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EMERGING TRENDS IN MENTAL HEALTH CARE
FOR ADOLESCENTS

THURSDAY, JUNE 6, 1985

House oF REPRESENTATIVES,
SeLEcT COMMITTEE ON CHILDREN, YOUTH, AND FAMILIES,
Washington, DC.

The committee met, pursuant to notice, at 9:30 a.m., in room
2257, Rayburn House Office Building, Hon. George Miller presid-
ing.

Members present: Representatives Miller, Coats, Sikorski,
Wheat, McHugh, Boggs, Wolf, Boxer, Johnson, and McKernan.

Staff present: Alan J. Stone, staff director and counsel; Ann
Rosewater, deputy staff director; Marcia Mabee, professional staff;
Mark E. Souder, minority staff director; Carol Statuto, minority
professional staff member; and Linda Belachew, secretary/corre-
spondent.

Chairman MirLer. The Select Committee will come to corder.

The purpose of this morning’s hearing is to take a look at the
emerging trends in mental health care for adolescents, especially
those youagsters struggling with psychological or emotional prob-
lems, or with drug and alcohol dependencies.

This year, the Select Committee has already held two hearings
addressing the problems of alcoholism and its implications for fam-
ilies. Today, we will explore some of the emerging trends, and the
methcds available to treat youngsters with emotional and sub-
stance abuse problems.

Significant changes in insurance coverage seem to be quickly ex-
panding certain services for adolescents, especially in-patient psy-
chiatric and drug-related hospitalization. At the same time, public
mental health resources, especially community-based treatment al-
ternatives, are becoming more and more scarce.

I’'m concerned by this trend, because all families in crisis deserve
access to appropriate care, not just those who have private insur-
ance coverage. I'm also concerned that, if such a trend is indeed
taking place, it be for appropriate care and not just some kind of
incarceration. Generally, I believe, increased mental health cover-
age is a positive development, but we must be cautious to avoid the
possible negative consequences.

We are here today to learn more; are there increased admissions
for youth in hospitalization in psychiatric or in chemical-dependen-
¢y units? If so, what forces are driving this increase, and is such
care appropriate?

€8]
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Do these new trends give any more hope for the milli 1s of chil-
dren already without needed mental health services, or, as the
GAOQ report which I requested and which will be available in a few
weeks will show, will there continue to be more minority youth in
public facilities and white youth in private hospitals or clinics?

As always, we will hear today from clinicians, researchers, pro-
viders, patients, and children in our effort to educate ourselves. I
look forward, as I'm sure the other members of this committee do,
to gaining insights from the record we will create today.

[Opening statement ot Congressman George Miller follows:]

OPENING STATEMENT OF HON, GEORGE MILLER, A REPRESENTATIVE IN CONGRESS FrOoM
THE StaTE OF CALIFORNIA, AND CHAIRMAN, SELECT COMMITTEE ON CHILDREN,
YouTtH, AND FAMILIES

Young people and their families, especially those youngsters stuggling with psy-
chological or emotional problems, or with drug and slcohol dependencies, are the
subject of today’s hearing. This year, the Select Committee has already held two
hearings addressing the problem of alcoholism and its implications for families.
Today we will explore some of the emerging trends in the methods available to treat
youngsters with emotional and substance abuse problems.

Signiticant changes in insurance coverage seem to be quickly expanding certain
services for adolescents—especially inpatient psychiatric and drug-related hospitali-
zation. At the same time, public mental health resources—especially community-
based treatment alternatives—are becoming more amd more scarce,

I am concernaed by this trend, because all families in crisis deserve access to ap-
propriate care, not just those who have private insurance coverage. I am also con-
cerned that, if such a trend is indeed taking place, it be for appropriate care, and
not just a kind of incarceration.

Generally, I believe increased mental health coverage is a positive development,
but that we must be cautious to avoid possible negative consequences.

We are here today to learn more.

Are there increased admissions of youth for hospitalization in psychiatric and
chemical dependency units?

If so, what forces are driving this increase and is the care appropriate?

Do these new trends give any hope for the millions of children already without
needed mental health services? Or, as a GAO report I requested and which will be
available in a few weeks shows, will there continue to be more minority youth in
public facilities, and white youth in private hospitals or clinics?

As always, we will hear today from clinicians, researchers, providers, parents, and
children, in our effort to educate ourselves.

I look forward, as I'm sure all members of Congress do, to gaining insight from
the record we will create today.

Chairman Mmrer. Mr. Sikorski, do you have a statement you
would like to make?

Mr. Sikomski. Thank you, Mr. Chairman. I commend you for
holding this hearing. I'd like to welcome the witnesses here today,
especially my fellow Minnesotaus.

In Minnesota, we take the protection of ocur most precious re-
source, our children, very seriously. In fact, I chaired the Select
Committee on Juvenile Justice while a member of the Minnesota
Senate, and headed our Health, Welfare and Corrections efforts on
behalf of children.

I serve on the Board of the Minnesota Mental Health Advocates
Coalition, and while in the Senate, I had the opportunity to work
closely with Ira Schwartz on health issues. He's dedicated and de-
termined and I commend him for spurring national interest in the
problems we're examining today.

T'd also like to thank my constituents, Barbara and Marissa
DeFoe, for their courage and willingness to share with the commit-
tee their traumatic experiences.
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All of us have to be deeply troubled by the question of over-insti-
- tutionalization of teenagers with psychiatric and chemical depend-
ency problems, and some who have none of these problems, but are
institutionalized, nonetheless. Today, we intend to examine the
numbers; why there is such an apparent increase, the effect of this
institutionalization on adolescents, and any remedial steps we need
to take.

Clearly, we have to develop a range of appropriate alternatives
for adolescents, educate the public on the value of quality out-pa-
tient care, and encourage insurance laws that, provide greater bal-
ance between treatment programs and alternatives.

Our children must not be used as pawns in a game of emotions
and economics between parents, providers and insurance compa-
nies.

Once, again, Mr. Chairman, thank you for having the hearing.

[Opening statement of Congressman Gerry Sikorski follows:]

OPENING STATEMENT OF HON. GERRY SIKORSKI, A REPRESENTATIVE IN CONGRESS FROM
THE STATE OF MINNESOTA

T'd like to welcome the witnesses here today-—especially my fellow Minnesotans.
In Minnesota we take protecting the rights of our most precious resource—our chil-
dren—very seriously. In fact, I chaired the Select Committee on Juvenile Justice
while a member of the Minnesota Senate, and headed our health, welfare and cor-
rections’ efforts on behalf of childen.

[ serve on the Board of the Minnesota Mental Health Advocates Coalition, and
while in the senate I had the opportunity to work closely with Ira Schwartz on
health issues. He is dedicated and determined, and I commend him for spurring na-
tional interest in the problems we're examining today. I'd also like to thank my con-
stituents, Barbara and Marissa DeFoe, for their courage and willingness to share
with the committee their traumatic experience,

All of us have to be deeply troubled by the question of over-institutionalization of
teenagers with psychiatric and chemical dependency problems. Today we intend to
examine the numbers; why there is such an apparent increase; the effects of this
institutionalization on adolescents and any remedial steps we need to take.

Clearly, we must develop a range of appropriate alternatives for adolescents, edu-
cate the public on the value of better outpatient care and encourage insurance laws
that provide greater balance between treatment programs.

Our children must not be used as pawns in a game of emotions and econoraics
between parents, providers and insurance companies.

Chairman Mirrer. Thank you. Without objection, I would like to
include in the record, after the opening statements, a fact sheet
prepared by the staff on the emerging trends in mental health cov-
erage for adolescents.

T'd like to recognize Congressman Coats, the ranking minority
member of the Select Committee,

Mr. Coats. Thank you, Mr. Chairman. I apologize for being late.
I've been late for everything so far today.

Chairman MiLLER. Sounds like one of those days.

Mr. Coars. It really has been one of those days.

This hearing, on the emerging trends of mental health care for
adolescents, raises some very serious issues. I look forward to all
the testimony that we’re going to be hearing today.

The first issue that is of major concern to me, is the apparent
trend toward increasing use of inpatient hospitalization. It seems
that there are several ways to interpret this, and all the interpreta-
tions rest on a clear understanding of the diagnostic criteria used
to recommend hospitalization of a teen.
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Are these criteria so vague and ambiguous as to allow abuse,
such as the unnecessary confinement of troubled teens for profit, or
are the diagnostic criteria well-defined, and widely accepted? If so,
one could conclude that perhaps this confinement increase is due
to a rise in the number and severity of severely emotionally dis-
turbed teens. Or, alternatively, is the increase due to heightened
sensitivity by parents of the benefits of early intervention?

Frankly, I don’t know these answers, but I'm hoping that in this
hearing we can clarify these issues. Whether children are placed in
detention centers, inpatient psychiatric units, or substance abuse
treatment facilities, clearly rests on who decides on where and
when to place these teens, the reasons for the placements and the
alternatives that exist to institutionalization.

I'm looking forward to testimony that will bring this information
out.

It is equaily important that our committee really understand
what the factors are that lead teens to be increasingly troubled,
and subject to these kinds of alternatives. In other words, what is
the underlying cause of this apparent crisis in the mental health of
our children? Where do their troubles begin, and how can effective
intervention and prevention strategies be developed to help these
{'ami}?ies cope, and to help children lead productive and satisfying
ives?

Mr. Chairman, I regret that I won’t be able to be present for the
entire hearing, to hear all the testimony of each of the witnesses.
Unfortunately, another one of my committees is meeting right now
on the subject of the proposed sale of Conrail, an issue of extreme
importance to my district.

I have, however, read the testimony of each of the witnesses. 1
will attempt to be present for as much of their testimony as possi-
ble. I also ask unanimous consent that we leave the record open for
the customary time so that we can submit additional views and
comments.

Thank you, Mr. Chairman.

[Opening statement of Congressman Dan Coats follows:]

OPENING STATEMENT OF HoN. DaN CoATs, A REPRESENTATIVE IN CONGRESS FROM THE
StaTE OF INDIANA, AND RANKING MiNoRITY MEMBER, SELECT COMMITTEE ON CHIL
DREN, YOUTH, AND FAMILIES .

Mr. Chairman: This hearing on the “Emerging Trends in Mental Health Care for
Adolescents” raises some very serious issues. I look forward to all of the testimony
that will be presented here today.

The first issue that is of major concern to me is the apparent trend toward in-
creasing use of in-patient hospitalization. It seems that there are several ways to
interpret this—all of the interpretations rest on a clear understanding of the diag-
nostic criteria used to recommend hospitalization of a teen. Are these criteria so
vague and ambiguous as to allow abuse such as the “unnecessary” confinement of
troubled teens “for-profit?”’ Or, are the diagnostic criteria well defined and widely
accepted? If so, one could conclude that, perhaps, the confinement increase is due fo
a rise in the number and severity of severely emotionally disturbed teens? Or, per-
haps, the increase is due to heightened sensitivity by parents of the known benefits of
early intervention? Frankly, I don’t know, but I am hoping that this hearing will
clarify the issue.

Whether children are placed in detention centers, in-patient psychiatric units or
substance absue treatment facilities clearly rests on who decides where to place the
teens, the reasons for the placements, and the alternatives that exist to institution-
alization. I am looking forward to testimony that will bring out this information.
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It is equally important that our Committee really understand what the factors are
that lead teens to be increasingly troubled. In other words, what is the underlying
cause of this apparent crisis in the mental health of our children? Where do their
troubles begin? How can effective intervention and prevention strategies be devel-
f'ped?to help these families cope and to help children lead productive and satisfying
ives?

Mr. Chairman, I regret that I cannot be personally present to hear the testimony
of all the witnesses. Unfortunately, another of my Committees is meeting on the
proposed sale of Conrail, an issue of extreme importance to my district. I have, how-
ever, read the testimony of the witnesses.

Chairman MirLer. Without objection. Thank you.
[Fact sheet referred to follows:]

EMERGING TRENDS IN MENTAL HeaLTH CARE FOR ADOLESCENTS—A FACT SHEET

ADMISSIONS OF ADOLESCENTS TO INPATIENT PSYCHIATRIC FACILITIES ARE INCREASING

Between 1980 and 1984, admissions of adolescents to private psychiatric hospitals
increased an estimated 450%—-rising from 10,764 to 48,375. (NAPPH, 1985)

Nationwide, the number of children and youth in facilities caring for dependent
and neglected children declined 539% between 1966 and 1981-—from 60,459 to
24,712—while the number of children and youth in facilities caring for mentally ill
ix;d emotionally disturbed children increased 57%—from 21,904 to 34,495. (GAQ,

85)

In Minnesota, the rate of psychiatric admissions for juveniles has increased from
91 per 100,000 admissions in 1976 to 184 per 100,000 in 1983. The proportion of juve-
niles receiving inpatient treatment for chemical dependency increased from 17% in
1978 to 23% in 1982, (Ira Schwartz, Marilyn Jackson-Beeck, Roger Anderson,
“Crime and Delinquency,” July, 1984)

MANY PSYCHIATRIC ADMISSIONS FOR ADOLESCENTS MAY BE UNNECESSARY WHILE THE
MAJORITY OF SERIOUSLY ILL CHILDREN GO UNTREATED

Of the estimated 3 million seriously disturbed children and youth in this country,
two-thirds are not getting the services they need. Many others receive inappropriate
care—studies suggest at least 409 of the hospital placements of children and youth
are unnecessary, or the children remain much too long. (Children’s Defense Fund,
1982; L. B. Silver, paper presented at the American Psychiatric Association/Society
of Professors of Child Psychiatry Conference, 1983)

In 1982, Blue Shield of Minnesota found that 25% of juveniles’ inpatient days in
Minnesota psycaiatric and chemical dependency facilities were medically unneces-
sary. (Schwartz, Jackson-Beeck, Anderson, 1984)

The top five diagnoses for juveniles admitted to Minnesota psychiatric facilities in
1982 were very broad and not clearly indicative of serious mental illness: (1) disturb-
ance of emotion specific to childhood and adolescence; (2) neurotic disorder; (3) dis-
turbance of conduct; (4) unspecified adjustment reaction; (5) depression. (Schwartz,
Jackson-Beeck, Anderson, 1984)

According to a recent GAO survey of three states, of the youth that continue to be
placed in juvenile justice facilities, the majority are non-white, while over 70% of
children and youth placed in health facilities are white. (GAO, 1985)

ONCE LARGELY PUBLIC, MENTAL HEALTH CARE IS INCREASINGLY A PRIVATE SERVICE

Services for children and adolescents

In 1966, 7.6% of the 145 psychiatric facilities for children and youth i the U.S.
were operated for profit; by 1981, 17.1% of 369 facilities were operated for profit—a
125% increase. (OJJDP, 1983)

Services for the general population

In the mid-1950’s, 97% of psychiatric beds were in specialized public hospitals; by
1982, 76.5% of beds were under public auspices—16.4% were in private non-profit
general medical hospitals, and 7.1% were in for-profit facilities. {Mark Schlesinger
and Robert Dorwart, New England Journal of Medicine, October 11, 1984)

While representing only 7.1% of the total, for-profit psychiatric beds increased
150% between 1969 and 1982. By 1982, 85% of all for-profit psychiatric facilities
were controlled by multifacility corporations—nearly two-thirds by the five largest
chains. (Schlesinger and Dorwart, 1984)
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A 1973 NIMH survey of halfway houses and community residences for the men-
tally ill revealed that 10% of responding facilities were operated for profit; by 1977,
50% of all such facilities were operated by for-profit multifacility chains. (Schlesin-
ger and Dorwart, 1984)

FACTORS THAT MAY BE FUELING INPATIENT PSYCHIATRIC ADMISSIONS OF ADOLESCENTS

States are deinstitutionalizing troubled youth in juvenile justice facilities

In 1979, 199,341 non-delinquent youth were held in secure facilities; by 1981,
22,833 non-delinquent youth were in such facilities. (OJJDP, 1984)

Nationwide, the number of children and youth in residential care decreased be-
tween 1966 and 1981—from 155,905 to 131,419.

Community-based alternatives are not keeping pace with the needs of troubled youth

In 1981, the Community Mental Health Centers Act was repealed. Funding for
community mental health centers was folded into the Alcohol Drug Abuse and
Mental Health block grant and has been reduced by more than one-third—from
$306 million in FY 1981 to $227 million in FY 1984, (NIMH, 1984)

While many states have instituted successful programs to prevent institutionaliza-
tion of troubled youth, development of necessary services has been hampered by
state budgetary constraints and reductions in federal support. Long-range planning
has also been severely hampered by uncertainty over the future of the Juvenile Jus-
tice Delinquency and Prevention Act. (Testimony, State Juvenile Justice Advisory
Groups, House Subcommittee on Human Resources, March 7, 1984)

Many states currently mandate mental health coverage; inpatient care more exten-
stvely covered than outpatient care

Currently, 13 states have passed laws mandating insurance coverage for psychiat-
ric care (APA, 1985), 21 states mandate coverage for treatment of alcoholism, and 11
states mandate coverage for treatment of drug addiction NASADAD, 1985).

On June 3, 1985, in a unanimous decision, the U.S. Supreme Court in Metropoli-
tan Life Insurance Company v. Commonwealth of Massachusetts upheld a state’s
right to mandate coverage of specific conditions and illnesses by private insurers. It
is expected many more states will enact laws mandating insurance coverage of psy-
ch}gatdc and chemical dependency treatment. (National Mental Health Association,
1985)

58% of employees in medium and large size establishments have insurance poli-
cies which provide the same coverage for inpatient care for mental illness as they
do for other illness, but only 10% of employess receive comparable benefits for out-
patient mental health care. 54% have outpatient care subject to a 50% copayment,
and 62% have separate dollar limits, often $1,000 (APA, 1984).

Chairman MiLLEr. The first panel the committee will hear from
will be made up of Ira Schwartz, who is a Senior Fellow at the
Hubert Humphrey Institute of Public Affairs, University of Minne-
sota; Barbara DeFoe, who will be accompanied by her daughter
Marissa DeFoe, of Coon Rapids, MI; and Dr. James Egan, who’s the
Chairman of the Department of Psychiatry, Children’s Hospital
National Medical Center, Washington, DC.

If you'll come forward, please, and take a seat at the——

Mr. Sixorski. It's Coon Rapids.

Chairman MitLeR. Coon Rapids.

Mr. SixorskL I know these Minnesota names are tough.

Chairman MiLLER. Welcome to the committee. We appreciate you
taking your time to come down and to share your expertise and
yvour thoughts with us.

Ira, we'll begin with you. Feel free to proceed in the manner
with which you’re most comfortable. Your written statement, if
you have one, will be entered into the record in its entirety.
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STATEMENT OF IRA M. SCHWARTZ, SENIOR FELLOW AND DIREC-
TOR, CENTER FOR THE STUDY OF YOUTH POLICY, HUBERT H.
HUMPHREY INSTITUTE OF PUBLIC AFFAIRS, UNIVERSITY OF
MINNESOTA

Mr. ScawarTz. Mr. Chairman, members of the committee, I
want to thank you for inviting me to testify here today. I do have a
copy of my written testimony, which I will leave to have entered
into the record.

I also want to commend the committee for holding this hearing
on the issue of the growing numbers of juveniles being placed in in-
patient psychiatric and chemical dependency programs in private
hospitals and also in free-standing residential units.

I think, as we begin to dig into this, we'll find that it’s a very
very complex issue, and also one that I think is beginning to show
up in a number of other States, and eventually, I think, will unfold
as a problem of national significance.

Although I'm the director of the Center for the Study of Youth
Policy at the Humphrey Institute at the university, the views that
T’ll be expressing today are my own, and not those of the institute
or the university. Neither of those institutions take positions on
the public policy.

However, I will be talking a little bit about some of the findings
of our research at the center.

Very briefly, Mr. Chairman, and members of the committee, I'm
sure you're all aware of a recent CBS evening news broadcast
which documented the fact that admissions to inpatient psychiatric
units in private psychiatric hospitals jumped dramatically from
1980 to 1984. In fact, the admissions represented an increase of
nearly 350 percent.

However, our research indicates that really these figures prob-
ably only tell a very small picture. We found, for example, based
on our research in Minnesota, that the number of juvenile psychi-
atric admissions to hospitals in the Minneapolis-St. Paul area vir-
tually tripled between 1976 and 1984. There was a doubling of the
inpatient days of care and the rate per 100,000 of admissions more
than tripled. And we expect that those numbers will continue to go
up, because, as recently, I think, as Z weeks ago, another hospital,
general hospital, 73-year-old Eitel Hospital, announced that it was
closing and would be reopening as a juvenile psychiatric program.

All of these admissions were in general hospitals; none were in
the one private psychiatric hospital which is located in the State of
Minnesota. And my contacts with executives in the insurance in-
dustry, with child welfare advocates, mental health advocates, juve-
nile justice professionals, indicate that, in those States where this
is expanding, it appears to be occurring largely in the private gen-
eral hospitals throughout the United States.

And so, I think, that, as we begin to look into this, we’ll find that
probably that is where the greatest increase is taking place.

I'd like to share with you a few issues that were raised as a
result of our research. First of all, we found that the vast majority
of the placements in these inpatient psychiatric and chemical de-
pendency units in the State of Minnesota were largely voluntary
placements, and largely paid for by third-party health care reim-
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bursement. The third-party health care reimbursement came into
play because of Minnesota’s mandatory mental health insurance
laws. Those laws were passed in the early 1970’s out of a real recog-
nition of problems related to mental health and substance abuse in
our State.

The problem was that when the laws were passed they simply
said that, at the time if you, Blue Cross and Blue Shield, want to
sell insurance in the State of Minnesota, you had to provide cover-
age for mental health and chemical dependency treatment.

The law went on to say that you have to pay or provide only 80
percent of the first $600 for outpatient care and full cost for up to
28 days for inpatient care. And nothing more than that. Conse-
quently, with the laws being written as vague as they were, with
declining admissions to hospitals because of improved physical care
in the community, and because of shortened average lengths of
stay, this created enormous potential for the growth of these pro-
grams as well as the potential for abuse.

" Many other States have replicated Minnesota’s law i1 various
orms.

The other thing that we found is that many young people are
being admitted to the units in the State of Minnesota for such
things as conduct disorder, adolescent adjustment reaction, atten-
tion deficit disorder, and in the chemical dependency units for
being chemically dependent. These terms are very vague and quite
broad, and consequently, they really represent almost an open-door
policy in terms of admissions.

And this is one of the serious problems. In fact, I think Congress-
man Coats, when he talked about the issue of the criteria for ad-
n}lliSSiOnS, really touched his finger on a very important aspect of
this.

There are also some significant legal and procedural safeguard
issues. A colleague of mine in California, Barbara Lourie, who I
talked with and who's a mental hezlth advocate, basically said that
most young people in these programs are sort of in a legal twilight
zone. And the reason she says that, and I think she’s correct, is
that these admissions are voluntary but in effect, most young
people are being coerced into the programs, and when they’re
there, they're in locked units primarily, particularly in the hospi-
tals.

Now, they're not really voluntary patients because they can’t
leave on their own. And, on the other hand, they're really not in-
voluntary patients, and they don’t have the benefits of appropriate
due process and legal and procedural safeguards. So they're basi-
cally admitted as a result of decisions by their parents, usually sup-
ported by a physician, and locked into these units.

I think some of the questions that are raised by this are: Should
parents have the absolute right to admit a child to an inpatient
psychiatric or chemical dependency program against the child’s
will, particularly when parents and young people are arguing or
are at each other’s throats?

Second, should placement in a locked psychiatric or chemical de-
pendency program be left almost entirely in the hands of psychia-
trists; and, also, should juveniles be afforded some due process and
procedural safeguards?
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Another issue that’s raised, and one that I'm particularly sensi-
tive to because I had some direct involvement in this at one time,
is that it appears that a sizable number of young people who are
showing up in these programs are status offenders. The juveniles
who we've literally come off of 15 years of attempts throughout the
United States, and particularly at the Federal level, to remove
from the detention centers and training schools and jails in this
country.

Now it appears that a number of these young people who are
showing up in these units are runaways and truants and juveniles
who are incorrigible and having serious problems with relation-
ships with their parents. Also, a number of these young people are
girls, and they’re being admitted for promiscuity. And again, this is
another one of the issues that we confronted at the Federal level
with respect to the institutionalization of young people in detention
centers and training schools in the United States.

TI'm concerned about this because I do not think it was the intent
of the Juvenile Justice and Delinquency Prevention Act to remove
status offenders from the juvenile justice system only to have them
incarcerated in another system. And also, we're beginning to see
the deferential handling of young women in these facilities, which
is very much the same issue that we saw in the juvenile justice
system.

While it appears that there’s some youth that are being placed in
these programs unnecessarily, and I think our research document-
ed that, I think that new data from Blue Cross and Blue Shield of
Minnesota documents an increased volume of patient care that has
been denied because it has been determined to be medically unnec-
essary. But while there’s many youths that are getting unnecessary
care, there are also others who are being denied appropriate serv-
ice. For example, the overwhelming majority of young people in
these units, at least in our State, are white middle-class youth, and
generally youth that come from families that have insurance or
whose families can afford to pay for the cost of care.

In contrast, youths from low-income families, particularly minor-
ity families, more often than not end up being defined as being de-
linquent, and end up in the justice system. In fact, our current re-
search nationally on juvenile justice shows that now, for the first
time in history, over 50 percent of all the juveniles incarcerated in
oulr Nation’s detention centers and training schools are children of
color.,

Another disturbing factor is that there are allegations of abuse
and questionable practices. For example, there are reports of arbi-
trary and capricious use of solitary confinement; things going on in
these facilities that you couldn’t get away with in a public institu-
tion or you'd end up in Federal court. Verbal abuse on the part of
staff; little or no work with families; inadequate amounts of time
spent by psychiatrists; and the incarceration of children as young
as 2 and 3 years old.

I'm also concerned about the potential long-term adverse conse-
quences of some of these practices. I recently heard of a case in
Connecticut of a young man who's 21 years old, married, working,
wife working, doing well, and they wanted to buy a home. They ap-
plied for a mortgage, and were denied the mortgage, even though
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they had the downpayment and had adequate finances, because he
was declared to be a risk, because when he was 17 years old, he
spent 4% months in an in-patient chemical dependency unit, and
was declared to be an alcoholic.

I don’t know how common this practice might be; and I hope this
is certainly an isolated incident. But it certainly raises the question
of what are the long-term implications and aspects of being incar-
cerated or admitted to these inpatient units.

Mr. Chairman, our research has lead us to conclude that a
hidden system of juvenile control is developing in the State of Min-
nesota, and in a number of other States. It is of extreme concern to
policymakers in our State right now, and they're beginning to look
at potential remedies.

It is also a system that we found to be largely unmonitored, un-
regulated, and driven by the availability of third-party health care
reimbursement. And I think, clearly, that this is an issue that de-
mands attention on the part of policymakers, health care profes-
sionals, juvenile justice and child welfare professionals, public in-
terest groups and child advocates.

It is also, I might add, an issue that is very difficult to get a
handle on. Because we’re talking about third-party health care re-
imbursements, private hospitals, and voluntary admissions. There
are usually no records. There are no incentives for information to
be published, to appear in public circles, and consequently, it re-
quires a lot of digging to really even find out what the extent and
nature and scope of the problem really is.

