6%
	0
	0.0%
	3
	0.4%

	Grade
	
	
	
	
	
	
	
	

	Unknown
	19
	2.4%
	4
	2.4%
	9
	1.1%
	6
	0.8%

	1
	7
	0.9%
	7
	4.2%
	0
	0.0%
	0
	0.0%

	2
	7
	0.9%
	7
	4.2%
	0
	0.0%
	0
	0.0%

	3
	12
	1.5%
	10
	6.1%
	1
	0.1%
	1
	0.1%

	4
	12
	1.5%
	10
	6.1%
	2
	0.3%
	0
	0.0%

	5
	12
	1.5%
	6
	3.6%
	6
	0.8%
	0
	0.0%

	6
	12
	1.5%
	1
	0.6%
	11
	1.4%
	0
	0.0%

	7
	39
	4.9%
	0
	0.0%
	35
	4.4%
	4
	0.5%

	8
	70
	8.8%
	1
	0.6%
	62
	7.8%
	7
	0.9%

	9
	146
	18.5%
	2
	1.2%
	111
	14.0%
	33
	4.2%

	10
	147
	18.6%
	1
	0.6%
	113
	14.3%
	33
	4.2%

	11
	110
	13.9%
	0
	0.0%
	59
	7.5%
	51
	6.4%

	AA
	1
	0.1%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	BA, BS
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	High School/GED
	152
	19.2%
	10
	6.1%
	18
	2.3%
	124
	15.7%

	Some Postsecondary
	9
	1.1%
	3
	1.8%
	0
	0.0%
	6
	0.8%

	Other
	4
	0.5%
	0
	0.0%
	1
	0.1%
	3
	0.4%

	None
	31
	3.9%
	7
	4.2%
	16
	2.0%
	8
	1.0%

	Employment Status
	
	
	
	
	
	
	
	

	Unknown
	28
	3.5%
	4
	2.4%
	12
	1.5%
	12
	1.5%

	Full Time
	37
	4.7%
	3
	1.8%
	6
	0.8%
	28
	3.5%

	Not in Labor Force
	560
	70.8%
	57
	34.5%
	381
	48.2%
	122
	15.4%

	Part Time
	44
	5.6%
	0
	0.0%
	18
	2.3%
	26
	3.3%

	Seasonal-In Season
	8
	1.0%
	1
	0.6%
	1
	0.1%
	6
	0.8%

	Seasonal-Out of S. 
	17
	2.1%
	2
	1.2%
	4
	0.5%
	11
	1.4%

	Seeking Work
	68
	8.6%
	1
	0.6%
	8
	1.0%
	59
	7.5%

	Other
	29
	3.7%
	2
	1.2%
	14
	1.8%
	13
	1.6%

	Living Arrangement
	
	0.0%
	
	
	
	
	
	

	Unknown
	23
	2.9%
	2
	1.2%
	14
	1.8%
	7
	0.9%

	Alone/Indep.
	46
	5.8%
	4
	2.4%
	18
	2.3%
	24
	3.0%

	Dependent Living
	20
	2.5%
	0
	0.0%
	11
	1.4%
	9
	1.1%

	W/ non-Relatives
	83
	10.5%
	6
	3.6%
	45
	5.7%
	32
	4.0%

	House w/ Relatives
	534
	67.5%
	53
	32.1%
	308
	38.9%
	173
	21.9%

	Incarcerated
	42
	5.3%
	2
	1.2%
	20
	2.5%
	20
	2.5%

	Undomiciled
	1
	0.1%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	Other
	42
	5.3%
	3
	1.8%
	28
	3.5%
	11
	1.4%

	Residential Setting
	
	0.0%
	
	
	
	
	
	

	Unknown
	26
	3.3%
	1
	0.6%
	12
	1.5%
	13
	1.6%

	Jail or Correctional
	30
	3.8%
	2
	1.2%
	12
	1.5%
	16
	2.0%

	Other Institutional
	23
	2.9%
	1
	0.6%
	18
	2.3%
	4
	0.5%

	Other Residential
	71
	9.0%
	2
	1.2%
	47
	5.9%
	22
	2.8%

	Residence/Household
	628
	79.4%
	60
	36.4%
	350
	44.2%
	218
	27.6%

	Street or Shelter
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	13
	1.6%
	4
	2.4%
	5
	0.6%
	4
	0.5%

	Children
	
	
	
	
	
	
	
	

	0
	403
	50.9%
	23
	13.9%
	199
	25.2%
	181
	22.9%

	1
	121
	15.3%
	10
	6.1%
	61
	7.7%
	50
	6.3%

	2
	122
	15.4%
	11
	6.7%
	90
	11.4%
	21
	2.7%

	3
	80
	10.1%
	14
	8.5%
	54
	6.8%
	12
	1.5%

	4
	30
	3.8%
	7
	4.2%
	18
	2.3%
	5
	0.6%

	5
	15
	1.9%
	4
	2.4%
	9
	1.1%
	2
	0.3%

	6
	10
	1.3%
	1
	0.6%
	6
	0.8%
	3
	0.4%

	7
	6
	0.8%
	0
	0.0%
	4
	0.5%
	2
	0.3%

	8
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	9
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	10 or more
	3
	0.4%
	0
	0.0%
	2
	0.3%
	1
	0.1%

	Dependents
	
	
	
	
	
	
	
	

	0
	654
	82.7%
	54
	32.7%
	388
	49.1%
	212
	26.8%

	1
	70
	8.8%
	6
	3.6%
	17
	2.1%
	47
	5.9%

	2
	27
	3.4%
	2
	1.2%
	13
	1.6%
	12
	1.5%

	3
	13
	1.6%
	1
	0.6%
	11
	1.4%
	1
	0.1%

	4
	16
	2.0%
	5
	3.0%
	9
	1.1%
	2
	0.3%

	5
	4
	0.5%
	0
	0.0%
	3
	0.4%
	1
	0.1%

	6
	3
	0.4%
	1
	0.6%
	2
	0.3%
	0
	0.0%

	7
	2
	0.3%
	1
	0.6%
	0
	0.0%
	1
	0.1%

	8
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	9
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	10 or more
	1
	0.1%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	Gross Income
	
	
	
	
	
	
	
	

	Unknown
	565
	71.4%
	48
	29.1%
	324
	41.0%
	193
	24.4%

	10K or less
	58
	7.3%
	4
	2.4%
	21
	2.7%
	33
	4.2%

	10K to 20K
	55
	7.0%
	7
	4.2%
	19
	2.4%
	29
	3.7%

	20K to 30K
	27
	3.4%
	6
	3.6%
	17
	2.1%
	4
	0.5%

	30K to 40K
	20
	2.5%
	0
	0.0%
	16
	2.0%
	4
	0.5%

	40K to 50K
	13
	1.6%
	0
	0.0%
	9
	1.1%
	4
	0.5%

	50K to 60K
	16
	2.0%
	2
	1.2%
	10
	1.3%
	4
	0.5%

	60K or more
	37
	4.7%
	3
	1.8%
	28
	3.5%
	6
	0.8%

	Income Source
	
	0.0%
	
	
	
	0.0%
	
	0.0%

	Unknown
	122
	15.4%
	11
	6.7%
	68
	8.6%
	43
	5.4%

	Wages/Salary
	342
	43.2%
	27
	16.4%
	188
	23.8%
	127
	16.1%

	Disability
	12
	1.5%
	0
	0.0%
	5
	0.6%
	7
	0.9%

	Public Assistance
	94
	11.9%
	4
	2.4%
	56
	7.1%
	34
	4.3%

	Retirement/Pension
	2
	0.3%
	1
	0.6%
	0
	0.0%
	1
	0.1%

	Other
	45
	5.7%
	1
	0.6%
	27
	3.4%
	17
	2.1%

	None
	174
	22.0%
	26
	15.8%
	100
	12.6%
	48
	6.1%

	Legal Status
	
	
	
	
	
	
	
	

	Unknown
	126
	15.9%
	16
	9.7%
	78
	9.9%
	32
	4.0%

	Case Pending
	80
	10.1%
	1
	0.6%
	37
	4.7%
	42
	5.3%

	Deferred Prosecution
	24
	3.0%
	1
	0.6%
	7
	0.9%
	16
	2.0%

	Deferred Sentence
	8
	1.0%
	0
	0.0%
	6
	0.8%
	2
	0.3%

	Furlough/ Leave
	1
	0.1%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	Incarcerated
	14
	1.8%
	2
	1.2%
	2
	0.3%
	10
	1.3%

	Non-Criminal 
	8
	1.0%
	0
	0.0%
	4
	0.5%
	4
	0.5%

	Probation/Parole
	242
	30.6%
	5
	3.0%
	141
	17.8%
	96
	12.1%

	No Involvement
	288
	36.4%
	45
	27.3%
	169
	21.4%
	74
	9.4%

	Handicap
	
	
	
	
	
	
	
	

	Unknown
	218
	27.6%
	19
	11.5%
	143
	18.1%
	56
	7.1%

	Blind or Visual Imp.
	3
	0.4%
	0
	0.0%
	2
	0.3%
	1
	0.1%

	Deaf or Hearing Loss
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Develop. Disabled
	7
	0.9%
	0
	0.0%
	6
	0.8%
	1
	0.1%

	Major Diff in Amb.
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Mod. to Sev. Med.
	7
	0.9%
	0
	0.0%
	2
	0.3%
	5
	0.6%

	Organically Based
	3
	0.4%
	1
	0.6%
	2
	0.3%
	0
	0.0%

	Other
	11
	1.4%
	2
	1.2%
	7
	0.9%
	2
	0.3%

	None
	542
	68.5%
	48
	29.1%
	282
	35.7%
	212
	26.8%

	Client Status
	
	
	
	
	
	
	
	

	Unknown
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	ADA
	555
	70.2%
	18
	10.9%
	298
	37.7%
	239
	30.2%

	DMHDD
	148
	18.7%
	50
	30.3%
	81
	10.2%
	17
	2.1%

	ADA and DMHDD
	88
	11.1%
	2
	1.2%
	65
	8.2%
	21
	2.7%

	1st Problem
	
	
	
	
	
	
	
	

	Unknown
	148
	18.7%
	50
	30.3%
	81
	10.2%
	17
	2.1%

	Alcohol
	324
	41.0%
	13
	7.9%
	143
	18.1%
	168
	21.2%

	Amphetamines
	9
	1.1%
	0
	0.0%
	4
	0.5%
	5
	0.6%

	Barbiturates
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Benzodiazepine
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Cocaine/Crack
	7
	0.9%
	4
	2.4%
	0
	0.0%
	3
	0.4%

	Hallucinogens
	3
	0.4%
	0
	0.0%
	1
	0.1%
	2
	0.3%

	Heroin
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Inhalants
	6
	0.8%
	0
	0.0%
	6
	0.8%
	0
	0.0%

	Marijuana/Hashish
	273
	34.5%
	2
	1.2%
	199
	25.2%
	72
	9.1%

	Methadone (non-pres)
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Methaphetamine
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	Other Opiates/Synth
	4
	0.5%
	1
	0.6%
	1
	0.1%
	2
	0.3%

	Other Stimulants
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Over-the-Counter
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Polydrug
	5
	0.6%
	0
	0.0%
	3
	0.4%
	2
	0.3%

	Sedatives/Hypnotics
	2
	0.3%
	0
	0.0%
	0
	0.0%
	2
	0.3%

	Tobacco
	2
	0.3%
	0
	0.0%
	1
	0.1%
	1
	0.1%

	Tranquilizers
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	4
	0.5%
	0
	0.0%
	2
	0.3%
	2
	0.3%

	None
	3
	0.4%
	0
	0.0%
	2
	0.3%
	1
	0.1%

	2nd Problem
	
	
	
	
	
	
	
	

	Unknown
	148
	18.7%
	50
	30.3%
	81
	10.2%
	17
	2.1%

	Alcohol
	187
	23.6%
	3
	1.8%
	120
	15.2%
	64
	8.1%

	Amphetamines
	5
	0.6%
	0
	0.0%
	2
	0.3%
	3
	0.4%

	Barbiturates
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	Benzodiazepine
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Cocaine/Crack
	12
	1.5%
	1
	0.6%
	3
	0.4%
	8
	1.0%

	Hallucinogens
	6
	0.8%
	0
	0.0%
	4
	0.5%
	2
	0.3%

	Heroin
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Inhalants
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Marijuana/Hashish
	171
	21.6%
	4
	2.4%
	91
	11.5%
	76
	9.6%

	Methadone (non-pres)
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Methaphetamine
	3
	0.4%
	0
	0.0%
	1
	0.1%
	2
	0.3%

	Other Opiates/Synth
	4
	0.5%
	0
	0.0%
	3
	0.4%
	1
	0.1%

	Other Stimulants
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	Over-the-Counter
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Polydrug
	4
	0.5%
	0
	0.0%
	2
	0.3%
	2
	0.3%

	Sedatives/Hypnotics
	2
	0.3%
	0
	0.0%
	2
	0.3%
	0
	0.0%

	Tobacco
	5
	0.6%
	0
	0.0%
	3
	0.4%
	2
	0.3%

	Tranquilizers
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	2
	0.3%
	0
	0.0%
	2
	0.3%
	0
	0.0%

	None
	240
	30.3%
	12
	7.3%
	128
	16.2%
	100
	12.6%

	3rd Problem
	
	
	
	
	
	
	
	

