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Milestones in Children’ s Mental Health
Reform in Connecticut

1975

1997

1999

2000

2000

2002

2006

2014

Established consolidated children’s agency (DCF)
P.L. 97-272 System of Care legislation

State budget crisis/escalating costs for psychiatric
hospital care resulting in P.A. 99-279 — calling for a study

CHDI issued Delivering and Financing
Children’s Behavioral Health Services in CT

Governor's Blue Ribbon Commission on Mental
Health

Connecticut Community Kidcare
CT Behavioral Health Partnership

Children’s Behavioral Health Plan — PA 13-178 (Post
Newtown)



Key Findings of Delivering and Financing
Children’s Behavioral Health Services in CT (2000)

184,000 children enrolled in HUSKY (now 366,000+
« 22,300 (12%) used behavioral health services
« State spent $207 million per year in 5 state systems

« 70% of the dollars spent on 18% of the children served in

psychiatric hospitals and residential freatment settings

« 30% spent on remaining 82% of children served in the community.

« 5% of children in HUSKY were in DCF custody yet accounted for
60% of expenditures

« Over half of youth in DCF custody who were hospitalized were no
longer in need of this level of service — but limited discharge
options

« No state advocacy and support network for families




Investment in Children’s Behavioral Health
Services: $207 Million in Public Investment

DMR DMHAS
2.4% 1/ $5.75 M 2.2% I $4.6M

DSS
14.4% 1 $29.72 M
SDE/LEA oCF
226 %/ $46.77 M
o /34 58% / $119.79M




2000 Report FIndings:
Problems in Service Systems

/5-80% of children in need do not receive MH services

Services were:

Categorical (silos)

Crisis driven

Over-reliant on residential and hospital care

Fragmented

Centralized

Unresponsive to the needs of families

Insensitive to variations in culture

Limited array of services

Limited integration of behavioral health with child welfare, juvenile

justice, healthcare



2000 Report Recommendations

 Expand and enhance local systems of care
« Build aricher array of community-based services

« Develop a statewide family support network

 Develop and implement a blended funding approach
« Develop measurable outcomes

« Conduct training

* Improve information systems

« Conduct a thorough evaluation




Progress in System Reform
2001-2010

Connecticut Community Kidcare

O

Carve out from Managed Care - Integrated funding streams

o ASO - Value Options

O

Comprehensive benefits

$23 Million annually allocated for KidCare Services

New statewide services

O

@)
@)
@)
@)

Emergency mobile

Care coordination

Enhanced extended day freatment

Infensive home-based services — evidence-based
Crisis stabilization beds

27 Community Collaboratives (Systems of Care)

Statewide Family Advocacy Organizations

Better data systems and evaluation

Addressing early childhood mental health



Newtown tragedy — Public Act 13-178-2014

Comprehensive in scope
« Integrated across public and private systems
* Inclusive of all children birth — 18

« Focus on key principles that support an effective system of mental

health care:
1) Family-driven; youth guided
2) Developmentally appropriate
3) Community-based
4) Culturally and linguistically appropriate
5) Trauma informed

6) Data informed accountability




Behavioral Health Plan: Organizing
Themes

« System Organization, Financing and Accountability
* Health Promotion, Prevention, Early Identification

« Access to Comprehensive Array of Services and Supports

« Pediatric Primary Care and Behavioral Heath Care
Integration

« Disparities in Access to Culturally Appropriate Care
« Family and Youth Engagement

« Workforce




Key Goals/Strategies

 Create a Care Management Entity

« Implement evidence-based promotion and prevention models

« Universal standardized screening - part of comprehensive system of
screening, assessment and referral

« Strengthen connections between primary care & behavioral health
services

« Family support clearinghouse for mental health & substance abuse
services

« Develop plan to address role of commercial insurers

« Develop and implement standards of culturally and linguistically
appropriate care

* Finance expansion of services and supports where demonstrated gaps:
Crisis services, School-based services, Care Coordination, Suicide
prevention

«  Workforce




Progress in System Reform
2014-2024

« Trauma-informed Systems and Care (i.e., TF-CBT)

« Expansion of Early Childhood Systems and Interventions — ECCP,
screenings in primary care, CT-AIMH competencies

« EBTs - MATCH, ARC,

« Quality improvement systems — (e.g., mobile crisis)
« School mental health — SBDI, fraining

 New programs - Urgent crisis centers

« Integrated behavioral health and primary care

* ¢¢




“We have learned to create the small exceptions
that can change the lives of hundreds. But we
have not learned how to make the exceptions the
rule to change the lives of millions.”

Lee Schorr




“Systems are slow to change. It takes a commitment
to a vision and values, patience, and a cadre of
committed people who share in the cause. While
the research is not yet conclusive, an accumulating
body of evidence reinforces the work. Underlying
all this is the experience of children and their
families, who provide the passion and the reason to
continue....We have come a long way. We have a
long way to go.”

Judith Meyers, 2014
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It is estimated that nearly 20% of children and adolescents have a diagnosable mental,
emotional, or behavioral disorder. And at least 1 in 10 young people has a SED at some
time in their life (about 7.4 million children and youth).

2023 National Survey on Drug Use and Health (NSDUH):

— 9.1% of youth ages 12-17 had a substance use disorder (SUD; alcohol or illicit drugs) in
2023.

— Among the 1.9 million adolescents aged 12 to 17 in 2023 who had an SUD in the past year

and did not receive substance use treatment in the past year, 96.8% (or 1.8 million
people) did not seek treatment or think they should get it.
— Over half of children/youth with mental health needs do not receive services

Half of all mental illnesses emerge by the time a child turns 14, and 75% by the time a
person is 24. And death by suicide is the second leading cause of death for individuals ages

10-14 and third for ages 15-24 in the United States (also second for ages 25-34). Mental
lliness is a Pediatric Iliness!
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Across the nation, there are rising concerns about the mental health and well-being
of young people.

— Emergency departments saw a 20% rise in children's mental distress and a 50%
increase in suicide and self-injury cases from 2019 to 2022.
— The prevalence of depression and anxiety symptoms has been escalating for a

decade, exacerbated by the stress and isolation of the COVID-19 pandemic,
particularly impacting marginalized groups such as LGBTQ+ youth and youth of
color.

— Emphasizing prevention and adopting a population health approach can enhance
access to care and support resilience in youth.

— We must urgently address the issue at multiple levels: individual, community, and

society.
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1982: Jane Knitzer’'s book, Unclaimed Children: The Failure of Public Responsibility to
Children and Adolescents in Need of Mental Health Services, led to the consensus that
comprehensive, coordinated care was a necessity

1984: Congress appropriated funds for the Child and Adolescent Service System
Program (CASSP) to help states and communities plan and implement comprehensive,
community-based SOCs

Children’s Mental Health Initiative (CMHI): planning = implementation

1986: Stroul, B. & Friedman, R. (1986). A system of care for children and youth with

severe emotional disturbances. Washington, D.C.: Georgetown University Child
Development Center, National Technical Assistance Center for Children’s Mental Health.

1993: Comprehensive Community Mental Health Services for Children with Serious
Emotional Disturbances Program
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‘ﬁ' ...is organized into coordinated networks

...builds meaningful partnerships with families and youth

%: ...addresses cultural and linguistic needs
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A framework and guide, not a prescription

Flexible and creative
Adaptive to community needs

Consistent in philosophy

)
7o




CHILD BEHAVIORAL PRIMARY

WELFARE HEALTH \CARE

EDUCATION

“Healthy at home, in school and out of trouble.”
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Figure 1. Dimensions of the System of Care Framework (Adapted from Stroul et al., 2010)
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Grants for Expansion and Sustainability of the
Comprehensive Community Mental Health Services
for Children with Serious Emotional Disturbance

Short Title: Children’s Mental Health Initiative (CMHI)

Modified Announcement Back to the Grants Dashboard

In FY 2025 SAMHSA will post a revised NOFO for the CMHI program under number SM-25-002.

Changes for FY 2024: Application Due Date, Total Available Funding, Number of Awards, and Level of Effort for Project Director

Notice of Funding Opportunity (NOFO)
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SYSTEM
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HANDBOOK
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“The Evolution of the System of Care”
monograph traces the origins of the System of
Care (SOC) approach, outlines the core values
of SOC, and details the role of federal programs
in providing grants and technical assistance
that have been critical for SOC's
implementation and sustainability.

It presents both the successes of the SOC
model in improving care coordination and
outcomes, and the ongoing challenges related
to systemic integration, sustainability, and
equitable access to services.

https://www.cmhnetwork.org/wp-content/uploads/2021/05/The-
Evolution-of-the-SOC-Approach-FINAL-5-27-20211.pdf

THE INSTITUTE FOR
INNOVATION & IMPLEMENTATION

Integrating Sy » Improving Ot

The Evolution of the System of Care Approach
for Children, Youth, and Young Adults with Mental Health Conditions
and Their Families

By Beth A. Stroul, MEd; Gary M. Blau, PhD; and Justine Larson, MD

The system of care (SOC) approach was first introduced in the mid-1980s to address well-
documented problems in mental health systems for children and youth with serious emotional
disturbances (SEDs) and their families (Stroul & Friedman, 1986). Among these problems were
significant unmet need for mental health care, overuse of excessively restrictive settings, limited
home- and community-based service options, lack of cross-agency coordination, and a lack of
partnerships with families and youth. The vision was to offer a comprehensive array of community-
based services and supports that would be coordinated across systems; individualized; delivered in
the appropriate, least restrictive setting; culturally competent; and based on full partnerships with
families and young people (Stroul, 2002). The SOC approach has provided a framework for
reforming child and youth mental health systems nationwide and has been implemented and
adapted across many states, communities, tribes, and territories with positive results (Manteuffel et
al., 2008; Pumariega et al., 2003; Substance Abuse and Mental Health Services Administration
[SAMHSA], 2017; Stroul et al., 2010; Stroul, et al., 2012).

These efforts have resulted in significant strides across the United States in addressing youth
mental health issues. However, notwithstanding this progress, there is a continuing need to improve
SOCs based on environmental changes, changes in health and human service delivery,
experience, and data from evaluations and research. As such, an update of the approach was
published in 2010 (Stroul et al., 2010). This current document builds on the 2010 update and
describes the further evolution of the SOC approach, and presents further updates in the
philosophy, infrastructure, services, and supports that comprise the SOC framework. The revisions
were based on extensive expert consultation and input from the field and reflect a consensus on the
future directions of SOCs. (See Appendix A for a list of expert organizations consulted.)

The Need for Systems of Care

In the United States, annual prevalence estimates of mental disorders among children under 18
years of age range from 13 to 20 percent and cost health care systems approximately 247 billion
dollars annually (Perou et al., 2013). Within this group are children and youth with SEDs, defined as
a dla?r‘msab\e mental health condition that results in significant functional impairment (SAMHSA,
1993)

1 Serious emotional disturbance (SED) refers to children and youth who have had a diagnosable mental,
behavioral, or emotional disorder in the past year, which resulted in functional impairment that substantially
interferes with or limits the child's role in family, school, or community activities.

UNIVERSITYof MARYLAND
SCHOOL OF SOCIAL WORK

" THE INSTITUTE FOR INNOVATION

AND IMPLEMENTATION
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Reduced behavioral
& emotional
problems

Reduced suicidal
ideation & attempts

Improved
functioning in school
& the community

Reduced substance
use problems

@

Increased behavioral
& emotional skills

Improved ability to
build relationships
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Youth served in systems of care are
less likely to receive psychiatric
inpatient services.

From the 6 months prior to intake to
the 12-month follow up, the average
cost per child served for inpatient
services decreased by 42%.

Youth in systems of care are less
likely to be arrested, resulting in a
95% reduction in average per-youth
arrest-related costs.

Return on Investment

in Systems of Care
for Children With Behavioral
Health Challenges

Beth A. Stroul, M.Ed., Sheila A. Pires, M.P.A., Simone Boyce, Ph.D.,
Anya Krivelyova, M.A,, and Christine Walrath, Ph.D.
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Widespread Dissemination of
Evidence Based Practices, including
MST, FFT, MDFT, TFCBT, CBITS
and BounceBack

Crisis Services, including Mobile
Crisis, Urgent Crisis Centers, 988

Engagement with Families (e.g.,
FAVOR)

DCF’s BH Data System, the Provider
Information Exchange (PIE)
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» Focus on Integration (e.g.,
Behavioral Health and Primary
Care)

» Expand School-Based and
School-Linked Services

» Fully Scale Systems of Care

» Expand Workforce Capacity,
including youth and family
peers

» Use Data for Measurement-
Based & Outcome-Driven Care

MEADOWg

MENTAL HEALTH




CONNECTICUT
CHILDREN'S BEHAVIORAL

HEALTH PLAN

Annual Report October 2024

Executive Summary

This Annual Report is being submitted by the Children’s Behavioral Health Plan Implementation
Advisory Board (Advisory Board) as required by Connecticut General Statutes (CGS) Section
17a-22ff. Consistent with the collaborative efforts to develop the Children’s Behavioral Health
Plan (Plan), the Annual Report reflects the collective work of state agencies, family advocates,
providers, and community partners to implement the Plan. The Advisory Board has worked to
address the recommendations from its 2023 Annual Report, including substantial efforts to align
and coordinate efforts among related advisory bodies. During this past year, there have been
several accomplishments across the following components of the children’s behavioral health
system, consistent with the Plan:

System Organization, Financing and Accountability

Health Promotion, Prevention and Early Identification

Access to a Comprehensive Array of Services and Supports
Pediatric Primary Care and Behavioral Health Care Integration
Disparities in Access to Culturally Appropriate Care

Family and Youth Engagement

Workforce

In spite of efforts made over the last year, there is an escalating need to address the significant
workforce needs, insufficient funding structures, and lack of coordination across advisory
bodies. Continued failure to actively and adequately address the expanding workforce crisis

is destabilizing the children’s behavioral health system. Staffing shortages across programs and
levels of care are exacerbated by inadequate pay for highly demanding work. At the same time,
insufficient funding imperils the ability of providers to continue delivering services. The urgency
of addressing these immediate system needs is heightened by the well-documented context of
alarming and steadily escalating rates of children's behavioral health distress over the past
several years. While there are many activities underway to identify additional services and
system needs, Connecticut’s children and families cannot afford further delay in making the
investments needed to stem erosion of the progress made in our children’s behavioral health
system over years of thoughtful and purposeful implementation.

The Advisory Board makes the following Recommendations for 2025:
1. Address the Workforce Crisis
The Advisory Board strongly encourages the state to implement the recommendations from the

workforce strategic plan, Strengthening the Behavioral Health Workforce for Children, Youth,
and Families: A Strategic Plan for Connecticut, published last year. This report features 8



https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
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recommendations to provide Connecticut with a blueprint for supporting a diverse and competent
workforce to meet the behavioral health needs of children and families. The Advisory Board
wishes to highlight the following two recommendations from the report. Recommendation 1:
Increase reimbursement for children’s behavioral health services to cover actual costs of high-
quality care and establish a transparent and systematic rate-setting process. This
recommendation in particular has the potential to enable providers to effectively address
workforce shortages. Recommendation 7: Expand the youth and family peer support workforce.
Over the next year, the Advisory Board will directly address this recommendation through
development of an action plan that advises the state as to how to expand the peer support
workforce.

2. Develop optimal funding paradigms

In 2020 the Advisory Board worked with Carelon, as well as the Department of Children and
Families (DCF) and the Department of Social Services (DSS), to complete a fiscal map of
funding for children’s behavioral health services across levels of care. The Advisory Board
recommends that the fiscal map be completed again in 2025 and be inclusive of Medicaid,
commercial insurance, and other payers.

3. Coordinate Efforts of Advisory Bodies

The Advisory Board made significant progress toward coordination across bodies, in particular
with the Children’s Behavioral Health Advisory Committee (CBHAC), the Statewide Advisory
Council (SAC), and the Behavioral Health Partnership Oversight Council (BHPOC). However,
more work is needed to strengthen alignment and coordination. In 2025 the Advisory Board will
persist in its efforts to convene meetings with the remaining bodies and implement processes for
collaboration identified over the last year.

Introduction

The Plan continues to serve as a comprehensive blueprint for promoting the emotional wellbeing
of all children in our state (https://plan4children.org).

It reflects extensive input from multiple stakeholders including substantial contributions to the
vision for our system from Connecticut families. The Plan development process featured:
e 6 open forums held across the state, facilitating input from parents, mental health experts,
and community members;
e 5 meetings of the advisory committee focused on the Plan’s development;
e 12 facilitated discussions on aspects of the children’s behavioral health system; and
e 22 community conversations held across the state specifically to gather input from
families and youth regarding the network of care in Connecticut.

The broad group of stakeholders who participated in the development of the Plan has
subsequently been reflected in Advisory Board membership. The membership, most recently
updated within Public Act 22-47, reflects the system’s reliance on collaboration and coordination
among state agencies, providers, advocates, family members, and other partners to provide
comprehensive behavioral health services across the full continuum of care in home, community,


https://plan4children.org/
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school, and hospital settings. The full list of affiliations of Advisory Board members together
with the membership of other related governing bodies can be found in Addendum 1.

The Plan’s vision for Connecticut’s behavioral health system is guided by the following core
values. The system should be: family-driven and youth guided, community-based, culturally
and linguistically appropriate and trauma informed. More background on the development of
the Plan can be found here. The framework and vision of the Plan remain relevant and
constructive to the ongoing work to strengthen the systems and services that prevent, identify,
and treat behavioral health needs for children and families within the state. Its organization
around the following seven thematic areas of focus reflect the structure of the integrated
approach to care:

System Organization, Financing and Accountability

Health Promotion, Prevention and Early Identification

Access to a Comprehensive Array of Services and Supports
Pediatric Primary Care and Behavioral Health Care Integration
Disparities in Access to Culturally Appropriate Care

Family and Youth Engagement

Workforce

Each past annual report has provided an overview of work completed across the areas of focus
and progress made toward the Plan’s vision. The reports are available for review in full here.
Highlights of accomplishments between 2015 and 2023 are attached as Addendum 2. This
Addendum offers a high-level accounting of some of the most consequential work of the
Advisory Board and its members, such as development of the state’s Suicide Prevention Plan, the
Assisted Intervention Matching Tool, Recommendations for Early Identification and Screening,
adoption of Culturally and Linguistically Appropriate Standards, implementation of ACCESS
Mental Health, and launch of the urgent crisis centers. The Advisory Board is dedicated to
pursuing cross-utilization of resources, data, and tools so as to effectively and efficiently utilize
existing resources and to direct current and future efforts toward quickly achieving system
improvements. Each report also identified recommendations regarding key priorities for the
system in the upcoming year. The 2023 Annual Report identified the following
recommendations:

1. Align oversight and advisory efforts;

2. Aggressively address behavioral health workforce shortages; and

3. Develop and implement a sustainable model for funding and delivering children’s
behavioral health services.

The full Advisory Board met on the following dates in 2024: April 22", May 20", June 17", and
October 21%, This Annual Report serves as an update on the progress made toward achieving the
2023 recommendations, and also highlights significant advances made by the various state
agencies and other organizations serving on the Advisory Board in critical areas of the children’s
behavioral health system, as such advances are aligned with the Plan’s areas of focus.


https://plan4children.org/connecticuts-plan/#archived-work
https://plan4children.org/connecticuts-plan/#annual-progress-reports
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2023 Recommendation 1: Align oversight and advisory efforts

For the past several years, the Advisory Board has recommended the alignment of the six
existing children’s behavioral health oversight and advisory bodies (bodies), including:

e Children’s Behavioral Health Plan Implementation Advisory Board (Advisory Board);

e Children’s Behavioral Health Advisory Committee (CBHAC);,

e Statewide Advisory Council (SAC);

e Child/Adolescent Quality, Access and Policy Committee (CAQAP) of the Behavioral
Health Partnership Oversight Council (BHPOC);

e Transforming Children’s Behavioral Health Policy and Planning Committee (TCB); and

e Juvenile Justice Policy and Oversight Committee (JJPOC).

The complexity of the children’s behavioral health system is depicted in Addendum 3, and a
crosswalk of the bodies are available in Addendum 4. Together with Addendum 1, the
crosswalks offer a comparison of the legislative mandates, priorities, family engagement
strategies, and memberships among these 6 groups.

The six bodies mentioned above are those most aligned in regard to the mandate to improve the
children’s behavioral health system. There are many other workgroups, task forces, and councils
that have a relationship to children’s behavioral health. As an example, at a recent TCB meeting,
the Connecticut State Department of Education (CSDE) referenced 13 different children’s
behavioral health groups to which the department designates a member, and mentioned further
that these 13 are among the 60 groups overall that maintain a member from CSDE. Similarly, at
a meeting of the Mental Health Subcommittee of the Comptroller’s Health Care Cabinet, the
Department of Mental Health and Addiction Services (DMHAS) provided a list of 80 groups
with designated participation from department staff. These examples further illustrates the need
to eliminate redundancy in the respective missions of these bodies and to consider the possibility
of eliminating or merging entities with related missions. Alignment and coordination among
these bodies is essential to achieving efficiency, effectiveness, and overall system improvement.

On an individual level, the three Advisory Board Tri-Chairs as well as other members of the
Advisory Board are purposeful in their participation on multiple bodies. For example, Ms. Smith
and Dr. Cannata serve on workgroups of the JJPOC and intentionally cross-inform the work
(bringing information discussed at the Advisory Board to JJPOC meetings, and vice-versa). All
three Tri-Chairs participate in TCB workgroups and have been responsive to requests to provide
presentations and information to the TCB Chairs and at TCB meetings. While this cross-
participation is valuable for information sharing purposes, it does not serve to expedite concrete
actions to achieve our shared goals. This year’s Advisory Board meetings focused on making
progress toward achieving such alignment as referenced in Recommendation 1. The Tri-Chairs
of the Advisory Board extended invitations to the chairs and administrators of the other five
bodies, offering each body an opportunity to meet with and present directly to Advisory Board
members. The intent of this engagement was to identify unique roles, shared goals, and
opportunities for collaboration, as well as to offer support from the Advisory Board to each of
the other bodies.
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The Advisory Board met with three of the other bodies. Unfortunately, and despite the vigorous
efforts of administrators, the Advisory Board was unable to schedule the TCB and JJPOC
presentations to the Advisory Board. Advisory Board Tri-Chairs met on two occasions with the
TCB Tri-Chairs to discuss the shared goals and unique roles of the two bodies, and agreed to
collaborate as their respective work moves forward. Advisory Board Tri-Chairs are also
participating as members of the TCB’s Strategic Planning Workgroup and the TCB
subcommittees. Advisory Board Tri-Chairs will also present this Annual Report at an upcoming
TCB meeting in November.

The following presentations occurred during in-person Advisory Board meetings (meeting
materials available here):

e April 22,2024
Children’s Behavioral Health Advisory Committee
Chairs, Nan Arnstein and Gabrielle Hall

e May 20, 2024
Statewide Advisory Council
Chairs, Myke Halpin and Sarah Lockery

e June 17,2024
Child/Adolescent Quality, Access, and Policy Committee of the Behavioral Health
Partnership Oversight Council
Chairs, Melissa Green and Steve Girelli

Presenters were asked to address the following:

What are the most pressing concerns among your membership this year?
What work is underway or planned for this year (or the year ahead)?
How is family voice incorporated into your work?

What do you need from the Advisory Board to support your work?
What questions do you have of the Advisory Board members?

agkrownE

The presenters’ responses to the first two questions identified above provided insight on where
there are shared areas of focus among the bodies. For example, all groups included the following
as priorities (identified either as a concern among membership or as work planned for the
upcoming year):

e Addressing the workforce shortage;
e Increasing access of children and families to the full service array; and
e Strengthening racial equity in behavioral health services.

Other concerns identified were specific to the given body. For example, unique
recommendations and member concerns included: participation in local collaboratives
(CBHAC), access to non-emergency medical transportation (CAQAP), and information on the
number of families with open DCF cases (SAC).


https://plan4children.org/calendar/month/?tribe_eventcategory%5B0%5D=67
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Family voice is incorporated within each body, with family members or youth with lived
expertise participating as members as well as chairs. Engagement of families within CBHAC is
particularly noteworthy, with families consisting of more than half of its members. The agendas
and annual reports also directly reflect family-identified priorities.

In response to questions four and five above, the presenters asked that the Advisory Board
support the work of the other bodies with the following:

Assist with engaging legislators to appoint members to the given body per their statute;
Support engagement of families across the bodies;

Share Advisory Board recommendations to inform other bodies’ reports; and

Engage in coordination on shared priorities and goals.

2023 Recommendation 2: Aggressively address behavioral health workforce shortages

Behavioral health workforce shortages at every level of care are impairing the state’s ability to
provide timely and high-quality services during a time of heightened demand for services and
increasing symptom acuity. In short, there are more children presenting with more acute and
persistent behavioral health conditions, while the number of clinicians and direct care staff
working with populations with high needs (in community, hospital, and home-based settings) has
decreased to alarmingly low levels. This current crisis is a priority of the Advisory Board.

In November 2023 CHDI, in collaboration with the Advisory Board and with funding from DCF,
published Strengthening the Behavioral Health Workforce for Children, Youth, and Families: A
Strategic Plan for Connecticut. The Workforce Strategic Plan was the culmination of a process
involving extensive stakeholder engagement, advisement from a small group including Advisory
Board representatives and those with lived expertise, and a comprehensive review of national
and out-of-state initiatives. The plan includes recommendations for short- and long-term
solutions to strengthen the pipeline, diversity, recruitment, retention, and competencies of the
workforce.

At the June 17, 2024 Advisory Board meeting, CHDI presented an update on the workforce plan,
and recent policy or system changes in the state that aligned with the Workforce Strategic Plan’s
recommendations. Progress is noted below.

1. Increase reimbursement rates for children’s behavioral health services to cover actual
costs of high-quality care and establish a transparent and systematic rate-setting process.

e A Medicaid rate was established to reimburse urgent crisis center (UCC) services.

e Inresponse to a study of Medicaid rates for behavioral health services which
found Connecticut’s rates significantly short of those in comparable states (by
approximately $48 million), $7 million was allocated to increase behavioral
health Medicaid rates specifically for children’s services. The Advisory Board
notes that although these increases are helpful to the system, the rates continue to
fall short of the cost of delivering services and allowing agencies to pay
competitive or even comparable wages to other states.


https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
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2. Make immediate and significant investments in behavioral health workforce recruitment
and retention.

e The CGA appropriated $10 million in American Rescue Plan Act (ARPA) funds
to DCF to be used in support of children's behavioral health. DCF prioritized this
funding in support of behavioral health provider workforce recruitment and
retention efforts. Funding was distributed in three ways: a portion of the funds
was allocated to all DCF behavioral health contracts; an additional portion was
allocated to behavioral health in-home treatment services contracts; and a third
portion was allocated to Intensive In-home Child and Adolescent Psychiatric
Services (IICAPS) providers. This represents a much-needed infusion of
resources. These funds are one-time investments, however, and in the absence of
an ability to annualize these increases their positive impact will be time limited.

3. Develop a children’s behavioral health workforce center that can track and respond to
trends in supply and demand and sustain workforce development efforts.
e No significant progress noted.

4. Grow and diversify the children’s behavioral health workforce pipeline.
e The CT Health Horizons initiative has continued to provide tuition assistance to
master’s in social work students.
e The Governor implemented a new student loan repayment program.

5. Increase behavioral health training across the child-serving workforce.
e New asynchronous trainings available to providers at no cost were launched by
CHDI as part of a new online platform with funding support from DCF.

6. Remove administrative barriers to workforce entry and retention.

e Public Act 24-30 allows Connecticut to participate in a multistate social work
licensure compact. While this may facilitate social workers considering
transferring to Connecticut, this will only have impact if Connecticut is able to
address the disincentives for practice in Connecticut such as salaries and
reimbursement rates.

7. Expand the youth and family peer support workforce.
e The Advisory Board endorsed work on this recommendation as a priority in the
upcoming year as mentioned above (see more information below).

8. Expand the role and capacity of community-based organizations in prevention and early
intervention.
e Many state agencies and community-based partners engage in ongoing prevention
and early intervention work. There has not been significant additional investment
in the last year.

At the same Advisory Board meeting, the Tri-Chairs introduced an agenda item to advance new
work in support of the Workforce Strategic Plan’s recommendation regarding expanding peer
support specialists within the children’s behavioral health workforce. With support from
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Advisory Board members, it was decided that the potential role of peer support specialists will be
a priority for the next year. The Advisory Board has directed that CHDI, in its role supporting
the Advisory Board’s work through a contract with DCF, will lead development of
recommendations and an associated action plan for Connecticut to increase the number of family
and youth peer support specialists working within children’s behavioral health services. The
recommendations will address training, certification, roles, and career pathways, and will
identify opportunities for reimbursement and other sustainable funding.

A Steering Committee inclusive of members of the Advisory Board, providers, current peer
support specialists, and family members with lived expertise, will guide the process and
development of recommendations. Methods will include a literature review, focus groups,
interviews, and a scan of work already underway in Connecticut and best practices in
implementation and funding across other states. The recommendations are expected to be
released in the fall of 2025.

2023 Recommendation 3: Develop and Implement a Sustainable Model for Funding and
Delivering Children’s Behavioral Health Services

Addressing children’s behavioral health needs requires a sustainable model of blended funding
that covers actual costs of high-quality and timely care across the system. Efforts to strengthen
funding this year included the following:

e During the 2024 legislative session unspent ARPA funding was reallocated including $7
million specifically to support higher Medicaid reimbursement rates for children’s
behavioral health services. The allocation is described in more detail in the updates below
and came on the heels of the release of DSS’ Phase 1 Report: Studies of Medicaid Rates
of Reimbursement.

e Connecticut submitted an application for award of a federal Certified Community
Behavioral Health Clinic (CCBHC) planning grant. During the planning period the state
would select three programs for participation. CCBHCs provide comprehensive
community-based behavioral health care for children, teens, adults, and seniors, and offer
24/7 crisis intervention services.

2024 Children’s Behavioral Health Plan Implementation Updates

Implementation of the Children’s Behavioral Health Plan is the responsibility of the various
members of the Advisory Board. The highlights below reflect a sample of the accomplishments
and investments from member organizations. These are illustrative of the interagency approach
to children’s behavioral health that is critical for a sustainable approach to timely high-quality
care for children.

System Organization, Financing and Accountability

e Public Act 23-204, Sec. 15 appropriated $7,000,000 for FY 2025 to DSS for Medicaid
rate increases (also noted above) for providers of behavioral health services to children.
This will address a 15% increase for therapeutic behavioral health services, targeted case
management, family psychotherapy that includes the patient, and adaptive behavioral


https://ctnewsjunkie.com/wp-content/uploads/2024/02/CT-Medicaid-Rate-Study-Phase-1-Final-Report-February-2024.pdf#:~:text=The%20rate%20study%20is%20conducted%20in%20two%20phases:%20Phase%201
https://ctnewsjunkie.com/wp-content/uploads/2024/02/CT-Medicaid-Rate-Study-Phase-1-Final-Report-February-2024.pdf#:~:text=The%20rate%20study%20is%20conducted%20in%20two%20phases:%20Phase%201
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health treatment by a technician using an established plan. It additionally will allow for a
3.75% increase on the remaining children’s procedure codes with the exception of
Autism Spectrum Disorder evaluations. Coverage is expanded to those up to 20 years of
age.

As follow up to recommendations from the Advisory Board’s Data Integration
Workgroup, DCF funded CHDI to conduct focus groups with family members with lived
expertise, family advocates, providers, and DCF staff. The findings have been reflected
within a report with recommendations regarding reporting of data related to children’s
behavioral health. The report findings will be shared with the Advisory Board and the
Data Integration Workgroup members at upcoming meetings.

CONNECTIng Schools to Care IV Students (CONNECT 1V) represents the fourth round
of funding awarded to Connecticut from the U.S. Substance Abuse and Mental Health
Services Administration (SAMHSA) to strengthen the system of care in the state.
CONNECT IV is a four-year grant awarded to DCF, with CHDI serving as the statewide
Coordinating Center. Other grant partners include Carelon Behavioral Health, FAVOR,
Inc., and The Consultation Center at Yale. CONNECT IV will improve access to
equitable and appropriate school- and community-based care using Connecticut’s
established framework for trauma-informed Comprehensive School Mental Health.

