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REPORT OF THE CHILD AND ADOLESCENT PANEL FOR THE
MANAGED CARE INITIATIVE

I. INTRODUCTION AND OVERVIEW

The Center for Mental Health Services, in conjunction with the Center for Mental Health Policy and
Services Research at the University of Pennsylvania, has undertaken an initiative to identify core
competencies and training materials for professionas providing menta health servicesin this era of
managed care. The first phase of this project has focused on identifying and evaluating materiasin
anumber of categories -- standards, clinical protocols and practice guidelines, level of care criteria,
core competencies, and training curricula. Thisinitial identification and assessment of the current
"state-of-the-art” is intended to serve as the basis for determining core provider competencies,
identifying existing relevant training and educational materials, and developing additional materials
to prepare professionals to practice effectively within the context of managed care. Eight panels
addressing specific target population groups and their service needs have been established to conduct
this review and analysis. These panels include Adults, Children and Adolescents, Older Adults,
African Americans, Latinos, Native Americans, Asian Americans, and Persons with Co-Occurring
Disorders. This document is the report of the Child and Adolescent Panel as a part of this larger
initiative.

The Child and Adolescent Panel (see Appendix A) includes a distinguished group of individuas
representing expertise in a number of critical arenas for a child and adolescent population that has
mental, emotional, and behavioral problems. The panel includes representation from key disciplines
serving this population -- social work, child psychiatry, psychology, nursing, and counseling --
representation from public and private sector mental health, child welfare, health, and education
agencies, from families, managed care organizations, the research field, higher education, policy, and
practice.

Panel members were asked to identify materials in the previously specified categories and to review
specific materias describing their strengths in delivering appropriate and quality services to children
and adolescents, in training and enhancing workforce competencies, in improving accountability, and
in achieving good outcomes. Panel members were also asked to note limitations of the materia
related to appropriate service delivery and treatment, accountability, workforce competencies, and
training. Where possible, panel members reviewed materials related to their expertise.  This report
represents a compendium of those materials and analyses with an overall assessment of the current
"state-of-the-art" and what is needed to advance the field, particularly given the expansion of
managed care technology to mental health services for children and adolescentsin both the public and
private sectors.

In determining parameters for this project, certain assumptions were made. The Pandl did not review
the universe of literature on best practice or research on child and adolescent service delivery and
treatment interventions. Rather, as indicated, the focus of this review was limited primarily to
standards, clinical and/or practice guidelines, level of care criteria, core competencies for multiple



disciplines and practice, and training curricula. The rationale for that decision is described in Section
I1, which provides background information on progress made in the development of knowledge on
child and adolescent mental health and effective service delivery for this population. Section 111
provides a summary of findings from this review of materials; Section 1V delineates challenges and
recommendations for action; and Section V provides a description of the content of the materials with
strengths and gaps noted.

11. BACKGROUND ON SERVICE DELIVERY FOR CHILDREN AND ADOLESCENTS
WITH MENTAL HEALTH PROBLEMS, AND THEIR FAMILIES, AND THE
IMPLICATIONS OF MANAGED CARE

Progress in Knowledge Development on Child and Adolescent Mental Health and Effective
Service Delivery

In the last 15 years, there has been increasing attention paid to the mental health needs of children,
adolescents, and their families and service delivery to this population. While studies and commission
reports in previous decades (Joint Commission on the Mental Health of Children, 1969 and the
President's Commission on Mental Health, 1978) documented the menta health needs of children and
adolescents as well as problems and inadequacies in the service ddlivery system, it was not until the
publication in 1982 of Jane Knitzer's report, Unclaimed Children, that a more concerted national
effort began to address these issues.

In 1984, in response to concerns of families, advocates, service providers, administrators, and policy
makers, Congress initiated the Child and Adolescent Service System Program (CASSP), initialy
administered by the National Institute of Mental Health (NIMH) and then under the jurisdiction of
the Center for Mental Health Services (CMHS) following a federal reorganization. The goals of
CASSP were directed at the federal, state, and community levels to focus on the needs of children
with mental health problems and to reform service delivery for children and adolescents, most
specifically those with serious emotional disturbances, but also those at risk. From the CASSP
initiative, a set of values and principles evolved, articulated in Stroul and Friedman (1986/1994), that
defines a system of care for this population of children. (See Exhibit 1.) The values and principles
that provide the foundation of a system of care have been broadly embraced by multiple
constituencies and multiple service systems as the standard for service ddlivery for children and
adolescents with arange of mental, behavioral, and emotional disorders.

From 1982 to 1996, there has been an increased understanding of the mental health needs of children
and adolescents and how to deliver services to this population and their families, and this knowledge



EXHIBIT 1

VALUES AND PRINCIPLES FOR THE SYSTEM OF CARE

(From Stroul and Friedman, 1986/1994, A System of Care for Children and Youth with Severe
Emotional Disturbances)

CORE VALUES

1.

2.

3.

The system of care should be child-centered and family-focused, with the needs of the child and
family dictating the types and mix of services provided.

The system of care should be community-based, with the locus of services aswell as management
and decision making responsibility resting at the community level.

The system of care should be culturaly competent, with agencies, programs, and servicesthat are
responsive to the cultura, racial, and ethnic differences of the populations they serve.

GUIDING PRINCIPLES

1.

2.

10.

Children with emotiona disturbances should have access to a comprehensive array of services that
address the child's physical, emotional, social, and educationa needs.

Children with emotional disturbances should receive individualized servicesin accordance with
the unique needs and potentials of each child and guided by an individualized service plan.
Children with emotiona disturbances should receive services within the least restrictive, most
normative environment that is clinically appropriate.

The families and surrogate families of children with emotional disturbances should be full
participants in al aspects of the planning and delivery of services.

Children with emotional disturbances should receive services that are integrated, with linkages
between child-serving agencies and programs and mechanisms for planning, developing, and
coordinating services.

Children with emotional disturbances should be provided with case management or smilar
mechanisms to ensure that multiple services are delivered in a coordinated and therapeutic manner
and that they can move through the system of services in accordance with their changing needs.
Early identification and intervention for children with emotiona disturbances should be promoted
by the system of care in order to enhance the likelihood of positive outcomes.

Children with emotional disturbances should be ensured smooth transitions to the adult service
system as they reach maturity.

The rights of children with emotional disturbances should be protected, and effective advocacy
efforts for children and youth with emotional disturbances should be promoted.

Children with emotional disturbances should receive services without regard to race, religion,
national origin, sex, physical disability, or other characteristics, and services should be sensitive
and responsive to cultural differences and specia needs.



has contributed to an expanding literature. In the early 1980's, there was a paucity of information and
publications on children and adolescents with mental hedlth problems. Since that time, there has been
a dramatic increase in publications, articles, and research providing a better understanding of the
mental health needs of children and addressing the many dimensions that are involved in service
delivery to this population. The body of literature for children and adolescents expands the
knowledge base on the population itself -- on the mental disorders affecting children and adolescents,
the etiology, risk and protective factors, incidence, and prevaence. Most dramatic, however, has
been the rapidly growing literature expanding the knowledge base on the complex dimensions of
service organization and delivery for children including the following: family involvement, culturd
competence, prevention, early identification and intervention, access, assessment and diagnos's,
treatment planning, treatment interventions, treatment and service settings, integration of mental
health and other child-serving systems, system of care development, effectiveness of services and
treatment interventions, outcomes and accountability, human resource devel opment and training, and
financing. (See Appendix B for Selected References and Bibliography for this literature.)

It is important to emphasize that while there has been much progress made in the knowledge base
related to children and adolescents with menta health problems, there is till much more to be known
and documented in multiple dimensions (for example, on incidence and prevalence, service and
treatment effectiveness and what works best with different youth and families, valid and reliable
measures to determine effectiveness, outcomes, and costs). Further, while there is broad consensus
about the principles and values that define best practice and provide a foundation for service ddivery
to this population, there are some differing views on implementation strategies and approaches
depending upon the perspective of the stakeholder or constituency group (for example, on the role
of medications, the role of various treatment settings, and the role of a range of community-based
aternative providers). Reliable data are often lacking to substantiate particular treatment approaches.
Major strides have been made in strengthening the research base with greater investments and
increases in research activities. But in the children's field, research and evauation is till in a
developmenta phase (OTA, 1986; IOM, 1989; Burns & Friedman, 1990; Bickman, 1993; Kutash
& Rivera, 1996). There are aso concerns about preparing and building an adequate workforce in
child menta health (Pires, 1992). Both the capacity and capability of the workforce speciaizing in
child and adolescent mental health and service delivery need to be enhanced. Additionally, training,
both pre-service and in-service, need to reflect the current knowledge base. Higher education
programs, which often are leaders in defining core workforce competencies, have not kept pace with
the changing and emerging practicesin the field (Kravitz, 1991).

The purpose of this Panel was not to conduct a comprehensive review of this literature or the
various perspectives on different approaches, rather it was to determine if the principles that
have broad acceptance and the learnings derived from this body of knowledge have been
incorporated and reflected in the standards, practice guidelines, core competencies, and
training curricula currently being developed and/or used by different constituencies, especially
as managed care approaches are implemented.



Growth of Managed Care and its Impact on Practice in Child and Adolescent Mental Health

Asfor the population as a whole, managed care approaches, technology, and arrangements are having
a profound impact on the delivery of mental health services to children and their families -- whether
they receive services in the private sector reimbursed through private health insurance or whether they
are served in the public sector through publicly-funded and reimbursed services. In a study conducted
of state initiatives, 44 states have implemented, or are in the process of implementing, managed care
practices in Medicaid for children in that state and 40 states have, or are in the process of
implementing, managed care in behavioral health care for children (Pires, et ., 1995).

Many children whose families have private insurance are aready receiving care that is managed by
health maintenance organizations (HMO's) or other similar arrangements. There are many definitions
of managed care, but according to Schafer (cited in Stroul, 1995), the simplest, most positive
explanation of managed careisthat it, "provides children and families the services they need, when
they need them, in the right amount, no more, no less." In other words, a managed care system
depends on delivering the right mix of the right services at the right time. Two critical elements of
managed care technology necessary in achieving this delicate balance involve establishing cons stent
clinicd procedural and practice protocols and devel oping and maintaining qualified provider networks
(Stroul, 1995).

While managed care offers opportunities to develop a more flexible, responsive, and cost-effective
service delivery system, there are also real risks and threats to the progress that has been made in
improving service delivery to a vulnerable population of children and families (Stroul, 1995).
Standards, clinica and practice guidelines that implement core values and principles, outcome
measures, core competencies, and accountability procedures that reflect best practices are essentia
to safeguard that the population served through managed care is receiving appropriate and quality
services ddlivered by appropriate and qualified personnel. These vehicles are ameans of assuring that
cost is not the only driving force, that a vulnerable population is not under- or inappropriately served,
and that what has been learned is being utilized.

Currently, there is an explosion of activity -- with states developing contracts with managed care
companies to serve a targeted population; with managed care companies devel oping protocols for
provider networks; with professional groups developing practice guidelines for their members to
function effectively and competitively in this environment; and with consumer groups and standard-
setting bodies establishing values and benchmarks for guiding and evaluating service delivery and
ensuring accountability. To date, there has been no review or assessment of this emerging new
"literature” that has the potential of profoundly changing how services are delivered.

This review provides an initia examination to determine if these materias are incorporating and
addressing the following key concepts that:

Services are child- and family-focused with the needs of the child and family dictating the types
and mix of services,



Services are community-based with the locus of service near to where the child and family lives
and provided in the least restrictive, most normalized environment that is clinically appropriate
for the child;

Services are culturally competent with policies, administrative practices, and treatment
interventions responsive to the cultural, racial, and ethnic populations served,

Families are full participants in all aspects of planning, service delivery, and treatment;

Assessment, treatment planning, and services are developmentally appropriate and
individualized, based on the unique needs and strengths of each child and family;

Children have access to a comprehensive array of services that address the child's physical,
emotional, social, and educational needs,

Services are integrated and linked between child-serving agencies and programs;

Early identification and intervention are promoted to increase the likelihood of positive
outcomes; and

Outcomes to be achieved are delineated and a system for accountability built in.

The identification and review of these materials by the Child and Adolescent Panel are afirst step in
this process to determine at this point in time if the standards, clinical guidelines, core competencies,
and training materias that are being devel oped and utilized are based on the principles and vaues that
have been accepted by the field and on the knowledge devel oped about best practice over the course
of the last 15 years. Managed care technology should be applied to what has been learned about
effective service ddlivery for children and families. And, service providers must have the values,
skills, and knowledge to work effectively with children and families.

111.OVERALL ASSESSMENT AND OBSERVATIONS: STRENGTHS AND
IDENTIFIED GAPS

The materials obtained and included in this report were identified by Child and Adolescent Panel
members, the National Technical Assistance Center for Children's Mental Health at Georgetown
University, the Center for Mental Health Services, and the Center for Mental Health Policy and
Services Research at the University of Pennsylvania. While the documents in each category are not
al inclusive of what has been developed (for example, states other than the ones included have
developed care criteria and contract specifications for managed care companies), they provide a
representative picture at a point in time of the current "state-of-the-field." 1t should be noted that
managed care companies were generous in making materials available to the Panel, and these practice



guidelines and level of care criteriawere included in the review. However, because such materias
are proprietary, they are only referenced in the report. The descriptions and individua reviews have
not been included.

From this process of identifying and reviewing standards, level of care criteria, practice guidelines,
core competencies, and training materials, it is evident that thisis atime of dynamic development --
what exists now for each category of materia isin an evolutionary state. The fact that many different
congtituency groups are involved in the devel opment and issuing of such materialsis an indication of
their importance in defining practice as well as in protecting and balancing the interests and concerns
of key stakeholdersin the service ddlivery system whether they are purchasers, consumers, providers,
insurers, governing and regulatory bodies, or accrediting bodies. The financing and delivery system
for health and mental health is undergoing rapid changes and restructuring, and, as aresult, the tools
for decision making and accountability are being revised to meet these new demands. There are
legitimate concerns that the restructured system be built on what is generally accepted to be best
practice. At the same time, there are limitations imposed by the redlity that both the knowledge base
and technology are still evolving and developing. For example, child and adolescent service ddlivery
systems are moving to outcome indicators, but, in fact, it is often difficult to track and match
significant outcomes for a child population to specific interventions.

These tensions, as well as the evolutionary nature of development, are reflected in the body of
materials reviewed by the Child and Adolescent Panel. The materials, for the most part, reflect a
multiplicity of voices and perspectives focused on particular interests and a fragmented, categorical
"system.” Furthermore, the review for this report focused on an examination of documents. Panel
members emphasized that while it is important to articulate standards, practice guidelines, core
competencies, and training curriculato ensure quality service delivery, it is necessary to go beyond
a "paper check" to establish what is occurring and if that is making a difference. Accountability is
essentia 1) to establish if services and practices are consistent with values and principles and 2) if
services are producing good outcomes.

Much of what has been identified and developed in each of these categories, especidly for
accreditation standards and level of care criteria, is adult-focused. If adaptations have been made to
address the needs of a child/adolescent population and their families, these modifications are generaly
minimal. Modifications usualy indicate that child and adolescent populations have specia or unique
needs, most often acknowledging developmental issues and involvement of the family, but thereis
little to no elaboration on how to adapt treatment. Also, the service components addressed are often
not differentiated for children; they are, for the most part, the same as for adults. Thereis minimal
recognition of the role and importance of the multiple agencies and systems that a child who has
mental health problems can be involved with -- hedlth, education, mental health, child welfare,
substance abuse, and/or juvenile justice. In generd, for those materias that have been devel oped for
a child and adolescent population, or include a child and adolescent focus, there is considerable
diversity in how they address the unique dimensions of an effective child and adolescent service
delivery system and the principles of care delineated in Exhibit 1, on page 3. Overall, the documents
relating to standards, core competencies, and training curricula (as opposed to practice guidelines and



level of care criteria) are likely to be more comprehensive in addressing these principles. A brief
summary of the findings of the review are described for each of the categories below.