	Unknown
	148
	18.7%
	50
	30.3%
	81
	10.2%
	17
	2.1%

	Alcohol
	17
	2.1%
	0
	0.0%
	11
	1.4%
	6
	0.8%

	Amphetamines
	5
	0.6%
	0
	0.0%
	3
	0.4%
	2
	0.3%

	Barbiturates
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Benzodiazepine
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Cocaine/Crack
	12
	1.5%
	0
	0.0%
	6
	0.8%
	6
	0.8%

	Hallucinogens
	11
	1.4%
	0
	0.0%
	7
	0.9%
	4
	0.5%

	Heroin
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Inhalants
	6
	0.8%
	0
	0.0%
	5
	0.6%
	1
	0.1%

	Marijuana/Hashish
	14
	1.8%
	0
	0.0%
	7
	0.9%
	7
	0.9%

	Methadone (non-pres)
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Methaphetamine
	2
	0.3%
	0
	0.0%
	1
	0.1%
	1
	0.1%

	Other Opiates/Synth
	6
	0.8%
	0
	0.0%
	5
	0.6%
	1
	0.1%

	Other Stimulants
	1
	0.1%
	0
	0.0%
	1
	0.1%
	0
	0.0%

	Over-the-Counter
	1
	0.1%
	0
	0.0%
	0
	0.0%
	1
	0.1%

	PCP
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Polydrug
	5
	0.6%
	2
	1.2%
	2
	0.3%
	1
	0.1%

	Sedatives/Hypnotics
	7
	0.9%
	1
	0.6%
	3
	0.4%
	3
	0.4%

	Tobacco
	8
	1.0%
	0
	0.0%
	6
	0.8%
	2
	0.3%

	Tranquilizers
	0
	0.0%
	0
	0.0%
	0
	0.0%
	0
	0.0%

	Other
	4
	0.5%
	0
	0.0%
	0
	0.0%
	4
	0.5%

	None
	544
	68.8%
	17
	10.3%
	306
	38.7%
	221
	27.9%


DMA MMIS

Gender.  Of the 1,497 youth included in the DMA MMIS database provided to ACSES, 856 (57.2%) were male and 641 were female (42.8%).  As shown below, these proportions varied depending upon location of service and custody status, with a disproportionate number of females sent out of state for services.
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DSM diagnoses.  The table that follows provides the combined primary and secondary DSM diagnoses, broken down by custody status and location of services.  Relative to diagnoses, for all groups of youth, depressive disorders are by far the most frequent diagnoses.  After depression, the most commonly diagnosed disorders were post traumatic stress disorder (PTSD), oppositional defiant disorder (ODD), attention deficit disorder (ADHD), and bipolar disorders. As shown in the table, diagnoses varied somewhat across the four groupings of children and youth, with ODD being more likely to be diagnosed for out-of-state services, and psychotic disorders for in-state services.

DMA MMIS: DSM Diagnoses





	 
	In-State
	Out-of-State

	Diagnostic Category
	Custody
	Non-Custody
	Custody
	Non-Custody

	Abuse and Neglect
	0 (0.0%)
	2 (0.2%)
	1 (1.1%)
	3 (0.4%)

	ADHD
	28 (10.5%)
	117 (12.2%)
	11 (11.7%)
	64 (9.2%)

	Adjustment disorder 
	6 (2.3%)
	42 (4.4%)
	3 (3.2%)
	11 (1.6%)

	Alcohol abuse
	4 (1.5%)
	14 (1.5%)
	1 (1.1%)
	8 (1.2%)

	Alcohol dependence
	1 (0.4%)
	9 (0.9%)
	0 (0.0%)
	4 (0.6%)

	Anxiety disorders 
	0 (0.0%)
	13 (1.4%)
	1 (1.1%)
	1 (0.1%)

	Bipolar disorder 
	20 (7.5%)
	97 (10.1%)
	7 (7.4%)
	90 (13.0%)

	Conduct disorders
	18 (6.8%)
	40 (4.2%)
	4 (4.3%)
	24 (3.5%)

	Depressive disorders
	61 (22.9%)
	207 (21.6%)
	15 (16.0%)
	211 (30.4%)

	Eating disorder
	2 (0.8%)
	3 (0.3%)
	0 (0.0%)
	1 (0.1%)

	Impulse control
	9 (3.4%)
	21 (2.2%)
	6 (6.4%)
	43 (6.2%)

	Learning disorders
	0 (0.0%)
	4 (0.4%)
	1 (1.1%)
	4 (0.4%)

	Oppositional Defiant Disorder 
	29 (10.9%)
	101 (10.5%)
	14 (14.9%)
	106 (15.3%)

	Other childhood disorders
	8 (3.0%)
	69 (7.2%)
	4 (4.3%)
	26 (3.8%)

	Other drug abuse
	2 (0.8%)
	20 (2.1%)
	0 (0.0%)
	11 (1.6%)

	Other drug dependence
	3 (1.1%)
	2 (0.2%)
	0 (0.0%)
	5 (0.7%)

	Pervasive Development Disorder
	2 (0.8%)
	15 (1.6%)
	0 (0.0%)
	3 (0.4%)

	Psychotic disorders
	7 (2.6%)
	52 (5.4%)
	0 (0.0%)
	20 (2.9%)

	PTSD
	64 (24.1%)
	128 (13.3%)
	25 (26.6%)
	57 (8.2%)

	V codes
	2 (0.8%)
	3 (0.3%)
	1 (1.1%)
	1 (0.1%)


Number of Admissions.  Children in custody receiving services out of Alaska had the highest number of admissions and those not in custody and receiving services in Alaska had the lowest numbers.  Relative to age at first admission, the children and youth in state custody had the lowest ages, with those receiving services in Alaska being younger than all other groups. 

DMA MMIS: Number of Admissions and Age at First Admission
	
	In-State
	Out-of-State

	
	Custody
	Non-Custody
	Custody
	Non-Custody

	Number of admissions
	2.18
	1.64
	3.39
	2.31

	Age at first admission
	13.02
	13.73
	13.64
	14.56


Across the two years of data received by DMA MMIS, 787 (52.6%) of the consumers had only one admission, 358 (23.9%) had two admissions, and 352 (23.5%) had three or more admissions.  
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Length of Stay. As shown in the following table, youth in state custody had the highest number of total bed days accrued across all admissions during the two years of data studied, and youth served in state and in parental custody had the lowest.  An identical pattern was identified for average length of stay per admission.  

DMA MMIS: Length of Stay and Number of Bed Days by Custody and Location of Services

	
	In-State
	Out-of-State

	
	Custody
	Non-Custody
	Custody
	Non-Custody

	Average length of stay per admission
	50.4 days
	45.5 days
	118.6 days
	128.7 days

	Average total number of bed days across all admissions
	87.8 days
	64.7 days
	231.3 days
	193.9 days



Progression of Care. When examining first and last admission for represented child and youth, 1,075 (73.8%) individuals were at the same level of care at both admissions, 267 (18.3%) were at a higher level of care at the last as compared to the first admission, and 114 (7.8%) were at a lower level of care at the last as compared to the first admission.  As shown in the following figure, youth receiving services outside of Alaska were more much more likely to have progressed to a higher level of care than the in-state groups, regardless of custody.  Children and youth receiving services in Alaska were approximately equally likely to have progressed to a higher or a lower level of care, regardless of custody status.  However, most importantly, most of these children and youth remained at the same level of care from first to last admission.
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Discharge Status. Relative to discharge (or treatment) status at the end of the reporting period (i.e., June 30, 2002), 814 (54.4%) of the children and youth had been discharged home either for self-care or home-based treatment, 625 (41.8%) were still receiving treatment services (including having been transferred to another facility), and 31 (2.1%) had left treatment against medical or treatment advice.  The table that follows provides discharge status separately by custody status and location of services and reveals that types of discharge differed across custody status and location of services.  Specifically, non-custody youth receiving services in Alaska were more likely to be discharged to home; youth receiving services outside of Alaska were more likely to remain in treatment, whether in the same treatment program or elsewhere.

DMA MMIS: Discharge Status




	 
	In-State
	Out-of-State

	 
	Custody
	Non-Custody
	Custody
	Non-Custody

	Home or self care
	86 (44.8%)
	525 (66.2%)
	21 (35.6%)
	182 (40.2%)

	Still receiving services
	73 (38.0%)
	168 (21.2%)
	28 (47.5%)
	201 (44.4%)

	Left against medical advice
	3 (1.6%)
	24 (3.0%)
	0 (0.0%)
	4 (0.9%)

	Transfer to another agency
	25 (13.0%)
	57 (7.2%)
	10 (16.9%)
	63 (13.9%)

	Other
	5 (2.6%)
	19 (2.4%)
	0 (0.0%)
	3 (0.7%)


First Health’s Service Authorization Database

The First Health database included information on 1,089 unique children and youth.  Of these, 218 (20.0%) were in state custody and 871 (80.0%) were not.  Relative to location of services, 710 (65.7%) received services in Alaska and 372 (34.3%) received services outside of Alaska.  As indicated in the graph below, a significantly higher proportion of youth not in state custody were sent outside of Alaska for services than youth who were in state custody, X2(1, N=1089) = 7.24, p < .01.
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Gender.  Of the 1,089 children and youth represented in the First Health database, 53.6% were male and 46.4% were female.  The figure below provides gender distribution broken down by custody status and location of services.  This graph reveals that a disproportionate number of girls was sent out of state for services, particularly girls who were not in state custody.
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Race.  Of the 1,089 First Health youth, 371 (34.1%) were Alaska Native, 11 (1.0%) American Indian, 11 (1.0%) Asian/Pacific Islander, 56 (5.2%) African American, 571 (52.4%) White, and 69 (6.4%) of other ethnicities.  The graph that follows provides this ethnic information, broken down by custody status and location of services.  As revealed in the graph, Alaska Native children and youth were disproportionately more likely to be in state custody than White children or children of other ethnicities.  However, Alaska Native youth were equally likely to receive services in or outside of Alaska.  Conversely, White youth were proportionately less like to be in state custody but more likely to receive services outside of Alaska.
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Living Arrangements.  Of the 1,089 children and youth in this database, 830 (76%) lived with their families prior to first admission to treatment.  Next most common placement was in foster care (7%), group home (6%), or correctional facility (3%).  Prior living arrangements varied depending on custody status, as can be gleaned from the following graph.  Specifically, children in state custody, regardless of location of services were much less likely to have lived with family and much more likely to have lived in a foster home.  The children and youth in state custody and receiving in-state services were the least likely youth to have lived with family prior to admission.  The out-of-state, non-custody group was most likely to have lived with family.
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Age.  Average age at first admission in the fiscal years available for the children and youth represented in the First Health database was 14.4 years of age.  Average age when the child entered the First Health database for the first time was slightly younger, with an average of 13.7 years of age.  Some variation in age was noted across the four groups of children, as indicated in the following table.  Youth in state custody were slightly younger than youth not in state custody, regardless of location of services.  On average, children in state custody entered the system when they were 12 years old; children not in state custody entered the system at about age 13 ½.   

	 
	In-State
	Out-of-State

	Age
	Custody
	Non-Custody
	Custody
	Non-Custody

	Age at first admission
	13.3
	14.1
	13.5
	14.6

	Age at initial file setup
	12.3
	13.7
	12.0
	14.0



Relationship to Referral Source.  The most common original referral sources for the 1.089 children and youth represented in the First Health database were parents, State agencies (e.g., DFYS, DJJ), self, and other relatives, referring 684 (63%), 229 (21%), 52 (5%), and 49 (5%) children or youth respectively.  Not surprisingly, referral source varied greatly depending on who had custody of the child.  Children and youth in state custody were overwhelmingly referred by a state agency, whereas youth not in state custody most commonly were referred by their parents.  Self referrals were most common in the in-state, non-state custody group; referrals by other relatives were most common in the out-of-state, non-state custody group.  These details are shown in the graph that follows.
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DSM-IV Diagnosis.  Across all groupings of consumers, the most common diagnosis for the most recent admission by far was depressive disorder, followed by post-traumatic stress disorder (PTSD), oppositional defiant disorder (ODD), attention deficit disorder (ADHD), and bipolar disorder.  The table that follows provides combined data for primary, secondary, and tertiary diagnosis, broken down by custody status and location of services.  Data reveal that children and youth in state custody were more likely to be provided a diagnosis of PTSD and youth not in custody were more likely to be given a diagnosis of depressive or bipolar disorder.