DCF has contracted with CHDI to serve as the Performance Improvement Center (PIC)
for the UCCs. CHDI will provide data analysis and hold associated quarterly meetings
with providers to discuss trends in data. At this time, data includes episode-level data
related to demographics, presenting problems (e.g., harm/risk of harm to self, disruptive
behavior), referral source, implementation of model elements (e.g., medical clearance,
crisis assessment), length of stay, and indicators related to discharge. Trainings for the
UCC providers are being identified and will be a focus of the PIC in the coming months.

Special Act 24-10 required that DPH convene a working group, and by January 1, 2026,
develop a universal patient intake form based on the working group’s requirements and
guidelines. The Tri-Chairs of the Advisory Board will serve on the working group to
support coordination. The universal patient intake form is intended to reduce the
duplication of intake information collected across providers of behavioral health services
for children. A report will be submitted to the joint standing committees of the General
Assembly having cognizance of matters relating to children and public health, and shall
include such recommendations, form requirements and guidelines.

Health Promotion, Prevention and Early Identification

DMHAS, in collaboration with DCF and the Program for Specialized Treatment Early in
Psychosis (STEP) at The Connecticut Mental Health Center (CMHC)/Yale University
School of Medicine, developed a statewide plan for scaling the First Episode Psychosis
(FEP) program statewide. STEP has been internationally recognized for Early
Intervention Services (EIS) provided to individuals between the ages of 16 and 35 with
recent onset schizophrenia spectrum disorders or first-episode psychosis within New
Haven and surrounding towns. The statewide scale-up of FEP services includes Early


https://www.connectingtocarect.org/
https://documents.cthosp.org/9/Becky/MMFlyerSTEPLCOverviewV4reduced.pdf
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Detection and Assessment Coordinators (EDACS) in each of the five DMHAS regions.
The EDACs are offering outreach to individuals experiencing a recent onset of
schizophrenia spectrum disorders or first-episode psychosis, conducting
screenings/assessments using specific scales, providing outreach and education to family
members, and collaborating with treatment providers and connecting them with clinical
consultation and trainings via STEP’s Learning Collaborative.

DMHAS Young Adult Services (YAS) finalized the outcomes in year four of a five-year
federal SAMHSA grant, CT Stay Strong Healthy Transitions, to develop and implement
an early intervention program for young people between the ages of 16 and 25 operated
by the New Britain and East Hartford DMHAS Local Mental Health Authorities
(LMHASs) which demonstrated statistically significant improvement in overall mental
health ratings noted between baseline and six month follow up.

The Office of Early Childhood (OEC) is implementing several integrated approaches to
support young children’s social and emotional wellbeing. The Pyramid Model is a
framework that provides programs with guidance on how to promote social and
emotional competence in all children and designing effective interventions that support
young children with persistent challenging behavior. ECCP is a strength-based mental
health consultation program designed to build capacity of caregivers by offering support,
education, and consultation. ECCP’s purpose is to meet the social-emotional needs
and/or developmental concerns of children birth to five; this includes promoting inclusion
to mitigate exclusionary discipline practices. In recognition of the importance of
promoting inclusion in early child care settings and the disproportionate rates of
suspension and expulsion of children of color in preschool settings, OEC is proactively
addressing the issue through educating staff and families.

OEC supports a continuum of perinatal service delivery, including its Doula project and
Mind Over Mood, an initiative that helps a mother transition from birth to postnatal care
by addressing maternal mental health within early childhood home visitation programs.

OEC also coordinates supports from services provided by Connecticut Association for
Infant Mental Health and Sparkler to support the social and emotional development of
children, while also heightening awareness of developmental milestones.

DCF has funded CHDI to conduct a Comprehensive School Mental Health Landscape
Analysis that will identify and catalog the many behavioral health services that occur
within school settings.

Access to a Comprehensive Array of Services and Supports

The Department of Developmental Services (DDS) has established a Children’s Services
Division to create a more centralized support system for families of our younger
individuals. These services offer in-home supports, respite and other waivered services.
The Division has also opened 2 respite centers (4 beds in each). The goal of this division
is to maintain children within the family home while providing appropriate agency and
community supports.
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OEC is working to increase awareness on how homelessness can be a traumatic
experience potentially impacting children’s development in lasting ways. Insecure
Housing Training and Support provides training on homelessness and housing instability
to increase awareness of the McKinney-Vento Homeless Assistance Act.

Through funding from DCF, Carelon Behavioral Health’s Community Pathways
program, launched this year, is part of Connecticut’s Family First Prevention Services
Act Plan. The person-centered, strengths- and family-based approach promotes early
intervention and upstream access to preventive services to ensure optimal results for
children and their families. Parents and caregivers with a child under the age of 18 in
need of a non-emergency referral can call Carelon Behavioral Health at 877-381-4193
and specialists will connect families to evidence-based interventions and community
resources and will provide on-going support as needed. This program is available
regardless of income or insurance.

To expand prevention, identification, and treatment of substance use disorders (SUD),
DCF has contracted with CHDI to provide training, professional development, and
consultation for DCF contracted Outpatient Psychiatric Clinic for Children (OPCC)
Providers on SUD. Additionally, through a federal SAMHSA grant, CHDI is
coordinating comprehensive, family-based treatment, early intervention and recovery
support services for transitional aged youth (TAY) ages 16-25 with SUD.

Pediatric Primary Care and Behavioral Health Care Integration

School-Based Health Centers (SBHC) expanded the number of sites with behavioral
health services. Services at SBHCs include screenings for mental health needs, including
depression and trauma, at the time of a medical visit. Positive screenings can be followed
up with referral for community services or to services directly by the SBHC. The most
common mental health trends treated at SBHCs include anxiety and depression, and
referrals self-harm, eating disorders, and trauma.

Disparities in Access to Culturally Appropriate Care

Since 2015, Connecting to Care CT’s Culturally and Linguistically Appropriate Services
(CLAS) workgroup has trained a total of 2,591 participants in health equity related
topics. Additionally, 65 organizations were trained using a six-month cohort process in
the development of organizational Health Equity plans and creating internal DEI
workgroups.

Family and Youth Engagement

CSDE engaged families and youth through a variety of initiatives, including the
Commissioner’s Roundtable on Family and Community Engagement, and community
stakeholder forums and surveys on Elementary and Secondary School Emergency Relief
(ESSER) investments.

Through CSDE’s Voice4Change program, students were given the opportunity to
propose and vote on how more than $1.5 million in federal relief funds should be
invested to reimagine Connecticut’s schools. Over 80% of Voice4Change submissions
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addressed the need for more social, emotional, and mental health supports for students
and school staff.

Through funding from DCF, CHDI has developed a new peer support model, Students
Supporting Students, for schools based on best practices from across the country. It is
currently being piloted with three Connecticut schools for the 2024-25 school year:
Lebanon Middle School (Lebanon), Lyman Memorial High School (Lebanon), and
Highville Charter School (New Haven). An additional school will be selected soon. Pilot
schools will receive training, technical assistance, a financial stipend, and access to the
Peer Support Guides.

The Advisory Board has prioritized strengthening family member participation for the
upcoming year. In response, DCF has identified funding to begin providing stipends to
family members and offer simultaneous Spanish/English interpretation during meetings.

Workforce

As part of OEC’s Behavioral Health Initiatives, monthly webinars were held to highlight
mental health. All webinars were accessible to the community at large and recorded; the
recordings can be found on OEC’s website under Behavioral Health Initiative, as well as
on OEC’s YouTube page. Webinars in FY23-24 included: Suspension & Expulsion,
Insecure Housing Training and Support, Professional Development for Providers:
Sharpening the Workplace Toolbox, Personal Development for Parents/Caregivers:
Sharpening the Self-Care Toolbox, Women’s History Month, Black Maternal Health -
National Minority Health Month, National Mental Health Awareness Month, and
Financial Literacy.

CSDE is expanding the school-based mental health workforce. This includes funding of
21.5 FTE social workers across 20 school districts, grants to 73 school districts to hire
behavioral health staff, and funding to support mental health services at schools during
summer months.

With funding from DCF, CHDI has launched an asynchronous training platform, Kids
Mental Health Training, to host trainings on children’s behavioral health. Trainings on
school refusal and substance use screening have been made available to staff within
Mobile Crisis and Care Coordination programs, with expansion of training content and
audience planned for the upcoming year.

Advisory Board Recommendations for 2025

1. Address the Workforce Crisis

The Advisory Board is tasked with implementation of the children’s behavioral health plan.
Connecticut is lauded nationally for its quality and scope of services, consistent with the vision
outlined in the Plan. However, the strengths of our system are being undone by the severe
shortages in the workforce, in particular within settings and services for the highest need
populations. The system is experiencing a cycle of rising need, higher caseloads, clinician
burnout, staff shortages, and delays in care (see Figure 1 on the next page). As time passes, the


https://www.ctoec.org/behavioral-health-initiative-draft/behavioral-health-initiative-webinars/
https://www.ctoec.org/
https://www.ctoec.org/behavioral-health/
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impact of this cycle intensifies, and is resulting not only in waitlists and delays in care, but also
reduced quality of care (e.g., limited use of evidence-

based treatments, reduced frequency of treatment Figure 1: Escalating Cycle of Workforce Needs
sessions, less coordination of care, etc.).

Rising Need
Connecticut has a plan for addressing the workforce’s
needs (Strengthening the Behavioral Health Workforce
for Children, Youth, and Families: A Strategic Plan for
Connecticut). Limited progress has been made on the
recommendations to date. To ensure timely, equitable
and high-quality services to children, it is critical that
the state fully address those recommendations, and in
particular, that it close the gap between the cost of care
and the rates of reimbursement for services with
attention to addressing pay for clinicians at rates that
are aligned and competitive with salaries in
neighboring states and the cost of living in
Connecticut. The longer the state takes to fully address
workforce needs, the greater the shortages, and the
more challenging it will be to restore the system’s
critical infrastructure.

Delays in Care
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Over the next year, the Advisory Board will collaborate on the publication of recommendations
for expanding family and youth peer support roles within the children’s behavioral health
workforce. Recommendations will identify opportunities for strengthening integration of lived
expertise within the workforce and for addressing systemic workforce issues impacting access
and quality of care.

2. Develop optimal funding paradigms

In 2020 Carelon, together with DCF and DSS, completed an expanded fiscal map of children’s
behavioral health services across levels of care that was initiated by the Advisory Board in 2018.
The report assessed funding by Medicaid and DCF using data from 2015-2018. Given the
changes that have occurred since that time period, including impacts of the pandemic, the
Advisory Board recommends that the fiscal map be completed again in 2025, and that this report
be inclusive of private insurance spending in addition to Medicaid. As in the work done in 2018,
the children’s behavioral health system included programming and services funded by the other
state departments that are partners in the Children’s Behavioral Health System (as represented by
their inclusion of the Advisory Board). It will be important to ensure that the most current fiscal
mapping includes attention to changes in funding of the other state departments that impacts
children’s behavioral health services, such as the expansion of school-based services, some with
temporary ARPA funding and funding cuts to children’s programming being implemented by
Judicial Branch-Court Support Services Division.


https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/
https://plan4children.org/strengthening-the-behavioral-health-workforce-for-children-youth-and-families-a-strategic-plan-for-connecticut/

CBHPIAB Annual Report 2024 Page 14 of 22

3. Coordinate Efforts of Advisory Bodies

As follow up to their presentations, chairs of CBHAC, SAC and the Advisory Board met to
identify specific next steps to strengthen alignment across the bodies. The meeting resulted in an
agreement among the bodies’ chairs to intentionally align efforts to address shared priorities.
Beginning with FY 2024 annual reports, a summary of the three reports’ recommendations will
be provided as a supplement to the reports. During FY 2025 the chairs will continue to meet to
coordinate progress on recommendations and will proactively address a collaborative approach
to agenda setting and reporting in the upcoming year.

Looking ahead to 2025, the Advisory Board will persist in its efforts to convene meetings with
the remaining bodies, including both JJPOC and TCB. The Advisory Board remains committed
to pursuing alignment among these six bodies in order to achieve greater efficiency and
effectiveness in working toward common priorities and a shared vision of wellbeing for children
and families in Connecticut.

Respectfully submitted,
Elisabeth Cannata, Ph.D.

Carl Schiessl, JD
Ann R. Smith, JD, MBA

STATE AGENCY PARTNERS

Department of Children and Families (DCF) Office of the Governor
Department of Developmental Services (DDS) Office of Policy and Management (OPM)
Department of Social Services (DSS) Connecticut State Department of Education (CSDE)
Department of Public Health (DPH) Office of Early Childhood (OEC)
Department of Mental Health and Office of the Child Advocate (OCA)

Addiction Services (DMHAS) Office of the Healthcare Advocate (OHA)
Connecticut Insurance Department (CID) Judicial Branch Court Support Services Division (JBCSSD)
Department of Corrections (DOC) Commission on Women, Children, Seniors, Equity and

Department of Labor (DOL) Opportunity (CWCSEO)
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Member Affiliation?! Children’s Behavioral Health Children’s Behavioral Health State Transforming Children’s Juvenile Justice
Plan Implementation Advisory Behavioral Health Partnership Advisory Behavioral Health Policy Policy and Oversight
Board Advisory Council Oversight Council Council and Planning Committee Committee
Children & Families X X X X X X
» | Child Advocate X X X
8 | Comptroller X
g Corrections X X X X
° Developmental Srvcs X X X X
© Education X X X X X
§ Early Childhood X X
£ | Governor’s Office X
& | Healthcare Advocate X X X
A | Health Strategy X
2 Insurance X X
&% | Judicial X X X X X
‘é Dept of Labor X X
‘% | Mental Health&Addiction X X X X X
2 | Policy & Management X X X X
8 Public Health X X X X
Social Srvcs X X X X
Victim Advocate X
Lived Expertise? X X(=>51%) X X X X
Behavioral health providers X X X X X
Child care providers X
Family Advocates X X X X X
General Assembly X X X
Council on Medical Assistance.. X
Cmsn on Women, Children... X
Medical Provider X X
Police Chiefs’ Assn X X X
Private Foundation X X
Regional Advisory Councils X
School-Based Health Centers X
School Superintendent X
Tskfc: Children’s Needs X X
Tskfc: MH Service Providers. .. X
United Way Infoline X

1 Affiliation with department or organization (specific designee or representative may differ across committees)
2 Member has lived experience with Connecticut behavioral health system (either self or family member)
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Addendum 2: Children’s Behavioral Health Plan Implementation Advisory Board
Overview of Work 2015 - 2023

Below are highlights of work to date in implementing the Plan by members of the Advisory Board as documented
in Annual Reports submitted between 2015 and 2023. They are organized in alignment with the Plan’s seven
thematic areas.

A. System Organization, Financing and Accountability

Participation by all 12 state agency partners in fiscal mapping of the behavioral health system and
contributions to Annual Reports

Articulation of system of care and level of services

Data Integration Workgroup report with recommendations for improved cross-agency use of data; system
dashboard in development phase

Alternative Payment Methodology Workgroup report with recommendations for a framework and phased
implementation of a value-based payment system

B. Health Promotion, Prevention and Early Identification

DCF training on Infant Mental Health for early childhood partners and expanded Circle of Security training
for parents.

Multiagency workgroup completed an extensive review to inform recommendations for adoption of
screening tools to strengthen early identification of behavioral health needs

Perinatal support services provided to young adults receiving services from DMHAS

The State Suicide Prevention Plan developed in 2014 and updated for 2020-2025

The Child Trauma Screen is implemented by multiple partners, including DCF and juvenile justice settings
Release of the Gizmo’s Pawesome Guide to Mental Health for elementary school students (also recently
adapted for the preschool population)

Federal approval of Connecticut’s Families First Prevention Services Act (FFPSA) Plan in 2022 to support
strengthening families and reducing out-of-home placement.

Launch of the Assisted Intervention Matching Tool (AIM) to help providers, family members and others
identify potential services for a child’s needs

C. Access to a Comprehensive Array of Services and Supports

Urgent Crisis Centers funded per model developed by the Behavioral Health Urgent Care and Crisis
Stabilization Workgroup

Funding and implementation of the School Based Diversion Initiative

Signed MOUs between Youth Mobile Crisis and nearly all school districts in CT (schools now account for the
highest proportion of referrals to the program)

Coordination of 9-8-8 and Mobile Crisis services

D. Pediatric Primary Care and Behavioral Health Care Integration

Expanded use of screening tools in pediatric primary care and added billing codes to track positive
screenings

Implementation of ACCESS Mental Health to increase pediatric knowledge of mental health and direct
consultation for youth behavioral health needs for children, youth and young adults

E. Disparities in Access to Culturally Appropriate Care


https://plan4children.org/connecticuts-plan/#archived-work
https://www.plan4children.org/wp-content/uploads/2019/02/CBHP-OnePager-Final.pdf
https://plan4children.org/wp-content/uploads/2022/01/Data-Integration-Workgroup-Report-12.17.21.pdf
https://plan4children.org/wp-content/uploads/2022/01/APM-Workgroup-Final-Report_12.17.21.pdf
https://portal.ct.gov/-/media/DCF/Prevention/PDF/Suicide-Prevention-Plan-2020-2025_9-4-20_Web_Rev.pdf
https://www.chdi.org/our-work/trauma-informed-initiatives/ct-trauma-screen-cts/
https://www.gizmo4mentalhealth.org/
https://portal.ct.gov/-/media/DCF/CTFamilyFirst/pdf/State-of-Connecticut-Family-First-Plan-January-2022_FINAL.pdf#:~:text=Family%20First%20is%20being%20utilized%20as%20a%20tool%2C,to%20prevent%20maltreatment%20and%20children%20entering%20foster%20care.
https://www.connectingtocarect.org/supports-services/aim/
https://plan4children.org/wp-content/uploads/2022/01/BHUC-CSU-Workgroup-Final-Report-1.7.21.pdf
https://plan4children.org/wp-content/uploads/2022/01/BHUC-CSU-Workgroup-Final-Report-1.7.21.pdf
https://www.chdi.org/our-work/school-based-mental-health/sbdi/
https://www.mobilecrisisempsct.org/
https://www.accessmhct.com/
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= Adoption of the Culturally and Linguistically Appropriate Standards (CLAS), CT-developed inclusion of a
racial justice framework, development of a CLAS Toolkit, and consultation to support implementation

= Health Equity Plans developed by agencies providing state-contracted behavioral health services

= Agencies, including DCF, CSSD and others engage in quality improvement efforts with behavioral health
providers that include analyzing access and outcome data by race and ethnicity

F. Family and Youth Engagement
= Mandated representation and strong participation of family members across policymaking bodies,

including the Advisory Board, the Children’s Behavioral Health Advisory Council, and the CONNECT
Workgroups

= Development of the Connect4Families Toolkit

= Documenting and utilizing community conversations to include family voice in shaping the system

® Training for families on the behavioral health system of care

G. Workforce
= Training on home-, clinic- and school-based evidence-based treatments

= Learning collaboratives for providers to address recruitment and retention challenges
= Release of Strengthening the Behavioral Health Workforce for Children, Youth, and Families: A Strategic Plan
for Connecticut by the Advisory Board in collaboration with the Child Health and Development Institute.



https://plan4children.org/connecting-to-care/culturally-and-linguistically-appropriate-services/
https://plan4children.org/connecting-to-care/
https://plan4children.org/connecting-to-care/family-care-connections/
https://plan4children.org/connecticuts-plan/archived-work/family-and-community-conversations/
https://plan4children.org/wp-content/uploads/2023/11/CHDI_Workforce-Strategic-Plan_Report_CT-Plan-4-Children_V11.FINAL_.pdf
https://plan4children.org/wp-content/uploads/2023/11/CHDI_Workforce-Strategic-Plan_Report_CT-Plan-4-Children_V11.FINAL_.pdf
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Addendum 3: Connecticut Children’s Behavioral Health System:
State Agencies and Oversight/Advisory Bodies

STATE AGENCIES AND OVERSIGHT/ADVISORY BODIES
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AGENCIES

STATE DEPARTMENTS/

STATE AGENCIES

DCF - Department of Children and Families

DDS - Department of Developmental Services

DSS - Department of Social Services

DPH - Department of Public Health

DMHAS - Department of Mental Health and Addiction Services

CID - Connecticut Insurance Department

DOC - Department of Corrections

DOL - Department of Labor

CSDE - Connecticut State Department of Education

OEC - Office of Early Childhood

OCA - Office of the Child Advocate

OHA - Office of the Healthcare Advocate

JBCSSD - Judicial Branch Court Support Services Division

CWCSEO - Commission on Women, Children, Seniors, Equity and Opportunity
BHP — Behavioral Health Partnership (incudes DCF, DMHAS and DSS)

OVERSIGHT/ADVISORY BODIES

CBHPIAB — Children’s Behavioral Health Plan Implementation Advisory Board
TCBHPPC — Transforming Children’s Behavioral Health Policy and Planning Committee
JJIPOC — Juvenile Justice Policy and Oversight Committee

BHPOC - Behavioral Health Partnership Oversight Council

SAC - State Advisory Council on Children and Families

CBHAC — Children’s Behavioral Health Advisory Council
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Addendum 4: Connecticut Children’s Behavioral Health System: State Agencies and Oversight/Advisory Bodies

Leadership and
Structure

Committee Charge Per Statute

Reporting Requirements

Family Engagement
and Membership

FY24 Priorities

Children’s Behavioral Health Plan Implementation Advisory Board
Target Population: all children in Connecticut

Tri-chairs selected by
DCF Commissioner

Quarterly mtgs

Short-term workgroups
are established and meet
as needed to address
specific needs in the
system

CGS Sec. 17a-22ff
Established 2015

The board shall advise member
agencies, service providers,
advocates, and others regarding (a)
execution of the behavioral health
plan for all children in Connecticut
developed pursuant to Connecticut
law, (b) cataloguing the mental,
emotional, and behavioral health
services offered for families with
children in the state by agency,
service type, and funding allocations
to reflect capacity and utilization of
services, (c) adopting standard
definitions and measurements for
services that are delivered, when
applicable, and (d) demonstrating the
collaboration of such agencies,
providers, advocates, and other
stakeholders in implementing the
Plan. (Home - Plan 4 Children). The
Advisory Board meets quarterly and
issues an annual report to the General
Assembly each October.
Subcommittees are convened to
address aspects of the board’s
statutory charge.

Annual report to the joint standing
committee of the General
Assembly having cognizance of
matters relating to children
[Children’s Committee]

Report must address: the status of
the Plan’s execution; level of
collaboration among agencies and
stakeholders; recommendations
for improvements in execution of
the plan or collaboration among
stakeholders; additional
information as needed to reduce
long-term impact of behavioral
health needs on children.

At least 8 members
must be families with
lived expertise

Beginning FY25, will
provide
Spanish/English
translation and
stipends to
participating family
members

(1) Coordinate Efforts of
Advisory Bodies

(2) Address the
Workforce Crisis

(3) Develop optimal
funding paradigms

Children’s Behavioral Health Advisory Committee
Target Population: all children in Connecticut



https://documents.cthosp.org/9/Becky/CGS17a22fCBHPIAB.pdf
https://www.plan4children.org/
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Two chairs: one family
member and one
provider

Bimonthly mtgs
required, but typically
meet monthly

CGS Sec. 17a-4a
Established 2000

The committee shall promote and
enhance the provision of behavioral
health services for all children in this
state. It shall meet at least bimonthly
and submit a status report on local
systems of care and practice standards
for state-funded behavioral health
programs to the commissioner of
children and families and State
Advisory Council on Children and
Families.

Annual status report to the DCF
Commissioner on local Systems
of Care/Community
Collaboratives and practice
standards for state-funded
behavioral health programs

Biannual recommendations to the
DCF Commissioner and the SAC
on the provision of behavioral
health services for all children in
the state, including: assessment
and benefit options for children
with behavioral health needs;
appropriateness and quality of
care for children with behavioral
health needs; the coordination of
services provided under the
HUSKY Health program with
services provided by other
publicly-funded programs; (4)
performance standards for
preventive services, family
supports and emergency service
training programs; (5)
assessments of community-based
and residential care programs; (6)
outcome measurements by
reviewing provider practice; and
(7) a medication protocol and
standards for the monitoring of
medication and after-care
programs.

At least 51% of
members must be
parents or relatives of
a child who has or had
a serious emotional
disturbance or persons
who had a serious
emotional disturbance
as children

Family members
receive a stipend for
participation

All meetings have live
Spanish/English
translation services

2022-2025 Priorities:

(1) Pediatric Primary
Care and Behavioral
Health Care
Integration

(2) Disparities in Access

to Culturally

Appropriate Care

Access to a
Comprehensive Array
of Services and
Supports

@)

More specific
recommendations within
annual reports

Behavioral Health Partnership Oversight Council and the Chil

Target Population: Med

icaid-insured

d/Adolescent Quality, Access, and Policy Committee

Tri-chairs: provider,
family member, and

Administrative support
provided by the Joint

CGA Sec. 17a-22j
Established 2006

The council shall advise the
commissioners of children and

Committees report on meeting
content back to the Oversight
Council and make
recommendations to the Council

about improvements in guality

CAQAP Key Topics:
(1) Utilization of EDs and
in-patient beds



https://documents.cthosp.org/9/Becky/CGS17a4aCBHAC.pdf
https://documents.cthosp.org/9/Becky/CGS17a22jBHPOC.pdf
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Cmte on Legislative
Management

Council and committees

meet monthly;
committees are open to
public without formal
membership

Committees:
Child/Adolescent
Quality, Access, and
Policy; Adult Quality,
Access, and Policy;
Operations;
Coordination of
Care/Consumer Access

families, mental health and addiction
services, and social services on the
planning and implementation of the
Behavioral Health Partnership (BHP)
established on behalf of children and
adults participating in the HUSKY
Health Program members (Medicaid
and CHIF services) and children
enrolled in the voluntary services
program operated by the Department
of Children and Families.

and access 1n children’s
behavioral health

(2) Utilization/availability
of intermediate levels
of care

(3) Urgent Crisis Center
utilization and
effectiveness and
Medicaid funding

(4) Non-Emergency
Medical
Transportation and its
impact on access to
care

(5) Medicaid
reimbursement levels
and state response to
study revealing
inadequacy of current
funding

(6) Health equity within
all of topics

State Advisory Council on Children and Families
Target Population: children served by DCF

Chair and Vice Chair

Quarterly mtgs

CGS Sec. 17a-4
Established 1971

The council shall (a) recommend to
the commissioner of children and
families programs, legislation or other
matters to improve services for
children and youth, (b) annually
review and advise the commissioner
regarding the proposed budget, (c)
interpret to the community at large
the policies, duties and programs of
the department, (d) issue reports to
the Governor and commissioner, (e)
assist in the development and review
of strategic plans, (f) receive a
quarterly status report from the
commissioner, (g) independently

Annual progress report

Review and comment on the
annual DCF budget (annually)
and the Child and Family Service

Plan (every five years)

Positions designated
for youth and
caregivers

Request youth and
caregivers for agenda
items

Family advocate
representatives

Members of the Youth
Advisory Board

Meetings includes
Regional Advisory
Council updates
representing family

(1) Access for services

(2) Workforce shortage

(3) Low Medicaid
reimbursement rates
and contracts without
COLAs

(4) Racial Justice

(5) Foster family
recruitment and
retention



https://documents.cthosp.org/9/Becky/CGS17a4ACCF.pdf

CBHPIAB Annual Report 2024

Page 22 of 22

monitor the department’s progress in
achieving its goals, and (h) provide an
outside perspective to the department.

voices from the
regions

Transforming Children’

s Behavioral Health Policy and Planning Committee

Target Population: all children

Tri-chairs: OPM
representative and two
members of the General
Assembly

Monthly meetings

Subcommittees include:
Strategic Planning;
Infrastructure; Services;
Prevention; School-
Based

CGS Sec. 2-137
Established 2022

The committee shall evaluate the
availability and efficacy of
prevention, early intervention, and
behavioral health treatment services
and options for children from birth to
age eighteen and make
recommendations to the General
Assembly and executive agencies
regarding the governance and
administration of the behavioral
health care system for children.

Statute does not
require family or
youth participation

Family members are
engaged within
planning efforts and
presentations

Workgroups defining
priorities

Juvenile Justice Policy a

nd Oversight Committee

Target Population: justice-involved youth

Chairs: Representatives
from OPM and General
Assembly

Monthly mtgs

Workgroups: Diversion;
Incarceration; Cross
Agency Data Sharing;
Racial and Ethnic
Disparities; Community
Expertise Workgroup;
Education Committee;
Gender Responsiveness

CSG Sec. 46b-121n
Established 2015

The committee shall evaluate policies
related to the juvenile justice system
and the expansion of juvenile
jurisdiction to include persons sixteen
and seventeen years of age.

Workgroup

Statute requires
participation by youth
and family members



https://www.cga.ct.gov/current/pub/chap_023j.htm#sec_2-137
https://documents.cthosp.org/9/Becky/CGS46b121nJJPOC.pdf
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The Evolution of the System of Care Approach
for Children, Youth, and Young Adults with Mental Health Conditions
and Their Families

By Beth A. Stroul, MEd; Gary M. Blau, PhD; and Justine Larson, MD

The system of care (SOC) approach was first introduced in the mid-1980s to address well-
documented problems in mental health systems for children and youth with serious emotional
disturbances (SEDs) and their families (Stroul & Friedman, 1986). Among these problems were
significant unmet need for mental health care, overuse of excessively restrictive settings, limited
home- and community-based service options, lack of cross-agency coordination, and a lack of
partnerships with families and youth. The vision was to offer a comprehensive array of community-
based services and supports that would be coordinated across systems; individualized; delivered in
the appropriate, least restrictive setting; culturally competent; and based on full partnerships with
families and young people (Stroul, 2002). The SOC approach has provided a framework for
reforming child and youth mental health systems nationwide and has been implemented and
adapted across many states, communities, tribes, and territories with positive results (Manteuffel et
al., 2008; Pumariega et al., 2003; Substance Abuse and Mental Health Services Administration
[SAMHSA], 2017; Stroul et al., 2010; Stroul, et al., 2012).

These efforts have resulted in significant strides across the United States in addressing youth
mental health issues. However, notwithstanding this progress, there is a continuing need to improve
SOCs based on environmental changes, changes in health and human service delivery,
experience, and data from evaluations and research. As such, an update of the approach was
published in 2010 (Stroul et al., 2010). This current document builds on the 2010 update and
describes the further evolution of the SOC approach, and presents further updates in the
philosophy, infrastructure, services, and supports that comprise the SOC framework. The revisions
were based on extensive expert consultation and input from the field and reflect a consensus on the
future directions of SOCs. (See Appendix A for a list of expert organizations consulted.)

The Need for Systems of Care

In the United States, annual prevalence estimates of mental disorders among children under 18
years of age range from 13 to 20 percent and cost health care systems approximately 247 billion
dollars annually (Perou et al., 2013). Within this group are children and youth with SEDs, defined as
a diagnosable mental health condition that results in significant functional impairment (SAMHSA,
1993).!

1 Serious emotional disturbance (SED) refers to children and youth who have had a diagnosable mental,
behavioral, or emotional disorder in the past year, which resulted in functional impairment that substantially
interferes with or limits the child’s role in family, school, or community activities.
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Current prevalence estimates of SED range from 4.3 to 11.3 percent of children (Ringeisen et al.,
2017; Williams et al., 2018). Youth and young adults from age 18 through age 25 may have a
serious mental illness (SMI), similarly defined as a diagnosable mental health condition that
substantially interferes with one or more major life activities (Interdepartmental Serious Mental
lliness Coordinating Committee [ISMICC], 2017; SAMHSA, 1993).2 Although the prevalence of SMI
is estimated at 4.2 percent of all adults, the prevalence of SMI among this group of young adults is
higher at approximately 5.9 percent (ISMICC, 2017). For young children birth to age 6, the
prevalence of mental health problems is reportedly between 9.5 and 14.2 percent (Brauner &
Stephens, 2006).

It has been estimated that 75 to 80 percent of children, youth, and young adults with SED or SMI do
not receive adequate treatment, largely due to structural, financial, or personal barriers to accessing
high-quality mental health services (Centers for Disease Control and Prevention [CDC], 2021,
Howell & McFeeters, 2008; ISMICC, 2017; Kataoka et al., 2002). This represents a significant
public health issue because of the negative impact of untreated symptoms on development,
academic achievement, employment, physical health, involvement in the juvenile and criminal
justice systems, substance use, and other quality of life indicators, as well as on the well-being of
families and communities (Perou et al., 2013). Further, more than half of mental health conditions
begin in childhood or adolescence, and mental health problems that manifest early in life are
associated with poorer clinical and functional outcomes. This underscores the need for improved
treatment for mental health conditions diagnosed in children and adolescents, as well as for better
prevention and early intervention efforts (Kessler et al., 2005; McGorry et al., 2011).