With that, Mr. Chairman, I want to thank you for inviting me,
and I appreciate the opportunity to testify before this commitiee,
and would be happy to answer any questions that you might have.

[Prepared statement of Ira M. Schwartz follows:]

PREPARED STATEMENT OF IRA M. ScHwarTz, SENIOR FELLOW AND DIRECTOR, CENTER
FOR THE Stupy or YoutH Pouicy, Huserr H. HumMPHREY INSTITUTE OF PUBLIC AF-
FAIRS, UNIVERSITY OF MINNESOTA

Mr. Chairman, members of the committee, I want to thank you for inviting me to
testify today. The issue of growing numbers of juveniles being placed in inpatient
psychiatric and chemical dependency (drug and alcohol) treatment programs in pri-
vate hospitals and free-standing residential facilities, largely fueled by the availabil-
ity of third party health care reimbursement is one that demands our immediate
attention.

Currently, very little is known about this development. Undoubtedly, the interest
and involvement of the committee will help to shed light on what may prove to be a
complex problem and one of national significance.

At present, I am serving as senior fellow and director of the Center for the Study
of Youth Policy at the Hubert H. Humphrey Institute of Public Affairs at the Uni-
versity of Minnesota. While some of my comments will reflect the findings of re-
search activities undertaken at the center, the views and opinions I am expressing
on this topic are my own and not those of the Humphrey Institute or the University
of Minnesota.

Although the House Select Committee on Children, Youth and Families has been
in existence for a relatively short period of time, the committee is already recog-
nized as a key source of data and policy information of the general condition and
problems confronting children, youth and families in America. Also, the committee
has developed a solid reputation amongst policy makers, practitioners, public inter-
est groups and child advocates at the national, State and local levels.

I know that the committee is deeply concerned about the problems young people
are having with respect to chemical dependency. Also, I know that the committee is
alarmed by the extremely high rate of teenage suicide and the high incidence of
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emot%onal problems .and other stresses that impact the lives of our children and
youth.

However, while the problems confronting families and services that are respon-
sive is great, there is mounting evidence that some of the approaches used in meet-
ing the needs of troubled youth and families are inappropriate and costly. In par-
ticular, I am referring to the alarming trend of institutionalizing juveniles in pri-
vate hospitals and free standing residential facilities for chemical dependency and
psychiatric treatment, largely fueled by the availability of third party health care
reimbursement.

For example, it was recently reported on the CBS Evening News that juvenile ad-
missions to private psychiatric hospitals jumped from 10,764 in 1980 to 48,375 in
1984. This represents an increase in admissions of more than 350 percent. However,
these figures may be the tip of the iceberg because they only pertain to admissions
to the 230 hospitals that are members of the National Association of Private Psychi-
atric Hospitals.

Our research suggests that the largest number of admissions may be in private
general hospitals that have developed inpatient psychiatric and chemical dependen-
cy programs. For example, the following table depicts the admissions trends and pa-
tient days of care for juveniles admitted to Minneapolis/St. Paul area hospitals for
psychiatric care between 1976 and 1984.

TABLE [—JUVENILE PSYCHIATRIC ADMISSIONS

Year Number Rgt(em%er ngg"
1976 i,123 91 46,718
1977 1,062 88 53,730
1978 1,268 107 60,660
1979 1,623 142 68,949
1980 1,775 158 74,201
1981 1,745 159 72,381
1982 . 1,813 165 71,267
1983 2,031 184 76,899
1984 3,047 299 83,015

All of these admissions were in general hospitals. None was in the one hospital in
Minflesota that is & member of the National Association of Private Psychiatric Hos-
pitals

Also, I would like to point out that the vast majority of these admissions were

“yoluntary’” placements. In other words, they were not ordered by the courts. They
occurred as a result of parents consenting to admit their child, often upon the rec-
ommendation of a physician.

Comparable data on admissions to inpatient chemical dependency programs for
juveniles is not available. However, the indications are that the number of juveniles
admitted to these programs in Minnesota increased significantly during the late
1970’s and early 1980’s and have leveled off in the past few years. Also, it appears
that a significant number of youth in these programs come from other States.

While our formal research on the issue has been limited to the State of Minneso-
ta, we suspect that juveniles are being propelled into these programs elsewhere. In-
formal contacts with representatives from the hLealth insurance industry, specialists
in health care, juvenile justice and child welfare professionals, academics and mem-
bers of the media suggest that juveniles are being confined in hospitals in many
other States.

The psychiatric and chemical dependency treatment industries targeted toward
children and youth in Minnesota raise some important issues and policy consider-
ations. These include:

1. The majority of inpatient psychiatric and chemical dependency placements are
paid for by third party health care reimbursement. In the early 1970’s, the Minneso-
ta Legislature enacted lav's that mandated insurance companies to include coverage
for mental health and chemical dependency as a condition for selling health insur-
ance in the State. Minnesota’s laws were among the first of their kind and have
been used as a model for the enactment of similar legislation in many other States.

Minnesota's mandatory mental health and chemical dependency health insurance
laws are clinically vague and provide financial incentives favoring inpatient as com-
pared to outpatient care. This, coupled with a need for services on the part of fami-
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lies, and an excess of hospital beds, has created ideal conditions for the development
?f ingatient psychiatric and chemical dependency programs as well as the potential
or abuse.

2. There is a need to develop more specific criteria for admission to inpatient psy-
chiatric and chemical dependency treatment. Currently, juveniles are largely being
admitted to facilities for such things as emotional disturbance, conduct disorder, ad-
olescent adjustment reaction and attention deficit disorder. These categories imply a
level of diagnostic precision that has yet to be proven empirically and allow for the
Zi(ercising of virtually unbridled discretion on the part of mental health profession-

s.

3. There are significant legal and procedural safeguard questions that need to be
explored. The overwhelming majority of the youths admitted to inpatient psychiat-
ric and chemical dependency programs are admitted on a “voluntary” basis (not or-
dered by the court). More often than not, these youths are referred by their parents.
However, our research, as well as examples cited by legal aid attorneys and mental
health advocates, suggests that many youth are coerced into these programs. For
many, it means deprivation of liberty without benefit of due process.

Some of the questions that must be addressed are: “Should parents have the abso-
lute right to admit a child to an inpatient psychiatric or chemical dependency pro-
gram against the child’s will?”” “Should placement in a locked psychiatric or chemi-
cal dependency program be left almost entirely in the hands of psychiatrists?"
“Should juveniles be afforded due process and procedural protections?”

4. One of the principal objectives of the Federal Juvenile Justice and Delinquency
Act of 1974 is the deinstitutionalization of status offenders from such secure facili-
ties as detention centers, training schools, and adult jails. However, on-site visits to
facilities, discussions and interviews with psychiatrists, nurses, and social workers,
and reviews of records suggest that some of the youths being incarcerated in private
psychiatric and chemical dependency programs are status offenders. Instead of tru-
ancy, running away, incorrigibility, or inability to get along with parents, these
youths are admitted for such things as conduct disorders or chemical dependency.
Also, there is evidence that females are being admitted to psychiatric units for
promiscuity.

The intent of the Juvenile Justice and Delinquency Prevention Act was not to
have status offenders removed from institutions in the justice system only to have
them incarcerated elsewhere.

5. While it appears that many youths are being placed in inpatient programs un-
necessarily, there are others who are being denied access to appropriate services.
For example, the overwhelming majority of youth in inpatient psychiatric and
chemical dependency programs are from white, middle and upper class families
which have insurance coverage or are able to pay for the cost of care. In contrast,
youths from poor or low income families who are in need of mental health services
tend to be defined as delinquent and end up in the public child welfare or juvenile
justice systems. This is particularly the case for minority youth.

6. Another disturbing factor is that allegations of abuse and guestionable prac-
tices are mounting. For example, there are reports of arbitrary and capricious use of
solitary confinement, verbal abuse on the part of staff, little or no work with fami-
lies, inadequate amounts of time spent with patients by psychiatrists, and the incar-
ceration of children as young as 2, 8 and 4 years old.

Mr. Chairman, our research has led us to conclude that a “hidden” system of ju-
venile control is. developing in Minnesota and in a number of other States. It is a
system that is largely unmonitored, unregulated and driven by the availability of
third party health care reimbursement. Clearly, this is an issue that demands im-
mediate attention on the part of policy makers, health care professionals, juvenile
justice and child welfare specialists, public interest groups and child advocates.

Chairman MiLLER. Thank you. Barbara.

Ms. DeFok. I also want to thank you for inviting us. We really
hadn’t counted on this opportunity to tell our story, but, now we're
here, so we'll do the best that we can.

STATEMENT OF BARBARA DeFOE, PARENT, COON RAPIDS, MIN-
NESOTA, ACCOMPANIED BY MARISSA DeFOE [AGE 15], HER
DAUGHTER

Ms. DeFoE. Our experience was rather dramatic, but I'll just tell
you, as briefly as I can, what happened.
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In 1984, when school was out for the summer for my daughter
Marissa, she was preparing for a national bible quizzing competi-
tion in Ames, IA, that was to be held the last week in June.

Marissa is an identical twin, an A student, honor student, gym-
nast, concert band member, track team member, and she’s classi-
fied as a gifted child. She and her twin sister had been taking all
high-potential classes in school, and they were very active in the
church. So she probably was under a lot of stress and pressure, be-
cause she always has a real full schedule.

On June 10, 1984, Marissa had attended a powerful antiaportion
rally at church in Coon Rapids, and the next day she and her sister
picketed an abortion clinic in Minneapolis, along with members of
the church. She really didn’t want to go, but her sister made post-
ers, and her sister wanted her to come along. This was very upset-
ting for her, and she couldn’t sleep.

Marissa’s a very conscientious girl and it bothered her, and she
began to read her bible and lost a lot of sleep.

I became concerned over her lack of sleep and I called a pediatri-
cian that had only seen her once before for a physical. We had
changed pediatricians because our other one lived so far away. I
wanted a sedative to help her sleep and possibly some counseling,
if she needed that to help her with these problems.

I was at work and 1 phoned her grandmother to come over and
check on her, and her grandma came over, and Marissa decided to
walk her dog. And my mother kind of overreacts to things, and she
was really worried about Marissa. So——

Chairman MirLrLer. All of our mothers do.

Ms. DEFOE. Yes, she gets really excited.

Voicg. Let's hear it for mothers.

Ms. DeEFoE. Well, she’s a good grandma but she worries a lot.

So, Marissa went to the park to walk the dog, anyway, and the
dog came back. Well, Marissa didn’t, so grandma thought, well,
maybe she’s going to run away. She’s all upset and she called the
police. Well, I came home from work and discovered that she
wasn’'t home, and I went over to the park and I saw her walking,
so I thought, well, I'll go get her.

And, in the meantime, a police car had come along and we got to
Marissa. And the policeman talked to her, and he thought she was
uﬁ)set, but he didn’t think, you know, that she was that bad or any-
thing.

And he gave us a ride home. When we got home, grandma came
out and she said, well, the doctor’s office called and they said take
her to the emergency room of the hospital. The doctor’ll meet you
over there. So I thought, well, she’s in the car and maybe this
‘(Jivould be easier to just take her over there, so we could talk to the

octor.

Well, that’s not what happened. We got to the hospital and there
was a lot of confusion, but we waited for the doctor, and the doctor
sent over a social worker. We have PHP insurance, and have to go
through the Metropolitan Clinic of Counseling, so she sent a young
girl over.

And this lady talked to Marissa for a few minutes, and she came
back and said to me, I think she’s preanorexic, and I disagreed
with her because Marissa’s always been a good eater and she was
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never underweight, and I thought, well, that’s just off the wall. But
she was convinced that that was the problem.

Well, then a resident doctor saw her and he said that she should
be admitted but he confessed that he didn't really know much
about mental health and emotional problems or illness. He assured
me that Marissa would get a room, be given a sedative, and receive
any necessary counseling.

Well, instead, she was put in a locked adolescent psychiatric
ward, along with other youths who were there for alcohol and drug
abuse, and probably behavior problems. It was June 12, 1984, and
Marissa was about to experience the worst nightmare of her life.
She was terrified and refused oral drugs. Marissa had been taught
not to take drugs and she was afraid of them.

They held her down that first night and gave her injections of
Haldol. When she fought back, they placed her in solitary confine-
ment. And that was without my permission. She still hadn’t slept
or seen a psychiatrist.

The next day I called the hospital and asked to talk to the psy-
chiatrist. He still hadn’t seen Marissa. Later, he calied me back
and said Marissa was very psychotic and that I should take a vaca-
tion and not worry and to trust him. Marissa was not allowed any
visitors except myself, and then I could only see her at specific
times on visiting days. It wasn’t every day,

Well, I insisted on meeting the psychiatrist, and he was very ar-
rogant and he really didn’t want to see me. It was really a problem
to get to see him. He told me that Marissa was so psychotic that
she may never come back, He wanted to increase the drugs that
she was on. I asked about the side effects, but he wouldn't tell me.

I wanted a second opinion and was told to trust him. He said to
me, I'm divorced; I'm a single parent with three teenagers, and he
told me that, according to the history I'd given, I had had—I'd
never had any competent men in my life; therefore I didn’t trust
men, and would I please trust him. And I thought that was really
wonderful.

This ward was set up by him, and he would never admit that it
wasn’t the right place for her. This program was his baby.

Marissa’s condition, physical and mental, worsened daily; she
became dehydrated, drool poured out of her mouth, and her
mucous membranes dried up, causing her nose to bleed. She had
stiff muscles, Parkinsonian shakes, no control of bladder, and she
couldn’t eat. Marissa had lost about 10 pounds. She could hardly
function or speak and she looked as if she had suffered a stroke.

Marissa was told that if she took her drugs, she would be given a
room with a bathroom and a roommate. On June 20, 1984, I made
up my mind to take her out and get her off all those drugs and see
for myself what I had, and then get a second opinion. I contacted
Bill Johnson, a mental health advocate and told him the story, and
asked him about her legal rights.

Bill wanted to see her. He and I went to the hospital armed with
release papers that Bill had brought. The hospital refused to let
either one of us see her, and denied us access to her medical
records. They wanted 12 hours notice to release her. I refused and
they brought in more staff to try and talk me out of taking her
home. Well, Bill convinced them that they had better release her
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go us. Then they wanted 3 hours, and he said no, we’ll give you an
our.

She couldn’t walk and she had to be taken in a wheelchair. Her
lips and tongue were swollen and she could hardly talk or swallow.
I talked to a private psychiatrist that night, and he advised us that
I sit up with her all night and give her lots of fluids and high po-
tency vitamin B pills. And to bring her into his office the next
morning.

He gave her medicine to counteract the side effects of Haldol. He
said he would love to work with her, but that I probably couldn’t
afford the $100 an hour that he charged. My insurance is an HMO
physician’s health plan, and they have their own clinic that we
have to go to. So, then I took Marissa on June 25, to see one of
their psychiatrists, and he talked to her, and he told us that, well,
she probably shouldn’t have been in the hospital.

He recommended seeing a child psychologist. On July 18 I took
her to see a psychologist at the Metropolitan Clinic of Counseling.
He thought that Marissa shouldn’t have been hospitalized and said
that every one overreacted and everything snowballed. This same
doctor had seen Marissa and her twin sister one year before, and at
that time, he said not to worry about them because they were
normal, healthy teenagers, that behaved like most twins.

I thought, well, the twins do their own thing, and I thought, well,
maybe they need some counseling, you know, they get kind of
hyper and I thought, maybe they should see a counselor. Kind of
behavior things, but, he said, “No, don’t try to be a supermom;
they’re just fine. Don’t worry about them.”
thSO this same doctor I took her to said she shouldn’t have been

ere.

Well, after going through all of this, and getting my daughter off
of all the drugs that had been pumped into her, she was appropri-
ately angry about the whole experience. Marissa was embarrassed
and humiliated. However, she’s a fighter and a strong-willed girl.
She’s now 15, still an A student, active in track, band, volleyball,
gymnastics, cheerleading, and Bible quizzing. And Marissa has
total recall of everything that happened to her.

The hospital said that she wouldn’t remember any of it. I took
her to see her pediatrician, and he said, thank God that I got her
out when I did. And I felt that the hospital would have kept her
until the insurance ran out, and this pediatrician agreed.

Last February, Marissa and her twin, Grandma, and myself,
were interviewed by England’s Yorkshire Television and by Austra-
lia’s “Sixty Minutes.” They were very interested in what is hap-
pelning to our children in American adolescent psychiatric hospi-
tals.

So T guess we're not alone. And it was an experience I would
never want any other child to go through or any other parent. And
I just, I can’t tell you how devastating it was for us, not only in
heartache, but in money, and I worried about what long-range ef-
fects this would have on Marissa. I was told by the child psychia-
trist that she was fine and he really didn't think she’d have a prob-
lem.

But that was kind of a tough thing for a 14-year-old to go
through.
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Thank you.
[Prepared statement of Barbara DeFoe follows:]

PREPARED STATEMENT OF BARBARA DEFOE

School was out for the summer and my daughter Marissa was preparing for a Na-
tional Bible competition in Ames, Iowa held on the last week in June.

Marissa is an identical twin, an “A” student, honor student, gymnast, concert
band member, track team member and classified as a “‘gifted child.” She and her
i:vvn;1 sist}elzr had been taking all high potential classes in school and were very active
in church.

On June 10, 1984, Marissa had attended a powerful anti-abortion rally at church
(Coon Rapids Evangelical Free). The next day she and her sister picketed an abor-
tion clinic in Minneapolis along with other members of the church. This was very
upsetting for her and she couldn’t sleep. Marissa is a conscientious girl and she
began reading her Bible searching for answers.

I became concerned over her lack of sleep and called a pediatrician that had seen
her only once before for a physical. I wanted a sedative to help her sleep and some
counseling if it was needed. I was at work and phoned her grandma to go over and
check on her. Meanwhile, Marissa had decided to walk our dog in the park. When
the dog came home without her, Grandma panicked and called the police, thinking
maybe she had run away. I drove home and found Marissa walking from the park.
The police came by and talked to me, then they offered us a ride home. In the
meantime, the pediatrician’s office called and said that we should go to the hospital
emergency room which was next door to her office building and she would meet us
there. Instead the pediatrician sent a clinical social worker.

She talked to Marissa for a couple of minutes and said, “I think she is pre-anorex-
ic and we should get her a room.” I disagreed as Marissa has always been a good
eater and was never underweight.

The resident doctor saw her and said she should be admitted but confessed he
didn’t know much about mental or emotional illness. He assured me that Marissa
would get a room, be given a sedative and receive any necessary counseling.

Instead she was put in a locked adolescent psychiatric ward along with other
youths who were there for alcohol and drug abuse.

It was June 12, 1984, and Marissa was about to experience the worst nightmare of
her life. She was terrified and refused oral drugs. Marissa had been taught not to
take drugs and she was afraid of them. They held her down that first night and
gave her injections of Haldol. When she fought back, they placed her in solitary con-
finement. She still hadn’t slept or seen a psychiatrist.

The next day I called the hospital and asked to talk to the psychiatrist. He still
hadn’t seen Marissa. Later he called me back and said Marissa was very psychotic
and that I should take a vacation and not worry and to trust him.

Marissa was not allowed any visitors, except myself, and I could only see her at
specific times on visiting days.

I insisted on meeting the psychiatrist. He was very arrogant and didn’t really act
like he wanted to meet with me. He told me that Marissa was so psychotic that she
may never come back. He wanted to increase the drugs that she was on. I asked
about the side effects but he wouldn’t tell me. I wanted a second opinion and was
told to trust him. This ward was set up by him and he would never admit that it
wasn't the right place for her.

Marissa’s condition, physical and mental, worsened daily. She became dehydrated,
drool poured out of her mouth, and her mucous membranes dried out, causing her
nose to bleed. She had stiff muscles, Parkinsonian shakes, no control of her bladder,
and she couldn’t eat. Marissa had lost about ten pounds. She could hardly function
or speak and she looked as if she had suffered a stroke. Marissa was told that if she
took her drugs, she would be given a room with a bathroom and a room-mate.

On June 20, 1984, I made up my mind to take her out and get her off all those
drugs and see for myself what I had and then get a second opinion.

I contacted Bill Johnson, a mental health advocate, and told him the story and
asked him about our legal rights. Bill wanted to see her. He and I went to the hospi-
tal armed with release papers that Bill had brought. The hospital refused to let
either one of us see her and denied us access to her medical records. They wanted
twelve hours notice to release her. I refused and they brought in more staff to try
and talk me out of taking her home. Bill convinced them that they had better re-
lease her to us.

She couldn’t walk and had to be taken in a wheelchair. Her lips and tongue were
swollen and she could hardly talk or swallow.
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I talked to a private psychiatrist and he advised that I sit up all night and give
her lots of fluids and high potency Vitamin B pills and to bring her in to his office
the next morning. He gave her medicine to counteract the side effects of Haldol. He
said he would love to work with her but that I probably couldn’t afford the hundred
dollars an hour that he charged. My insurance is an HMO-Physician’s Health Plan
and they have their own clinic (MCC) that we have to go to.

I took Marissa on June 25 to see one of their psychiatrists. He talked to her and
told us that she shouldn’t have even been in the hospital. He recommended seeing a
child psychologist.

On July 18, T took her to see a psychologist at the Metropolitan Clinic of Counsel-
ing (MCC). He thought that Marissa shouldn’t have been hospitalized and said that
everyone overreacted and everything snow-balled. This same doctor had seen Mar-
issa and her twin sister the year before and said not to worry about them because
they were healthy normal teenagers that behaved like most twins.

After going through all of this and getting my daughter off all of the drugs that
had been pumped into her—she was appropriately angry about the whole experi-
ence. Marissa was embarrassed and humiliated. However, she is a fighter and a
strong-willed girl. Marissa is now fifteen, still an “A” student, active in track, band,
volleyball, gymnastics, cheerleading, and Bible Quizzing. Marissa has total recall of
everything that happened to her. The hospital said she wouldn’t remember any of
it.

I took her to see her pediatrician and he said to thank God that I got her out
when 1 did. I felt that the hospital would have kept her until the insurance ran out
and this pediatrician agreed.

Last February, Marissa, her twin, Grandma, and myself were interviewed by Eng-
land’s Yorkshire Television and by Australia’s Sixty Minutes. They were very inter-
e§‘§:lds in what is happening to our children in American adolescent psychiatric hos-
pitals.

Chairman Mirrer. Thank you very much. Marissa, did you desire
to testify?

Marissa DeFor. Umm hmm.

Chairman MiLLeEr. OK. Go ahead.

STATEMENT OF MARISSA DeFOE [AGE 15}, DAUGHTER OF
BARBARA DeFCE

Marissa DeFog. Mr. Chairman, members of the committee, I
want to thank you for this opportunity to be here and testify and I
hope that my testimony will benefit many other kids that might be
placed in a psychiatric ward.

On June 12, 1984, I was taken to the hospital emergency room in
a police car. I agreed to be taken there, but I was a little bit nerv-
ous. I didn't think I needed a physical since I was in pretty good
shape from track.

While waiting at the hospital, a volunteer worker talked to me.
There was a nurses strike going on and other nurses and volun-
teers filled in for the regular staff.

About after an hour, I was anxious to go home and I was very
hungry, because I had had no breakfast or lunch that day. Then, a
social worker wanted to talk to me. I was very upset and I tend to
talk fast when I'm excited. This lady misunderstood my fast talk-
ing for slurred speech. I could see our discussion was getting no-
where, and I never mentioned anything to her about my weight or
eating, so I don't know why that she thought I was preanorexic.

They said that I needed a room, and that I would be given lunch.
A social worker took us upstairs and asked me and my mom a lot
of questions. She kept asking me if 1 had ever been on drugs or
smoked. I hadn’t. She didn’t seem to believe me.

I didn’t know that I was on the psychiatric ward. My mom
seemed a little bit shocked at the whole thing. They told my mom
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to leave, and bring back some clothes for me. I was given an orange
folder telling me of the hospital policies and the rules of the ward.
They had a code in which you earned certain privileges if you did
what they said, like taking your medicine, and you could, like, call
people on the telephone if you did what they told you.

The first thing they wanted to do was to strip search me. And I
refused. And that made them very angry. The people there were
afraid of any sharp objects, like metal clothes hangers or string ties
in sweat pants or sweat shirts. They were afraid someone would try
to commit suicide.

I met some of the other kids there, that were about my age. They
were smoking and one told me later that the nurses had warned
them not to talk to me. One boy, named Eric, looked like a zombie.
He was very heavily drugged, and I was told by the other kids that
he was very intelligent, and that he had resisted their methods, so
they had drugged him.

I cooperated with them until they insisted that I take oral medi-
cation. The nurse said that I was sick, but I refused it. So, later
that night, five or six people came into my room, and held me
down on my bed, and took all my clothes off, and put me in a hos-
pital gown. I stiffened up so they couldn’t give me a shot, and so
they carried me screaming into a cold white room, and locked me
in. I prayed to get out. They ca:me back and pinned me to the floor
and gave me an injection. I let them, this time, hoping that they
would leave me alone.

In a few minutes, they came back with another injection, and
then they left. I started to pound on the door and chant “Let me
out.” I tried to pick the lock with the wire on my retainer. I was
really scared. About 4 or 5 in the morning, the nurse finally let me
go to my room. I was very tired.

The next day, I was threatened with the drug, and I was told
that if T didn’t take them, I would get shots. I got lots of shots. I
tried to drink lots of water to flush the medication out of my
system. I overheard the nurses and therapists talking about me,
and telling each other what the drugs were doing to me.

One lady didn’t believe that I was psychotic, so she took me into
a room and asked me a lot of questions about my family, school,
and hobbies. I heard her tell the nurse that she thought I was quite
normal, but the nurse reassured her that I was not.

That afternoon, I met with a doctor. I had no idea that he was a
psychiatrist. He got mad at me and told me to phone my mother.
The phone wouldn’t work because I didn’t realize that I was sup-
posed to dial “9”. Then he didn’t really talk to me at all. He just
took me back to my room. I didn’t like him at all, when I first saw
him. He was very impatient with me, and he made me feel uncom-
fortable. I didn’t like his eyes.

I was made to go to school in groups with the other kids, and all
the while, they were giving me shots. I grew more and more tired. I
lost my appetite and 1 could hardly swallow. I asked one nurse to
feed me. One night, I could barely move, must less talk or eat. A
staff member threw my clothes on the floor and was angry because
I didn’t eat my dinner that night. I had wet my pants; I couldn’t
stop drooling, and my nose was clogged with dried blood.
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I couldn’t hardly focus my eyes to read the letter that I'd re-
ceived. The nurses called up a doctor to lock at me. He took ore
look at me and decided to take me off the drugs for a few days. So
they told me to run up and down the halls and not to go to sleep. I
was so sleepy that I could barely walk, much less run.

No one gave me a bath or washed my hair; there was no bath-
room in my room. And I had trouble dressing myself. I couldn’t
take a shower because you had to keep pushing on a lever to make
the water come out, and I was too weak and miserable. My mother
visited me when she could. And I wanted to go home.

I couldn’t believe it when the social worker said that I could go.
She was angry and tried to clean up my room, and comb my tan-
gled hair. All my clothes were wet and bloody, and she threw them
in my suitcase.

My mom had a man, Bill Johnson, help to take me home. I was
80 happy to see my sister and brother and dog.