First Health: DSM Diagnoses





	 
	In-State
	Out-of-State

	Diagnostic Category
	Custody
	Non-Custody
	Custody
	Non-Custody

	Abuse and neglect
	0 (0.0%)
	0 (0.0%)
	1 (0.8%)
	0 (0.0%)

	ADHD
	33 (10.4%)
	91 (9.8%)
	13 (10.7%)
	56 (9.0%)

	Adjustment disorder 
	4 (1.3%)
	29 (3.1%)
	0 (0.0%)
	4 (0.6%)

	Alcohol abuse
	2 (0.6%)
	24 (2.6%)
	1 (0.8%)
	12 (1.9%)

	Alcohol dependence
	1 (0.3%)
	5 (0.5%)
	1 (0.8%)
	2 (0.3%)

	Anxiety disorders 
	2 (0.6%)
	12 (1.3%)
	0 (0.0%)
	6 (1.0%)

	Bipolar disorder 
	17 (5.4%)
	69 (7.5%)
	7 (5.7%)
	65 (10.5%)

	Conduct disorders
	13 (4.1%)
	21 (2.3%)
	3 (2.5%)
	14 (2.3%)

	Depressive disorders
	88 (27.8%)
	326 (35.2%)
	28 (23.0%)
	203 (32.8%)

	Eating disorder
	0 (0.0%)
	2 (0.2%)
	0 (0.0%)
	5 (0.8%)

	Impulse control
	18 (5.7%)
	33 (3.6%)
	6 (4.9%)
	21 (3.4%)

	Learning disorders
	6 (1.9%)
	10 (1.1%)
	0 (0.0%)
	13 (2.1%)

	Oppositional defiant disorder 
	33 (10.4%)
	85 (9.2%)
	12 (9.8%)
	69 (11.1%)

	Other childhood disorders
	9 (2.8%)
	43 (4.6%)
	9 (7.4%)
	20 (3.2%)

	Other drug abuse
	5 (1.6%)
	24 (2.6%)
	3 (2.5%)
	17 (2.7%)

	Other drug dependence
	9 (2.8%)
	20 (2.2%)
	1 (0.8%)
	33 (5.3%)

	Pervasive development disorder
	0 (0.0%)
	14 (1.5%)
	0 (0.0%)
	3 (0.5%)

	Psychotic disorders
	8 (2.5%)
	34 (3.7%)
	2 (1.6%)
	13 (2.1%)

	PTSD
	69 (21.8%)
	83 (9.0%)
	35 (28.7%)
	63 (10.2%)



Level of Functioning.  Based on admission DSM-IV Avis V ratings via the General Assessment of Functioning scale (GAF), all of these children and youth were at a relatively low level of functioning at admission, ranging from 31 to 34 (GAF scores range from 0 to 99, with higher scores indicating better functioning).  Youth in state custody were rated slightly lower than youth not in state custody.  Youth served in state were rated slightly less functional than youth served out of state.  The following table shows GAF scores for the four groups of children and youth.

	 
	In-State
	Out-of-State

	
	Custody
	Non-Custody
	Custody
	Non-Custody

	Admission GAF scores
	30.9
	31.4
	31.7
	33.8



Treatment Information.  The 1,089 children and youth represented in the First Health database most commonly had more than one treatment episode in the past two fiscal years, with only 454 (41%) youth overall having had a single episode of treatment and with 369 (34%) having had at least three episodes of treatment.  As the following graph reveals, significant differences in number of treatment episodes per child could be noted across groups, depending on location of service and custody status.  The children receiving services out of state were least likely to have had only one episode of treatment, especially if they were in state custody.  The youth most likely to have had only one admission to treatment were the in-state youth who were not in state custody.  
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Average number of treatment episodes follows the same pattern discussed above, with out-of-state youth in custody having had the largest number of prior admission, with a total of 3.9 episodes of treatment, as compared to the in-state, non-custody group which had only 1.8 episodes of treatment.  Average length of stay per admission and total number of bed days accrued across all admissions also follow this pattern, the following table clearly shows.  

	 
	In-State
	Out-of-State

	Treatment Information
	Custody
	Non-Custody
	Custody
	Non-Custody

	Number of Admissions
	2.5
	1.8
	3.9
	3.0

	Average LOS per Admission
	49.9
	25.1
	83.0
	64.2

	Total Bed Days
	96.7
	44.2
	223.4
	158.0



Progression of Care. When examining first and last admission for youth represented in the First Health database, 718 (66%) youth were at the same level of care at both admissions, 239 (22%) were at a higher level of care at the last as compared to the first admission, and 132 (12%) were at a lower level of care at the last as compared to the first admission.  As shown in the following figure, youth receiving services outside of Alaska were more much more likely to have progressed to a higher level of care than the in-state group, regardless of custody.  Children and youth receiving services in Alaska were slightly less likely to have progressed to a higher than a lower level of care, regardless of custody status.  However, most importantly, most of these children and youth remained at the same level of care from first to last admission.
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Referral Target.  The most common dispositions after the most recent treatment episode are shown in the table that follows.  Some variations across groups could be noted, primarily with youth in state custody having been less likely to be discharged to a parental home and more likely to be placed in foster care.

First Health: Referral Target
	 
	In-State
	Out-of-State

	Diagnostic Category
	Custody
	Non-Custody
	Custody
	Non-Custody

	Correctional
	2 (1.3%)
	7 (1.3%)
	0 (0.0%)
	1 (0.3%)

	Crisis Shelter
	2 (1.3%)
	3 (0.5%)
	0 (0.0%)
	0 (0.0%)

	Foster Care
	63 (39.4%)
	31 (5.6%)
	21 (36.2%)
	17 (5.4%)

	Group Home
	12 (7.5%)
	11 (2.0%)
	9 (15.5%)
	18 (5.7%)

	Independent Living
	1 (0.6%)
	25 (4.5%)
	2 (3.4%)
	1 (0.3%)

	Other Family Placement
	3 (1.9%)
	29 (5.2%)
	9 (15.5%)
	23 (7.3%)

	RDT - Level IV
	8 (5.0%)
	19 (3.4%)
	2 (3.4%)
	18 (5.7%)

	Return to Parent(s)
	25 (15.6%)
	303 (54.6%)
	12 (20.7%)
	194 (61.4%)

	RPTC - Level V
	17 (10.6%)
	27 (4.9%)
	0 (0.0%)
	21 (6.6%)

	Undetermined
	27 (16.9%)
	100 (18.0%)
	3 (5.2%)
	23 (7.3%)


DFYS’s Psychiatric Nurse Log

Included in this database were records for 360 children and adolescents; however, due to missing data, the number of records available for any given analysis varied considerably.  Of the children and youth for whom data were available, 91% received services in Alaska and 9% received services outside of Alaska.  As a reminder, all of the children and youth represented in this database are in state custody.  The youth receiving services in Alaska had an average of 1.5 reviews during this time period, whereas those receiving services outside of Alaska had an average of 2.3 reviews.

Age.  For the children receiving services in Alaska, average age was 14.9 at first review years and 15.0 years at first admission.  For children receiving services outside of Alaska, average age was 13.4 years at first review and 13.5 years at first admission.

Gender.  Of the 360 children and youth included in this database, 218 (66.3%) were male and 111 were female (33.7%); information was missing on the remaining 31.  As shown in the following figure, these proportions varied depending upon location of service, with a disproportionate number of girls having been sent out of state for services.
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Race.  Of the 360 represented youth, 185 (57.5%) were Alaska Native, 102 (31.7%) were White, five (1.6%) were American Indian, eight (2.5%) were Asian American/Pacific Islander, 18 (5.6%) were African American, and four (1.2%) were Hispanic; information was missing for the remaining 38.  These racial groups were collapsed into three different groups as follows: Alaska Native/American Indian, White, and Other (Asian American/Pacific Islander, Hispanic, African American).  The following table provides the frequency of these three groups, broken down by location of services.  As shown, the proportion of races receiving services in and out of Alaska differed considerably, with Natives more likely to have received services out of Alaska, and Whites more likely to have received services in Alaska.  However, it should be noted that only 28 of the consumers in this database were receiving services outside of Alaska; thus, this racial distribution must be viewed with caution.
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DSM Diagnoses. The table that follows provides primary, secondary, and tertiary DSM diagnoses, broken down by location of services.  For both groups of children, the five most common diagnoses were, in descending order, diagnosis deferred, depressive disorders, PTSD, ODD, conduct disorders, and ADHD.  As shown in the table, diagnoses varied somewhat across the two groups of children, with diagnosis deferred being more likely to be assigned for in-state services and PTSD being the most common diagnosis for the out-of-state group.

Psychiatric Nurse Log: DSM Diagnoses


	Diagnostic Category
	In-State
	Out-of-State

	Abuse and Neglect
	3 (0.5%)
	0 (0.0%)

	ADHD
	44 (7.6%)
	7 (10.9%)

	Adjustment disorder 
	17 (2.9%)
	2 (3.1%)

	Alcohol abuse
	28 (4.8%)
	3 (4.7%)

	Alcohol dependence
	11 (1.9%)
	0 (0.0%)

	Anxiety disorders 
	7 (1.2%)
	2 (3.1%)

	Bipolar disorder 
	22 (3.8%)
	6 (9.4%)

	Conduct disorders
	48 (8.3%)
	5 (7.8%)

	Depressive disorders
	67 (11.6%)
	7 (10.9%)

	Eating disorder
	3 (0.5%)
	1 (1.6%)

	Impulse control
	17 (2.9%)
	2 (3.1%)

	Learning disorders
	13 (2.2%)
	0 (0.0%)

	Oppositional Defiant Disorder 
	48 (8.3%)
	5 (7.8%)

	Other childhood disorders
	18 (3.1%)
	2 (3.1%)

	Other drug abuse
	43 (7.4%)
	1 (1.6%)

	Other drug dependence
	22 (3.8%)
	2 (3.1%)

	Pervasive Development Disorder
	2 (0.3%)
	2 (3.1%)

	Psychotic disorders
	12 (2.1%)
	2 (3.1%)

	PTSD
	46 (7.9%)
	12 (18.8%)

	V codes
	31 (5.3%)
	1 (1.6%)

	Diagnosis Deferred
	78 (13.4%)
	2 (3.1%)


Level of Functioning.  Based on DSM-IV Axis V, GAF scores, children and youth receiving services in Alaska were significantly more functional than children and youth served out of state.  Specifically, the in-state group had significantly higher GAF scores (M = 41.5, SD = 12.3) than the out-of-state group (M = 34.3, SD = 14.5), t(26) = 2.26, p < .05.

Substance Abuse.  Of the 360 children and youth, 193 had evidence of substance abuse at their first admission.  Of these 193, 7.3% were abusing alcohol, 13.5% drugs, and 79.3% both alcohol and drugs.  If one assumes that the absence of substance abuse data indicates the absence of actual substance abuse, then 3.9% of the consumers were identified as abusing alcohol at first admission, 7.2% abusing drugs, 42.5% abusing alcohol and drugs, and 46.4% abusing neither alcohol or drugs.  In other words, depending upon the actual nature and completeness of the data, a minimum of 53.6% of the consumers were abusing drugs and/or alcohol, and possibly 100% were so identified.

Lengths of Stay.  Data were available in this database to establish lengths of stay and bed days for only 50 consumers receiving services in Alaska and six receiving services outside of Alaska.  For those receiving services in Alaska, average length of stay per admission was 111.7 days (SD=87.4), and average total number of bed days across all admissions was 152.2 (SD=165.6).  For those receiving services outside of Alaska, the average length of stay per admission was 244.3 days (SD=157.8), with average total number of bed days was 247.2 (SD=152.9).  

DMA MMIS, First Health, and Psychiatric Nurse Log

As noted above, the DMA MMIS database included records for 1,497 unique children and youth, the First Health database included records for 1,089, and the Psychiatric Nurse Log included records for 360. Using Medicaid numbers, it was possible to link the data contained in these three databases.  Across the three databases, there were 1,898 uniquely identifiable children and youth.  Of these children and youth, 58% were male and 42% were female.  Of these 1,898 individuals, 459 (24%) were in state custody (DFYS or DJJ), and 633 (34%) were receiving services outside of Alaska.  The following figure provides a breakdown of custody status by location of services for these 1,898 children.  
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The following table provides information about location and custody status of the represented children and youth across the three databases individually, as well as for the unduplicated group of children and youth identified from the combined dataset as having received services during Fiscal Year 2002.  

	Variable
	Overall
	DMA MMIS
	First Health
	DFYS PNL

	Total Number of Records
	1,898
	1,497
	1,089
	360

	Custody Status Regardless of Location 

	Yes
	459
	24%
	251
	17%
	218
	20%
	360
	100%

	No
	1,439
	76%
	1246
	83%
	871
	80%
	0
	0%

	Location Regardless of Custody Status

	In-State
	1256
	66%
	985
	66%
	715
	66%
	301
	84%

	Out-of-State
	633
	34%
	512
	34%
	374
	34%
	59
	16%

	Custody Status for In-State Children and Youth

	In-custody
	353
	28%
	192
	19%
	160
	22%
	301
	100%

	Non-custody
	903
	72%
	793
	81%
	555
	78%
	0
	0%

	Custody Status for Out-of-State Children and Youth

	In-custody
	97
	15%
	59
	12%
	58
	16%
	57
	100%

	Non-custody
	536
	85%
	453
	88%
	306
	84%
	0
	0%

	Location for In-Custody Children and Youth 

	In-State
	353
	78%
	192
	76%
	160
	73%
	300
	91%

	Out-of-State
	97
	22%
	59
	34%
	58
	27%
	29
	9%

	Location for Non-Custody Children and Youth 

	In-State
	903
	63%
	793
	64%
	555
	64%
	0
	0%

	Out-of-State
	536
	37%
	453
	36%
	316
	36%
	0
	0%


Using the figure of 1,898 children and youth reflected in these databases, some estimates can be made as to penetration rates with regard to residential services funded by Medicaid.  Specifically, based on the fact that there are 190,717 children and youth in Alaska, if 1,898 receive mental health services funded by Medicaid, this translated into a residential penetration of 10 per 1,000 children and youth in the general population.  As no national residential penetration rate is available, this rate can only be compared to the US national average of 21.2 for any mental health service (i.e., inpatient or outpatient) funded by Medicaid.  

DFYS’s Attendance Record Database

To summarize data obtained from the DFYS Attendance Records overall, in Fiscal Year 2002, the 30 submitting agencies served 1,249 unique children and youth in 1,549 episodes of treatment, for an average of 1.2 treatment episodes per child in one year.  Of these children and youth, 714 (57%) received 965 Level II treatment episodes; 358 (29%) received 395 Level III treatment episodes; 48 (4%) received 50 Level IV treatment episodes, and 95 (8%) received 104 Level V treatment episodes.  Of these 1,549 treatment episodes, 740 (48%) were for children and youth in DFYS custody and 531 (34%) for children and youth in DJJ custody at the time of treatment, leaving 18% for admissions of children and youth not in state custody.  Of the 1,249 children and youth, 572 (46%) were in DFYS custody and 448 (36%) in DJJ custody at the time of treatment.  