Standards of Care

Standards establish the principles and baseline specifications for service delivery, but it is the actual
implementation and operationalization of these standards that ensure effective services and outcomes
for children and families. Therefore, to be effective, standards must include benchmarks and
processes for accountability to measure whether these specifications are met.

For children and adolescents, there is no definitive document (other than the CASSP System of Care
principles previoudy referenced), endorsed by multiple constituencies, that establishes a set of
standards and benchmarks to serve as areport card for measuring and evaluating quality of care. At
the federal level, the Center for Mental Health Services has made a maor contribution to the
literature in the development of the Consumer-Oriented Mental Health Report Card. This document
delinestes indicators under key areas of access, appropriateness, outcomes, and prevention, many of
which are relevant for children and their families, but are not specific to this population. A similar
effort needs to be undertaken for youth. CMHS has aso developed a brochure outlining the
Principles for a System of Managed Care; however, these principles are broad and, while children
are addressed, the intent is more generic.

The Federation of Families for Children's Mental Health and the National Alliance for the Mentally
I (NAMI) have aso made contributions in the materials that each of these consumer-oriented
organizations have developed. But, as acknowledged in the respective documents, the material
included represents a beginning step to the development of standards for quality care to children and
adolescents with mental health problems and their families. The Federation sets forth Principles for
Family Involvement in the Development and Operation of Managed Health and Mental Health
Systems for Children and Youth, but it is not comprehensive in the issues addressed and includes no
indicators. NAMI's, Mental Iliness and Managed Care: A Primer for Families and Consumers, is
just as the title states, a primer; it does not provide a set of principles and standards, and it does not
specifically address children and adolescents.

The State Mental Health Representatives for Children and Y outh's document, Successful Integration
of System of Care Development with Managed Behavioral Healthcare Technologies in Public
Children's Mental Health, referred to as a"work in progress,” provides a useful foundation for the
development of standards and areport card, but it also isaninitia step highlighting the basic issues
important in the delivery of mental health services and supports to children, adolescents, and their
families. Many states have developed, or are in the process of developing, standards, and severdl
examples are included in this report. However, no product has been identified to date to serveasa
model for other states.

Professiona groups have been in the forefront of developing standards and codes of ethicsto guide
professiona practice; however, these standards generally reflect the perspective of a particular



professional group and discipline usually for the members of that group rather than for the service
delivery system. While professiona standards typically advocate respect for the consumer and value
the input of consumers and families, the standards are not consumer-driven nor child- and family-
focused. They do, however, provide arich and valuable resource for the development of quality of
care standards and core competencies. The professional standards reviewed for this report varied in
their attention and adherence to core concepts of service delivery for children and adolescents
reflected in the literature and the principles of care delineated in Exhibit 1.

Various accrediting bodies have developed standards for the accreditation of provider organizations
that include facilities and agencies that deliver services to children. With the exception of the Council
on Accreditation, which accredits organizations, agencies, and programs providing behaviora health
care and social servicesfor children and families, these standards minimally address children'sissues
and are not consumer developed or focused. But, these accrediting bodies can play acritical rolein
influencing the provider community, so it isimportant that their standards reflect key concepts of best
practice. From this review, few of these concepts are incorporated such as a strengths-based
approach to assessment and treatment, collaboration among child-serving agencies, and a
comprehensive array of services including services that are less restrictive than hospitalization and
more intensive than outpatient.

Clinical Guidelines, Protocols, and Level of Care Criteria

Clinical protocols describe a course of treatment or established practice pattern that provides a
guideline for decision making related to assessment and treatment for particular conditions and/or
diagnoses; level of care criteria provide guidance for decision making related to different treatment
settings and approaches. The documents reviewed by the Child and Adolescent Panel often included
some combination of the following: practice guidelines, level of care criteria, medical necessity
criteria, quality assurance procedures, and utilization review. These materias primarily have been
developed by state governments to guide managed care organizations and providers under contract
to the state to provide care for particular populations, by managed care companies to guide the
clinical treatment decisions of the providersin their network, and by professional organizations to
define established practice patterns based on clinical and services research to guide practitioners. The
Child and Adolescent Pandl review aso included a literature review and summary of practice
guidelines, conducted by a consulting firm, to be used as a protocol for the Department of Defense
(DoD) and the Civilian Health and Medical Program of the Uniformed Services (CHAMPUYS).

While practice guidelines and level of care criteria (that are based on best practice) are important in
establishing a consistent protocol for treatment decision making, they are inherently categorical. An
individualized approach to treatment planning involves examining the domains of a child and family's
life (the home, school, and community), assessing with the family both strengths and needs, and
developing a treatment plan based on that assessment. The practice guidelines and level of care
criteriareviewed are diagnosis- or service-specific, which actualy can hinder amore holistic, flexible
approach -- hallmarks of effective service delivery for children.



The pand review found tremendous variety, as well as some overall consistency, in the practice
guidelines and level of care criteria developed and currently utilized by these congtituencies. The
predominance of clinical guidelines and level of care criteria is adult-focused. If children and
adolescents are included, the attention is minimal. In general, and especialy for the managed care
organizations, the guidelines reflect a more medical model approach rather than a holistic, integrated
approach addressing the physical, emotional, social, and educational needs of children. This is
certainly not surprising given that these clinical guidelines define parameters of care, and the
parameters of care focus on medical necessity. For those level of care criteria that address children
and adolescents, the services included are usualy inpatient, residential treatment, partia
hospitalization, and outpatient; not a comprehensive array of community-based services and supports
including in-home, respite, crisis options, as well as others. Guidelines, for the most part, address
acute rather than extended care. In all these documents, however, there is a certain consistency, for
example, in the factors to include in the assessment process or in some of the criteriafor treatment
decison making (e.g., treatment in the least restrictive environment that is clinically appropriate,
hospitalization only in those cases where an individua is in danger to self or to others, etc.). Andin
many cases, the guidelines emphasize that they only provide a framework; much is left to the
judgment and experience of the clinician/professional/individual making the actua decision and
determination.

While there is a tremendous range in the scope and degree to which many of the best practice
approaches emanating from the system of care principles have been incorporated in practice
guidelines, there seems to be a growing recognition of the importance of family involvement
articulated in many different ways, not separating a child from the family, if at al possible; broadening
the service array; using multidisciplinary teams; developing individuaized treatment plans; and, in a
very few cases, addressing cultural and linguistic differences.

Many of the guidelines obtained from the managed care organizations do not have a separate section
for treating children and adolescents; in some cases, as indicated previoudy, the unique needs of
children are referenced in the guidelines, but the level of care criteria are actualy the same as for
adults. For some, guidelines are included for certain disorders specific to children and adolescents
such as attention deficit hyperactivity disorder and eating disorders. In a number of cases, however,

managed care companies have developed specialized guidelines for a child and adolescent population
that address at least certain aspects of service delivery and treatment unique for children including
abroader array of services, guidelines for involving families, a strengths-based approach, prevention,
and early intervention. Guidelines from the managed behaviora health care companies focus on acute
care and do not address the extended care needs of a population with severe emotiona disturbances.

The state level guidelines included in the review cover a broader array of services including crisis,
respite care, in-home, and flexible "wraparound" services. However, with the exception of North
Carolinas, they tend to be highly regulatory, emphasizing restrictiveness rather than flexibility.

Theonly level of care criteria and practice guidelines reviewed that were devel oped by a professiona
group were those developed by the American Academy of Child and Adolescent Psychiatry. These
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practice guidelines are more comprehensive in their coverage of assessment and treatment issues of
major diagnostic categories for children and adolescents including attention deficit hyperactivity
disorder, conduct disorder, anxiety disorders, and schizophrenia. Those addressing the latter two
disorders are more fully-developed providing useful descriptions of etiology, clinical features, and
treatment options supported by references. These practice guidelines reflect a psychiatric perspective
but incorporate an understanding of the child in the context of family, school, and community. The
level of care criteria are endorsed by a number of organizations and address those settings most
"frequently utilized": inpatient hospitalization, residential treatment, acute partial hospitalization,
intensive outpatient, and general outpatient treatment. These criteria appear to be more facility-
focused than child- and family-centered.

Provider Competencies

Of all the materials reviewed, those related to provider competencies demonstrate the most progress
in incorporating values and key elements of best practice for serving children, adolescents, and their
families. However, panel members strongly emphasized that these competencies are not being
adequately incorporated in higher education training and are not reflected in professional practice.
With two notable exceptions, the competencies reviewed tend to focus on particular professions or
functional areas such as child welfare or mental hedlth. In this new era, it will be important to
acknowledge and incorporate the contribution of providers other than the maor professiona
disciplines and to establish processes for accountability for al providers delivering services to children
and families.

In particular, the documents on the core competencies for an interdisciplinary workforce, developed
by Trinity College of Vermont's Center for Community Change for the Center for Mental Health
Services (in draft version, not for distribution) and by the Pennsylvania CASSP Training and
Technical Assistance Institute, make a mgor contribution in articulating a comprehensive set of core
competencies for practitioners working with children with emotional and behavioral problems. The
set of core competencies presented by Trinity College was synthesized from the thinking, writing, and
practica experience of leading individuals in the field and then refined through a national multi-
perspective review process, these competencies have broad applicability for a child and adolescent
workforce. For asummary of these competencies, see Exhibit 2, on page 12. Pennsylvania CASSP
has developed core competencies related to children, families, and communities that will serve asthe
foundation for atraining program in that state for practitioners working in children's mental health.

The Ingtitute for Human Services has produced a comprehensive set of competencies for promoting
family-centered, culturaly-relevant, and interdisciplinary child welfare practice and training. This
body of work also has the potential to move the field forward if implemented.

EXHIBIT 2

MAJOR CATEGORIES OF SYSTEM OF CARE WORKFORCE COMPETENCIES

FOR STAFF SERVING CHILDREN AND YOUTH EXPERIENCING A SERIOUS
EMOTIONAL DISTURBANCE AND THEIR FAMILIES
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(System of Care Workforce Competencies developed by Laurie C. Curtis, M.A., Project Director,
Senior Mental Health Consultant, Center for Community Change through Housing and Support, John
Burchard, Ph.D., Department of Psychology, University of Vermont, and Michagl Curtis, Ed.D.,
Director of Children, Youth & Family Services, Washington County Mental Health Services,
Montpelier, Vermont)

Note: Thislisting only includes the maor headings and sub-headings. More specific competencies
may be found in the body of this report.

1. Demonstrates respect for children and youth experiencing a serious emotional disturbance,
their families, community, and culture.

A. Uses language and behavior which consistently reflects and perpetuates the dignity of
individua children, youth, their family members, their culture and their communities.

B. Communicates understanding of unique issues facing individua children, youth, their family
members, and their communities.

C. Recognizes and builds upon the strengths and abilities of individual children, youth, their
families, communities, and culture.
2. Demonstrates an ability to build and maintain positive relationships with individual
children, youth and their families in their community.
A. Operationalizes the principles of unconditiona care.
B. Involves child or youth in service planning and support activities.
C. Invites family involvement in service planning and support activities.
D. Providesinformation as needed.
3. Works in a cooperative and collaborative manner with all stakeholders (including
individual children, youth, family members, colleagues, other agencies, community

members) in the design and delivery of individualized service plans.

A. Demonstrates basic understanding about diversity of purpose and values among
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stakeholders.

Demonstrates understanding of the variation in missions and mandates between different
child-serving agencies.

Promotes coordinated service and support decisions among all treatment team stakeholders.

. Assistsin building positive treatment team relationships.

Develops and maintains good rel ationships with community representatives.

Demonstrates knowledge about human development, serious emotional disturbance, and

behavioral disorders.

A.

B.

Demonstrates basic knowledge about human devel opment.
Demonstrates basic knowledge about family systems.
Demonstrates understanding of stressful life events on children, youth and families.

Demonstrates knowledge abut the etiology, characteristics and courses of serious emotional
disturbances and behavior disorders.

Demonstrates knowledge about psychotropic medications.

5. Demonstrates knowledge of a variety of approaches to intervention and support for
children, youth and their families.

A.

B.

Operationalizes the principles of family-oriented, community-based services.
Demonstrates basic communication and supportive counseling skills.

Demonstrates understanding of basic principles of behavior and socia learning.
Dem(_)nstrates understanding of avariety of community-based service approaches and best
practices.

Demonstrates knowledge of best practices in crisis prevention and intervention
approaches.

6. Participates in the design, delivery, and evaluation of individualized services and
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supports.

A. Participates in the assessment of individualized service and support needs of child or youth
and family.

B. Participatesin the design of individualized service and support plans which match the
ideals, needs, strengths and preferences of the child or youth and family.

C. Participatesin the delivery of services and supports as outlined in negotiated plans.

D. Assstschild or youth, their family, and community in assessing success and satisfaction
with service outcomes.

. Demonstrates general knowledge about service systems for children and youth

experiencing a serious emotional disturbance and their families.

A. Demonstrates basic knowledge of local and state family support and advocacy resources.

B. Demonstrates basic knowledge of local and state child and youth support and advocacy
resources.

C. Demonstrates ability to access wide range of community resources.

D. Demonstrates general knowledge of entitlement and benefit programs.
E. Demonstrates genera knowledge of legal system.

F. Demonstrates general knowledge of educational system.

G. Demonstrates ability to secure additional information as needed.

. Conducts all activities in a professional manner.
A. Adheresto recognized ethical standards.

B. Demonstrates knowledge and respect of individual rights.
C. Performswork in a positive manner.

D. Demonstrates ability to take care of one's self as aworker and as a person.
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9. Pursues professional growth and development.
A. Seeks out and engages in learning opportunities.
B. Evauates work effectiveness through feedback.

C. Integrates new learning into daily work practices.

15



The American Academy of Child and Adolescent Psychiatry, the National Association of Social
Workers, the American Mental Health Counselors Association, and the National Association of
School Psychologists have developed practice guidelines for their professional members and for
specific service areas that establish standards as well as the values, skills, and knowledge necessary
to ensure competent practice. In many cases, these guidelines reflect the changing delivery system
and best practice concepts. However, while they are intended to shape and influence graduate
education and in-service training, the Child and Adolescent Panel reviewers commented that these
practice guidelines are not being implemented to the degree necessary to achieve an effectively trained
and competent workforce.

This delineation of essential competencies represents only one aspect of developing a competent
workforce. Inclusion in training, education, and supervision is critical to operationalize these
competencies. Success in their application depends on practitioners integrating the values and
attitudes, applying the knowledge and skills, and exercising professiona judgment. In addition,
measures and performance indicators need to be devel oped and employed to ensure achievement and
accountability. These are challenges that need to be addressed.

These materials on provider competencies explicitly set out the values, attitudes, knowledge, and
skills to enable child and adolescent service providers and administrators to practice more
competently and/or to achieve a more effective service delivery system. However, other materials
reviewed in this report also both explicitly or implicitly identify and/or define core competencies for
practitioners or for the service delivery system. This information, extracted from all the materials
reviewed, issummarized by key stakeholder groupsin the tables displayed at the end of Section 111,
pages 18 to 32.

Outcome Guides and Studies

Because of managed care, increasing attention is being paid to outcomes for children and adolescents.
Research efforts have recently been focused on establishing and measuring both individual and
system outcomes to determine the effectiveness of treatment, service interventions, and systems of
care (Behar, 1992; Bickman, 1993; Stroul, 1993; Stroul, McCormack & Zaro, 1996). Outcomes
include those related to individual functioning (e.g., reduction of symptoms and improvement in
functioning in the home, school, and community), parent and youth satisfaction, and those outcomes
related to systemic issues (e.g., cost reductions, decreases in school drop-out rates, decreases in
juvenile detention and recidivism rates, and increased use of less restrictive settings).

State governments, managed care organizations, consumer groups, professional and provider groups,
among others, are all currently struggling with determining outcomes that will ensure quality care,
are cost effective, and are capable of being measured. To date, there has been no consensus
development among key constituencies to determine a set of outcomes for child and adolescent
behaviora health that has broad acceptance. (However, the Center for Mental Health Services has
convened atechnical panel to begin this process. I1n addition, the Substance Abuse and Mental Hedlth
Services Administration has charged an expert pand of the Institute of Medicine to convene an expert
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committee to make recommendations related to quality assurance and accreditation in managed
behavioral health for adults and children.)