From a historical context, Jane Knitzer's 1982 book, Unclaimed Children: The Failure of Public
Responsibility to Children and Adolescents in Need of Mental Health Services, documented the
inadequacies of mental health care for children and youth. This seminal study of the children’s
mental health service delivery system in the United States was instrumental in creating a broad
consensus about the need for comprehensive, coordinated SOCs to meet the mental health needs
of young people with SED and their families, and the systemic changes needed to implement them.

In response to Knitzer’s study, Congress appropriated funds for the Child and Adolescent Service
System Program (CASSP) in 1984 to help states and communities plan comprehensive,
community-based SOCs for this population. Subsequently, to move from planning to
implementation, Congress established the Comprehensive Community Mental Health Services for
Children with SED Program, or the Children’s Mental Health Initiative (CMHI), which is administered
by SAMHSA'’s Center for Mental Health Services (CMHS) (U.S. Department of Health and Human
Services, 2017; 2019). Through the CMHI, SAMHSA has provided funds and technical assistance
to states, communities, tribes, and territories for the widespread implementation and expansion of
SOCs to provide a broad array of effective, home- and community-based services and supports
that are organized in a coordinated network, with the goal of helping these children and youth thrive
at home, in school, and in the community (Stroul et al., 2010).

Components of the SOC Approach

The SOC concept was originally described as including overlapping dimensions to address the
comprehensive needs of children and youth with mental health conditions and their families, rather
than providing mental health treatment in isolation (Figure 1).

2 Serious mental iliness (SMI) refers to individuals 18 or older, who currently or at any time during the past
year have had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet

diagnostic criteria specified in the diagnostic manual of the American Psychiatric Association and that has
resulted in functional impairment that substantially interferes with or limits one or more major life activities.

2|Page The Evolution of the System of Care Approach
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Figure 1. Dimensions of the System of Care Figure 2 shows that the framework is currently conceptualized
Framework (Adapted from Stroul et al., 2010) as comprising three components: 1) a comprehensive array of

Transition
Services

B | Recreational
Services

services and supports, 2) an infrastructure to fulfill essential
functions, and 3) a clear philosophy intended to guide service

Mental Health delivery for young people with serious mental health conditions
Early Chillhood (S and their families.

Services
Substance

10 1 Use Services : N Ph|losophy
' The SOC philosophy is the foundation of service delivery and
includes the core values of family- and youth-driven, community-
based, and culturally and linguistically competent systems and
services. The guiding principles emphasize a comprehensive
— service array, individualized care, providing services in least
4 S Gt restrictive settings, interagency collaboration, and care
LArEsEs  coordination among others. The 2010 update added principles
to explicitly include evidence-informed practices and practice-
, - based evidence; linkage with mental health prevention and early
e R identification; accountability; and developmentally appropriate
ARt Saomces services for both transition-age youth and young adults and
infants and young children and their families (Stroul et al.,
2010).
Figure 2. Elements of SOCs

Infragtructure _ (Stroul et al., 2010)
SOC infrastructure includes structures and processes for such

functions as system management, data management and Philosophy
guality improvement, interagency partnerships, partnerships

with youth and family organizations and leaders, financing, Infrastructure

workforce development, and others (Pires, 2010; Stroul & Le,
2017).

Services
Services and Supports & Supports
In the past, child/youth mental health services were often limited to
individual therapy, medication therapy, inpatient psychiatric
services, and residential treatment (Knitzer, 1982; Stroul &
Friedman, 1986). The SOC approach delineated an array of services
and supports that included these services and added others to create a
broader array of services and supports for children, youth, and young
adults with SED and their families, focusing on options that could be provided in home and
community settings. Over time, this array of services has continued to expand to include a
comprehensive range of home- and community-based treatment interventions along with inpatient
and residential interventions with linkages to community services. The benefits of many of these
services have been clearly established (CMCS & SAMHSA, 2013; SAMHSA, 2017).

The SOC philosophy emphasizes that the types and combination of services should be based on
the unique needs of each young person and family. Accordingly, the service array includes
individualized assessment and service planning processes in partnership with families and youth to
determine the intensity and combination of services and supports that would be most beneficial.

In addition, central to SOCs are the principles that services should be high quality, evidence
informed, and responsive to the culturally diverse populations served. As such, specific evidence-
based practices and culture-specific interventions are included in each type or category of service.
For example, outpatient therapy includes such practices as Cognitive Behavioral Therapy; family
therapy includes Functional Family Therapy, Parent-Child Interaction Therapy, and others;

3|Page The Evolution of the System of Care Approach
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intensive in-home treatment includes interventions such as Multisystemic Therapy; and evidence-
based practices for treatment in family homes include Treatment Foster Care Oregon. A modular
approach to evidence-based practices can also be applied to each of the types of services to
identify and train providers on the core components of multiple evidence-based practices, allowing
services to be tailored to the unique needs of each individual child or youth (Chorpita et al., 2005;
Weisz & Chorpita, 2012). A component of the SOC infrastructure is a structure and/or process to
identify and implement evidence-informed and promising practices, as well as interventions
supported by practice-based evidence that is derived from the experience of diverse communities,
providers, families, and young people (Lieberman et al., 2010). Ongoing training for practitioners,
fidelity monitoring, and quality improvement are essential to this process.

These services and supports are intended to be provided by a wide range of diverse providers who
have the knowledge and skills necessary to meet the complex needs of young people with SED or
SMI and their families. Providers include mental health professionals from all disciplines,
paraprofessionals, peer support providers, staff from partner agencies, and individuals providing
informal supports. The provider network is intended to be extensive given the broad array of
services included in the array, and may include public and private agencies, various types of
organizations, and individual practitioners. As called for in the SOC principles, the services are
intended to be provided in the least restrictive, clinically appropriate environments including homes,
schools, outpatient, primary health care, and community settings.

Outcomes of the SOC Approach

Some researchers have posited that evaluation of the efficacy of the SOC approach is challenging
because of the variability in implementation across states and communities (Cook & Kilmer, 2004).
Other experts have noted the complexity of evaluating SOCs because these frameworks
necessitate provision of multiple services and supports rather than a single intervention (Stroul et
al., 2010). Nonetheless, since its introduction, an extensive body of evaluation and research has
documented the effectiveness of this approach (Cook & Kilmer, 2004; Manteuffel et al., 2008; Stroul
et al., 2012; U.S. Department of Health and Human Services, 2015).

Several reviews summarize the evidence base for SOCs. Cook and Kilmer (2004) conducted a
review of peer-reviewed literature and public reports on SOCs to evaluate the strengths of the
framework and to identify areas that require continued research. They found that children enrolled
in SOCs functioned better in school, engaged in less criminal activity, had more stable housing
arrangements, and performed better on objective measures of child and adolescent functioning.
They also found that SOCs offered more services and improved the ways in which services were
administered. They concluded their review with recommendations for additional research to
understand the “effective dose” of services provided through SOCs, the ways in which SOCs
impact family members, other factors outside of services that contribute to child outcomes, and how
SOCs could use the community to improve outcomes.

More recent reviews of multi-site evaluations and research have found that SOC implementation
has resulted in both system and practices changes that led to positive outcomes for children and
families served (Manteuffel et al., 2008; SAMHSA, 2017; Stroul et al., 2012). These include such
outcomes as decreased behavioral and emotional symptoms, suicide rates, substance use, and
juvenile justice involvement. Increased school attendance and grades, strengths, and stability of
living situations have also been reported. Documented outcomes for families include reduced
caregiver strain, improved family functioning, improved problem-solving skills, and better capacity to
handle their child’s challenging behaviors. Findings also indicated that families had a greater ability
to work and missed fewer days of work (U.S. Department of Health and Human Services, 2015).

In addition, multiple studies have shown a positive return on investment from implementation of the
SOC approach. Cost savings result from decreased use of inpatent and residential treatment,
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juvenile correction and other out-of-home placements, as well as decreased use of physical health
and emergency room services (Stroul et al., 2015).

Updating the SOC Approach

As noted by Stroul (2020), the SOC approach evolved over time with significant changes in areas

including the following:

= Population — Application and adaptation to 1) a broader population beyond those with the most
serious and complex mental health conditions (e.g., youth with substance use or co-occurring
disorders, youth in child welfare and juvenile justice systems); 2) different age groups with
specialized, developmentally appropriate services (e.g., early childhood, youth and young adults
of transition age); and 3) culturally and geographically diverse populations.

= Services and Supports — Inclusion of a broader array of services and supports; focus on a
core set of services; and awareness of the importance and effectiveness of specific services
(e.g., intensive care coordination with wraparound, mobile crisis and stabilization services, peer
support).

= Practice Approach — Adoption of a practice approach grounded in intensive care coordination
using a high-fidelity wraparound process.

» Evidence Base — Strengthened evidence base documenting the effectiveness of the approach
both at the system and service delivery levels.

»  Widespread Adoption — Shift from demonstration and evaluation of the approach to
widespread implementation with flexibility, using a bi-directional process with partnerships
between states and communities and integration with other systemic reforms such as those in
Medicaid and partner child-serving systems.

There has been increasing awareness of the need to further update the SOC approach. Consensus
among experts has emerged about changes needed to: 1) broaden the SOC approach to
incorporate elements of a population-based public health framework, strategies for integrating
health and mental health care, and approaches for achieving mental health equity; 2) incorporate a
set of core component services. The significance of these revisions has increased further in the
context of the COVID-19 pandemic, which has required intentional strategies for health-mental
health integration, public health interventions, and equitable care, as well as innovative approaches
to providing services and supports. Each of these areas is discussed below.

Incorporating Public Health, Care Integration, and Mental Health Equity

The importance of the public health approach and of integrating health and mental health care
necessitates the need to incorporate aspects of these frameworks into the SOC approach. This
better reflects the evolution in the field and the changing dynamics of health and human service
delivery. This update of the approach incorporates mental health promotion, prevention, screening,
early identification, and early intervention services in SOCs in addition to treatment for young
people already identified with serious mental health conditions. In addition, the health-mental health
care integration framework intersects with both the SOC and public health approaches and focuses
on the need for coordination between primary health care and specialty mental health services.
Both approaches are grounded in similar values and principles as SOCs and include cross-system
collaboration at the system and service delivery levels that is a cornerstone of SOCs. The update
also establishes the achievement of mental health equity as a priority and goal for the SOC
approach.

The Public Health Approach

The Institute of Medicine (IOM) report The Future of Public Health defined public health as “what
society does collectively to assure the conditions for people to be healthy” (IOM, 1988). Given the
increasing demand for already overextended services and the high costs associated with
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child/youth mental health care, some experts have advocated for the adoption of a public health
approach that integrates prevention and health promotion into the mental health system.

The conventional public health framework includes primary, secondary, and tertiary prevention. An
alternative framework for mental health was described in a 1994 IOM report (Mrazek & Haggerty,
1994) and includes four levels of intervention: universal, selective, and indicated prevention; and
treatment. These intervention levels target upstream risk factors in the whole population, in high-
risk or vulnerable populations, and in undiagnosed but symptomatic populations, respectively. The
treatment level focuses on populations that have already been diagnosed.

Miles et al. (2010) applied the public health framework specifically to child/youth mental health,
stating that this approach is based on concern about overburdened health care systems, high
costs, and fragmented approaches to child/youth mental health care. They contended that SOCs
should focus on both reducing mental health problems among children with identified problems and
on a more holistic approach to optimize mental health for all young people. Their conceptual
framework includes a foundation of core values derived from the SOC approach and a new
“intervening model” that provides a range of services that includes promoting, preventing, treating,

Figure 4. Public Health Approach: Pyramid of and reclaiming.

Children and Service Needs (Pires, 2010). A related conceptualization of a

PUBLIC HEALTH APPROACH

Pyramid of Children’s Mental Health Service Needs

public health approach
developed specifically for
child/youth mental health was

:\‘I(()).\’i:fl.lix » F lnlcgsi\'c M“ Services rebversdi Maial deSCTIbed by Pil’eS (2010) It iS
NEEDS 2:5% + Supports Health (MH) depicted as a pyramid of
' . — Promotion and children and service needs,
Intermediate MH Services Prevention A .
+ Supports showing that universal mental
S health promotion and
Populations H H H
Basic MH PR prevention, screening for at-risk
Services or Carly Identificatio i i
sl Lﬁiﬁtﬁf' Farly ldentficarion—youth, and early intervention
COMPLEX Services
ocrint ervices apply to a total population of

children, youth, and young
adults. As mental health needs
become more complex,
additional services and supports
are required, and intensive
services and supports are
needed for those young people with the most serious and complex conditions at the top of the
pyramid (Figure 4). Pires noted that the types of services do not vary based on whether a child has
moderate to complex service needs; rather, it is the intensity and duration of the services that vary.

Schools can play an important role in implementing a public health approach to address emotional
and behavioral problems among children and youth. Comprehensive school mental health systems
provide a full array of supports and services that promote positive school climate, social-emotional
learning, mental health, and wellbeing, while reducing the prevalence and severity of mental illness
(Hoover et al., 2008; NCSMH, 2019; SAMHSA-CMS, 2019). School-based interventions can
address the total population, students at risk, and those with challenging problems. Examples
include the Multi-Tiered System of Supports (MTSS) (Hoover Stephan et al., 2015) that is defined
as a “practice of providing high-quality instruction and interventions matched to student need,” with
a focus on academic, social-emotional, and behavioral outcomes (Batsche et al., 2005). MTSS
braids the evidence-based models of Response-to-Intervention (RIT) and Positive Behavior
Intervention and Supports (PBIS) to create a comprehensive approach to meet the needs and
improve outcomes for all students (Averill & Rinaldi, 2013).
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Similar to the Pyramid of Children and Service Needs, MTSS is a three-tiered model for instruction
and intervention that blends academic and behavioral supports. Tier 1 refers to universal
interventions that address the needs of all students in a school; Tier 2 provides targeted
interventions for students with identified needs; and Tier 3 provides intensive, individualized
services to students with the most serious needs (University of South Florida, 2011). Much like the
SOC approach, the framework also integrates system-level structures and processes that unite
partners from child/youth- and family-serving systems to collaboratively plan and implement these
interventions.

Health-Mental Health Care Integration Approach

Many children, youth, and young adults receive mental health services in primary care settings.
More than half of annual visits for mental health care occur in the general medical sector, and 70 to
80 percent of prescriptions for medications related to mental health conditions for young people are
written by pediatricians and general practitioners (National Institute of Mental Health [NIMH], 2017).
Further, children with chronic medical conditions, such as asthma, are twice as likely to also have a
mental health disorder (Center for Integrated Health Solutions [CIHS], 2016). Although mental
health professionals are essential, it is likely that many young people will continue to access mental
health services through primary care providers (PCPs) and that primary care will continue to be a
gateway to mental health services (NIMH, 2017). Integrated care has been proposed as a solution,
with the goal of systematically coordinating physical health and mental health services to improve
outcomes for individuals with multiple needs.

The care integration framework addresses the role PCPs in providing mental health services and
the importance of improving collaboration between primary care and mental health providers. The
American Academy of Child & Adolescent Psychiatry (2010) outlined goals for this approach, such
as promoting optimal social and emotional development, identifying mental health problems earlier,
implementing effective psychopharmacologic services in primary care, improving care coordination,
and increasing the ability of PCPs and behavioral health providers to better respond to both mental
health and physical health problems.

Various proposed definitions of health-mental health care integration share common characteristics
(Pires et al., 2018). Integrated care has been defined as a framework that “encompasses the
management and delivery of health services so that individuals receive a continuum of preventive
and restorative mental health and addiction services, according to their needs over time, and
across different levels of the health system” (CIHS, n.d.). Recognizing the unique needs of children,
youth, and young adults, care integration for this group has been described as “an approach and
model of delivering care that comprehensively addresses the primary care, behavioral health,
specialty care, and social support needs of children and youth with behavioral health issues in a
manner that is continuous and family-centered” (CIHS, 2013).

The benefits of integrating physical health and mental health care were outlined by the American
Academy of Pediatrics (2009) and include opportunities for building on potentially long-term and
trusting relationships with PCPs, intervening earlier when signs of mental health issues are first
identified, increasing access to specialty mental health care, increasing the receptiveness of
families to mental health services, and improving the efficiency and outcomes of both health and
mental health treatment. Recognizing the importance of integration, SAMHSA (2017) identified
promising practices for integrating behavioral health into primary care settings for children based on
results from Project LAUNCH (Linking Actions for Unmet Needs in Children’s Health).

In 2017, the Institute for Innovation and Implementation at the University of Maryland School of
Social Work convened a group of experts to explore care integration across primary care and
behavioral health settings. The experts reached consensus on the elements of a continuum of care
integration for children, youth, and young adults (Pires et al., 2018). Similar to the public health
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approach, this continuum takes a population-based perspective and describes interventions for all
young people with increasingly more intensive interventions for those with emerging, low/moderate,
and complex behavioral health needs (Figure 5). They emphasized the importance of
developmentally appropriate services and seamless transitions across the continuum.

Figure 5. Care Integration Continuum (Pires, Fields, & Schober, 2018
CARE INTEGRATION CONTINUUM
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The expert panel agreed on common values and principles for the care integration framework that
are similar to those comprising the SOC philosophy. The Center for Integrated Health Solutions
(CIHS) also specified that the SOC approach is linked to care integration and that its integration
framework is grounded in the core values of family-driven and youth-guided, community-based, and
culturally and linguistically competent care. The CIHS framework uses SOC values and principles
as part of the evaluation criteria for integrated systems (CIHS, 2016).

Mental Health Equity

Cultural and linguistic competence has been an integral element of the SOC philosophy from the
outset. Many SOCs have used the National Standards for Culturally and Linguistically Appropriate
Services in Health and Health Care (CLAS Standards) developed by the U.S. Department of Health
and Human Services as a benchmark for providing culturally responsive services and eliminating
health care disparities. The intent of the standards is to “advance health equity, improve quality,
and help eliminate disparities by establishing a blueprint for health and health care organizations.”
Standards are provided for governance, leadership, and workforce; communication and language
assistance; and engagement, continuous improvement, and accountability.

Moving beyond cultural competence, this update to the SOC approach incorporates an explicit
focus on achieving equity in mental health care for young people and their families. Structural and
systemic racism, implicit bias, and historical trauma impact the social determinants of health, such
as economic stability, education, housing, health care, nutrition, and safety. Further, accessing
high-quality, affordable services is challenging for children and families of color; youth who are
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lesbian, gay, bisexual, transgender, or questioning (LGBTQ); other diverse populations; and
children and families in underserved or disadvantaged rural, frontier, and urban areas. As attention
to social justice and race equity has grown, so has recognition of the need for increased attention to
issues of health equity. Strategies to address equity in mental health care are needed in multiple
domains — research, policy, and practice (National Academies of Sciences, 2019).

According to Taylor and Goodman (2021), organizations and systems should build a culture of
equity and inclusion and have the infrastructure, leadership, and capacity to collect and use data to
engage in equity conversations, establish goals, and implement actions. As such, achieving equity
in SOCs requires action across all system components, including mission and vision, policies,
leadership, staff, partnerships, program design, services and supports, practice approach, desired
outcomes at the system and service delivery levels, evaluation, and quality improvement.

Core Components of a Comprehensive Service Array in SOCs

As the SOC approach has evolved, the importance of a core set of services and supports for
improving outcomes has been substantiated (Urpapilleta et al., 2012; U.S. Department of Health
and Human Services, 2013). The core services were described in a Joint Informational Bulletin
published by SAMHSA and the Center for Medicaid and CHIP Services (CMCS & SAMHSA, 2013)
and include mobile crisis response and stabilization services, intensive care coordination using the
wraparound approach, intensive in-home mental health treatment, respite care, parent and youth
peer support, flex funds, and treatments addressing trauma. Although these services have
primarily involved in-person care, telehealth approaches have been applied to many of them to
provide treatment and support to young people and their families during the COVID-19 pandemic.
Telehealth is also now included as a core SOC component.

Mobile Crisis Response and Stabilization Services (MRSS)

MRSS is provided to children and youth who are experiencing mental health emergencies and their
families. It is designed to defuse and stabilize crises, maintain children and youth in their current
living arrangements, prevent hospitalization, prevent disruption of child welfare placements, and
improve functioning (Manley et al., 2018). The services are delivered by a single individual or a
team of professionals or paraprofessionals trained in crisis intervention who typically provide on-
site, face-to-face therapeutic responses in crisis situations. Although MRSS may include telephonic
or video consultation with specialized providers as part of the intervention (e.g., psychiatric
consultation for medication management), virtual approaches have been increasingly used during
the pandemic. MRSS services are available 24 hours a day, seven days a week.

The initial intervention is typically short-term (72 hours or less), followed by a stabilization
component that may span several weeks. The stabilization component may be provided in the
home or in short-term residential placements. Following the initial stabilization, MRSS provides brief
follow-up care to promote continued stabilization and linkage via warm handoff to ongoing services
and supports in the community to improve access, child and family outcomes, and family
satisfaction. Mobile crisis response teams often work collaboratively with law enforcement and
other first responders (Manley et al., 2018; Rzucidlo & Campbell, 2009). A 2018 report by the
National Association of State Mental Health Program Directors (NASMHPD) cited findings
demonstrating that MRSS is instrumental in averting unnecessary emergency department visits,
hospitalizations, out-of-home placements, and placement disruptions. In addition to improved
outcomes for youth, MRSS services have been shown to reduce overall costs (Manley et al., 2018).

Intensive Care Coordination Using Wraparound

Intensive care coordination using the wraparound process is an approach to providing
individualized care for children, youth, and young adults with complex mental health needs and
their families (Schurer Coldiron et al., 2017; Walker & Baird, 2019). Wraparound is not a service per
se; it is a structured approach to service planning and care coordination that is built on key SOC
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values (e.g., family and youth driven, team based, collaborative, and outcomes based). The
wraparound approach incorporates a dedicated full-time care coordinator working directly with small
numbers of children and families. For each child served, the care coordinator creates a team
comprised of the child and family, formal and informal service providers, peer support providers,
and others. This team then creates, implements, and monitors an individualized, holistic service
plan across all life domains. Zoom and other platforms have been used effectively as vehicles for
team meetings during the pandemic.

In 2004, the National Wraparound Initiative further defined the model, including its principles,
phases and activities, and staff roles (Bruns & Walker, 2008). Because fidelity to the model is
considered key to achieving positive outcomes, a fidelity measurement system has also been
developed. An increasing research base is documenting the effectiveness of intensive care
coordination using wraparound, including its impact in areas such as reducing residential
placements, improving mental health outcomes, improving school success, and decreasing juvenile
justice recidivism (Bruns & Suter, 2010; Olson et al, 2021).

Intensive In-Home Mental Health Treatment Services

Intensive in-home mental health treatment services are interventions provided to improve child,
youth, and family functioning and to prevent the need for out-of-home placement, inpatient
hospitalization, or residential treatment. This is generally a comprehensive intervention that
includes individual and family therapy, skills training, behavioral interventions, crisis response, and
care coordination (English et al., 2016). The approach is typically collaborative, including the
child/youth’s family, school, mental health providers, health care providers, and other involved
systems such as juvenile justice or child welfare (Barbot et al., 2016).

An effort to identify in-home mental health treatment services at the state-level found that these
services exist in some form in most states (Bruns & Shepler, 2018). Results indicated that most of
these services are required to be delivered in the home, school, or community, and that both
individual and team models are used. Flexibility has allowed these services to also be provided
virtually. The intensity of service averages at about 4 to 6 hours per week, and the typical duration
ranges from 3 to 7 months. Caseloads are typically small, averaging at 4 to 6 cases for one staff
person and 8 to 12 cases for two-person teams. Appointments are offered at times convenient to
families, including evenings and weekends, and there is 24/7 on-call crisis availability. Family and
youth partnerships are a central component of this approach. These services involve such
interventions as crisis stabilization, safety planning, resource and support building, family/system
therapy, behavior management/parenting, cognitive interventions, skill building, cross-system
coordination, trauma-focused interventions, substance use treatment, and social services for basic
needs.

There is an extensive body of research on in-home mental health treatment, much of which is
related to the various manualized evidence-based practices that are relevant to this service, such
as Multisystemic Therapy, Intensive Family Preservation Services, Homebuilders, Integrated Co-
Occurring Treatment for mental health and substance use disorders, Intensive Home-Based
Treatment, Multidimensional Family Therapy, and Functional Family Therapy. The outcomes
demonstrated for these services include positive effects on psychiatric hospitalization,
symptomatology, school functioning, juvenile justice and child welfare involvement, family
functioning, substance use, and frequency and intensity of crises (Bruns & Shepler, 2018; Moffett et
al, 2017).

Parent and Youth Peer Support

Peer support services are provided by individuals who have personal “lived” experience with mental
health conditions and navigating service systems, either as a consumer or as a family member or
caregiver (Fuhr et al., 2014). Peer support providers have personally faced the challenges of coping

10|Page The Evolution of the System of Care Approach



THE INSTITUTE FOR

INNOVATION & IMPLEMENTATION

Integrating Systems « Improving Outcomes

with serious mental health conditions, and thus are uniquely qualified to assist others with similar
challenges. Parent peer support serves families or caregivers of young people with mental health
conditions, whereas youth peer support serves children, youth, and young adults with mental health
conditions of varying ages, typically beginning with those in late childhood or early adolescence
(Ansell & Insley, 2013; Center for Health Care Strategies, 2013).

Peer support involves providing services in ways that are both accessible and acceptable to
families and youth. Services include providing one-on-one or group support, identifying and
accessing natural supports, instilling confidence, assisting in goal development, serving as an
advocate, teaching coping skills, providing social or emotional support, and providing intensive
support during crises (Acri et al., 2017; Hoagwood et al., 2010; SAMHSA, 2017; Simons et al.,
2016). Supporting community outreach, education, and advocacy for family and youth voices within
agencies and systems may also be part of a peer support provider’s role (Simons et al., 2016).
Peer support providers may attend child and family team meetings and play a navigator role,
helping youth or families navigate mental health and other child/youth- and family-serving systems
(CMCS & SAMHSA, 2013). Youth peer support providers can also help youth and young adults in
transition by collaborating across child/youth and adult mental health systems and other systems
that serve them (Simons et al., 2016).

Reviews on the efficacy of peer-delivered family support services have reported promising impacts
on improving knowledge, family functioning, and parenting skills, as well as in self-efficacy and
empowerment to take action (Acri et al., 2017; Hoagwood et al., 2010; Kutash et al., 2011;
Obrochta et al., 2011). Although studied less frequently, findings on youth peer support suggest
that they have positive impacts on such indicators such as participation, appropriateness, and
satisfaction with services; reduced hospitalizations; and improved functioning (Cené et al., 2016;
Gopalan et al., 2017; Jackson, Walker, & Seibel, 2015; Ontario Centre of Excellence for Child and
Youth Mental Health, 2016).

Respite Care

Respite care provides parents and other primary caregivers with planned or emergency short-term
care for their child, enabling children and youth with mental health needs to remain in a safe and
supportive environment, usually in their own homes (CMCS & SAMHSA, 2013). In addition to in-
home support from trained individuals, respite care may be provided in the home of another family
or in a facility such as a foster home or group home. In child welfare systems, the stated goals of
respite care are to offer temporary relief to primary caregivers, reduce social isolation, improve
family stability, and reduce the risk of neglect or abuse of the child or youth (Child Welfare
Information Gateway, 2018). These services are provided by qualified caregivers who may be
trained by child welfare or mental health systems, religious institutions, or formal respite care
programs (Whitmore, 2017).

The ARCH National Respite Network (2012) noted that respite services for families of children and
youth with SED are an important component of the service array by providing this temporary relief
for families and caregivers and allowing them to renew their energies and reduce the stress
associated with caregiving roles. Respite care also benefits other children in the family by providing
an opportunity for them to spend quality time with their parents, and it benefits the child or youth by
avoiding out-of-home placements and encouraging positive social experiences with caregivers
other than their families. Early research on respite care found that the need is highest for families of
children with significant functional impairment and that it promotes wellness in parents, enables
them to better care for their children, and results in positive outcomes including fewer out-of-home
placements and less caregiver stress (Boothroyd et al., 1998; Bruns & Burchard, 2000; Focal Point,
2001).
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Flex Funds

Flex funds may be provided using financing mechanisms including state and grant funds and are
also increasingly covered by Medicaid. Flex funds are typically used to purchase non-recurring
goods or services that are procured to improve the family or caregivers’ ability to meet the needs of
a child or youth with SED that are not covered by other financing sources (CMCS & SAMHSA,
2013). The services may include education, coaching, recreational activities, membership in social
clubs, or even expenses associated with transitioning from residential treatment to the family home
or independent living. Some early literature described the benefit of flex funds in child/youth mental
health and noted that families’ ability to determine the best use of the money and the availability of
the funds before crises occurred were critical to the success of this type of support (Dollard et
al.,1994). Information derived from the national evaluation of the CMHI informed the development
of a data collection tool to track how flex funds are used. The expenditure categories include items
such as housing, utilities, environmental modification, food/groceries, clothing, activities,
educational support, daycare, transportation, medical, mental health services for the child/youth or
family member/caregiver, camp, and training for the child/youth or family member/caregiver (Peart
Boyce et al., 2015).

Trauma-Specific Treatments and Trauma-Informed Systems

Children and youth with the most severe mental health needs have often experienced significant
traumatic experiences. The connection between childhood adverse experiences such as trauma
and later mental health needs was most notably highlighted by the Centers for Disease Control and
Prevention (CDC)-Kaiser Permanente Adverse Childhood Experiences (ACE) study, which was
originally conducted between 1995 and 1997 (Felitti et al., 1998). Since 2009, the CDC has
collected data on ACEs through the Behavioral Risk Factor Surveillance System (BRESS), an
annual state-based survey of health among adults in the United States. On average, over 60
percent of adults reported at least one ACE in their lifetime, while approximately 20 percent
reported three or more ACEs (CDC, 2016). There is wide consensus that neglecting to address
trauma can significantly decrease the effectiveness of mental health treatment and may reduce
positive long-term outcomes.

Considering the prevalence of childhood trauma, it is important to address this both with trauma-
specific treatments and more globally with trauma-informed systems. There are numerous
evidence-based practices that have been developed as trauma-specific treatments, such as
Trauma-Focused Cognitive Behavioral Therapy, Trauma and Grief Component Therapy (TGCT)
Integrative Treatment of Complex Trauma, and Parent Child Interaction Therapy (PCIT). These
interventions directly address the impact and consequences of trauma to facilitate recovery and
prevent re-traumatization. The National Child Traumatic Stress Network (NCTSN) described these
interventions, including those that are evidence-based and evidence-supported, as well as
promising and new emerging practices. The NCTSN also identified core components across
trauma-focused interventions, such as risk screening, motivational interviewing, psychoeducation,
emotional regulation, parenting skills and behavior management, safety skills, and relapse
prevention skills.

Trauma-informed systems expand beyond specific treatments and involve system-wide policies and
practices that address trauma (Marsac et al., 2016). Perez (2018) noted that “a program,
organization, or system that is trauma-informed realizes the widespread impact of trauma and
understands potential paths for healing; recognizes the signs and symptoms of trauma in staff,
clients, and others involved with the system; and responds by fully integrating knowledge about
trauma into policies, procedures, practices, and settings.” Perez further pointed out that trauma-
informed organizations and systems reflect the SOC values of being community based, family
driven and youth guided, culturally responsive, and strength based. SAMHSA’s Treatment
Improvement Protocol on Trauma-Informed Care in Behavioral Health Services (2014) specifies the
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strategies needed to become a trauma-informed system or organization, for example showing
organizational and administrative commitment; using trauma-informed principles in strategic
planning; creating trauma-informed oversight committees; conducting organizational self-
assessments; developing policies and procedures to ensure trauma-informed practices and prevent
re-traumatization; incorporating universal, routine trauma screening; and developing trauma-
informed collaborations. Most experts advocate both trauma-specific treatments and trauma-
informed systems.

Specific Evidence-Informed and Promising Practices

There is broad consensus across the literature and among experts consulted for this revision that
providing evidence-based services is essential to ensuring treatment effectiveness (Hoagwood et
al., 2001). Almost all the experts shared opinions about both the strengths and shortcomings of
evidence-based practices as a standard for inclusion in a service array. However, opinions varied
as to what constitutes sufficient evidence of efficacy (Hoagwood et al., 2001). Experts also
emphasized the need to adapt evidence-based practices to be appropriate for culturally diverse
populations (Green, 2008; Martinez, 2008: Outcomes Roundtable, 2011). Some cited challenges
associated with the cost of implementing manualized evidence-based practices in public mental
health systems, noting that some states, communities, tribes, and territories may not be able to
purchase proprietary interventions or finance ongoing training and fidelity monitoring. Several
recommended a modular approach that identifies and trains providers in the core components
across multiple evidence-based practices, allowing for tailoring and adapting the intervention to the
individual or population, as needed (Chorpita et al., 2005; Weisz & Chorpita, 2012).