Average length of stay for the children and youth in DFYS custody was 46.7 days (SD=90.8), for the youth in DJJ custody 83.2 days (SD=108.3), and for the children and youth in parental custody 32.1 days (67.3).  Lengths of stay also vary widely based on level of care, with Level II being shortest (Mean=26.3; SD=60.8) and Level V being longest (Mean=164.7; SD=115.0).  

Overall, utilization rates (based on total bed days) were in the 60% to 70% brackets, with some variation by level of care.  Level II UR was 66.2%; Level III UR was 68.2% (77.1% with the outlier [SCF Pathways] removed); Level IV UR was 69.1%; and Level V UR was 57.6% (based solely on data from Alaska Children’s Services).  Agency by agency, these numbers are somewhat lower than utilization rates (URs) that had been obtained by self-report or from other DFYS documentation (see Chapter Two, Table Two).  It is unclear what caused these discrepancies, although it is possible that the agencies submitting to DFYS on a monthly basis are not always careful to include all non-state custody children and youth in their facility at the time.  This, of course, would lead to an underestimate of utilization.  Also, it may be possible that at times a single child may “occupy” two beds (such as a highly disruptive child who cannot have a room-mate,) a caseload of highly dysfunctional children and youth may cause the program to refuse additional admissions, or similar clinical decisions may alter URs.  Alternatively, it is also possible that agencies may use a different method for calculating utilization rate (e.g., based on LOS or on daily census).  However, different methods would not account for some of the vastly different URs.  Finally, agencies may be calculating URs based only on DFYS-funded beds and DFYS (or DJJ) children.  The issue of discrepant URs certainly deserves additional exploration as utilization rates will need to play a critical role in decision-making about capacity expansions.

The table that follows shows details by agency and level of care about the children and youth served in the 30 agencies submitting Attendance Records to DFYS in Fiscal Year 2002.  

Fiscal Year 2002 Utilization Data for 30 Agencies in Alaska Receiving Substantial DFYS Residential Bed Funding 

	Agency and DFYS Level
	Number* of  Beds Reported 
	Annual Bed Days
	Present Bed Days** 
	Present Occupancy Rate***
	Average LOS**** 

Mean
	Total Number of Episodes of Treatment
	Unique Clients Served (unduplicated admissions)
	Total Discharges 

	
	# DFYS Beds
	
	Total Bed Days
	Total Occ. Rate
	SD
	DFYS
	DJJ
	Other
	DFYS
	DJJ
	Other
	DFYS
	DJJ
	Other

	Anana House


	5 
	1825
	1201
	65.8%
	18.8
	0
	0
	73
	1
	0
	55
	1
	0
	71

	II
	DFYS 3 (60%)
	
	1201
	65.8%
	SD=32.2
	0%
	0%
	100%
	2%
	0%
	98%
	1%
	0%
	99%

	ACF-Community Park
	10 
	3650
	3277
	89.8%
	21.7
	152
	0
	5
	135
	0
	4
	144
	0
	4

	II (CLOSED)
	DFYS ?
	
	3297
	90.3%
	SD=22.3
	97%
	0%
	3%
	97%
	0%
	3%
	97%
	0%
	3%

	ACF-Mountain View
	10 
	1010
	358
	35.4%
	15.6
	23
	0
	0
	22
	0
	0
	23
	0
	0

	II (CLOSED)
	DFYS ?
	
	358
	35.4%
	SD=12.3
	100%
	0%
	0%
	100%
	0%
	0%
	100%
	0%
	0%

	Bethel Receiving Home
	8 
	2080
	1437
	69.1%
	20.9
	24
	3
	48
	18
	3
	36
	25
	3
	37

	II
	DFYS 6 (75%)
	
	1590
	76.4%
	SD=24.4
	32%
	4%
	64%
	32%
	5%
	63%
	38%
	5%
	57%

	JYS-Cornerstone


	16 
	5840
	2577
	44.1%
	22.2
	41
	76
	23
	29
	53
	17
	38
	73
	23

	II
	DFYS 8 (50%)
	
	2719
	46.6%
	SD=28.2
	29%
	54%
	17%
	29%
	53%
	17%
	28%
	55%
	17%

	KPCC-Emergency Services
	5
	1825
	1554
	85.2%
	71.4
	13
	26
	3
	12
	22
	1
	12
	25
	3

	II
	DFYS 5 (100%)
	
	1577
	86.4%
	SD=104.5
	31%
	62%
	7%
	34%
	63%
	3%
	30%
	63%
	7%

	Kids Are People


	8
	2920
	1327
	45.4%
	13.3
	82
	6
	35
	66
	5
	35
	78
	6
	33

	II
	DFYS 6 (75%)
	
	1350
	46.2%
	SD=24.9
	67%
	5%
	28%
	62%
	5%
	33%
	67%
	5%
	28%

	Nome Receiving Home
	6 
	1272
	716
	56.3%
	37.9
	12
	26
	0
	7
	14
	0
	12
	24
	0

	II
	DFYS 6 (100%)
	
	752
	59.1%
	SD=65.4
	32%
	68%
	0%
	33%
	67%
	0
	33%
	67%
	0%

	North Slope Borough RCC
	11 (+ 3 unstaffed) 
	4015
	2894
	72.1%
	53.2
	115
	4
	0
	43
	3
	0
	106
	4
	0

	II
	DFYS 11 (100%)
	
	2968
	73.9%
	SD=139.7
	97%
	3%
	0%
	94%
	6%
	0%
	96%
	4%
	0%

	PHH RCC-ES


	5 
	1825
	1525
	83.6%
	20.7
	40
	33
	2
	33
	23
	3
	34
	31
	3

	II
	DFYS 5 (100%)
	
	1525
	83.6%
	SD=23.9
	53%
	44%
	3%
	56%
	39%
	5%
	50%
	46%
	4%

	RYC-ES


	6 
	2190
	1424
	65.0%
	17.0
	50
	37
	10
	29
	34
	11
	49
	33
	11

	II
	DFYS 6 (100%)
	
	1511
	69.0%
	SD=17.5
	52%
	38%
	10%
	39%
	46%
	15%
	53%
	35%
	12%

	ALL DFYS LEVEL II PROGRAMS
	90 beds
	28,452
	18,290
	64.3%
	26.3
	551
	215
	199
	395
	157
	162
	522
	199
	185

	
	DFYS 80%
	
	18,848
	66.2%
	SD=60.8
	57%
	22%
	21%
	55%
	22%
	23%
	58%
	22%
	20%

	

	Alaska Baptist Family Services
	16 
	5840
	2995
	51.3%
	250.0
	14
	2
	0
	14
	2
	0
	4
	1
	0

	III
	DFYS 10 (63%)
	
	3196
	54.7%
	SD=112.2
	88%
	12%
	0%
	88%
	12%
	0%
	80%
	20%
	0%

	AYPF-Apollo Shelter
	12 
	4380
	2562
	58.5%
	40.8
	17
	58
	4
	17
	51
	3
	16
	56
	4

	III
	DFYS 11 (92%)
	
	3001
	68.5%
	SD=39.2
	22%
	73%
	5%
	24%
	72%
	4
	21%
	74%
	5%

	AYPF-Challenge Center
	5 (10)*
	3035
	1491
	49.1%
	29.7
	23
	24
	6
	20
	23
	4
	18
	23
	6

	III
	DFYS 6 (60%)
	
	1669
	55.0%
	SD=33.2
	43%
	45%
	11%
	42%
	49%
	9%
	38%
	49%
	13%

	Bethel Group Home
	10 
	3650
	3221
	88.2%
	268.6
	0
	11
	16
	0
	13
	14
	0
	10
	6

	III
	DFYS 10 (100%)
	
	3532
	96.8%
	SD=133.1
	0%
	41%
	59%
	0%
	48%
	52%
	0%
	63%
	37%

	JYS-Miller 


	16 
	5840
	3651
	62.5%
	212.4
	6
	29
	0
	6
	23
	1
	3
	14
	1

	III
	DFYS 12 (75%)
	
	4034
	69.1%
	SD=99.8
	17%
	83%
	0%
	20%
	77%
	3%
	17%
	78%
	5%

	KPCC-Sex Offender 
	5 
	1825
	1420
	77.8%
	188.4
	0
	11
	1
	0
	9
	1
	0
	7
	0

	III
	DFYS 5 (100%)
	
	1497
	82.0%
	SD=108.1
	0%
	92%
	8%
	0%
	90%
	10%
	0%
	100%
	0%

	KPCC-Behavioral Dysfunction
	5 
	1825
	1748
	95.8%
	510.7
	2
	5
	0
	2
	5
	0
	1
	2
	0

	III
	DFYS 5 (100%)
	
	1806
	99.0%
	SD=164.7
	29%
	71%
	0%
	29%
	71%
	0%
	33%
	67%
	0%

	LQ-Wasey House
	5 (7)* 
	2069
	1384
	66.9%
	134.6
	5
	5
	2
	4
	4
	2
	3
	4
	1

	III
	DFYS 6 (86%)
	
	1450
	70.1%
	SD=89.8
	42%
	42%
	16%
	40%
	40%
	20%
	38%
	50%
	12%

	PHH RCC-LT


	15 
	5475
	4883
	89.2%
	201.3
	9
	32
	0
	9
	28
	0
	4
	15
	0

	III
	DFYS 15 (100%)
	
	5086
	92.9%
	SD=150.0
	22%
	78%
	0%
	24%
	76%
	0%
	21%
	79%
	0%

	RYC-RCC-LT


	8 
	2920
	2303
	78.9%
	150.1
	4
	17
	1
	4
	16
	1
	4
	12
	0

	III
	DFYS 6 (75%)
	
	2586
	88.6%
	SD=81.4
	18%
	77%
	5%
	19%
	76%
	5%
	25%
	75%
	0%

	SA Booth Memorial
	15 
	5475
	4291
	78.4%
	183.0
	10
	17
	14
	9
	18
	13
	6
	12
	10

	III
	DFYS 15 (100%)
	
	4890
	89.3%
	SD=105.5
	24%
	42%
	34%
	23%
	45%
	32%
	21%
	43%
	36%

	SCF' Pathways


	30 (+6 unstaffed) 
	8400
	1673
	19.9%
	36.5
	4
	9
	9
	4
	9
	7
	2
	2
	7

	III
	DFYS 12 (40%)
	
	1712
	20.4%
	SD=48.4
	18%
	41%
	41%
	20%
	45%
	35%
	18%
	18%
	64%

	YAS-Hanson


	6 (8)* 
	2614
	1635
	62.5%
	110.5
	13
	8
	4
	11
	8
	3
	9
	6
	2

	III
	DFYS 6 (76%)
	
	1914
	73.2%
	SD=152.2
	52%
	32%
	16%
	50%
	36%
	14%
	53%
	35%
	12%

	ALL DFYS LEVEL III PROGRAMS
	157 beds
	53,348
	33,257
	62.3%
	116.0
	107
	228
	59
	100
	209
	49
	70
	164
	37

	
	DFYS 76%
	
	36,373
	68.2%
	SD=126.2
	27%
	58%
	15%
	28%
	58%
	14%
	26%
	61%
	13%

	

	FCSA RDT


	9 
	3285
	1844
	56.1%
	82.1
	17
	5
	5
	16
	5
	5
	14
	3
	4

	IV
	DFYS 7 (78%)
	
	1962
	59.7%
	SD=68.8
	63%
	19%
	8%
	62%
	19%
	19%
	67%
	14%
	19%

	JYS-Wallington


	6 
	2190
	1542
	70.4%
	243.7
	0
	12
	0
	0
	11
	0
	0
	6
	0

	IV
	DFYS 5 (83%)
	
	1612
	73.2%
	SD=198.8
	0%
	100%
	0%
	0%
	100%
	0%
	0%
	100%
	0%

	YAS-Genesis


	6 
	1386
	1081
	78.0%
	93.7
	9
	1
	1
	10
	1
	0
	7
	0
	0

	IV
	DFYS 6 (100%)
	
	1168
	84.3%
	SD=52.6
	82%
	9%
	9%
	91%
	9%
	0%
	100%
	0%
	0%

	ALL DFYS LEVEL IV PROGRAMS
	21
	6861
	4467
	65.1%
	113.0
	26
	18
	6
	26
	17
	5
	21
	9
	4

	
	DFYS 86%
	
	4742
	69.1
	SD=114.7
	52%
	36%
	12%
	54%
	35%
	11%
	62%
	26%
	12%

	

	AlaskaChildren’s Services
	52 (45)* 
	18274
	10273
	57.4%
	164.7
	34
	67
	3
	31
	62
	2
	22
	46
	3

	V
	DFYS 36 (68%)
	
	10522
	58.8%
	SD=115.0
	33%
	64%
	3%
	32%
	66%
	2%
	31%
	65%
	4%

	AYPF-Endeavor House
	5 
	1825
	765
	41.9%
	64.7
	16
	2
	1
	14
	2
	2
	14
	3
	2

	No level rating
	DFYS ?
	
	856
	46.9%
	SD=63.5
	84%
	5%
	1%1
	78%
	11%
	11%
	74%
	16%
	10%

	FNA Life Givers


	6 (+9 ADA) 
	2190
	774
	35.3%
	119.9
	6
	1
	9
	6
	1
	9
	6
	1
	3

	SA
	DFYS 6 (100%)
	
	806
	36.8%
	SD=73.2
	38%
	6%
	56%
	38%
	6%
	56%
	60%
	10%
	30%


*Program experienced a change in bed capacity during FY2002; capacities are based on program director self-report where available and on DFYS documents in the absence of self-report

**Present bed days based only on days spent in the facility; total beds days includes all days (i. e., including medical days, home visits, etc.)