The Child and Adolescent Panel for this Initiative did not conduct a comprehensive review and
analysis of outcome studies or outcome measures. Such an analysis would be an important next step
in this process and make a significant contribution to the devel opment of practice guidelines and core
competencies. The only document reviewed was a guide devel oped by the Judge Baker Children's
Center for evaluating consumer satisfaction with child and adolescent mental health services. The
guide acknowledges the lack of atheoretical base for the study of consumer satisfaction, the need for
much work to be done quickly, and the inadequacy of current consumer satisfaction instruments.

Training Materials and Curricula

A limited number of curriculawere reviewed for this report in part because curriculum documents
are very lengthy, and such areview would, by necessity, congtitute a separate review unto itself. The
curriculareviewed were identified as potentially incorporating the values, principles, and key concepts
of best practice in child menta health. Two of the documents reviewed focus on an aspect of service
delivery for children and families, one on case management and the other on crissintervention. While
these are both critical components of a service delivery system for children and adolescents, they
represent only a piece of the system of care. The curriculum developed for staff of the South
Carolina Department of Mental Health is comprehensive and multi-disciplinary and reflects the
CASSP principles. From this limited review, it is difficult to provide even a cursory assessment of
the "state-of -the-art" or make any meaningful observations.
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CORE COMPETENCIES IDENTIFIED OR DEFINED BY FEDERAL GOVERNMENT DOCUMENTS

DOCUMENT VALUES ATTITUDES KNOWLEDGE SKILLS
NAME
CMHS, Principles for v Treat individualswith | v' Support of
System of Managed Care | respect and dignity partnerships,
collaboration
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CORE COMPETENCIES IDENTIFIED OR DEFINED BY CONSUMER GROUP DOCUMENTS

CONSUMER
GROUP/DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

Federation of Families
for Children's Mentd
Health, Principles of
Family Involvement...

v" Family involvement
must be ingtitutionalized
at dl levels of amanaged
care system.

v' Bdli€f inthe strength
and importance of
families.

v" Information about
managed care
technologies.

NAMI, Mental IlIness
and Managed Care: A
Primer for Families and
Consumers

v" Consumers and
families must be involved
in the design,
development, and
evaluation of areformed
system.

v' A comprehensive
array of services must be
provided.

v Services must be
individualized and
flexible.

v' Consumer rights are
to be protected.

v’ Staff should be
knowledgeabl e about and
involve families.

v’ Staff should be
experienced in working
with persons with serious
mental illness.

v’ Staff should be
knowledgeabl e about the
array of availablelocal
socia services.
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CORE COMPETENCIES IDENTIFIED OR DEFINED BY STATE GOVERNMENT DOCUMENTS

STATE/
DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

Hansen, Anderson, et. a.
Child, Family and
Community Core
Competencies.
Pennsylvania CASSP
Training and Technical
Assistance | nstitute

v' Support collaboration
with families

v’ Strength based
orientation

v Demongtrate the
willingness to implement
the following skills:
ability to foster mutual
admiration and respect of
children in this age group
and ability to decrease
family's tendency toward
guilt/blame

v' Demonstrate general
knowledge of the
emergence of gender
preference, teens

children within an age
group, physical and
sexual development,
emotional functioning

awareness of the opposite
sex, socia functioning of

v’ Ability to inquire
about sexual behavior

v' Ability to collaborate
with familiesin
developing an optimal
service plan

v’ Ability to identify and
appreciate the strengths
of teensfrom various
culture groups

State of Delaware,
Mental Health Services
for Children and
Adolescents Criteria for
Hospitalization

v" Risk assessment and
levels of care within a
continuum of services

Commonwealth of
Massachusetts,
Standards, Clinical
Criteria, Practice
Guidelines

v' Emphasis placed on
educating and respecting
the consumer

v Vaue of consumer
and family involvement
v' Commitment to
understanding and
responding to human
diversity

v Attitudesfor
clinicians

Ex: Ensurethat
consumers are treated
with dignity and respect;
have the opportunity for
sdlf-determination and
freedom of choiceto their
fullest capacity; have the
opportunity to enhance
their self-esteem through
positive accomplishment;
etc.

v" Knowledge about and
ability to use avariety of
therapeutic interventions

v' Skillsand practices
for clinicians

Ex: Residents/interns
understand the cultural
context in which the
individua is treated.
Residents/interns
demonstrate competency
in the use of avariety of
cognitive, family, group,
and behavior therapies.
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STATE/ VALUES ATTITUDES KNOWLEDGE SKILLS
DOCUMENT
NAME
21 v' Behaviora v Specifies v/ Callsfor training to
State of New Mexico, management specialist: gualificationsand be provided to treatment
Certification Standards attitude to work with experiences for various foster parents, behavioral

for Children and
Adolescent Mental
Health Services

familiesin a supportive,
non-judgmental manner
in the home/community
environment.

providers. Ex: child care
worker'straining in
family systems, child
development, basic
communication and
problem solving skills,
etc.

specialist child worker,
not skills necessary to fill
theseroles.

State of North Carolina,
Cardinal Child/
Adolescent Mental
Health Service System
Criteria...

v" Whilethereisno
introductory material that
explainsthe Criteria's
vaue basg, thereis
implicit value in the
concept of a better need
to understand how need
relatesto level of care. In
addition, thereisimplicit
valuein not viewing all

the same, and in the
development of guides
for each service aong the
mental health continuum.

"intermediate’ services as

v' This document offers
an early attempt at better
defining how various
service modalities can
and should be utilized
within a system of care.

State of North Carolina,
Levels of Care for
Psychiatric and
Substance Abuse
Diagnosis

v’ Strength-oriented
models

v" Rehabilitation focus
v' Building on family
strengths and resources




GENERAL CORE COMPETENCIES IDENTIFIED FOR PROVIDERS

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

Curtis, Burchard, and
Curtis, System of Care
Workforce Competencies
for Staff Serving
Children and Youth
Experiencing a Serious
Emotional Disturbance
and their Families

v' Key valuesinclude a
strong focus of individual
strengths, individualized
service planning, and
family participation in all
levels of system
operation.

v Focuson
understanding cultural
and community aspects
of anindividua's care.

v' Comprehensive
knowledge base

v Knowledge about
individualized strengths
and service approaches as
vital to the system of

care.

v' Comprehensive
listing of skills

v' Assumptionisthat al
of the various skills will
be available to
individuals and families
served by the system of
care, and that everyone
should have some levd of
understanding of those
skills and their value and
use. (See Exhibit 2)
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CORE COMPETENCIES IDENTIFIED BY AMERICAN ACADEMY OF CHILD AND
ADOLESCENT PSYCHIATRY (AACAP) DOCUMENTS

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

AACAP's, Guidelines
for Training Towards
Community-Based
Systems of Care for
Children with Serious

Emotional Disturbances

v Child-centered,
family-oriented

v' Least restrictive level
of care

v' Community-based
v’ Culturally competent
v’ Interdisciplinary

v" Public-Private
integration

v" Well-grounded
identity asachild and
adolescent psychiatrist

v Hexibility and
resourcefulness

v Willingness to adapt
interventions to unique
need

v’ Acceptance and
opennessto diversity

v' Welcoming of parents
and family members as
resources and partnersin
treatment

v Recognition of the
value of the consumer
and community input into
programs and policies

v Funding mechanisms
v Understanding the
organi zation's operation
and interrelations of
various agenciesin
systems

v" Knowledge of the
stigma of mental illness/
emotional disturbance

v Role of religious
beliefs

v Role of community
history, provider
relations, and political
considerations

v' Multi-disciplinary
collaboration skills

v Treatment planning
skills

v State-of-the-art
clinical and diagnostic
skills

v Assessment of family
functioning

v Treatment of
substance disorders

v Systems evaluation
and intervention

v' Administrative skills
v Total Quality
Management Skills

AACAP's, Best
Principles for Managed
Care Medicaid RFP's...

v’ (adthough minimal)
Thereis repeated mention
of the genera areas of
skill training needed by
personng who will
provide services.
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CORE COMPETENCIES IDENTIFIED OR DEFINED BY AMERICAN MENTAL HEALTH

COUNSELORS ASSOCIATION DOCUMENTS

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

AMHCA's National
Standards for the
Clinical Mental Health
Counseling

and

AMHCA's Code of Ethics

v" Thevalues of
providing
high quality
servicesto
consumers
areimplied
in some
instances
and stated
in others.
For
example,
concerning
confidentia
ity, the
standards
state that
"trust
between
clinica
mental
hedlth
counselors
and their
clientsisan
essentia
ingredient
of the
counsdling
process."

v" One example which
demonstrates acertain
attitude has to do with the
admonition to menta
health counsdlorsto
accurately represent
themselves to consumers.

v The Education and
Training Standards for
Clinical Menta Health
Counselors encompass
the knowledge to be
mastered in the core
curriculum and
supervised clinical
instruction.

v’ Attention to skillsis
emphasized in the
determination of the
National Clinical
Examination and the
Work Sample
representing the
competency-based
criterion, as the standard
for acquisition of
knowledge.




In other
areas, such
asthe
service
environmen
t, the
admonition
sto provide
consumers
with a
wholesome
environmen
t speaksto
the value of
making
consumers
comfortable
inthe
surrounding
sinwhich
the mentd
health
services are
offered.
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CORE COMPETENCIES IDENTIFIED OR DEFINED BY NATIONAL ASSOCIATION OF
SCHOOL PSYCHOLOGISTS (NASP) DOCUMENTS

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

NASP Professional
Conduct Manual:
Principles for
Professional Ethics &
Standards for the
Provision of School
Psychological Services

v Respect for human
dignity

v Advocacy for
students/consumers

v Enhancement of the
human condition,
particularly with regards
to children

v Promote mental
health and facilitate
learning

v' Accept responsibility
for appropriateness of
treatment and
professional practice

v' Establish and
maintain relationships
with other individuals

v Completion of school
psychology training
program which meets
NASP criteria

v" Knowledge of and
coordination with other
mental health providers
v Participation in
continuing professional
development

v' Design and develop
procedures for preventing
disorders, promoting
mental health, and
learning

v Providetraining on
issues of human learning
development and
behavior

v Provide direct
servicesto enhance the
mental health, behavior,
personality, social
competence, and
educational status of the
student/consumer

DOCUMENT




NAME VALUES ATTITUDES KNOWLEDGE SKILLS
26 v Respect for the v Promotion of positive | v* Foundation in the v' Demonstrate ability to
NASP Standards for dignity and worth of each | educational and mental knowledge base for the integrate knowledge and

Training and Field
Placement Programs in
School Psychology

individua

v Commitment to
understanding and
responding to human
diversity

v" Commitment to
understanding of human
behavior for the purpose
of promoting human
welfare

health practices

v’ Ethical responsibility
v Initiative and
dependability

discipline of psychology
and the discipline of
education

v Demonstrated
knowledge and
professional expertise to
collaborate with families
and school- and
community-based
professionalsin
designing, implementing,
and evaluating health
needs of children and
youth

v’ Continuing education
reguirements

skillsin providing a
broad range of school
psychological services
v Demonstrated
competency in the areas
of professional work
characteristics,
knowledge base, and
applied professional
practice

v Demonstrated
competency in research
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CORE COMPETENCIES IDENTIFIED BY SOCIAL WORK DOCUMENTS

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS

NASW, Standards for
School Social Work
Services

v’ Primacy of consumer's
interest

v’ Confidentiality and
privacy

v Respect, fairness, and
courtesy

v Development of
knowledge

v Recognition of basic
human rights

v Willingness to accept
some degree of personal
and professional risk

v' Recognition that
change is constant

v Human behavior and
social environment

v Nature of systematic
assessment and
investigation and their
essential functionsin
social work

v Methods of social
work intervention

v' Organization and
structure of theloca
education agency

v Understanding of the
characteristics and
reciprocal influences of
home, school, and
community

v Interviewing and other
forms of oral and written
communication

v Systematically
observing and assessing
needs, characteristics,
and interactions of
children, families,
personnel in the
education agency, and
community members

v’ Collecting appropriate
information to document
and assess aspects of the
biological, medical,
psychological, cultural,
sociological, emotional,
legal, and environmental
that affect the child's
learning

v’ Sdlecting and applying
the most effective
intervention methods and
techniques

v’ Advocating for the
needs of children and
families
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NASW's Standards for
Social Work Practice in
Child Protection

and

Clark and Grossman, The
California Competency-
Based Child Welfare
Curriculum Project
Report...

v The social worker's
primary responsibility is
to consumers.

v The socia worker
should make every effort
to foster maximum self-
determination on the part
of consumers.

v The socia worker
should respect the
privacy of consumers and
the confidentiality of al
information obtained in
the course of professional
service.

v The socia worker
should treat colleagues
with respect, courage,
fairness, and good faith.
v The socia worker
should uphold and
advance the values,
ethics, knowledge, and
mission of the profession.

v' Assume multiple
professiona roles and
acceptance of authority
inherent in those roles

v" Promote collaborative
working relationships
among community
agencies

v' Strive to become and
remain proficient in
professional practice

v' Acceptance of one's
own humanness

v Acknowledgement of
one's own values,
attitudes, and biases
about children, families,
child-rearing practices,
and ethnic and cultural
differences along with
awareness of the
potential impact of these
personal feelings upon
professional decision
making

v’ Bdli€f in the capacity
of peopleto change and
the desire of most parents
to be good parents

v' Recognition of the
dignity of thechild asan
individual with both a
right to adequate care and
astake in continuing
family relationships

v Commitment to the
child's family asthe

v Knowledge basic to the
social work profession
and an understanding of
the socia institutions,
organizations, and
resources serving
children and families

v" Children and families
and the dynamics of child
abuse and neglect

v’ State's abuse and
neglect legidation aswell
as legidation pertaining
to child custody,
guardianship, and
adoption

v’ Legal definitions of
physical, sexual, and
emotional abuse and
neglect and the lega
bases of authority to
protect the child

v" Generic social work
skills

v Immediate assessment
of reports about
endangered children,
including through
reports, telephone, and
face-to-face interviews
v Application of
knowledge about
indicators of child abuse
and neglect

v’ Evaluation of high risk
situations coupled with
appropriate measures to
ensure personal safety

v" Acceptance of and
appropriate use of legal
and professional
authority

v’ Provision of timely
and appropriate measures
directed towards ensuring
the child's safety and
maintaining the family

v Follow-up
communication with the
reporter while
safeguarding family
confidentiality and
privacy rights




preferred unit of child
rearing and nurturing

DOCUMENT VALUES ATTITUDES KNOWLEDGE SKILLS
NAME
NASW'S Social Work v' Many value v’ Attitudespresumedto | v Most are not specific, | v Mentions certain

Perspective on Managed
Care for Mental Health
and Substance Abuse
Treatment

statements embedded in
document (e.g.,
geographical
accessihility, multi-
cultural sensitivity,
competence, treatment
first and financia
considerations second,
confidentiality)

be consonant with values
(not clearly stated
however)

although some sections,
such as the elements of
the treatment planning
process could form the
basis for standards or
training materials

skills such as the ahility
to clearly articulate
consumer needs, develop
treatment plans, and gear
work to outcomes. Does
not provide specific
content in these areas
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NASW, Standards for
the Practice of Social
Work with Adolescents

v/ Maintain high
standards of personal
conduct in the capacity or
identity as social worker
v' Strive to become and
remain proficient in
professional practice and
the performance of
professional functions

v" Act in accordance with
the highest standards of
professional integrity

v Foster maximum self-
determination on the part
of consumers

v' Respect the privacy of
consumers

v’ Treat colleagues with
respect, courtesy,
fairness, and good faith

v' Vauesreateto
attitudes.