Telehealth Services

The Health Resources Services Administration (HRSA) defines telehealth as “the use of electronic
information and telecommunications technologies to support long-distance clinical health care,
patient and professional health-related education, public health and health administration.” HRSA
identified technologies that can be used for telehealth services including videoconferencing, the
internet, store-and-forward imaging, streaming media, and terrestrial and wireless communication.
Telehealth is described as encompassing a broader scope of remote services than telemedicine,
going beyond the clinical services provided by telemedicine to include such system functions as
training, administrative meetings, and other activities (www.healthit.gov). The Centers for Medicare
and Medicaid Services (CMS) defines telehealth for purposes of Medicaid as permitting two-way,
real time interactive communication between service recipients and service providers at a distant
site using electronic telecommunications equipment that includes, at a minimum, audio and video
equipment (CMS, 2020).

The use of telehealth services in general and their application to mental health service delivery has
expanded over time, particularly to provide care to underserved populations in rural, frontier, and
urban areas. These services help to address shortages in mental health professionals, as well as
geographic and other access barriers. Telehealth technologies are used to provide consultation to
PCPs and other service providers. One of HRSA’s Office for the Advancement of Telehealth (OAT)
programs focuses on creating evidence-based tele-behavioral health networks to increase access
to behavioral health care services. The importance and utilization of telehealth have increased
dramatically to address the COVID-19 pandemic, both expanding the reach of services to those
with limited access and minimizing exposure to the virus for clients and providers. CMS issued a
toolkit for providers on telehealth and implemented flexibilities that expand coverage for telehealth
services during the public health emergency, some of which may become permanent (CMS, 2020).
Health care providers are authorized to use any audio or video remote communication technology
that is available to communicate with clients, such as Zoom, Apple FaceTime, Facebook
Messenger video chat, Google Hangouts video, or Skype. Commercial insurance carriers have also
increased coverage for these services in the context of the pandemic. The surge in use of
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telehealth has led to new resources to support the effective use of telehealth approaches, including
Best Practices for Telehealth guidelines published by the National Council for Behavioral Health.

In a survey conducted by the National Association of State Mental Health Program Directors
(NASMHPD) and the National Association of State Alcohol and Drug Abuse Directors (NASADAD),
state agencies reported that the use of telehealth has many benefits beyond providing services
safely during the pandemic (Gordon et al., 2021). For example, transportation challenges for
families are reduced, accessibility of services is increased in rural and urban areas with provider
shortages, and some young people and their families feel more comfortable with virtual services.
Reductions were reported in the stigma associated with mental health treatment, missed and
cancelled appointments, and conflicts with work schedules and childcare. It was also noted that ER
visits and psychiatric hospital admissions are reduced as a result of the ready availability of virtual
interventions. Providers indicated that their capacity has increased, and that telehealth provides a
valuable opportunity to observe and engage young people and families in their own environments.
Based on these benefits and the cost-effectiveness of these services, it is likely that the more
extensive use of telehealth technologies to provide mental health care will continue post-pandemic.

Revised SOC Approach

The information and consultation gathered through this project laid the groundwork for this current
update to the SOC approach, with the goal of improving outcomes for children, youth, and young
adults with SED or SMI and addressing the mental health and well-being of all young people.
Updates are presented below for: 1) the definition of a SOC; 2) the values and principles that
should guide SOCs; 3) the infrastructure elements needed to successfully organize, support, and
provide services; and 4) the specific services and supports that should comprise the service array
provided within the SOC framework. These updates reflect state-of-the-art thinking and state-of-the-
art science, including:
¢ Incorporating elements of the public health approach, including comprehensive school-
based mental health services
¢ Incorporating elements of the health-mental health care integration approach, including
strategies for linking with PCPs
e Strengthening the service array to include the core set of essential services and supports
outlined by SAMHSA and CMCS
¢ Including telehealth as an essential service
e Specifying services that meet the needs of young people across the age spectrum, including
young children and youth and young adults of transition age
Revising language to reflect youth-driven as well as family-driven care
e Emphasizing the need for equitable services in the core values and principles
¢ Adding an infrastructure component focusing on health equity and addressing disparities
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Definition

System of Care

A system of care is a comprehensive spectrum of effective services and supports for children, youth, and young adults
with or at risk for mental health or other challenges and their families that is organized into a coordinated network of
care, builds meaningful partnerships with families and youth, and is culturally and linguistically responsive in order to
help them to thrive at home, in school, in the community, and throughout life. A system of care incorporates mental
health promotion, prevention, early identification, and early intervention in addition to treatment to address the needs of
all children, youth, and young adults.

Philosophy
Philosophy: Values and Principles
Core Values Systems of Care are:

1. Family and Youth Driven Family and youth driven, with families and young people
supported in determining the types of treatment and supports
provided (with increasing youth/young adult self-determination
based on age and development), and their involvement in
decision-making roles in system-level policies, procedures, and
priorities.

2. Community Based Community based, with services and supports provided in home,
school, primary care, and community settings to the greatest
possible extent, and with responsibility for system management
and accountability resting within a supportive, adaptive
infrastructure of structures, processes, and relationships at the
community or regional level.

3. Culturally and Linguistically Competent Culturally and linguistically responsive, with agencies, services,
and supports adapted to the cultural, racial, ethnic, and linguistic
diversity of the young people and families they serve to provide
care that meets individual needs, including those shaped by
culture and language, and to ensure equity in access, quality,
and effectiveness of services.

Guiding Principles \ Systems of Care are Designed to:
1. Comprehensive Array of Services and Ensure availability and access to a broad, flexible array of
Supports effective, high-quality treatment, services, and supports for young

people and their families that address their emotional, social,
educational, physical health, and mental health needs, including
natural and informal supports.

2. Individualized, Strengths-Based Services and | Provide individualized services and supports tailored to the

Supports unique strengths, preferences, and needs of each young person
and family that are guided by a strengths-based planning process
and an individualized service plan developed in partnership with
young people and their families.

3. Evidence-Based Practices and Practice- Ensure that services and supports include evidence-informed,
Based Evidence emerging evidence-supported, and promising practices to ensure
the effectiveness of services and improve outcomes for young
people and their families, as well as interventions supported by
practice-based evidence provided by diverse communities,
professionals, families, and young people.
4. Trauma-Informed Provide services that are trauma-informed, including evidence-
supported trauma-specific treatments, and implement system-
wide policies and practices that address trauma.
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Philosophy: Values and Principles

5. Least Restrictive Natural Environment

Deliver services and supports within the least restrictive, most
natural environments that are appropriate to the needs of young
people and their families, including homes, schools, primary care,
outpatient, and other community settings.

6. Partnerships with Families and Youth

Ensure that family and youth leaders and family- and youth-run
organizations are full partners at the system level in policy,
governance, system design and implementation, evaluation, and
quality assurance in their communities, states, tribes, territories,
and nation.

7. Interagency Collaboration

Ensure that services are coordinated at the system level, with
linkages among youth-serving systems and agencies across
administrative and funding boundaries (e.g., education, child
welfare, juvenile justice, substance use, primary care) and with
mechanisms for collaboration, system-level management, and
addressing cross-system barriers to coordinated care.

8. Care Coordination

Provide care coordination at the service delivery level that is
tailored to the intensity of need of young people and their families
to ensure that multiple services and supports are delivered in a
coordinated and therapeutic manner and that they can move
throughout the system of services and supports in accordance
with their changing needs and preferences.

9. Health-Mental Health Integration

Incorporate mechanisms to integrate services provided by
primary health care and mental health service providers to
increase the ability of primary care practitioners and behavioral
health providers to better respond to both mental health and
physical health problems.

10. Developmentally Appropriate Services and
Supports

Provide developmentally appropriate services and supports,
including services that promote optimal social-emotional
outcomes for young children and their families and services and
supports for youth and young adults to facilitate their transition to
adulthood and to adult service systems as needed.

11. Public Health Approach

Incorporate a public health approach including mental health
promotion, prevention, early identification, and early intervention
in addition to treatment in order to improve long-term outcomes,
including mechanisms in schools and other settings to identify
problems as early as possible and implement mental health
promotion and prevention activities directed at all children, youth,
and young adults and their families.

12. Mental Health Equity

Provide equitable services and supports that are accessible to
young people and families irrespective of race, religion, national
origin, gender, gender expression, sexual orientation, physical
disability, socioeconomic status, geography, language,
immigration status, or other characteristics; eliminate disparities
in access and quality of services; and ensure that services are
sensitive and responsive to all individuals.
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Philosophy: Values and Principles

Incorporate mechanisms to ensure that systems and services are
data-driven, with continuous accountability and quality
improvement mechanisms to track, monitor, and manage the
achievement of goals; fidelity to SOC values and principles; the
utilization and quality of clinical services and supports; equity and
disparities in service delivery; and outcomes and costs at the
child and family and system levels.

Protect the rights of young people and families through policies
and procedures and promote effective advocacy efforts in concert

13. Data Driven and Accountability

14. Rights Protection and Advocacy

with advocacy and peer-led organizations.

Infrastructure

Infrastructure Elements \

Point of accountability structures for SOC policy and for
system management and oversight

Structure and/or process for outreach, information, and
referral

Financing for SOC infrastructure, services, and supports

Extensive provider network for comprehensive service array

Structure and/or process to manage care and costs for
high-need populations (e.g., care management entity,
health home)

Structure and/or process for training, technical assistance,
coaching, and workforce development

Structure and/or process for interagency
partnerships/agreements

Structure and/or process for implementing and monitoring
evidence-informed and promising interventions

Structure and/or process for integrating primary health
and mental health care

Structure and/or process for achieving mental health equity
and eliminating disparities in access, quality of services, and
outcomes for diverse populations

Structure and/or process for partnerships with family
organizations and/or family leaders

Structure and/or process for accountability and quality
improvement, including measuring and monitoring service
utilization, quality, outcomes, equity, and cost, including
utilization of psychotropic medications

Structure and/or process for partnerships with youth
organizations and/or youth leaders

Structure and/or process for strategic communications

Defined access/entry points to care

Structure and/or process for strategic planning and identifying
and resolving barriers
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Array of Services and Supports

Array of Services and Supports

Home- and Community-Based Treatment
and Support Services

Residential Interventions

Screening

Treatment Family Homes

Assessment and Diagnosis

Therapeutic Group Homes

Outpatient Therapy — Individual, Family, and Group

Residential Treatment Services

Medication Therapies

Inpatient Hospital Services

Tiered Care Coordination

Residential Crisis and Stabilization Services

Intensive Care Coordination (e.g., Using Wraparound)

Inpatient Medical Detoxification

Intensive In-Home Mental Health Treatment

Crisis Response Services — Non-Mobile (24 Hours, 7
Days)

Mobile Crisis Response and Stabilization

Residential Substance Use Interventions (Including
Residential Services for Parents with Children)

Promotion, Prevention, and Early Intervention

Mental Health Promotion Interventions

Parent Peer Support

Prevention Interventions

Youth Peer Support

Screening for Mental Health and Substance Use Conditions

Trauma-Specific Treatments

Early Intervention

Intensive Outpatient and Day Treatment

School-Based Mental Health Services

Respite Services (Including Crisis Respite)

Supported Education and Employment

Outpatient Substance Use Disorder Services

Supported Housing

Medication Assisted Substance Use Treatment

Youth and Young Adult Peer Support

Integrated Mental Health and Substance Use Treatment

Specialized Care Coordination (Including Focus on Life and
Self-Determination Skills)

Therapeutic Behavioral Aide Services

Behavior Management Skills Training

Youth and Family Education

Wellness Services (e.g., Exercise, Meditation, Social
Interaction)

Specialized Services for Young Children and Their
Families

Early Childhood Screening, Assessment, and Diagnosis

Mental Health Consultation (e.g., to Primary Care,
Education)

Family Navigation

Therapeutic Mentoring

Home Visiting

Telehealth (Video and Audio)

Parent-Child Therapies

Adjunctive and Wellness Therapies (e.g., Creative Arts
Therapies, Meditation)

Parenting Groups

Social and Recreational Services (e.g., After School
Programs, Camps, Drop-In Centers)

Infant and Early Childhood Mental Health Consultation

Flex Funds

Therapeutic Nursery

Transportation

Therapeutic Day Care
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Conclusion

These revisions to the SOC approach are intended to provide guidance to the field on how to best
serve young people and their families. It is important to continue the process of revisiting and
updating the approach, recognizing that the field is constantly evolving, and new approaches are
continuously emerging over time. As a result, this update should be seen as dynamic, with flexibility
to change and adapt to advances in the field based on experience and research.

Implementation and sustainability of the SOC approach involves significant change across systems
serving young people and their families (Hodges et al., (2010). Five core strategy areas have been
identified as essential for system change (Stroul & Friedman, 2011). Building effective SOCs
requires multiple strategies in each of these areas, along with strategies to address implementation
challenges:

= Implementing policy and partnership changes

= Developing or expanding services and supports

= Creating or improving financing strategies

= Providing training, technical assistance, and workforce development
= Strategic communications

Flexibility is essential in how the SOC approach is implemented across states, communities, tribes,
and territories with different structures, geographical characteristics, cultures, resources, strengths,
and challenges. This updated approach is comprehensive and represents the ideal philosophy,
infrastructure and range of treatment and supports for children, youth, and young adults with SED
or SMI. The goal is to develop the capacity to provide comprehensive, high-quality care,
recognizing that jurisdictions will establish priorities based on environmental and resource factors.
It is hoped that describing an evolving SOC approach and outlining these new updates will support
efforts to improve service delivery and outcomes for young people and their families.
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PREFACE
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being. The Institute retained F. Carl Valentine & Associates to conduct the study that is the basis

of this report.
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Executive Summary

State policymakers and practitioners are
increasingly concerned about children in
Connecticut who have serious emotional or
behavioral problems, as are the families of
these children. Providing appropriate and
effective services to meet their needs is a
high priority.

The State of Connecticut invests an
estimated $207 million annually in
behavioral health services for children,
addressing many of their needs. Behavioral
health services, however, are administered
by more than five state agencies and a
myriad of local agencies and the schools.
The result is a complex and fragmented
system that leaves families confused about
where to turn when they recognize that their
children need help.

In response to these concerns, the State
Legislature requested that the Connecticut
Department of Social Services (DSS)
conduct a study of the State’s behavioral
health services for children, specifically
services for those enrolled in the state-
sponsored health insurance programs for
low-income families (HUSKY A and B).
Legislators also sought recommendations for
improving the quality and integration of
these services for Connecticut’s children.
DSS engaged the Child Health and
Development Institute of Connecticut to
conduct the study. A task force comprising
representatives from the state agencies who
fund or provide behavioral health services
for children, along with major service
providers, consumer parents, and managed
care organizations assisted with the study.

LHUSKY A is for children enrolled in Medicaid and
HUSKY B is for uninsured children in families
whose income is above 185% of the federal poverty
level.

The study was conducted in the context of
national research, documented in a recent
report by the U.S. Surgeon General. This
report advanced a “system of care” approach
in which multiple problems associated with
“serious emotional disturbance” are addressed
comprehensively.

The good news for Connecticut is that the
foundation to implement this approach is
already in place. The State has begun to build
a network of systems of care under the
mandate and principles established by the
Legislature in 1997 (P.A. 97-272). These
local systems must now be fully supported and
replicated on a statewide basis.

The results of the study are presented in two
parts: 1) the main report that summarizes the
findings and presents the recommendations;
and 2) a technical appendix to the report that
provides more detailed information, data, and
analyses that were the basis for the findings
and recommendations.

Children Served by HUSKY

e Approximately 184,000 children are
enrolled in HUSKY A and B- about 20%
of all children under 21 in the state.

e Approximately 22,300 or 12% of children
in HUSKY A used one or more behavioral
health services in the twelve-month period
studied (April 1998 — March 1999).

e 8,419 children (5%) enrolled in HUSKY A
were in the custody of DCF during the
year studied.

Behavioral Health Services Delivered and
Their Cost

e 70% of all behavioral health dollars are
spent for psychiatric hospitals and
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residential treatment, serving 19% of all
HUSKY children receiving services.

e Acute Care Psychiatric Hospitals, the
most intensive and expensive level of
service, serve an estimated 1,067
children in a year and cost the state
$41.1 million.

e Residential Treatment and other out of
home placements through DCF and the
state and local education system (in
various settings both in state and out of
state) serve an estimated 3,000 children
per year and cost $104.2 million.

e Community-based services serve about
18,200 children with a state investment
of $61.3 million.

Funding Sources for Services

e Connecticut spent approximately $207
million across the five child-serving
systems (DCF, SDE/LEA, DSS,
DMHAS, and DMR) included in this
study, for behavioral health services in
FY 1999 for children enrolled in
HUSKY plans.

e A majority of the public investment in
behavioral health services (72%) comes
from the State’s General Fund. The
federal government contributes 20%,
primarily through Medicaid and Title
IV-E foster care funds. Local funds
through local education agencies account
for the remainder.

e DCF administers 58% of all behavioral
health services funds. State and Local
Education Agencies fund 23% (through
the Special Education program). DSS
directly administers 14% of the total
funding.

e $62 million in HUSKY/Medicaid funds
flow through five state agencies, with
DSS directly administering 48% of these
HUSKY/Medicaid funds.

Critical System Issues

The study identified the following critical
system issues:

1. There are insufficient mechanisms for
effective coordination of care between
levels and across systems for children
and their families.

2. Community-based resources and
treatment alternatives must be better
developed to avoid serious bottlenecks
in the treatment system.

3. Funding is allocated by program and
agency, each with its own
requirements and incentive structure.
This fragmentation within the system
must be reduced.

4. Families must have a greater role in
planning services for their own
children and in system planning and
oversight. Currently there are not
adequate supports to enable families to
be sufficiently involved in these ways.

5. Current resources may not be
sufficient, but a redistribution of
existing resources and taking fuller
advantage of federal financing
mechanisms could go a long way
toward supporting a more effective
system of behavioral health services
for children.

Some study highlights that drive these issues
home include the following:

From July-December 1999, fully 55% of
the children in DCF custody enrolled in
HUSKY A who were in private
psychiatric hospitals were ready for
discharge to a less intensive and less
expensive setting (residential treatment or
home). As of September 1999, almost half
of these children had been there for longer
than 90 days.

The State spent $8 million for reinsurance
for a 10-month period in FY 1999 to
support stays longer than 15 days in
psychiatric hospitals or subacute units.
Projections are that reinsurance costs will
be $12 million for FY 2000.
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e Residential treatment facilities are at or
near capacity, yet many children in
residential treatment no longer need this
level of care. There are not sufficient
community-based services to support
their return to the community.

e Placements by parole and juvenile
justice authorities through DCF have
increased 34% in the last three years
(accounting for 432 of the 1,268 children
in placements in December 1999).

e Children in DCF custody are 5% of the
HUSKY population but account for 60%
of behavioral health expenditures.

e There has been a 40% increase in the
number of children in out-of-state
placements through DCF over the past
three years. (347 of the 1,268 children
in placement in December 1999 were out
of state).

e There is no statewide support
organization for families of children
with serious emotional and behavioral
problems, an important component for
supporting family roles in systems of
care.

Recommendations

Building on existing models already in place
in Connecticut, this Report presents the
following recommendations in support of
building a system of care to address
children’s behavioral health:

A. Expand and enhance local systems of
care established under P.A. 97-272 as
the mechanism for coordinating and
delivering behavioral health services
for children with severe emotional
disturbance and their families.

1. Expand the eligibility criteria for system
of care services to include all children
meeting functional and diagnostic
criteria for serious emotional disturbance
and those at high risk, regardless of
family income or placement status.

2. Decentralize decisions about individual

care planning for eligible children to the
local level, where individual care teams
can access a flexible funding stream to
purchase all services that are part of
individual treatment plans.

Support local systems of care efforts to
develop a richer array of community-based
services for children with severe emotional
disturbance and their families as an
alternative to long-term residential care.

. Actively support the development of a

statewide family support network with
local chapters to build capacity for family
involvement.

. Design, develop, and implement a

blended funding approach to support
these comprehensive, integrated,
community based systems of care.

Fund the system of care operation and
services by pooling the portion of federal
and state dollars currently spent on
children  with  serious  emotional
disturbances through DSS and DCF.

Carve out behavioral health services
funding from the capitation rate for
existing HUSKY A and HUSKY B plans
for children who meet defined assessment
criteria. Develop case rates based on an
actuarial analysis of the service needs of
the population of children with serious
emotional disturbance and for those at
high risk for becoming seriously
emotionally disturbed.

Explore the feasibility of maximizing
federal Medicaid reimbursement to expand
resources for children’s behavioral health
services.

Ensure that sufficient resources remain
available through the HUSKY Plans to
respond to the behavioral health needs of
children not eligible for, or in need of, the
extensive systems of care services.
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C.

10.

11.

12.

13.

14.

15.

Establish a  coordinating  and
administrative structure to direct and
implement the expanded system of
care model.

Establish an administrative structure to
implement the expanded system of care
under the joint direction of DSS and
DCF. The structure would include an
Administrative Services Organization
(ASO) to administer the system of care
funds and up to 10 regional Lead Service
Agencies (LSAs) to contract with
providers and provide services and
administrative support required by local
systems of care.

Form a  state-level Interagency
Committee for strategic planning and
support for the development and
implementation of the expanded system
of care, with representation from DSS,
DCF, SDE, DMR, DMHAS, the
Department of Public Health (DPH),and
OPM.

Establish an Advisory Committee with
representation from consumer families
and providers.

Develop measurable outcomes against
which the state and local systems of care
can assess the effectiveness of services.

Conduct training for state agency staff,
providers, families, and other system
participants to support the
implementation of the system of care.

Develop a case management information
system to support service delivery and
management and evaluation.

Conduct a systematic, comprehensive,
independent evaluation of this endeavor,
examining the process of design,
development, and implementation, and

the outcomes, including impact and cost-
effectiveness at multiple levels.

D.Study  additional  critical  issues
including: early intervention and
prevention for young children, children
in transition to adulthood, children with
dual diagnoses (mental health and
substance abuse, mental health and
mental retardation), enhancing cultural
competency, and effects on the
education system.

Moving Forward

The state should continue to research the most
effective mechanisms for implementing the
recommendations in this report and address
the issues identified for further study, working
with the Children’s Behavioral Health Task
Force. Initial Foundation funding has already
been secured for this continuing effort from
the Connecticut Health Foundation and the
Children’s Fund of Connecticut.

The issues needing further study to support
implementation of the recommendations
include: development of community based
service capacity; outcome accountability;
contractual arrangements; governance at state
and local levels; cross agency systems of care
training; and financing mechanisms.

The children and families of Connecticut
deserve no less than a collective best effort to
build effective systems of care. With the
focused attention and increased awareness of
so many groups and individuals, the
opportunity to take action to improve the way
Connecticut delivers services for children with
serious emotional and behavioral problems
has never been better. The findings and
recommendations of this study help point the
way.
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I. Introduction

The Essence of the Problem

State policymakers and practitioners are
increasingly concerned about children in
Connecticut who have serious emotional or
behavioral problems, as are the families of
these children. Providing appropriate and
effective services to meet their needs is a
high priority.

Approximately 22,000 Connecticut children
covered by the state’s health insurance
program for children (HUSKY) seek some
form of behavioral health services over the
course of a year. An estimated 4,000 (2%) of
these children suffer from emotional
disturbance severe enough to seriously impair
their daily functioning.

The State of Connecticut invests over $207
million annually on behavioral health
services for children, addressing many of
their needs.  The majority of services,
however, are administered by more than five
state agencies and a myriad of local agencies
and the schools. The result is a complex,
fragmented system that leaves families
confused about where to turn when they
recognize that their children need help.

The public financing structure complicates
the coordination of a child’s care across
several systems and many providers. As a
result, children who need care may not
receive care. Left untreated or inadequately
treated, their problems become more serious
over time. Eventually some children end up
in psychiatric hospitals and residential
treatment settings -- often far removed from
their own homes, schools, and communities,
and even in other states. Too often, children

remain in these settings long beyond the
time they need to be there, but there is
nowhere else for them to go. There may not
be specialized programs to treat their
problems, or sufficient programs at a less
intensive level of care that would provide
the treatment and support to allow them to
remain safely at home and in school.

Meanwhile, other children, who need
hospitalization or residential care, are in
detention centers, shelters, and emergency
rooms awaiting an open bed. At the
community level, treatment is difficult to
access, and for those needing services from
more than one source, hard to coordinate.
There is no single point of accountability
for the outcome of interventions at any
level.

The backlogs in hospital, residential and
community-based  placements  create
difficulties for children and their families,
and consume scarce resources that could be
better used in  more appropriate
community-based care and increased early
intervention and prevention.

Connecticut is not unique. These are
problems with which all states struggle, as
documented in the recent Surgeon
General’s Report on Mental Health. The
good news for Connecticut is that the
ingredients for a more systemic approach to
resolve the problems are in place. The
recommendations in this report build on
existing resources and models as an
excellent foundation from which to start.
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The Basis for the Report

In response to the mounting concerns of
parents, advocates, providers, and state
agencies, the State Legislature requested that
the Connecticut Department of Social
Services (DSS) conduct a study of the
behavioral health services specifically for
children enrolled in the state-sponsored
health insurance programs for low-income
families (HUSKY A and HUSKY B).
Legislators were interested in knowing about
the services being used and the costs of those
services. They also sought recommendations
for improving the quality and integration of
these services for Connecticut’s children.’

DSS engaged the Child Health and
Development Institute of  Connecticut
(CHDI) to conduct the study. A task force
comprising representatives from the state
agencies who fund or provide behavioral
health services for children, along with major
service providers, consumer parents, and
managed care organizations assisted with the
study.

This report summarizes the findings and
recommendations. A Technical Appendix
with more detailed information about the
pattern of service use and expenditures across
agencies and at different levels of service has
been prepared and is available as a separate
document.

The findings are derived from the following
sources: state agency data sources; interviews
with key providers, advocates, and state
agency staff; and the deliberations of the
Task Force. The focus of the study is on
programs and services provided or financed
by the Department of Children and Families
(DCF), the Department of Social Services
(DSS), the Department of Mental Health and
Addiction Services (DMHAS), the
Department of Mental Retardation (DMR),

2 public Act 99-279, Section 36

the State Department of Education (SDE),
and local education agencies.’

This report documents the current
commitment of resources for children with
behavioral health problems, and identifies
systemic issues that reduce the efficiency
and effectiveness of the current services. It
concludes with a set of recommendations.

If current resources could be used more
effectively, building on existing models to
fully support and expand their reach, many
of the current difficulties could be
corrected. Connecticut has the opportunity
to forge a system of services that could be a
model for the rest of the country. HUSKY
could stand for #1 both on and off the
basketball court.

As background to understanding behavioral
health services for children enrolled in
HUSKY, the next sections provides a
national perspective on children’s mental
health and describes the HUSKY program
in Connecticut.

A National Perspective on Children’s
Mental Health: The Surgeon General’s
Report

Connecticut is not alone in its concern for
the mental health of its children. A recent
report by the Surgeon General of the
United States addressed the issue from a
national perspective. This comprehensive
document provides a thorough review of
the literature and a framework for action.
The report emphasizes the application of
principles of child development in
considering mental illness in children. It
includes the following definition of
children’s mental health:

% Behavioral health services provided or financed by
the Court Support Services Division of the
Department of Justice, the Department of
Corrections, or other state agencies were beyond the
mandated scope of this study.
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Mental health in childhood and adolescence
is defined by the achievement of expected
developmental cognitive, social, and
emotional milestones and by secure
attachments, satisfying social relationships,
and effective coping skills. Mentally healthy
children and adolescents enjoy a positive
quality of life; function well at home, in
school, and in their communities; and are free
of disabling symptoms of psychopathology
(Hoagwood et al., 1996).*

The Surgeon General’s major conclusions
about children’s mental health provide an
excellent capsule summary of the nature of
mental health and disability in children, and
the best approaches for treating behavioral
health problems.

The points most relevant to this Connecticut
study are summarized below.

e Childhood is a period of rapid
development. It is critical to assess the
mental health of children in a
developmental context that takes into
account family, community, and cultural
expectations  about  age-appropriate
thoughts, emotions, and behaviors.

e Approximately one in five children
experiences the signs and symptoms of a
disorder during the course of a year, and
five percent experience “extreme
functional impairment”.

e Children at greatest risk include those
with  physical problems; intellectual
disabilities  (retardation); low birth
weight; family history of mental and
addictive disorders; multigenerational
poverty; and caregiver separation or
abuse and neglect.

* Mental Health: A Report of the Surgeon General.
(U.S. Department of Health and Human Services,
1999), p. 123.

e Primary care and the schools are major
settings for the recognition of mental
disorders, yet trained staff are limited,
as are options for referral to specialty
care.

e Families are essential partners in the
delivery of mental health services to
children.

e Culturally appropriate services
improve access to services, but are not
widely available.

e The multiple problems associated with
“serious emotional disturbance” are
best addressed with a “systems”
approach in which multiple service
sectors work in an organized,
collaborative way. These systems of
care lead to positive system outcomes
and functional outcomes for children.

What is HUSKY?

HUSKY is Connecticut’s comprehensive
health insurance plan that covers children.
There are approximately 195,500 children
receiving publicly financed health coverage
of which 184,000 are enrolled in the
HUSKY Plans — about 20% of all children
under 21 in the state.” There are three
programs under the HUSKY umbrella:
HUSKY A, HUSKY B, and HUSKY Plus.

e HUSKY A is Connecticut’s Medicaid
managed care program. It includes
children in families with income at or
below 185% of the federal poverty level
($30,895 annual income for a family of
4 in 1999). The program, begun in
1995, is administered through DSS.

® There are an additional 11,500 children receiving
Medicaid fee-for-service benefits, including children
new to the program in the process of joining a health
plan, children in hospitals who are not plan
members, and children who have disenrolled to
participate in the DMR Case Management Program.
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The agency contracts with four managed
care organizations to provide coverage.
HUSKY A covers all “medically
necessary” services, including physical
and/or behavioral health needs. There
are approximately 179,700 children
currently enrolled.

HUSKY B is a health insurance program
for children in families with incomes
above 185% of the poverty level who
have been without insurance for at least
six months and have no other means of
accessing insurance.  The program is
administered similarly to HUSKY A,
although its benefits are different,
mirroring those available under the
State’s Employee Health Plan. There are
about 4,300 children currently enrolled
across the state.

HUSKY Plus is a program begun in 1998
providing supplemental coverage for
children enrolled in HUSKY B who have
intensive physical and/or behavioral
health needs. The Yale Child Study
Center administers the behavioral health
aspect of the program through

arrangements with twelve HUSKY
Centers throughout the State. Only
seven children are currently enrolled
largely because of the limited eligible
population -- those without insurance
for at least six months and in families
with incomes between 185% and 300%
of the poverty level. Also, many
children whose disorders are serious
enough to qualify them for HUSKY
Plus are enrolled in HUSKY A rather
than B, or are receiving services
through the DCF voluntary services
program

The next section of the report summarizes
key findings of the study, addressing the
following:

Who are the children enrolled in
HUSKY who are using behavioral
health services;

What services are they receiving;

What are the sources of funds for these
services.
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ll. Major Findings®

Who are the Children Using Behavioral Health Services?

Based on the best available health services
encounter data from DSS, it appears that
approximately 22,300 or 12% of children
in HUSKY A used one or more behavioral
health services in the twelve months from
4/1/98-3/31/99  (referred to as the
“reporting year” throughout this
document). Males were disproportionately
represented.

As one might expect given their history,
children in the custody of DCF were
significant users of behavioral health
services. Although only 5% of children
enrolled in HUSKY A were in the custody
of DCF during the reporting year (8,419
children), they accounted for 60% of all
behavioral health expenditures on behalf of
HUSKY children.

What Behavioral Health Services Do Children in HUSKY Receive?