***Occupancy Rate= (present bed days OR total bed days/available bed days)*100

****LOS based only on discharges during FY2002; based on total days (i.e., including medical days, home visits, etc.)

Chapter Four: Service Needs as Perceived by Other Stakeholders in Alaska

I think that the inadequacies [in the current service system] actually have created a continuation of children's mental illness. If you think of children's mental illness as being on a continuum that can either stabilize and get better with good treatment or get much more serious, I think the lack of services, good services, that we have in our state is creating many more mentally ill adults.

Anonymous CAYNA participant

Purpose

The purpose of this chapter is to present findings about the assessment of service needs of Alaska children and youth as perceived by relevant stakeholder groups from across the state of Alaska.  Input was sought from care providers who were not involved in the efforts described in Chapter Two, child and youth treatment program administrators, policy makers dealing with issues of care for Alaska children and youth (including from several Divisions within DHSS), representatives from child and family advocacy groups, and families of Alaska children and youth in need of services.  The following information was collected, collated, and is reported on in detail in this chapter:

· perceived strengths of the current service system;

· perceived barriers and gaps in the current service system;

· perceived needs of children and youth in Alaska and how needs are affected by current gaps and barriers; and

· opinions about how to solve the problems resulting from existing gaps and barriers.

Methodology

Three separate methodologies were used to collect the information crucial to obtaining a comprehensive picture of service needs as perceived by a variety of stakeholder groups.  These methodologies were focus groups, key informant interviews, and a public forum, all described briefly below.


Focus Groups


Participants.  DHSS staff selected 32 individuals to represent the stakeholder groups.  Thirty-one of the 32 attended the focus groups, including five who participated in key informant interviews and two who participated in key informant interviews and provided comment at the public forum.  Participants described their roles as parent (3), parent/administrator (1), parent/policy maker (1), parent/advocate (5), care provider (2), policy maker (4), policy maker/advocate (3), advocate (1), and administrator (11).


Instruments. A series of questions was developed by DHSS staff and refined by ACSES staff.  These questions inquired about the following issues:

1. How has our ability changed to provide appropriate and timely care for Alaska’s children and youths?  Why do you think this is happening?

2. What are the barriers or gaps to care for children and youths and what problems arise from these barriers?  

3. Residential and acute hospital care is being utilized more and more for children and youths.  Why do you think this is happening?

4. a. For children in state custody, who makes placement decisions and how successful do you believe this process is?

b. For children NOT in state custody, who makes placement decisions and how successful do you feel this process is?

5. What is working well in the current system of care for children and youths in Alaska?

6. What principles should guide future developments in the system of care for children and youths in Alaska?


Procedures.  Potential focus group participants were approached by DHSS staff to determine willingness to be part of a focus group.  Individuals who were willing to participate were given the opportunity to give input into scheduling the groups, which were coordinated and arranged by DHSS staff.  Participant’s names and contact information were forwarded to ACSES staff, along with times and dates for the groups.  ACSES staff coordinated final arrangements, such as sending reminders, directions, and informed consent forms.  Four focus groups were conducted during the last week of September 2002; two in Juneau and two in Anchorage.  Each group was scheduled for a two-hour time block, with a half-hour reserved for logistics, such as discussing and completing informed consent forms, introducing focus group rules, and presenting focus group topics.  For the Juneau groups, a DHSS staff member introduced the purposes of the needs assessment and then left.  For the Anchorage groups, an ACSES staff member introduced the purposes of the needs assessment.  All focus groups were facilitated by three ACSES staff members: a facilitator, a technician, and a note taker.  All focus groups were audiotaped, with the consent of the participants.  Focus group questions were written on flip charts and each question was discussed in order.  Each member of the focus group was given the opportunity to comment on each question.


Analyses.  All focus group tapes were transcribed verbatim and color-coded to indicate the role of the speaker.  Transcripts were then coded for themes.


Key Informant Interviews

Participants.  DHHS staff selected 24 individuals to represent the stakeholder groups.  One individual refused to participate and interviews could not be scheduled with two others.  The 21 who participated included five who participated in the focus groups, one who provided comment in the public forum, and two who participated in the focus groups and provided comment in the public forum.  The 21 individuals who participated in the key informant interviews identified themselves as care providers (4), provider/advocate (1), provider/administrator (1), parent/advocate (3), advocate (3), and administrator (9).  At the end of the key informant interview, participants were asked to complete a brief quantitative survey (described below).  Nineteen participants completed and returned the survey.  Twelve completed the survey on the telephone at the end of the interview and seven faxed the survey to ACSES after the interview.


Instruments – Key Informant Interview.  A series of questions for the key informant interview was developed by DHSS staff and refined by ACSES staff.  These questions were:


1.  Would you give me a brief description of those aspects of the service system for Alaska children and youths in which you are involved and with which you are familiar?


2.  What is the unique role you hold in the service system for Alaska children and youths and how does it shape or influence your perspective on the system of care?


3.  What is working well in the current system of care?



a.  Why are these components of the system working well?



b.  How do these components affect service delivery to children and youths?



c.  Are there any changes that could be made to improve these components?


4.  What is NOT working well in the current system of care?



a.  Why are these components within the system of care not working?



b.  How do these inadequacies affect service delivery to children and youths?



c.  What problems do these inadequacies create for you within your role in the service system?

d.  From your perspective, what strategies or solutions could be used to overcome these inadequacies?



e.  How would these solutions improve service provision to children and youths?


5.  What is missing in the current system of care?



a.  What in the current system of care makes it impossible for these parts of the system to exist?



b.  How do these gaps affect service delivery to children and youths?



c.  What problems do these gaps create for you within your role in the service system?



d.  What strategies or solutions could be used to fill these gaps?



e.  How would these additions improve service provision to children and youths?

Instruments – Brief Quantitative Survey.  The survey developed by DHSS staff and refined by ACSES staff.  Participants were asked to rate the importance and functionality of service components that are part of a comprehensive, effective system of care for children and youths in need of mental health and substance abuse treatment services.  Importance was rated on a “1” to “10” scale where “1” = “not at all important” and “10” = extremely important.  Functionality was rated on a “1” to “10” scale where “1” = “not at all working” and “10” = “working extremely well.”  Participants were also asked to list the four components most important to improving the current system of care.  The service components rated were:

	· Guiding principles
	· Acute hospital care

	· Core values
	· Level 1 residential care (Day treatment)

	· Public education
	· Level II residential care (Emergency stabilization)

	· Prevention
	· Level III residential care (Residential treatment)

	· Outreach
	· Level IV residential care (Residential diagnostic treatment)

	· Referral
	· Level V residential care (Residential psychiatric treatment)

	· Outpatient services
	· Foster care system

	· Wrap-around services
	· Other

	· Assessment
	


Procedures.  DHSS staff generated a list of potential participants and approached them to determine their willingness to participate in the key informant interviews.  The names and contact information of interested individuals were forwarded to ACSES staff.  An ACSES staff member attempted to contact each individual to schedule a telephone interview.  An informed consent form was faxed to each individual who was contacted and the form was signed and returned to ACSES prior to the telephone interview.  Telephone interviews were scheduled for approximately one hour.  At the start of the interview, the participant gave verbal permission for audiotaping of the interview.  All interviews, with one exception, were audiotaped.  For that interview, the interviewer took notes of responses to interview questions.  At the end of the each interview, a brief survey was faxed to the key informant or was completed on the telephone.  Interviews were conducted between August 7 and October 8, 2002.


Analyses. All key informant interview tapes were transcribed verbatim and transcripts were then coded for themes.  Notes from the one interview which the respondent declined to have taped were also coded for themes.  Data from the brief quantitative survey were entered into an EXCEL spreadsheet for analysis.


Public Forum 


Participants.  Fifteen individuals gave testimony during the public forum, including one who participated in the key informant interviews and two who participated in a key informant interview and a focus group.  Participants identified their roles or affiliations on the speaker sign-up sheet as child advocate/parent (3), Office of Public Advocacy (1), family therapist (1), social worker (1), AYFN (5), parent (2), adoptive parent/Special Education teacher (1), and citizen (1).


Procedures.  The public forum was conducted on October 6, 2002 from 1 pm to 4 pm in the Endeavor Room at the Captain Cook Hotel in Anchorage.  The public forum was scheduled to coincide with a state-wide conference on mental health services for children and youth.  DHSS staff organized and publicized the forum and solicited public input.  A DHSS staff member introduced the forum, explained the needs assessment, and talked about the role of public input.  The forum was facilitated by an ACSES staff member with other ACSES staff members serving as time-keepers, note-takers, and transcriptionist.  A sign-up sheet was provided for individuals who wished to provide public testimony.  To ensure that each speaker had equal and adequate time to comment, the first round of testimony was limited to 5 minutes.  As time permitted, individuals who wished to speak again were allowed to sign up for a second round of testimony.  The public forum ended with a DHSS staff member taking questions and providing further information on the needs assessment.  The public meeting was not audiotaped.


Analyses.  Written notes and a paraphrased transcription of the public forum were coded for themes.

Findings

Across the three methods of qualitative data collection – key informant interviews, focus groups, and public forum – remarkable consistency of observations emerged.  Consequently, the qualitative data from these three activities are combined in the discussion below.  Quantitative data from the brief key informant survey are summarized in a table and described separately.


Strengths of the System

The list of strengths or “what is working well” in the present system was markedly shorter than the lists of gaps or areas that are “not working well.”  Administrators, policy makers, and providers were more apt to mention strengths of the existing system than were parents and advocates.


Funding for Services.  Changes in Medicaid funding regulations to increase the variety of home-based, community-based, and wraparound services that are reimbursable has increased the range of services available to children and families who qualify.  Denali Kid Care has had a dramatic effect on access to services for eligible families.  Medicaid reimbursement for some reunification services for children in residential treatment and for limited parental visits to children in out-of-state residential treatment is seen as a step in the right direction toward providing a more seamless transition from residential treatment to community-based treatment and for maintaining family involvement with the child and the treatment plan.


Collaboration and Coordination.  Many providers, administrators, and policy makers mentioned a movement toward greater collaboration and cooperation among DMHDD, DFYS, DJJ, DOE, and agencies and providers as a growing strength of the system, although tempered by a recognition that significant problems in collaboration and coordination remain.  State-issued RFPs that demand collaboration and coordination were mentioned as positive steps.


Involvement of Native Corporations.  The increasing involvement of Native corporations in providing innovative, culturally-relevant services in rural communities and in collaborating with other agencies and programs was recognized as a growing and under-utilized strength of the existing system.


Community Mental Health Centers.  The increasing number of programs and services for children offered through CMHCs was considered a move in the right direction toward increasing the range and number of community-based services for children and families.


School Districts.  Although parents tended to be more negative about the role of schools in providing services for children with mental health needs, policy makers and administrators were more positive about the increasing willingness of at least some school districts to collaborate with CMHCs, to integrate prevention and early intervention programs into schools, and for special education teachers to work with students with mental health needs.


Parent Advocacy.  Parents and advocates mentioned the growing strength of parent groups, support groups, and advocacy groups in filling service gaps, providing support and assistance to parents in “navigating the system,” and enhancing parent, provider, and policy-maker education about mental health needs and problems or  and effective responses to children.  The limited amount of funding available from the State to support advocacy efforts was also mentioned as a positive step toward greater parental empowerment.  Several advocates and parents mentioned the potential of the internet to provide education and support for families, parents, and providers throughout Alaska, particularly in remote and underserved areas.


Staff Training.  Although there was universal concern about the difficulties inherent in finding and retaining competent, well-trained, and compassionate individuals to work with children in Alaska, there was some recognition that initiatives to provide cross-discipline training (e.g., substance abuse and mental health, special education and mental health) were a positive step toward improving the quality and skill of providers and the integration of services for children with multiple needs.  Respondents also mentioned initiatives to provide meaningful training and academic credit for rural providers, and the DJJ collaboration with the University of Alaska to enhance training and skill for youth workers in DJJ, as positive steps.


Range of Services.  Individual programs to enhance range of services were mentioned, including early identification and intervention programs, family reunification programs, suicide and substance abuse prevention programs, and residential programs that offer culturally relevant, experiential, and outdoor aspects.  There was recognition that there are pockets of excellence and programs that could be expanded or adapted for other regions in the state.


Enhanced Awareness.  Many respondents mentioned a changing climate of awareness about the needs of and problems in children’s mental health services in the state.  Greater understanding of the problem of comorbidity, the need for community-based services, for integrating family services into treatment for children, for developing local and culturally-relevant services, for integrating the community into planning and programs, for empowering the family, and for developing collaboration and coordination, were all mentioned as positive movements toward improving the system.  In particular, current emphasis on understanding and solving the problem of children placed out of state in residential programs was seen as positive.  Several respondents mentioned this needs assessment as a positive outcome of the greater awareness of problems in the system, although they also expressed concern that nothing will change as a result of this assessment and it will be another futile exercise.


Individuals Within the System.  For many respondents, the only positive element mentioned about the existing system was individuals within the system.  Despite appraising the system itself as broken and not working, many saw strength residing within individuals who continue to work with the system, who are committed to providing services for children and families, who take responsibility for the children and families they encounter, who are creative and good stewards of limited resources, and who care about the mental health needs of children in the state.

