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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.
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