Children who have an emotional
disturbance require a range of treatments
and supports tailored to their diagnoses and
personal situations.  Behavioral health
providers and funders have developed a
variety of programs and facilities to address
these needs. These programs and facilities
generally fall into three categories of care
described below. Figure 1 compares the
percentage of children served by each
category and the funding devoted to each.
Over time children may receive services
from more than one category.

e Acute Care Psychiatric Hospitals -
the most intense and expensive level of
service, for children who may be
suicidal, dangerous to themselves or
others, or whose behavior cannot be
managed in a less restrictive setting.

e Residential Treatment and Other
Out-of-Home Placements — treatment
for children ages 5-21 who are unable
to function in their home, school, and
community. Settings include residential
treatment  facilities, group homes,
therapeutic ~ foster ~ homes,  and
supervised apartments.

e Community-based services — a wide
range of services for children and
families with an array of needs.
Services include extended day
treatment, outpatient therapy, in-home
services, evaluation, case management,
emergency services, and family support
services.

The majority of children in HUSKY
received their behavioral health services in
a community-based setting-- only 1,067
were hospitalized (5%), and 3,000 were in

® Much of the quantitative data concerning the HUSKY A population were drawn from encounter data for the
period 4/1/98 — 3/31/99. The data were submitted by the HUSKY A MCOs, to Qualidigm, the firm under contract
with DSS to perform external quality review for HUSKY. Two MCOs that submitted incomplete data were
excluded from the study. Totals were developed based on projections of the data from the 4 MCOs whose

submissions were complete.

Expenditures for behavioral health services under HUSKY were based on the application of the Medicaid fee for
services schedule, as MCOs provided very little information about their actual costs. DSS believes these rates are

sufficiently comparable to those used by the MCOs.
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residential care (13%) during the reporting dollars are spent for psychiatric hospitals

year. Yet, as Figure 1 illustrates, the and residential treatment, serving only
greatest investment of dollars is for the 18% of all HUSKY children receiving
fewest children in the most intensive level behavioral health services.

of services: 70% of all behavioral health

Figure 1: Children Served and Public Investment in Behavioral Health Services, by Level
of Treatment’ for Children Enrolled in HUSKY Plans, 1998-99
Children Served Public Investment

B $41.1 million
(20%)

1,067 (5%0)

3,000
(13%)
Residential
*
Treatment $104.2 million
(50%)
18,216
(82%) ,
Community and $61.3 million

Home-based

Treatment (30%)

Total Served: 22.283 Total Investment: $207 million

* includes services in residential treatment facilities and other out-of-home placements by DCF and Local Education
Agencies, including group homes, therapeutic foster homes, and supervised apartments.

NOTE: Numbers of children include all children accessing that level of service during the year
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What are the Sources of Funding for Behavioral Health Services?

Connecticut spent approximately $207
million for behavioral health services in
FY 1999 for children enrolled in HUSKY
plans. This amount includes a combination
of federal, state, and local dollars,
administered by five state agencies and
numerous local agencies.  The study
examined which state agencies were
responsible for administering these funds,
and the sources of these revenues, and
learned the following:

e A majority of the public investment in
behavioral health services (72.2%)
comes from the State’s General Fund
as direct investment or match for
federal funds. The federal government
contributes 20.4% of the total dollars
through the Federal Medicaid program
(reimbursement of 50% of eligible state
Medicaid expenditures), and through
Title IV-E that reimburses 50% of room
and board costs for children placed in
residential treatment facilities through
DCF. Local funds, through local school
districts, account for the remaining
7.4% (See Figure 2).

e DCF is clearly the lead agency in this
system, administering 58% of the
funds spent on behavioral health
services. (See Figure 3.) Children in
DCF custody account for 40% of the

Figure 2: Federal, State, and Local Revenues
Supporting Public Behavioral Health Sexvices
for HUSKY /Medicaid children — FY 1999

Local
Federal 7.4%

20.4%

72.2%

Figure 3: Total Behavioral Health Funding for
HUSKY/Medicaid Children, by Agency: FY 1999

SDE/LEA
22.6%

expenditures for hospital stays in FY
1999. DCF expenditures of $82 million
account for 79% of all expenditures for
residential treatment in FY 1999.

State and local education agencies
expend 23% of the funds ($46.8
million), spent primarily through the
Special Education process. About 30%
of this amount is for residential
treatment. In the 1998-99 school year,
423 HUSKY eligible children with
severe behavioral disabilities were
placed in residential settings, at a cost
of $145 million. 40% of these
expenditures came from local school
district funding, 56% from state funds,
and the remaining 4% from federal
funds.

A combination of federal and state
Medicaid dollars totaling $62 million
flows through a number of state
agencies. Federal and State Medicaid
dollars are the source of 30% of the
dollars spent on behavioral health
services for children enrolled in
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HUSKY. Table 1 shows the amount of
Medicaid funds for behavioral health
services that flows through each agency
and the percent these funds comprises
of the agency’s total funding for
behavioral health services. DSS
administers 48% of the Medicaid funds
and DCF administers another 26%.
Because of its reach, the Medicaid
program can serve as a unifying force
for a common approach to children
requiring behavioral health services.

Table 1: HUSKY/Medicaid as a Proportion
of Public Funds Spent on Behavioral Health
by Department, FY 1999 ($$ in millions)

Medicaid
Total (Federal and %
Agency Funds State) Medicaid
DCF 119.79 16.36 13.7
SDE/LEA  46.77 8.0 17.1
DSS 29.72 29.72 100.0
DMR 5.75 4,94 85.9
DMHAS 4.60 2.8 60.9
Total $206.63 $61.82 29.9%

Special Concerns for Further Study

In addition to the findings presented above,
the study attempted to explore several
additional  issues of concern and
importance, specifically:

e Early identification and prevention
services for young children;

e Youth in transition from the child-
focused mental health system to the
adult system;

e The impact on local schools of serving
increasing proportions of children with
behavioral health service needs in the
community;

e Children with dual diagnoses (mental
health and substance abuse; mental
health and mental retardation);

e Access to outpatient services;

e Enhancing the cultural competency of
the service delivery system in response
to the high proportion of children
enrolled in HUSKY who are Black or
Hispanic.

Each of these topics addresses a serious
concern, and is an important component for
designing a comprehensive system of
mental health treatment for children.
However, there were relatively little data
available to fully explore these issues.
More time than was available for this study
iS needed to generate the necessary
information. (See the Technical Appendix
for findings based on what information was
available.) Further study of the listed areas
is recommended to better inform the design
and development of appropriate
interventions.
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Critical Systems Issues

Although an impressive array of resources and
capabilities in Connecticut are devoted to

children’s

behavioral health, there are

significant problems in the current way

services are

organized, financed, and

delivered. The study pointed to five major
problems:

1.

There are insufficient mechanisms
for effective coordination of care
between levels of intensity and across
service systems for children and their
families.

Community-based  resources  and
treatment alternatives must be better
developed to avoid the serious
bottlenecks in the treatment system.

Funding is allocated by program and
agency, each with its own
requirements and incentive structure.
This fragmentation within the
system must be reduced.

Families must have a greater role in
planning services for their own
children and in system planning and
oversight.  Currently there are not
adequate supports to enable families to
be sufficiently involved in these ways.

Current resources may not be
sufficient, but a redistribution of
resources and taking fuller advantage
of federal financing mechanisms could
go a long way toward supporting a
more effective system of behavioral
health services for children.

These concerns were based on the
following key findings of the study.

From July-December 1999, 55% of the
children in DCF custody who were in
private acute care psychiatric hospitals

were ready for discharge to a less
intensive and less expensive setting
(residential treatment, therapeutic
foster care or home-like setting).
Their conditions had stabilized and
were less severe, but there was
nowhere for them to go. They
remained in the hospital but on what is
termed “subacute” status, at a lower
daily rate.

Almost half the children in these
hospitals on subacute status in
September 1999 had been there for
longer than 90 days. The experience
of Nayib, a child in DCF custody,
illustrates the human and financial toll
of this problem. (See box on p. 10).

13% of children discharged from
psychiatric hospitals were readmitted
within 30 days, as compared to a
national average of 10%. This
suggests problems with discharge
planning and follow-up care.

The State spent $8 million for
reinsurance for a 10-month period in
FY 1999 to support hospital stays
longer than 15 days. Projections are
that reinsurance costs will be $12
million for FY 2000. The State’s
reinsurance program was instituted in
September 1998 to prevent premature
discharges that occurred under
managed care when the hospitals were
not being reimbursed for extended
stays. Through reinsurance, the State’s
Medicaid program pays a portion of
the cost of hospital stays over 15 days,
preventing children  from being
discharged from hospitals prematurely.
An unintended consequence has been
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to create a financial incentive to keep
children in acute or sub-acute care
longer than necessary.

Residential treatment facilities are at or
near capacity, yet many children in
residential treatment no longer need
this level of care. There are not
sufficient community-based services to
support their return to the community.

Placements by parole and juvenile
justice authorities through DCF have
increased 34% in the last three years.
(They accounted for 432 of 1,268
children placed by DCF’s central
placement team in December 1999).

5% of children enrolled in HUSKY are
in DCF custody, yet this population
accounts for 60% of the behavioral
health expenditures. Although this is
not suprising, given the nature of the life
experiences of this group, the finding
highlights the need for special attention
to the financing and delivery of services
to this population.

There has been a 40% increase in
children placed out of state through
DCF over the past three years. In
December 1999 there were 347 children
in DCF custody who were in out of state
facilities (27 % of all children in DCF-
funded residential care). There were also
107 HUSKY-eligible children children
placed out of state by local school
districts in FY 1999. There were also
159 children placed out of state by local
school districts in FY 1999. Children in
out of state placements are much more
likely to have one or more of the
following challenging behaviors than
children in group or private residential
placements in the State: sexually
reactive; sexually offending; suicidal,

Nayib (not his real name)

Nayib is a ten-year-old African-American
boy who entered the DCF system when he
was five years old. He has spent most of the
past year in a psychiatric hospital, awaiting
an appropriate placement. During part of
that time, his mother was in jail. Nayib was
hospitalized in January 1999 because he was
a danger to himself and others, but he had
stabilized within a few weeks and was ready
to be discharged. The hospital’s discharge
recommendation was a therapeutic foster
home, but despite repeated attempts, none
could be found. After a period of
disagreement over discharge
recommendations, DCF and the hospital are
now trying to find a residential placement
for Nayib. Not only has this situation been
the wrong placement for Nayib, it has tied up
an acute care bed that could have served
other children needing that level of care.
Eleven months after admission, Nayib still
remained hospitalized. At $400/day and
approximately 350 days in the hospital, the
state had paid approximately $140,000 for
an intensity of service that, after the first ten
days, was not medically indicated.

assaultive, threatening.  There are
insufficient resources or incentives to
care for these children within the state,
the causes of which merit further
exploration.

One in four of the 274 children
awaiting placement through DCF’s
central placement team in December
1999 were classified as having mental
retardation. This is another population
for whom appropriate services appear
to be a problem.

At the community level, $61 million is
spent by the five state agencies
reviewed in this study. Each program
has its own funding with its own set
of rules governing how the money
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can be used. Funding is rarely flexible
or comprehensive. A child with serious
emotional problems cannot easily have
his or her physical, emotional, social,
and educational needs met in a
coordinated way. Even a seasoned case
manager experiences difficulty in
coordinating community-based services
for children with complex needs. For
families it is an even greater challenge.

DMR and DMHAS account for a
relatively small portion of the funds
spent on behavioral health services.
DMR spent a total of $5 million on 64
children with behavioral health needs
and in out-of-home placements (out of a
total of 3,773 children and their families
served through DMR in FY 1999). A
review of participants in DMR’s Birth—
To-Three program identified 4% of the
children as receiving behavioral health
services (153 of 3,500 children) at a cost
of about $800,000. DMHAS expended
$2.1 million in FY99 to provide
residential behavioral health services for
young adults age 18 through 20 who
could not live at home. The agency spent
$1.8 million on community based mental
health services and $300,000 on
substance abuse services for Medicaid
eligible children and youth age 18
through 20.

Psychotropic drug costs accounted for
48% of HUSKY-supported non-
hospital-related behavioral health costs
for individuals enrolled in HUSKY A,
in FY 1999. This includes use of
pharmaceuticals by children in all
settings except psychiatric hospitals.

There has not been an active statewide
family organization for families of
children with emotional, behavioral, or
cognitive problems in Connecticut for

the past five years. Experience in
other states indicates that such an
organization is crucial to strengthening
the capacity of families to participate
actively in the care of their own
children as well as in the development
and implementation of systems of care
and state and local policy.

e Children who are Black or Hispanic
comprise a high proportion of
children in HUSKY (62%). There
were not sufficient data to indicate the
proportion of Black and/or Hispanic
children among users of behavioral
health services. Further attention to
documenting their service utilization
and services needs will be important to
help guide the development of
culturally  appropriate  behavioral
health service systems.

Conclusions

The critical issues outlined above, backed by
the key findings, identify a clear need to
develop more integrated systems of services,
supported by an integrated approach to
funding, and more supports for family
involvement.

The high number of children who remain in
psychiatric ~ hospitals and  residential
treatment settings for increasingly long
periods of time, when such care is no longer
considered appropriate, is a direct result of
the combined lack of care coordination and
lack of alternatives in the community.
Children remain in these settings because of
a lack of “step-down” and other appropriate
transitional services that can provide less
intensive care when a child’s family, the
school, or the community are unable to
provide adequate support and services for
him or her. The current approach to funding
services is not conducive to the development
of these community-based resources.
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This lack of available step-down services not
only keeps children in these out-of-home
settings for longer periods than is necessary
and at high cost, it prevents other children
from quickly accessing these services when
they need them, leaving children backed up in
emergency rooms and in the community
awaiting care.

For services to be more responsive,
appropriate, and effective, supporting the best
possible developmental outcomes for children
with behavioral health disorders, reform in the
children’s behavioral health system must
occur. Significant restructuring is needed in
the way that services are organized, financed,

and delivered for children with serious and
complex behavioral health problems.
Though there has been a reduction of 65
hospital beds in Connecticut since 1994, the
ability to use current beds only for the child
requiring acute care would be a far more
cost-effective solution than adding new
ones. The solutions must emphasize
capacity building at the community level,
using community-based, family-centered,
culturally-competent, systemic approaches
to treatment, rather than a “bricks and
mortar” approach through building more
institutional settings or adding beds.
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V. The Foundations for a Solution

Building on Existing Models

The good news for Connecticut is that there
are resources and know-how to do a far
more effective job in taking care of children
with behavioral health concerns. Most of
the ingredients for success are in place.

Local Systems of Care. Notably,
Connecticut has begun to build the “systems
of care” recommended in the Surgeon
General’s report for children with the most
serious and complex problems and
recognized nationally as the best practice for
delivering responsive behavioral health care.
State legislation passed in 1997 (Public Law
97-272) adopted the national system of care
approach, identifying a set of core values
and guiding principles for Connecticut’s
services for children and adolescents with
serious emotional disturbances (included in
Technical Appendix). The systems
approach is already being developed and
tested through several initiatives that can
serve as models.

DCF has sponsored local systems of care in
19 communities for children who have
serious emotional problems and are at risk
of, or in, an out-of-home placement for
mental health treatment. DCF has
developed practice standards for local
systems of care and has provided training
and technical assistance to the local
collaboratives.

Through this initiative, DCF has begun to
create an infrastructure that lays the
foundation for systems change. The State
spent $590,000 in FY 1999 to fund 16.5
case managers and eight family advocates to
work in these local systems. Other DCF
funds also paid for the expansion of
essential community-based services such as

respite and emergency mobile psychiatric
Services.

Other promising pilots include the

following:

e DCF’s Continuum of Care initiative
(through a IV-E Waiver
Demonstration) is testing a flexible
funding approach in which local
collaboratives manage the care of
children with  serious emotional
disturbance within an overall budget
cap.

e HUSKY Plus: This is a well-designed
model of “wraparound” services
(community supportive services that
enhance  the  effectiveness  of
behavioral health treatments) for
children with  serious emotional
disturbance. It is currently available to
only a few children through HUSKY
B. A pilot demonstration of its
applicability to children in HUSKY A
who are enrolled through Anthem-
Blue Cross is being tested, with some
promising results.

Although the number of children served
by these programs remains small, they are
being carefully evaluated. Initial findings
suggest that cost and health-related
outcome data demonstrate success. For
these small pilots to be brought to scale,
however, significant changes, outlined in
the recommendations section of this
report, must occur.

Financing the System of Care

The system of care and associated
community-based service enhancements
can be largely financed over time by
reducing unnecessary hospitalizations and
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residential placements and reinvesting the
savings in new services at the community
level, and from increased federal Medicaid
reimbursements.

There is an opportunity to increase federal
reimbursement by as much as $14 million
through (a) Medicaid supported case
management, (b) Medicaid supported
rehabilitative services in residential and
community based settings, and (c) Title V-
E supported training activities.

As we look to the future, the proposed
system of care approach, which relies
heavily upon expanded use of case
management and community-based services,
could be supported in part through the use of
the two Medicaid programs -- targeted case
management and the rehabilitative services
options — and Title I\V-E training.

Targeted case management would provide
about 40% federal participation for each
state dollar invested in enhanced case
management by DCF and its local systems
of care partners.

Residential placements through DCF and
local education agencies for special
education are presently financed almost
exclusively by state dollars, despite the

availability of Medicaid as a federal
reimbursement  source. Use of the
rehabilitative services option could provide
two critical benefits: 1) free up an
estimated $14 million of state investments
in residential treatment services ($11.7
million by DCF and $2.3 million by
SDE/local school districts) for investment
in the development of infrastructure
necessary for system of care development;
2) support new investments in community-
based services. Use of the rehabilitative
services option for community-based
treatment services would provide about
33% federal participation for each state
dollar invested (assuming 67% of the
children served will be Medicaid/HUSKY
eligible).

Federal Title IV-E funds can be used to
support the extensive training needs
required for the introduction and ongoing
support of the local system of care.

If these funds were reinvested in expanding
and improving the system of behavioral
health services for children, much could be
accomplished without the need for
substantial new state dollars beyond some
initial transitional funding.
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V.Recommendations

Connecticut should implement an expanded,
community-based System of Care Model for
the management and delivery of behavioral
health services to all children with serious
emotional disorders, building on the structures
established under P.A. 97-272. This system
of care should also be charged with assessing
and developing responses to the needs of all
children requiring behavioral health services
from prevention and early intervention to
intensive treatment.

The following 15 recommendations would
move the existing children’s behavioral health
system in Connecticut toward an accountable,
community-based system of care that
incorporates the core values and guiding
principles already adopted in statute. The
recommendations concern tasks required to
implement this expanded system of care in
three categories:

e local system and service development
e finance
e coordination and administration

The structural reform recommended would
greatly reduce, if not eliminate the major
system gaps and barriers described above.
The recommendations also address areas for
further study, important to informing this
work but unable to be completed with existing
data within the timeframe available.

The intended results are that children with
serious mental health problems will have the
opportunity to experience healthy social,
emotional, physical, and cognitive
development in the context of a nurturing
family and community, leading to their ability
to succeed in their families, schools, and
communities. Better-coordinated, integrated
care will help ensure that appropriate

treatment plans are developed and followed.
This should result in a significant reduction
in length of stay in psychiatric hospitals and
residential treatment placements as well as a
reduction in out-of-community and out-of-
state placements.

The many specific changes in practice and
procedure that will be required to implement
these recommendations are not addressed in
this report. They will need to be developed
by state agencies responsible for funding and
administration of services, with the help of
the further analyses recommended and
guidance from key parties in the system.

Through cost savings on placements and
expanded federal Medicaid reimbursement,
these recommendations should not require
substantial new State dollars. This approach,
however, will only work if the savings
achieved from reduced reliance on costly
services are reinvested in building the
community-based infrastructure necessary to
meet the full needs of children and their
families.

A. Expand and enhance local
systems of care established under
P.A. 97-272 as the mechanism for
coordinating and delivering
behavioral health services for
children with severe emotional
disturbance and their families.

1. Expand the eligibility criteria for
system of care services to include all
children meeting functional and
diagnostic  criteria  for  serious
emotional disturbance and those at
high risk, regardless of family income
or placement status.

Currently most systems of care work
primarily with children involved with DCF.
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Any family or agency should be able to access
treatment services for children who meet
functional criteria for enrollment, without
DCF intermediation, as long as the payor joins
in supporting the costs of care.

2. Decentralize decisions about individual
care planning for eligible children to
the local level, where individual care
teams can access a flexible funding
stream to purchase all services that are
part of individual treatment plans.

3. Support local systems of care efforts to
develop a richer array of community-
based services for children with severe
emotional disturbance and their
families as an alternative to long-term
residential care.

Under the mandate of P.A. 97-272, DCF has
facilitated the development of 19 systems of
care covering 151 of the 169 towns in the
state. These local systems handled 500 cases
in FY 1999. They bring together key
providers of services, parents, and other
agencies working with children to plan
services for individual children as well as to
identify gaps in treatment that need to be
addressed.  Although some of the local
systems are more developed than others, the
vision and principles that inform their
development are an appropriate starting place.
These local systems of care can be the
foundation for changing the overall approach
to the financing and delivery of services.

The bottlenecks in the current system that are
causing children like ten year old Nayib to
stay in psychiatric hospitals or inappropriate
residential treatment facilities unnecessarily
can be mitigated by decentralizing the
responsibility and funding for care planning to
the local case planning and management
teams. Under the proposed system, these
teams would command the resources to
purchase integrated, community-based
services as well as hospitalization or
residential treatment when necessary.

The study found a shortage of community-
based placements offering a range of
intensive services that could accommodate
many of the children now in expensive
hospitals and residential treatment. The
short-term emphasis of the systems of care
should properly be on improving care
coordination and developing new treatment
alternatives for those children needing the
most intensive services. This is where the
most dramatic opportunities for improvement
can be seized, building on some of the
promising practices and current substantial
capacity identified in the study. The long-
term value of the system of care lies as well
in its role of provoking increased investments
in early intervention and prevention activities
that can improve children’s outcomes and
reduce the demand for more intensive
Services.

A goal of the system of care should be to
reverse the trend of placing more children out
of state and in other locations that are far
from their families and communities. Such
placements sever the child’s valuable
connections to family and community,
making his or her return and reintegration
more difficult. It is also very difficult for
DCF or schools to monitor care at a distance.
Clearly the answer lies in the development of
additional quality placement resources within
the state through investment of system of
care funds for services.

4. Actively support the development of a
statewide family support network
with local chapters to build capacity
for family involvement essential to the
success of a well-functioning system of
care.

Parents play a critical role in the coordination
of care for their children and in the
development of their Individual Treatment
Plans. They also have a role to play in
providing valuable feedback for the
continued improvement of services and in
supporting other parents coming into the
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system. Connecticut needs a strong statewide
family organization that can be instrumental
in building the capacity of parents to
participate in developing plans of care for
their own children as well as at the state and
local systems levels. Parents can and should
play important roles in design, development,
oversight, and evaluation.

B. Design, develop, and implement a

blended funding approach to
support these comprehensive,
integrated, community based

systems of care.

5. Fund the system of care operation and
services by pooling the portion of
federal and state dollars currently
spent on children with serious
emotional disturbances through DSS
and DCF (e.g., HUSKY A, HUSKY B,
HUSKY Plus Behavioral funds,
Medicaid fee for service, state funds
for reinsurance, Title IV-E funds, and
DCF state funds).

6. Carve out behavioral health services
funding from the capitation rate for
existing HUSKY A and HUSKY B
plans for children who meet defined
assessment criteria. Develop case rates
based on an actuarial analysis of the
service needs of the population of
children  with serious emotional
disturbance and for those at high risk
for becoming seriously emotionally
disturbed.

7. Explore the feasibility of maximizing
federal Medicaid reimbursement to

expand resources for children’s
behavioral health services.
8. Ensure that sufficient resources

remain available through the HUSKY
Plans and through direct contracts to
service providers (e.g. child guidance
clinics, school-based clinics, and other
private providers) to respond to the

behavioral health needs of children
not eligible for, or in need of, the
extensive systems of care services.

In the proposed model, behavioral health
funds would “follow the child” rather than
the categorical requirements of a particular
program. Care managers would have access
to flexible dollars to design individualized
treatment plans that best meet the needs of
children.  Local systems of care should
receive funding on an actuarially determined
case rate. The fact that the current systems
of care control few if any resources has
limited their effectiveness and role. The
newly flexible funds would stimulate
development of community-based alternative
and wrap-around services.

The proposed “carve out” would dedicate a
portion of the per member per month
capitation rate currently paid to Managed
Care Organizations under HUSKY plans to
fund treatment for eligible children through
the system of care mechanism.  These
children would continue to receive primary
care services under HUSKY.

Those children not needing the extensive
behavioral health care services offered
through a systems of care approach would
continue to receive their behavioral health
services through the HUSKY plans as well.

The state should work towards inclusiveness,
with the long-term goal of developing
services that will draw the participation of
the education system and, where appropriate
for special populations, the mental
retardation and mental health/substance
abuse systems.

Additional federal Medicaid funds can also
be accessed for this purpose. The study has
identified at least $15 million in behavioral
health services costs for HUSKY A
participants that could be submitted for
federal reimbursement. This number is based
on re-categorizing expenditures for DCF
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residential treatment, special education
residential placements, and Targeted Case
Management so that they are eligible for
Medicaid reimbursement. This can be done
through options available in the state’s
Medicaid plan, including provisions for
funding Targeted Case Management and the
rehabilitative services option.

With reference to the need for resources for
less intensive services, at least 14,000 children
in HUSKY A with less serious conditions
accessed behavioral health services through a
wide variety of community-based providers.
These services play a crucial role in
preventing the development of more severe
conditions and avoiding the need for
expensive residential treatment. DSS, with
input from the local systems of care and
family support networks, should continue to
monitor the policies and practices of the
Managed Care Organizations to urge the full
implementation of contractual provisions
related to behavioral health.

C. Establish a coordinating and
administrative structure to direct
and implement the expanded
system of care model.

9. Establish an administrative structure
to implement the expanded system of
care under the joint direction of DSS
and DCF. The structure would include
an Administrative Services
Organization (ASO) to administer the
system of care funds and up to 10
regional Lead Service Agencies (LSAS)
to contract with providers and provide
services and administrative support
required by local systems of care.

10. Form a state-level Interagency
Committee for strategic planning and
support for the development and
implementation of the expanded
system of care, with representation
from DSS, DCF, SDE, DMR, DMHAS,
DPH, and OPM.

11. Establish an Advisory Committee
with representation from consumer
families and providers.

Based on their mandates, DSS and DCF are
the lead partners in creating the expanded
system of care. They should work with the
existing Children’s Behavioral Task Force in
the coming months to develop the
governance and administrative structure that
will support effective development of the
systems of care. An interagency
memorandum between DSS and DCF should
establish the roles of each agency in
administrating and operating the plan.
Suggested roles are as follows:

e DSS Role: administer pooled funding,
handle all Medicaid/HUSKY plan
changes, waiver amendments, federal
reporting, claims processing and financial
management.

e DCF Role: set standards, and monitor
implementation;  develop  statewide
training on the systems of care approach
for providers, families, and other major
stakeholders. Develop  outcome
measures and an evaluation plan.

DSS and DCF would jointly contract with
the Administrative Services Organization
described below and ensure continued
administrative and financial support for an
integrated funding stream.

Strategic  Planning:  An  Interagency
Committee would be responsible for
maintaining  the  vision,  coordinating
planning, and work toward expanding the
participation of other systems in an
integrated funding approach at the state
and/or local level. This Committee would be
composed of those agencies listed that fund
children’s behavioral health services. The
Committee should be expanded eventually to
include representatives from other agencies
that fund or provide behavioral health
services (e.g., Judicial Services).
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A process to involve providers and consumer
parents in the work of designing the new
system will help ensure its relevance to the
needs of children. The Behavioral Health
Subcommittee of the DCF Advisory
Committee, which currently advises DCF on
behavioral health issues, could be charged
with advising this effort. It has
representatives from providers, consumer
parents, and state agencies.

Administration: Based on the experience of
other states engaged in similar efforts, the
proposed administrative structure has three
main components (Figure 4): a statewide
Administrative Services Organization,
“regionalized” Lead Service Agencies, and
local systems of care.

The roles for each of these participants in the
system will need further development, but in
general terms may encompass the following:

The ASO would provide administrative
support for the local systems of care. It
would be responsible for maintaining
performance and outcome data and providing
financial management for reimbursements
and reconciliation of funding requirements
for the lead service agencies.

The Lead Service Agencies would work with
local systems of care to provide a
comprehensive array of community-based
services and supports. They would be
responsible to do the following: authorize
and reimburse services delivered under
approved individual treatment plans, fund all
care required within a case rate, gather and
organize all information required for quality
management and performance oversight,
provide administrative support to the system
of care, and ensure that the local systems of
care respond to the unique needs of their
communities.

Figure 4: System of Care Governance and
Administrative Model

Integrated State Fund
Federal Medicaid
Interagency | ____ Rttt N Advisor
Consortium e Federal IV-E _ po y
o State Funds for Behavioral
Health (Medicaid, DCF)
Dept. of MOU Dept. of
. «— |
Social —> Children
! Interagency nd
Services Agreement Fa?nilies
HI\L;IS(;%A - Administrative Service
S Organization
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The system of care at the local level would be
built on the foundation of the 19 systems of
care established since the passage of P.A. 97-
272.

12. Develop measurable outcomes against
which the state and local systems of
care can assess the effectiveness of
services.

A major concern expressed about the current
delivery system for behavioral health services
is the difficulty in assessing whether
investments result in positive outcomes for
children. Joining in a national trend,
Connecticut should require all providers to
measure and report outcomes against a set of
agreed measures. This will move the system
toward greater accountability. The results of a
study of outcomes in children’s behavioral
health commissioned by DSS are due this
fiscal year, and may help inform this work.

13. Conduct training for state agency staff,
providers, families, and other system
participants to support the
implementation of the system of care.

Additional resources would provide needed
support for staff, provider and consumer
family training in the provision of services
under the system of care model. A system of
care approach requires that all participants
work collaboratively on behalf of the child,
and they need to be able to assess strengths
and develop interventions that build on these.

14. Develop a  case management
information system to support service
delivery, program management, and
evaluation.

This study highlighted the difficulty of
accessing information across systems and
across time for individual children. An
effective case management information
system to track children and services
delivered will be required to facilitate
operation of and planning for the system of
care.

15. Conduct a systematic comprehensive,
independent  evaluation of this
endeavor, examining the process of
design, development, and
implementation, and the outcomes,
including impact and cost-
effectiveness at multiple levels.

The evaluation should look at three
dimensions: child and family outcomes,
process and system development outcomes,
and financial outcomes.

D. Study additional critical issues that
require attention.

The study uncovered a number of critical
areas for which insufficient data was
available in the window of time for the study,
or that presented dynamics too complex to
unravel through this process. The following
areas are suggested for further study, and
could vyield substantial benefits in system
improvements and improved outcomes for
children.

Early Intervention and Prevention
Services for Young Children: Parents, child
care providers, health practitioners, teachers,
and others in a position to recognize early
signs of problems need to be able to access
information, referrals, and services easily. As
noted in earlier sections, they should have
resources readily available to them. Further
study should focus on delineating the
existing system of services for young
children and developing recommendations as
to how services can be developed, funded,
managed and delivered in a way that best
meets the need for prevention, -early
intervention, and treatment services for this
population.

Children in Transition to the Adult
System: There are collaborative efforts
underway between DMHAS and DCF to
ensure that youth who are in transition to the
adult system are served appropriately and
that smooth transitions occur. Further study
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is recommended to help better inform the
design and development of appropriate
interventions for this special population.

Special Education: Federal and state
legislation constrains schools serving children
through special education from taking a
broader view of the service needs of children
in its care. A substantial portion of residential
treatment funds is invested through the
education system, yet the primary mission of
that system is education rather than behavioral
health. Further work is needed to understand
this issue and to facilitate partnerships that
serve children well, preferably through the
system of care model.

Children with Dual Diaghoses

Mental Health and Mental Retardation:
Children  with mental retardation and
behavioral problems require an intensive
level of services that combines the skills of
providers in both the mental retardation and
mental health arenas in order to assure good
outcomes. Effecting good practice and
service delivery without draining resources
needed for other children is a system
challenge in need of further review.

Mental Health and Substance Abuse:
Service providers have stated that youth with
both substance abuse and mental health
problems are not currently well served. The
amount spent on services for them is known,
but little is known about whom they are or
how to assess whether services are
effectively provided. Further study is needed
to assess how best to serve these children and
youth.

Cultural Competence: There was very little
information available for this study about the

demographics of the children receiving
services at the various levels of intensity and
there was not an opportunity to analyze the
cultural competency of the existing services.
In order to enhance the cultural competency
of the service delivery system in response to
the high proportion of children in HUSKY
who are Black or Hispanic, further study will
be needed.