Gaps and Barriers in the Current System

Parents, advocates, providers, administrators, and policy makers identified a common set of gaps in the existing system.  Many of the gaps identified affected prevention; early identification and treatment; continuity across levels of care; integrated assessment for children and adolescents with co-occurring mental health problems, substance abuse, and other disabilities; meeting treatment needs for children and adolescents in their homes and communities; providing treatment and support for the family; and providing services for special needs children and adolescents, and access to appropriate levels of service within the state.


System of Care.  Parents, advocates, providers, and administrators agreed that Alaska does not have a maximally integrated system for providing mental health services to children and youth.  They described many excellent services and providers but described the system as a patchwork of pieces that does not integrate smoothly to meet the needs of children and families and communities.  They described the following problems:

· Separate funding streams for mental health, substance abuse, child protection, education, and juvenile justice result in duplicated and overlapping services and large gaps in services.

· Funding determines the nature of services available rather than the need for services driving funding decisions.

· Treatment decisions are made on the basis of what is available and affordable for a family rather than what is optimal for the child.

· Lack of optimal cooperation and collaboration among DMHDD, DADA, DFYS, DOE, and DJJ.

· Services available for children and youth depend on the “port of entry” into the system.

· Each individual provider or level of care demands its own assessment and has its own documentation and reporting system and release of information system and forms.  This results in a heavy paperwork burden for providers and agencies and an intolerable burden for parents trying to negotiate the system.  In addition, it introduces additional costs for the parents and the system for repeat and duplicated assessments.  Documentation and assessment reports do not routinely follow the child or youth through the system; therefore, details of the child’s history, needs, treatment, and outcome from one provider are not readily available to subsequent providers or placements.  As a result, continuity of care is impaired.

· Few providers offer more than one level of care, complicating movement of the child or youth through different levels of care, depending on changing needs and circumstances.  Once again, continuity of care for the child is impaired as he or she must adapt, not only to a new level of care, but to different providers and treatment personnel.

· Community-based providers feel excluded from treatment and placement decisions made by DFYS, acute care hospitals, and courts.

· Parents feel excluded from treatment and placement decisions made by providers and placement committees.

· The transition between residential care to home and community-based care is not systematic and is characterized by limited communication and coordination between residential providers, families, and community-based providers.

· Prevention and early identification and treatment programs are lacking.  Children and youths enter “the system” later in life with more entrenched and intractable problems that could be avoided by a comprehensive system of early identification and intervention.

Funding.  Respondents agreed that the “system” for providing mental health care for children and youths was developed and funded at a time when the state population was considerably smaller and when fewer high needs children and youths were in the system.  Funding has not kept pace with the increased population of the state or with the increasing number of children and youths with needs for mental health services.

· Part of the increased need for mental health services is due to better public education and recognition of mental health problems in children.  For example, some children who at one time were labeled as “trouble makers” in school are now recognized to have psychiatric disorders requiring treatment.  There is more research on mental health problems in children and parents and advocates have access to more information through the internet.

· Part of the increased need is due to more serious problems in children and youth due to sexual and physical abuse, substance abuse in families, and domestic violence.  The problem of children with FASD is identified as particularly acute in Alaska and has an impact on the school system and the juvenile justice system, as well as the mental health and substance abuse systems.

· Part of the increased need is due to lessened community tolerance for children and youth “acting out.”

· Providers and administrators believe that the State systematically refuses to fund the actual cost of providing services and, instead, expects that providers will pick up supplemental funding from other sources to keep programs operating.

· Providers and administrators described excellent programs that have closed because of funding decisions by the state.  The services were excellent and filled a need but were not financially viable; therefore, they closed.

· Programs are operating on “shoestring budgets” with overburdened staff and high caseloads.  Providers do not have time or resources to oversee the transition of children and youths from one agency to another, to ensure that treatment recommendations are followed, or to get documentation and reports from other providers and agencies.  Children and youth “fall through the cracks” as they move from one program to another.

· Finding funding for services for their children places an enormous burden on families.  Families who can pay for services “out of pocket” or who have health insurance with coverage for mental health services can choose services and have access to high quality care inside and outside the state.  However, insurance may provide more coverage for acute hospitalization or residential care rather than community-based care, resulting in a bias in favor of “higher-level” treatment.

· Families who qualify for Denali Kid Care (DKC) have access to in-state and out-of-state services through Medicaid reimbursement.  Despite changes in Medicaid funding for community-based services, this funding source tends to favor acute hospitalization and residential care.  Parents and advocates described the problems of families who made a decision to constrict family income – thereby depriving other children in the family – to remain eligible for DKC.  Even with additional income, paying for treatment would not be possible without DKC.

· Families who are not eligible for DKC and who do not have adequate insurance or financial resources face the greatest hurdles in paying for adequate treatment for their children.  These children are more likely to fall through the cracks because parents cannot afford treatment.  Parents and advocates described the situation of families who give up custody of their children to DFYS to ensure that their children receive mental health treatment they could not otherwise afford.

· Children who are in DFYS custody have access to more services in and out of state than children who are not in DFYS custody.  DFYS contracts with providers to reserve beds for DFYS children and youths.

Need for Greater Cooperation and Coordination.  Although some administrators noted that the situation is improving, the majority of respondents from all stakeholder groups identified the need for increased coordination and cooperation among DMHDD, DFYS, DADA, DOE, and DJJ as a critical ingredient to developing a comprehensive system of mental health care for children and youth in Alaska.

· The historical separate mandates for divisions within DHSS and separation of funding streams are perceived as encouraging divisions to operate in isolation from one another without optimally communicating with other divisions or collaborating more on programs.  Particular concern was expressed about the relationship between DMHDD and DFYS.  Historically, DFYS has been responsible for programs for children and youth in state custody.  However, DMHDD views itself as responsible for mental health services, including those for children and youth in state custody.  DMHDD is funding primarily community-based mental health services for children and youths; DFYS funds its own residential programs; and DFYS is responsible for certifying residential services.  Opportunities exist for cooperation and collaboration that have not been fully realized.

· The State administration is perceived as needing to provide greater leadership regarding cooperation and collaboration among departments and across divisions.  The State administration is perceived as operating within a “crisis management” style of reacting to community pressure and funding pressures rather than having a more proactive style of planning ahead for an integrated system of care.  The lack of long-term planning and leadership is perceived as being related to the lack of current resources and the increasing number of children being sent out of state for treatment. In addition, the “crisis management” style precludes development of prevention and early identification and treatment programs.

Mental Health Services and DFYS.  Respondents from all stakeholder groups were largely negative about the relationship between DFYS and mental health providers and agencies in the state.  The addition of psychiatric nurses to DFYS and to placement committees is seen as positive; however, the overall perception by providers, administrators, and parents is negative.

· Numerous administrators believed that DFYS has not solicited adequate input from providers, particularly in relationship to funding decisions.  The perception was that this lack of input resulted in decisions that inhibited creativity and were harmful to successful programs.

· Respondents from all stakeholder groups described a fundamental conflict of mandates between DFYS and mental health providers.  Community providers feel that DFYS, in its attempt to ensure safety for children, is too quick to remove them from the home and community and into residential treatment, including out-of-state treatment.  They feel that DFYS workers need to consult more with providers already working with the child.  They described the frustration and negative impact on providers who had worked steadily and methodically to develop a treatment plan and find an appropriate placement for the child, to have DFYS then place the child, without consultation, out of the community and into out-of-state residential treatment.

· Parents described DFYS workers encouraging them into placing their children in DFYS custody so they could be sent out of state for residential treatment.  One parent described how difficult it was to gain access to placement committee meetings to resist having her child placed in DFYS custody and sent out of state.  Another parent described how she agreed and placed her child in DFYS custody because she did not feel she could get treatment any other way.

Mental Health Services and Substance Abuse.  There was universal acknowledgement of the close connection between substance abuse and mental health disorders in children and youths and the barriers between the two treatment systems.

· Because of separate funding streams, programming, and training for providers, the systems for providing mental health treatment and substance abuse treatment are not integrated, resulting in fragmented treatment for the child and frustration for families and providers.

· Respondents acknowledged that there has been movement toward better collaboration and cited some RFPs combining mental health and substance abuse treatment, but felt that much more must be done quickly.

· Children and youths who enter the system through the “substance abuse door” may not have comorbid mental health problems recognized and addressed.  Similarly, children and youths who enter through the “mental health” door may have problems getting services for comorbid substance abuse.

· Providers from substance abuse treatment programs are unlikely to be cross-trained to deal with mental health problems or to feel comfortable or competent in addressing mental health problems.  The reverse is true for providers from mental health agencies.

· Administrators identified the need to enhance training and certification of substance abuse treatment providers to bring parity in skills and professional recognition with mental health treatment providers.  Mental health treatment providers view themselves – and are viewed by the public and other professionals – as better trained, more skilled, and more professional than substance abuse treatment providers.

· Children and youth are substantially affected by unresolved substance abuse and mental health problems of their parents.  Respondents identified FASD as one of the great tragedies of children in Alaska and one that stems from unaddressed treatment needs of parents.  In addition, sexual and physical abuse and exposure to chaotic family situations and domestic violence are seen as consequences of the lack of mental health and substance abuse treatment for adults in the state.  Dealing with the substance abuse and mental health needs of adults is viewed as primary prevention for substance abuse, mental health problems, FASD, and suicide in children and youth.

Mental Health Services and Other Disabilities.  The “DD” in DMHDD is viewed as having a more comprehensive and integrated system for providing services for children and families with developmental disabilities.  Early identification and intervention and family support and respite care are viewed as the norm in that system.  Several providers noted that the system for dealing with disabilities in children could serve as a model for improving mental health services for children.

Mental Health Services and Juvenile Justice.  Respondents pointed out that DJJ is becoming one of the largest providers of mental health and substance abuse treatment services for youth in Alaska.

· DJJ is moving toward providing more mental health services.  For example, they have instituted training programs with the University of Alaska system to enhance skills, competency, and opportunities for advancement among DJJ staff.  DJJ offers practicum placements for students, acquainting them with the DJJ system and attracting new and skilled employees.  In addition, DJJ has youth officers who are trained as designated to provide services for youth with mental health needs.  However, providing mental health services and substance abuse treatment services through DJJ is costly and takes away from resources that could be dedicated to other youths in the DJJ system.

· There is widespread confusion about the role of DJJ as an agency that provides mental health services for “out-of-control” youths.  Because of the absence of locked psychiatric facilities for youths in the state, many people in the community view DJJ as the “locked facility” that should be stepping in to fill the gap.  However, that is not the mandate of DJJ.  In addition, criminal charges are not psychiatric diagnoses and psychiatric diagnoses are not criminal charges.  For example, a sex offense charge does not necessarily confer a need for mental health treatment, although they may overlap.

· Even though there is an excellent program for juvenile sex offenders at McLaughlin Center and there are other sex offender programs through DJJ in other major population centers, courts may elect to send a juvenile out of state to a less restrictive facility for treatment following a sex offense.


Mental Health Services and the Education System.  Almost all respondents recognized the crucial role that schools and school districts can play in facilitating or impeding mental health services in the state.  Although there was recognition of increasing awareness of mental health needs within school systems, there was universal agreement that school systems are not doing enough.

· Schools and school systems are a natural port of entry into mental health services for children.  All children pass through the school system; children come into contact with the school system at a young age, allowing for early identification of problems; schools are embedded within the community and have contact with parents; and schools are a convenient point where mental health needs could be addressed without stigmatizing or inconvenient referrals to other mental health services.

· Schools can play a major role in public education about mental health problems and in educating children to understand and to be tolerant of the mental health challenges of other students.

· Early identification and intervention through the school system could prevent children from developing secondary problems that interfere with their school performance and progress, prevent them from developing social skills and friends, and prevent them from becoming healthy and productive adults.

· Lack of funding was identified as the primary barrier to integrating mental health services into schools.  Schools are already laboring under budget cuts and adding in mental health services is prohibitively costly for most school systems, without collaboration with mental health funding sources.

· Lack of training and awareness of mental health problems by educators, including special education teachers, administrators, school nurses, and even school psychologists, was identified as another major barrier to integrating mental health services into schools.  Most teachers, who have daily contact with children, do not know how to recognize symptoms of mental health problems that could benefit from assessment and intervention.  Children with mental health problems in schools are likely to be labeled as “trouble-makers” or to be identified as having learning disabilities rather than mental health disorders.  Children may be inappropriately treated for behavioral or learning problems rather than mental health problems.

· The school system does not integrate with existing systems for providing mental health services.  Many children enter schools with IEPs already developed through early identification of problems.  Unfortunately, teachers can be unaware of these IEPs for their students and there may be little coordination or follow-through with IEPs in the schools.

Role of the Family.  The role of the family was discussed by almost all respondents, although views varied widely.

· Parents and advocates felt strongly that families were unfairly blamed for their children’s problems and excluded from treatment and placement decisions by providers and professionals.  Parents described a pervasive attitude among providers that the parent and the family environment were solely to blame for the child’s problems.  They felt that they were judged to be guilty with no chance to prove themselves innocent.

· Parents talked about being treated disrespectfully and dismissively by providers, being excluded from placement conferences and treatment decisions, and being belittled by defensive providers when the parents tried to provide information or give input into treatment decisions for their children.

· Parents and advocates talked of the enormous challenges faced by families who have children with mental health or other special needs, including a crushing financial burden, exhaustion and toll on other family members, lack of respite care or support for the family, difficulties in navigating a fragmented and dysfunctional “system” of care, and need to maintain composure and rationality to “work” the system and placate providers and agencies.  Even though parents feel frustrated, drained, and emotional, they recognize that they cannot “slip up” and show emotion for fear of antagonizing a provider and losing the opportunity for help for their children.