v’ Adolescent
development

v The needs of
adolescents, social
institutions,
organizations, and
resources within a
community that provide
services for adolescents
and their families

v’ Family dynamics

v’ Culturally competent
sarvice ddlivery

v’ Legdl, regulatory, and
administrative
reguirements and
resources for youths and
their families

v’ Advocacy

v Assessment of youth
and family strengths, risk
factors, and presenting
problems

v’ Assessment of
potential use of available
services and interventions
v Individua evaluations
of the adolescent's
progress and consultation
following the evaluation
v Appraisal of the
youth's success and
faillureswhen the caseis
closed and assessment of
alternatives that were
available for the case
plan
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CORE COMPETENCIES IDENTIFIED FOR SPECIFIC PRACTICE AREAS

DOCUMENT VALUES ATTITUDES KNOWLEDGE SKILLS
NAME
Rycus and Hughes, v" Theworker knowsthe | v Theworker isaware v" Theworker v The worker can assess
Competencies for Child | values of family-centered | of his’her own emotional | understands the proper the needs of children

Welfare Case Workers

child welfare practice,
including family
preservation, permanence
for children, preservation
of parents and children's
rights, consumer self-
determination, reasonable
efforts, and respect for
individual and cultura
differences (only one
example - the document
isfilled with such
statements).

responses to sexual abuse
and of the potential for
these responses to
interfere with the
casework process.

role of the juvenile court
systemin child welfare
and knows how to use the
juvenile court to protect
children.

requiring foster or
adoptive placement and
can select the most
appropriate, least
restrictive, most
homelike, culturaly
relevant placement
setting to meeting the
child's developmental and
treatment needs.
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CORE COMPETENCIES IDENTIFIED OR DEFINED IN TRAINING CURRICULA

DOCUMENT VALUES ATTITUDES KNOWLEDGE SKILLS
NAME
Behar, Zipper, Welil v Cultura v Respecting and Fourteen modules:
(Eds.), Case competence appreciating culture v'Introduction to Case Management
Management for v' Thefamily asan and diversity (values, attitudes, principles of effective

Children's Mental
Health: A Training
Curriculum for Child
Serving Agencies

active participant in
assessment and
problem solving

v The case manager
as acollaborator
within a community
context

v' Themultipleroles
of the case manager to
enable, empower, and
advocate for families
v' Theimportance of
comprehensive,
ecologica
assessments

v Being cognizant
of one's own culture
and how it affects
one'sinteractions with
others

v Respect for the
capacities of families
and children

v Recognition of the
ways that systems can
prevent barriersto
effective services

case management)

v' TheBasics of Case Management (role
of the case manager; paradigm shift for
services; definitions of case management;
basic values and beliefs; a continuum of
services)

v' The Service System in our State

v Diversity and Cultural Competence
v The Case Manager, the Process, and the
Child Serving System (interpersonal and
inter-agency collaboration, system
constraints and facilitators, advocacy,
evaluating outcomes)

v Case Management Functions and
Process: Collaborating with Families

v Case Management Functions and
Process. Collaborating with Service
Providers

v CrisisIntervention

v' A Mental Health Perspective on
Assessment and Intervention

v Developing Teams and Facilitating
Team Functioning

v Service Coordination in Early
Intervention

v Parents as Advocates and Case
Managers

v Supervision and Cross-System




Management

DOCUMENT
NAME

VALUES

ATTITUDES

KNOWLEDGE

SKILLS
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Early & Litzelfelner,
University of Kansas
School of Socia Welfare,
Crisis Intervention with
Children and
Adolescents with Severe
Emotional Disturbances
or Mental IlIness and
Their Families: A
Training Curriculum

v" The values on which
the curriculum is based
are explicit, bothiin
trainer instructionsand in
handouts and resource
materials.

The curriculum
presents fundamental
valuesrelated to families
and family strengths, but
does not provide
sufficient opportunity to
explore these values and
to help trainees fully
exploretheir validity.

v' States and reinforces
the value of cultural
competence

v" Thecurriculum
models attitudes of
collaboration; respect for
consumers; belief in
consumers' autonomy in
identifying solutions;
empathy and respect for
the fedlings and needs of
youthin crisis; and the
responsibility of
professionals as
advocates and enablers.

v" Knowledge of a
sequence of intervention
strategies, particularly to
deal with aggressive or
suicidal behavior on the
part of achild or youth;
knowledge of strategies
to de-escalate such
events; strategiesto
prevent worker stress or
burn-out. Handouts
provide comprehensive
information on various
cultural and ethnic
groups.

v/ Basicinterviewing
and listening skills
v De-escalation skills




IV. CHALLENGES AND RECOMMENDATIONS FOR ACTION

It is clear from this review that there are many voices emerging during this period of rapid change.
A next important step emanating from this process is to develop, through a consensus process,
standard practice protocols and recommended core competencies for child and adolescent mental
health based on best practice and the collective practical wisdom about how clinicians and care givers

can most successfully serve children and families.

Ultimately, the goal is to achieve a coherent, systemic approach whereby standards, accrediting and
credentialing criteria, practice guidelines, provider competencies, outcome and performance
indicators, and accountability processes for child and adolescent mental health can operate
synergistically to achieve quality care and good outcomes.

The next five to ten years are critica in developing and improving the tools and the capability of the
workforce needed for the changes that are occurring in the service delivery system to ensure that
quality of care is enhanced and not sacrificed in the interest of cost containment. This review of
materials shows that some important progress has been made. However, the challenges that need to
be addressed for those concerned about delivering quality, cost-effective care to children and
adolescents with mental, emotional, and behavioral disorders and their families are daunting. These
challenges include:

The development of broadly-endorsed standards and a report card for child and adolescent mental
hedlth;

Practice guidelines that include protocols for meaningful involvement of families at al levelsfrom
policy to treatment, culturally-competent strategies and approaches, strength-based assessments,
care criteria for the full range of services and supports needed by children and families with
guidance for what is most clinically appropriate for different needs and situations, and integration
with other service systems;

The development of appropriate outcomes for children and adolescents and processes for
measurement and accountability;

Performance indicators for providers;

Continued expansion of the research base;

Continued development of the service array; and

Intensified efforts by universities and agencies to provide relevant education and training for the
child and adolescent workforce.

V. REVIEW AND CRITIQUE OF AVAILABLE MATERIALS
Each item reviewed includes the following: asummary of the objectives of the document (if stated),

a description of the content, the process of development, strengths of the material, and
gaps/weaknesses identified.



Standards of Care Developed by Stakeholder Groups

This section includes standards of care for the delivery of quality services from the perspective of
consumers, families, government, purchasers including government, professional groups, providers,
managed care organizations, and accrediting bodies.

Federal Government*

1. Center for Mental Health Services. (Undated). Principles for system of managed care.
[Brochure]. Rockville, MD: Author, 2 pages.

This brochure briefly outlines the role of the Substance Abuse and Mental Health Service
Administration's Center for Mental Health Services in promoting policies for a managed care
system, particularly with respect to adults with serious mental illness and children with serious
emotional disturbances. The document lists guidelines and principles from a government
perspective including 1) quality of care, 2) consumer participation and rights, 3) accessibility, 4)
affordability, 5) linkages and integration, and 6) accountability. This document provides a clear
position statement, but it does not focus specifically on children's issues. It is more generic in
nature. 1t would be strengthened if it included back-up reference materials.

2. Consumer-oriented mental health report card: The final report of the Mental Health Statistics
Improvement Program (MHSIP) task force on a consumer-oriented mental health report card.
(2996, April). A collaborative effort of the MHSIP community and the Center for Mental Health
Services, 145 pages.

Thisreport represents a"work in progress’ on acomprehensive mental health services report card
to assess the quality and costs of mental health and substance abuse services. While adults with
serious mental illnesses are the major focus of the report card, indicators and measures relevant

The Center for Mental Health Services and the National Institute for Mental Health have provided funding
support and review of anumber of materials developed for the Child and Adolescent Service System Program (CASSP)
by the National Technical Assistance Center for Children's Mental Health at the Georgetown University Child
Development Center articulating principles and standards for service delivery for children and adolescents with serious
emotional disorders, and those at risk. These materials were not reviewed for this document but areincluded in
Appendix B: Selected References and Bibliography. The principles and standards established by the American
Academy of Child and Adolescent Psychiatry, reviewed on page 39, were also devel oped through funding support from
the Center for Mental Health Services.
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to children with serious emotiona disturbances, adults and children with other mental disorders,
and adults with dud diagnosis of a menta illness and substance abuse disorder are also included.

The authors believe the unique features of the report card are that it is 1) consumer-oriented; 2)
based on research and explicit values; 3) focused on, but not limited to, serious mental illness; 4)
designed to emphasize the outcomes of mental health treatment; and 5) consciousto related costs
and staff burden. The data are to be collected from the providers administrative database,
clinician assessments and medical records, and consumer self-report instruments. The report
recommends that states or payers who are purchasing the services be responsible for
administering the consumer survey (as opposed to the service providers). It appears that the data
that will be used to pilot the report card will be selected at admission into treatment, three months
after treatment begins (or at the end of treatment), and at a year from admission for those till
receiving Services.

The data contained in the report card are to be used to determine how well a mental hedth
provider or service system is performing relative to four domains. access, appropriateness,
outcomes, and prevention. Consumer satisfaction was dropped as a separate domain because it
was felt it was represented in each of the other domains.

This report card represents a very good working model for the development of a comprehensive
report card, especialy for adults. The mgor strengths are the emphasis on consumer feedback,
the utilization of previous research, and the incorporation of many meaningful indicators within
four relevant domains. The inclusion of several empirically-based, outcome measures (along with
a presentation of their psychometric properties) and the plan to standardize the consumer survey
are aso strong components of the model. Finaly, it should be noted that the entire report is well-
organized and presented in avery user-friendly format.

Much of the report card recognizes the importance of nonprofessional services (support groups,
consumer-run services, etc.). However, numerous questions are driven by the medical model
(e.g., average time until the first face-to-face meeting with a mental health professiond;
percentage of consumers who report that physicians, mental health therapists, or case managers
can be reached easily; percentage of people who had only one menta health contact in a year).
What about access to nonprofessiona services that promote recovery?

The following weaknesses are noted: some procedures minimize issues of reliability and validity;
and, it is unclear what is meant by "known and accepted best-practice guidelines.” Who
established best practice? The item pertains to the American Psychiatric Association (APA)
guiddines for the treatment of maor depression. Are there other "best practices' and, if so, who
makes that determination?

In summary, the report card described in this report contains many positive attributes. As a

"work in progress,” it should continue to be refined and tested. It clearly represents progressin
the effort to make mental health services more accountable and effective.
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State Government

3. State of Delaware, Division of Menta Health Services, the Department of Services for Children,
Y outh, and Their Families. (Undated). Standards: Quality improvement program. Series A, Vol.
1, 20 pages.

This quality improvement plan establishes standards and procedures to monitor and evaluate the
quality, timeliness, cost-effectiveness, and appropriateness of consumer care 1) to insure that
children and adolescents receive clinically appropriate care at the least restrictive level necessary,
2) to identify opportunities to improve care, and 3) to resolve identified problems. The plan
applies to all clinical and administrative components of Delaware's Division of Child Mental
Health Services and to providers under contract.

These standards are broad in content, including such areas as process of quality assessment,
accountability to the governing body, resources, credentialing, utilization review, consumer rights,
etc, but they are not specific. For example, the standards do not delineate the outcomes to be
achieved or who should constitute the multi-disciplinary clinical teams. The credentialing section
seems to be very medically-oriented. The Client Rights and Responsibilities section includes
standards to assess member satisfaction, but there does not seem to be consumer or family
involvement on the governing body. While the authors state that these standards are for ensuring
quality care to children and their families, the language and the standards themselves are very
adult-oriented. They also do not address coordination with other child-serving systems and
agencies.

4. State Mental Health Representatives for Children and Y outh. (1995, July 14, Draft). Successful
integration of system of care development with managed behavioral healthcare technologies in
public children's mental health. Alexandria, VA: Author, 11 pages.

This document has been prepared by the State Mental Health Representatives for Children and
Youth (SMHRCY). Its purposeisto highlight a set of issuesimportant to the delivery of mental
health services and supports on behalf of children, adolescents, and their families within the
context of state-level initiatives for Medicaid re-structuring and the introduction or expansion of
managed behaviora heathcare technologies in the public sector. The document enhances a
companion document, prepared through a partnership of the National Association of State Mental
Health Program Directors (NASMHPD), of which SMHRCY is one division, and the American
Managed Behaviora Healthcare Association (AMBHA), entitled Public Mental Health Systems,
Medicaid Re-Structuring and Managed Behavioral Healthcare.

The document addresses issues including 1) Managed Care and Children's Mental Health; 2)
Critical Issues: @) the unique mental health needs of children and adolescents, b) systems of care
development based on interagency collaboration, ¢) cultural competence as an essential element
of managed care, d) the necessary role of families, €) individualized and need-driven interventions
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on behalf of the child/family; and 3) Accountability.

This document provides an important statement of principles to guide state mental hedlth
authorities who are purchasers of managed care, as well as other key constituencies in shaping
a managed behaviora hedth care system. The document endorses the CASSP system of care
philosophy and principles as a framework for implementing managed care technology for
vulnerable populations of children, adolescents, and families served by the public sector. This
document, asit states, isawork in progress. It would be strengthened considerably by including
more detail on outcomes, guidelines for contracts, and performance indicators.

5. State of New Mexico, Children, Youth and Families Department, Office of Managed Care
Services. (1995, August 29). Certification standards for children and adolescent mental health
services, 68 pages.

This materia comprises certification standards for child and adolescent mental health servicesin
the State of New Mexico. It provides overall requirements for the agencies and institutions
serving the mental health needs of children, adolescents, and families. The document is divided
into nine sections. The first eight sections describe the policies and procedures for an agency
providing the above-mentioned services and include Agency in the Community; Agency
Governance and Administration; Personnel; Quality Assurance & Utilization Review;
Regulatory Compliance for Program Operation including Health, Safety, and Physical Plan
Requirements; Client Rights and Protection; Intake, Assessment, and Treatment Planning;
Client Information, Confidentiality, and Case Review. The ninth section provides more specific
policies and procedures for Case Management; Day Treatment; Behavior Management Skills
Development Services; Treatment Foster Care; and Residential Treatment Services.

This document addresses generd precepts relevant to child and adolescent menta health services
and gives adequate coverage to child and adolescent rights, consumer protection, case
management, and treatment foster care. However, the document does not address outpatient
psychiatric mental health clinics, emergency criss intervention services, or flexible, wrap-around
services and supports.  The training, supervision, and quality assurance sections need to be more
fully developed and strengthened.

Families/Consumers

6. Bazelon Center for Mental Hedlth Law & the Federation of Families for Children's Mental Hedlth.
(1996). A family advocate's guide: Managed behavioral health care for children and youth.
Washington, DC: Bazelon Center for Mental Health Law.

This guide offers principles of how managed care should work for children with mental,
emotiona, or behaviord disorders and a checklist of strategies to assure that state systems adhere
to these principles. An appendix includes handouts for educating policy makers and managed
care administrators.
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This document was not published in time to be reviewed by the Child and Adolescent Panel, but
is referenced because it appears to be atimely addition to the literature.

. Bazelon Center for Mental Health Law & the Federation of Familiesfor Children's Mental Health.

(1996). Your family and managed care: A guide for families of children with mental, emotional,
or behavioral disorders. Washington, DC: Bazelon Center for Mental Health Law.

This 16-page booklet explains the workings, advantages, and pitfalls of managed care for children
with mental, emotional, or behaviora disorders and their families. Sections are titled, How
Managed Care Can Improve Your Child's Access to Services; How Does Managed Care Control
Costs?; What You Can Do; What to Watch Out For; and, as afamily report card, Checklist for
a Managed Care Plan.

This document was not published in time to be reviewed by the Child and Adolescent Panel, but
is referenced because it appears to be atimely addition to the literature.

. Federation of Families for Children's Mental Health. (1995, July 7). Principles of family
involvement in the development and operation of managed health and mental health systems for
children and youth, 3 pages.

This document lists guidelines and principles from the perspective of families defining the roles
for familiesin the devel opment and operation of managed care. It addresses the following policy
issues. families as part of the decision-making team, service-related concerns, and financial
considerations to cover costs of family involvement.