VI. Moving Forward

DSS and DCF should work with the other
state agencies and the Children’s Behavioral
Health Services Task Force to develop the
detailed design and  guidelines  for
implementing the recommendations put forth
in this Report. The issues needing further
attention include: development of community
based service capacity; outcome
accountability; contractual arrangements;
governance at state and local levels; cross
agency systems of care training; financing
mechanisms; and the need for legislation.

Initial funding has already been secured to
assist with this continuing effort and the
further studies needed from the Connecticut
Health Foundation and the Children’s Fund
of Connecticut.

The children and families of Connecticut
deserve no less than a collective best effort to
build effective systems of care. With the
focused attention and increased awareness of
so many groups and individuals, the
opportunity to take action to improve the
way Connecticut delivers services for
children with serious emotional and
behavioral problems has never been better.
The findings and recommendations of this
study help point the way.
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Judith C. Meyers

Pathways to Reforming
Children’s Mental Health

Service Systems
Public and Personal

This chapter weaves together reflections on two
journeys, one quite public and the other more pri-
vate. The public journey is the evolution of services
for children with sericus mental health problems
in America over the past century and how the ex-
perience of one state—Connecticut—provides a
more in-depth look at what has and has not oc-
curred. The private journey is the evolution of my
own thinking about children’s mental health ser-
vice systerns, informed by my education as a clin-
ical and community psychclogist, my training in
the world of public policy, my experience working
in leadership positions in federal, state, and local
settings over the past 20 years, and my most recent
work in Connecticut. I will explore how these jour-
neys have intertwined and what might be learned
from each.

In 1983 the United States Congress appropri-
ated $1.5 million to the National Institute of Mental
Health to create the Child and Adolescent Service
System Program (CASSP) to address the needs of
children and adolescens with serious emoticnal
disturbances. These needs had been recognized
from the earliest years of the twentieth century. De-
spite a series of efforts, most of which ended in
failure, they had been inadequately met. With the
creation of CASSP, the concept of a “system of care”
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became part of the lexicon, and the tide twrned
(Stroul & Friedman, 1994). Over the past 20 years
there has been tremendous growth in systems ol
care, with expanding resources, research, and seiv-
ices to respond to children whose emotional, be-
havioral, and cognitive disorders make it difficuli
for them to succeed in their own homes, schools,
and communities.

In an article about the creation of CASSP, s
part of a history of the federal government’s cffort
to improve services for children and adolescenis
with mental health problems, the authors noted
that the CASSP appropriation was but a shar
phrase attached to the legislation for the continu
ation of the then 6-year-old Community Sappor
Program for adults with chronic mental illness. Tl
phrase was “placed by an aide in the congressional
report that described Congress’ intent that $i1.%
million be expended on a similar program [or chil-
dren and adolescents with serious emational dix
turbances” (Lourie, Katz-leavy, DeCarolis, &
Quinlan, 1996, p. 104). I happened 0 he 1hat an
named aide. At the time 1 was a Congressional 5.
ence Fellow in the House of Representalives waork
ing in the office of David Obey (D-W1), wha served
on the Appropriations Subcommittee responalhle
for funding for the Department of Health ad 1Hy-
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man Services, and who was an avid supporter of
the Community Support Program.

Sixteen years later, having worked in several
policy and academic settings related to children’s
services, | moved to Connecticut Lo direct the Child
Health and Development Institute of Connecticut,
a new not-for-profit organization created to pro-
mote long-term systems change to improve the
health of children throughout the state. One of the
first projects 1 was asked to undertake was a review
of the publicly sponsored children’s behavioral
health services in Connecticut. What 1 found out
was that 16 years after the advent of CASSP, Con-
necticut was still straggling with many of the same
issues that the program was intended to remedy.

Connecticut’s Journey

When 1 arrived in Connecticut in 1999, there was
an increasing concern among state policymakers,
practitioners, and parenis about children with se-
rious behavioral and emotional problems. This,
however, was by no means the first time that pol-
icymakers in that state had recognized the need to
attend to the difficulties in meeting the needs of
children with emotional disorders. In fact, three de-
cades of reports about children’s behavioral health
reeveal striking consistency in articulated goals and
i1y the descriptions of the difficulties attaining them
{Ceballe, 2002). In 1975 Conmecticut established a
vonsolidated state children’s agency (Department of
¢ hlidren and Families {DCF], including child pro-
iection, children's mental health, and juvenile serv-
lves), which had as one of its goals a well-
funelioning children’s mental health system that
connected alt Connecticut children and youth who
have miental health problems to appropriate care in
it timely manner (Geballe, 2002). Connecticut had
gVen pone so far as to frame a systems of care ori-
sitton In legislation passed in 1997 that articu-
Inted the peinciples and mandated a systems of care
ppproacly (Public Act 97-272), and as many as 18
visiininiles had developed local systems of care
selaboratlves hy 1999,

Peaplie these significant rmilestones, little had

Piggin clane 1o reorient a system based in institu-
tuiud aned restelential weatment and traditional
nieulpa ol practice (o put the principles of a system

wf gare o practice. Unlike many other states,
Cengedlen il neither a history of investing in

building community-based services 1o meet the
needs of children nor a strong family advocacy and
support system——two key ingredients for buiiding
and sustaining a community-based, family-
centered approach to serving children and their
families. By 1999 the state was investing more than
$200 million in mental health services for children,
but five separate state and iocal child-serving sys-
tems administered these services, including child
welfare, mental health, mental retardation, educa-
tion, and Medicaid. The resulting system, such as
it existed, was complex, fragmented, and difficult
for famnilies to access and maneuver. The siluation
had reached the point where large amounts of state
funds were being used to maintain children in psy-
chiatric hospitals far beyond the time necessitated
by their clinical conditions. This budget drain cap-
tured the attention of the highest officials, who
were facing a severe budget shortfall as an eco-
nomic downturn was beginning to result in declin-
ing revenues.

Shortly after 1 arrived, the Child Health and
Development Institute of Connecticut (CHDI) was
asked to conduct a study for the Department of
Social Services {DSS) in fulfillment of & legislative
mandate (Section 36 of Public Act 99-279). The
study resulted in the report Delivering and Financing
Children’s Behavioral Health Services in Connecticut
(2000, which included a review of the service util-
ization and expenditures for behavioral health serv-
ices by the state Departmenis of Social Services,
Children and Families, Mental Health and Addic-
tion Services, Mental Retardation, and Education
and a set of recommendations to improve the quai-
ity and integration of children’s behavioral health
services,

CHDI is a nonprofit crganization created in
1698 by the board of the Children’s Fund of Con-
necticut, a public charitable foundation focused on
community-based primary and preventive health
care initiatives. The board created the institute to
serve as a mechanism for promoting long-term
change in the systerns that have the greatest impact
on children’s health in Connecticut. Connecticut’s
two leading medical universities—Yale and the
University of Connecticut—play a leadership role
in CHDI's development and work, contributing
their resources to bring the best information from
research and best practice experiences throughout
the country to help inform, train, and support pol-
icymakers and practitioners.
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CHD1 was likely perceived by stale leaders to
be a good fit for carrying out the study for several
reasons: it was perceived as neutral and objective
(not affiliated with one branch of government, one
particular state agency, or 2 particular political
point of view}; il was affitiated with both of the
state’s two major universities, and thus there was
no need to pick one over the other; it was a new
organization with no history or baggage, which can
accumulate very quickly in a small state like Con-
necticut; and its new director, namely, me, had ex-
pertise in program, policy, and financing with re-
gard to children’s mental health systems. The study
was conducted in partnership with D3S and Lhe
DCF (Child Health and Development Institute of
Connecticut, Inc., 2000). | hired Carl Valentine, &
national consuitant with expertise in financing chil-
dren’s systems, to assist with coliecting and analyz-
ing the state data. We developed a state implemen-
ration team with representatives from DSS and DCF
to assist with the study and created a Children’s
Behavioral Health Task Force as an advisory com-
mittee with representation {rom other stale agen-
cies, family advocates, and providers, o review and
discuss the findings along the way.

The study’s findings were derived based on the
following;: financial and service utilization data pro-
vided by state agencies; a review of the literature
on the organization and financing of children’s be-
havioral health services; review of case studies; de-
liherations of the Children’s Behavioral Health Task
Force: interviews with service providers, consumer
families, and advocacy groups; and extensive dis-
cusstons with stalf of state agencies.

Delivering and Financing Children’s
Behavioral Health Services

Key findings of the study included the following;:

+ Of the 184,000 children envolled in Connect-
icul’s Medicaid managed care program
(HUSKY A), approximately 12% used one or
more behavioral health services during the 12-
month period studied (April 1998-March
1999).

» The stale spent approximately $207 million
from five diffevent child-serving systems
{Medicaid, child welfare, educalion, mental
health, and mental retardation) for behavioral

health services during this time (the juvenile

justice system, which spends additional dol-
lars for mental health services for court-
involved children, was not included in this
study).
Twenty percent of the dollars ($41.1 million)
was spent on acule psychiatric hospitaliza-
tions for 1,067 children (5% of the popula-
tion Teceiving services).
Fifty percent of the dollars ($104.2 million)
was spem: for residential treatment serving an-
cther 13% of the children,
The remaining 30% was available for home
and community-based services serving the
largest proportion of children.
Bottlenecks in the system were keeping chil-
dren in psychiatric hospilais and residential
treatment seltings iong beyond the time they
needed to be there. More than half of the
children in the state’s custedy who were in
private psychiatric hospitals were ready for
discharge 16 a less intensive and less expen-
sive seuting but in many cases were hospital-
ized for more than 3 months because of inad-
equate commurity-based services.
Seventy-two percent of the funds expended
were state dollars, 20% were federal dollars,
and 8% were local funds through the school
systems.
Children in custody of the state’s child pro-
tection system through DCF accounted for a
large shave of the expenditures. Although only
5% of children enrolled in HUSKY A were in
the custody of DCF during the reporting yeas,
they accounted for 60% of all behavioral
health expenditures on behalf of HUSKY chil-
dren.

-

.

With regard to service delivery, the study rc
inforced what was already known by many: Ut Hw
high number of children who remained in psych
atric hospitals and residential treatment setlings lo
increasingly long periods of time when such car
was no longer considered appropriate was a direct
result of the combined lack of care coordination
and lack of alternatives in the community. Childsen
remained in these settings because of a lacl &l
“step-down” anc other appropriale transitional
services that could provide less intensive care wheni
a child’s family, the school, or the comnunity ws
unable to provide adequate support and serviivs
This lack of available step-down services not il
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kept children in these out-of-home settings for
longer periods than was necessary and at high cost
but also prevented other children from quickly ac-
cessing these services when needed, leaving chil-
dren backed up in emergency rooms and in the
community awaiting care.

For services to be more responsive, appropri-
ate, and effective, supporting the best possible de-
velopmental outcomes for children with behavioral
health disorders, reform in the children’s behav-
ioral heaith systern was needed, including signifi-
cant restructuring in the way that services were or-
ganized, financed, and delivered for children with
serious and complex behavioral health probiems.
The solutions rested on capacity building at the
community level, using community-based, family-
centered, culturzlly competent, systemic ap-
proaches 10 treatment rather than a “bricks and
mortar” approach threugh building more institu-
tional settings or adding beds.

The study recommended the following actions:

» Expand and enhance local systems of care as
the mechanism for coordinating and detiver-
ing behavioral health services [or children
with severe emaotional disturbances and their
families,

+ Build a richer array of community-based serv-
ices;

s Develop a statewide family support network;

* Develop and implement a blended funding
approach to support the comprehensive inte-

" grated community-based systems;

s Develop measurable outcomes to assess the
elfectiveness of services;

» Conduct training to support the implementa-
tion of the system of care;

» Improve information systems;

» Conduct a thorough evaluation.

The timing of the study was critical, resulting
[ the state’s readiness to adopt the recommenda-
thons rather than have them shelved. The status quo
wis hecoming increasingly unacceptable. There
were the mounting costs to the state of children
renaining in hospitals as the result of a reinsurance
agreement whereby the state picked up a larger
yiortion of the costs after a child had been hospi-
taltzed for more than 15 days. There was pressure
fraiy e hospitals, whose emergency reoms were
vl lowhigy with children with mental health prob-
fuiits {or whom there were no open beds. There

were predictions that it was only a matter of time
before a child died unnecessarily as a result. Con-
necticut Community KidCare was the outcome of
this planning process.

The commissioner of DCF, Kristine Ragaglia,
became a strong preponent of the reform agenda.
In her first several years as commissioner she had
been an advocate {or increasing the number of res-
idential beds, but scon she came to recognize this
was an expensive and not particularly effective way
to fix the problems in the system. Her counterpart
at the DSS, Patricia Wilson-Coker, had a back-
ground in child welfare and law and was also sup-
portive from the start.

The study produced by CHDI lent credence to
a direction that key state agency staff and advocates
were already supporting by documenting objec-
tively and irrefutably the problems in the system
and the need for change. The propesed reforms
were further supported by the General Assembly,
which, in June 2000, charged the commissioners
of DCF and DSS to develop the elements of a plan
to reform the current system, and by a July 2000
report issued by the Gevernor’s Blue Ribbon Com-
mission on Mental Health.

Connecticut Community KidCare was de-

signed over the next 8-months to a year by an im-
plementation team of state agency staff working in
concert with the Behavioral Health Advisory
Group. CHDI continued to provide technical assis-
tance and facilitation to the process but moved to
a behind-the-scenes role as the state agencies took
increasing ownership of the process.

The details of the plan were presented in Jan-
uary 2001 in a repost to the General Assembly
{Connecticut Department of Children and Families
and Department of Social Services, 2001). The plan
at that point represented a far-reaching vision, in-
corporating all the elements of the systems of care
values and principles. As written in the first para-
graph of the implementation plan submitzed to the
legisiature in January 2001:

The Department of Children and Families and
Department of Social Services are preparing (¢
embark on a sweeping reform: of the public
chiid behavioral health service system. The new
Conmnecticut Community KidCare initiative is
designed to eliminate the major system gaps
and barriers that have plagued child behavioral
health in recent years. The proposed initiative

:;i
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will allow children with behavioral health prob-
lems to grow and develop within nurturing
family environments, increasing their ability to
succeed in their homes, schools and communi-
ties. The new sysiem will be family driven and
family focused, giving families choice and help-
ing families 1o care for chiidren who have be-
havioral health challenges. The new system will
emphasize the sirengths of individual families
and children and be culturatly responsive.

{p. vii)

The state agencies recognized that their vision
was a tall order, but they firmly believed that it
could be realized, As the report further states:

Building this new system is an evolutionary
process that will require time for planning,
training and capacity building, and a gradual
phase-in of [ully working systems. Tt will also
require changes in structure, organization,
management, financing, practice, and philoso-
phy, affecting those involved at every level,
{rom families 1o providers to State agencies.
{p. viid

The Lkey elements of the Community KidCare
plan al that point included the following:

+ A full carve-out from managed care of chil-
dren's behavioral health services for all chil-
dren enrolled in HUSKY;

» A comprehensive benefit package, including

outpatient, day program, home-based, care

coordination, nonmedical support services
such as respite care and therapeutic recrea-
tion, as well as out-of-home services, includ-
ing residential, therapeutic foster care, and
hospitalization;

Tntegrated funding streams, including Medi-

caid, $-CHIP, Title 1V-E, and state general

funds;

Support for lamily involvement through fund-

ing for a family support erganization, and in-

volvement of families at all levels of policy
and planning;

A new administrative siructure to include an

administrative service organization (ASO), re-

gionally based lead service agencies, and com-
munity coliaboratives (formerly known as lo-
cal systems of care);

* Training and staff development;

+ A comprehensive evaluation of the reform.

Phase-in of KidCare was scheduled to begin in
July 2002 with the selection of an ASC to admin-
ister a ful} carve-out {ollowed by the selection of
two lead service agencies with access to the en-
hanced benefit package. The intent was for KidCare
to be operational statewide within 1 to 2 years after
that.

In spite of a few setbacks that slowed down the
rate of progress, the implementation of KidCare
continued on track over the next 18 months. More
than $23 million in new funding was committed to
community services, including emergency mobile
services, care coordination, day treatment, inten-
sive home-hased treatment services, and respite
services. Twenty-seven local collaboratives were
engaged in developing individual treatment teams,
with the support of more care coordinalors and
more services [rom which to draw. Family organi-
zations had been invigorated through state and
foundation support with a thriving network of paz-
ent suppert groups, including several focused on
the needs of Afro-Caribbean and Hispanic families.
More than 2,000 people in state and provider
agencies and family members came together in
4-day workshops to learn about how 1o work
in & community-based, family-centered, strengths-
based approach through the KidCare stitutes.
There was an increasing effort te support evidence-
hased interventions such as multiple systemic ther-
apy and funciionat family therapy.

The values and principles of a system of care
approach had been deeply embedded in legislation,
policy standards, and guidelines in Connecticut, as
indicated by the following statement included in
DCF's 2002 Sysiem of Care Status Report to the
legislature:

The federally defined System of Care Model
underlies the paradigm shift in financing and
service delivery in which KidCare is founded.
Like the System of Care model, KidCare is
based upon a philosophy in which service
planning is driven by the needs and preferences
of the child and family. Both KidCare and the
systemns of care model provided through the
Community Collaboratives seek to prevent chil-
dren’s problems from escalating by offering an
array of flexible, individualized services that
wili maintair children in their homes and com-
munity. KidCare and Connecticut’s Community
Collaboratives espouse quality, comprehensive,
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community-based service provision through
partnerships, interagency agreements, and key-
stakeholder associations, While KidCare is the
materialization of systemic service restructur-
ing, the system of care approach has been the
solid foundation created a decade ago in which
to frame the core teneis of Connecticut’s reform
initiative. {Connecticut Department of Children
and Farnilies, Division of Mental Health, 2002).

As z participant, witness, advocate, and possi-
bly even one of the catalysts to the beginnings of a
major transformation in Connecticut’s mental
health system for children, 1 found this a thrilling
time. There was a readiness for change that had
been building for years. I was cne force among
many that converged at that time, and 1 felt tre-
mendously fucky to have been in the right place at
the right time to be able to make a dilference. Talso
had had enough experience to understand that
such transformative change in public systems is not
linear and never easy. As the first 6 months of this
fiscal year (January—June 2003} unfolded, that re-
ality came home to roest. Connecticut’s journey in
the past 3 years mirrors the nation’s journey of the
past 20 years,

The Nation’s Journey

Building Systemns of Care in Connecticut

Connecticut was not alone in its history of having
years of concern for children with serious mental
health problems—recognizing the need for action
yet experiencing the slow pace of reform. Nation-
ally there has been a consensus on the nature of the
problem that has not changed much for decades,
The awareness of a need for comprehensive coor-
dinated services for children with emotional dis-
turbances was articulated as far back as the 1909
White House Conference on Children, which rec-
ommerded new programs to care for “mentally dis-
turbed children,” and again in 1930 when another
White House Conference echoed these recommen-
dulions. It was not until 35 years later that attention
was again focused on the need for improved mental
health services for children. The Joint Commission
on the Mental Health of Children was convened
unel delivered its report to Congress in 1969, stating
that large numbers of emotionally, physically, and

socially handicapped children did not receive nec-
essary or appropriate services and that the mental
health service system for children and youth was
wholly inadequate (Joint Commission on the Men-
tal Health of Children, 1969). The report stated: “Tt
is an undesirable fact that there is not a single com-
munity in this country which provides an accept-
able standard of services for its mentally ili chil-
dren, running a spectruim {rom early therapeutic
intervention to social restoration in the home, in
the school, and in the community” (pp. 6-7). The
report called for complete diagnostic, treatment,
and preventive services available 1o all children and
youth and a child advocacy program at ali levels of
government, including an adviser in the White
House. 1t also recommended funding to provide
incentives Lo states and communities to establish a
range of coordinated services providing interre-
lated, continuous care and treatment for children
in need.

As Nicholas Hobbs aptly summarized in 1975:

Countless commissions, committees, and con-
ferences, inciuding White House conferences,
have addressed the problem of providing serv-
ices for children and have been appalled by the
confusion they find. Report after report stresses
the absence of any overall design for the deliv-
ery of services, the dispersion of responsibility
among dozens of agencies, the fragmentation of
effort, and the frequency with which children
in need of assistance get lost in the system.

(p. 180)

With the advent of CASSP in 1983, however,
there has been remarkable progress. With CASSP
as an impeius, the concept of a system of care to
serve children with serious emotional disturbances
was defined and continues to this day. Children’s
mental health services received another significant
boost when the Children’s and Communities Men-
tal Health Services Improvement Act of 1992 cre-
ated a new federal program to support the expazn-
sion of community-based systems of care for
children with serious emotional disturbances and
their families. This program, the Cemprehensive
Community Mental Health Services for Children
and Their Families Program, began in 1993 with
initial {funding of $3 miilion. From 1993 to 2002,
grants Lo 67 communities in 43 different states to
improve and expand their systems of care have
been awarded, with $107 million projected to be
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available in fiscal year 2004. According to the na-
tional evaluation of these programs, the approach
was more elfective in helping children and adoles-
cents with sericus emotional disturbances (Friesen
& Winters, 2003).

The troubling news is that despite the recent
progress afler almost a century of attention of one
kind or another, we still have a long way o go.
Although the values and principles that are the
foundation of a sysiems of care approach seem
widely accepted and adopted, the full translation ol
these principles into practice still eludes us, and the
call 1o attend to the problems continues to be
sounded at the state and national levels. In a review
of reports addressing children’s mental health is-
sued by 10 states between 1997 and 2001, a strong
and consistent concern about the inadequacy of ef-
forts to address the mental health needs of children
and their families was evident. In 2 [amiliar-
sounding theme, these reports were consistent in
favoring the values, principles, and beliefs of &
system of care framework—interagency collabora-
tion, individualized, comprehensive, and culturally
competent care, and support for a strong family
role. The range of recommendations elso had a la-
miliar ying;: create more flexible and less categorical
funding; integrate and coordinate planning and im-
prove accountability; improve the quality of serv-
ices through increased atleniion to the recruitment,
training, and retention of staff; make greater use
of evidence-based treatments; expand provider
networks; establish professional standards; and re-
duce stigma and increase support for children’s
mental health through public education (Friedman,
2002},

The Surgeon Generals landmark report on
mental health in 1999 observed: “The sysiem for
delivering mental health services to children and
their families is complex, somelimes to the point of
inscrutability—a patchwork of providers, interven-
ticns, and payers. Much of the complexity stems
{rom: the multiple pathways into treatment and the
multiple funding streams for services” (U.S. De-
partment ol Health and Human Services, 2000,
p. 179). The report alse concludes that most chil-
dren in need of mental health services do not re-
ceive them.

Fven more recently, President Bush established
the President’s New Freedom Commission on Men-
1al Health. The commission’s goal was 10 recom-
mend improvements to enable adults with serious
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mental illness and children with severe emotional
disturbance 1o live, work, learn, and participate
fully in their communities (New Freedom Com-
mission on Mental Health, 2003). Once again, a
national report cites fragmentation and gaps in care
for children with serious mental iliness and calis for
replacing unnecessary institutional care with effi-
cient, effective community services and integrating
programs across levels of government and among
many agencies. Once again, a report calls for serv-
ices and treatments that are individual, family cen-
tered, and culturally competent rather than ori-
ented to the requirements of bureaucracies. Once
again, a report calls for creating flexible financing
strategies to support the use of the most effective
treatments and services. Once again, a report calis
for early identification, screening, and treatment.

Challenges to Change

Connecticul's journey mirrors the nation’s journey
in developing systems of care, and while much pro-
gress has been made, the challenges remain, leading
1o continued calls for transformations in how sexv-
ices are organized, financed, and delivered {Glied
& Cuellar, 2003). There has been an expansion in
{ederal, state, and local funding, but our public sys-
1ems continue to spend most of their resources on
crisis situations. When dollars are as short as the
political horizons, it is hard for elected officials to
invest in the long haul. In Connecticut the first part
of the reform to hite the dust were the lead service
agencies, As the economy turned downward in
2000-2001, a time in which Connecticut, one of
the wealthiest states in America, was hit hard by
the loss of revenues from declining capital gains,
those who controlled budgetary decisions in the
Office of Policy and Management determined that
money needed 1o be spent on services, not infra-
structure. While it is not hard to recognize the po-
litical appeal of that decision, and perhaps even the
short-run hurmnanitarian appeal, it was alsc clear la
those of us whe had helped design the reform that
if the system was going to be successful, it necded
to be operated and administered as close Lo the
communities as possible, rather than centrally oul
of Hartford. Commecticut does not have countics
that serve as governing units; it has a state govern-
ment and 160 cities and towns, with nothing in
between. Pulling away the lead service agency
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model was a major setback for building a
community-based systerm,

The implementation of KidCare became seri-
ously stalled 6 months ago. One major aspect of
the reform, the creation of a Behavioral Health Part-
nership whereby funds would be pooled, and three
state agencies would partner to conract with an
ASO to manage a fuil carve-out of the system, hit
a snag. The inevitable resistance resulting from ma-
jor change efforts is coming, not surprisingly and
perhaps understandably, from providers who are
concerned about the impact on their reimburse-
ment rates and whether enhancements to the chil-
dren’s system will result in diminished resources
for the adult system. Ostensibly as & result of a dis-
agreement between several key legislators and the
executive branch regarding rate setting for provid-
ers and oversight of the system, the implementation
came (0 a halt.

There has been no KidCare training for the past
6 months, the evaluation has been put on hold, and
while the community-based services continue to be
developed, the system as envisioned is stili a long
way off. In Connecticut, as is lrue nationatly, while
there is progress in developing a broader ranges of
services, the majority of children with serious men-
tal health problems are involved with multiple sys-
tems associated with poor treatment planning and
outcomes. The greatest portion of public dollars for
children’s services continues to be spent on the few-
est children—to pay for institutional and residen-
tial placements for children with the most serious
problems. The least amount is spent for prevention

. and early intervention.

One positive development has been a burgeon-
ing interest in and altention to the mental heath of
young children that accompanies the increased fo-
cuss on young children being better prepared to suc-
ceed when they enter kindergarten. As noted in the
Surgeon General’s report:

The wider buman services and law enforcement
cerumunities, not just the mental health com-
munity, have made prevention a priority. Poli-
¢ymakers and service providers in health, edu-
vition, social services, and juvenile justice have
ecome invested in intervening early in chil-
tlrewr’s lives: they have come 1o appreciate that
mental health is inexorably linked with general
heaith, child care, and success in the classroom
and tiversely related to involvemzent in the ju-

venile justice system. It is also perceived that
investment in preventon may be cost-effective,
{U.S. Department of Health and Human Serv-
ices, 1999, p. 133)

The President’s New Freedom Commission also de-
votes one of its six goals to early detection and in-
tervention, and includes among its recommenda-
tions that we promote the mental health of
chifdren. Tt remains to be seen whether there will
be a shift in resources to move the rhetoric to re-
ality.

Reflections on Why Sustainable
Change Is Difficult to Achieve:
My Personal Journey

Ne one has the definitive answer to why lasting
change is difficult to achieve, but as someone
whose professional journey over the past 22 years
has given me the opportunity to observe and en-
gage in the efforts to improve children's mental
health systems at the federal level and in several
states, including the most recent work in Connect-
jcut, 1 can offer my own reflections, routed in a
paradigm of systems change that stems back to my
earliest days as a clinical and community psychol-
ogist.

Although 1 did not have a name for it when {
first chose to become a clinical and community psy-
chologist more than 30 years ago, | came to learn
that the theoretical underpinnings of much of what
I believe and do have been guided by general sys-
terns theory. This theoretical orfentation, first artic-
ulated by biologist Ludwig Von Bertalan{fy in the
1920s, is a framework that highlights the complex
relationships and interconnectedness among the bi-
ological, ecological, social, psychological, and tech-
nological dimensiens of our increasingly cornplex
lives. The key characteristics of systems thinking
are as follows:

« A shift in focus from the parts to the whole—
a system as a whole cannot be reduced to its
parts—or, as more coramenly stated, the
whole is greater than the mere sum of its
parts;

* Thinking in terms of connectedness, context,
and relationships—the properties of the parts
can be understood only within the context of
the larger whole;
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* Objects are embedded in a world of relation-
ships from which they cannot be separated;

*» Organisms as a network of relationships exist
within societal relationships within social sys-
tems and within ecosystemns. Each system is
nested within other larger systems (Senge,
1694).

Systerns thinking clearly underlies the values
and principles of a systems of care approach, which
is based on the recognition that children are part
of families, families are part of communities, and
that to improve outcomes for individual children,
one has to understand the connectedness of the
child to ali aspects of community life, including
groups, organizalions, agencies, institutions, and
neighborhoods. All are separaze entities but also
parts of related networks, such that intervention in
one part of the sysiem has repercussions for the
whele system.

T was first introduced 1o general systems theory
while a postdoctorai feliow at the Yale Department
of Psychiatry, working on a psychiatric unit of a
community hospital. The director of the unit, Dr.
lrwin Greenberg, was steeped in systerns theory
and used it Lo shape the clinical service and clinical
teaching. Case consultations under his direction in-
volved seeing individuals in the context of their bi-
ological, intrapsychic, familial, community, and
larger world systems, as well as along the time di-
mensions of past, present, and future. This theory
has informed my thinking and work ever since.

During that time 1 was working as a clinician
with individuals and families and had livle oppor-
tunity to focus on community-level change. In
working with adulls diagnosed as chronically men-
tally ill, 1 often felt frustrated and ineffective, like
Sisyphus pushing the proverbial rock. Individual,
group, family, and milieu therapy along with psy-
chotropic medications may have helped relieve
sympioms or helped peeple adjust o their condi-
tions, but they did livde to pave the way for pro-
duetive participation in the economic and social as-
pects of their so-called community, the place where
they resided and called home. Cne patient would
leave only to be replaced by another with similar
concerns. [ observed that conditions such as neigh-
borhood efforts to prevent zoning for halfway
houses, rejection of applications for Social Security
Disability Income, and lack of jeb training and sup-
ported employment were much more powerful in

keeping people out of a community than any of the
therapeutic approaches we were providing 1o keep
them in the community. At best we were helping
people adjust e bad situations over which they had
little control.

The combination of my roots in community
psychology, with its focus on primary prevention,
social change, and understanding of individual, or-
ganizational, and societal behavior, experience in
clinical settings, and exposure to systems thinking
led me to depart from the traditional role of a psy-
chologist te seek preparation to engage at a broader
level with the issues 1 saw as much more determi-
nant in affecting the lives of people with serious
mental health problems. 1 completed a 2-year post-
doctoral fellowship at Yale's Institute for Social and
Pelicy Studies, during which thme 1 became affli-
ated with the Bush Program in Child Development
and Social Policy at Yale. 1learned a great deal more
about economics, political science, policy analysis,
epidemiology, and public health than had ever
been broached in my graduate training in psychol-
ogy. During that time 1 changed my focus from
adults to children, for it became apparent to me
that if one was going to have an impact on reducing
the consequences of mental illness in our society,
it macte most sense to focus on prevention and carly
intervention beginning in the earlier years of life. A
1-year Congressicnal Science Fellowship spon-
sored by the American Psychological Association in
conjunction with the American Association for the
Advancement of Science foliowed.

Since then I have served in various settings and
localions in the arena of children's mental health
and child welfare services. 1 have worked in
university-based programs focused on linking re-
search and policy for children at the Bush Program
in Child Development and Social Policy both at the
University of Michigan and at Yale; served as the
administrator of Towa's child welfare system, where
1 was respensible for administration of the state’s
services for children, including foster care, adop-
tion, child protection, child care, home-based sery-
ices, and the state’s juvenile institutions; was a se-
nior program officer overseeing the Mental Health
initiative for Urban Children at the Annie E. Casey
Foundation {King & Meyers, 1996); and worked as
a consultant to several stales and communities
largely through my affiliation with the National
Technical Assistance Center for Children’s Mental
Health at Georgetown University. These and other
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experiences have given me a broad perspective on
the challenges in instituting systemic reform on be-
half of children with mental health problems and
their families as ¥ have grappled with how one sup-
ports, prods, catalyzes, facilitates, promotes, and
advocates for change, both from within as the ad-
ministrator of a state system and from without as a
consultant.