· Parents and advocates described the heartbreak of parents seeing their children suffer, lose potential, and lose the chance to have a successful and happy future because of unresolved mental health or substance abuse problems.

· The funding system, which ties funding to an “identified patient” – the child or youth, is not flexible enough to deal with the fact that the child or youth comes embedded in a family that has its own needs.  Some of those needs (e.g., substance abuse, mental health problems or domestic violence in parents) may contribute to the child’s problems and others (e.g., exhaustion, family strain, financial problems) may be a consequence of the child’s problems and the lack of services.

· Providers find it difficult, given current funding mechanisms, to address the needs of the entire family.  Consequently, a child or youth may be removed from the home for treatment elsewhere and return to find that the family has not been included in treatment planning and transitional planning, the family has not had the opportunity to learn new skills for dealing with the child or youth, and problems in the family that contributed to the child’s problems may not be addressed or resolved.  The child returns to a dysfunctional family and the entire problem cycle starts anew.  Unfortunately, “treatment failures” are laid at the child’s door, resulting in a further erosion of self-esteem and greater sense of hopelessness and failure in the child.

· Conversely, some providers and administrators felt that the child protection and mental health treatment systems are weighted too heavily in the direction of protecting parental rights at the expense of the child or youth.  They feel that the system places too much emphasis on protecting the parents and not enough emphasis on the role of parents and dysfunctional families in creating and maintaining problems for children.  The focus of the family and provider is on the “child’s problem” and the root of the problem in the parent and family is conveniently ignored.  For example, one provider noted that to provide brief counseling or psychoeducational interventions in the schools, the provider must guarantee not to allow any discussion with the children about their home environments.  Some providers feel that an entity similar to DFYS is required to compel parents to adhere to treatment recommendations for their children and to make changes in the family to benefit the child (e.g., have adults in the family receive mental health or substance abuse treatment or address problems of poor parenting or domestic violence).  Providers who work with FASD children were particularly distressed about the cost to the child of parental behavior, namely, alcohol abuse and concomitant problems.

· Parents and advocates talked about the importance of state support for developing parent and advocacy groups.  These groups serve an invaluable function in training parents to recognize problems, find services, learn how to manage problems at home and contribute to treatment, negotiate the service system, deal with providers, and provide support and respite for other parents.  In addition, advocacy groups can provide education for providers – although educating providers to accept advocacy and input from informed parents is difficult – and do grass roots lobbying for additional funding and services.

Prevention and Early Intervention.  Most respondents identified the lack of early intervention and prevention programs as critical gaps in the system.

· Respondents described the current system as “crisis-oriented” and “treatment-oriented” with little emphasis on prevention programs, programs to develop strong families, or programs to help parents provide healthy environments for their children.  The emphasis of the system is on treating problems once they have developed and become complex, rather than preventing them or finding and treating them early before other problems develop.

· Examples of effective prevention programs, such as those for substance abuse prevention and suicide prevention, were seen as positive but rare in the state.

· A particular lack is in culturally-appropriate prevention programs in Alaska Native communities, which labor under a heavy burden of mental health problems among children and youth, compounded by the presence of domestic violence, substance abuse, and suicide.

· Shifting from a “treatment” to a “prevention” philosophy would demand a substantial budget increase at the state level to fund new programs in prevention and early identification while maintaining and increasing services for treatment.  However, adding dollars now into prevention and early identification was viewed as the only strategy to prevent continued escalation of treatment needs and costs later.

· Some respondents noted that increasing funds for prevention, early intervention, and treatment is likely to run into philosophic barriers in the state.  Without organized, grass roots attempts to educate the community at large about the costs incurred by mental health problems and substance abuse in children and adolescents, respondents felt that attempts to increase budgets for prevention, early intervention, and enhanced treatment are likely to run aground on Alaskan attitudes that government should be limited and small, that having to pay for government services is unnecessary, that everyone should be self-reliant, that families should solve their own problems, and the community should not pay for “other people’s problems.”

· Early childhood learning programs such as Headstart were seen to provide a model for early identification and treatment of problems and for working with parents and families before problems become severe and intractable.  Unfortunately, Headstart and other early learning programs are limited by funding and resources in the number of families and children they can serve.

· Few programs and services are available for infants and pre-school children and few providers are trained to identify and work with mental health problems in young children.

· Parents described their frustration in recognizing that their very young children had serious problems but being unable to find providers who were able to diagnose and treat those problems.  They described the cost to the child and family of having to wait until the child was older and the problems more entrenched before they were able to get help.

Staffing and Competence.  Universally, staffing problems were identified as huge gaps and barriers to providing mental health services for children and youth.  It was recognized that this is a national problem and not confined to Alaska, although more acute in Alaska with its huge geographic area, lack of transportation in rural areas, and small population.

· Because Alaska is a remote, frontier state, it is difficult to attract and retain adequate numbers of well-trained professionals, such as child psychiatrists and psychologists.

· Respondents from all stakeholder groups were scathing in their assessment of the competence and qualifications of child psychiatrists and psychologists in the state.  They expressed particular scorn on the subject of psychiatrists.  General practice and adult psychiatrists are not trained to diagnose and provide treatment and medication recommendations for mental health problems in children and youth.  The psychiatrists available in Alaska, are perceived, for the most part, as not well-versed in the specific presentation of psychiatric disorders in children; do not keep up with current literature and research from “outside;” and are resentful and dismissive in their treatment of parents who attempt to provide input or information concerning their child’s diagnosis or treatment.  They were viewed as interested solely in making money and having a comfortable life and completely unconcerned with the needs of their patients.  One new child psychiatrist in the state is apparently undergoing a mass influx of parents because he is viewed as competent, well-trained, aware of current research, and respectful and cooperative with parents.

· Parent’s stories of misdiagnosis and mistreatment and the profound impact of poor psychiatric treatment on children and families were heart-rending.  Parents are bitter and irate, and child psychiatrists are the prime targets of their anger.

· Parents and advocates also noted that well-trained child psychologists are rare in the state and that professionals in related areas, for example, teachers and psychiatric nurses, often have little training and understanding of mental health problems in children and youths.

· Administrators described the difficulties they face in attracting and retaining direct care staff in mental health and substance abuse treatment.  Direct care positions are generally entry level, and poorly paid, and have high case loads, inadequate clinical support or supervision, poor opportunities for advancement, few (if any) benefits, and high turnover.  Most staff members in direct care positions are young, relatively inexperienced, and often with little training.

· Administrators and policy makers noted the need for increased professional training within the state, particularly for direct care workers from rural areas.  Training should include cross-training in mental health and substance abuse and should provide meaningful opportunities for certification which would lead to career advancement.  They also noted the need for parity in training and professionalism between mental health treatment providers and substance abuse treatment providers.

· The problem is compounded in rural communities where it is extremely difficult to find and retain providers sufficiently trained to practice relatively independently in remote areas with complicated needs, high case loads, and limited resources.  In particular, they noted the absence of psychiatrists, psychologists, and other highly trained professionals in remote areas and mentioned the growth of telepsychiatry and telemedicine as possible solution?  They also noted the difficulty in rural areas with low education levels, in finding qualified, local individuals for training.

Scarcity of Data-Driven Planning and Evidence-Based Programs.  In varying forms, many respondents identified the lack of data, lack of evidence-based programs, and lack of data-driven planning and evaluation of services as significant barriers to providing better services for children, youth, and families.

· Respondents from all stakeholder groups were consistent in their appraisal that programs and services in Alaska are not based on good data and needs assessments and that valuable research on empirically supported programs from “outside” is being ignored in favor of unsupported, “homegrown” theories and fad programs.  Of concern is a bedrock notion that anything from “outside” simply does not apply to the Alaska situation.  Consequently, Alaska is not progressing with the rest of the United States in its use of research, data, and empirically-supported programs.

· Administrators and policy makers are concerned with the lack of good evaluation data and the shortage of data managers in the system.  Competent data analysts have been “lured away” by better salaries and benefits in other sectors and cannot be replaced.  In the absence of data, planning for the future becomes difficult.

· Many respondents were concerned about the absence of guiding principles and models in the system, although there was considerable disagreement on what those guiding principles and models should be.  Some felt that the system would benefit from being grounded more firmly in the medical model, with its emphasis on psychiatric diagnosis and pharmacological treatment; others felt that the adherence to the medical model was at the root of many of the problems in the system and that children and families would be better served by a family-centered or problem-solving model.

Treatment Needs for Special Populations.  Respondents identified a series of special populations that are not being well-served by the current system.


A.  Children and Pre-Adolescents.  Mental health diagnostic and treatment services are severely limited for this age group in Alaska.  In the Anchorage area, only Northstar and Anchorage Children Services provide psychiatric services for children under the age of 12.  Beds are even more limited in other areas of the state.  Parents and providers cannot find crisis placements for younger children in the state.


B.  Adolescents “Aging Out” of the System.  Services are not available for older adolescents who need support and structure to develop independent living skills or who have chronic treatment needs and are “graduating” into the adult treatment system.

· Fewer services are available in the adult system and the transition from the adolescent to the adult treatment system is far from seamless.  Older adolescents who have been stable and progressing well in the adolescent system are likely to encounter interruptions in treatment and serious setbacks in attempting to access services in the adult system.  Similarly, foster placements are difficult to find for older adolescents.

· Older adolescents who have been through numerous foster placements may not want to attempt another foster placement and foster homes generally do not want to take on an older and potentially more problematic adolescent.  These young people would benefit from structured group homes or other living arrangements, but they are not available.

C.  Children and Adolescents with Fetal Alcohol Spectrum Disorders.  This was mentioned by many stakeholders as a dramatic gap in the system of care and one that is becoming larger as more children and youth with fetal alcohol spectrum disorders are identified.

· Children with fetal alcohol spectrum disorders could be identified in the school system; however, this would require educating teachers to recognize fetal alcohol spectrum disorders and providing funding and resources for assessment, treatment, and referrals.

· Many children and youth with fetal alcohol spectrum disorders will require services throughout their lifespan, necessitating an organized approach to providing support and services that will be available once the individual “ages out” of the adolescent system.

· Currently, many youth with fetal alcohol spectrum disorders are being identified in the juvenile justice system; however, the courts are recognizing that they do not have jurisdiction over these youths in many cases.  These adolescents are “falling through the cracks” because there are no other structured living or treatment facilities available to them.

· A barrier to providing treatment and services is the lack of research on fetal alcohol spectrum disorders.  Agencies are left not knowing what services to provide or how they can provide services for this high demand group in a fiscally appropriate manner.

· As communities are increasingly affected by violence, crime, and substance abuse related to fetal alcohol spectrum disorders, they will demand increased services for prevention, early identification, intervention, and structured support for children, adolescents, and adults with fetal alcohol spectrum disorders.

D.  Other Special Needs Children and Adolescents.  Stakeholders identified gaps in treatment services, particularly residential treatment for numerous groups.  They felt that the treatment needs in the state were sufficient for specialized services to be provided in state for every group listed below, except for fire-starters, whose numbers are not sufficient to make in-state treatment cost-effective.

· Girls

· Adolescent sex offenders

· Runaways

· Children and adolescents who self-harm

· Assaultive adolescents

· Fire-starters

Out-of-State Placements.  Respondents were universal in their concern about the number of children and youth in out-of-state residential care.

· The reasons for the reliance on out-of-state care were legion: lack of services and resources in Alaska, a sense that in-state services are not as good as out-of-state services, providers and agencies that routinely refer to out-of-state services and are less aware of the gamut of services available in state, and greater availability of funding for out-of-state placements.

· The major problems with out-of-state placements are the negative impact of children being removed from their families, communities, and cultures for extended periods; the difficulty of maintaining family contact and involvement in treatment and the child’s life; the near impossibility of developing meaningful transitional services and plans for reintegrating children with their families, communities, and local services; frustration and difficulty for local providers who are not given the opportunity to provide meaningful in-state services for the child; and the high cost of providing out-of-state services at the expense of developing services and resources in state.

· Most respondents felt that, with few exceptions, the majority of children and youth could and should be served in state and should be served as close to their local communities as possible.  Many providers felt that children and youth transported from rural areas to Anchorage, Fairbanks, or Juneau for treatment are not appreciably better off than children and adolescents being sent to Idaho or Texas.  In some instances, families may prefer that their children be sent out of state because transportation to visit the child would be easier out of state than in state.

Acute Hospitalization.  Most respondents concurred that the acute hospitalization system for children and youth is not working.

· Currently, youth in crisis are stabilized and diagnosed during an acute hospitalization, usually at Northstar or API, and less frequently at Providence Hospital.  Facilities for acute hospitalization are rare in other areas of the state.

· Because of funding and Medicaid reimbursement, facilities may be reimbursed only for a very short period of stabilization.  Once a child or youth is decertified for acute hospitalization by Medicaid or insurance coverage runs out, there is immediate pressure to transfer the child or adolescent to other levels of care.

· Because of the lack of resources, programs, group homes, or foster care in the state, there are often no options other than sending the child or adolescent to an out-of-state residential facility.  An appropriate in-state placement cannot be found quickly enough and out-of-state residential facilities have beds available immediately.

· On occasion, because of the lack of appropriate placements, children and youth remain in acute facilities longer than desirable or therapeutic, resulting in another crisis for the child and family.

· Many respondents described an inherent bias in the acute hospitalization system toward sending children and youth into residential treatment, rather than investigating community-based or in-state options.

· Many children in crisis are almost automatically sent out of state for treatment once they have been admitted to an acute hospitalization.
· Parents were particularly bitter in their descriptions of psychiatrists who spent little time with their children, misdiagnosed problems, and recommended inappropriate treatment during an acute hospitalization.