I went to see a psychiatrist the next day. He gave me some pills
to counteract the drugs. I started to feel a little better but I was
still tired, and I almost fell asleep on his couch. I had lost a lot of
weight.

Later, I saw a psychiatrist in Minneapolis. He had trouble believ-
ing my story, but said that I probably shouldn’t have been there. I
went to see my orthodontist. He said that I was lucky that no per-
manent damage was done to my mouth from the drugs. He said I
could have undone 2 years of wearing braces.

About 2 weeks later, 1 saw a counselor whom I like very much.
He also said the whole thing was a big mistake, and that I had a
good reason to be angry about it. He said I was fine, and I didn’t
have to come back.

Later, when I read my medical records, I was shocked tec see the
lies in it about me and about my mom. The medical records were
stamped all over in red ink, and said that the patient should never
be allowed to read this because it .aight upset them. I don’t know.

My closest friends are the only ones who know about this experi-
ence. I've always been really embarrassed to itell people about it.
Sometimes I have nightmares, and I will never forget the pain.

But now, at least, I know it wasn’t my fault.

Thank you.

[Prepared statement of Marissa DeFoe follows:]

PREPARED STATEMENT OF Marissa DEFoOE

On June 12, 1984, I was taken to the Hospital Emergency Room in a police car. I
agreed to be taken there, but I was a bit nervous. I didn’t think I needed a physical,
since I was in pretty good shape from track.

While waiting there, a volunteer worker talked to me. There was a nurses strike
going on and other nurses and volunteers filled in for the regular staff.

After about an hour I was anxious to go home and very hungry, having had no
breakfast or lunch. Then the Sccial Worker wanted to talk with me. I was upset and
when I'm excited I tend to talk quite fast. This lady misunderstood that for slurred
speech. Qur discussion was getting nowhere. I never mentioned anything about my
weight or eating, so I don’t know why she thought I was pre-anorexic.

They said that I needed a room and that I would be given lunch. A social worker
took us upstairs and asked me and my Mom a lot of questions. She kept asking if I
had taken any drugs or smoked. I hadn’t. She didn’t seem to believe me. I didn’t
k}?&w that I was in a Psychiatric Ward. My Mom seemed a bit shocked by the whole
thing.
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They told my Mom to leave and bring back some clothes. I was given an orange
folder telling me of the Hospital Policies and rules of the ward. They had a code in
which you earnead privileges if you did what they said.

The first thing they wanted to do was strip search me. I refused and that made
them angry.

The people there were afraid of sharp objects: metai clothes hangers or string ties
in sweat pants or sweat shirts. They feared someone would commit suicide.

I met some of the other kids. They were smoking and one told me later that the
nurses had warned them not to talk to me.

One boy, Eric, looked like a Zombie. He was heavily drugged and I was told by the
other kids that he was very intelligent and had resisted their methods.

I cooperated with them until they insisted I take oral drugs, The nurse said I was
sick, but I refused. Five or six people came into my room and held me down and
took all my clothes off and put me in a hospital gown. I stiffened up and they car-
ried me screaming to a cold white room and locked me in. I prayed to get out. They
came back and pinned me to the floor and gave me an injection. I'let them this
time, hoping that they would leave me alone. In a few minutes they came back with
another injection and left.

I started to pound on the door and chant “let me out.” I tried to pick the lock
with my retainer. I was scared. About four or five in the morning the nurse finally
let me go to my room. I was very tired.

The next day I was threatened with the drugs and told I would get shots if I
didn’t take the medicine. I got lots of shots. I tried to drink lots of water to flush the
medicine out of my system. I overheard the nurses and therapists talk about what
the drugs were doing to me. One lady didn’t believe that I was psychotic and took
me into a room and asked me questions about my family, school and hobbies, I
heard her tell the nurse that she thought that I was normal—but the nurse reas-
sured her that I was not.

That afternoon I met with a doctor. I had no idea that he was a psychiatrist. He
was mad at me and told me to phone my Mother. The phone wouldn’t work because
1 didn’t realize that I was supposed to dial “9” firsgt. I didn’t like him from the very
first. He was impatient and made me feel uncomfortable. I didn’t like his eyes.

] was made to go to school and groups and all the while they were giving me
shots. I grew more and more tired. 1 lost my appetite and could hardly swallow. T
asked a nurse to feed me.

One night I could barely move, much less talk or eat. A staff member threw my
clothes on the floor and was angry because I didn’t eat my dinner.

I had wet my pants. I couldn’t stop drooling and my nose was clogged with dried
blood. I couldn’t focus my eyes to read a letter that I had received.

The nurses called a doctor up to look at me. They told me to run up and down the
halls and not to go to sleep. I was so sleepy I could barely walk, much less run.

No one gave me a bath or washed my hair. There was no bathroom in my room. I
had trouble dressing myself. I couldn’t take a shower because you had to keep push-
ing on a lever to make the water come out. I was too weak and miserable. My
Mother visited me when she could. I wanted to go home. I couldn’t believe it when
the Social Worker said I could go home. She was angry and tried to clean up my
room and comb my tangled hair. All my clothes were wet and bloody. She threw
them in my suitcase.

My Mom had a man, Bill Johnson, help her take me home. I was so happy to see
my sister and brother and dog.

I went to see a psychiatrist the next day. He gave me pills to counteract the
drugs. I started to feel better but I was so tired that I almost fell asleep on his
couch. I had lost a lot of weight.

I also saw a psychiatrist in Minneapolis. He had trouble believing my story but
said that I probably shouldn’t have been there. I went to see my Orthodontist. He
said I was lucky that no permanent damage was done to my mouth from the drugs.
He said it could have undone two years of wearing braces.

About two weeks later 1 saw a counselor whom I liked very much. He also said
the whole thing was a mistake and that I had good reason to be angry about it. He
said I was fine and didn’t have to come back.

My closest friends know about my experience at the hospital. I've never been too
embarrassed to tell anyone about it. Sometimes I have nightmares and I will never
forget the pain. Now, at least I know it wasn’t my fault.

Chairman MiLLer. Thank you very much, Marissa.
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We have a vote on over in the House Chambers, so we're going to
recess for a couple of minutes. We’ll come back, Dr. Egan, and hear
your testimony.

[Brief recess is taken.]

Chairman MiLLER. The committee will reconvene. And at this
time, we will hear from Dr. James Egan, who is the chairman of
the Department of Psychiatry at Children’s Hospital National Med-
ical Center, Washington.

Dr. Egan, welcome to the committee.

Dr. Ecan. Thank you. It's a pleasure to be here. And I, too, am
delighted to have been asked.

STATEMENT OF DR. JAMES EGAN, CHAIRMAN, DEPARTMENT OF
PSYCHIATRY, CHILDREN’S HOSPITAL NATIONAL MEDICAL
CENTER, WASHINGTON, DC

Dr. Ecan. I have some very brief prepared remarks. Perhaps too
brief. But I'll be happy to expand upon them, and to entertain cny
questions.

Considerable attention has been paid in the media and elsewhere
to a number of alarming trends in the lives of our Nation’s chil-
dren. Among these are the increased rates of suicide, substance
abuse, out-of-wedlock pregnancy, delinquency, accidental deaths,
declining academic standards, school dropouts, physical and sexual
abuse, to name just a very few.

Paralleling these phenomena are corresponding increased rates
of admission to psychiatric hospitals, and juvenile justice facilities.
In spite of these increased utilization rates, the Children’s Defense
Fund estimates that, and I quote,

At least two-thirds of the three million seriously disturbed children and adoles-
cents in this country who need mental health services, do not get them.

From some of the preceding testimony, it seems clear that confu-
sion exists everywhere, regarding the scope of the problem and its
nature. Let me attempt to try and set a few of the confused areas
straight.

One. Rates of admission to adolescent psychiatric in-patient
treatment units are up because there are more impaired adoles-
cents. In addition—and this is, perhaps, the most important thing I
will say—the percentage of adolescents with significant problems
can be expected to continue to rise sharply in the future.

Two. It is well established that antisocial children and delin-
quent adolescents are frequently served by both the mental health
and juvenile justice systems, and that factors that affect entrance
into or egress from one system, will correspondingly impact upon
the other.

Three. Decisions for admission of children and adolescents for in-
patient psychiatric treatment, are based upon severity of functional
impairments, rather than upon diagnoses, since diagnoses are
poorly correlated with the degree of impairment, or the need for, or
length of, inpatient treatment.

I would parenthetically state that merely having an anemia does
not justify admission to a medical unit; on the other hand, if you
have a profound anemia, it does. Ditto hepatitis, ditto pneumonia,
ditto a variety of other disorders. It's not the diagnosis that drives
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the admission, but the severity of impairment that’s subsumed
under that diagnosis.

In addition, inpatient treatment is recommended only when a
lesser level of care will not be effective, or is not available. To that
end, a full range of psychiatric services would include inpatient
and partial hospitalization programs, day and evening hospitaliza-
tion, as well as residential treutment centers, and long term—
meaning 6 months to 2 years—of psychiatric hospitalization for
those few who need them and are likely to benefit from them.

In addition, some children and adolescents will need therapeutic
foster care, group homes or halfway houses. When a lower level of
care is not available, frequently a more intensive and costly level
of care will be employed.

Four. There are many levels of review of the appropriateness of
such admissions to facilities, including the quality assurance pro-
grams at those institutions, which are mandated by the Joint Com-
mission on the Accreditation of Hospitals. In addition, there are
peer review programs run by the American Psychiatric Association
that are currently wsed bv more than 25 fiscal intermediaries, in-
cluding CHAMPUS, that review, retrospectively, or concurrently,
the appropriateness of quality of care.

Plans are currently underway, and guidelines have been estab-
lished by the American Psychiatric Association-—which I was not
at liberty to include in the packet, for the moment—for the pread-
mission certification process. Which is to say that physicians will
have to justify, prior to admission, or within 24 hours of admission
in the case of an emergency, the appropriateness of that admission.

Finally, some abuses do exist; and the previously mentioned ef-
forts are aimed at reducing abuses of inpatient treatment.

I would offer one, not well documented, but I think, informed,
speculation, that a disproportionate number of such abuses—not
unlike some that we’'ve heard today—I think occur at other than
psychiatric facilities. I think they occur disproportionately at free
standing, special substance abuse treatment facilities, for example.

Thank you, Mr. Chairman.

[Prepared statement of Dr. James Egan follows:]

PREPARED STATEMENT OF JAMES EcAN, M.D., CHAIRMAN, DEPARTMENT OF PSYCHIA-
TRY, CHILDREN'S Hospital NaTtionaL Mepicar CENTER AND PROFESSOR OF PsvcHIA-
TRY AND BEHAVIORAL ScieNnces anND oF CHiLp HEaLTH AND DEVELOPMENT, GEORGE
WASHINGTON SCHOOL OF MEDICINE

Considerable attention has been paid in the media and elsewhere to a number of
alarming trends in the lives of our nation’s children. Among these are the increased
rates of suicide, substance abuse, out-of-wedlock teenage pregnancy, delinquency, ac-
cidental deaths, declining academic standards, school drop-outs, physical and sexual
abuse, to name a few.

Paralleling these phenomena are corresponding increased rates of admission to
psychiatric hospitals, and juvenile justice facilities. In spite of these increased utili-
zation rates, the Children’s Defense Fund estimates that “At least two-thirds of the
three million seriously disturbed children and adolescents in this country who need
mental health services do not get them.”

It seems clear that confusion exists everywhere regarding the scope of the prob-
lem and its nature. Let me quickly try and set the record straight.

1. Rates are up for admission to adolescent inpatient psychiatric treatment units
because there are more impaired adolescents. In addition, the percentage of adoles-
cents with significant problems can be expected to continue to rise sharply in the
future.
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2. It is well established that antisocial children and delinquent adolescents are
frequently served by both the mental health and juvenile justice systems, and that
factors that affect entrance into or egress from one system will impact upon the
other.

3. Decisions for admission of children and adolescents {or inpatient treatment are
based upon severity of functional impairments rather than diagnoses, since diag-
noses are poorly correlated with the degree of impairment, or need for or length of
inpatient treatment. In addition, inpatient treatment is recommended only when a
lesser level of care will not be effective or is not available. To that end a full range
of psychiatric services would include acute inpatient and partial hospitalization pro-
grams (Day and Evening) as well as residential treatment centers and long-term (six
months to two years) psychiatric hospitalization for those few who need them, and
are likely to benefit from them. In addition, some will need therapeutic foster care,
group homes, or halfway houses. When a lower level of care is not available, a more
intensive and costly level of care will frequently be employed.

4, There are many levels of review of the appropriateness of such admissions in-
cluding quality assurance programs at the institutions which are mandated by the
JCAAH. In addition, there are Peer Review programs run by the American Psychi-
atric Association that are currently utilized by the fiscal intermediaries for concur-
rent or retrospective review of the appropriateness of and quality of care. Currently
more than 25 insurance companies in addition to CHAMPUS have contracts with
the APA for such Peer Review.

5. Plans are underway for the American Psychiatric Association to provide Pre-
Admission Review for the appropriateness of admission to psychiatric units.

6. Some abuses do exist and the previously mentioned efforts are aimed at reduc-
ing abuses of inpatient treatment.

CommrrTeEE PEER REVIEW OF THE AMERICAN ACADEMY OF CHILD PSYCHIATRY

CRITERIA FOR UTILIZATION REVIEW OF CHILD/ADOLESCENT PSYCHIATRIC TREATMENT

1. Short-term—Less than 30 days:

II. Inpatient setting:

III. Pre-admission criteria—criteria appropriate to justify admission to an acute
short-term hospital (less than 30 days) for comprehensive psychiatric evaluation
and/or treatment. There must be present two or more of criteria A-G.

A. Acute disabling symptoms, such as: impaired reality testing, disordered or bi-
zarre behavior, psychotic organic brain syndromes, depression, anxiety, hysteria,
conversion, disassociation, depersonalization, somatization, phobia(s), compulsion(s),
hypochondrias, insomnia, over/underactivity, eating disorder.

B. Acute danger to self to others or to property (attributable to primary psychiat-
ric disease, based on preadmission evaluation).

C. Failure of other treatment program.

D. Medical necessity for diagnostic procedures available only in a hospital, such
as: special drug therapy, contiruous skill psychiatric observation or treatment, etc.

E. Medical necessity for structured environment or critical intervention available
or possible only in an inpatient hospital setting.

F. Psychiatric disorder significantly complicating evaluation and treatment of
physiological illness.

G. Severely impaired social or family, educational or vocational, or developmental
functioning.

IV. Concurrent review criteria—Specific justification required if:

A. Absence of physician’s note within 24 hours of admission documenting reasons
for admission and initial problem formulation, treatment goals, and treatment plan.

B. Absence of physician’s progress note more than every third day.

C. Absence of daily nursing care note by RN.

D. Absence of individual or group medical psychotherapy five times a week. (De-
fined in the 1980 edition of the AMA current procedural terminology).

E. After seven days, absence of assessment of family or meaningful adults or com-
munity agencies resulting in problem formulation, treatment goals and treatment

lan.

P F. After seven days, absence of appropriate educational or vocational evaluation
resulting in problem formulation, treatment goals and treatment plan.

G. After fourteen days, absence of appropriate educational or vocational program.
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H. After fourteen days, absence of comprehensive psychiatric evaluation resulting
in comprehensive summary of patient’s strengths and developmental needs, problem
formulation, treatment goals, and treatment plans such as:

1. Impairment of interpersonal, familial, occupational or academic functioning
and/or normal developmental progress.

2. Comprehensive evaluation including, but not limited to:

a. History of present illness and previous psychiatric treatment;

b. Relevant family history;

c. History of physiological health, illness, and treatment;

d. Assessment of current physiological functioning, including physical exam;

e. Developmental history;

f. Psychosocial assessment of family or family surrogates and related community
resources;

g. Psychoeducational assessment;

h. Appropriate psychological testing;

i. Description of assets as well as problems in functioning in various roles and set-
tings;

j. Mental status exam.

3. Diagnosis on DSM-III, Axis I or I1.

1. Absence of age-appropriate daily recreational/activity therapies.

dJ. Absence of neuroleptic medication in patients who have exhibited significant
psychotic symptoms (see letter Q), for a period greater than 10 days, except in the
presence of significant uncontrollable side-effects with multiple drugs.

K. Absence of psychostimulant medication and attention deficit disorder with hy-
peractivity, except in the presence of significant side-effects with multiple drugs.

L. Use of more than two psychotropic medications at one time.

MédChange of psychotropic inedications (not dose) more than twice in a seven day
pericd.

N. Use of sedatives or hypnotics more than seven days at a time or in the pres-
ence of significani side-effects.

O. Use of ECT or adversive behavior modification, or use of restraints or seclusion
for more than 6 hours.

P. Use of neuroleptic medication (major tranquilizers) by any route:

1. In absence of target symptoms, i.e., thought disorder, positive psychotic symp-
toms, such as bizarre behavior, aggressiveness, sleep disorder, or hyperactivity; or

2. In the presence of significant side-effects or;

3. When target symptoms have not improved after a ten day trial at adequate
dose level of a particular drug.

Q. Use of IM psychotropics (except long-acting):

1. For more than seven continuous days or;

2. In the presence of significant uncontrollable side-effects.

R. Use of anti-depressant medication:

1. In absence of target symptoms such as: school phobia, enuresis, night terrors,
major depression, or complex compulsive or phobic symptoms or;

2. In the presence of significant side-effects or;

3. When target symptoms have not improved after a 21 day trial at adequate dose
level of a particular drug.

S. More than 60 minutes of individual medical psychotherapy or 120 minutes of
group or family medicai psvchotherapy in one day.

T. Use of psychostimulant medication, (except in an attention deficit disorder or
narcolepsy):

1. In the presence of significant side-effects;

2. When target symptoms have not improved after a ten day trial at an adequate
dose level of a particular drug.

U. Concurrent use of three or more medications with anti-cholinergic effects.

V. Death from any cause.

W. Suicide attempt.

X. Elopement or leaving against medical advice.

Y. Readmission within 30 days, except as a planned transfer between treatment
facilities.

V. Defined time frames for diagnostic evaluations and therapeutic interventions—
(Contained in Concurrent Review Criteria):

VL. Program/facility standards—(Contained in Concurrent Review Criteria):

VII. Qualifications of provider—Must be Board eligible or Board certified psychia-
trist with Child Training or experience during residency training period.
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NATIONAL ASSOCIATION OF PRIvATE PsycHiATRIC HOSPITALS

CHILD PSYCHIATRIC HOSPITALIZATION

The treatment of children in a psychiatric in-patient program is a significant and
essential component of comprehensive mental health services to children and ado-
lescents, However, the contributions of this essential program to the treatment of
seriously mentally ill children is often poorly understood by non-psychiatric health
care providers who do not differentiate it from residential treatment programs.

The absence of appropriate child psychiatric hospital settings does not allow effec-
tive and intensive treatment of seriously disturbed youth in a safe environment in-
creasing the morbidity and risk of harm to the patient.

In the following brief report, we highlight the differences in the setting, charac-
teristics of the patient population served and the role of child psychiatrist in four
different types of the facility:

A.—Acute care, short-term in-patient unit program.

B.—Intermediate-term in-patient units.

C.—Long-term in-patient units.

D.—Psychiatric residential treatment programs,

A—SHORT TERM IN-PATIENT PROGRAM

1. The setting.—The short-term in-patient programs provide for systematic obser-
vation, evaluation and treatment planning for acutely disturbed youths who are re-
sponding to an extreme crisis situation by personality disintegration, functional de-
terioration, self-destructive behavior or other forms of disturbed behavior. The dedi-
cated short term in-patient units provide comprehensive and intensive treatment for
the child and his family, utilizing multiple treatment modalities. When the care for
the acute psychiatric disorders is provided in beds scattered throughout a general
hospital, the program is more diagnostically oriented and lacks the capability to in-
tervene therapeutically with highly disturbed and self-destructive youths.

2. Patient characteristics.—The patients treated in a short term in-patient unit
suffer from extreme response to a crisis situation by functional deterioration in
their adaptive capacity. However, the recent origin of the disorder will allow the
child and his family to reconstitute their capacities sufficiently within 60 days to
continue their psychiatric treatment in a lower level care facility. A relatively
stable family and social situation is necessary for treatment to be successful.

8. The role of child psychiatrist.—The role of the child psychiatrist in a short term
hospital setting is one of a primary care physician, leader of the treatment team
and responsible for the functioning of the mental health team. As a primary care
physician, he provides the patient with intensive diagnostic and therapeutic care in-
cluding individual and family therapy, pharmacotherapy and often group therapy.
When acute care is provided in beds scattered throughout a general hospital, the
role of the child psychiatrist is limited to a diagnostician, treatment planner and
p}xl'imary czzre provider while guiding the hospital staff with the psychiatric care of
the patient.

B—INTERMEDIATE TERM IN-PATIENT UNITS

1. Setting.—The intermediate term units provide evaluation and treatment of sub
acute emotional disorders which require an extended intensive psychiatric treat-
ment for a period exceeding 60 days but less than two years in duration. The setting
is similar to short term in-patient units with a higher level of educational and recre-
ational capabilities.

2. Patient characteristics.—The disorders of the patients is subacute and of long
enough duration to compromise their adaptive and functional capacities to the point
requiring a relatively long period of hospitalization before they can regain their ca-
pacities sufficiently to continue treatment in a lower level care facility, Often the
family and social setting requires substantial modification to accommodate the
needs of the patient after discharge.

3. The role of child psychiatrist.—The role of a child psychiatrist is provision of
intensive primary care, continued treatment planning, leadership and supervision of
the mental health team in a manner similar to the short term in-patient units al-
though the psychiatric treatment is usually less intensive in an intermediate care
unit.

C—LONG TERM HOSPITALS
1. Setting.—The setting and staffing is similar to the intermediate care units.
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2. Patient characteristics.—The population is very heterogeneous representing a
broad range of chronic psychiatric and neurobiological disorders which has inter-
fered with the patient’s emotional development and object relation capacity. There-
fore, the patient can only relate to highly trained and specialized treatment staff
under the supervision of a child psychiatrist. Furthermore, the peer relationship in
the hospital can only be achieved with the assistance of psychiatric treatment staff.
Because of the limitations in the child’s functional capacities, family and social sup-
ports are not sufficient to manage this patient at a lower level of psychiatric treat-
ment (out patient or partial hospitalization).

D~—RESIDENTIAL TREATMENT CENTERS

1. Setting.—The residential treatment centers treat a homogeneous population of
disturbed children. Although the patient population is sufficiently disturbed to re-
quire a total treatment program, their homogeneity facilitates peer group relation-
ship, requiring a less intensive therapeutic intervention by a less specialized mental
health team.

2. Patient characteristics.—The capacity for object relation is sufficiently present
to allow peer relationship as well as the capacity to form alliance with trained
mental health professionals. Often there are limitations in the family and social
support system that have not been responsive to intervention. The needs of the
child exceed the capabilities of available family system and lower level support serv-
ices.

8. The role of child psychiatrist.—The role of a child psychiatrist is one of leader-
ship of the mental health team for treatment planning and multi-modal psychother-
apy. The daily psychotherapy is necessary but can be carried out by trained mental
heaith professionals under psychiatric supervision.

{FROM INTRACORP]

THE ApMisstoN CERTIFICATION

Now there’s an inexpensive way to reduce admissions to acute-care hospitals.

What is it?

Pre-Admission Certification is the process in which an Intracorp Medical Review
Specialist evaluates the treating physician’s request for a non-emergency, inpatient
admission to an acute-care hospital against established medical criteria, to deter-
mine the medical necessity and appropriateness of inpatient stay and proposed
treatment plan.

This evaluation assures that only patients with medical need for hospitalization
are approved for admission; that proposed treatment is customary for the diagnogsis
and that opportunities for treatment to be received in more cost-effective settings
will be identified—settings that neither sacrifice quality of treatment or anticipated
result.

If the criteria for inpatient hospitalization are not met, a local Intracorp Physi-
cian Advisor with the appropriate medical specialty will review the case and make a
recommendation for approval or denial. Qur Medical Review Specialist then commu-
nicates the findings to the treating physician, patient, hospital and customer.

How it works—Here's how Pre-Admission Certification works, step by step:

Attending physician contacts Intracorp—When the attending physician recom-
mends admission to the hospital for non-emergency elective procedures, the patient
or _fal('xizily informs the physician that Pre-Admission Certification by Intracorp is re-
quired.

The attending physician completes the Medical Review Request form and mails it
to Intracorp, or calls Intracorp with the required medical information and then sub-
mits the form. In case of emergency admissions, it is the responsibility of the physi-
cian, patient, or patient’s family to contact Intracorp by telephone within 24 hours,
or by the next working day if admission occurs over a weekend.

Intracorp evaluates the data—Next step, an Intracorp Medical Review Specialist
reviews the medical information on the Medical Review Request form and evaluates
it against established medical criteria, to determine the medical necessity and ap-
propriateness of inpatient admission and the proposed treatment plan.

Is the proposed treatment customary for the diagnosis? Is it necessary for the pa-
tient to be admitted to an acute-care hospital to receive the treatment? Or could the
proposed treatment be delivered in a more cost-effective setting without any sacri-
fice in quality of treatment or anticipated result? For instance, in an outpatient
clinic, doctor’s office or ambulatory surgical center.
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If criteria are met—If the information available meets medical criteria, Pre-Ad-
mission Certification is granted, and Intracorp so notifies the attending physician,
patient or family, hospital and customer.

If criteria are not met—If medical criteria are not met, the Intracorp Medical
Review Specialist refers the case to an Intracorp Physician Advisor of the appropri-
ate medical specialty.

Physician Advisor reviews the case—1If after reviewing all of the available medical
information the Intracorp Physician Advisor determines the admission is medically
justified, the Pre-Admission Certification is granted. This determination is commu-
nicated by Intracorp to the attending physician and all concerned.

But if the Physician Advisor questions the medical necessity of the admission, the
attending physician is contacted to discuss the case.

If Physician Advisor recommends against admission—After talking with the at-
tending physician, if the Physician Advisor determines the admission is still not
medically justified, a recommendation is made for denial of admission. This is then
communicated to the attending physician, who may agree with the evaluation and
alter the plan of treatment, in which event a decision against admission is made
and all parties are notified.

What if attending physician disagrees?—Then the case must be referred to a
second Physician Advisor of the appropriate medical specialty.

Second Physician Advisor consults—After reviewing the same medical informa-
tion available to the original Physician Advisor, the second Physician Advisor may
contact the attending physician, and will then make a determination as to the medi-
cal necessity of the admission to the acute-care facility.

A -decision is made~—If the second Physician Advisor agrees with the attending
physician, the recommendation is made to approve the admission. But if both Physi-
cian Advisors disagree with the attending physician, the recommendation will be for
denial. Whatever the decision, it is made quickly and all parties are notified by In-
tracorp. If there is a recommendation for denial of hospitalization the patient may
still decide to enter the acute-care hospital, realizing that benefits may be reduced
depending upon the employer’s plan design.

When conducted by phone, Pre-Admission Certification can be granted on the
same day the request is received. An additional day is required for each Physician
Advisor review, if necessary.

As an insurer, you benefit from Pre-Admission Certification in the savings that
result from reduced admissions to acute-care hospitals.

As an employer, you benefit from the overall cost reduction in your company’s
medical utilization and associated expenditures resulting from fewer acute-care hos-
pital admissions. You know that the dollars available for your company’s benefit
programs are being spent wisely and efficiently without sacrificing quality of care.