I gave up my career as a clinician because I
thought I could make a greater difference by work-
ing at the systems and policy level. Within a few
years time, | went from an inpatient unit of a com-
munity hospital to the halls of Congress, and since
then have been many places in between. 1 have
come to appreciate that it takes many people at all
levels—policy, systems, practice, families—who
share a common vision and goal to push for sys-
temic change. No one place or position has more
power than any other to make it happen. The
power in one position comes mostly from being in
a position to stop the movement temporarily, but
the movement will eventually find its way around
the resistance if the cause is right.

What Will It Take to Support
and Sustain Systems Reform?

The relorm of children's mental health service sys-
lems as envisioned is clearly no easy task or it
wolld have succeeded by now. In a review of the
[uerors necessary for maintaining children’s mental
henlily systems over the long haul, Koyanagi and
{ieres-Merchant (2000) stated, “Adopting the sys-
tenis of care approach promoted in federal law re-
(ulres o sea change in policy, clinical practice and
aclimbidsiration. States and localities are expected to
gearlent, re-cesign and re-finance child mental
hiealUly services into true ‘systems’ of care” (p. 11).
At they noted, and 1 have observed repeatedly, this
fufely ds o llnear process, and it can be easily side-
prasteil by changes in leadership, funding commit-
fieid, i the inevitable pockets of resistance that
atlesg when major systems changes are being un-
et
A syslenis perspective teaches us that pressing
. kit i.--hu,l't;;u threatens stability, increasing the power
"3 Imfven resisting change and thus maintaining the
Halns guo, predserving the integrity of the existing
zigfin. Helorns always encounter resistance. This
abilty 1 fnportant to us as biological organisms

and as a nation that has survived as a democracy
without the threat of revolution beyond the one
that created us. This stability can be a detriment
when it preserves a way of operating that has far
surpassed its usefulness. As noted in a monograph
summarizing the lessons learned from the Annie E.
Casey Foundation’s New Futures Initiative, as the
reform agenda threatened the stability of the cur-
rent system, “Vested interests in current practice,
fiscal constraints, and political risks created a con-
stant force capable of minimalizing system change”
(Annie E. Casey Foundation, 1995, p. 2). Perhaps
in understanding the forces of resistance to the
changes inherent in moving from an institutional-
and residential-based system that is focused on the
individual child, excludes the family, and is not
rooted in the community and schools to a systems
of care approach, those who are committed to
change can overcome the status quo.

In moving a children’s mental health system
toward a community-based, family-centered ap-
preach, pockets of resistance to change may occur
in a variety of places. Providers and their agencies
may see the changes as threatening their sources of
funding or requiring them to change their deeply
embedded theoretical orientation and methods of
practice. Often these are groups that have an or-
ganized and strong presence in the legislature and
executive branch. Others fear the unknown and do
not want to leave the comfort of the familiar, If a
practitioner is used to the comfort and safety of his
or her own office as the locus of treatment, leaving
that confine and venturing cut into the community
or homes of children and families can be daunting.
Inertia is another powerful force for keeping things
as they are, as exemplified by the statement “That's
the way it's always been” as a common refrain to
explain why things cccur as they do in a bureauc-
racy even when they make no sense. One can usu-
ally look for which groups or individuals may lose
power, influence, status, a sense of idemiity, or
earning power to locate the strongest resistance to
change, regardiess of its broader benefit.

Elements of Change

My experience, both in Connecticut and nationally,
further informed by the chservations of cthers, sug-
gests that key elements must be in place if we are
to overcome resistance to change and support and

sustain all the elements of a systemn of care. These

—
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elements include (1) leadership; {2) a broad-based
commitment at all levels; (3) mechanisms to build
the capacity of practitioners and support and sus-
tain the presence of family advocates; (4) increased
attention to quality improvement and accountabil-
ity through solid data and evatuation; (5) adequate
and sustained funding; (6) the integration of mental
health principies and practices into all child-serving
systems; (7) the expansion of the use of evidence-
based practices that have demonstrated that clinical
interventions in the right context will result in bet-
ter outcomes for children and families; and (8)
building public wilt and support. Il these elements
are left unattended, the next generation of policy-
makers and practitioners will be repeating the same
tired litany 20 if not 100 years hence. | will elab-
orate on each of these elements.

Leadership

Far a reform of state policies and services to suc-
ceed, leadership from both within government and
without is necessary. leaders are needed who can
articulate the vision, manage the complex process
of change, and heip keep sustained commitment
through the political shoals. A corumitment from
the top leadership, ideally in both the executive
branch and the legislature, is imporzant. Change of
this magnitude requires legistative and fiscal initia-
tives to sustain the reform over time. A1 the same
time, leadership of a different sort, sometimes re-
ferred 1o s leadership from behind, or servant-
leadership, is needed (Spears & Lawrence, 2002).
Such leadership can exist in a variety of settings,
but these are usually people committed to the cause
who are invested in the betterment of community,
working collectively (ot social change, often behind
the scenes.

A turhover in top leadership can lead to a loss
of momentum, of commitment, and of memory
and understanding. The history of the children’s
menta}t health movement has taught us that a re-
versal in political will, especially with changes in
leadership, can easily lead to the demise of a major
reform effort. In Connecticut, KidCare had the sup-
port of the commissioners of the two key state
agencies involved. They became public spokesper-
sons, championing it each siep of the way, some-
times in the face of less than full support from leg-
islators, providers, and others in their own
administration who were concerned about the fiscal
liabilities. One of those comissioners has since
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lelt, and it falis to her successor to pick up the
sword and continue the fight. Since it was not her
initiative to begin with, it remains to be seen how
effective and committed a voice she will be, partic-
ularly as the reform has begun to meet some of the
inevitable resistances.

Broad-Based Commitment for the Reform Effort

Champions of the reform are needed not only from
key legislators but also from private sector leaders,
across multiple state agencies, and among stail at
many levels within state agencies at the state and
community level to keep an effort at systems reform
moving through political and funding setbacks. As
I wrote §n an earlier publication about sustaining
reform, “Ownership by one individual, one party,
one agency, or even one branch of government can-
not sustain a reform agenda over time. Broadening
the base of support at the earliest possible time with
deliberate inclusion strategies is important” (Mey-
ers & Davis, 1997, p. 98).

Because of the many politicai and bureaucratic
constraints on elected and appeinted officials, and
because they inevitably come and go before the
work of a movement such as transforming a chil-
dren’s mental health system is sustained, ieadership
from without is needed. Organizations such as the
Child Health and Development Institute, which are
more independent and objective, can help serve a3
a catalyst Lo the process and mainilain a consistent
voice about the direction that needs 1o be mair-
tained over the long haul, through efforis tha
vested interests can too often derall.

Leadership from among parent advocales is ai-
other imporlant scurce of external pressure. [nmy
experience the most powerful voices to sustaln
change are those of family advocales. Family meny
bers of children receiving services are commilted 10
their children over the long haul. They are mod
invested in seeing change that will benefit the livex
of their children and will be the most passionalr
advoeates if brought into the process. When G-
necticut comumitted to its KidCare reform, the lun
ily advocacy movement was weak (o nonexisienl
across Lhe state. Part of the reform has been wn in-
vestment both by the state and by private lounily
tions in building and supporting a family advocwy
movement. As noted earlier, there are now several
such organizations serving different populatioiv
and working collaboratively under one umbiella,
called FAVOR. They represent a strong sl finke-




pendent voice. In recent setbacks to the reform,
their calls and visits to their legislators have had the
most powerful influence in sustaining the commit-
ment to and suppert for KidCare. While theory,
research findings, and data dnd evaluation help
shape the minds of decision makers, the voices of
families sharing the experiences of their children
speak to their hearts.

Building Capacity

Moving from an institutional to a culturally com-
petent and family-centered community-based ap-
proach is a major philosophical shift that requires
new attitudes, heliefs, skills, and values. if govern-
ment is to fundamentally change the way its service
systems operate, workers from managers to {ront-
line staff need to understand and act on this new
approach in all aspects of their work so that the
new systemic thinking permeates ali they do. This
requires a comprehensive approach to workforce
development and training that cuts across disci-
pline and agency boundaries at both the graduate
preprofessional and in-service levels, instills a focus
on the system of care concept, philosophy, and
treatment approach, and trains providers to apply
elective prevention and treatment services within
(hat context {Meyers, Kaufman, & Goldman,
§999). .

In Connecticut, with the assistance of Cliff Da-
vls and Sheila Pires at the Human Service Coliab-
orative, CHDPI designed a 5-day competency-based
tliute  to begin 1o address the artitudes,
kinowledge, and skills needed to provide strengths-
fmscd Lraining that emphasizes individuals and
fumilies as partners in community-based planning
wiil behavioral health care of children and families
I support of the implementation of Connecticus
Cenmunily KidCare. The curriculum addressed
S the asles of a system of care approach; the
Lo steengths and needs of children with serious mental
e fiealth disorders; how to develop individualized
sftegles of Lreatment and suppors; how to build
jarierslitps between providers and families; and
Hiow 1o collaborate with other systems and coro-
firiies, Usling a train-the-trainer model, more
flian 120 tainers were prepared to train groups of
15 il included & mix of parents, community ser-
A ividders, and staff from the DCF, judicial, and
ipagbeis systems, More than 2,000 people were
e aver @ L-year period. While that was suc-
afid, we never believed it would be sufficient to

[
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change practice. The challenge has been in sustain-
ing the commitment {0 training necessary to move
beyond this initial exposure so that all those in-
volved have the opperiunity for ongoing supervi-
sion, learning, and support to ranslate what they
have learned to a sustained change in practice. One
way this has been accomplished is by incorporating
the curriculum into the preservice training for all
new staff hired at DCE, while we continue to work
to establish a plan for ongoing workforce devel-
opment training and to work with the graduate
schools of social work to infuse this material into
their curricula.

Attention to Quality Improvement and
Accountability Through Data and Evaluation

One of the key roles that CHDI has played in the
implementation of XidCare has been to advocate
for and oversee an evaluation of the reform. We
were successful at the start in making the case that
it would be important to document how the initia-
tive was being developed, what was working, what
was not, and why, Such information was invaluable
for several purposes: improving services, marshal-
ing public support, informing management, and
sustaining involvement in service systems. A mul-
tiyear evaluation would provide information to pot-
icymakers to help sustain their investment in the
initiative by addressing their key concerns about
cost-effectiveness of the system; it would provide
important feedback to stakehclders about how the
process was developing so that adaptations couid
be made. Also important o me, it would docurnent
how the process was unfolding so that in the event
that the initiative was derailed, there would be clear ¢
information to explain what happened so that the
initiative would not be held accountable if expected :
results were not achieved.

DCF contracted with CHDI to manage the eval-
uation, and we selected the Human Services Re-
search Institute and its partners, the Technical As-
sistance Collaborative and the University of South
Florida, to design and carry it out. The first year of
this multiyear evaluation has focused on how the
reform was implemented and began to establish
baseline measures. It is addressing four questions:

1. Are the new services being implemented as
planned?
2. Are services family and child centered?
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3. Are [amilies satishied with the services they
are receiving?

4. Are system capacily and responsiveness im-
proving?

In subsequent years, the evalualors will analyze
trends in the capacity of the system, the respon-
siveness of the sysiem over time, and changes in
children’s outcomes. What we have learned in con-
ducting the evaluation is that accessing quality data
is very difficult. There is a lack of technology in
state agencies, leading to poor-quality data and dif-
ficulty in sharing data across state agencies. The
requirernents of the new federal Health Insurance
Portability and Accountability Act of 1996
{HIPAA), which went into effect in 2003, only add
10 the challenge,

The state of the art in evaluating the effective-
ness of systems of care is still quite limited. Systems
of care are complex and evolving processes. The
Surgeon General’s report on mental health (U.S.
Deparmment of Health and Human Services, 1999)
sumimarized what we know from national evalua-
tion studies with the following statement:

Collectively, the results of the evaluations of
systems ol care suggest that they are effective in
achieving important system improvements,
such as reducing use of residential placements,
and out-of-state placements, and in achieving
improvement in funclional behavier. There also
are indicalions that parents are more satished
in systems of care than in more traditional ser-
vice delivery systems. The effect of systems of
care on cost is not yet clear, however. Nor has
it yet been demonstrated that services delivered
within a system of care will result in better
clinical outcomes than services delivered in
more traditional systems. {p. 133)

My commitiment 1o conducling a comprehen-
sive evalualion in Connecticut is not only about
supporting the work in one state but also aboul
making sure that we use this oppertunity to con-
tribute to the national knowledge base and evolving
learning about developing children’s mental health
systems of care. In examining the factors that
helped suppeit and sustain the Comprehensive
Community Mental Health Services system sites af-
ter the termination of federal funding, those with
the strongest prospect of continuing and growing

fellowing the termination of federal funds were
noted to have made excellent use of data and eval-
uation of outcomes (Koyanagi & Feres-Merchant,
2000). [ believe this is true not only at an individual
site level but also {or states and for the movement
as a whole.

Sustained and Adequate Funding
From a Variety of Sources

In my 20 years in this field, [ have seen the federal
commitment to building children’s mental health
systems grow from just over $1 million in 1984 to
over $100 million expected this year. In my 5 years
in Connecticut, $23 millior new dollars were ap-
propriated to build a community-based service sys-
tem. Clearly, these are substantial increases, but
just as clearly it is not enough.

When Cormnecticut Community KidCare was
first designed, we knew it would take at least 3
years to build the cormmunity-based capacity suf-
ficiently 1o reduce reliance on the more expensive
out-oi-home services, allowing for the redirection
of resources. My biggest concern was and continues
1o be that the state would not invest sufficiently to
build and sustain the changes. Change of this mag-
nitnde takes a long time and requires a long-term
investment, sufficient to have it succeed.

Asg an example, the plan for Connecticus Com-
munity KidCare initially called for more thar 400
care coordinators, enough Lo cover the estimated
4,000 children with serious and complex mental
health disorders, with a caseload of 10 per coor
dinator. To date, funding has been sufficient to hire
60 care coordinators, who have served 400 chill
dren, with no current plans for expansion.

The problem, however, is not solely one of In
adequate new resources (o do the job but the con
straints on existing resources, with Medicaid et
the chief example. Many of us in Connecticul lww
been working to expand the use of Medicaid 1o i)
port some of the essential services for childien n
remain in their home communities. Conneellent
has not made full use of options within Medicnid
that are available for this purpose. Achicving iz
within an environment where cutting budpets 1
address state deficits includes proposals (o ¢lutrjie
families at 50% of the poverty level (ot their vse «f
Medicaid has been especially difficult.

When exploring alternative scurces ol linid iy,
phifanthropic foundations should not e nys:
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looked, in Connecticut several foundations have
contributed substantial resources o Connecticut
Community KidCare, helping to fund the elements
of the system seen as most important to keeping
the reform moving against odds. The Connecticut
Health Foundation and the Children's Fund of
Connecticut have made significant investments in
evaluation, training, promoting evidence-based
practices, and supporting the development of the
local collaberatives, Although the amounts contrib-
uted may be smal} relative to the public resources,
they can help sustain the work through the patches
when the public funding is held back or reallocated
for political reasons,

Integrating Farily-, Child-, and Youth-Centered
Mental Health Services Into All Systems That
Serve Children and Youth

The systems of care approach is based on the un-
derstanding that one cannot address the mental
health of children, particularly those with more se-
rious disorders, without attending to many other
service systems that affect their daily lives. Many of
these children come into contact with the child
protection system and the juvenile justice system.
Whether they do or not, the schools, the health
system, social services (Temporary Assistance for
Needy Families [TANF} and Medicaid), and the
carly care and education service system are impor-
(ant touch points for serving the needs of these chil-
tlren and their families.

1¢ is clear to any of us who have worked in this
{icld that the children’'s mental health agency can-
nol go it alone. Looking at the experience of sites
thal participated in the federal Comprehensive
Conmunity Mental Health Sexvices Grants, it was
clone that funding {rom multiple sources was nec-
pasaly (o sustain the programs once the grant
Hioney was no longer available. Mental health and
Medicald dollars were not sufficient. Resources
were drawn [rom myriad federal, state, and local
selllees (row many different systems (Koyanagl &
Feres-Merchant, 2000). Our own initial study of
the mystem in Connecticut corroborates this.

Connecticus is one of a smatl number of states
Hi fas in Integrated children’s agency that is re-

sporialbile for child protection, children’s mental

figalth, and Juvenile institutional services. Lven
with Lainpecteul’s structural advantage, it has still
et @ slgatlicant challenge to integrate planning,

funding, and service delivery across systems. One
of the hailmarks of progress in the development of ,
KidCare was the establishment of a Behavioral
Health Partnership Agreement whereby three state
agencies {DCF, DSS, and the Department of Mental
Health and Addiction Services) agreed to work to-
gether, committing both their programs and their
dollars 1¢ an integrated service system, but it has
taken 2 years of deliberations to reach this point,
with many starts and stops. Efforis to work with
the schools and the juvenile justice system are on-
going but not easy.

Expansion of Evidence-Based Practices

To achieve better clinical outcomes, we know that
there is clearly a need for more attention to the
effectiveness of services delivered within systems of
care that includes the relationship between changes
at the system level and changes at the practice level.
What happens in the interaction between the ther-
apists and the child and family is the ultimate de-
terminant of how well the systems reforms work.
We have seen marked progress in the increase in
use of community-based clinical interventions that
are demonstrated to be effective with specific pop-
ulations of children with mental health and sub-
stance abuse problems in real-world settings. These
interventions include multisystemic therapy, func-
rional family therapy, multidimensional family
therapy, and Oregon Treatment Foster Care (Ford,
Gregory, McKay, & Williams, 2003).

In Connecticut we are actively seeking to ex-
pand the use of evidence-based interventions. We
have developed a unique partnership to promote
the use of evidence-based practices in public sys-
tems. The Connecticut Center for Effective Practice
(CCEP) is a public-private partnership that in-
cludes DCE, the Court Support Services Division
of the judicial branch, the Department of Psychiatry
at the University of Connecticut Health Center, the
Yale Child Study Center, and CHDI, which serves
as its administrative home. CCEP’s purpose is to
enhance Connecticut’s capacity to improve the ap-
propriate diagnosis and treatment of children with
serious and complex emotional and behavioral con-
ditions by supporting the development, evaluation,
training, and dissemination of effective prevention
and treatment services. The initial focus of the work
has been on children and youth with behavioral
health needs who are in, or at risk for placement
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in, the juvenile justice system, and on multisys-
temic therapy (MST}.

CCEP partners also worked together to con-
linue the state’s effor: to deliver other evidence-
based services, including Functional Family
Therapy, Multi-dimensional Family Therapy, and
Intensive In-Home Child and Adolescent Psychia-
try Service (2 model developed by the Yale
Child Study Center and now being delivered in 16
sites throughoul Connecticut under contract with
DCE).

We are learning, however, that even the most
well-developed models, those with defined treat-
ment manuals and methods of quality management
through training, data collection, quality monitor-
ing, and evaluation, are difficult Lo replicate. As
well developed as MST is, it stili relies on the ca-
pabilities and commitment of provider agencies
and their stalfs to adhere to the model, and for the
state agencies as purchasers of the service to held
firm in setting standards and requiring accounta-
bility for performance.

Our state public systems are eager to transform
their systems so that their resources ave used to
purchase treatments that are known to be effective.
This eagerness, while a tremendous opportunity,
also presents a challenge in that they are maving to
implement some of these practices more quickly
than there is the capacity to support. A survey of
providers with whom stale agencies contracted 1o
provide intensive community-based behavioral
health services to children invelved in the legal sys-
tem in Connecticut indicated that although pro-
grams, providers, and advocates have goals that are
consistent with the findings of scientific research
on Lreating delinquency, they typically do not have
access to the materials, training, or lunding re-
quired Lo implement evidence-based practices
{(Ford et al., 2003).

Likening what happens when there is diver
gence from an evidence-based model as prescribed
to what happens when physicians recuce the dos-
age of psychotropic medications below clinically
desirable levels, Glied and Cuellar {2003) note the
reduction in the efficacy of the intervention. That
has been our experience to dae, but we are at-
tempting to address this challenge through the
academic-public partnership, which will enhance
the collection, analysis, and dissemination of eval-
ation and research findings and thus put usin a
position to advocate for the policies and practices

that support adherence to effective clinical prac-
tices.

Promote Public Awareness and Public Will

Ultimately the success of building community sys-
temns that will support the mental health of children
requites ownership from the communily as a
whole. When it comes to mental health, we well
know this is a challenge because of the stigma as-
sociated with mental iilness. To build a bread un-
derstanding that a system of care approach is dif-
ferent and can make a difference requires helping
people understand and accept new ideas. in busi-
ness parlance this is known as social marketing.
Among the graduates of the Comprehensive Com-
munity Mental Health Program, those sites that un-
derstood the concept of marketing were more suc-
cessful in achieving sustainability. As noted by
Koyanagi and Feres-Merchant (2003):

Sites should expect to have to “sell” the system
of care to staff of other agencies, to market s
potential to community leaders and describe it
clearly and concisely 1 local and state politi-
cians. Many policymakers, and certainly many
staff in other agencies, ave jaded about reform
in children's services. Too many attempts have
heen made and too many failures have oc-
curred for them to have faith in this new ap-
proach, unless they can be shown some con-
crete results. (pp. 31-32)

A Journey, Not a Destination

I have spent the better years of my career devoted
to a movement to huild community-based, family-
driver, culwrally competent systems of care for
chiidren with, or at risk of having, serious mental
health preblems. This chapter has been an attempt
10 weave my Own experience and perspective with
what has occurred nationally over the past century
and more recently in the state of Connecticut,
There are clearly lessons learned, and I have
done my best to share those. In my own develop-
ment 1 have rescnated with the tenets of systems
theory and servant-leadership. Both have provided
conceptua} {rameworks Lhat allow me to stay the
course over many years while the efforts at change
confront the inevitable roadblocks and challenges.
As noted by Robert Friedman (2002), who along
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with Beth Stroul pioneered the concept of a “system
of care” in children’s mental health, there is an in-
creased recognition of the complexity and difficulty
of implementing the values and practices of systems
of care. He states, “Given the challenge of devel-
oping and implementing systems and services for a
diverse population of children and farailies, many
with co-occurring conditions, we need to have re-
alistic expectations to expect gradual, incremental
progress, and be prepared to be in it for the long
haul” {p. 47).

Systems are slow to change. That is their beauty
and their curse. It takes a commirment to a vision
and values, patience, and a cadre of committed
people who share in the cause. ‘While the research
is not yet conclusive, an accumulating body of ev-
idence reinforces the work. Underlying all this is
the experience of children and their families, who
provide the passion and the reason {0 continue. Oc-
casionally semeone in Connecticut will pronounce
that “KidCare is dead.” 1 look around and remind
them that there has been incredible progress, even
if we are not where we hoped we would be. This is
true on the national scene as well. We have come
a long way. We have a iong way to go.
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essential elements and implementation
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To improve the outcomes of children’s behavioral health systems, states must invest in expanding
infrastructure; however, infrastructure is acommonly used and poorly understood concept. This paper
aims to provide a definition of infrastructure in the context of state-level children’s behavioral system of
care development and describes five essential infrastructure elements: an integrated governance and
decision-making structure; structures and processes for blended and braided funding; a central point
of access for information, referral, and linkage; workforce development, training, and coaching in
effective practices; and data and quality improvement mechanisms. Suggested implementation
activities are offered for each of the five proposed infrastructure components. The important role of
public-private partnership, particularly with intermediary organizations, is described, and future

directions for research and scholarship are proposed.

The need to address the behavioral health of youth has never been more
critical. Globally, increased prevalence of youth behavioral health conditions
has been reported recently, particularly among adolescents'. The prevalence
of youth behavioral health conditions ranges from 13-20%, costing the U.S.
healthcare system approximately 247 billion dollars annually’. The most
common conditions among youth include ADHD, anxiety, behavior pro-
blems, and depression, and many youth, particularly youth of color, have
experienced significant trauma exposure™. The COVID pandemic has
contributed to higher rates of externalizing and internalizing behaviors
among youth and diminished caregiver well-being’. Despite increased need,
more than half of youth globally with behavioral health conditions do not
receive any treatment®. Those who do receive treatment are increasingly
likely to do so in hospital emergency departments, raising serious concerns
about the accessibility and quality of community-based behavioral health-
care systems and services for youth’. Decades of underfunding has resulted
in behavioral health systems across the country existing in a nearly con-
tinuous state of crisis and unable to meet increasing demand for services.
Behavioral health services are typically reimbursed at rates much lower than
physical health, rates that are often insufficient to attract and retain an
adequate provider network or cover the true cost of providing high-quality
care’. The pandemic strained even further the behavioral health workforce,
with many studies documenting increased stress, burnout, and turnover
risk, further compromising the capacity to meet the demand for services’.
The confluence of these factors underscores a need to address long-standing

challenges in expanding and sustaining systems that can ensure the
delivery of comprehensive, equitable, accessible, and high-quality beha-
vioral health care.

Systems are comprised of interconnected elements designed to pro-
duce a particular result. They are complex, dynamic, and frequently com-
prised of both core elements and supporting elements. Consider
transportation, for example. The core elements are easily recognizable.
People want to travel for business or pleasure, and modes of transportation
such as planes, trains, boats, and automobiles exist to get people there. The
transportation system, however, is comprised of many additional sup-
porting components that bind the core components together. They include
well-maintained highways and roads, an adequate supply of vehicles,
maintenance facilities to keep the vehicles running, trained and licensed
operators, gasoline and charging stations, signs, traffic lights, and posted
speed limits. Ideally, the core and supporting elements of the system work
together to produce the desired results. The behavioral health system is
similar. The core components of that system include youth and families in
need in services, comprising approximately one in six youth, publicly
operated systems, and networks of providers delivering an array of beha-
vioral health services that vary in comprehensiveness and quality'*"".

Like the transportation system, the behavioral health system also binds its
core components together through additional supporting components, refer-
red to in this paper as infrastructure. An understanding of system infrastructure
is crucially important to the field of children’s behavioral health research, policy,
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and practice. First, behavioral health system stakeholders continue to struggle to
understand why effective interventions are not brought to scale, and why the
systems in place are not producing better and more equitable access, quality,
and outcomes. Many correctly point to the need for increased attention to the
systems’ core components including increased funding for the provider net-
work and a more comprehensive and effective service array. Attention to these
elements is necessary, although it may not be sufficient. This paper proposes
that insufficient infrastructure development may be another contributing factor
to the failure of many behavioral health systems to produce better outcomes. If
that is the case, then all stakeholders in the children’s behavioral health system
must develop a better understanding of what constitutes critical system infra-
structure and must develop effective strategies for developing and deploying
those infrastructure elements.

This paper defines infrastructure and places it within the context of
children’s behavioral health system of care development. Prior research and
scholarship identify implementation characteristics, including some infra-
structure components, at the system, provider organization, individual
practitioner, and child and family levels'"”. This paper focuses on elements of
infrastructure that large public systems, such as states, are uniquely posi-
tioned to fund and deploy to the benefit of all other youth behavioral health
system stakeholders. The paper then describes a set of five proposed essential
elements (rather than a full and complete list) of children’s behavioral health
system infrastructure: (1) an integrated governance and decision-making
structure; (2) blended and braided funding; (3) a central point of access for
information, referral, and linkage; (4) workforce development, training, and
coaching in effective practices; and (5) data and quality improvement
mechanisms. The paper ends by describing the role of public—private
partnership, particularly intermediary organizations, in developing and
implementing these essential infrastructure elements.

Defining behavioral health infrastructure

In the children’s behavioral health field, infrastructure is a commonly used,
yet poorly defined and understood term. The “system of care” concept is an
essential context for understanding system infrastructure since it has pro-
vided a guiding framework for many states to improve their children’s
behavioral health delivery system. A system of care is defined as “a spectrum
of effective, community-based services and supports for children and youth
with or at risk for behavioral health or other challenges and their families,
that is organized into a coordinated network, builds meaningful partner-
ships with families and youth, and addresses their cultural and linguistic
needs, in order to help them to function better at home, in school, in the
community, and throughout life.””* Among the most significant contribu-
tions of the system of care concept are its aspirational set of core values and
guiding principles. System of care values include being community-based,
family driven, youth guided, and culturally and linguistically competent.
Among its many guiding principles are access to a broad array of home- and
community-based services and supports, individualized care delivered in
the least restrictive environment, access to evidence-based practices, coor-
dination across child-serving systems, and many others.

The Substance Abuse and Mental Health Service Administration’s
system of care expansion and sustainability grant mechanism provides
funding for the expansion of services as well as infrastructure development.
The system of care literature depicts and describes infrastructure as the
bridge between the system of care philosophy (i.e., the values and guiding
principles described above) and the comprehensive array of service and
supports™. Within that context, infrastructure is defined as “structures and
processes for such functions as system management, data management and
quality improvement, interagency partnerships, partnerships with youth
and family organizations and leaders, financing, workforce development,
and others.” Additional elements of children’s behavioral health infra-
structure include accountability structures for policy and oversight, care and
cost management, training, technical assistance, defined access and entry
points, structures and processes for promoting equity, strategic planning,
and others. An accompanying rating tool has been developed to assess the
implementation of the values, guiding principles, and services of the system

of care, including a 12-item section on infrastructure'”. The extant literature
therefore defines infrastructure primarily by describing its functions and
activities, offering several examples of infrastructure elements.

For the purposes of this paper, infrastructure is defined as system-level
structures and processes for actualizing system of care values and principles
and for scaling and sustaining an effective service array. The paper expands
on the notion that infrastructure serves as an important bridge between the
philosophy of care and the service array by identifying its essential com-
ponents. In doing so, the aim is to provide guidance for system stakeholders
(e.g., state government officials, providers, consumers, advocates, and oth-
ers) in directing often-limited resources for the development of the most
essential infrastructure elements. The paper ends with a call for further
research and scholarship to identify effective approaches to systematically
enhancing infrastructure and demonstrating that such enhancements
produce value-added contributions to system functioning and outcomes.

Essential elements of Children’s Behavioral Health
System Infrastructure
Integrated governance and decision-making structure
The stakeholders involved in the behavioral health system are the people
that put values and principles into practice and make decisions about the
service array; therefore, the composition and activities of a system’s
decision-making entity is perhaps the most critical infrastructure element.
The children’s behavioral health system is supported by a wide range of
stakeholders including youth, parents and caregivers, providers, state
agency personnel, funders, researchers, advocates, legislators, policy makers,
and others. At times, governance and decision-making structures include
various combinations of one or more of these representatives rather than a
more efficient and integrated approach bringing all stakeholders together.
The result can be a very fragmented governance and decision-making
structure that fails to move the system forward in a planned, coordinated,
and unified manner. The system of care approach places youth and families
squarely at the center of the collaborative decision-making structure with
many states striving toward 50% or higher youth and family membership.
Rather than being passive observers, or final reviewers of decisions that
others have already made, youth and families must have full and authentic
engagement in system governance and decision-making'®. This often
requires distinct lines of funding and support so that youth and families can
fully participate in the governance and decision-making structure.

Governance and decision-making structures should be fully integrated
across child-serving systems and should be public, transparent, and inclu-
sive of all stakeholders. The executive, legislative, and judicial branches of
government should be represented. Because many state agencies control one
or more parts of the children’s behavioral health system, executive branch
participants should include all agencies involved in funding, implementing,
and overseeing children’s behavioral health services. In addition to a
department of behavioral health or children’s behavioral health the gov-
erning body should include agencies responsible for child welfare, public
health, physical health, education, intellectual and developmental disability,
early childhood, and other areas. A state’s department of behavioral health,
or occasionally a children’s cabinet, may provide lead oversight and coor-
dination. The direct participation of each of these child-serving agencies can
help to establish a singular system for all youth with behavioral health needs
that simultaneously has the capacity to serve the unique needs of special
populations. Interagency participation and collaboration also present
opportunities for blended and braided funds to support service delivery and
infrastructure. Key legislators representing relevant child-focused com-
mittees (e.g., children’s committee, health and human services, education,
appropriations, public health, etc.) should also be present, along with
judicial branch personnel who can ensure that the unique needs of justice-
involved youth are addressed. Representatives from the state budget office,
Medicaid, and the commercial insurance industry also serve as critical
stakeholders.

To help achieve goals relating to equity and racial justice, members
should be diverse in terms of race, ethnicity, sex, gender, language,
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Table 1 | Integrated governance and decision-making structure

Infrastructure category

Brief description and suggested implementation activities

Integrated governance and decision-making
structure

Description. A single entity for the state that includes all relevant stakeholders responsible for governance, planning,
and decision-making on system design, funding, service delivery, and other implementation factors. Youth and

families are engaged and supported to play a crucial decision-making role. Other partners include state agency
representatives, providers, legislators, payers, researchers, policymakers, advocates, and others. Driven by data and
system of care values and principles, the governance body should collectively identify a unified set of prioritized goals
and objectives, with a second-level structure of workgroups aligned with those goals and objectives.