· Parents, advocates, and providers also noted that psychiatrists hold disproportionate weight in making treatment decisions for children and adolescents, even though they may be less informed about in-state, community-based options and have less contact with the children or youth and their family.  They felt that psychiatrists automatically referred children to out-of-state residential care and that courts were less likely to take the opinions of other providers into account when faced with a psychiatric diagnosis and recommendation for out-of-state placement by a psychiatrist.

· Some respondents questioned whether the for-profit hospital system is capable of serving the needs of children and adolescents with mental health problems because of the inherent conflict between making money and providing truly appropriate services.

· Many respondents were concerned that acute hospitalization, although perhaps important to protect a child or youth in a crisis, is counter therapeutic.  The child or youth is hospitalized in a highly stressful environment with other distressed young people, waiting for placement.

· One alternative is a longer-term stabilization and assessment unit that would be less stressful, less restrictive, and less expensive than acute hospitalization and would provide the opportunity for a therapeutic environment for stabilization, assessment, and finding appropriate placements for the child or youth.

· Longer-term stabilization and assessment units could function as an interim placement between acute hospitalization and other placements and would reduce the reliance on out-of-state residential treatment.


Long-Term, Secure Psychiatric Care in Alaska.  Children and adolescents who require long-term, secure psychiatric care are sent out of state because these services are not available in the state of Alaska.

· DJJ is becoming a de facto provider of mental health services in the state for many children and youth who would benefit from secure psychiatric care.

· Children and youth who self-harm, are runaways, are assaultive, are fire-starters, or are sex offenders with comorbid substance abuse problems currently are sent to out-of-state facilities.  Many of these young people could be treated in state if services were available.

· Several respondents were curious why secure psychiatric placements are not available in state, concluding that there is great demand for these services, that they should be “money-makers” for agencies, and that out-of-state providers had shown interest in expanding these services within the state.

· One conclusion was that even though state regulations allow for locked psychiatric facilities for adolescents in state, overly stringent State regulations mean that these facilities would not be financially viable at current reimbursement rates.  One administrator commented on the irony that secure psychiatric services are not available in state because of overly stringent regulations that do not have to be met by out-of-state facilities.

· A second conclusion was that out-of-state providers who were interested in expanding into the state were running into unnamed and unspecified barriers at the State and upper administrative levels.


Group Homes.  The absence of group homes as an alternative to foster or residential placements was identified as a major gap in providing stability for children and youth and maintaining them in their communities.

· Many respondents identified a philosophical shift away from group homes as one reason they are not available in state.  At one time, the state did have small group homes for youth.

· Group homes with a small number of residents and a professional round-the-clock staff could be an excellent alternative to foster care, particularly given the lack of therapeutic foster care in the state.

· Children and youth who may have “failed” at foster placements, or for whom foster placements are not available, would benefit from the structure and professionalism of a group home.

· Group homes were mentioned particularly as an alternative for older youth who may not want a foster home placement but who still require structure, supervision, and training in skills of independent living.


Foster Care and Therapeutic Foster Care.  Although more aggressive advertising by DFYS has resulted in more foster placements in the state, there still are not enough safe, high quality foster homes available, especially for high needs children or children with mental health problems.

· Some providers and administrators felt that most foster homes are actually detrimental to the child and that many foster parents are more motivated by money than by the idea of providing service to a child or youth.

· There was concern that foster parents do not receive adequate screening, training, or supervision to provide quality and stable care for children and adolescents.

· Therapeutic foster homes, which are certified to provide a higher level of care for children with special needs, are in even shorter supply.

· Many children and adolescents “fail out” of foster placements and find themselves in residential treatment out of state because there are no other alternatives in the state.

Services in Rural Communities.  All the problems of access, adequate staffing, sufficient resources, and culturally relevant, local services are aggravated in rural Alaska.

· Young people and families in those areas have access to fewer services, are less likely to have early identification and intervention with problems, are exposed to fewer prevention programs or preventive services, and are more likely to find themselves transported out of their home and community to receive services and to experience difficulties in the transition back to the community after treatment.

· For a child or youth from rural Alaska, transfer to any of the larger communities – Anchorage, Fairbanks, or Juneau – is as damaging as transfer outside the state.  Transportation for family members is difficult within Alaska and transferring a young child to another center within Alaska poses significant problems in maintaining family relationships and developing the family as part of the treatment process.

Continuity of Care and Community-Based Care.  Despite an increase in community-based care, there are still not enough resources, particularly in rural areas.

· Waiting lists for services are long.

· Providers routinely make referrals to numerous agencies and services in hopes that a placement of some sort can be found in reasonable time – even if the placement is far from ideal.  Providers are frustrated and demoralized at struggling to find even inappropriate or unsatisfactory placements for children and adolescents.

· In most areas, there are not enough wraparound services, substance abuse or mental health services, or case management.  Problems are compounded in small, rural communities where transportation problems prohibit parents and other family members from maintaining contact with children who are sent outside the community for treatment.

· Although there was much discussion of “continuity of care,” few agencies are able to provide continuity in levels of care or efficient systems for referring children and youth from provider to provider and service to service.

· Assessment and treatment information may be not follow the child or youth through placements because providers do not use common forms or procedures for release of information.  A treatment provider must obtain a separate release of information form for each agency or provider previously involved in the child’s treatment.  Consequently, assessment information is rarely shared and children and parents go through the burden and cost of repeated assessments at each level of treatment or different treatment site.

· Because few agencies provide a range of levels of care, it is difficult for a child or youth to move smoothly from one level of treatment to another while maintaining contact with previous providers or therapists.  This adds to a feeling of instability in the child and leads to important information about the child’s prior treatment or needs being lost in the shuffle from provider to provider.

· Children who may be experiencing a temporary crisis or exacerbation of symptoms may find themselves transferred out of a safe environment or relationship with a provider or therapist and being forced to create a relationship with entirely new providers and a new system.

· Because residential providers, particularly out-of-state providers, usually do not have relationships with community programs or resources, planning for discharge and transfer into community services usually does not occur until children return to his/their communities.  Community providers find themselves scrambling to find immediate services for a child returned, without notice or prior planning, to the community.

Brief Quantitative Survey Data

The table below shows participant ratings of the importance and functionality of service components in a comprehensive, effective system of care for children and youth in need of mental health and substance abuse treatment services in Alaska.  A consistent theme in the key informant interviews, focus groups, and public forum was the need for a coherent, integrated system of care encompassing prevention, early identification and assessment; public education and advocacy; and community alternatives to residential care.  The same theme was borne out in respondents to this survey.  The majority of survey respondents identified prevention, guiding principles, core values, outpatient services, public education, outreach, assessment, wraparound services, and referral as the most important elements in a comprehensive system of mental health care for children and youth in Alaska.

Guiding principles and core values are the framework upon which a coherent system of care is built and the majority of respondents viewed those elements as fundamental to developing a coherent, integrated system of care.  Consistent with the view that the system of care for children in Alaska is crisis-driven, most respondents rated prevention as the most important element in a comprehensive system of care.  Elements related to early identification (e.g., public education, outreach, and assessment) and early entry into a community-based system of care (e.g., outpatient services, wraparound services, and referral) were also rated as important to a comprehensive system of care.  Parents, advocates, providers, administrators, and policy makers expressed frustration about swimming against the current, trying to provide crisis-oriented services to increasing numbers of distressed children, youth, and families rather than emphasizing prevention of problems and early identification and community-level treatment before problems escalate and before children’s lives are irrevocably damaged.  Components related to acute hospitalization and residential care, while important, were rated as less important to an overall system of care.

Importance and Current Functionality of Service Components of a Comprehensive System of Care for Children and Youth in Alaska.

	
	Importance
	Functionality

	
	Mean
	SD
	N
	Mean
	SD
	N

	Prevention
	9.32
	0.79
	19
	3.84
	1.22
	19

	Guiding principles
	9.28
	0.88
	18
	4.19
	1.48
	16

	Core values
	9.17
	0.83
	17
	4.38
	1.67
	16

	Outpatient services
	9.00
	0.84
	19
	4.76
	1.75
	17

	Public education
	8.78
	1.19
	18
	4.11
	1.04
	18

	Outreach
	8.78
	1.05
	18
	3.59
	1.09
	17

	Assessment
	8.74
	1.17
	19
	4.94
	1.63
	18

	Wraparound services
	8.58
	1.27
	19
	4.53
	1.66
	19

	Referral
	8.41
	1.14
	17
	4.50
	1.11
	18

	Foster care system
	7.67
	1.74
	18
	4.17
	1.50
	18

	Acute hospital care
	7.12
	1.45
	17
	5.38
	2.50
	16

	Level 1 Residential care

(Day treatment)
	6.71
	2.51
	17
	4.13
	1.53
	16

	Level II Residential care

(Emergency stabilization)
	7.80
	2.08
	15
	4.13
	2.14
	15

	Level III Residential care

(Residential treatment)
	7.91
	1.37
	11
	5.09
	2.12
	11

	Level IV Residential care

(Res. diagnostic treatment)
	7.58
	1.49
	12
	3.27
	1.44
	11

	Level V Residential care

(Res. psychiatric treatment)
	7.50
	1.83
	12
	4.90
	2.50
	10


The general level of dissatisfaction with the current system of care is reflected in the overall low ratings of functionality for all components.  Although ratings were characterized by great variability across respondents, no component was viewed overall as more than moderately functional, with the lowest ratings for residential diagnostic treatment, outreach, and prevention.  Disturbingly, two of these, outreach and prevention, were rated as among the most important elements of a comprehensive system of care.

Respondents were also asked to identify the most important areas to address to improve the current system of care.  Consistent with their ratings of importance and functionality, the most important areas to address were identified as guiding principles, core values, prevention, and wraparound services.  Parents, advocates, providers, administrators, and policy makers are aware of the importance of guiding principles and core values, feel that those elements are lacking or inadequately functioning in the Alaska system of care, and identify them as important to address as a first step toward developing a comprehensive system of care.  Similarly, prevention is vital to stop the trend toward increasing numbers of children with serious mental health problems from flooding the system and wraparound services are important to help families maintain their children in their homes and communities.

Conclusions Based on Interviews, Focus Groups, and Public Forum

1. The current system is fragmented and does not provide adequate continuity of care for children and adolescents moving through the levels of care.

2. The current system does not successfully accommodate children and youth with multiple needs, including substance abuse, mental health concerns, developmental disabilities, and other disabilities.

3. Because of a lack of adequate services (both in terms of type of services and capacity), service providers feel they need to refer children to multiple services and take the first one available, regardless of whether it is the optimum placement for that child.

4. Children and youth find themselves in inappropriate placements and levels of care because of a lack of therapeutic foster homes, group homes, in-state residential treatment programs, stabilization and assessment facilities, community-based programs, and wraparound services.

5. The current system lacks coordinated community-based programs, wraparound services, and case management to allow a child or youth to remain in their home and local community.

6. Children and youth are often transferred from provider to provider without consistent, stable case management to provide continuity.

7. Parents are frustrated at their attempts to work with the system to find appropriate care for their children.  They feel that their role as parents is not being respected; that they are not included adequately in planning and case conferences; and that they are blamed for the mental health and other problems of their children.  Their families are disrupted and damaged by efforts to find appropriate services for their child and by the absence of support and respite care for their family.

8. Assessment and treatment approaches that focus solely on the “identified patient” (namely, the child) and that ignore the needs of the entire family system result in children being placed back into stressed family systems or families that have been uninvolved in or even removed from the treatment process.

9. Funding decisions govern choice about services and placements.  There is a strong sense that the availability of funding determines the services that are available rather than the need for services determining funding levels and distribution.

10. Because of an absence of readily available appropriate placements and services, approximately 300 children and youth are in treatment out of state at any given time.  A small proportion of these placements consists of children in DFYS custody; the remainder consists of private placements.  The distance from treatment resources and family makes it difficult to maintain family involvement in treatment for out-of-state children and makes it difficult to develop meaningful and timely plans for transitions back into the family and community, as well as for community-based aftercare.

11. Providers are frustrated by the lack of coordination with DFYS and by the lack of appropriate services for children and youth in state custody.

12. The Division of Juvenile Justice is becoming a primary source of mental health services for children and youth in Alaska.  Children and youth with serious mental health and substance abuse problems in that population divert much-needed services and staffing from other youth in the DJJ system.

13. Schools and school districts are a natural ally in providing early identification, intervention, and mental health services in a convenient community-based environment.  Schools and school districts have access to all children in the state of Alaska.  However, additional coordination, funding, training, and staffing is required to help school districts provide such needed services.

14. Providers, administrators, policy makers, parents, and advocates are concerned about the shortage of professionals who are well-trained in the mental health and substance abuse assessment and treatment of children and youth.  Attracting and maintaining trained individuals in child and youth mental health services is difficult due to high case loads, inadequate supervision and clinical support, low pay, and the high-stress nature of the work.  Turnover is extremely high, which affects continuity of care and stability of therapeutic relationships with children and youth.  These problems are especially acute in rural Alaska.

15. Early identification and treatment and prevention programs are rare to nonexistent, leaving problems to develop and become more serious.  In the absence of early identification and treatment, children are damaged and their potential for healthy, happy, and productive lives is reduced.

16. Treatment services are not available in state for children and youth with fetal alcohol spectrum disorders or other serious conditions that involve the need for lifetime treatment and support.  These children and youth “age out” of the adolescent system and generally face a difficult and disruptive transition into the adult system.

17. Services are scarce in general for young children, including the important “0 to 5s,” and acute hospitalization, emergency, stabilization, and assessment services in particular are lacking for children under 13.

18. Culturally relevant services for Alaska Native children and youth are scarce.
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