Most important of all, employees are spared unnecessary pain and anxiety of
needless medical procedures and hospital stays.

For maximum savings, include Continued Stay Review in the package. Intracorp
offers Pre-Admission Certification with Continued Stay Review as a combination
package that evaluates both the appropriateness of the admission and length of
stay.

Contact your nearest Intracorp Office or call toll-free 800-345-1075. In Pennsylva-
nia, Alaska or Hawaii, call collect 215-687-9450. Or write: Intracorp, 985 Old Eagle
School Road, Wayne, PA 19087.

CONTINUED STAY REVIEW.

Now there’s a way to shorten costly hospital stays without compromising quality
of treatment or results.

What is it?

Continued Stay Review—is an off-site medical review process conducted by tele-
phone with the treating physician at designated infervals until discharge occurs.
Using established medical criteria and length of stay norms, Intracorp determines
the medical necessity and appropriateness of both the treatment plan and inpatient
stay.

The purpose of Continued Stay Review is to assure that only patients with a medi-
cal need for hospitalization are certified to remain as inpatients; and that the treat-
ment plan is customary for the diagnosis.

How it works—Here's how Continued Stay Review works, step by step, after the
attending physician admits the patient to the hospital:

Intracorp notified of admission—Continued Stay Review begins when Intracorp is
notified by phone that the patient has been admitted to the hospital. This notifica-
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tion comes from either the patient, the patient’s family or the atending physician
within 24 hours or on the first business day following weekend admissions.

Intracorp contacts treating physician—Immediately on learning of the admission,
an Intracorp Medical Review Specialist informs the {reating physician that Intra-
corp has an agreement to perform a Continued Stay Review on the case and request
comprehensive medical information on the patient's objective clinical status and the
physician’s treatment plan.

Medical information evaluated—After careful evaluation of the patient’s medical
situation and the physician’s treatment plan against established medical criteria,
the Intracorp Medical Review Specialist makes a determination on the medical ne-
cessity of inpatient hospitalization.

If continued stay is certified—If medical criteria are met, the Intracorp Medical
Review Specialist certifies continued stay and establishes the date on which the
next confact should be made with the treating physician for subsequent review.

A precise formula is used to establish the date of the next contact based on the
patient’s clinical situation and length of stay norms for the geographic area in
which the patient is receiving treatment.

Additional stay certified—On the date established for the next Contined Stay
Review, Intracorp’s Medical Review Specialist once more contacts the treating phy-
sician for an update on the patient’s progress, treatment and discharge plans. If
medical criteria continue to be met, additional days of continued stay appropriate
for the individual patient’s needs are certified and the date for the next review is
established with the treating physician.

If criteria are not met—If after carefully reviewing the information from the
treating physician medical criteria for continued stay are not met, the case is re-
ferred to an Intracorp Physician Advisor of the appropriate medical specialty. This
can occur during the initial or any subsequent reviews of the admission.

Physician Advisor decides case quickly—After reviewing all available information,
the Physician Advisor can recommend approval of continued stay, in which case the
treating physician is immediately notified and advised of the date for the next
review by Intracorp.

If the Physician Advisor questions the medical necessity for continued stay, and
feels that denial should be recommended, the treating physician is contacted and
e case discussed. The treating physician may agree with the recommended denial
and arrange for discharge of the patient.

If treating physician disagrees—In a situation where the treating physician dis-
agrees with the Physician Advisor’s recommended denial of continued stay, a second
Physician Advisor of the same medical specialty will be called in to decide the case,
either agreeing with the treating physician or the first Physician Advisor’s recom-
mendation for denial.

Prompt notifications are made both in writing and by phone to the patient, treat-
ing physician, hospital and customer if there is a recommendation of denial.

Basic review process continues until discharge—And so the basic review process is
repeated at designated intervals until the patient is discharged or until criteria are
no longer met.

Time frame—Conducted by phone, Continued Stay Review is usually determined
the same day the Intracorp Medical Review Specialist talks with the treating physi-
cian. If Physician Advisors are consulfed, their opinions are usually given the same
day or within 24 hours. Intracorp makes every effort to expedite the process to
achieve maximum savings for the customer.

How you benefit—As an insurer, you benefit from Continued Stay Review in the
savings realized from fewer “bed days”’ in acute-care hospitals.

As an employer, you benefit from fewer lost working days caused by unnecessary
extra time in the hospital.

The patient benefits by getting to come home promptly, something few will object
to.

For maximum savings, include Pre-Admission Certification in the package. Intra-
corp offers Pre-Admission Certification with Continued Stay Review as a combina-
tion package that evaluates both the appropriateness of the admission and length of
stay.

For more information—Contact your nearest Intracorp Office or call toll-free 800-
345-1075. In Pennsylvania, Alaska or Hawalii, call collect 215-687-9450. Or write: In-
tracorp, 985 (?ld Eagle School Road, Wayne, PA 19087,

Chairman MiiLer. Thank you. Gerry, you have questions?
Mr. Sixorskl. Yes, please. Thank you, Mr. Chairman, Ira. It
seems to me that the focus of attention at CBS and the others has
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been on inappropriate admissions, such as that described in Maris-
sa’s testimony this morning—people that just made it through any
screening process that exists. What are the numbers? What per-
cen;:age of those that are admitted would you say are inappropri-
ate?

Mr. ScawarTtz. I'll give you a conservative estimate that came
from representatives of the insurance industry in the State of Min-
nesota. At least 50 percent of the admissions in this inpatient
psych and CD programs for juveniles were inappropriate.

Mr. Sixorskt. Fifty percent?

Mz. ScawaRTz. At least 50 percent. Now, that’s what the insur-
ance company people tell me. I suspect it's probably higher. Based
on the research that we’ve done, the medical records that we've re-
viewed, and also looking at the rate of denial of reimbursement
that Blue Cross and Blue Shield for example, which I think has
really assumed some leadership in trying to look at those cases
very carefully.

Mor. Sikorskl. That’s an incredible number.

Mr. ScuwaRrTz. That'’s correct. And I think it’s based on——

Mr. Sigkorski. Many millions of dollars, and nationwide that
probably stretches into the hundreds of millions of dollars.

Mr. ScawarTz. Well, I’'m looking at the estimates, at least in the
State of Minnesota. I don’t know what the scope of the problem is,
for example, in California or Texas or other States, but my contacts
indicate that this is growing elsewhere.

When we've looked at individual cases, what we have found—and
I think the doctor really put his finger on a very critical element,
here—and that is, has there been appropriate other community
based or lesser levels of care provided or made available. And what
often happens is that, first of all, many parents are not advised to
seek a second opinion, so prudent kind of practices that we’d exer-
cise if we had a serious physical problem are not always utilized, or
consumers are not really informed of what options they have.

Second of all, many community-based alternatives are not fully
utilized. That certainly is the case in the State of Minnesota. And,
in looking at the records, what we have found is that many cases
appear in the units and they may have had some counseling or
some community-based programming, but there are lots of other
options that could have been available that are much less intrusive
that are not utilized.

I had a meeting with the Minnesota Association of Child Psychi-
atrists to talk about this issue, and one of the things that came up
was the fact that juveniles were spending twice as long in these
units as were adults. And I'm not really aware of much clinical evi-
dence showing that the juveniles are twice as sick as adults or that
it takes twice as long to cure them.

So, I asked what, you know, what was the issue here. And one of
the proble:us that came up was that they said that many of these
young people could not go home because they felt the home situa-
tion was detrimental. While that may in fact be the case, we're
still spending $250 or $300 a day to house these young people in a
hospital when in fact they could have been with a relative or in a
foster home, or a shelter care facility at much less cost.

50-596 0 - 85 - 2
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So I think there’s a lot of dimensions to this that raise some seri-
ous issues.

Mpr. Sixorski. How about the numbers? You said 2, 8 and 4-year
olds were placed in institutionalized care?

Mr. Scawarrz. That’s correct.

Mr. Sikorsk1. Emotional?

Mr. ScuwarTz. Yes.

Mr. Sikorskl. What are the numbers there?

Mr. ScuawARrTz. Every year, for the last 5 or 6 years—and this is
just the figures from Blue Cross and Blue Shield, that we worked
with very closely and have been very helpful—there have been
anywhere from 20 to 25 people under the age of 5 years of age that
have shown up in inpatient psychiatric units, that they have paid
out reimbursement for.

Blue Cross and Blue Shield of Minnesota only insures 25 percent
of the population in the State of Minnesota. They’re the largest in-
surance carrier, but, you know, there are still others that are avail-
able in the State. And so that is happening.

We were stunned to find out about that, but nonetheless, it is
going on.

Mr. Sikorskr. I'd like to thank Marissa and her mother for
coming. The chairman and I just took Marissa over and showed her
another institution, the House of Representatives, during the vote.
Some have said there’s no adult supervision here.

The concern I have is that Barbara acted as a concerned mother
and parent, and I've been in this situation before with family mem-
bers and friends. It's a tough issue; the denial system surrounding
chemical dependency and emotional difficulty is strong. A patholo-
gy exists within the family, within the community, and within our
neighborhoods to deny that a problem exists, or a problem of the
magnitude warranting some outside assistance, exists.

It's the nature of the disease or the illnesses with which we’re
dealing. And I'm sympathetic to the parents who, faced with this
tough situation, need assistance, and when they reach out we're
saying that the nature of the care, the delivery system, or the
structure of that delivery system is such that there’s almost a great
push for institutionalization, instead of something that’s more ap-
propriate.

Mr. Scawarrz. I think that's true. And, also, many parents were
frustrated, don’t know what is available in the community. And I
think that, you know, frankly, hospitals with declining admissions
and shortened lengths of stay, are looking around for business. And
that’s why you turn on TV in Minneapolis and there’s advertise-
ments all over for hospitals advertising chemical dependency treat-
ment.

And some of the ads, by the way, I think are really designed to
seduce parents to turn their children over to the hospitals. There’s
one—just a 10-second ad—by Compcare that I think is particularly
effective. It starts out as an infant, and this infant becomes a teen-
ager over a series of photographs, and the last two photographs are
mug shots.

And it says, if your child is having problems with drugs or alco-
hol, call the care unit.
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Well, you know, I mean, here’s an out for a family who suspects
or they know that their child may be having problems. And unfor-
tunately, it’s a very drastic form of care, and these ads are very
appealing. And parents don’t always know what other options they
have available.

Chairman MiLLER. What extent do we—and Dr. Egan, I'd be in-
terested in your considering it—make almost a self-diagnosis, as a
family unit. There’s a diagnosis by, it appears in a number of these
cases, by a parent or the parents, or maybe parents and children. It
occurs when one of the members of the family is acting out in such
a fashion that they can’t be controlled. The instinctive response is
i;o sign up for what has been broadcast as the answer to your prob-
ems.

And it seems to me that, from what little I know at this point,
and as it appears on the TV screen, that the message is to bring
your child in and we’ll take him. It’s sort of like getting your car
repaired. No fuss, no muss. Show up at the care unit if you have
insurance or means to pay. It's almost as if the only diagnosis you
need is that the parent says, I want my child placed here.

Is that as simple as I make it out to be?

Mr. Scawartz. I think that’s part of it, but it’s also even a bit
more subtle. For example, one of the hospital facilities has a staff
member that goes out and meets with teachers in the schools to
talk about their services. And they offer a free diagnosis.

Sometimes they take teachers out to lunch. Well, nobody takes
teachers out to lunch. And so, you know, they talk about their
services and what they have available and if a child is falling
behind in school, for reading or their attention span is short, or
they’re hyperactive, this is a service that’s available.

And so, as one might expect, a lot of the referrals happen
through parents who—because of contacts with teachers who've
had access to some of these outreach folks, end up making refer-
rals. And it's paid for free, in effect, because it’s paid for by your
private health care insurance. There's a lot of ways that this hap-
pens. And we're finding that, curiously, too, as I said, the vast ma-
jority of the young people who enter these facilities are white
middle class youth.

Chairman Mirrrr. Let’s see if we can separate the issue. I
assume that you're not stating that the coverage, in and of itself, is
improper?

Mr. ScawarTz. No, I——

Chairman MiLLer. That the Minnesota law, in this case, or other
State laws that require mental health services, is improper?

Mr. ScuwarTz. I think our law in the State of Minnesota is defi-
cient, and I think there is some recognition that the law is wide
open and does allow for fiscal incentives that largely favor inpa-
tient——

Chairman MiLLeR. I understand the issue is inpatient versus out-
patient. But the coverage is quite prcper. The question remains,
though, whether that coverage allows for proper diagnosis or pro-
tection of the patient.

Excuse me. Dr. Egan?

Dr. Ecan. It seems to me, Mr. Schwartz, you confuse several
issues. And, I presume, unintentionally. One is chemical dependen-
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cy facilities versus psychiatric facilities; and inappropriate admis-
sions for chemical dependency versus psychiatric.

In your testimony, I read nowhere near 50 percent Blue Cross
disallowal. T read 20 percent. I mean that’s an almost threefold dis-
tinction from your written and oral testimony.

Second, I think to make an inference from disallowal to the
notion that it’s inappropriate admission, is naive. Very candidly,
the people paying the bills would like to reduce their costs. And
traditionally what they do is they say, let me see your last 10 Blue
Cross patients, if it’s a Blue Cross audit, and diligently look to see
that a doctor’s signature has not accompanied a note, or some
faulty technical documentation.

And then say, aha, 2 of the 10 charts failed to meet adequate
technical documentation standards; therefore, we will disallow 20
percent of the claims of that institution. That’s rather standard
procedure. I certainly think that the records cught to be technical-
ly excellent, and I certainly wouldn’t in any way defend poor
records, but I think to go from the notion that necessarily a dis-
avowal means that the treatment was inappropriate, is a leap that
you've so far not demonstrated the evidence for.

Mr. Scawartz. Could I make a comment on that?

Dr. EcaN. Sure.

Mr. Scawartz. I didn't mean to make the two connections. 1
think the question I responded to was what proportion of the cases
might be inappropriate. And the estimates from the Blue Cross and
Blue Shield people in the insurance industry, as well as some
others, have estimated that perhaps at least 50 percent of the cur-
rent admissions are unnecessary and could benefit from other
forms of outpatient care.

The growing amount of denial of reimbursement was another in-
dicator of the fact that there are cases that are entering that are
medically unnecessary. I’'m glad you pointed that out.

Dr. Ecan. Let me, if I could, just say one other thing. The Ameri-
can Psychiatric Association and the Academy of Child Psychiatry
are terribly concerned about this. The American Psychiatric Asso-
ciation has the most finely tuned and well developed peer review
system of any medical specialty.

Currently, as I say, 25 separate major carriers, Aetna, Pruden-
tial, Money, CHAMPUS, a number of the Blues, because they go by
States, utilize those services precisely to get some professional sup-
port in disallowal or evaluation of those kinds of abuses, when, and
if they occur.

Needless to say, that’s something of a political dilemma for the
profession, since here we have very strong policing action within
the profession which, when it’s effective, in fact does hit the pock-
etbook of the profession; and notwithstanding that, we have rather
forcefully pushed that through. I am one of the two child psychia-
trists that up until 3 weeks ago, when my term was up, was on the
peer review committee of the American Psychiatric Association.

So, we're working very hard to try and correct some of these
abuses. And I think they do occur; but, if you’ll permit, I think
your estimates are grossly exaggerated, at least for psychiatric
units.
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Chairman MiLLER. Barbara and Marissa, let me ask you a ques-
tion. Since you've gone through this experience, and you are obvi-
ously familiar with it, to what extent did you determine that either
there are other young children being placed in these facilities or
other families? Have you come across it with respect to your neigh-
bors, your friends, or schoolmates?

Marissa DEFoE. Yes. There’s a girl that lives in back of me, and
she was in at the same time I was. And there’s another boy that I
met, and he’s been there several times. You know, and they've told
me like some of their experiences that happened to them, where
ghey locked them up or put them in straitjackets, and gave them

Tugs.

Dr. Ecan. Could 1 ask if that’s a psychiatric hospital?

Marissa DEFoE. Yeah, well——

Chairman MiLrer. I believe it’s a general hospital.

Dr. Egan. It's a general hospital with a——

Marissa DeEFog. With a psychiatric ward.

Ms. DeFog. But they also have a——

Dr. Ecan. Chemical dependency program.

Mr. Sixkorski. It’s an adolescent program for both, and that’s why
it’s a little difficult to make the distinction that you made, because
many of these units, as I understand. it, function for both psychiat-
ric and chemical dependence.

Dr. Ecan. Does it have full-time psychiatric 24-hour round the
clock psychiatric services?

Marissa DeEFoE. Umm hmm. It does.

Chairman MriLLEr. Dr. Egan, let me ask you this question. We
see these units that spring up and they appear to be part of a gen-
eral hospital, private hospital, public hospital, what-have-you. In
the case of the San Francisco Bay area, it appears that hospitals
built somewhat aggressively a few years ago, and now find out that
they have a wing or a floor that they simply don’t use because of
the changes in the way we now deliver care.

Are we talking about a freestanding unit that contracts for that
space and is left to their own? Because, obviously, in their televi-
sion advertising, they’re utilizing the name of a well-respected,
well-known community based facility where their unit is.

Dr. Egan. Yes.

Chairman MirLer. But what is being suggested here, and I think
the distinction you might be drawing, Doctor, is that this is a sepa-
rate service, than you might find in a general hospital where psy-
chiatric services are one of the services of that hospital. This is a
freestanding clinic within that hospital that is contracting for
space, or renting under some other financial arrangement, but
which may not provide the same kind of screening process or care
or peer review that you say we should expect. Is this the case?

Dr. Ecan. You've stated it perfectly. You've stated it perfectly.
There are a number of programs that, in fact, do just as you say.
Hire space, use the name for merchandising. No question about it.
Some of them are very good. Merely because they have that fiscal
relag:ionship,, it does not automatically indict them. Some are not so
good.

Chairman Mirier. What's the practice of a hospital that allows
their name to be used? Obviously the consumer believes that this is
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a function of hospital A or hospital B, which has a reputation of
some sort in that community, and in fact what you really have is a
freestanding operation under the roof of that hospital?

Dr. Egan. I think you raise a very important question. I have no
defense for that. What I would like to say, though, if I could, just
two quick points, one on the substance abuse, and one on the under
four psychiatric hospitalization. Under the current guidelines, and
I regret I can’t give them to you, for preadmission certification for
substance abuse, you must meet a number of criteria. Among
them, things like you must show not only a consumption of a cer-
tain amount, you must show evidence of impairment from that con-
sumption or taking that drug. You must show things like tolerance,
you know, your two martinis no longer do the job, and so you now
need four in order to achieve the same job.

A whole variety of impairments must be met to justify it; not
just that you say I think I drink too much. That no longer will suf-
fice, at least for programs that are going to be under the peer
review system there.

Let me suggest that, what falls on many inpatient psychiatric
units for children under 5, are really very severely developmental-
ly impaired children. Children with, for example, severe autism
that are also self-abusers—chewing their lips or something of that
sort, banging their heads, self-destructive in a variety of ways. Se-
verely retarded children with serious self-abusing pote::éials. Those
kinds are the kinds of children, not just a little unhappy or “more
neurotic” children, but severely developmentally impaired. They're
not frequent but they are real; and they do in fact need hospitaliza-
tion. To imply or to get the inference that merely because there
are children under 4 that are psychiatrically hospitalized, that
that’s somehow a shocking thing, you ought not to be shocked, as-
zuming it’s an appropriate admission. It's an appropriate thing to

0.

Mr. SceawarTz. I think that those cases that the doctor described
are certainly the kind of cases that warrant hospitalization. Sadly,
the cases, though, that I was referring to when we had a chance to
look at the medical records and consult with others, were not those
kinds of cases. And that was the thing that we found to be, I think,
most disturbing.

The other thing I wanted to mention is that even though there is
a distinction between the inpatient units in private hospitals—pri-
vate general hospitals—and separate private psychiatric hospitals
that are members of the National Association of Private Psychiat-
ric Hospitals, I think we also—even though they've made tremen-
dous efforts to tighten the criteria and I think the practices are
probably of a much higher standard—there are also room for
abuse, I think, in those facilities.

To give you an example, we only have one such facility in the
State of Minnesota. And one case that was described in an article
that we published, was the case of a young girl named Sarah who
was brought to Minnesota for 3 days of educational testing. She
and her parents came to Minnesota and the issue was that she and
her parents were at odds; they were fighting with each other. She
was not a girl who was involved with drugs or had problems with
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delinquency, but serious family disputes and really violent argu-
ments.

She was brought to Minnesota by her parents, her father's the
president of a large, prestigious university in another State. They
got off the plane, rented a car and drove to this facility. And, as
soon as they drove up, Sarah knew that this was not a school. And
she refused to go into the facility.

Her parents were in there for about 2 hours, and then finally six
men came out and surrounded the car and she voluntarily admit-
ted herself to the facility, where she was held for 9 months until an
attorney, who she contacted through the Civil Liberties Union,
threatened to file a suit against the facility and her parents.

I realize that this might be an extreme case, but it certainly, I
think, is an indication that we ought to not just focus at just gener-
al hospitals that are setting up these units. It could be a problem
that may affect other places, as well.

Mr. Sixorsk1i. Mr. Chairman?

Chairman MiLLER. Yes?

Mr. Sikorskl. I've been an attorney for people who were being
committed involuntarily, and have been an attorney in commit-
ment proceedings. I have also been personally involved in interven-
tions, both psychiatric and chemical dependency, where you go in
and try to convince people to seek out help and/or get the help,
and some of these involved institutionalized programs.

There are mostly gray areas in these situations, and inappropri-
ate is a difficult term to define. It’s a tough thing, and for parents,
especially. We focus on the kids, but the parents go through a proc-
ess—what made me think of it is these parents that were with this
daughter named Sarah.

And Barbara’s here to talk about it. It’s not a clear-cut black and
white situation. It's a tough thing whether you let your kid in this
situation go on, or let this individual go on. The analogy is, if
they're bleeding to death, you seek out emergency help; but if
they’re dying from alcoholism or a chemical dependency, you have
the same responsibility, but it's not easy to make the black and
white distinction.

Mr. ScawarTtz. That'’s correct, except that in these cases, what
we're finding is that juveniles are really sort of in a legal twilight
zone. Even though they're voluntary admissions, they're basicaily
there against their will and they're incarcerated. And they don’t
have the benefits of a voluntary patient because they can't leave
on their own.

On the other hand, because they're not involuntary patients,
there’s no due process at all. And in the case of Sarah, she was in
effect confined because she had violent arguments with her par-
ents, and she dressed punk. And it seems to me, having her con-
fined in a psychiatric hospital because of that, is unnecessary and
inappropriate.

Also, I think, it raises some interesting and very complex civil
rights issues. I mean, I, as a parent, if my child has an immediate
medical problem, and requires an operation, or whatever, and [
take my child to the emergency room, and he says, no, I don’t want
the doctor to do it, well, I'm going to damn well see that it hap-
pens.
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But what about the situation where, if my son, is running away
from home, and my wife and I are fighting with him, and we're ar-
guing and so should I take my son down to X hospital and have
him admitted for psychiatric care when, in fact, it’s really a differ-
ent kind of an issue; a family problem.

Which raises another question. We find that very little work is
really done with the families. That’s probably one of the most trou-
bling aspects of this. Many of these issues are rooted in family diffi-
culties of various types, and yet, parents are often excluded from
the process.

Mr. Sixorski. That’s strange. Even though the rationalization for
double average time in institutionalization is that the family is the
problem, yet, there’s not as much family work ag——

Dr. Ecan. If T could just—since we've used a number of individ-
ual anecdotes, let me suggest that we, at Children’s Hospital here,
require the parents to be in treatment three times a week in
family sessions under direct supervision of a supervisor through a
two-way mirror in order to gain an admission. That's one of the
prime requirements.

Chairman MiLLER. Congresswoman Boggs.

Mrs. Boggs. Thank you, Mr. Chairman. And thank all of you.
Thank you, especially, Marissa, for being with us and for your tes-
timony. I was wondering how large Coon Rapids is? Your home-
town? What is the population of Coon Rapids?

Ms. DEFoE. Mr. Sikorski, what’s the population of Coon Rapids?

Mrs. Bocas. Well, T was just wondering how large——

Mr. Srxorski. It's 40,000,

Ms. DeFok. 40,900.

Mrs. Bogas. 40,000. Because the reason I was asking that is——

Mr. Sikorskr. Is this for revenue sharing moneys?

Mrs. Bogas. Yeah; what do you want and how do you want to
know it.

But I was just wondering about the size of the city because that
would in some way indicate what size institution the.city could
support, and what type of psychiatric or other medical care could
be provided within a hospital setting or an outpatient facility set-
ting within such a population size.

And I assume that, because of the comparatively small size of
the city, that it could support only one hospital medical facility, or
are there several medical hospitals in the city?

Ms. DEFoE. Well, I don’t really know. I know that this particular
psychiatrist also was affiliated with other hospitals, and possibly
irlou know sees patients in other hospitals. So, I think that they

ave.

Mrs. Bogas. In addition to of course the insurance coverage now
of mental difficulties, you also have the problems of smaller hospi-
tals unable to afford the drug dependency units and psychiatric
units, and so it opens the way for national organizations to come in
and to set up a freestanding clinic within the hospital itself, and
they do perform the service that apparently is not in place at ail
before they come.

So that that’s a needed service and what we're really saying is
that it should be better monitored; that peer review should extend
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1:0l these facilities, as well as to the psychiatric hospitals, them-
selves.

And, of course, are there in place in Coon Rapids, for instance,
halfway houses, or other kinds of community facilities where the
young people could go in lieu of being hospitalized?

Ms. DEFOE. I don’t really know that.

Mrs. Bogas. Marissa, do you know about any of those?

Ms. DeFog. The one thing that really concerns us and upsets us
is the fact that once you have a child that’s in a facility like this,
you have no control over what is written, what the records say.
These people will justify what they're doing, and they can write
anything they please, whether it's an out and out lie, to justify
what they're doing. They can omit whatever they want to omit,
which this hospital did, and there you are. And then try to prove
that what was done was wrong. Hey, it’s in the records. And those
records are supposed to be truthful, and in fact, they are not, and
there you have it.

Mrs. Bogas. Well, the Freedom of Information Act, I think, has
taken care of that. I sympathize with you very much and I think
what happened to Marissa and to you and to your mother and to
your whole family is a despicable situation. But, as Dr. Egan has
suggested, oftentimes young people need—and I quote the doctor—
therapeutic foster care, group homes, or halfway houses, that are
simply not available.

All of us, I believe, as a Nation, should try to foster the building
and the housing, the treatment, and the care of young people.

Mr. Sixorski. Will the gentlewoman please yield?

Mrs. Bogas. Certainly.

Mr. Sikorsxi. Your point is absolutely excellent. Coon Rapids is
in a county of a quarter of a million people, but not a single half-
way house for mental health people. And we're now involved in a
struggle in the community, my wife and my mother-in-law, are all
involved in locating a halfway house in this county of a quarter of
a million people.

And you hit the nail on the head. But the other alternative, per-
haps more appropriate levels of care, just aren’t available to the
extent that they should be.

Thank you.