Suggested Implementation Activities

* If needed, enact legislation to create a governing entity that includes members representing all key stakeholder
groups. If multiple committees or councils exist, legislation may be needed to create a single unified structure.
Ensure membership diversity with respect to race, ethnicity, gender, language, perspective, and other factors.

* Contract with an outside entity (e.g., intermediary organization) with expertise and credibility in children’s
behavioral health to provide professional project management and coordination.

 Establish a strategic plan with prioritized, measurable short- and long-term goals and objectives and align
workgroups according to those goals and objectives.

 Clearly specify the role and anticipated unique contributions of each stakeholder group to achieving the stated

goals and objectives.

* Ensure meetings are open to public input, with meeting minutes and decisions posted transparently.
* Disseminate strategic communications, marketing materials, resources, and information to educate the public
about the goals of the system and how to access its services and supports

geography, socioeconomic status, background, perspective, and other fac-
tors. Together, the integrated governance and decision-making structure
can identify policy, legislative, and practice solutions to improve overall
system functioning. The collaborative nature of the group can help to
facilitate necessary interagency partnerships as well as agreements with
private organizations such as family and youth advocacy groups. An effi-
cient second-level structure of workgroups that aligns with the highest
priorities and goals of the system allows for in-depth discussion, data review,
and generating recommendations in key areas. The overarching decision-
making body then reviews and considers for full implementation each of the
workgroup’s activities, findings, and recommendations.

Many states’ collaborative governance and decision-making structures
have formally adopted the system of care values and guiding principles,
sometimes with slight modifications to reflect local priorities or other
unique circumstances. Adoption of these values and principles serves to
align members around a shared vision and language for the system and align
state efforts within overarching federal guidance, funding, and supports.
With a fully integrated collaborative decision-making structure in place,
aligned around a core set of values and principles, an early task of the group
is to develop a short- and long-term strategic plan that articulates a shared
and prioritized set of measurable goals, objectives, and activities. The group
uses system- and program-level data (described in more detail below) to
guide their discussions and decisions, monitor the impacts of their decisions
on system functioning and outcomes, and identify and resolve barriers. It is
also frequently the role of this overarching decision-making body to develop
and disseminate strategic communications, marketing materials, resources,
and information to educate the public concerning the goals of the system
and how to access its services and supports. To coordinate the multiple
activities of a large and diverse group of system stakeholders, it is often
helpful for states to engage an intermediary organization (described in more
detail below). Table 1 describes an integrated governance and decision-
making structure and offers several suggested implementation activities.

Structures and processes for blended and braided funding

Funding is what makes possible the realization of a system’s values and
principles in the form of a comprehensive service array and adequate
supporting infrastructure. The governance and decision-making struc-
ture described above, or a financing workgroup within that structure, is
often charged with identifying and expanding funding to support each of
these system elements and to achieve the system’s stated goals and
objectives. A key challenge is to address the need for Medicaid, com-
mercial insurance, and state grant funds to robustly cover service delivery
in a way that meets the true cost of providing high-quality care, which at
the provider level, involves more than the cost of direct service delivery.
Therefore, a first step can be determining the true cost of delivering high-

quality care, how much of that cost is supported through current
financing approaches, and how identified gaps will be addressed, often by
blending and braiding available funding sources. All children with
behavioral health needs deserve access to the best system and services
available, and many providers deliver services to youth and families with
Medicaid or commercial insurance coverage, as well as the uninsured.
Therefore, blended and braided funding approaches should focus on
improving access to high-quality services for all, driven solely by need,
and without restrictions based on insurance type, system involvement,
geographic location, or other factors.

Financing approaches should include establishing regular, systematic
rate review and adjustment processes to account for the increasing cost over
time to deliver high-quality care. Some innovative financing models employ
enhanced fee-for-service and/or value-based approaches that pay for direct
service delivery costs, administrative overhead, care coordination, and the
health-related social needs that significantly contribute to overall health and
well-being"”. These financing approaches can also incentivize identification
and reduction of disparities related to race, ethnicity, language, sex, gender,
and other factors. Identifying and leveraging innovative funding opportu-
nities across all sources to support direct service delivery and infrastructure
can be among the most important tasks of the collaborative governance and
decision-making body.

The development and enforcement of parity laws is another important
element of a comprehensive and effective financing approach. Parity gen-
erally refers to ensuring there are comparable covered services, policies and
procedures, and rates between Medicaid and commercial insurance payers,
and between physical and behavioral health services. Examining and
improving financing approaches allows systems to address the long-
standing shortfalls that have affected children’s behavioral health providers
for decades, and that often force those providers to supplement reimbur-
sement rates and grants with philanthropic support and private donations
just to fill in the gaps. Medicaid and commercial fee-for-service rates typi-
cally do not support most infrastructure-related activities; rather, infra-
structure funding often comes from federal, state, and philanthropic grants
and contracts. Table 2 describes structures and processes for blended and
braided funding and offers several suggested implementation activities.

Central point of access for information, referral, and linkage

The “no wrong door” approach associated with the system of care concept
envisions that youth and families in need of behavioral health assessment
and intervention have defined entry points to care, and clear and consistent
information and referral protocols employed in clinical and non-clinical
sectors such as schools, pediatric primary care, early care and education
centers, and other settings'®. The passage of federal legislation requiring
states to develop 988 systems provides unique opportunities to build out this
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Table 2 | Structures and processes for blended and braided funding

Infrastructure category

Brief description and suggested implementation activities

Structures and processes for blended and
braided funding

Description. Develop a system financing strategy to cover the true cost of delivering high-quality care to all children
in need regardless of insurance type, system involvement, geography, or other factors. The financing approach
should promote equitable access, quality, and outcomes of services and cover the costs of system infrastructure
components. This frequently requires blending and braiding funds from several sources including state general
revenues, federal grants and reimbursement mechanisms, Medicaid, commercial insurance, philanthropy, and
other sources.

Suggested Implementation Activities

¢ Create a financing workgroup that includes key stakeholders and reports into the broader governance and
decision-making entity.

¢ Ensure that the financing approach includes funding for direct service delivery as well as infrastructure elements
such as those described in this paper.

¢ Ensure robust coverage of the service array using all relevant funding sources including state and federal grants,
Medicaid, commercial insurance, and other sources.

* Work with providers to conduct a fiscal analysis designed to determine the true cost of providing equitable,
accessible, high-quality care.

e Establish a Medicaid rate review and adjustment process that sufficiently funds service delivery and adjusts for
increased costs over time.

¢ Consider value-based and other alternative payment approaches that incentivize key system and service
delivery goals focused on equitable access, quality, and outcomes of care.

¢ Examine parity between commercial and public rates, and between physical and behavioral health, and enforce
federal and state parity laws as needed.

Table 3 | Central point of access for information, referral, and linkage

Infrastructure category

Brief description and suggested implementation activities

Central point of access for information, referral,
and linkage

Description. Recent federal legislation requiring states to implement 988 creates a unique opportunity for states to
extend beyond traditional suicide hotline functions and instead create a single point of access to information and
referral for behavioral health assessment and intervention. States should engage and educate clinical and non-

clinical referrers such as youth and families, state agencies, pediatric primary care, early care and education,
schools, community centers, and others about the availability of a central access point for behavioral health
information, referral, and linkage.

Suggested Implementation Activities

¢ Establish a branding and marketing campaign that messages use of 988 for addressing suicidality and other

behavioral health issues.

¢ Conduct outreach to clinical and non-clinical referral sources about the availability and functions of 988.
* Provide training to call center staff to establish clear and distinct protocols that serve the unique needs of youth

and their families.

 Establish a crisis response system by linking 988 to mobile response and stabilization services that deliver high
rates of mobile face-to-face response and assessment in home, school, and community locations.

 Establish dedicated, sustained funding for 988 and associated crisis response services, including considering
the wireless surcharge option allowed under federal legislation.

* Monitor data to ensure that increased awareness of and referrals to 988 is matched with sufficient capacity
within the service array to meet the demand for services.

component of the infrastructure. The legislation originally envisioned 988 as
a replacement for the National Suicide Prevention Lifeline; however,
innovative state approaches are leveraging 988 funding and implementation
efforts to consolidate functions and address the long-standing need for
coordinated information and referral mechanisms that are more accessible
to youth and families in need of a variety of behavioral health and well-being
services. In addition to meeting the needs of individuals experiencing sui-
cidality, 988 call centers can also provide public education and information,
answer questions, and connect individuals to key elements of the
service array.

Many 988 call centers are establishing direct connections to elements of
the crisis service continuum such as Mobile Response and Stabilization
(MRSS). Upon receiving calls, texts, and chats, 988 call specialists can dis-
patch MRSS providers to stabilize crisis situations in the home, school, or
community, who in turn provide a face-to-face assessment and help facil-
itate linkages to ongoing care as needed. It is critical for 988 call centers to
maintain the capacity to address the unique needs of youth and their families
rather than defaulting to an adult-based model; for example, by deploying
face-to-face mobile response to most youth and family requests for assis-
tance, avoiding an overreliance on referring youth to crisis receiving facil-
ities, and making every effort to maintain youth in their homes, schools, and
communities whenever that is clinically appropriate'’. Several states are
using the provisions of the 988 federal legislation to enact small monthly fees
on wireless plans, creating a sustainable funding source for the 988 call

centers and associated elements of the crisis behavioral health service array’.
As with any central point of access for information, screening, and referral,
systems must ensure sufficient service delivery capacity exists. Building 988
infrastructure to increase awareness and identification of behavioral health
needs, without also ensuring sufficient service delivery capacity, is at best
insufficient and could even be harmful to youth with behavioral health
needs and their families. Table 3 describes a central point of access for
information, referral, and linkage and offers several suggested imple-
mentation activities.

Workforce development, training, and coaching in effective
practices

The behavioral health workforce is an area of significant need that was further
weakened by the COVID-19 pandemic”. Even the most comprehensive
service array will not be effective without a sufficient and well-trained work-
force to deliver those services; however, many states are struggling to recruit
and retain a sufficient workforce to deliver behavioral health services and
supports. The available workforce frequently does not match the population
they serve in terms of race, ethnicity, sex, gender, primary language, and other
factors™. Some states have responded by developing comprehensive workforce
development plans and making significant investments to address workforce
shortages and meet the increasing demand for care. A comprehensive
workforce development approach addresses short- and long-term strategies
for growing and diversifying the behavioral health workforce. Interrelated
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Table 4 | Workforce development, training, and coaching in effective practices

Infrastructure category Brief description and suggested implementation activities

Workforce development, training, and coaching in
effective practices

Description. States should allocate dedicated funding to enhancing the behavioral health workforce. This
includes ensuring sufficient insurance reimbursement rates and grant funds, but also includes other financial
support for non-reimbursable workforce recruitment and retention strategies. Members of the behavioral
health workforce also require ongoing training, coaching, and supervision to ensure they are delivering the
highest quality clinical care. States should give specific attention to dissemination of evidence-based
treatments and support community-derived and culturally specific interventions with ongoing data collection,
quality improvement, and outcomes evaluation.

Suggested Implementation Activities

* The overarching governance structure should consider prioritizing workforce as a system goal and creating
a workgroup to examine and address these issues.

* Develop a comprehensive statewide behavioral health workforce development plan focused on growing
and diversifying the workforce and ensuring they possess appropriate clinical competencies to address
population needs.

* Consider contracting with a workforce coordinating center to collect and report data on the workforce, and
to coordinate policy, system development, and practices relating to workforce enhancement as specified in
the strategic plan.

* In addition to ensuring Medicaid and commercial insurance rates are sufficient for attracting and retaining a
high-performing workforce, dedicate additional funds to pipeline development, recruitment, and retention
activities.

¢ Examine the degree of match between the socio-demographic characteristics of the population seeking

behavioral health services and the workforce delivering those services. Enact policies and practices
targeted to recruiting and retaining a diverse workforce.

 Incorporate or expand the number of unlicensed staff such as peer support specialists and community
health workers. Offer competitive pay, clearly defined roles and responsibilities, and meaningful career
development pathways.

® Ensure training, coaching, and supervision in core modules that enhance clinical competencies among
staff across the entire behavioral health service array. Supplement with training, coaching, and supervision
in clinical competencies that are specific to individual programs and services within the array.

 Build capacity within the single service array for meeting the unique needs of special populations (e.g.,
young children, youth with intellectual and developmental disabilities, youth who are justice-involved,

others).

* Incorporate robust training in evidence-based treatments and other evidence-based practices (e.g.,
screening, measurement-based care).

* Support community-derived and culturally specific practices with data collection, analysis, reporting,
outcomes evaluation, and quality improvement activities.

actions can include sustained increases to reimbursement rates, providing
grant funds to support recruitment and retention, launching a workforce
coordinating center to track and monitor workforce data and implementation
efforts, increasing diversity of the workforce, enhancing clinical competencies,
removing unnecessary administrative and licensing barriers, incorporating
peer specialists and community health workers, and increasing provider
organization capacity to deliver health promotion and prevention activities.

Workforce development includes ensuring a sufficient number and
variety of providers, as well as ensuring these individuals possess the
clinical competencies to address the underlying needs of the population
and improve outcomes. Efforts to enhance clinical competencies must go
beyond one-time training, as adult professionals require more than
didactic-style trainings to develop and fully incorporate new compe-
tencies. To ensure training content is applied to direct care provision,
training should be accompanied by coaching and ongoing support,
opportunities to practice new skills, the addressing of underlying moti-
vational factors, and effective supervision*’. Rather than designing train-
ing and coaching approaches one service at a time, states should seek
opportunities to train larger portions of the workforce in a core set of
modules that tend to be related to high-quality care across many services.
This may include, for example, trauma-informed practices, suicide
assessment, and culturally and linguistically responsive service delivery,
among others. Furthermore, as states seek to implement a single robust
service array for all children with behavioral health needs, they must also
attend to ensuring there are enough clinical and non-clinical staff who can
address the unique needs of special populations, such as very young
children, youth who are justice-involved, and youth with intellectual and
developmental disabilities.

An important subset of training includes the dissemination of
evidence-based practices (EBPs) that have been shown through rigorous
research to produce positive outcomes for youth and families. The training
required to effectively disseminate and sustain evidence-based treatments

(EBTs) tends to be more intensive, longer-term, often employing learning
collaborative or other methodologies that engage organizational senior
leaders, clinicians, and family partners in one collective learning experience.
As a result, distinct lines of funding (e.g., grant funds, differentially higher
reimbursement rates) often are needed to support EBT implementation.
Other EBPs include screening for common behavioral health conditions in
schools, primary care, and other settings and systems and implementation
of measurement-based care approaches”’. While EBTs and EBPs are
important parts of the service array, community-based and culturally spe-
cific practices and innovations are always being developed and delivered
alongside EBT's and EBPs. Systems must have the capacity to support these
innovative practices with data collection and outcomes evaluation to ensure
they meet the system’s standards for quality, and that they are leading to
positive, equitable outcomes. Investing in innovations and best practices in
this manner may move some of these interventions closer to meeting
requirements to be considered evidence based. Table 4 describes workforce
development, training, and coaching in effective practices and offers several
suggested implementation activities.

Data and quality improvement mechanisms

Systems and services must be guided by consistent and reliable data col-
lection, analysis, reporting, quality assurance (QA), quality improvement
(QI), and outcome evaluation strategies. In some systems, very little data is
collected. In others, much data is collected but is underutilized for
improving quality and outcomes. The north star for system stakeholders is
to ensure equitable access, quality, and outcomes of each behavioral health
service, and for the system. Frequently, provider electronic health records
are insufficient for these purposes. To address this, some states have
invested in data systems and require their contracted behavioral health
provider network to submit data on services delivered”’. State and local
systems need to provide sufficient resources to providers for data collec-
tion and entry, with a focus on protecting confidentiality, collecting the
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Table 5 | Data and quality improvement mechanisms

Infrastructure category

Brief description and suggested implementation activities

Data and quality improvement
mechanisms

Description. State systems and individual services must be guided by consistent and reliable data collection, analysis,
reporting, quality assurance, quality improvement, and outcome evaluation. States should consider investing in a data

system that supports these functions and promotes equitable access, quality, and outcomes of care. State systems should
provide sufficient resources to providers for data collection and entry, with a focus on protecting confidentiality, collecting
the minimum necessary information for QA, Ql, and outcomes evaluation, and avoiding inefficiency and duplicate data
entry whenever possible. All activities related to data must comply with all relevant federal and state laws and best practices
relating to privacy, security, and informed consent.

Suggested Implementation Activities

* Support all services in the array with robust data, collecting the minimal amount of data necessary to ensure equitable
access, quality, and outcomes of care for individual services and the system as a whole.

¢ Develop internal or externally contracted capacity for data analysis, reporting, quality assurance, quality improvement,
and outcomes evaluation activities.

¢ Ensure data comply with all relevant legal and regulatory requirements to protect the security and confidentiality of
protected health information and other sensitive data.

e Collect socio-demographic data to enable disaggregation leading to identification and reduction of identified

disparities.

¢ Avoid the data “black hole.” Any data that are collected should be analyzed and reported back to providers and used to

support QA/QI activities.

¢ Share aggregated and de-identified data with families and the public to promote accountability and trust.
o Establish the capacity to link data across services and across systems to examine system throughput and identify need
for tailored interventions to improve outcomes and reduce inefficiencies for youth with high clinical complexity and

multi-system involvement.

¢ Create system-level dashboards populated with categories and indicators related to overall system functioning (e.g.,
prevalence, service access, workforce, quality, system-level outcomes). Ensure the ability to link system-level data
with service-level data to continually inform improvements at both levels.

minimum necessary information for QA, QI, and outcomes evaluation
purposes, and avoiding inefficiency and duplicate data entry whenever
possible.

Each service in the array must collect sufficient data to be able to
examine whether equitable access, quality, and outcomes of care are being
achieved. Socio-demographic data representing multiple dimensions of
diversity allow for data disaggregation that reveals disparities in need of
correction. Collecting the data is not enough. Systems must invest in the
capacity to analyze, report, and use those data to provide QA, QI, and
technical assistance to providers to improve overall access, quality, and
outcomes for all, and to address any identified disparities. Systems should
have the capacity to disaggregate data at the individual provider level as well
and share it transparently with system stakeholders, which promotes
accountability and public trust. Youth and families often participate in more
than one service over time. Ideally, systems will have the ability to link data
across services and systems, examine how youth move through the system,
and identify opportunities for improving efficiency and outcomes.

In addition to using data to support and improve individual services,
states should track and transparently report indicators that reflect the overall
functioning of the system. Some system-level data monitoring approaches
focus on distinct issues such as wait lists or uptake of EBTs, but few com-
prehensive systems exist. System-level data categories, each of which could
include multiple indicators, may include prevalence of need, access to ser-
vices, workforce, service quality, and system-level outcomes (emergency
department (ED) volume, inpatient admission rates, discharge delays,
waitlists, costs, etc.). Frequently, system-level indicators come from more
than one system, which may suggest opportunities for integrating funding,
service delivery, and data. As with data and QI processes at the service level,
an equity lens should be incorporated whenever possible for system-level
data collection and analysis.

System-level data dashboards have the potential to link with and yield
critical insights into the service array. Monitoring wait lists, for example, can
reveal the need for increased investment to increase capacity in one or more
services. Identifying high rates of ED utilization among youth may reveal the
need for increased investment in community-based services that divert from
ED utilization, such as Mobile Response and Stabilization Services®,
Examining rates of discharge delay from inpatient hospitalization, and the
factors related to those delays (e.g., clinical complexity, multi-system
involvement, waitlists for the recommended next level of care) can lead to
expanding intermediate levels of care, improving system throughput™.

Monitoring the service utilization patterns of youth with high degrees of
clinical complexity and need can help in the design of tailored interventions
for this population to increase access, reduce unnecessary costs, and
improve outcomes. Table 5 describes data and quality improvement
mechanisms and offers several suggested implementation activities.

The role of public—private partnership and intermediary
organizations in addressing infrastructure needs

Public systems rarely perform all necessary infrastructure functions on their
own. Returning to the example of the transportation system, a state
department of transportation generally does not possess the workforce or
the technical expertise to develop, operate, and maintain the entire system.
Rather, they partner with a network of private sector contractors to
accomplish their work. Once again, the behavioral health system is similar.
States may develop and operate some parts of the service delivery system
(e.g., state-operated psychiatric hospitals), and some parts of the infra-
structure; however, they commonly supplement their own capabilities with
a network of outside organizations that possess the technical and opera-
tional expertise to develop and implement other areas of service delivery and
infrastructure.

States often turn to intermediary organizations to help them address
system infrastructure needs”. Intermediaries can be housed within uni-
versity departments, where they may be referred to as Centers of Excellence,
independent non-profit organizations, or private for-profit consulting
groups’". The literature on intermediary organizations largely grew out of
the discipline of EBT dissemination and implementation science; however,
the role of many intermediary organizations today extends well beyond
those functions. Intermediary organizations are generally not involved in
direct service delivery; rather, they possess skill and expertise in consulta-
tion, technical assistance, training, data analysis, QA, QI, policy analysis and
development, dissemination and implementation science, best practice
model development, and other areas”. Thus, the functions and technical
skills of an intermediary overlap significantly with the essential infra-
structure elements described in this paper. In fact, the case can be made that
the core function of an intermediary organization is to support infra-
structure development, using the variety of approaches and technical skills
described above. Several infrastructure functions may come together in one
intermediary organization, which can be an efficient approach for state
systems. It is more common for the full complement of infrastructure
supports to be provided by several intermediary organizations, ideally in
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coordination and collaboration with one another and with the public sys-
tem. Figure 1 displays each of the five proposed system of care infrastructure
components, their relationship to public systems and intermediary orga-
nizations, and their proposed function as a linkage between system of care
values and the comprehensive service array.

In addition to the technical skills and capabilities described above,
intermediary organizations, whether they are operated within the public or
private sector, must possess additional adaptive skills to be successful in their
role. First, they must be expert conveners. Intermediary organizations are
generally legally and operationally independent of the public behavioral
health agency or agencies (e.g., a department of mental health) and inde-
pendent of the direct service provider network. This affords an intermediary
organization some degree of objectivity and neutrality to convene and guide
a diverse group of system stakeholders. Intermediaries may regularly con-
vene and support the project management needs of the integrated gov-
ernance and decision-making structure described above. Leadership,
credibility, and the ability to establish trust and buy-in are essential adaptive
skills for effective convening.

Second, intermediary organizations must have significant subject
matter, consultation, and communications expertise. Effective inter-
mediary organizations should be staffed by individuals with deep
knowledge and experience across multiple dimensions of the behavioral
health system including policy, finance, system change, direct service
delivery, data analysis, project management, and others. The intermediary
organization must itself espouse the system of care values and principles
guiding the entire system. Using reliable and valid sources of data and
information, the expert intermediary can translate findings into com-
prehensive reports with actionable recommendations that articulate
measurable goals, objectives, and strategies. Intermediary organizations
should be highly capable grant writers and involved in bringing additional
resources into the system to support their own infrastructure development
activities as well as to expand and improve the service array. Intermediary
organizations should be staffed by highly effective communicators who
can speak and write in ways that are understandable, relevant, persuasive,
and actionable to the diverse stakeholder audiences involved. Inter-
mediary organizations often have deep expertise in policy analysis and
development and can help to ensure an enabling state policy context that
contributes to optimal system functioning.

Intermediary organizations with the technical and adaptive skills
described above may ultimately become long-term partners in the system,
rather than short-term consultants. The information and data from
convening and consultation often results in detailed plans to address
various needs in the system which are then implemented over a sustained
timeframe. Implementation of the recommendations of those plans,
particularly those recommendations directly related to implementing
essential system infrastructure, may then become the ongoing work of the
intermediary organization. Table 6 includes examples of intermediary
organizations across the U.S. who are significantly or solely involved in
developing and implementing children’s behavioral health system
infrastructure.

Conclusions and future directions

Scholarship and research on systems of care propose infrastructure as
one of its three primary components and as a bridge between the values
and principles of the system of care and the comprehensive service
array. To date, however, the existing definitions, descriptions, cate-
gorizations, and prioritizations of behavioral health system infra-
structure have been insufficient for guiding system stakeholders. It is
possible that lack of development and implementation of critical sys-
tem infrastructure is one of the reasons children’s behavioral health
interventions are not sufficiently scaled and sustained, and systems do
not produce better outcomes for the children and families they are
designed to serve. This paper set out to define infrastructure, categorize
and describe five of its most essential elements, and identify effective
approaches for promoting infrastructure development, including
through public-private partnership with one or more highly skilled
intermediary organizations.

Funding for dissemination and implementation research has been
historically limited”. Glasgow et al. calls for a shift in investment from
research on discovery and efficacy, toward research that examines the
effectiveness of interventions in practical settings, and the most effective
dissemination and implementation approaches for scaling and sustaining
those interventions™. System infrastructure is a critical element in scaling
and sustaining an array of effective interventions and ensuring this service
array is accessible, is implemented with the highest quality, and produces
better outcomes. There are several future directions for scholarship and
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Table 6 | Examples of intermediary organizations

Intermediary organization

Brief description

Child Health and Development Institute (Connecticut)
www.chdi.org

The Child Health and Development Institute advances effective and innovative system,
practice, and policy solutions that result in equitable and optimal behavioral health and
well-being for children, youth, and families in Connecticut and beyond.

Center for Evidence to Practice (Louisiana)
https://laevidencetopractice.com/

The Center for Evidence to Practice was created in hopes of bridging gaps and bringing
more evidence-based behavioral health practices to communities across the state of
Louisiana.

The Baker Center for Children and Families (Massachusetts)
https://www.bakercenter.org/

The Baker Center for Children and Families promotes the best possible mental health of
children and families through the integration of research, intervention, training, and
policy.

Center for Innovative Practices (Ohio) https://case.edu/socialwork/begun/
consultation-and-training/center-innovative-practices-cip

The Center for Innovative Practices is a training and technical assistance center providing
support to community-based agencies that seek to implement interventions that improve
outcomes for youth and families.

Meadows Mental Health Policy Institute (Texas)
https://mmhpi.org/

The Meadows Mental Health Policy Institute works at the intersection of policy and
programs to create equitable systemic changes so all people in Texas, the nation, and the
world can obtain the health care they need.

Center for Evidence-Based Partnerships (Virginia)
https://www.cep-va.org/

The Center for Evidence-Based Partnerships builds partnerships with stakeholders in
public and private organizations to leverage collective support and effort for initiatives
designed to improve access to behavioral health services in the Commonwealth.

Colab for Community and Behavioral Health Policy (Washington)
https://uwcolab.org/

The CoLab reimagines how evidence can be integrated with community expertise to
spark creative and sustainable change in behavioral health policy and systems,
particularly those involving youth and families.

research on system-level behavioral health infrastructure that would help to
establish a more mature understanding of system infrastructure, framed 1.
below as a series of interrelated questions that can guide future research in

this area.

+ Validity of proposed infrastructure elements. What infrastructure 2.
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Meeting Objectives:

« Introduction

/7

% Systems of Care Presentations
» Q&A

R/

X/
*

Meeting Summary:

1. Introduction
a. Co-chairs, TCB staff, and members of the group all introduced themselves, their
roles, and organizations.
b. A workgroup co-chair gave a brief overview of the presentations on Systems of
Care, which include what is a system of care, what is the system of care in
Connecticut, what is the history, and where we are currently.
2. Systems of Care Presentations
a. The first presenter introduced themselves, and their background with Systems of
Care in Connecticut. The presenter addressed that they would touch upon
improving child youth and family mental health through systems of care.

i. The presenter gave a brief background on the national crisis of children's
behavioral health and then proceeded to provide an overview of Systems
of Care across the country.

ii. The presenter provided a definition of what systems of care is, which they
described to be “4 Spectrum of effective, community based- services and
supports for children and youth with or at-risk for mental health or other
challenges in their families. The System is designed to help families
function better at home, in school, in the community, and throughout
life.”
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iii.

1v.

The presenter then provided an overview of Connecticut being a national
leader, through widespread dissemination of evidence-based practices,
crisis services, engagement with families, and DCF’s BH Data System,
the Provider Information exchange (PIE).

The Presenter then touched upon continuing to transform the System of
Care, through expanded School-Based and School Linked Services, fully
scale systems of care, expanding the workforce, and through data for
measurement based & outcome driven care.

b. The second presenter gave an overview of their background working with
Systems of Care in CT, and provided an overview of their presentation which
was focused on highlighting key achievements in children's mental health reform
in Connecticut.

1.

ii.

iii.

1v.

The presenter provided an overview of the milestones in children’s mental
health reform in Connecticut, which started in 1975 through the state
establishing a consolidated children’s agency, DCF.

The presenter then provided an overview of key findings of delivering
and financing Children’s Behavioral Health Services in CT — the data is
reflective of the year 2000. Additionally, the presenter touched upon the
recommendations that came out of the 2000 Report, which include:
Expand and enhance local systems of care

Build a richer array of community-based services

Develop a statewide family support network

Develop and implement a blended funding approach

Develop measurable outcomes

Conduct trainings

Improve Information systems

Conduct a thorough evaluation

The presenter then provided an update on progress in system reform from
the years 2001-2010, which includes Connecticut Community Kid care,
new statewide services, and community collaboratives. The presenter then
touched upon Public Act 13-178, which provided key principles that
support an effective system of mental health care.

Lastly, the presenter gave an overview of progress in systems reform from
the years 2014-2024 in Connecticut, highlighting Trauma Informed
Systems of Care (TF-CBT), EBT’s quality improvement systems, school
mental health trainings, new programs such as UCC’s and integrated
behavioral health and primary care.

i A o

c. The last presenter identified that they will be discussing the Systems of Care
movement in CT, where we stand today, and what is left to do.
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i. The presenter went over the question of when you think about systems of
care, what do you think of and identified that they think about this in three
primary categories, which includes, values and principles of the system,
the comprehensive services array, and infrastructure.

1.

3. Q&A

The presenter identified that you will see values and principles
within services and in the legislation mentioned throughout the
call throughout the last twenty years.

The presenter then touched upon the second focus; the services
array. The presenter noted that CT has great services and touched
upon the few things that could be done to improve outcomes, such
as integrating behavioral health service delivery by addressing
health and social determinants of health. The presenter identified
that another area that stands out in the services array is ongoing
behavioral health emergency department visits. Additionally, the
presenter touched upon the future directions of the service array,
which includes school mental health, pediatric, primary care, and
behavioral health integration. Additionally, the presenter touched
upon innovation.

Lastly, the presenter touched upon infrastructure, and provided a
definition of infrastructure to the group, “System level structures
and process processes for actualizing the system of care value and
principles and scaling and sustaining an effective service rate.”
The presenter then touched upon what we mean by infrastructure,
which includes integrated governance and decision- making,
structures and processes for blending and braiding funding, central
point of access for information referral linkage, workforce
development training and effective practices, and data and quality
improvement.

a. The floor was opened to the workgroup for questions for the presenters.
1. Workgroup members provided questions to the workgroup such as how
do we accurately measure Connecticut’s System of Care — if we wanted to
take a high-level view and assessment, how would we do that?

1.

A presenter responded that there are systems of care fidelity
measurements so that people can utilize it — the presenter
additionally highlighted that PRPDQ 9 could be utilized to
evaluate. The presenter noted that the key to this is there is a
systematic way of capturing the data.
a. More discussion was had between workgroup members
and presenters.
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ii.

iil.

1v.

An additional workgroup member posed a question to the presenters
around school behavioral health services going further, and asked what
the presenters see in the sense of enhancements and improvements in that
system?

1. Discussion was had amongst multiple members and presenters
within the workgroup.

An additional comment was provided to the workgroup, stating that “/ in
5 children have Mental Health and 1 in 6 have developmental disabilities
how do we ensure individuals with IDD and other disabilities are
included in the work of supporting children and families with children
with behavioral health needs. Especially since evidence-based support
does not include this population.”

1. Discussion was had amongst workgroup members and presenters.

A question was put in the chat that inquired if there are any other
states/jurisdictions that have successfully decreased the 1 in 5 statistics of
youth with diagnosable BH concern? If so, what was their approach?

1. A presenter identified that there has been a consistent prevalence
rate for years, and that it is due to many factors, and that you
cannot look at just one.

Lastly, a workgroup member commented on early childhood, and that
there has not been much progress as people are unable to find and locate
services.

Next meeting: July 15, 2025, 3:00-4:30 PM ZOOM
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