This document represents a strong and cogent statement of principles focusing on key elements
of family involvement and managed care. Itslimited and succinct focusisits strength but dso is
awesakness. Training, outcomes, and quality assurance are briefly mentioned. These principles
could be enhanced if accompanied by benchmarks and supplementary material providing
guidelines and implementation strategies.

. Malloy, M. (1995, April). Mental illness and managed care: A primer for families and
consumers. Arlington, VA: National Alliance for the Mentally 111, 80 pages.

Thismanua provides basic information about managed care and the implications of managed care
in public-sector mental health services. Although written for advocates, the tone and material
takes an objective view of almost al areas so it has a much broader usage. The Introduction
focuses on the interests of Nationd Alliance for the Mentdly 11l (NAMI). The mgor body of the
piece provides very clear, detailed information on a wide range of aspects of mental health and
managed care with numerous examples provided throughout the text. Topics addressed include
what managed care is, how menta health managed care is implemented, public mental health
systems and managed care, Medicaid waivers, and state experiences including health reforms
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currently underway. At the end, there is a checklist of ideal attributes of a system intended as a
guide to NAMI advocates as they work to influence their state'sinitiatives.

While child examples are given, this document does not specifically address children'sissues. A
companion volume focusing on child and adolescent issues would be useful. Also this document,
asitstitle states, isa primer on managed care; it does not represent a set of principles or standards
per se.

Professional Groups and Key Disciplines

10.

11.

American Academy of Child and Adolescent Psychiatry. (1996, February). Best principles for
managed care Medicaid RFP's: How decision-makers can select and monitor high quality
programs! Washington, DC: Author, 21 pages.

This document, with support from the CMHS, was developed be the American Academy of Child
and Adolescent Psychiatry's (AACAP'S) Task Force on Community Systems of Care for Children
with Serious Emotional Disturbances to provide guidelines for development of requests for
proposals (RFP's) for managed behavioral health care paid for by Medicaid. This document was
written by child psychiatrists and is intended to be used to "assist decision-makers in selecting
managed mental health care systems." It is written from the perspective of the psychiatrist or
clinicaly trained mental health professional. The document is organized around ten aspects of
managed care systems. For most sections, there is an opening statement followed by a bulleted
list of items specifying criteria, procedures, policies, or actions that should be incorporated into
the RFP. Theten aspects are: 1) Governance; 2) Benefit Design; 3) Access to Services; 4) Care
Plan Development; 5) Triage and Assessment; 6) Treatment and Other Services; 7) Case
Management; 8) Quality Assurance/Improvement; 9) Provider Support Services; and 10)
Information Management.

This document addresses many issues consonant with the CASSP values and principles and
actualy contains a statement of those values and principles. Sections call for family involvement
in assessment and treatment, consumer- and family-centered care plans, and the protection of
family rights;, acomprehensive array of services, which are delineated in the document; access that
takes into consideration developmental, socio-economic, and cultural needs; early intervention;
individualized care plans; and a holistic assessment process. There is a specific section for
servicesto "high utilizers'. These principles from child psychiatry convey a positive message to
thefield. Thelist of task force members and consultants who devel oped the principles includes
many individuals well-versed in child and adolescent mental health, but does not include any
family members. A truly family-centered approach would require family members to play a
significant role in development.

National Association of Socid Workers, National Council on the Practice of Clinical Socia Work.

(1993, June). The social work perspective on managed care for mental health and substance
abuse treatment. Washington, DC: National Association of Social Workers, 12 pages.
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The document includes guidelines for mental health and substance abuse treatment devel oped for
managed care organizations, clinical social workers, and social workers functioning as managed
care executives and staff. It offers guidance to managed care organizations, payers, and
regulators on the development of consumer sensitive operations; to clinical social workers on
methods to enhance their functioning in this environment in an ethical manner; and to socia work
executives and staff of managed care organizations to support their professional identity in these
settings.  The document includes the following sections. 1) Overview, 2) Guidelines for
Managed Care Organizations, 3) Guidelines for the Clinical Social Work Provider, 4)
Guidelines for Social Workers Functioning as Managed Care Executives and Staff, 5) Summary,
and 6) References.

These guidelines provide good, genera information that is useful for those attempting to develop
standards and training materials. The guidelines for managed care organizations include
protections for consumers, involvement of consumers and providers in the development of palicy,
attention to cultural issues, and benefit design at the three levels. Guidelines for clinical social
work providers include some specificity about treatment planning, consumer involvement,
confidentiality, possible conflicts between cost considerations and needs of consumers, and
provider responsibilities.

These guidelines are not specific to children, adolescents, and their families; therefore, they do
not address issues of particular concern for children such as multi-agency involvement and service
coordination. Overal, they reflect a more traditional service approach focusing on
psychotherapy. Concepts and approaches such as system of care and family support issues are
not discussed. The document aso does not address specific competencies, although guidanceis
provided in areas such as confidentiality, consumer rights, and social work responsibilities.

Managed Behavioral Health Care Industry

12. American Managed Behavioral Healthcare Association . (1995, August). Performance measures
for managed behavioral healthcare programs. Washington, DC: Author, 27 pages.

The American Managed Behaviora Healthcare Association (AMBHA) was established in 1994

and is comprised of 13 managed behaviora healthcare organizations. Its stated goals areto 1)
demondtrate the value and vaidity of managed behaviora hedlthcare; 2) promote parity for mental
illness and addiction disorders in benefit coverage; and 3) promote open competition based on
documented performance in the areas of positive clinical outcomes and consumer satisfaction.

This document provides a framework for the development of standardized report card
performance indicators that can be used to assess the value of managed behaviora healthcare
services delivered through the AMBHA member organizations. The following three principles
guided the authors efforts when devel oping the document: that the performance indicators must
be "meaningful, measurable, and manageable."
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The strength of this document is its overall objective. There is a critical need for good
quantitative and qualitative data in the following three domains that are the focus of the report
card: 1) Access to Care which includes information on Utilization-Based Indicators and
Structural Indicators; 2) Consumer Satisfaction which includes Access, Intake, Clinical Care,
Outcome of Care, and Global Satisfaction; and 3) Quality of Care which includes Effectiveness,
Efficiency, and Appropriateness.

The performance measures appear to be designed to meet the needs of a specific, medicaly-driven
health care program and the emphasisis primarily on adults. The only child-specific measure s,
"family vigits for children." It is very focused on professiona services for specific diagnostic
categories (e.g., mgor depressive disorders, substance abuse, and schizophrenid); it assumes that
al clients who are discharged from an inpatient psychiatric facility will require outpatient
treatment (or the quality of careis not effective); the only significant care to be evaluated by the
consumer is that of the "therapist”; and the primary measure of success is a decline in re-
admissions. The performance measures do not focus on some of the more promising, non-
medical, psychiatric rehabilitation services. There are also major issues with respect to the
reliability and validity of the performance measures that are described.

Provider Accrediting Bodies

13. Council on Accreditation. (Review copy, to be published 1997). COA draft revised standards
- Volume I: Behavioral healthcare standards and Volume Il: Community support and education
services. [Indisk format]. New York: Author.

The Council on Accreditation (COA) is an independent not-for-profit organization that accredits
approximately 1000 behaviora health care programs and 3000 social service programs.

Thisis a comprehensive document establishing standards for the accreditation of a broad range
of behaviora heath care and socid service programsfor al ages. The materia reviewed is adraft
with final standards to be published in the Spring of 1997. Volume | addresses behaviora health
care and includes sections entitled Generic Standards and Service Standards. The generic
standards entail: Organizational Purpose and Relationship to the Community, Continuous
Quality Improvement Process, Organizational Stability, Management of Human Resources,
Quality of the Service Environment, Financial and Risk Management, Person and Family-
Centered Assessment and Planning, Person and Family-Centered Service Delivery Processes,
and Professional Practices. The Services Standards section includes Mental Health and Family
and Individual Counseling Services, Substance Abuse Services, Crisis Services, Child and
Family Services, Day Programs, and Residential Programs. Volume I, Community Education
and Support Services also is divided into two sections: Generic Standards and Service Standards.
The services include Advocacy and Access Services, Community-Based Education Services, and
Community-Based Support Services.
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The document addresses both adults and children with attention to the unique aspects of serving
both these populations. The standards incorporate the principles of a system of care; emphasize
involving and empowering families, building on strengths, attending to cultural and racial
differences; and provide detailed specifications to better ensure implementation.

The person and family-centered assessment and planning section calls for identifying the needs
expressed and the problems facing the individua and families and engaging them in mutua efforts
to achieve desired outcomes. The assessment includes consideration of family strengths as well
asracid, ethnic, and cultura background; adaptations to address the needs of special populations;
and alogical relationship between assessment and the treatment plan. Treatment plans must be
goal-directed and strengths-based. Complex needs require an interdisciplinary team. Service
implementation should be designed to support, strengthen, and empower families and focus on
family reunification, stabilizing families, and/or permanency. Service planning should involve (to
the degree possible) full participation of the person served and the family with persons actively
asked what they wish and given options. Standards also address |least restrictive environment,
care coordination and monitoring, continuity of care, aftercare planning, and connections and
involvement with persons who can provide community support. Service planning includes
addressing both education and vocational needs.

Guidelines are provided for abroad array of services including counseling, home-based services,
case management, day treatment, therapeutic foster care, respite care, independent living
programs, wilderness camps, and residential services -- both crisis and more long-term. The
service areas address standards for services, administrative practices, human resources, and
outcomes. The standards for behaviora health care recognize multiple qualifications for clinica
practice and address personnel development programs to support program goals. Standards are
also established for administrative practices to support the achievement of program goals.
Outcomes delineated cover multiple dimensions including psychosocial functioning and
empowering family functioning within the context of culture and community.

These standards for organizations are comprehensive and incorporate many elements and features
of best practice for serving children and families. They provide a more holistic approach to
assessment, planning, and treatment of individuals and families than those standards that are more
oriented around a medical model of practice.

14. Joint Commission on Accreditation of Hedthcare Organizations. (1994). 1995 MHM:
Accreditation manual for mental health, chemical dependency, and mental retardation/
developmental disabilities services, Volume 1: Standards. Oakbrook Terrace, IL: Author, 162

pages.

Thismanua sets forth performance standards for accreditation for organizations providing menta
health, substance abuse, and developmenta disability services. This manual represents the
Commission's trangition from standards organized around an organization's program and services
to standards organized around clinical and organizational functions focused on actua
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15.

16.

performance and outcomes. The standards are divided into two sections: Individualized Focused
Functions, directed to care of the individual, and Organizational Functions, addressing
organizational management.

These standards are primarily adult-focused. Sections relating to children are minimal and very
specific such as conducting specid assessments of children and adol escents and promoting access
to appropriate educational services. The standards reflect important concepts such as including
in the treatment plan a specific plan for involving the family and viewing care as part of a
continuum enabling individuals to have access to an integrated system of settings, services, and
care levels. The continuum of careis defined as "matching the individua's/patient's needs with
the appropriate level and type of medical, psychological, health, or social services."

Joint Commission on Accreditation of Healthcare Organizations. (1995). 1996 Comprehensive
accreditation manual for health care networks (CAMHCN). Oakbrook Terrace, IL: Author.

This material represents standards for health care delivery organizations regardless of their
organizational form (HMO's, PPO's, IDS) from the perspective of the U.S.'s first accrediting
agency for hospitals. This document describes the national consensus expectations regarding the
performance of hedlth care delivery organizations to be well-managed, provide excellent care, and
be publicly accountable for their performance. The manua is designed to serve as aguide for and
measure of good management and clinical care. The manud is divided into many sections
including Accreditation Policies and Procedures; The Accreditation Decision Process;
Standards, Scoring Guidelines, and Aggregation Rules; Appendices for Unaccredited
Components; and Appendices on Interim Life Safety Measures and the Accreditation and Appeal
Procedures.

The JCAHCO CAMHCN standards are well-organized and detailed in both standard
requirements and scoring guidelines. The following are some strengths of the JCAHCO survey
process for networks. public notice to members, focus on leadership, performance measures, and
performance improvement.

Gaps and weaknesses in the JCAHCO CAMHCN standards include: 1) lack of specific standard
for mental hedlth; 2) lack of specific standards for age-specific issues (e.g., children, adolescents,
geriatrics); 3) lack of specific standards to address new and/or aternative services (e.g., wrap-
around services); 4) failure to address member involvement in governing and advisory boards; 5)
lack of emphasis on consumer recovery and rehabilitation; 6) lack of emphasis on consumer
empowerment and consumer satisfaction; 7) absence of a standard related to expanding the
continuum of service to meet members needs (standard CC.1 and CC.2 only address meeting
members needs through services available in the continuum); and 8) lack of specific standards
related to access.

National Committee for Quality Assurance. (1996, April 1). Draft accreditation standards for
managed behavioral healthcare organizations. Washington, DC: Author, 83 pages.



This document provides proposed accreditation standards for mental health services for managed
behavioral healthcare organizations, a public comment form, and a form for requesting
application. The standards were devel oped with input from consumers, employers, purchasers,
managed behaviora healthcare representatives, key professionas, and trade associations. Much
attention is given to structure and process for creating standards and for the review process.
Topicsinclude: accessbility, availability and referral, credentialing of providers, members rights
and responsibilities, complaint resolution, confidentiality, records and records treatment review.
Appendices include Guidelines for Treatment Record Review and a Glossary. The most detailed
and specific information about the "parameters’ of mental health services is in a section about
preventive screening and education services (pp. 51-52).

This document is well-organized and enjoins managed care organizations to develop standards
and procedures for reviewing compliance and self-monitoring. Any training that is developed for
providers should at least reference these standards and might specifically include or examine what
they have to say about issues such as access, confidentiality, etc.

For the purposes of this project, this document mostly lacks specificity about provider values,
knowledge, attitudes, and skills. Much isleft up to other credentialing processes and bodies to
develop and monitor those issues, i.e., the professiona training and credentialing groups are seen
as legitimatizing bodies and assessment of preparedness/fitness is done through the credentialing
process. These standards do not provide specificity, except around areas such as confidentiality
and informed consent, addressing complaints, etc.

Clinical Guidelines/Protocols and Level of Care Criteria Developed by Stakeholder Groups

This section includes clinical guidelines, protocols, and leve of care criteriafor assessing and treating
child and adolescent disorders and/or for making level of care and treatment decisions. These
guidelines are developed by managed care organizations, professona organizations, state and federa
governments, and other provider systems.

Federal Government

17. Science Applications International Corporation. (1995, November). Mental health quality
monitoring screens and utilization review criteria. Project funded by the Department of Defense,
Health Affairs, 238 pages.

Science Applications International Corporation (SAIC) devel oped this manua for the Department
of Defense to determine tools that can be used by the federal government to help manage quality
and utilization of mental health and chemica dependency services provided under the Civilian
Health and Medical Program of the Uniformed Services (CHAMPUS). The tools consist of
quality monitoring (QM) criteria and utilization review (UR) criteria developed from selected
clinical practice guidelines published under the auspices of professional and industry
organizations. Three bodies (the Institute of Medicine, the American College of Physicians, and
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the American Psychological Association) suggested criteria for evaluation of the practice
guiddines. Thethree basic criteriainclude 1) Is the strength of empirical evidence evaluated? 2)
Are controlled empirical studies used in the development of the guidelines? and 3) Is
multidisciplinary input included in the process?

The Children's UR section includes Acute Inpatient Hospitalization, Residential Treatment,
Partial Hospitalization, and Outpatient Treatment.

The QM Diagnosis Screens section includes minima standards for children for specific diagnoses
(anxiety, disruptive behavior, and eating disorders); for example, under anxiety disorders, the
treatment plan includes behaviorally specific treatment goals and treatment includes the child's
family.