Mrs. Bogas. Dr. Egan, we've been very interested in this commit-
tee and in other committees that we have served on, about the
problems of physicians and other health care pu.-sonnel not recog-
nizing the effects of one drug upon another, or the effects of certain
kinds of medication upon the patient himself or herself.

Apparently, there was no one who consulted Marissa’s pediatri-
cian to find out if she had any reactions to certain kinds of drugs,
or any kind of allergies, or if she was taking any other kind of
medicationr with which the drugs they were giving her would inter-
play. Is there any kind of protection against this type of activity?

Dr. Ecan. I think you put your finger on a very difficult prob-
lem. What I would say is, it’s getting increasingly difficult because
in fact there are more medications, to understand their interac-
tions. I think those of us who are developing more and more gray
hair are getting more and more conservative in the use of medica-
tion, as we go along.
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What I would say is, just for your information, that the vast ma-
jority, the overwhelming majority of psychoactive medications in
this country, are not in fact prescribed by psychiatrists. And so
that we have the unfortunate experience in some ways of those
with less training in psychopharmacology being the primary ones
ordering the medications and I don’t know what to do about that.

Mrs. Bogas. But with regard to the severity of reaction that Mar-
issa experienced from taking them, is there no hesitation on the
part of the institutions in administering them? Should there be a
release from the parents before a youngster is subjected to this
type of medication?

Dr. Ecan. You raise a number of interesting questions. I would
think that, except in emergency situations, virtually all treatments
are approved by the parents. It gets to another inferesting legal
question. Virtually everyone, when they come into a hospital, signs
a relatively broadly worded blanket umbrella permission.

Increasingly, I think, wise practitioners are not using that, but
are using a rather more delineated specific treatment release, also
including a time of ending of that, and then requesting another,
not unlike what we do for release of information. We used to just
get more blanket releases, but now we really require a release of
information for each person, the principal of a school, or pediatri-
cian, and so forth,

Well, moving in those directions, it adds to the paperwork,
but——

Mrs. Bogas. But what can we do to facilitate that speed?

Chairman MiLLER. Barbara, did you?

Dr. Egan. I don’t know.

Chairman MiuLer. Barbara, did you want to comment on that?

Ms. DeFoE. I'd just like to make one comment. When my daugh-
ter was in the hospital, she was only given one blood test. She was
given high dosages of drugs, she had terrible side effects, and that
they gave one blood test to monitor what was happening to her.

And no real physical beforehand to see if she had any physical
problems. And I just find that, you know, appalling.

Mrs. Bogas. I find it appalling, too, and that was the questien I
was asking. Thank you very much.

Dr. Ecan. And so do I. And I can assure you that it does not rep-
resent standard care.

Chairman MiLLER. Congressman Wolf?

Mr. Worr. Thank you very much, Mr. Chairman. I want to
thank all the members of the panel. Both sides have made good
points, but it does seem that there is a little bit of one side versus
the other.

Mr. Schwartz, in your statement on page 8, you say some of the
questions that must be addressed are should parents have the abso-
lute right to admit a child to an inpatient psychiatric or chemical
dependency program against the child’s will? Well, when you have
a 14-year-old child, or a 15-year-old viild who’s on drugs—and the
reason I comment on this is, I just had the opportunity to be at the
Straight Program.

Are you familiar with Straight?

Mr. Scawartz. I've only heard of it.
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Mr. Worr. I think they do an outstanding job. Returning to my
point, you really are going to have a very difficult time having a
14-year-old child commit himself to a program. And so I think you
have to be careful that you don’t take children’s rights to the point
that you have a 14-year-old child getting a lawyer from the Ameri-
can Civil Liberties Union.

The thing is, as Congressman Sikorski said, it’s a gray area; and
we really have to be careful. Because you may take this position,.
along with another great civil libertarian, but in the process,
maybe that 14-year-old child is being ruined; and as a result of
that, may end up dying. We're losing, we're missing 1 million kids
a year, who are just leaving.

So I think we've got to be careful that we strike a balance. Even
though a lot of what you say has a good point.

The other comment I wanted to make, and I hope the chairman
will be very sensitive to this, I have been one that has pushed Blue
Cross and Blue Shield to make this reimbursement available and
hope the committee record doesn’t give Blue Cross and Blue Shield,
Money, and the other carriers, the hope that maybe they can get
out of this. In the Federal Government, they’ve been cutting back
these services; and I've been one whose been pushing, with Mrs.
Ozkar and others, to expand the services.

So I think there’s a real potential here that this hearing, unless
there’s some clarification at the end, doesn’t say, OK, health carri-
ers, we're not interested in your carrying this, and we're going to
be very willing to allow you to drop these services.

Does that trouble you a little bit?

Mr. ScawarTz. Two comments. One, this past Tuesday morning,
I had breakfast with the president of Blue Cross and Blue Shield
on these issues, and they are not interested in getting out of pay-
ment. Well, let me just comment on the comments of the president
of Blue Cross and Blue Shield.

They are interested in paying for appropriate care. And I think
that’s really what the issue is here, I think, there’s questions abous
whether or not there are high numbers of inappropriate admissions
to these units.

Now, the other thing is that these are locked units, particularly
the psychiatric units. Now, if we deprive people of their liberty,
they should have the benefit of due process. The problem here is
that the young people who are put in these programs are sort of in
a legal twilight zone, and I don’t know what the answer is, either.
But they're not voluntary patients, even though they’re put in vol-
untarily because they can’t léave on their own.

And, on the other hand, they don’t have any due process protec-
tions because they’re not involuntary commitments, either. And so,
I mean, to show you how easy it is, to get a child admitted to one of
these programs, the CBS news documented a case example of a
yvoung person would have been admitted, was not actually put in
the locked unit because they hacked out at the last minute to make
sure she wasn’t put in because he or she might—other things
might happen, but they were going to admit this girl, accept her
for admission because of the following criteria:

She was threatening to run away from home but had not run
away. Her parents, or the man who acted as her father, said that
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they found evidence of marijuana in her bedroom, and suspscted
that she was smoking marijuana; she was dating an older boy or an
older man 4 or 5 years older than she was, and that her grades
were falling in school.

Based on that, the Golden Valley Health Center was going to
admit her to their locked psychiatric unit. Now, that’s not the kind
of case that you were describing of a case that is really, you know,
in crisis and in danger and needs some immediate attention and
has to be hospitalized for care.

Mr. Worr. Well, let me make a comment.

Dr. Ecan. Could I respond to that, please? Mr. Schwartz, you left
out the fact that the first four hospitals that were approached de-
clined to admit her. And they proceeded until they finally got five,
and the fifth one said yes.

But I must state that repeatedly, you have left out all the data so
that it has the appearance—I'm sure it's not intended—but at least
lends itself to the appearance that you're not being fully forthright
on these issues.

Mr. Scuwarrz. Well, the first one declined her because she
didn’t meet the criteria. The other two, because their beds were
full. They didn’t have any empty beds.

Dr. Ecan. In terms of civil liberties issues for patients, it seems
to me I'm always on the forefront of this issue; and I was fighting
it in the sixties, when civil libertarians felt that chronic psychiatric
patients were really being deprived of their civil liberties, and
really engineered a mass exodus of patients.

They are now the very same people, rather shamelessly, I must
say, decrying the fact that they’re sitting on grates. And that
they've become the homeless bag people. There is a limit to the
ammfnt of civil liberty protection that you can afford certain
people.

T'll give you one other vignette. I had a patient that was abso-
lutely incorrigible, seriously delinquent, no parental control what-
soever, and it was at a time when, in the District of Columbia, we
provided an adversary system and a judicial review before a pa-
tient could be admitted to a hospital. A patient under 14 years of
age had to have a judicial review.

Legal Aid Society provided the child with a lawyer. The parents,
of course, got pro bono lawyers. The tilt was definitely on the
child's side. In the meantime, the mother couldn’t get the child to
the hearing, because he was so incorrigible. At the same time,
Child Protective Services accused this poor woman of neglect. She
was sandbagged from both sides, accused of neglect because she
couldn’t get the child under control; and, yet legaily, was being op-
posed by a very capable attorney, from getting her child the help
that it needed.

I think it’s a bag of worms. I would be far more cautious than
you've been; and I suspect you're being as incautious as you are,
only to get this thing on the table.

Mr. Worr. Let me make one last comment, and then ask a ques-
tion.

I think the committee should be very sensitive. Both sides have
very good points, but in the process, while we argue this on an in-
tellectual basis, there are going to be kids destroyed. There’s an as-
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sumption, a rebuttable assumption, that when someone is a juve-
nile, they're really not ready to—unless they’re 16 years old, for ex-
ample-—drive; unless they're 18, and hopefully we're moving now to
21, 21 to drink. We're not talking about a 21-22-year-old Marine
Corps sergeant stationed at Quantico, V/ We're talking about a
13-, 14-, 15-year-old child. In our system o. _overnment, the parent
has the responsibility and I think in most cases, there’s a deep
a}l:}ldaing love on the part of that parent, they want the best for their
child.

And I think you make some good points. For instance, a person
will go around and think he is going to get ripped off, and these
parents get confused, and the psychiatrists and the hospital can
give them advice? By this point they are looking for any voice of
authority to say something to guide them. And I think we have to
be careful in influencing parents. It's a balance but it is very grey
area. I wouldn’t want to be part of a process whereby we lead par-
ents to believe it is the wrong thing to ever seek out help.

I guess my last comment is, Dr. Egan, why do you think there
has been an increase in admissions?

Dr. Ecan. Complicated, to be certain. But let me give you a
couple of the issues. What we’re seeing is, in many ways, the lag
time. The figures are, for example, the threefold increase in suicide
in the last 20 years; and if you plot that out with an account for
the age gap, it corresponds almost exactly to the divorce rate.

And at least one of our universities-—~Minnesota, may I add—has
conducted a very good study that suggested there’s undeniable con-
nection between the increased suicide rate and the rate of divorce.

In a more generic term, what I would say is I think we're seeing
the dissolution of the family in many of its conventional forms, not
the least of which is increased erosion of parental rights, some of
which are even encouraged to be more so today. And I think we're
finding that the statistics are, for example, only 40 percent that
American children can anticipate a mother and a father for the
first 7 years of life.

So that fully 60 percent will have lost one important relationship
before they are 7. I think we're just now beginning to see the re-
sults of some of these experiences. Many childhood experiences
that we thought were more benign, like divorce, we're finding are
far from benign. The prospective studies that are carefully con-
trolled and well done by people like Mavis Heatherington, in Vir-
ginia, at the University, or Wallerstein and Kelly in California, are
really showing that it’s not as benign as we once thought.

So, if I had to look at one large area to account for a large per-
centage of the variance (but by no means only), I would look to
really very unstable family relationships, dissolution of family rela-
tionships; inadequate parenting from either absent or nonexistent
parents, or overwhelmed parents.

Mr. Worr. Thank you very much.

Chairman MiLrLiR. Congresswoman Johnson?

Mrs. Jounson. I have no questions. But my prime concern, and
the point of view from which I'll be reviewing the testimony, is the
lack of alternatives and a variety of treatment centers for teens. I
am also interested in how we may rectify our inability to intervene
appropriately and early. And I just wondered if, from your experi-
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ence, Dr. Egan, there were particular kinds of programs that
you’ve seen succeed or, particular deployments of Federal grant
dollars, that have been more effective than others?

Dr. Ecan. You will now embarrass me by that question. Up to
now, I've not been embarrassed. I'm a bit embarrassed. Unfortu-
nately, when it comes to good empiric data of efficacy of one treat-
ment versus another, we are unfortunately in our infancy. And if I
could encourage the Congress to do one thing, in terms of mental
health, it would be to fund studies that were aimed at clearly de-
termining what in fact are the effective treatments as definitively
as we can at this stage in time.

Are some of our conditions perhaps not treatable? Are they like
Alzheimer’s? And, if that were the case, then we ought to know
that. And then make whatever other provisions are needed. If, in
fact, you have conditions that cannot respond even to several years
of hospitalization and a half a million dollars of expenditure; and
the outcome is no better than chance, I think that would be impor-
tant information for us in terms of how to husband our meagre re-
sources.

Merely, I think we must move beyond, as a profedsion and as a
field, from saying I know it works, I feel it works, or my aunt had
it work, you know, that kind of thing, so that we have empiric good
studies. That has not been done.

Mrs. JornsoN. Is it your opinion that we've had enough experi-
ence, that there is enough out there for these studies?

Dr. Ecan. No, I think; we have some data to say some things
really do work; and that has to be popularized better. And that’s
really information distribution, but in fact, there have not been
enough good studies, no.

Mrs. JounsoN. Thank you.

Dr. Ecan. Let me just say, you can take a child with a variety of
disorders, and quite legitimately get people that will say only
family therapy, only individual therapy, only cognitive therapy,
only pharmacotherapy, only institutionalization, when it would
seem unlikely that they’re all equally effective. Or worse yet,
equaily ineffective. I think we need that data. And I think really
it’s only Congress that can begin to get it to us somewhat in a tidy
and timely way.

Chairman Mirer. Thank you. Let me just say a couple of things.
Part of this topic that we're covering here, in particular the ques-
tion of appropriate care, which 1 think is a more generic issue here,
is one I feel like I’ve seen before in the foster care issue. Ten years
ago, when we saw huge numbers of children who were being locked
up in locked facilities, and were being heavily drugged so the case-
loads could be increased by proprietary care units, finally the civil
libertarians did go in and say that those children had to be brought
home; they had to have their rights assured, because they had com-
mitted no crime; they had done nothing wrong.

And I'm a little concerned that part of this is déja vu. I fully
agree with Congressman Wolf, that the inclusion of mental health
services within ingurance plans is absolutely essential and should
be expanded, given the stress and related problems that people live
under today.
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But I'm concerned about what seems to be emerging is maybe
the only or the fast accelerating track for treatment of these prob-
lems which is the suggestion of these freestanding clinics within
hospitals or freely associated with hospitals. As I look at Blue Cross
and Blue Shield, as they list the top five diagnoses for adolescents
that were admitted to these psychiatric units, it looks far different
than the criteria that was part of your testimony, Dr. Egan.

This list is far more abstract in terms of “unspecified adjustment
reaction”; as abstract as bizarre behavior is, it doesn’t seem to go
as far as that one, and that’s what my concern is. The question is
whether or not we’re paying for inappropriate care, or whether, by
not providing other kinds of care, we've now moved to this ex-
treme, an intensified locked fully-paid-for facility for 30 days or 60
days, and then that’s it.

And there is also the question of followup. One of the things we
found out about children in foster care was 80 percent of the fami-
lies before their children were taken away from them had received
no infamily services, and in 80 percent of the families, nobody
calr{ne back to see if they could reunify that family once a child was
taken.

What I'm afraid of, is somebody may utilize 30 days of treatment
covered by insurance, and then the child is dismissed and the
parent moves on to maybe a whole new set of problems that oc-
curred as a result of what may be inappropriate or improper treat-
ment. And that’s not to place a blanket indictment. But I'm a little
worried that there’s a funneling operation moving here in terms of
where dollars are, whether they're from private insurance or
public insurance, where we're moving in terms of what is consid-
ered to be appropriate care.

Dr. Ecan. Well, I think you raise some legitimate issues. Not the
least of which are followup and follow after care, and, as you know,
outpatient services are increasingly being rather severely curtailed
in terms of the number of visits, for example. I'm currently work-
ing with a family, that the entire family has for its prepayment in-
surance program, 20 visits per year.

Well, it’s a multiproblemed family, including one person that
needs psychiatric hospitalization. When that person comes out,
there in fact is no money and no funding for continued outpatient
services. And here we then have somebody that is basically above
the working poor, stable job with insurance, although going for the
least expensive insurance policy, in the hope that they won’t need
other services, and now cannot afford the ongoing outpatient psy-
chiatric care and then, either has to go to the public sector, or get
none.

The public sector—I don’t need to remind you is not a cornuco-
pia.

Chairman MiLLER. I look at my home county, and it’s larger than
my district, but it’s 650,000 people. And my wife's on the mental
health board there, and they're struggling to find 22 placements f r
adolesc ts.

Dr. EcaN, Yes.

Chairman MiLLER. It’s a high income county, but you don’t have
to drive around very long to understand there’s a lot of potential
placements on the streets among the adolescents. But it is nearly
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impossible to find publicly supported placements. The goal this
year will be 22 or 23 new placements.

And, as you point out in your testimony, apparently we can
expect to have an increasing number of children with severe prob-
lems appearing on the horizon.

Dr. Ecan. Yes; and, if I could just tell you where I think you
could potentially intervene to reduce one of the unfortunate conse-
quences that Mr. Schwartz alluded to, namely, a really two-track
system of health care.

That, if public moneys are not in fact available for the poor, then
the mental health issues, then you really will in fact have a two-
track system much more in place than we currently do have.

Chairman MiLer. Thank you, very much. And Barbara and
Marissa, thank you. I want to thank you very much. I think that
the issues that you've raised allow us to begin a much larger and
broader issue, in terms of mental health services for adolescents,
than we’d anticipated. That’s the nature of this committee.

Thank you very very much.

Next, the committee will hear from a panel made up of Mark
Schlesinger, who is a research coordinator for the Center of Health
Policy and Management, the John F. Kennedy School of Govern-
ment, Harvard University;

Kevin Concannon, who is the commissioner, department of
mental health and mental retardation in the State of Maine; and

Albert Richard, Jr., who is the chief juvenile probation officer
from Dallas County, TX.

Gentlemen, welcome to the commitiee. We will hear from you in
the order in which I called your names. Your written statement
will be placed in the record in its entirety, so to the extent that you
want to summarize or perhaps comment from what you heard
during the first panel, it would obviously be very beneficial to us.

We're still doing all right in time, so proceed in the manner
you're most comfortable.

Mr. ScaLESINGER. Thank you, Mr. Chairman. I appreciate the
chance to address the committee.

STATEMENT OF MARK SCHLESINGER, PH.D., RESEARCH COORDI-
NATOR, CENTER FOR HEALTH POLICY AND MANAGEMENT,
JOHN F. KENNEDY SCHOOL OF GOVERNMENT, HARVARD UNI-
VERSITY

Mr. ScuLESINGER. What I would like to do today is place some of
the issues we've already heard in the context of the broader com-
mercialization of the American health care and mental health care
system. Although we've to some extent focused on the clinical crite-
ria and the incentives created by insurance, it may be equally im-
portant to try to understand the incentives and motivations that
providers and providing institutions are operating under to really
understand the policy issues in this problem.

The American health care system has experienced a number of
episodes of commercialization in the past, and each of them have a
similar format, involving three stages:
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In the first phase, the demand for care vastly outstrips the capa-
bility of traditional providers to supply services, usually because
government’s begun to subsidize care in one way or another.

In the second phase, there is a large influx of profitmaking insti-
tutions in the health care system. Those profitmaking institutions
differ from traditional providers in several important ways. First,
they tend to be more organizationally autonomous, that is, have
fewer formal and informal connections with the community in
which they operate.

Second, they tend to deliver different packages of services in dif-
ferent ways. The package of services tends to be more narrow, less
innovative and to some extent more standardized than the services
traditionally provided by nonprofit public sectors.

By way of analogy, the entry of for-profit providers is, to the
American health care system, often like McDonalds is to the Amer-
ican hamburger, and similar issues about whether this kind of
standardization in fact leaves us better off or worse off, occur in
both cases.

The third, and I think perhaps the most important phase for the
committee to think about, occurs when existing nonprofit and
public providers respond to the influx of for-profit providers. They
respond to the competitive threat that they see them representing,
becoming more and more over time like those for-profit providers.
Nonprofit and public institutions adapt the way they operate and
the kinds of services they provide, so that over time, ownership
based distinctions become less and less.

Now, it's my sense and the sense of others that the American
mental health care system is currently between the second and
third phases that I just described.

Over the past decade, there’s been a significant increase in the
role of profitmaking organizations supplying mental health care.
Depending on how you measure it and what services you look at,
the role of for-profit providers has somewhere between doubled and
quadrupled over that period.

Similarly, those for-profit mental health care providers tend to
offer services in a somewhat different way than do preexistng pro-
viders. They're more sensitive to economic incentives. OQur evidence
suggests that for-profit organizations are less than half as likely to
admit patients for reduced charges, they’'re less than one-fifth to
one-quarter as likely to supply services which are considered un-
profitable.

Similarly, for-profit providers tend to offer a different package of
services, a package of services that tends to be more standardized,
tends to orient care more to an inpatient basis—because it can be
more readily administered—tends to be less innovative, and finally,
tends to omit services that have broadly diffused community bene-
fits. These latter services include education and vocational rehabili-
tation, services that affect the well-being of the client once they’ve
been discharged back into the community, rather fthan staying
within the facility.

Finally, it's my sense that we are beginning to enter the third
phase of the commercialization of mental health care. Let me
quote, briefly, an observation made by Dr. Leon Eisenberg of Har-
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vard Medical School at the annual meeting of the American Psy-
chiatric Association, held last month: He stated:

The worst of it is that voluntaries, unable to cross-subsidize expensive but essen-
tial clinical services because of cost-competition, are becoming ever less distinguish-
able from the proprietaries, as they ‘market,’ and worse, ‘demarket’, diversify, ‘un-
bundle’, ‘spin-off’ for-profit subsidiaries, develop ‘convenience-oriented feeder sys-
tems’, attempt to adjust case mix and triage admissions by their ability to pay.

Hence, it’s my sense that those initial differences that are repre-
gented by profitmaking organizations are now spreading to the
mental health care system more generally. I believe that this
spread has important implications both for the health care system,
and particularly for the mentally ill.

Let me here hazard three predictions: First, that the spread of
proprietary and more commercial nonprofit mental health care
will lead to an inevitable focus on inpatient care, whatever the in-
centives provided by insurance. Because inpatient care tends to be
more manageable, involves less innovation, and is more readily
standardized, it seems clear that the standard mode of operating
for such providers will be to foster that sort of care, rather than
outpatient services.

Second, judging from past experience of episodes of commercial-
ization of the health care system, it's very likely that we'll soon see
a rapid influx of for-profit facilities into the substance abuse area
for adolescents. This will have several impacts. One, it will tend to
cause competition among providers as they struggle more and more

-to—fill-their capacities with an adequate number of patients, will

cause them to be more and more aggressive, in terms of marketing
their services, whether to schools or otherwise; and will intensify
the narrowing of services as they try to become as cost-efficient as
possible.

Also, 1 think it’s inevitable whenever there’s an influx of new
providers into an area, that there will be some who are in it,
simply seeking short-term profits, the quick buck. And one would
expect, it’s very likely we’ll see episodes where, in the quest of that
quick profit, providers tend to cut guality of services, engage in
fraudulent practices, and other unethical practices.

Third, and lastly, I think it's important to recognize that, as the
commercialization of mental health care progresses beyond the for-
profit sector, it’s going to be very important for us not to simply
blame profitmaking as the source of the problems that are likely to
emerge with commercialization. That's not to say that the profit
motive won't be linked to some of these problems, but simply that
they are also linked to the kinds of incentives we give these institu-
tions, which are very sensitive to economic incentives.

Moreover, if we focus exclusively on the profitmaking organiza-
tions, we’'ll tend to lose sight of the fact that the same behavior is
spreading to other types of providers, as well.

That concludes my testimony. I thank you for your time.

[Prepared statement of Mark Schlesinger follows:]
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PrEPARED STATEMENT OF MARK SCHLESINGER, PH.D.,, RESEARCH COORDINATOR,
CenTER FOR HEALTH PonicY AND MANAGEMENT, JoHN F. KeNNEDY ScHOOL OF
GOVERNMENT, HARVARD UNIVERSITY

Mr. Chairman and members of the Committee: My name is Mark Schlesinger. I
am research coordinator of the Center for Health Policy and Management, John F.
Kennedy School of Government at Harvard University. It is my intent to place the
issue of profit-making in the treatment of substance abuse in the context of the
broader commercialization of the American health and mental health care system.

Many observers have noted that, over the past ten to fifteen years, health care in
this country has increasingly been viewed as an appropriate and profitable area for
commercial ventures. This is not the first episode of “commercialization” in Ameri-
can health care. It is my belief that a review of past and current patterns of com-
mercialization will provide important insights into the issues raised in today’s hear-
ing.

THE RECORD OF COMMERCIALIZATION IN HEALTH CARE

Commercialization in American health care has occurred several times over the
past hundred years. At the turn of the century, medical education became largely
the province of businesses which trained doctors for a profit, much in the way trade
schools now teach auto mechanics or computer programming. During the 1940s,
large commercial insurance companies began to offer health insurance, a product
which had previously been available largely through private nonprofit organizations
or cooperative agencies.

From the late 1950s through the 1960s, the nursing home sector was converted
from an aggregation of small, often family-run, operations to a bcoming industry. In
the 1970s, renal dialysis centers—previously limited to large teaching hospitals—
were increasingly eslablished as profit-making enterprises, many franchised in the
model of fast food emporiums.

Each of these episodes of commercialization followed a common pattern, and can
be separated into three stages. In the initial phases of this transition, it becomes
widely recognized that traditional providers are not supplying sufficient services to
meet the demands of clients. Often this results from new government initiatives
subsidizing treatment. The demand for nursing home care, for example, burgeoned
after the passage of Medicare and Medicaid. The number of patients treated for end-
stage renal disease grew exponentially in the decade after it was covered under
Medicare.

The second stage of commercialization takes the form of an influx of profit-
making enterprises. A large and growing bhody of research has documented that
these new entrants differ on average from traditional nonprofit providers in several
important ways:

“Proprietary providers tend to be more sensitive to financial incentives, offering
fewer services and treating fewer clients who do not generate a profit.

“Investor-owned enterprises, particularly when initially entering an industry,
tend to offer a more standardized package of services than do traditional private
nonprofit providers. Thus, new entrants appear more like “franchises”, compared to
pre-existing providers which follow a more “skilled craftsman” model. The services
offered in proprietary settings tend to be relatively non-innovative.

“Organizationally, for-profit providers tend to be more “self-contained”. Compared
to private nonproft providers, their boards of directors are smalier and more repre-
sentative of staff than the community at large. By increasing organizational auton-
omy in this manner, for-profit institutions increase their ability to respond more
quickly than can nonprofit institutions to changing conditions.”

The third, and in many ways most important, stage of commercialization occurs
largely in response to the influx of for-profit providers. Existing institutions, both
public and private nonprofit, begin to behave increasingly like their investor-owned
counterparts. As competition from proprietary facilities threatens to draw away
profitable patients/clients, nonprofit organizations more aggressively strive o at-
tract and hold such clients. In addition, the entry of profit-making organizations to
some extent changes the perceptions of all providers’ about their role in the commu-
nity and their fiduciary relationship to patient and the general public.

THE CONTEMPORARY COMMERCIALIZATION OF MENTAL HEALTH CARE

Mental health care is undergoing commercialization similar to that observed pre-
viously in other sectors of the American health care system. In my assessment, we
are now in the second—and about to begin the third—stage of this transition.
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The first stage of commercialization, the expansion of demand for care, was initi-
ated by state regulation and reinforced by the federal government'’s adoption of pro-
spective payment. Throughout the 1970s and 1980s, states have mandated coverage
of mental health care by private insurers. As of 1984, more than half the states re-
quired coverage for the treatment of alcoholism, 40 percent for mental illness and a
third for the treatment of drug abuse. The growth of prospective payment, including
Medicare’s DRG system, has made mental health care appear even more attractive
to health care providers. In the short-run, psychiatric specialty hospitals have been
exempted from prospective payment under DRGs and continue to be paid on the
basis of costs. In the long-run, professional standards for treatment are sufficiently
ambiguous that treatment of the mentally ill can be readily adapted to be made
“profitable” under virtually any form of reimbursement. It is thus not surprising
that over 1000 short-term general hospitals are anticipated to establish psychiatric
units over the next five to ten years.

These same incentives have encouraged the growth of proprietary mental health
c}e:re. A recently issued report by a major Wall Street investment firm concluded
that:

“The psychiatric hospital industry is an attractive subsegment of the hospital in-
dustry for investors. Inpatient psychiatric care is widely insured, occurs with pre-
dictable and increasing incidence and is complex enough tc render cost control ef-
forts difficult.”

The influx of proprietary providers is already well advanced. In the past fifteen
years the number of beds in psychiatric hospitals under proprietary auspices has
increased over 150 percent. Investor-owned general hospitals are growing at an
equal rate and are increasingly providing care for the mentaily ill. For-profit owner-
ship has become even more pronounced in residential facilities and institutions spe-
cializing in the treatment of substance abuse. When last surveyed, hetween one
quarter and one third of these facilities were investor-owned. Many of these inves-
tor-owned facilities are a part of a multi-facility system: as of 1982, two-thirds of the
for-profit psychiatric hospital beds in this country were controlled by the five larg-
est muiti-hospital “chains”.

As in other episodes of commercialization, the newly entering for-profit providers
appear to offer care different from pre-existing providers. Survey data reveal that
propnetary facilities are half as likely to offer to treat patients at reduced charge
and less than one quarter as likely to offer services which are inadequately reim-
bursed. Staffing ratios are on average lower in for-profit than nonprofit facilities.
The former tend to offer a narrower range of services; in particular, they are less
likely to provide educational and rehabilitative services. Anecdotal reports suggest
that investor-owned facilities are concentrating to a greater extent on inpatient
treatment than are private nonprofit institutions,

Neither this evidence, nor experience with past episodes of commercialization of
health services, indicate that the proprietary facilities cannot supply adequate—and
in some cases quite high-—quality mental health care. In fact, by specializing in the
type of care they provide, profit-making agencies may supply services more efficient-
ly than do their nonproprietary counterparts.

Nonetheless, prior experience with commercialization, particularly in the nursing
home industry, suggests that with any rapid influx of new providers, some will seek
quick grofits, through either low quality care or fraudulent practices. In addition,
existing evidence indicates that investor-owned mental health care facilities place
greater emphasis on obtaining profitable patients and selecting those services which
are profitable and readily managed by administrators.

Although current differences between for-profit and other institutions are fairly
pronounced, as the mental health care sector enters the third phase of commercial-
ization, some of these distinctions will be narrowed or eliminated. There is evidence
that this is currently occurring. Journals for (nonprofit) hospital administrators are
replete with articles discussing “adapting to the age of competition”. At the 1985
annual meeting of the American Psychiatric Association, held last month, Dr. Leon
Eisenberg of Harvard Medical School reported that:

“The worst of it is that voluntaries, unable to cross-subsidize expensive but essen-
tial clinical services because of cost-competition, are becoming ever less distinguish-
able from the proprietaries, as they ‘market,” and worse, ‘demarket’, diversify, ‘un-
bundle’, ‘spin-off’ for-profit subsidiaries, develop ‘convenience-oriented feeder sys-
tems’, attempt to adjust case mix and triage admissions by their ability to pay.”
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COMMERCIALIZATION AND THE TREATMENT OF SUBSTANCE ABUSE

These broad patterns of commercialization hold implications for state and federal
officials concerned with the treatment of substance abuse. Continuing commercial-
ization of these services, along with mental health care in general, is likely to have
several important consequences.

“Providers will focus on inputient services. This will occur for several reasons.
First, inpatient care is more readily manageable, and thus amenable to the adminis-
trative approaches found in many for-profit institutions. Second, professional proto-
cols for inpatient care are in many cases better developed than for outpatient treat-
ment; outpatient care calls for a level of innovation that is unlikely to be found in
many of the programs initially established to provide treatment.

“There will be a rapid influx of proprietary providers. This offers some real advan-
tages, by assuring that programs offering services will be rapidly and widely avail-
able. At the same time, it presents some potentially serious risks. An influx of pro-
viders increases competition, forcing facilities to become increasingly aggressive at
generating utilization. This may lead to placements of clients in programs inappro-
priate to their needs. In addition, any rapidly expanding program will prove hard to
control and therefore more readiiy subject to fraudulent practices.

“The problems associated with the service system will not be exclusively those pro-
duced by the profit motive. The pursuit of profits is neither the sole nor even the
most important source of problems associated with commercialization. Proprietary
institutions do appear more sensitive to financial incentives, and this may. lead
them, in response to such incentives to treat or not treat patients in a manner
which is socially undesirable. Commercialization, however, represents a broader
change, a reduced sense of community responsibility. This may have far more perva-
give effects than the profit motive per se, extending to effect the performance of pri-
vate nonprofit and public facilities. The problems associated with commercialization
must therefore be dealt with, not by blaming profit-making, but by more explicit
statements of the responsibilities of health care facilities to' the communities in
which they operate and by more careful understanding of the types of financial in-
centives created by the ways in which we pay for and regulate the treatment of sub-
stance abuse.”

These predictions »oint to issues and problems which will not be readily solved.
Nonetheless, our experience with past episodes of commercialization in health care
suggests that such problems will likely occur in programs for the treatment of sub-
stance abuse. Both clients and the general public will be best served if they are ad-
dressed expediently.

Chairman MiLLer. Thank you. Mr. Concannon.
Mr. Concannon. Thank you.

STATEMENT OF KEVIN W. CONCANNON, COMMISSIONER, MAINE
DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDA-
TION, AUGUSTA, ME

Mr. ConcannoN. Chairman Miller, members of the committee,
my name is Kevin Concannon, and I’'m the commissioner of the de-
partment of mental health in the State of Maine. I very much ap-
preciate the opportunity to appear here today.

I wish to speak particularly in support of the efficacy, if you will,
of State level strategies, which avoid the overuse of restrictive and
institutional settings for children and adolescents, and which opti-
mally facilitate and support the development of an array of suita-
ble alternatives. I'd like to highlight some of the points in my writ-
ten testimony.

First of all, I think, Maine has created an exemplary approach to
many of the issues that I've heard discussed, both by Members of
the Congress here today, as well as the panelists that have preced-
ed me. And that is, it seems to me, that at the State level, one of
the key predictors of the general mix of services available to dis-
turbed children and family, is a factor that is heavily influenced, or
should be heavily influenced by leadership at the State level.
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The State of Maine, I think, took a very effective step about 10
years ago, in the creation of a cabinet-level interagency planning
effort, which oversees the development of such services for chil-
dren, the licensing, their planning, their funding, and most impor-
tantly, their oversight.

Maine, as a State, does not leave, and much of the testimony I've
heard here today has tended to describe, it seems to me, the system
or aspects of the system of care of juveniles or young persons,
either seeking psychiatric or substance abuse care, as though these
were free-market forces operating in a laissez faire environment.
That certainly isn't the case in my part of the country, generally,
that is, in the New England States, and I can speak specifically for
Maine, and I'm generally familiar with New Hampshire, Vermont,
and Rhode Island, as states that directly in*arvene at the State
level, in terms of impacting persons who would, be they proprie-
tary or nonprofit, provide an array of services.

I think a coherent coordinated mechanism at the State level
enjoys a number of advantages and I'd like to highlight thosc from
the experience of the State of Maine. First of all, it creates a pre-
dictable controlled and overseen development of proprietary as well
as nonprofit services for children, and in the case of Maine, I'd
point out the mix is overwhelmingly nonprofit agencies.

There is but one proprietary psychiatric substance abuse hospital
in our State. Joint planning and funding has allowed States like
Maine, a relatively poor State, to optimize the use of funds, be they
Federal or State funds, to support programs that are both least re-
strictive, and we believe, efficacious for children.

In the State of Maine, contrary to some of the testimony you've
heard earlier today, we have witnessed a reduction over a 5-year
period, a conscious reduction, in the number of residential treat-
ment center beds for children, be they for psychiatric purposes or
for substance abuse. And I would attribute that reduction to a
number of fac*ors that I'm going to comment on, but most impor-
tantly, I think it is the planned full, affirmed bypartisan support of
Governors and legislature, as well as agency heads that have over-
seen the system in the State.

We have, in our State, effectively promoted new and additional
home-based treatment intervention services for emotionally dis-
turbed children, and adolescents and for children entering the juve-
nile justice system. I regret that Mrs. Johnson is not here, in that
one very effective—she asked the question of efficacy, or are there
programs that we can point to that seem to respond to the needs of
seriously disturbed children and their families, without necessitat-
ing hospitalization or institutionalization.

In the case of Maine, we have nine such programs funded, li-
censed, and overseen by the four principle State-level agencies that
are modeled to a large degree on a program or set of programs out
of the Tacoma, WA, area known as “homebuilders.” These are
home-based approaches to children and their families, and the en-
trance criteria for these programs are, the child must be referred
by the juvenile court, mental health professionals, by schools, by
child welfare officials as needing residential treatment, so we’re
not talking about the creaming process here of dealing with the
kids whose pathology or problems are easily resolved.
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And, in the case of Maine, we're doing 6-month and l-year
followups on these children to look at the broad criteria of is {ae
child still in the home, and are the parents or the child collectively
reporting a reduction in symptomatology.

These are very effective: These are cost-effective, they are
humane, and they are directly reflected in the reduction in the
number of residential or more costly treatment center beds in the
State. Maine has, as a State, in statute, and in practice, a certifi-
cate of need process enacted into law by the legislature, again
strongly supported on a bipartisan basis. The certificate of need
process. contains some of the free-market forces that would take
place otherwise, from a proprietary or a nonprofit agency.

When agencies have turned to Maine, for example, I reviewed
the data before coming down here, and over the past 3 years, 53
proprietary or nonprofit agencies have turned to us to suggest, we
want to provide more inpatient substance abuse beds for adoles-
cents, for example.

We have currently a moratariumn in our State, affirmed by the 4
State agencies, opposing in effect at this time, any further develop-
ment of inpatient adolescent beds. And we have effectively dissuad-
ed—if I can use that word—those who would offer unneeded, un-
necessary beds to respond to the needs of these young citizens and
their families.

So there are effective strategies, I want to point out.

The State of Maine is one of eight States that has applied to the
National Institute of Mental Health effectively, I guess, or success-
fully, I should say, applied for program funding under the so-called
CAASP, or Child and Adolescent Services Program grants. You
might be interested to know that of 54 States and territories, when
the Congress authorized the CAASP at the National Institute of
Mental Health, 43 of the 54 States and territories applied for these
moneys that are targeted, not for additional services, but that are
targeted at system improvement at the State level, to enable States
to better manage the array of services for children requiring every-
thing from in-home services to the most restrictive, if you will, out
of home placement.

There is tremendous, I take that as, direct evidence that there's
a lot of interest and realization at the State level that system im-
provements can be made. We're one of the States that have re-
ceived these relatively modest grants in Federal terms, I would say,
but important for States like Maine, and long-term, I think many
of the kinds of issues that I've heard here today, are likely to be
addressed by programs like CAASP, effectively supported by the
Congress at the State level.

I would point out, as well, that in Maine we have effectively le-
veraged, if you will, and supported a variety of public funds from
the Federal level, the block grant funds and social services, the al-
cohol, drug abuse and mental health funds, those funds that are
available through Public Law 94-142, with State funds so that we
can collectively between these four principal State lev:! agencies,
support the placement and services of children in thuse settings
that are least restrictive of their freedom but that are most appro-
priate.
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We have a mandatory insurance law, just by way of reference, in
Maine, mandatory mental health and alcohol insurance law, but
that mandatory law mandates, as well, a variety of out-patient
interventions for persons, so I think there are various subdivisions
even within the mandation issue around the insurance benefits,
and we're relatively a recent State in that respect.

Finally, I would point cut that we have, I believe, a very impor-
tant and identifiable and visible locus of policymaking and plan-
ning for children’s health, children’s mental health, in substance
abuse services in our State. I think that’s an extremely important
element, and an absent one in many States at the local level.

About a month or so ago, I was at a meeting in Texas of a
number of children’s mental health principally child psychiatrists,
and from the podium, about 400 child psychiatrists were asked if
they could identify the person or the locus—that is, the office in
their State—that sets mental health policy for children and adoles-
cents.

And fewer than a dozen so-identified that.

I take that as a problem with State government on failing to ef-
fectively convey to practitioners, family, and others, the utility of a
locus at the State level, as well as the manner in which the Ameri-
can Mental Health Care System has evolved wherein practitioners
dealing with families on a day-to-day basis are unable to influence
the policymakers and planners at the State level.

Thank you, sir.

{Prepared statement of Kevin W. Concannon follows:]

PREPARED STATEMENT OF KEVIN W. CONCANNON, COMMISSIONER, MAINE
DEPARTMENT OF MENTAL HEALTH AND MENTAL RETARDATION, AUGUSTA, ME

Mr. Chairman, members of the committee. My name is Kevin W. Concannon and
I am the commissioner of the Maine Department of Mental Health and Mental Re-
tardation. Since ¥ebruary of 1980, I have served as commissioner of Mental Health
and Mental Retardation and for several years had responsibility, as well, for correc-
tions and juvenile justice. I appear to speak in support of State level strategies
which avoid overuse of restrictive and institutional settings for children and adoles-
cents and, which optimally facilitate and support, the development of an array of
suitable treatment options for disturbed children, adolescents and their families.

As a State, Maine has taken effective steps at the State level to provide more ade-
quately for the mental health treatment needs of children and adolescents requiring
special intervention through the development of a predictable and visible interagen-
¢y planning office for children’s services at the State level. This interagency plan-
ning effort for children, originally supported by Federal funds from the Law En-
forcement Assistance Administration, has for 10 years been the instrument through
which State level policy, planning and funding for the treatment needs of children
and adolescents have been addressed. Specifically, in Maine, the four major child
serving agencies—Mental Health and Mental Retardation; Corrections; Education;
and Human Services—jointly coordinate the planning and needs assessment efforts,
licensing of these facilities, funding, and oversight of the range of residential treat-
ment centers operating in Maine serving disturbed children and adolescents. These
commitments to interagency planning and a coherent, legislatively affirmed, policy
for funding, licensing and overseeing the range of treatment centers in our State
have resulteil in a number of benefits:

1. A more predictable, controlled, and overseen development of proprietary and
non-profit ci:ildren’s residential, psychiatric and treatment services in the state;

2. Among ‘he four State agencies with differing individual legislative responsibil-
ities, the joirt planning and funding has allowed State agencies to make the opti-
mum use of their respective funds, that is, mental health funds are used as an ad-
junet to support special education monies available through P.L. 94 and 42 for serv-
ices not funded by special education;
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3. The number of residential treatment center beds in our State over a 5 year
period has been reduced, at the same time that a variety of less restrictive treat-
ment options has been encouraged and financially supported by the major State
agencies to serve children and adolescents;

4. Particularly over the past 3 years Maine has effectively promoted new and ad-
ditional home-based treatment intervention services for emotionally disturbed chil-
dren and adolescents and for children entering the juvenile justice system. So-called
“homebuilders” or home-based services based upcn the model from the State of
Washington have effectively diverted hundreds of Maine children who had been rec-
ommended for more intensive, more restrictive residential treatment either in psy-
chiatric inpatient units or residential treatment centers by social workers, physi-
cians, mental health agencies, schools or juvenile justice intake workers. In short,
Maine’s experience has affirmed the cost-effectiveness and humaneness of being
substantially committed to intensive, home-based services with mental health pro-
fessionals as an effective strategy to deflect the majority of children referred for res-
idential treatment,

5. Maine has moved from being reactive as a State agency to being proactive
through the development of a “certificate of need” process enacted into law by the
Maine Legislature. The certificate of need legislation in Maine requires that pro-
posed vendors of residential treatment to our youth anticipating application for
Medicare, Medicaid or private insurance reimbursements must submit proposed
projects to the certificate of need process. This includes public hearings, feasibility
data and review by the affected State agencies. The C.O.N, process has been ex-
tremely helpful in guiding the collective efforts of individual State agencies, as well
as appropriately dissuading individual entrepreneurs or agencies who have proposed
expansions or major developments in Maine that are, in the judgment of State and
local officials unnecessary.

6. Through the interdepartmental children’s process in Maine, agencies seeking to
provide new or expanded programs are encouraged to seek direct technical assist-
ance and advice from the interdepartmental children’s staff. These staff, incidental-
ly, take their direction from the four cabinet level officers, commissioners of the re-
spective agencies, and the deputy commissioners, hence assuring that the interagen-
cy efforts reflect the current direction and policy of agency heads.

7. Maine, through the interdepartmental planning, funding and licensing process
for children’s treatment centers, has maximized its use of Federal as well as State
funds, and in the case of Federal funds has utilized funds from the social services
block grant, the alcohol, drug and mental health block grant, and education funds
available through public law 94 and 42.

8. Maine is one of the initial eight States funded by the CASSP (Child and Adoles-
cent Service System Program) through the National Institute of Mental Health and
I believe the Congress is to be congratulated from the mental health community’s
viewpoint for your authorization and funding of the CASSP program. You may not
be aware that of 54 States and territories, in 43 of the States the highest level of the
executive branch agencies applied to receive these system improvement funds, and I
am confident that this program, while relatively modest by Federal standards, will
pay long-term dividends in enhancing the ability to State systems to serve better
the needs of children of emotionally and behaviorally disturked children whose
needs transcend any one public or private agency system at the State level. Finally,
I would point out that it has been my observation that States that have an identifia-
ble locus of policy making and planning for children’s mentel health or corrections
related services for children beyond the State institutions are organizationally
better able to oversee and plan for the range of needs of children and adolescents
witheut being so overly dependent upon pure “market forces” and this locus of plan-
ning helps to directly facilitate azpropriate, less restrictive ‘reatment and habilita-
tion settings for children and adolescents at the state level. The absence of an iden-
tifiable locus continues to be of concern to me and others in the field. Anecdotally,
at a meeting I attended a month or so ago in Texas with approximately 400 child
and adolescent psychiatrists from across the U.S., fewer than a dozen of those in
attendr.nce were able to identify the specific locus or individual within their respec-
tive states who set and oversaw children’'s mental health policy. This, regrettably,
contributes to unresolved problems in certain states and areas of the country.

Thank you for this opportunity.

Chairman MiLLER. Thank you. Mr. Richard?
Mr. RicHARD. Mr. Chairman, thank you for the opportunity to
testify.
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STATEMENT OF ALBERT RICHARD, JR., CHIEF JUVENILE
PROBATION OFFICER, DALLAS COUNTY, TX

Mr. RicHARD. It's my understanding that what this committee
would like to hear is a perspective from the Dallas and Texas areas
regarding their perceptions of this problem.

This is not an issue that’s come to the fore either in Texas, or in
Dallas. It’s not one that’s talked about publicly. However, in recent
discussions with a number of professionals in the Dallas communi-
ty, I was surprised to find a great deal of concern and interest, and
a great deal of pessimism about future developments relating to
the provision of residential programs for children.

I have two examples in my written testimony which are intended
to illustrate the extent of the power, and the potential abuse of
that power that can be exercised in these psychiatric and chemical
dependency programs. These examples were gleaned from conver-
sations with attorneys and others in the Dallas community, again,
expressing their concern that this will become an increasing option
for many parents, particularly due to some revisions of State insur-
ance laws.

In one case, a young man was totally immobilized and strapped
to his bed; he was visited by his attorney who was representing
him because it was an involuntary commitment to a private psychi-
atric facility. When she questioned the nurse about why he had to
be totally immobilized in such a manner, the nurse said he violated
his treatment plan because he went to the bathroom across the
hall without permission.

In the other example, the immediate use of drugs on a child as-
suming that he had a depression or some other kind of disorder
and I guess some type of medical protocol that says as soon as you
walk in the door, you get drugged, we had that young boy in deten-
tion for months, he never exhibited any depression, he never exhib-
ited any psychotic behavior, he was never even a behavior problem.
I was somewhat surprised to learn that medication was such a big
part of his treatment, since he seemed so lucid and so able to un-
derstand the ramifications of his behavior and the possible therapy
that he would have to undergo.

The contrast to the detention center these programs present is
quite striking. In the Dallas County Detention Center, for example,
no child is ever handcuffed, no child is ever put in a straitjacket or
any other type of restraint. A child may be separated, put in a sep-
arate room, or watched closely, and even then systematically, every
effort is made to take a child off of even that much restriction.

We have a locked environment, but we don’t find it necessary to
have a repressive environment, and in fact, we try to enrich it as
much as possible.

There is a continuous, continual, and a persistent effort on the
part of parents, school officials, and I think health care officia's, to
categorize the misbehavior by children as some form of illness. It
was my experience, as a probation officer, that parents repeatedly
and persistently requested that some type of label be given their
child’s misbehavior. If they then had an opportunity for the child
to be locked away in some facility, that was even better.
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Parents have a tendency, somewhat in a state of panic and some-
times maybe simply because they’re incompetent parents, to re-
lieve themselves of the responsibility for their children’s misbehav-
ior. It is often quite easy for psychiatric health care providers to
pursuade parents that the alternative that they offer, which is
medically approved and medically supervised, is the appropriate
and caring alternative that they should provide their child.

In Texas, basically what has happened is that this has not been a
widely available alternative, although it certainly has been there,
there have not been any of the mandatory provisions that you've
discussed, regarding Minnesota, and there has not been a propor-
tionate number of beds.

Recently, the Texas Legislature passed two provisions that will
increase the number of chemical dependency beds. One is that
there is no longer a requirement that a certificate of need be issued
for alcoholism treatment programs. And second, that insurance
companies cannot refuse to pay for alcoholism treatment.

Those two provisions were passed very benignly, or because of
some very benign pressure by some public officials who had been
unable to obtain alcoholism treatment in their State, and felt that
it was a tragedy and it probably was, that people were not able to
get the help that they needed.

It is the opinion of some health care providers and attorneys in
the Dallas area, that because of those two provisions, the number
of chemical dependency beds in the Dallas area could double in 6
months, or more than that over a pericd of a year or two.

There are a number of attorneys who are concerned about the
fact that it’s too easy, already, for parents to get children into
these facilities, and they are quite distraught by these develop-
ments, primarily because the number of beds will probably lead to
a Illgmber of questionable admissions, again, as you've discussed
earlier,

I admit as the committee has discussed, that the whole issue re-
lating to this type of care is very difficult to assess objectively.
However, 1 would point out that the effort to identify a need is
probably the most difficult part of this issue to assess because the
need in a real sense is created by the existence of the program.

There is not available and again, as has been discussed earlier,
neither in terms of the private providers, for-profit providers, a
wide range of alternatives and options. None of the chemical de-
pendency programs offer a halfway house, for example, nor foster
homes or some type of intermediate care, other than outpatient.

One of the persons with whom I spoke recently suggested that
she did want to develop a new program that would offer a haifway
house as an alternative. If she does, it will be the first in the Dallas
area to be offered. She also indicated that if she did provide this
type of service, she would not be able to make a profit. It would be
a break-even at best. So you can see that the financial motivation
to establish that type of alternative is not there.

The public sector, as well, in terms of strictly chemical dependen-
cy, has not been able to offer parents a wide variety of alternatives,
either. The mental health, mental retardation services in Dallas
County, for example, have very minimal provision for community
based care, for either alcoholism or chemical dependency.
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For the most part, these alternatives are either not well-known
and in almost every case, they are very inadequately funded. So
you see, that a number of parents do face a real crunch, a real
issue. They're looking for an alternative; they are looking for help.
Even those who are balanced in their motives. Parents who are
truly nurturing, who want some help, have difficulty.

The parents who are not quite so benign in their motives are less
restrictive. They have little restraint in using the extreme alterna-
tives that the lockups offer, and therefore, what happens is, essen-
tially the children are in a position of having no power, no say, and
they essentially are shuffled off to the most convenient alternative
available.

It's an unfortunate combination of factors that makes that possi-
ble, and I think what you're dealing with is perhaps, as a grey
area, you're not able to give a definitive answer to it, but I think
you would at least need to address the issue of whether or not un-
restrained growth of these programs is beneficial, as well.

Thank you, Mr. Chairman.

[Prepared statement of Albert Richard follows:]

PREPARED STATEMENT OF ALBERT RICHARD, JR., CHIEF JUVENILE PROBATION OFFICER,
Davrras County, TX

An attorney has been appointed to defend the application for involuntary commit-
ment of an adolescent to a private hospital. The attorney goes to visit the young
man in his room. He ig strapped to his bed, totally immobilized. The attorney asks
the nurse what the problem might be. The nurse explains that the patient violated
his “treatment” plan by going to the bathroom across the hall without permission
and being strapped down is the consequence he must suffer. This is evidently an
%teﬁiive and restrictive treatment protocol which is supposed to improve mental

ealth.

Another young man has committed a very violent offense. He is detained for
many weeks, His high powered attorney seeks the best possible treatment for him
since the family can afford to pay. While in detention he is a model inmate. Boyish
and somewhat befuddled by his predicament, he is nevertheless controlled and well
oriented to his incarceration.

The Court allows that he be committed to a private psychiatric facility as the dis-
position of his case.

Days after entering care, he rapidly deteriorates. The drugs he was automatically
administered upon admission are increased in dosage to deal with his deepening de-
pression. Ironic that a juvenile detention center can be more stabilizing and less de-
pressing than a hospital. But not surprising.

Detention centers have a well established set of legal and professional standards
and restraints. Psychiatric facilities have much more latitude and access to invade
your body and restrain your behavior. Lven with well developed mental health
codes the prerogatives of the staff of a psychiatric facility far surpass the scope and
intensity of the powers of criminal or juvenile justice facilities. Once a child is iden-
tified as a patient, there is great potential for intrusive and destructive interven-
tions.

Immediately after employment in juvenile justice, I found myself besieged by par-
ents eager to identify the cause of their children’s behavior as lying in some form of
psychiatric disorder. Requests for brain scans were commonplace and for a full bat-
tery of psychiatric evaluation. The implication was that if some form of illness were
found the parent would be relieved of at least some of the responsibility for the
child's misbehavior.

This desperation on the part of parents is not lost on health service providers. In
the last two (2) years at least three (3) large corporations have considered, or have
actually implemented programs and beds in the Dallas/Fort Worth area to meet the
demand for an alternate for parents facing adolescent behavior problems including
drug abuse. At least 115 new beds have been opened in the Dallas area during this
time, and & much higher number is either being planned or considered.

Concern about the growth of programs, both public and private, for substance
abuse treatment especially, has caused a local group of child-care providers in
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Dallas to plan a local forum to examine the need and appropriateness of such an
expansion. Both for profit and non-profit providers will participate.

There is every indication in Texas that there is significant motivation for hospi-
tals to provide adolescent psychiatric and chemical dependency programs. Attorneys
and child-care providers are concerned about this growth. The monetary motivators
are obviously primary in causing such an increased corporate participation. Success
of such programs requires marketing and recruitment energy which may not be re-
strained or checked by the accountability which the public sector faces. There is
great potential to overuse the more profitable option of residential instead of non-
residential services. There is an obvious inclination to diagnose and identify prob-
lems which require such care. Unlike the public sector. there isn’t a sentiment or
even a pretext that the business sector is attempting to work its way out of a job.
Business is there to stay as long as the money is there. Not necessarily a laudable
goal in the context of human services.