These guiddlines provide an excellent foundation, and the methodology undertaken by SAIC for
the Department of Defense to develop quality monitoring measures/screens and utilization review
criteriais both sound and commendable. Guideline selection criteria were developed by several
authoritative bodies (the Institute of Medicine, American College of Physicians, and the American
Psychological Association); a comprehensive review of diagnostic specific and clinical methods
practice guidelines and utilization review criteria was conducted; these materials were evaluated
against the selection criteriato develop quality monitoring (QM) screens and utilization review
(UR) criteria; a multidisciplinary team of nationally recognized clinicians reviewed the
recommendations; and children and adolescents were included in both the diagnostic and the
clinical methods categories. The chart of outpatient utilization review criteria used by managed
care companiesis a particularly useful summary because it shows which criteriaare being applied
by which companies and indicates where there is consistency and where there are gaps. The
guidelines incorporate such issues as family involvement and respect for cultural and linguistic
differences.

But the approach undertaken by SAIC resultsin amedica modd of service ddivery and does not
adequately reflect the developments in the field including strengths-based needs assessment,
strategies for involvement of families, awide range of service options and supports for children
and adolescents, coordination of multiple service systems, and approaches to address cultural
competence. Incorporation of these dimensions would be an important next step to strengthening
these guidelines.

State Government

18. Commonwealth of Massachusetts, Department of Mental Health. Standards, clinical criteria,
practice guidelines. Includes the following:

Adolescent Intensive Residential Treatment Program Policy, April 10, 1986

Quality Management Standards for Residential Programs, December 1, 1994
Department of Mental Health (Adolescent) Intensive Residential Treatment Program
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Clinical Criteria, April 25, 1996

Emergency Program Standards, April 10, 1996

Department of Mental Health Crisis Stabilization Services Clinical Criteria, April 10, 1996
Respite Care Program Standards, April 1996

Clinical Criteria for Respite Care Services, April 1996

Psychiatric Residency/Psychology Internship Training Standards and Performance
Indicators, February 1993

Department of Mental Health Document Evaluation Form, Undated

Utilization Management Standards, May 10, 1996

Children, Adolescents and Adults' Interpretive Guidelines for Determining Eligibility for
DMH Continuing Care Services, June 25, 1996

Department of Mental Health Child/Adolescent Continuing Care Inpatient Criteria, April
25, 1996

Residential Services Clinical and Rehabilitation Level of Care Criteria for Child, Adolescent
and Adult Consumers, April 25, 1996

Department of Mental Health (Children's) Clinically Intensive Residential Treatment
Clinical Criteria, April 25, 1996

This materia includes a comprehensive set of state government clinical guidelines and protocols
for the provision of an array of mental health services from the Commonwealth of Massachusetts.
In as much as the various standards are designed to interlock with one another, the set has been
reviewed asawhole. The material includes avariety of standards covering residential treatment
(program policy, quality management standards, level of care criteria, and child and adol escent
clinica criteria), standards and criteria for emergency, crisis stabilization and respite services,
continuing care and continuing inpatient care criteria for children/ adolescents,
residency/internship standards and indicators, utilization management standards, and the
Department of Mental Health (DMH) evaluation documentation form.

The materia reflects a successful effort by the Commonwealth of Massachusetts to establish an
integrated management approach to control public expenditures for mental health services. All
standards, protocols, and guidelines are designed to reference and support each other, conveying
clearly the system's priorities regarding publicly-funded menta health services.

Further, for states interested in a system that is strongly clinically-managed, Massachusetts
system could be easily replicated once the importing state determines that the priorities guiding
M assachusetts are consistent with its own.

These standards appear to represent one part of alarger, more complete system of regulation for
publicly-funded menta health services across adl populations and service types. It isunclear from
this material whether these standards serve aso as Medicaid standards or whether additional
standards exist, complementary to these. The relationship between these standards and those
applied to privately-vendored managed care is also unclear.
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There appears to be little in this material that addresses the quality of mental health services
delivered for children, adolescents, and their families, or that is relevant to training and/or
workforce competencies, with the exception of requirements for a psychiatric residency and/or
psychology internship.

This set of standards does not appear to be consistent with fundamental values and principles
guiding the CASSP System of Care development. The system guided by these standardsis not
child- or family-centered but clinically-driven; the locus of control is not established at the family
or community level but is held by the state DMH; there is no emphasis placed upon cultural
context or competence as evidenced by the absence of indicators related to cultural issues.

The model employed is highly directed towards adult services and the standards only occasionally
make distinctions between adult or child/adolescent needs. Even when a distinction is drawn
between adult and child/adolescent needs, the language of the adult system is employed to
describe requirements for child/adolescent programming. The important role of the family is
never referenced in the standards/guidelines, other than the guardian's role to sign permission for
treatment.

Even though these standards and guidelines are very detailed, much of the detail remains vague,
especialy those items which might be construed as performance indicators. As an example, the
Psychiatric Residency/Internship Training Standards include the following performance
indicator: "residentsinterns systematically identify the most cost-effective way(s) to accomplish
treatment objectives in 80% of the cases for which they are responsible” No standards to
determine "the most cost-effective way" are provided or suggested.

These standards include a variety of mechanisms designed to clarify responsibility boundaries with
other systems (e.g., child welfare and juvenile justice) in order to resolve potential turf disputes
between such systems. But the chosen mechanisms appear to maintain barriers instead of
enabling a more interactive, partnership approach between systems. The one exception is
contained in the Eligibility Guidelines for Continuing Care, where exceptions are alowed within
"special interagency projects’ that may take place in partnership with other systems.

19. State of Delaware, Department of Services for Children, Y outh and their Families, Division of
Child Mental Health Services. (1994, May). Standards for professional practice and directions
for data collection: Outpatient mental health services, outpatient substance abuse treatment
services, 70 pages.

This document provides the standards of care for agencies which provide alcohol or other drug
abuse (AOD) and outpatient mental health services in the State of Delaware. In order for
agencies to be approved as provider agencies for the Department of Services for Children, Youth
and Their Families, they must meet the standards in this document. Additionaly, it includes the
data information requirements for the agencies providing these services. Hence, the document
includes standards for professional practices and data collection requirements (including forms)
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20.

required by a government (state) entity. In addition to provider agencies (PA), the state may also
obtain services from certain individuals in private practice who offer services in languages other
than English (including sign language).

Overall, the document provides minimal guidelines for the provision of comprehensive outpatient
mental health services. It identifies arange of services, such as Outpatient Mental Health and
AOD Treatment, Intensive Crisis Intervention Services, Wrap-Around Services, and Day
Treatment Services. It does, however, acknowledge the need for the provision of off-site
services, as well as the importance of indirect services in addition to direct services. This
document is genera inits purview and does not distinguish procedures for specific services (e.g.,
day treatment, wrap-around, intensive crisis intervention, and outpatient services).

The strengths of this document are primarily the data collection requirements and the uniform
formsfor referral, intake, monthly progress notes, discharge, discontinuation, and billing. Staff
forms are quite inclusive. The documentation for no shows, specific time parameters for
treatment, and the distinction made between ethnicity and race are useful. If there are fiscal
resources to evaluate the data, the Department should have accurate information on the
demographic and clinical characteristics of the children and families being seen, as well as the
characteristics of the mental health providers.

The limitations include the following:

The policies and procedures for provider agencies are genera and not specific. No
distinctions are made for procedures for the different services. Although Quality Assurance
(QA) is covered, specific criteria to measure quality of service or outcome (i.e., as
standardized measures) are not employed. Although a QA committee is identified, the
frequency of its meetingsis not. The sameistrue for utilization review.

The need for parental consent as a requirement to treat a child for mental health or
alcohol/drug abuse problems appears overly stringent and unredlistic in the current
environment. There are children and adolescents in dire need of services, but who are "on
their own."

Thereis specification for consultation and oversight by psychiatrists and psychologists but not
clinical social work. Providers are not required to have specialized experience/training in
child and adolescent mental health. Training or continuing education is not mentioned.
CASSP guidelines are not followed. There is much emphasis on state oversight in the data
requirements but little attention to expertise in child and family mental health.

State of Delaware, Department of Services for Children, Y outh and their Families, Division of
Child Mental Hedlth Services. (1995, August 22). Draft: Mental health services for children and
adolescents criteria for hospitalization, 5 pages.

This document outlines level of care criteria when hospitalizing children and adolescents for
mental health services from the perspective of the state government. It includes Admission
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Criteria and Exclusion Criteria for Hospitalization, Partial Hospitalization, Residential
Treatment Centers (RTC), Day Treatment, and Aide Services.

The material is clear and concise, providing enough room for interpretation to prevent rigid
exclusion, but it only addresses alimited component of the service system -- hospitalization. For
training purposes, it could be valuable in helping learners understand risk assessment and levels
within a continuum of care. It states that a child or adolescent who is chronically psychotic or
serioudly disturbed may require a"different setting,” but does not define that setting.

State of North Carolina. (1993, July 26/1993, December 6). Cardinal Child and Adolescent
Mental Health Service System criteria to be used as guidance in determining levels of care, 13

pages.

This document was devel oped for the Fort Bragg project to provide guidelines for assignment
of children and adolescents to the most appropriate level of care necessary a apoint intime. The
document is modeled after similar guidelines used by managed care organizations as part of their
care management process. The Cardina document has no preamble or instructions, which may
not have been included but, if not available, reflects a mgor weakness. The document describes
three separate criteria for decision making concerning admission, continuation or service, and
discharge/transfer for six different services: Outpatient, In-home Therapy Crisis Stabilization,
Day Treatment/Partial Hospitalization Services, Residential Services (therapeutic group homes),
Crisis Stabilization Group Home Services, and Inpatient Services.

For the most part, each of the six sectionsis based on the same boilerplate language and is only
individuaized for specific treatment levelsin alimited manner. These individudizations are most
prominent in the admission section where an attempt is made to spell out specific criteria for
requiring that particular level of service. Thisisrather specific for some (inpatient hospitalization
and in-home crisis); however, for day treatment services, the only criterion is need for such
service; and for crisis residential, reference is made to another set of guidelines for triage.

Unlike most managed care organization guidelines, the Cardina document includes three specific
intermediate service moddities. In-home Therapy Crisis Stabilization, Residential Services
(therapeutic group homes), and Crisis Stabilization Group Home Services. These criteriaare the
first, and perhaps only, attempt at defining level of care for an entire continuum of mental health
care. They go well beyond the managed care industry standards for describing the need for these
specific services, which, when included at all by private sector managed care organizations, are
lumped together as "alternative” or "residential” services.

These criteria represent a good start, however, they need to be refined to make it more clear who
could best benefit from the various non-hospital intensive services. Use of such a document over
time would provide an opportunity to refine the criteria and make them more useful. These
guidelines focus exclusively on mental health services representing a single aspect of the child's
need, rather than a holistic approach to the child's social development and educational needs.
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23.

State of North Carolina. (1995, November 27). Levels of care for psychiatric and substance
abuse diagnosis (children). Prepared for Carolina Alternatives Managed Care Work Group, 24

pages.

This document describes levels of care for psychiatric and substance abuse diagnosis for children
from a state government perspective. The Levels of Care materia provides a framework that
describes specific criteria that must be met to participate in a range of medically necessary
sarvices. The Initial and Continuing Authorization criteria establish the clinical need which must
exist in order to consider re-authorization of a particular treatment regime beyond a set period.
The Levels of Care and Initial and Continuing Authorization Criteria include screening,
evaluation, group therapy, individual therapy, day treatment, partial hospitalization, case
management, and inpatient hospitalization. Strengths-based services are specified as afocus with
an emphasis on rehabilitation, improved adaptability, and prevention of relapse.

This materid is clear and concise. The levels of care provide arationa framework for decision
making so that children are served in the most appropriate setting to meet their needs. The
language used is "consumer friendly".

It isnot clear if thereis an appeals process for families. There aso does not seem to be a clear
system for peer or team review. The criteriaare delineated but do not designate who participates
in the decision making.

Stelle, L.E. (Undated). Level of eligibility for child mental health and substance abuse services.
Divison of Mental Heath/Developmental Disabilities/Substance Abuse, North Carolina
Department of Human Resources, 17 pages.

This document describes level of care or service guidelines from a state government perspective
for child mental health and substance abuse (MH & SA) services. It describes state-determined
digibility criteria and forms related to MH & SA services. The initial pages appear to be
overheads which need verbal accompaniment in order to be clearly understood. For child mental
hedlth levd of digibility, the document is divided into the following sections. Specific Guidelines
for Child Mental Health Clients, Special Consideration in Assessing Children, and Criteria for
Level of Eligibility. For child substance abuse, the document describes the Child and Adolescent
Functional Assessment Scale (CAFAS), Specific Guidelines for Child Substance Abuse, and
Criteria for Level of Eligibility.

This material provides specific behavior descriptions for children including developmental
considerations. The material does not provide a clear statement of a strengths-based orientation
nor acommitment to family involvement as critical elements of service delivery. The information
is specific to one state and geared to its particular forms. This material is not as comprehensive
asthe North Carolina Alternatives' Levels of Care.
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Professional Groups and Key Disciplines

24. American Academy of Child and Adolescent Psychiatry. (1996, February). Level of care

25.

26.

placement criteria for psychiatric illness. Washington, DC: Author, 24 pages.

These criteria were developed based on national mental health care standards and the clinical
consensus and expertise of the child and adolescent psychiatric profession. They are endorsed
by the American Association of Children's Residentia Treatment Centers, the American
Association of Psychiatric Servicesfor Children, the National Association of Socid Workers, the
Council of Behavioral Group Practices, the American Psychiatric Association, and the National
Treatment Consortium. The criteria are a guideline to evaluate medical necessity. The criteria
address the following settings because "they are the most frequently utilized": acute inpatient
hospitalization, residential treatment, acute partia hospitalization, intensive outpatient, and
general outpatient treatment. For each service area, clinical criteriafor admission, staffing and
service criteria, and criteriafor continued stay are included. The criteria address many critical
issues in the assessment, treatment, and service delivery for children and adolescents and they
provide parameters for medical necessity. However, thisisther limitation aswell: they are more
facility-focused than child-, family-, or community-focused; they do not reflect a holistic view of
the child; other important services and supports in the continuum of care are not included; issues
related to culture and diversity are not addressed; and service integration issues are minimally
dealt with.

American Academy of Child and Adolescent Psychiatry Work Group on Quality Issues. (1991,
May). Practice parameters for the assessment and treatment of attention-deficit hyperactivity
disorder. Journal of American Academy of Child and Adolescent Psychiatry, 30:3, 3 pages.

This document provides practice parameters for the assessment and treatment of attention deficit
hyperactivity disorder (ADHD) that were developed by awork group of the American Academy
of Child and Adolescent Psychiatry (AACAP) and approved by this organization in 1990. The
parameters are segmented for children 3 to 6 and 6 to 12 and highlight in brief outline form some
of the basic issues in assessing and treating this complex disorder.

American Academy of Child and Adolescent Psychiatry Work Group on Quality Issues. (1992,
March). Practice parameters for the assessment and treatment of conduct disorder. Journal of
American Academy of Child and Adolescent Psychiatry, 31:2, 3 pages.

These practice parameters for assessing and treating conduct disorders have been developed by
awork group of child psychiatrists and approved by the Academy in 1991. They provide a brief
and basic outline of some key dimensions in the assessment and treatment of conduct disorders.
They reflect critical issues of a strength-based approach; intervention emphasizing family, school
and peers; collaboration with other systems; job training and independent living skills; and
utilization of community supports and resources. The section on families does not address
working with families as partners; the focus is more on the training of parents.
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28.

29.

Bernstein, G.A. & Shaw, K. (1993, September). Practice parameters for the assessment and
treatment of anxiety disorders. Journal of American Academy of Child and Adolescent
Psychiatry, 32:5, 9 pages.

These practice parameters, developed by awork group of the Academy, were approved in 1992,

This document reviews the literature for child and adolescent anxiety disorders addressing the
following dimensions. epidemiology, demographics, the clinical picture, comorbidity, family
studies, fears and simple phobias, outcomes treatment, and scientific and clinical ratings. This
materia provides useful information about anxiety disorders and an outline of assessment and
treatment issues from a psychiatric perspective.

King, R.R. (1995, October). Practice parameters for the psychiatric assessment of children and
adolescents. Journal of American Academy of Child and Adolescent Psychiatry, 34:10, 16

pages.