Recently, the Texas Legislature passed two (2) laws which will increase the
number of adolescent care beds in the State. No longer is it necessary f{o obtain a
Certificate of Need to open an alcohol treatment facility. Also, insurance carriers
can no longer refuse to pay for treatment of alcoholism. But of these factors are
expected to significantly increase the number of alcohol treatment beds in the
Dallas/Fort Worth area. This is especially true since many hospitals are experienc-
iﬁgdliow' dcensuses and since they can be reimbursed at actual cost by Medicare and

edicaid.

The number of available beds is the key to the real potential for abuse. The more
beds the more pressure to fill them, Given that the juvenile system has increasingly
made it difficult for problematic children to be dumped on itself, parents may easily
turn to the private sector. Despite some legal safeguards in Texas, parents can es-
sentially place their children in chemical dependency programs as easily as they
can admit them into a hospital for appendicitis.

The whole issue of adolescent psychiatric and chemical dependency treatment is
very difficult to assess objectively. Hospitals can, in most cities, easily fill existing
beds and experience a waiting list at that. It is almost impossible to conclude that
this means a true need is being met. The “need” may have been in a real sense
created by the availability of the beds.

Therefore, some form of regulation and control needs to restrict not only the ad-
mission process, but the scope of treatment itself. There also needs to be some form
of incentive for providing less restrictive forms of treatment and control. It should
never be assumed that parents and health care professionals will automatically pro-
vide reasonable, balanced and appropriate interventions. Their motivations are too
complicated and frequently self-serving to trust implicitly.

Finally, there is no question that many children and families are experiencing dif-
ficulties which desperately need to be addressed. Intensive hospital programs can be
helpful and effective. As long as there are adequate safeguards, restraints, and cost
controls, the benefits which can be provided will assist everyone involved, including
the patient. Lacking a balance, we will see repeated the abuses which had been ex-
hibited by juvenile justice when it was virtually unrestrained. Respect for children
and caution in their care will result in the type of nurturance and interventions
appropriate to the problem. A lack of wisdom could easily increase and aggravate
what are usually only typical childhood and adolescent problems.

Chairman MirLeEr. Thank you, Mr. Richard.

Once again, we have a vote, and if you don’t mind, I would like
to go over and vote, and I'll come right back for the questions.

[Brief recess is taken.]

Chairman MirLEr. Thank you very much for sticking with us.
I'm sorry about the interruptions.

Dr. Schlesinger, your testimony is rather forceful about what we
might expect in terms of the increased utilization of the for-profit
mechanisms. And when I think sometimes that you're overstating
the case, I listen to Mr. Richard, whose concern is that the chemi-
cal dependency units can circumvent the certificate of need re-
quirement, I assume under the guise that it’s an alcoholism treat-
ment program. Mr. Richard, are you using alcohol treatment pro-
gram and programs for chemical dependency. One sounds broader
thar the other. Is it the same facility interchangeably?
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Mr. RicHARD. In fact, at the last minute, a provision for chemical
dependency was taken out of that law, and I raised that point with
the person I was speaking to, and said, oh, no, they took out drug
abuse. And she said, “what’s the difference if they’re using chemi-
cals or—any kid with a drug problem’s going to use alcohol. And so
they will be brought in; they will qualify.”

Chairman MiiLer. Do you see that as a pretext by which the
case load can be maintained?

Mr. RicuagrDp. This is a person in the industry, who said it's not
going to be a problem.

Chairman MiLiLer, It's not a problem.

Mr. RicaHarD. They're going to get them in.

Chairman Mirrer. Well, that'’s one view of it.

Mr. Concannon, I'm encouraged by what you're saying. It ap-
pears, should the State desire it, and I don’t have any way to meas-
ure at this point in our hearings, what Maine does as opposed to
what California and other States do, but if the State should desire,
you seem rather confident that they can maintain control over
both public and the private facilities, operating together. This
seems to be the nub of your case.

Mr. ConcannoN. Correct. And I think there are a number of re-
inforcing elements, and one is the reference here to the certificate
of need, the kinds of laws and policies. Maine has a fairly stringent
certificate of need, encompassing certificate of need law. But as
well, at the policymaking level, cabinet level officers who by agree-
ment have said any children’s residential center coming into the
State under any degree of intensity, whether it’s just a group home
or whether it’s a residential treatment center, by policy, the propo-
nents must come and deal with all four agencies in one matrix, one
locus of operation,

And that has helped, I think, actually helped those who would
provide the service, and it's certainly helped the State. Because,
previously, and I've been arcund State government for about 10
years, people would come in serial fashion, and what they didn't
get from the mental health agency, they would go to the alcohol
agency or social service agency or somewhere else, and the right
hand did not know what the left hand was doing.

I think if you get a policy that is affirmed at that level, and then
what has helped overall in all of this is that we have strong legisla-
tive and, obviously, gubernatorial support to support the idea that
we didn’t want to encourage just pure market forces. There ought
to be a relationship between persons opening the door for some
type of service, and what the judged needs are of the State. They
are unavoidably impacted, if you will, in the broader area of chil-
dren’s services by what the mix of services are.

If there are no group homes, for example, for children of various
categories, then you're going to get a lot of pressure on more re-
strictive hospital based beds, and so we have to look at the whole
system as our view as well, and that's where it helps to have this
kind of planning vehicle at the State level. It helps all of us.

Chairman MiiiER. Let me ask you this. Maine has their share of
low income families, if I remember correctly.

Mr. ConcanNNON. Very definitely. I think we're 41st in the coun-
try in terms of per capita income so it’s a relatively poor State.
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Chairman Mirrer. Right. I recall this because your Governor did
the report on children’s accidents?

Mr. ConcanNON, Correct.

Chairman MirLER. Which compared and found poverty to be sig-
nificant and also a predictor of accidents. In this health care
system that you're talking about, you said you have a mandatory
insurance coverage?

Mr. ConcaNNON. Yes; we have mandcdatory mental health and
mandatory substance and drug abuse coverage for outpatient serv-
ices. It was available previously for inpatients, but the legislature
mandated outpatient services. This is where there was a previous
tendency for persons, even Medicaid, for example, to reimburse
more intensive inpatient services, and over the past several years,
the outpatient aspects of both Medicaid, as well as private insur-
ance, have been mandated by the legislature.

Chairman MitLER. Do those individuals who are covered by pri-
vate insurance, do they use public facilities?

Mr. CoNCANNON. Yes. Definitely.

Chairman MiLLER. So you would have a mix of clientele of work-
ing poor, unemployed people, middle-class people?

Mr. CoNcanNNON. Absoclutely. We operate, my department oper-
ates the State hospitals, for example, fully JCAH accredited. There
are other factors, I think, should be brought out too. If one main-
tains accredited state of the art public facilities, then people tend
to retain their confidence in them, but if they are neglected, like
th}f classic State hospitals of old, then people are going to go else-
where.

Well, we maintain accredited staff, and we get a wide variety of
income levels in our hospitals.

Chairman MiLLER. Let me ask you this, and Dr. Schlesinger, you
may want to comment. It seems to me that if I was sitting out
there as a consumer, and I was having trouble with one of the ado-
lescents in my family, or concerned about them, or suspected some-
thing, it seems to me the message I would be receiving is that the
public facilities are being cut back, or they're not working or
they’re less available, and all of a sudden in the middle of a
Sunday night program, comes on an advertisement which says
bring your child to us. I just wonder how, if the State desires to
keep these two tracks from spreading apart, how do you integrate
those programs?

Is there any attempt to have a requirement, either in Dallas or
Massachusetts, or Maine, ti.at these private facilities take children
of unemployed parents or people who can’t pay the rate. Or is this
really the beginning of a separate system starting of adolescent
health care being launched?

Mr. ConcannoN, Well, I can’t speak for the other States, but
that general concern about creating or encouraging a two-track
system was very much in our mind in Maine, when we had a major
proprietary hospital come in and open up for business, more re-
cently. And during the certificate of need process, we testified; we
have working protocols with that hospital, and in fact, anticipating
proprietary hospitals coming in, the Maine Legislature enacted leg-
islation that says, by statute, a person cannot be transferred from a
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private hospital to a State hospital for other than medical reasons,
and I must approve that.

That is, that recommendation is made to the commissioner of
mental health, and the purpose of that legislation was to preclude
the possibility of persons using up their insurance benefits after 30
days or whatever the limits might be, and then being transferred
into the public system. So I think we've anticipated that in our
case. And I haven't seen any evidence of that, of dumping or——

Chairman MiLier. Let me ask you this. There’s a fair amount of
concern, again in the area that I come from, in medical cases, of
“dumping” people without insurance. I've had a number of tragic
cases right in my own district, where people have been transferred
and pushed from hospital to hospital, and finally have died before
they were provided surgery or care.

The allegation is being made that the hospital’s determinations
are being made because these people have no insurance. That
seems to be the direction they're going. You're suggesting you've
been able to stop such “dumping” in Maine?

Mr. ConcannNoN. We have been able—Maine is a system princi-
pally of community based nonprofit hospitals. And between their
obligations to provide a certain amount of free unreimbursed care,
as well as the Maine Medicaid system is another factor. We're a
State in which an overwhelmingly high percentage of physicians
and hospitals participate in Medicaid, as compared with some num-
bers I've seen in some States, the numbers of physicians who agree
to accept or serve Medicaid. We haven’t had problems along that
line, so I haven’t seen evidence of that. I'm not aware of that as an
issue in the State of Maine.

Chairman MiLLer. Would that certificate also require a facility
such as we're talking about, a chemical dependency facility, a psy-
chiatric facility, to have criteria for admissions?

Mr. ConcaNNON. Yes.

Chairman MiriLgr. That’s one of the things it has?

Mr. ConcanNNON. Yes.

Mr. ScHLESINGER. Could I comment on this question?

Chairman MiLLer. Yes.

Mr. ScHLESINGER. It seems we're in a peculiar kind of double
bind, here. On the one hand, we're concerned, and rightfully so,
with creating a two-track system for hospital care. There are some
States, by creating indigent care pools for hospitalization, which
address that concern directly. However, by creating indigent care
pools for hospital care, we’ve now created the opposite problem:
We're hospitalizing everyone again, which is exactly the problem
we wanted to avoid.

Chairman MiLLER. In the mental health area?

Mr. SCHLESINGER. In mental health side. And unless we come up
with some way, it seems to me, of providing a balanced system of
payment for people without insurance, not just for hospitalization,
it seems to me that our efforts to avoid two-tracking will inevitably
lead to more hospitalization of the mentally ill.

Chairman MiLLER. Let me ask you this. Assuming good faith and
a strong public interest desire, does the system that Mr. Concannon
outlines work toward the prevention of such a two tracking
system?
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Mr, ScHLESINGER. I think it does. I think Maine’s been very pro-
gressive in that sense. At the same time, I think we have to recog-
nize that the trend nationwide is in the opposite direction. The
States are dropping their certificate of need programs and are pull-
ing back from the direct provision of mental health care, going to
contracting with private providers, with relatively little control
over that system.

And so, although I think Maine represents very nice example,
I'm not sure it's one we can place a lot of faith in for the country
as a whole.

Chairman MiLLER. Again, as politicians, we're products of our
own environment, but I've seen two of my public hospitals convert
to private hospitals in the last month. This seems to again follow
what you’re suggesting, Dr. Schlesinger. In moving to a more com-
petitive mode, like the private providers, they're moving fo position
themselves so that they can compete.

So I would assume that I will then see a greater emphasis being
placed on receiving this kind of reimbursement?

Mr. ScuresinGer. I would suspect.

Chairman MiLiLer. Congressman McKernan?

Mr. McKErNAN. Thank you, Mr. Chairman. I apologize for arriv-
ing at the 11th hour. I want to welcome the Commissioner from my
State, and say that——

Chairman MiLLer. He brought the little ray of hope we've had in
this committee all day. Welcome him warmly.

Mr. McKEerNAN. Well, I think you’ll find that if you look at the
number of the programs that have been implemented in the State
of Maine, that there is a lot of hope for what States can do in a
creative and progressive way.

But to the Commissioner, I'd just say that I've been testifying in
another hearing, which I thought was going to take half an hour,
and it was 3 hours, but hopefully that will mean more jobs in
Maine in the lumber industry which will give us more funds to im-
plement important programs such as his.

Speaking of certificate of need, in my real life, before I became a
Member of Congress, I was very involved, as you remember, Kevin,
in the institution of that law.

Mr. CONCANNON. Yes.

Mr. McKernan. Has there been any problem with regard to pri-
vate hospitals with the skimming concern that many people had?
Obviously, it was finally determined that in Maine, at least in the
one private psychiatric care hospital, that was not going to happen;
what has the experience been?

Mr. Concannon. I think, really, the Maine law, the certificate of
need law, put that proposal through vigorous review and the legis-
lature, on a bipartisan basis, considered the potential of it, and we
have not seen any evidence at this point, of the skimming, and v
have been guite sensitive to that, ocbviously.

I think, as I mentioned to an earlier question, the historic com-
mitment of the legislature to maintaining the State hospital
system and the community mental health center system at an ac-
credited and decently financed level has played a major factor, too,
in retaining public confidence in the system in our state.

50-596 0 - 85 ~ 3
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Mr. McKerNAN. Let me ask you a more philosophical question,
Kevin, about the future, if this trend continues and more and more
for-profit hospitals started to develop. I gtiess you mentioned to the
chairman that in Maine, we don’t really have a history of that; I
mean, this is the first facility of this type that ever came in, so that
we were just a little concerned and we did have the foresight to
make sure that they would be subjected to rigorous testing before
they were approved. But do you see, under the certificate of need
process, whether or not we are adequately protected, if we get more
and more of these applications, even if they can demonstrate a
need? Will they be changing the way services are related, so that
one group of people are going to these private hospitals, and an-
other group of people will go into the other not-for-profits?

Mr. ConcannNoN. I would hate to see that happen. I clearly
would. And, at this point, I don’t see evidence of that in Maine be-
cause the system, the community-based hospitals, as well as the
tertiary hospitals, there’s a very well integrated system of care
across the State. We're one of the States that has all graduate, so-
called graduate level community mental health centers.

That’s again a tribute to the legislature over the years, we still
have holes in our system. I'd have to say that but we have the
basic rudiments of a basic health care system that at this point,
unless something just cataclysmic happened, I don’t see us going
the route of what apparently is happening in some parts of the
country.

Mr. McKerNAN. If you could just give the committee, a cursory
in nature, and if you have any other more thought out explana-
tions after, if you could furnish it in some kind of written testimo-
ny, some of the growing pains you may have had in your inter
agency approach. Because you talked about in your testimony the
great successes, especially in the deinstitutionalization and a very
different focus on how we're delivering services, which I think is
very important and I guess I'm not as pessimistic as our other ex-
perts and witnesses here, but I think we're doing great things in
Maine, and that we’re on the right track, but there may be some
learning curve issues that you might be able to share with us as to
how other States could get into it.

Mr. ConcannoN, Well, certainly, the inner agency effort in
Maine has had to overcome some traditicnal turf boundaries, if you
will, of persons, all agencies, for example, guarding the respect of
Federal streams. If I'm the mental health agency, I'm going to be
careful about, for example, mental health block funds, right now. I
don’t really want to spend them on child welfare, and conversely,
the child welfare agency doesn’t want to expend title 20 moneys on
children’s mental health, and then you get alcohol, drug abuse, and
other factors like that.

So we’ve had to kind of overcome some understandable uneasi-
ness about, are you trying to reach into my back pocket, even for
good purposes, and expend limited resources. So, it’s been a process
that has grown over I'd say the 10-year period, and it was rather
cumbersome and complicated initially where we had a lot of people
in the middle levels of State government negotiating things bark
and forth, and it became I think terribly bureaucratized at oue
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%(i)int, and got out of control. The cure was almost as bad as the
illness.

A couple of years ago, we streamlined that down, and took the
department heads, and said, let’s limit it to the department heads
and their deputies; allow real people to do the staff work for you,
but limit the decisionmaking to the four department heads.

And we’ve seen the advantage with limited State and Federal re-
sources of our kind of throwing our oar in together and that’s been
advantageous, you know, really to all of us to keep people out of
our hospitals and institutions. I was reminded of the fact that, for
example, in public psychiatric hospitals, it follows an earlier ques-
tion about public-private, across the country in the early 1960’s,
there were 500,000 people, more or less, in public psychiatric hospi-
tals, and about a quarter of that number were children and adoles-
cents.

If you look at that numbers now, there are under 150,000 people
in the United States in public psychiatric hospitals, and consider-
ably less than a quarter of them are school-aged children or young-
er, and that’s the case in Maine. We have 600 State operated beds,
and we have about 40 young persons, aged 18 and younger, in those
beds. So we have definitely considerably reduced the utilization of
hospitals for this group of persons. We learned it over time and I
think it’s trust; I think the legislature has been important. In
Maine, as you know, the legislature tends to stay close to the exec-
utive branch, and if they sense our going in a direction they don’t
want {o affirm, then they can very appropriately call us before
them, and they have tended to stay along with this and have been
supportive of co-mixing, if you will, State moneys for agreed-upon
poiicy directions.

The numbers of children in foster care in our State have gone
down from a high of 2,500 and now are around 1,900, and again,
that’s been with legislative support for home-based care.

Mr. McKerNAN. Thank you, Mr. Chairman. 1 just want to again
welcome my Commissioner. Thank you, Kevin.

Chairman MiLer. Thank you, John, for coming to the hearing.

Mr. Richard, how long have you been in probation work”

Mr. Ricuarp. Fifteen years.

Chairman MiLLEr. You’ve obviously had a great deal of contact
with a substantial number of young people in your area.

With the growth of the new beds for chemical dependency psy-
chiatric treatment, have you had any representatives of these oper-
ations come to you and suggest that you ought to be bringing
people, or people in your department ought to be bringing the fami-
lies of young people to them for services?

Mr. RicHArp. The recruitment efforts are quite aggressive. Each
of these corporations or hospitals that set up these programs need
to fill the beds. And we have been approached, and, in fact, we
studied carefully and we have even contracted with some of these
facilities on occasion. Probably no more than, in the past 2 years,
no more than five children, where we paid part of the cost.

But when we had a child that we thought it was appropriate and
needed that type of care, we’d make an effort to pay for it, and in
some cases, we shared the cest either with the parents directly, or
their insurance company.
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Chairman MirLer. Have you established your own guidelines in
terms of the probation department on when you would use those
facilities, and when you wouldn’t?

Mr. RicHarD, Right. We make a careful assessment of the case,
and of course, it has to be approved by the juvenile court.

Chairman MiiEr. Is it your impression that the representatives
of these corporations and these programs would like you to use
them more than perhaps you are?

Mr. Ricaarp. Well, I'll tell you one conversation I had with one
of the recruiters. I said——

bCha}?irman Mirrer. When you say recruiter, what are we talking
about?

Mr. RicuARD. Well, a person from the treatment program whose
job it is to fill the beds. And they've used the term recruiter to me,
and/or marketer.

Chairman MirLer. That’s what I was afraid of, but go ahead.

Myr. RicaARD. Both terms have been used by these individuals.

Chairman MnLerR. Marketer and recruiters.

Mr. RicHARD. Marketing and recruiting. In fact, I think that’s
the job title, if I'm not mistaken. One of them was in danger of
being fired because her beds were not full. I had a conversation
with one of the marketers, and I said, “What kind of pressure are
you under to fill these beds.”

And she said, “Well, I had a conversation with the boss the other
day, and he just said, “Well, I know you think that you're trying to
provide care, and you're trying to make sure that it’s appropriate
and meaningful. But I'll tell you this: the beds better be full.”

Chairman MirLgR. That’s a pretty heavy indictment.

Let me ask you this. To the extent you can, this recruiter or this
person that was engaged in marketing that you had this conversa-
tion with, or others that your familiar with, what is their profes-
sional background?

Mr. RicHarDp. Usually some kind of background in counseling or
working with children. Education, probation. I know of one who
came directly from juvenile probation, not my department. An-
other who came from school counseling background.

Some, I know of one or two others who had no background neces-
garily, in that field. there is a certain professionalization among
these people, now, let me emphasize. Most of them very much want
to do a good and appropriate job. And, in fact, they take some pride
in saying I'll refuse to recommend hospitalization unless I really
think it’s necessary, but that is up to them, as individuals, for the
most part, because they will apparently get no flack back at the
home office, if they recommend hospitalization and it’s not really
necessary.

Chairman Mitter. So you don’t really—and again, I'm just
asking for your impressions—but you don’t see a real peer review
operation in effect here, in terms of whether or not that initial rec-
ommendation or acceptance is appropriate or not appropriate?

Mr, Ricaarp. No. I asked the question, just before I caine, of one
of these persons. I said, now I'm a little confused—and I am con-
fused somewhat on the law, itself—as it relates to both involuntary
mental health commitments and chemical dependency commit-
ments.



65

I said, I'm a parent and I come in and say, this is my kid, I found
some marijuana. I want him hospitalized because I'm afraid of
what’s happening to him. And I said, can I force that kid o go inte
that unit?

No, because we have to do an assessment.

I said, no, I'm not asking that. I'm asking can 1, as a parent,
force the kid in. And when I finally got through all the profession-
alism and “we don’t do that,” and all that stuff—and, I might add,
the statement was made—A good program wouldn’t do that,” but
I said, “A bad program could do it, couldn’t they?”’

I was told yes, the kid would have no alternative since she would
be locked up.

Chairman MiLLer. Do you have any experience where these
lockup programs are desired by parents who are seeking to avoid
an adjudication by the court with respect te behavior or actions by
their children?

Mr. RicaarDp. By the very nature of that dynamic, that means we
would never see them, so it’s hard for me to answer that.

Chairman MitreEr. Well, I mean in cases where there’s been an
arrest; there’s been an arrest and you might not see them because
they’re not officially on probation.

Mr. Ricaarp. Right.

Chairman MirLER. In cases where there has been an arrest and
the parent desires not to have their child subject to an arrest, or
subject to punishment, for whatever reasons, is there any effort to
use these facilities to plea-bargain?

We'll put our son or daughier into one of these programs, and
we'll see how that goes. Sort of an informal diversion program?

Mr. RicuarD. Yes. There is an effort, and in some cases, it’s even
an alternative that we, as the Juvemle system, can hardly pass up.
If we think it’s an appropriate, if we think the parents are being
responsible for the most part, we'll go along with it.

I think the probation officers in the department would be very
reluctant to agree to something like that if they felt like a child
was simply being railroaded, but here again, the dynamic is built
in. It's an alternative that we would have to seek if we had that
child. So, if it’ '=—and especially if it’s somewhat voluntary on the
child’s part, we're going to say, let’s pursue that.

Chairman MmiLer. What other alternatives would normally be
available to you if you didn't have this one, in the community?
Would they be limited or extensive?

Mr. Ricearp. They would be limited. We have one mental State
hospital that we do refer to, as does a large part of the State, that
would provide inpatient care, and we have very limited public com-
munity based counseling or famlly programs, very limited.

Chairman MirLer. Without passing judgment on this kind of pro-
gram or facility, somebody in your position, or people who work
with you, or people who work in the juvenile justice system, would
clearly have to eye these progams as a resource?

Mr. RicuARrD. Yes. And we have, from the beginning. Actually,
this development, as I mentioned in my written testimony, is some-
what new in terms of this number of beds being available.

And the only thing that I was cautious about from the beginning
was the involuntary placement of children in these programs—and
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the pressure to fill the beds. But, as far as we were concerned as
the juvenile system, yes, if it can be worked out through the insur-
ance, through the parents, or through our partial payment, this is
a resource we probably will be able to use on occasion.

Chairman MiLLER. Are you talking about such care as a formal
condition of probation?

Mr. Ricaarp. Either. Either an informal agreement or a formal
condition. Typically, our involvement would be——

Chairman MiLLER. I talked earlier about a funneling operation it
appears that there’s a number of different avenues that can lead a
family to this kind of facility.

It can either be an almost casual mistake in diagnosis, as in the
case of Marissa, or a more formal condition of probation or sentenc-
ing or diversion within the juvenile justice system, but the result is
one of these facilities is used.

Mr. RicHARD. Right. Ironically, however, I think, in the juvenile
system, because it goes before the court, because the attorney has a
mandate to represent the child’s best interest, because the proba-
tion officer has a mandate to represent the best interests of the
child, what will generally emerge is an appropriate admission.

Chairman Micter. All right. But this raises a guestion Mr.
Schwartz raised earlier. The children who end up in this facility
may be there under completely different circumstances. You may
have a young person who's placed there under court’s direction
with an identified case plan as to what’s to be done during that 30
days, or 60 days. You may have another child that may be there
for almost identical reasons, but really has no benefit of an attor-
ney, or the supervision to see whether or not proper care is being
carried out.

So we have numerous ways to get into the system, and we have
numerous dualities in the system in terms of the treatment or the
protections that exist for young people.

And the good news is that you're telling us that the number of
beds in these units is growing in the Dallas County area? And it
appears to be growing across the country?

Mr. RicHARD. Right. Did I say that was good news?

Chairman MiLiEr. No. Well, this committee always starts out
with 2 little subject for a hearing, and we find out we're up to the
top of our waders in water.

1 don’t want to prolong this point. However, Dr. Schlesinger, I
would appreciate your further comments. What you describe as a
trend and something we ought to be looking for concerns me be-
cause at last in Dallas County and San Francisco Bay area and
maybe in Minnesota, it’s arrived. It’s here. I mean these 30-second
spots are run all of the time, and we listen to Dr. Egan and Mr.
Richard and see a growing number of young people with severe
problems on the horizon.

Mr. ScHLESINGER. I think that’s quite right. I tended to cast
things in the future tense, more than in the present tense, princi-
pally because I see this not as being confined to the for-profit pro-
viders. It is spreading to providers in other forms of ownership, as
well, as they compete with the for-profits. So, to some extent, we're
seeing the tip of the iceberg labeled for-profit now. It may very well
foreshadow a direction in which the mental health care system as



67

a whole is going to be moving, where everyone will become more
aggressive at marketing, recruiting and other euphemisms for get-
ting people into their facilities.

Mr. McKerNaN, Will the gentleman yield?

Chairman MirLEr. Wish I was from Maine. What?

Mr. McKEerNAN. I don’t blame you, especially this time of year,
Mr. Chairman. He said he wished he was from Maine.

What can State governments do to try to restrict this trend that
you've identified? In other words, what can State governments do
to try to put a different focus on the delivery of services and try to
get more to the way Maine has gone about it?

Mr. ScrLESINGER. Well, let me begin by noting one thing that
State governments shouldn’t do. It seems to be not a wise course to
simply say, we don’t like what the profit motive does; let’s make
the for-profits illegal. Because, very often, what that simply does is
drive the same people into creating subterfuges of not-for-profit or-
ganizations.

A classic case was California in the early 1970’s, when thev set
up their pre-paid HMO’s for Medi-Cal patients and forbade for-
profit HMO’s. And sure enough, they got for-profit behavior in os-
tensibly nonprofit HMO’s.