These practice parameters have been developed by a work group of child psychiatrists and
approved by the American Academy of Child and Adolescent Psychiatry (AACAP) in 1995. This
document focuses on the unique aspects of conducting a psychiatric assessment of children and
adolescents. The document addresses special considerations in the evaluation of children, sources
of information including the interview with the parent, a developmental history, a family and
community assessment, the interview with the child, the role of standardized instruments,
diagnostic formulation, communicating findings and recommendations, and scientific and clinical
ratings. While this document reflects the perspective of a more medically-oriented discipline that
works with children and adolescents, it provides a comprehensive and useful overview of the
assessment process and highlights the need to focus on the strengths of children and families.

McCldlan, J. & Werry, J. (1994, June). Practice parameters for the assessment and treatment
of children and adolescents with schizophrenia. Journal of American Academy of Child and
Adolescent Psychiatry, 33:5, 19 pages.

These practice parameters were adopted by the Academy in 1994. The article reviews the
literature on children and adolescents with schizophrenia. Since the literature is sparse,
information is also drawn from research with adults. The article addresses clinical features of
youth with schizophrenia, diagnostic issues including overlap with other disorders, the potential
for misdiagnosis, and treatment including antipsychotic medications in conjunction with
psychoeducational, psychotherapeutic, and social and educational support programs. Much of
the discussion on treatment focuses on issues related to medication.

Managed Behavioral Health Care Industry

Because the materials from managed behaviora health care companies are proprietary, they are only
referenced, and their content is not described or summarized.

30.

Behavioral Health Network of Vermont, Inc. (1995). Level of care criteria and guidelines for
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use. Montpelier, VT: Author, 30 pages.

31. Behavioral Health Network of Vermont, Inc. (1995). Preferred clinical practices guide: Version
2. Montpelier, VT: Author, 70 pages.

32. CMG Hedlth. (1994). Clinical management guidelines (with attached sections). Owings Mill,
MD: Author, 98 pages.

33. CNR Hedlth, Inc. (1995, April). CNR health provider manual. Table of Contents with the
following sections:

Guidelines for Quality Assessment, Risk Management, Patient Grievances, etc., 8 pages.
Initiating Outpatient Precertification and Authorization, 30 pages.

Initiating Inpatient Precertification and Authorization, 36 pages.

Partial Hospitalization Criteria, 12 pages.

Provider Checklist, 13 pages.

34. Comprehensive Behavioral Care, Inc. (1996, January). Inpatient care guidelines: Child and
adolescent disorders. Tampa, FL: Author, 4 pages.

35. Comprehensive Behaviora Care, Inc. (1996, January). Level of care guidelines: Child and
adolescent disorders. Tampa, FL: Author, 8 pages.

36. Foundation Health PsychCare Services (MHN Division). (1996, February 26). Clinical services
manual, 128 pages.

37. Green Spring/AdvoCare Materials:

37(a): AdvoCare, A Subsidiary of Green Spring Health Services, Inc. (1995, July 19). Provider
reference manual. Nashville, TN: Green Spring Health Services, Inc., 45 pages.

37(b): Green Spring Health Services, Inc. (1996, February 12). Application reference guide for
Green Spring National Provider Network. Columbia, MD: Network Development, 9

pages.

37(c): Green Spring/AdvoCare. (Undated). Community Mental Health Centers (CMHC)
performance standards. Columbia, MD: Author, 8 pages.

37(d): Green Spring Hedlth Services, Inc. (Undated). Meeting the needs of public systems of
care: Working together for solutions. Columbia, MD: AdvoCare Program, 8 pages.

37(e). Green Spring/AdvoCare. (1996, January 16). Performance standards for substance abuse
agencies, 15 pages.



37(f): Green Spring Health Services, Inc. (1996, March 5). Supervised systems of care: The
partnership of delegated credentialing. Columbia, MD: Green Spring Health Services,
Inc., 5 pages.

38. Human Affairs International. (1993). Intensive and primary care management: Mental health
and substance abuse, 100 pages.

39. 39(a): OPTIONS Mental Health. (1992, November 17). Clinical criteria. Norfolk, VA:
Author, 37 pages.
39(b): OPTIONS Menta Health. (1995, November). Diagnosis based treatment guidelines
(Rev. ed.). Norfolk, VA: Author, 36 pages.

40. U.S. Behaviora Health. (Undated). Guidelines for level of care decisions. Emeryville, CA:
Author, 76 pages.

41. Vaue Behaviora Health. (1995). The VBH Manual: Clinical protocols and procedures. Fals
Church, VA: Author, 120 pages.

Provider Competencies

This section includes guidance and recommended competencies for the range of professionals
working with children and adolescents with mental health problems and their families, for specific
disciplines, and for specific practice aress.

General Interdisciplinary Workforce Core Competencies

42. Curtis, L.C. with Burchard, J. & Curtis, M. (1995, October). System of care workforce
competencies for staff serving children and youth experiencing a serious emotional disturbance
and their families. Presented to Center for Mental Health Services, Child, Adolescent, and Family
Branch. Burlington, VT: Center for Community Change, Institute for Program Devel opment,
Trinity College of Vermont, 69 pages. [DRAFT ONLY: Do Not Reproduce or Distribute
Without CMHS Approval.]

Thisisamonograph produced at the request of the Child, Adolescent and Family Branch of the
Center for Mental Health Services. The copy reviewed is a draft dated October 1995. This
document reports on the results of a process in which aset of core competencies were developed
and reviewed by a broad range of national respondents. The competencies are aimed at
adminigtrators, direct service personnel, higher educators, and parent advocates. The document
outlines the methodology for determining and reviewing the competencies, a listing of the
competencies, and a discussion of their assets and liabilities. An executive summary successfully
captures the essence of the work. Appendices include the Stroul and Friedman "Principles of a
System of Care," the letter used to request input to the project, a list of respondents who
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provided input, the letter used to request review of the competencies developed, a list of the
reviewers, and a section on sample reviewer comments.

Thisis avery powerful document which comprehensively outlines over 160 specific necessary
skills under nine basic areas: 1) Respect for children, families community, and culture; 2) Building
positive relationships with children, youth, and their families; 3) Working cooperatively and
collaboratively with al stakeholders in the design of service plans;, 4) Understanding human
development and serious emotional disturbance; 5) Understanding of a variety of intervention
approaches; 6) Participation in design, ddlivery, and evaluation of individualized services; 7)
Knowledge of service systems; 8) Acting in a professional manner; and 9) Pursue professional
growth and devel opment.

Thiswork is an embodiment of the individualized service model within the system of careand is
aimed toward system approaches based on wraparound services. The document is comprehensive
in outlining the full range of competencies needed to operate successfully within a system of care
for children and adolescents with severe emotional disturbance and their families. It is a
document derived directly out of the CASSP movement and its philosophies. It points out the
breadth of what needs to be considered when approaching training and accountability for or
within a system of care.

The document provides a checklist that an administrator, educator, or family advocate could use
to make sure that al of the bases are covered as they develop systems, implement services, train,
and evaluate their progress. This study makes it clear that the competencies required for the
system of care define the system itself.

The discussion within the monograph has foci specifically aimed at several vita constituencies:
parent advocates, mental health administrators, and leaders in higher education. For each there
is a discussion of application of the competencies as well as its liabilities. This discussion is
particularly useful in placing the competencies in context and in understanding how to use them.
The document is useful for anyone involved in trying to understand, plan for, recelve services
within, or implement a system of care.

This study points out its own major gap: it is merely an outline. To fully assure accountability
each item needs to be fleshed out. Issues of accountability are focused on assuring appropriate
individualized treatment and outcomes. There isalack of focus on system level accountability,
which isimportant in a managed care environment.

Hansen, M., with Anderson, C., Gray, C., Harbaugh, S., Lindblad-Goldberg, S., & Marsh, D.
(1996, May 15). Child, family and community core competencies. Pennsylvania CASSP Training
and Technical Assistance Institute, 80 pages.

This document describes core competencies for professionals who are working with children,
teens, and their families and who are working in communities. The core competencies are divided
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into three major categories. children, family, and community. The child portion is divided into
seven age groups of three years each (0-2, 3-5, 6-8, 9-11, 12-14, 15-17, 18-20), outlining
required knowledge and skills for professionals working with each age group. The family portion
outlines the requisite knowledge and skills for professionals working effectively with families as
partners, and the community portion outlines areas of competency required for effective
community-based interagency service delivery.

The material is well-organized, beginning with an introductory section which outlines the core
competencies for working in each of the three key areas. children, families, and communities.
A numbering system provides a guide to the reader. The required competencies are extensive
and reflect well the knowledge and skills needed. Professionals who demonstrate the
competencies ddlineated would indeed be using best practices and be effective in their work. The
materia offers appropriate topical areas for training such as social and cognitive/language
development for each age group.

One area, which could be strengthened, is the dimension of "know thysalf" particularly in relation
to handling difficult or sengitive Situations such as the ability to avoid power struggles with teens
or the ability to recognize competitive fegings or behaviors with parents. The role of supervision
in addressing these complex areas could enhance the material. Also, for many of these
competencies, it would be difficult to measure whether or not a professiona possessed the
requisite skills, knowledge, attitudes, and/or values.

State Government

See following document cross-referenced under Genera Interdisciplinary Workforce Core
Competencies (Document Number 43):

43. Hansen, M., with Anderson, C., Gray, C., Harbaugh, S., Lindblad-Goldberg, S., & Marsh,
D. (1996, May 15). Child, family and community core competencies. Pennsylvania CASSP
Training and Technical Assistance Institute, 80 pages.

Competencies for Specific Professional Groups/Disciplines

44. American Academy of Child and Adolescent Psychiatry, Department of Clinica Affairs. (1996,
February). Guidelines for training towards community-based systems of care for children with
serious emotional disturbances. Washington, DC: Author, 14 pages.

This document, developed by the Task Force on Community Systems of Care for Children with
Serious Emotiona Disturbances of the American Academy of Child and Adolescent Psychiatry
(AACAP), with partial funding from Robert Wood Johnson Foundation (RWJ) and the Center
for Mental Health Services (CMHS), provides guidelines for residency programs to implement
educational experiences which offer trainees the competencies required to function effectively in
rapidly changing community settings and as tertiary expert consultants in this new environment.
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Specific content includes 1) Characteristics of Community-Based Care (principles, levels, and
roles for child and adolescent psychiatrists); 2) Guidelines for Child and Adolescent Psychiatry
Programs (knowledge, skills, attitudes, clinical curriculum components, specia didactic
curriculum component, supervision/mentorship and changes to existing curriculum); and 3)
Evaluation of Curriculum Guidelines.

This material provides specific recommendations which colleges, universities, departments of
mental health, government agencies, and individuals can utilize to delineate competencies needed
to function effectively in organized behaviora systems of care. The recommendations highlight
the need for alearning environment which incorporates multi-disciplinary collaborations and fit
the experience within the context of acommunity mental health setting, utilizing the hospitals and
residential treatment centers as, "integral extensions of community- and family-based, client-
centered clinical service system." These are ambitious guidelines to incorporate into an existing
psychiatric residency programs. No time frames or priorities are indicated.

American Mental Health Counselors Association. (Adopted 1979/1992/1993). National
standards for the clinical mental health counseling (Rev. ed.). Alexandria, VA: Author, 48

pages.

Contained in this volume are the standards for the clinical practice of mental health counseling
and the education and training standards for clinical mental health counselors. They are best
categorized as standards and practice/service guidelines. The standards are written from the
perspective of the mental health counselor and outline the best practices for mental health
counseling.

The standards are identified according to services as opposed to age groups. However, the
general nature of the statements make the guidelines appropriate for enhancing services for any
age group. The standards emphasize that clinical mental health counselors offer services to
couples, families, and groups in order to treat psychopathology and promote optimal mental
health. Additional materia relating to the provision of appropriate service delivery for children
and adolescents and their families would be desirable.

The values of providing high quality services to consumers are implied in some instances and
stated in others. For example, the standards concerning confidentiality state that, "trust between
clinical mental health counselors and their clients is and essentia ingredient of the counseling
process.” In other areas, such as the service environment, the admonitions to provide consumers
with a wholesome environment speak to the value of making consumers comfortable in the
surroundings in which the mental health services are offered.

The Education and Training Standards for Clinical Mental Health Counselors encompass the
knowledge to be mastered in the core curriculum and supervised clinical instruction. Attention
to skillsis emphasized in the determination of the National Clinical Examination and the Work
Sample representing the competency-based criterion as the standard for acquisition of knowledge.
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American Mental Health Counselors Association. (1987). AMHCA Code of ethics. Alexandria,
VA: Author, 20 pages.

The entire Code of Ethics and the related Standards of Practice for mental health counselors are
covered in this publication. The Code of Ethics is descriptive and specific in regard to the ethical
behavior of counsalors. These documents can be best described as a code of ethics with practice
and service guidelines identified for each section of the code.

This materia provides guidelines for the professiona counselor and the consumer about expected
behavior of counselors. It provides a guideline for enhancing the skills and ensuring
accountability for those providing counseling services. However, this material is not devoted
specificaly to children and adolescents. Some interpolation is necessary in order to make it
applicable.

Clark, S. & Grossman, B. (1992, April). The California competency-based Child Welfare
Curriculum Project report of the Curriculum Sub-Committee of the California Social Work
Education Center. Berkeley, CA: University of Cdiforniaat Berkeley, School of Socia Welfare,
Cdlifornia Socia Work Education Center, 36 pages.

The purpose of the Child Welfare Social Work Development Project of the California Socia
Work Education Center was to establish new educational objectives for social workers who work
with poor and minority families in publicly-supported child welfare services. Curriculum
development in social work education is needed because the field of child welfare is changing
rapidly with the current focus on keeping children in their homes and on permanency planning to
break the cycle of multiple foster homes for dependent children. Additionally, increased emphasis
on recruitment of minority workers and mastery by all workers of skills for culturally competent
practice is necessary.

This report documents the child welfare curriculum development process. The document
contains two sections: 1) description of the development process aimed at the improvement of
professional competency in child welfare services and 2) the complete competency statement.
Six competency categories are defined: a) Ethnic Sensitive Practice, b) Core Child Welfare
Skills, ¢) Social Work Skills and Methods, d) Human Development and Behavior, €) Workplace
Management, and f) Child Welfare Management.

This document identifies critical values, skills, and knowledge to achieve consistent and relevant
training for social workers working in child welfare and to reform service delivery for children
and families in the child welfare system.

National Association of School Psychologists. (1992). Professional conduct manual: Principles

for professional ethics and standards for the provision of school psychological services (Rev.
ed.). Bethesda, MD: Author, 48 pages.
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This document establishes both the ethical principles and the standards for professional practice
in school psychology. These principles and standards reflect the position of the National
Association of School Psychologists (NASP). Part |, Principles of Professional Ethics, provides
genera guidance to practitioners on ethical issues such as professional competency, professiona
relationships and responsibility, students, and professional practices in public and private settings.
Procedural guidelines utilized by NASP for the adjudication of ethica complaints are also
included. Part Il, Standards for the Provision of School Psychological Services, provides a
description of services that may be available from most school psychologists. NASP standards
are established for the delivery of comprehensive school psychologica services for administrative
agencies, employing agencies, and professiona school psychologists.

This document, when coupled with the NASP Standards for Training and Field Placement
Programs in School Psychology, providesinformation on the skills, competencies, and the ethical
behaviors expected from professionally-qualified school psychologists. The effectiveness of
mental health services for children is dramatically improved when interventions are applied in the
natural setting. For children, these natural settings are generaly families and schools. This
availability of professionals ddlivering the types of services described in this manual and applying
this practice in the natural school setting can serve as a powerful component in a system of
comprehensive mental health services for children.

However, the manual must be read in conjunction with a companion document, entitled NASP
Standards for Training and Field Placement Programs in School Psychology (1994), in order
to understand the training skills, competencies, and credentials that school psychologists should
possess to qualify them for the provision of the services described in this manual.

National Association of School Psychologists. (1994). Standards: Training programs, field
placement program and credentialing standards. Bethesda, MD: Author, 37 pages.

This document establishes both the standards for training and field placement programs in school
psychology and the standards for the credentialing of school psychologists. These standards
reflect the position of the National Association of School Psychologists (NASP). Part |,
Standards for Training and Field Placement Programs in School Psychology, provides the
standards that serve as the guide to school psychology graduate education programs for students
preparing for careers in school psychology. These standards identify critical course content,
training experiences, and performance-based accountability for training programs. These
standards also serve as the basis for program evaluation of graduate education programs. Part
I1, Standards for the Credentialing of School Psychologists, provides guidance to credentialing
bodies on the requirements, structure, and procedures to be used when implementing
credentialing standards. These standards include course work requirements, practica, and
internship requirements and define the professional knowledge and competencies that must be
demonstrated for the awarding of the credential of school psychologist.
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This document provides the foundation of training requirements and standards for the
professiona practice of school psychology. It iscomprehensive, widely used as the standard for
graduate level training programs, and provides guidance to credentialing bodies. It also setsthe
standard for the credential of Nationally Certified School Psychologists (NCSP).

National Association of Social Workers. (Undated). NASW Standards for the practice of social
work with adolescents. Washington, DC: Author, 15 pages.

These standards for social work practice address the knowledge and skills needed by social
workers who work with adolescents to help them deal with their problems. It also contains
standards for administrators of youth agencies. The standards represent goals to strive for, as
budgets, resources, and personnel shortages often prevent implementation of the standards.
Although comprehensive, the standards do not deal with the speciaized areas of expertise needed
for some adolescents such as those in gangs, substance abusers, and those who are parents.
Included in the document are standards relating to understanding adolescent development and
family dynamics; empowering adolescents; knowledge of the legal, regulatory, and administrative
requirements and resources for youth and their families; maintaining confidentiality; and
participating in multidisciplinary case consultation across agencies that provide services to
adolescents and their families.

National Association of Social Workers. (1981, February 14). NASW Standards for social work
practice in child protection. Washington, DC: Author, 34 pages.

This document, approved by the National Association of Social Workers (NASW) at its meeting
on February 14, 1981, describes standards for the attainment of competence for al socia workers
in child protective services (CPS). These standards are further divided into those for the
administrator of the CPS agency, the CPS supervisor, the CPS worker, and those social workers
employed in settings other than child protective services. Additionally, ataxonomy of standards
and a code of ethics are included as well. These standards recognize both the general and
specialized aspects of socia work that are necessary to alleviate the social, economic, and
persona conditions that contribute to child abuse and neglect. The standards are established with
the commitment to viewing the family as a dynamic system, seeking new knowledge and refining
skills, working with other professionals and community agencies, and supporting needed
legidative and ingtitutiona change within and outside the CPS system. The goals of the standards
are 1) to document the ethics, values, knowledge, and skills of social workers and 2) to establish
professional expectations in order to monitor, evaluate, and improve their performance.

The standards in this document cover generic and specialized knowledge, skills, and values for
professional workers and managers in child protective services, they are very detailed and address
awide range of activities performed in both public and private sector agencies. However, the
material is dated and, consequently, does not address many of the social issuesimpacting children
and families, such as violence or system reform issues (e.g., permanency planning and building
on family strengths).
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52. National Association of Social Workers. (1992, June 18). NASW Standards for school social
work services (Rev. ed.). Washington, DC: Author, 25 pages.

This publicationisarevision of the original 1978 Standards for Social Work Services in School,
which has served as guidelines to the development of school social work. The revised standards
are intended to reflect and promote professionally sound practice as well as changing practices
and policies. Section |, entitled Standards of Competence and Professional Practice, contains
16 standards. Competence is defined as the synthesis of professiona behaviors that integrate
knowledge, skills, and activities in the performance of tasks of school social work. Professional
practice relates to the standards of ethics, provision of services, and responsibilities that school
social workers are expected to maintain. Section |1, Standards of Professional Preparation and
Development, relatesto the level of training required for school social work practice and contains
five standards. Section 111, Standards of Administrative Structure and Support, contains 12
standards which define adequate administrative structure and support. Three appendices include
recommended school social worker to student ratios, knowledge, skills, and abilities areas and
dimensions,; and a glossary of terms and a code of ethics.

The primary weakness of this publication isthat the material revised in 1992 does not reflect the
changing environment and move to behaviora hedlth care. In addition, the knowledge, skills, and
abilities are quite general and lack sufficient detail to be used, for example, as performance
indicators.

See following document cross-referenced under Competencies for Specific Practice Areas (Document
Number 53):

53. Rycus, JS. & Hughes, R.C. (1994). Child welfare competencies: Promoting family-
centered, culturally relevant, and interdisciplinary child welfare practice and training (2nd
ed.). Columbus, OH: Institute for Human Services, 77 pages.

Competencies for Specific Practice Areas

53. Rycus, J.S. & Hughes, R.C. (1994). Child welfare competencies: Promoting family-centered,
culturally relevant, and interdisciplinary child welfare practice and training (2nd ed.).
Columbus, OH: Institute for Human Services, 77 pages.

This document contains standards of practice for child welfare caseworkers, supervisors and
managers, foster parents, and juvenile service workers. [According to the document thereis also
available an Individual Training Needs Assessment and computer software for administration and
competency-based training system. These latter items were not available for review.] The child
welfare competencies are written from the perspective of apublic child welfare system. They are
very comprehensive and meant to cover the full range of behaviors for competent practice. They
are written at amid-range of abstraction and generally do not address specific behaviors. They
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were prepared with the involvement of the child welfare systems in several states and the Child
Welfare League of America

The competencies address child development, cultural competence, child protective services, lega
issues, supervision, and foster parenting among other topics. Each section could be used (and,
as the introduction suggests, has been used) as the basis for devel oping more detailed curricula
and/or training plans for staff. Accompanying materials indicate that an instrument has been
designed as atraining needs assessment. This set of standards has the potentia to move the child
welfare field forward dramaticaly if every child welfare worker, supervisor, foster parent, and
juvenile services worker actually practiced according to these guidelines. Application depends
on graduate schools, managed care entities, and others emphasizing and implementing ongoing
training, education, and supervision in order to incorporate these competencies into practice.
Competencies are also included for specialized areas. adoption, independent living, and culture
and diversity. These standards are ambitious but provide a strong foundation.

These competencies lack definition of key concepts such as "family-centered,” "cultural
competence,”" and others, athough the content implicitly supports and develops some of these
ideas. The philosophy/guidelines for practice are not present at this level of abstraction. For
example, the section on assessment delineates the principles that workers should be able to
identify family strengths and areas of need but does not provide any "how to" information.
However, training could be developed to explicate specific learning in each section. 1t would be
difficult to know when someone had mastered each standard. Professiona judgments require
complex sets of knowledge, skills, attitudes, and behaviors.

In the section addressing competencies for juvenile service workers, adequate attention is not paid
to attitudes and self knowledge, which are especially important when the worker is dealing with
populations whose persona experience are different. There needs to be greater emphasis on
cultura competence, the basis of violence, knowledge about gangs, and other such issues
essential for workers to be effective in serving a population of juvenile offenders. Specific
techniques and skills are not addressed as thoroughly as necessary to intervene successfully with
this growing and difficult population.

Outcome Guides/Studies

This section includes materials developed to provide guidance around establishing and evaluating
outcomes of service delivery and treatment interventions for children and adolescents with mental
health problems and their families.

54. Nicholson, J. & Robinson, G. (1996, May). A guide for evaluating consumer satisfaction with

child and adolescent mental health services. Boston, MA: Judge Baker Children's Center, the

*The material in this section does not reflect acomprehensive review of the literature on outcomes related to

child and adolescent mental health.
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Technical Assistance Center for the Evaluation of Children's Mental Health Systems, 66 pages.

This material presents an overview for evaluating consumer satisfaction with child and adolescent
menta health services. Included isareview of the "state-of-the-field" in consumer satisfaction,
an approach for developing a plan to measure consumer satisfaction, and information on how to
select, modify, or create an instrument as well as how to interpret and use the results. An
appendix contains a comprehensive description of instruments that address consumer satisfaction
with child/adolescent mental health services currently available.

This materid is current and well organized, providing both a basic overview of the "state-of-the-
art" and a practical "how to" approach in an area that is acknowledged to be in an early
development phase. The document acknowledgesthat 1) it is crucia to solicit the opinion of the
recipients of a service in determining if the services are useful, helpful, timely, accessible, and
meaningful; 2) there is alack of atheoretical base for the study of consumer satisfaction with
much work needed to be done quickly in this area; 3) consumer satisfaction instruments may not
in fact be measuring what families think are important elements of consumer satisfaction; and, 4)
consumer satisfaction instruments do not consider cultural and socio-economic differences.

The document's weaknesses include 1) a lack of recognition that consumer evauation of the
performance of service providers can have a significant impact on promoting accountability and
quality assurance and 2) little discussion about the importance and use of consumer satisfaction
instruments in a managed care environment.

Training Materials and Curricula

This section includes training curricula developed for staff of child-service agencies, for specific
service areas, and for specific disciplines.

55. Behar, L. & Zipper, 1. (1994). Case management for children's mental health: A training
curriculum for child-serving agencies. A joint project of the North Carolina Division of Menta
Health, Developmental Disabilities, and Substance Abuse Services and the University of North
Carolinaat Chapd Hill, School of Social Work.

This is a compilation of materias that can be used, in part or as a whole, to guide the
development of in-service training workshops for family case managers on topics related to case
management and family services.

This curriculum is a comprehensive approach to training on a variety of content areas related to
case management in children's mental health. The 14 modules cover awide variety of relevant
topics. Each module includes learning objectives (the desired outcomes for training); a plan for
delivery; the specific points to be addressed; trainer ingtructions; and masters/originas from which
handouts and overhead transparencies can be reproduced. The content is concise, well-organized,
and relevant. The main points are listed in bullet form with supporting discussion. References
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and resources are provided for further research and devel opment by the trainer, as needed. There
is logic and continuity in the sequencing of modules. The curriculum allows the trainer
considerable discretion in how to utilize the materials. The curriculum aso provides a model
related to supervision. Training methods combine presentation with group activities, case
examples, and other exercises that develop self-awareness and help trainees master the content
being taught.

The curriculum would be most appropriate for practitioners with little to no understanding of
what constitutes case management. The curriculum is very strong in developing trainee
awareness and knowledge. The mgority of the curriculum would be too basic for experienced
case managers, particularly those who are familiar with a family-centered, community-based
approach. The exceptions might be selected later modules that apply case management to specific
service or practice areas (crisis intervention, mental health assessment and intervention, early
intervention, and team development). While the curriculum is strong in imparting knowledge and
hel ping trainees understand how such knowledge should be applied in practice, it is less strong
in promoting skills development. However, the curriculum provides resources whereby trainers
could further expand upon the modules, as desired, to promote skills development. The
curriculum would be best used by a skilled trainer with comprehensive knowledge of family-
centered services and case management practice. Specific training strategies and activities are not
developed to promote transfer to learning.

Child Mental Health Training Curriculum. (Undated). Columbia, SC: Prepared for the South
Carolina Department of Mental Health by the University of South Carolina, College of Social
Work, Center for Child and Family Studies.

This material is a comprehensive, multi-disciplinary, child mental health training curriculum
intended to increase the knowledge, skills, and leadership capacities of child mental health
professionals in South Carolina, specifically in the Department of Mental Health, and improve the
quality of care for children with severe emotional disturbances and their families. This training
initiative was devel oped because there is currently no master's or doctoral degree program in the
state with an intensive child and adolescent mental health program; as aresult, thereis alack of
mental health practitioners with expertise in children and adolescents. The training is designed
for individuals with awide variety of educationa backgrounds including psychology, socia work,
child development, and counseling and is guided by the CASSP principles. Thethemes of training
incorporate an approach that is community-based, multi-systemic, family-focused, culturally
competent, and strengths-based.

The Child Mental Health Training Curriculum (CMHT) has been organized into four volumes.
The first volume, Resources for Child Mental Health Practitioners, contains materials trainees
should review before beginning the classroom training. Three main content areas for the resource
book include normative child development, standard child psychopathology, and family systems
theory. The second volume contains materials for the first two weeks of classroom training
focused on the theoretical aspects of working with children with severe emotional disturbances
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and their families including phenomenology and personal construct theory, cultural competence,
cognitive and socia learning theory, and an overview of family work and community-based
mental health services. The second week of training focuses on application and practice
highlighting assessment, treatment, and case management. The third and fourth volumes contain
materials for the nine follow-up training sessions, which consist of monthly two-day classroom
sessions designed to build and elaborate on earlier training levels. Outcome objectives are
included in the training.

The CMHT is a comprehensive curriculum that incorporates the principles and values delineated
on page 3 and provides an extensive overview of the knowledge base for working with children,
adolescents, and their families. While developed for South Carolina, this curriculum has broad
applicability and would be useful and relevant for child and adolescent menta hedlth practitioners
in other states and communities. The curriculum guide is very detailed in both the session
descriptions and content covered, but implementing the training clearly requires highly- skilled
trainers who are comfortable with and knowledgeable about the material and content areas
referenced. Because of the comprehensiveness and the leve of detail, the materid islengthy and
difficult to review without going page by page. It would be helpful to have a guide to provide
amore concise view of content. (There does not seem to be atable of contents for the CMHT.)
Included in the CMHT are maor sections that reference documents such as Stroul and
Friedman's System of Care. This material would benefit greatly from improved packaging.

Early, T.J. & Litzdfelner, P. (1992, June). Crisis intervention with children and adolescents with
severe emotional disturbances or mental illness and their families: A training curriculum. The
University of Kansas, School of Social Welfare under contract with South Carolina Department
of Mental Health for the Southern Human Resources Development Consortium for Mental
Health, 293 pages.

Thisisafive-day in-service training curriculum. It is designed, "primarily for use by community
menta health professionals to be used in home-based work with children and families." This
resource was designed as atraining resource and has primary utility for this purpose. Its strengths
are asfollows:
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Curriculum is readable, clearly outlined, well-organized, easy to use. Activities and
content are arranged in alogical manner. It iseasy to locate materials referenced in
the curriculum. Sequential numbering of activities, resource papers, and handouts
assistsin locating materials.

The competencies (knowledge and skills) taught in the curriculum are clearly
delineated as "learning objectives’. The curriculum contains both broad competencies
for the curriculum as a whole and more specific competencies for each individua
section of the training. The competencies are consistent with and support the normal
sequence of learning (devel oping awareness, knowledge, and understanding prior to
addressing application and skill).

The values underlying the curriculum are clearly stated and presented in trainer
instructions, and are given to trainees in handouts.

The curriculum is well-sequenced. It initially develops trainees awareness and
provides knowledge in topic areas that are prerequisite to crisis counseling, before
addressing skill development. It then applies concepts to specific situations - e.g.,
aggressive and suicidal youth. The sequencing content is generally coherent and
logical.

The curriculum utilizes principles of adult learning throughout. Activities develop
relationships, between group members and between group and trainers, prior to
beginning the training. Trainees expectations for the training are elicited early in the
training. Experiential learning activities are used throughout the curriculum.

The curriculum assures that trainees understand the importance of cultural factors,
family strengths, and careful listening when providing family services. The curriculum
also focuses on concrete and immediate interventions when confronted with families
in crisis and then applies concepts to work with aggressive or suicidal youth.

The documents' limitations are as follows:

The stated intended audience is too broad for best use of the curriculum. While the
topic is appropriate for awide variety of practitioners, the limited depth of the content
in this curriculum makes it most appropriate for para-professionals, family service
aides, and case managers, who have had little to no prior socia work training and
whose primary role isto recognize familiesin or near crisis, to provide interpersonal
support, and to refer families for services.

The content is the weakest part of this otherwise well-developed curriculum. While
the topics covered by the curriculum are all very relevant, the curriculum fails to fully
develop the content, thereby promoting only a superficial understanding of crisis and
its dynamics.

As the curriculum is currently written, the quality of the training would be largely
dependent on the trainers depth of knowledge and experience in crisis intervention
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theory and practice. However, the basic structureisin place. Further development
and delineation of content would greatly improve the effectiveness of this curriculum.
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- AN_T7D



Andres Pumariega, M.D.
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