So that doesn’t seem to be the right route to go. It strikes me as
being more useful to take all non-profit and for-profit facilities, as
private facilities, and attempt to define with them, much as I think
Mr. Concannon described, a contract for what their responsibility
is to the community.

Very often, for-profit providers are very good at providing in-pa-
tient care. I think nothing I said earlier should be used to deni-
grate the quality of care they deliver on an in-patient basis. It's
just that very often, they do less well at delivering the kinds of
services at broader community ramifications, often involving out-
patient care. That’s in part because we have never clearly in the
history of our health care system, told institutions, what their re-
sponsibility was, as private facilities, to the community in which
they operate.

In the absence of that sort of statement, it’s very easy for a pri-
vate enterprise to think internally, not to think of the broader
community. We rely on the altruism of private, nonprofit providers
to take care of those broader community interests. And I think
that altruism is very rapidly being eroded.

Mr. McKErNAN. I guess one of the problems I have, and I guess I
would accept your wisdom on the subject, of not trying to ban for-
profit hospitals.

But my general theory of corporations and corporate law is that
you ought not to expect them to do anything other than what is in
their own self-interest and is going to provide a reasonable return
to their stockholders. That is why we huve government agencies
that put restrictions around them.

Fortunately, there are some corporaiions which have a social
conscience and do tiy to do things. But I think that just because of
the nature of the beast. that you just ought to understand that. We
ought not to say that’s bad or that's good, that’s just a fact of life,
and therefore, I think there is a greater need for an awareness on
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the part of the health planners, especially in the health care field,
to take a good hard look at that.

That not-for-profits don’t have quite the same demands for
money for turnaround investments, so that they don’t have the
same needs. Probably, there’s a different atmosphere there than
there is in a for-profit.

Mr. ScuHLESINGER. I think that's true. And I certainly didn’t
mean to say that there are no differences related to ownership.
Simply that those may diminish over time. One other approach
which I think may prove quite successful is to build on a strength
of for-profit facilities: rapidly and widely supplying services once
the general state of the art is fairly well-known.

One of the problems with the out-patient side of mental health
care is that the state of the art is not terribly well-established. One
approach, I think, therefore, would be to try to develop an out-pa-
tient syster, perhaps in the public hospitals, perhaps in private,
nonprofit, that could be used as a model that the for-profits could
emulate.

I would predict that if you develop one that works, that as long
as it’s reimbursed by insurance, it’'ll be very quickly emulated.

Mr. McKERNAN. It seems to me that the for-profits have a great-
er marketing mechanism because of the incentive to do that well,
so that perhaps, you're right. They’re not big on research ana
spending the money for new ways of delivering services, but,
rather, maximizing the return, once somebody else has developed
that particular system.

Again, that’s just another fact of life; not an indictment.

Mr. ConcanNonN. Just to add to something that Congressman
McKernan raised a question about for-profits. Even in instances,
it’s been our experience, the Maine way, that for-profits give, let’s
say, community services where a percentage of patients are admit-
ted without means. All that means in a proprietary organization, is
those costs are shifted to the patients who do pay.

So there are some limits to that, too, in the sense that if you
admit one out of five patients for free, then you just charge the
other 80 percent of the persons coming in a premium, to offset
that. So, it’s kind of an informal taxing system.

Chairman Mmier. If I can just interrupt. One of the concerns
would be that you try to keep some integration of the system, some
cross-pollinization there, if you will, of not only the clientele, but of
the delivery systems, so that you don’t end up with two entirely
segregated systems.

Mr. Concannon. Exactly,

Chairman MiLLeErR. And there’s nothing wrong with a public
system being reimbursed by private insurance. Looking at the
issues of chemical dependency and drug abuse and our 20-year
effort to deal with it, one of the lessons we've learned is that it’s
sort of different strokes for different folks.

There’s things that work for one group of pecple, and dont’t
work for another, and there’s people who can deliver services to a
group, and can’t reach another group. It's a kind of a quilt of serv-
ices that are necessary, if we're going to reach the general popula-
tion. And I just hate to see, whether you call it creaming or dump-
ing or segregation, or whatever, where one system takes off in one
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direction and leaves some without proper diagnoses and care.
That's why I'm encouraged by the way you've set it up in Maine.

Mr. ConcanNNON. I certainly agree. What’s been going through
my mind during this exchange back and forth, is that perhaps one
of the most effective things States can do, or counties, in the States
where county government is a very controlling force, is to make
sure that their own publicly shaped so to speak public and nonprof-
it, as well as proprietary systems, don’t fall below a certain thresh-
hold that people vote with their feet, and start going to these pro-
prietary, I mean, in disproportionate numbers. And I think some
States have been toe driven by their ideology in the whole mental
health field to say, let’s pay attention to whether this is a State-
operfilted facility or not, more than what kind of care is provided to
people.

And we're seeing that right across the country, I think, right
now. States like Maine, fortunately, with good Yankee values, re-
sisted some of these more trendy approaches, in other parts of the
country, to closing their hospitals and s¢ severely limiting the abili-
ty of the public agency to do the job.

And, fortunately, now the trend is coming back the other way.
People are recognizing that it was all not a halcyon kind of world
out there, and the proprietary those new hospitals built. And I
think one of the strongest things people can do is, at the State
level, expect better services and demand it of the people that they
appoint or elect.

Mr. McKErNAN. Let’s not get too radical in your recommenda-
tions. [Laughter.]

Chairman Mirrer. Let me ask just one final question of Dr.
Schlesinger. In terms of the structuring of the payment system,
how do we design outpatient reimbursement, or payment, to try to
avoid this segregation and breakdown between the public and pri-
vate systems? .

Mr. ScHLESINGER. Well, that's tricky, because part of the segrega-
tion has to do with who pays for care, and so when you're talking
about tampering, you're talking tampering with the private insur-
ance system, tampering with the Medicaid system and tampering
with the Medicare system. :

Its difficult to “fine-tune” a system this complicated. It is cbvi-
ous, though, that the minimal and shrinking outpatient coverage
under many States, created such a large incentive, that in some
cases it’s hard to understand why a profit-oriented facility would
have any outpatient service. In fact, many of them don't. So, clear-
ly, there'’s these broad changes by which you can try to better bal-
ance incentives.

On the other hand, it's very hard to know how you can fine tune
things enough to get the right balance of cutpatients and inpa-
tients in all cases, because it clearly won’t be the same for all pa-
tients. Some diagnoses and some conditions will make sense to in-
stitutionalize someone, whereas, in another slightly different clini-
cal setting, and slightly different family support setting, you
wouldn’t want to institutionalize them.

It’s hard to imagine tinkering with reimbursement systems at
that level to try to deal with subtle incentives for or agsinst insti-
tutionalization.
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Chairman MirLEr. Thank you. And thank you to all three panel-
ists, for taking your time and sharing your thoughts with us.

The committee stands adjourned.

[Whereupon, at 12:45 p.m., the hearing was adjourned.]

[Material submitted for inclusion in the record follows:]
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PREPARED STATEMENT OF HoN. DAVE DURENBERGER, A U.S. SENATOR FROM THE
StATE OF MINNESOTA

The information that has been generated on the rise .n the
institutionalization of adolescents is startling. As Chairman of
the Senate Finance Committee's Subcommittee on Health I am
concerned both about the quality of care being provided to these
kids and the needless costs to the total health care systenm.

Although the issue revolves around state insurance laws and
state mandated coverage policies, I think we all agree that
inappropriate placement and poor quality care are subjects that
must be addressed by all levels of government,

A recent ruling by the U.S. Supreme Court confirmed the
states'’ role in this area, upholding a Massachusetts law which
requires insurance companies to cover mental health services in
employer~based plans. Currently some 26 states have mandated
coverage laws. Although well meaning, these laws have
contributed to the rise in the numbers of children, placed in
psychiatric treatment hospitals. The logic is simple: If the
insurance company will pay, the incentives are for hospitals and
treatment facitilites to admit.

And in fact, inpatient treatment is increasing at an alarming
rate with no controls on quality, appropriate diagnosis, and
appropriate placement. .Over the last four years, institutional
placement of adolescents has increased by 350%.

There are premising signs, however. Blue Cross/Blue Shield
of Minnesota has taken the initiative in trying to prevent the
needless institutionalization of adolescents. They have
tightened their admission criteria and they have instituted a
preadmission screening program for admissions to psychiatric
treatment facilties. These initiatives led to payment denials
for 20% of the cases filed last year,

I am hopeful that as other insurance companies are faced with
increasing costs, they too will begin to look more closely at
their admission criteria and the qguality of treatment provided.
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In the meantime, we should note that this issue also has an
important federal facet., I think it is high time we examine our
federal insurance policies and their mental health and alcoholism
treatment bensfits. Medicare and Medicaid have generally
utilized inpatient, medically-based treatment facilities,
Questions have been raised not only on the comparative
effectiveness of inpatient care but also on its relative costs.

I plan to further explore the feasibility of coverage for
outpatient and freestanding treatment facilities. In addition, I
intend to examine more closely Medicare's admission criteria for
inpatient mental health and alcoholism treatment.

Congress should also direct its attention to federal laws
govarning employee~benefit plans. Under current law,
employee~based insurance is under the jursidiction of the states
and state mandated insurance laws., The self-insured, on the
other hand, come under federal employee-benefit laws that do not
mandate special treatment coverage. Justice Blackmun encouraged
the Congress to explore the different treatment of employes
benefit plans and I would concur with his advice.

I thank, Representative Miller for the opportunity to include
my Statement in the Select Committee's Hearing Record., I commend
the Committee for its work in this area and I look forward to
hearing from my Minnesota constituents,
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PREPARED STATEMENT OF THE NATIONAL ASSOCIATION OF PRIVATE PSYCHIATRIC
HospiTaLs, WasHINGTON, DC

Dear Mr. Chairman:

The National Association of Private Psychiatric Hospitals { NAPPH)
appreciates the opportunity to present testimony for the record
on the important issue of "Hospitalization of Children and

Adolescents in Psychiatric Hospitals.®

NAPPH is a trade organization representing the nation's
freestanding, not~for-profit and for-profit, nongovernmental
psychiatric hcspitéls. Our member hospitals offer programs for
the care of children, adolescents, adults, the elderly, and
alcohol and substance abusers with psychiatric disorders. Our
members are all accredited by the Joint Commission on
Accreditation of Hospitals (JCAH). NAPPH hospitals offer only
active treatment programs for all types of mental disorders.

Our membership accounts for more than 98 percent of the nation's

private psychiatric hospitals which meet our standards for

membership.

State licensing requirements for psychiatric hospitals vary
considerably from state to state, and the term psychiatric
hospital is used to describe a multitude of different types of
facilities. NAPPH maintains strict requirements for membership.
There are many facilities providing mental illness and substance
abuse services to children and adolescents that do not meet these

rigorous membership requirements.
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The "Minimum Requirements® for NAPPH membership, which are
appended to this statement, provide that all member hospitals
must:

% Pprovide medically directed inpatient services for the
diagnosis, treatment, care, protection and rehabilitation of
individuals admitted with psychiatric disorders;

“% Be accredited by the Joint Commission on Accreditation of
Hospitals:

"* Have at least 5P percent of all hospital beds designated
psychiatric beds, not inclusive of alcohol or substance abuse
beds, or other medical care beds;

%% Be licensed as a hospital by the appropriate state agency or
by an agency of equivalent jurisdiction;

®"* Have an organized medical/professional staff;

"% Have a Board-eligible or Board-certified psychiatrist assume
the medical direction cf all patients with the primary diagnosis
of a psychiatric disorder;

"% Psychiatric hospitals that are part of a university hospital
system must demonstrate that the organization and function of the
medical staff is independent from elected public officials and
that the principle source of patient care funds are from private
~ or indemnification sources-.

"* Be a freestanding hospital facility and not a unit of a

general hospital.

“In addition to these minimum reguirements, a potential member
must meet NAPPH standards and complete successfully an on-site

survey by NAPPH., The standards for membership have been
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approved by the Board of Trustees and are required of every

membership category.

"I. . The Hedical/Professonal Staff
A. There must be a formal system of review of the
credentials of the staff and the process of granting
clinical privileges. .All members of the
medical/professional staff shall be.granted clinical
privileges based on their training, experience, and current
competence in that clinical area.
B. Review of medical/professional credentials and clinical
privileges shall be conducted at least biannually.

"II. The Rights of Patients
A. The hospital shall have written policies and/or
procedures regarding patients' rights that addresé privacy;
the use of high-risk or restrictive procedures, including
seclusion, restraint, and behavior modification that
employs noxious stimulation or deprivation of nourishment;
and means to resolve complaints of patients or families.
B. Written hospital documentation must reflect
implementation of these policies and procedures.

“III. The Written Plan of Treatment
A. Each patient shall have a plan of treatment which shall
be written and revised periodically in accordance with time
frames established by the hospital and related to the

patient's progress.

B. The written plan must document the reason for
hospitalization; state identifiable goals and measurable

objectives with treatment interventions; demonstrate
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participation by a psychiatrist in direction and
supervision on an ongoing basis; and be reviewed and
revised according to the patient's needs. Progress notes
in the medical record relate to the plan of treatment.

The HMedical Record

A. A wedical record shall be maintained for each patient
and shall demonstrate a consistent level of documentation
of participation by a psychiatrist member of the medical
staff and professional nursing care in the treatment of the
patient. )

B. The record shall show progress notes that reflect the
participation by all professionals involved in the
treatment of the patient.

C. The medical record shall reflect an assessment of
discharge planning needs at the time of admission as well
as ongoing review and coordination of discharge services
throughout hospitalization.

The Quality Assurance Program

A. The hospital must have a written, hospital-wide guality
assurance program supported by the governing body and
defining authority, responsibility, integration, and
communication.

B, Quality assurance activities must include, but are not
limited to: patient care monitoring activities;
utilization review; credentials review and clinical
privileging; facility and program evaluation; and staff

growth and development.
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C. The program shall demonstrate problem identification,
assessment, correction, and monitoring.
D. Ongoing guality assurance activities shall be
integrated into all major clinical services, including
psychiatry, psychology, nursing, social service, activity
service, and dietary. )
E. The hospital quality assurance plan shall be reviewed
annually.
"Vi. A Demonstratgd Quality Environment
The hospital must demonstrate a quality environment to meet
the needs of the patients, with identifiable and adequate space
and resources available to provide activity, rehabilitation,
social and other indicated therapeutic services, including

appropriate patient privacy.

“Before any hospital can be made a full member, a physician
from a member hospital, the NAPPH Director of Patient Care
Services, or a surveyor trained by the NAPPH Director of Patient
‘Care Services must complete an on-site survey. The survey report
is given to the NAPPH Committee on Membership and the Board of
Trustees for consideration. Each membership application is

reviewed separately.

"The surveyor reviews hospital documents including the
state license. JCAH accreditation and any contingencies, the
medical staff by-laws, the minutes of the governing body, medical
staff and clinical committees of the medicai ztaff, and the rules

and regulations of the medical staff are reviewed. This is to
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ensure that all such rules as written by the hospital are being
followéd and that there is appropriate monitoring of clinical
practice.'

"rhe survey must show that the hospital p;ovides active
treatment, that is, treatment that can be expected to result in
improvement of the condition. Care from admission to discharge
must be under the supervision of a psychiatrist. The surveyor
looks for sufficient professiopal staff to carry out the plan of
treatment as recomﬁended by the physician. A registered nurse
must provide coverage around the clock, and a physician must be

available at any hour, every day of the week.

®*The surveyor does a concurrent and retrospective'random
chart review to assure that all treatment procedures as ordered
by the physician are administered, and that the patient's
response to those treatments is recorded along with the patient’s
overall progress. There is a review of incident reports to
assure that the hospital is providing appropriate assessment,
review, and follow-up. The purveyor looks for fully implemented

quality assurance and utilization review programs.”

Child and adolescent admissions to psychiatric facilities are
increasing because more of them are severely psychologically
disturbed. The most recent President's Commission on Mental
Health Report {(1979), estimated that 1.4 to 2.8 million

adolescents have severe psychological problems. More current

objective studies confirm these figures. Tragically, these severe



79

psychological problems often manifest themselves in suicide. An
American teenager takes his or her own life once every 98
minutes, and this year an estimated two million young people
between 15 and 19 will attempt suicide. Suicide is now the third

leading cause of death among young Americans.

Fortunately, the American public is becoming increasingly aware
of the problem and increasingly accepting of the need for
appropriate treatment. Public education campaigns have
contributed to this heightened awareness of the growing numbers
of troubled youths. Mrs. Reagan's efforts are but one example of
the work being dene to draw public attention to this problem.
Increased health insurance coverage for treatment of mental
illness is a reflection of a more enlightened public attitude.
The psychiatric community has responded to this demand for
psychiatric services by initiating new programs and expanding

facilities.

NAPPH knows that the hospitalization of a child or adolescent

is a very serious matter, -and an often traumatic event for the
patient and the family. To help ensure that admissions are
medically necessary, NAPPH's member hospitals must, as a
condition of membership and JCAH accreditation, establish and
adhere to specific admission criteria, carry out thorough
psychiatric and medical evaluation, and employ extensive
treatment and discharge planning. Only a psychiatrist can admit
a patient to a NAPPH hospital, cutting down dramatically on the

number of inappropriate admissions to NAPPH hospitals. However,
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it is important to understand that diagnosis alone cannot
determine the need for admission; the need for admission can be
determined only by the degree of psychopathology presented by a
given patient at a given time. Diagnoses are poorly correlated
with the degree of psychopathology, impairment or need for

inpatient care.

In addition, inpatient care is recommended by a psychiatrist conly
when a lesser level of care will not be effective or is not

available. NAPPE supports the availability of a full range of

psychiatric services.

The Association has publiéhed model guidelines for admission and
discharge of children and adolescents. These guidelineé vere
developed, at the request of the Board of Trustees, by
psychiatrists who specialize in the care of children and
teenagers. Attached is a copy of these guidelines which we

request be printed in its entirety in the hearing record.

NAPPHE's guidelines note that "only a small percentage of children
and adolescent patients need acute-care hospitalization.
Hospitalization is indicated under the following circumstances:
"% Qutpatient treatment is not feasibl.. due to:
1. Failure of outpatient treatment.
2. The patient is too acutely ill for outpatient treatment.
3. Treatment in a less restricted environment is not feasible
because of the patient's response to his/her total life

situation.
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"% fThe patient's clincial picture includes the expression of
conscious or unconscious conflicts through the use of surface
behavior which is dangerocus to the patient, to other, and/or to
property. Such surface behavior may include overt suicidal or
homicidal acts, but also may include behavior which, although nect
an immediate threat to anyone's life, is clearly so
self-defeating and/or self~destructive that immediate acute-caie
hospitalization is the only reasonable intervention. Examples of
such behavior include instances of fire-setting, sexual
promiscuity, runniﬁg away, and drug abuse. ’
®%# The patient's demonstrated inability to function in one or
more of the three major areas of life:
1. The family.
2. Vocational pursuits (which for most children and’
adolescents are educational in nature).
3. The choice of cummunity resources. The basic question in
this area should be whether the patient uses community
resources which are constructive to his/her current life
situation or does he/she select resources which are
predominantly destructive in nature. (Community resources
include but are not limited to vocational interests in school,
church activities, scouting activities, the expression of
hobbies and/or special interest in the community, as well as
the individual's choice of peers for nonstructured community
activities).
®* fThe patient's symptomatology is worsened by the absence or

collapse of his/her support systems-—especially the family--to
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the degree that intervention at the level of acute~care

hospitalization is warranted.®

®It is important to understand that admission can only be
determined by consideration of the degree of psychopathology
presented by a given patient at a given time. Attempting to
determine criteria for admission by other means, such as
diagnosis, simply does not work with child and adolescent

patients.

"The following are examples of reasons which may justify the need

for acute care psychiatric hospitalization of a child or

adolescent. A physician may use such a checklist to identify for

the hospital staff the immediate reason for a patient's

admission.

* Patient presents danger/potential danger to self.

* Patient presents danger/potential danger to others.

# Patient presents antisystems/bizarre bahavior that is
destructive to the community.

* Patient is unable to attend to age-appropriate
responsibilities.

* Patient demonstrates significantiy impaired reality testing.

* Patient exhibits impaired judgement/logical thinking.

* Patient is unable to function in native environment (family,
school, community).

* Patient's pathological behavior has persisted or escalated in
spite ¢f outpatient psychotherapy.

* Patient exhibits pronounced affective behavior disturbances.
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* Patient demonstrates impending loss of control.

% Patient is in need of high-dose, unusual medication or somatic
and psychological treatment with potentially serious side
effects.

* The patient'’s support system is so disturbed by his/her
behavior that treatment is jeopardized.

* A noxious native environment exists which jeopardizes the
patient's outpatient treatment and a lesser level of care is
not appropriate or available.

# The patient in his/her present state cannot function without
extensive coordinated help from others.

* The patient needs 24~hour skilled comprehensive and intensive
observation. A

* There is a clinical need for an intensive inpatient .

evaluation.

“This list of specific indicators can never replace sound clinical
judgment by a psychiatrist at the time of evaluation or
consultation to consider admission to an acute-care hospital.

They are only examples of clinical dysfunction.®

NAPPH believes that its members have responded responsibly to the
increase in the number of severely psychologically troubled
youths by developing new programs and more and better facilities.
NAPPH continues to support the development of appropriate
alternative settings for psychiatric care, especially partial
hospitalization programs. NAPPH offers the Committee its
Guidelines For Psychiatric Hospital Programs for Children and
Adolescents as its contribution to help assure that all

admissions are medically necessary.
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INTRODU

CTION

he admission of a child or teenager to a private

psychiatric hospital for mental iliness is a ser-
ious matter. Family life is disrupted and parents are
often distraught.

Hospitalization is also expensive. Although any
hospital stay is expensive, mentally jll children and
adolescents require more than just treatment for
their illness. They require extraordinary resources
to care for them, to educate them, and to help
them cope with the implications of their illness.

The National Association of Private Psychiatric
Hospitals, as the leader of the nation’s nongovern-
mental hospitals, offers these guidelines as a model
program for the psychiatric care of chlidren and
adolescents. Criteria for admission and discharge
are included. Our purpose is to help those involved
in the creation of such programs and those
involved in the reimbursement of patient care—
insurance carriers, benefit managers and
employers—understand the treatment needs of
children and adolescents whose illnesses are severe
enough to warrant hospitalization.

This model program was developed by the
NAPPH Children and Adolescent Ca:. Committee
at the request of the Board of Trustees. The com-
mittee members are all psychiatrists in hospital and
private practice who specialize in the care of
children and teenagers.

This model program will be reviewed and re-
vised periodically as new treatment methods and
clinical advances in psychiatry change the nature of
inpatient care.

Representing only the highest quality programs
has been the mission of NAPPH since its creation
in 1933. This mode! program with admission and
discharge criteria for psychiatric care for children
and adolescents is another indicator of our aim for
excellence,

NAPPH Board of Trustees
March, 1984
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MISSION STATEMENT

Every private psychiatric hospital has a focused
mission for its clinical programs. However, a com-
mon thread should be woven into any mission
statement: The inpatient treatment program for
children and adolescents is to provide the highest
quality of care possible to patients and their
families. Such a mission is to be accomplished by
creating a treatment environment which maximizes
the opportunity for the patient and his/her family
1o resolve psychopathology and to resume a
relatively sound, age-appropriate pursuit of
developmental tasks.

TV

PHILOSOPHY

The philosophy of a model child-adolescent model

program should have as its basic ingredient the

achievement of its mission statement, that is, to
create a treatment environment which maximizes
the opportunity for the patient and his/her family

to resolve psychopathology and to resume a

reasonably age-appropriate pursuit of developmental

tasks. This environment must include therapeutic
attention fo the following areas:

B Skills of daily living.

B Psychoeducational and/or vocational remediation
and development.

E3 Opportunities to develop interpersonal skills
within a group setting.

Restoration of family functioning.

Enhanced utilization of community support
systems.

Any other specialized areas that the indi-
vidunlized diagnostic and treatment process
reveals is indicated for the patient and family.

The major role of the psychiatrist in this pro-
cess is to supervise and coordinate clinical findings
“into a comprehensive diagnostic formulation and
treatment plan.
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Underlying this philosophy is the premise that
child and adolescent psychiatric patients, inevitably
and by definition, vary in the successful achieve-
ment of age-appropriate developmental tasks. Pa-
tients will have had different degrees of success in
mastering age-appropriate skills. Therefore, the
clinical signs, symptoms, and needs of child and
adolescent patients also vary greatly. The goal is to
enhance the delivery of psychiatric care in settings
which can provide the most age-appropriate
specialized services for the recognition, evaluation,
elaboration, and treatment of the physical,
psychological, developmental, social, educational
andlor vocational, avocational, family, and spiritual
needs of child and adolescent patients.

We firmly support the use of these services on
the basis of careful, individualized prescription of
treatment after sufficient evaluation. We do not
advocate a “shotgun” treatment approach which
makes use of all services for all patients.

3

it iy ]
CRITERIA FOR ADMISSION

Only a small percentage of child and adolescent
patients need acute-care hospitaiization. Hospitali-
zation is indicated under the following circum-
stances:

{3 Outpatient treatment is not feasible due to:

1. Failure of outpatient treatment,

2. The patient is too acutely ill fof outpatient
treatment.

3. Treatment in a less restricted environment is
not feasible because of the patient’s response
to hisfher total life situation.

The patient’s clinical picture includes the ex-
pression of conscious or unconscious conflicts
through the use of surface behavior which is
dangerous to the patient, to other, andlor to
property, Such surface behavior may include
overt suicidal or homicidal acts, but also may
include behavior which, although not an imme-




diate threat to anyone’s life, is clearly so self-
defeating andlor so self-destructive that imme-
diate acute-care hospitalization is the only
reasonable intervention. Examples of such
behavior include instances of fire-setting, sexual
premiscuity, running away, and drug abuse.

B The patient’s demonstrated inability to function
in one or more of the three major areas of life:
1. The family.

2. Vocational pursuits (which for most children
and adolescents are educational in nature).
3. The choice of community resources (includ-

ing but not limited to avocational interests in

school, church activities, scouting activities,
the expression of hobbies and/or special
interest in the community, as well as the

individual’s choice of peers for nonstructured

community activities). The basic question in

this area should be whether the patient uses

community resources which are constructive
to hisfher current life situation or does
helshe select resources which are
predominantly destructive in nature,

The patient’s symptomatology is worsened by
the absence or collapse of his/her support
systems—especially the family—to the degree
that intervention at the level of acute-care
hospitalization is warranted.

It is important to understand that admission
can only be determined by consideration of the
degree of psychopathology presented by a given
patient at a given time. Attempting to determine
criteria for admission by other means, such as
diagnosis, simply does not work with child and
adolescent patients.

The following are examples .of reusons which
may justify 4.2 need for acute care psychiatric
hospitalizzHon of a child or adolescent. A physi-
cian may use such a checklist to identify for the
hospital staff the immediaiv reason for a patient’s
admission,

[0 Patient presents danger/potential danger to self.

[3 Patient presents danger/potential danger to
others.

{0 Patient presents antisystems/bizarre behavior
that is destructive to the community,

[3 Patient is unable to attend to age-appropriate
responsibilities.
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] Patient demonstrates significantly impaired real-
ity testing,

[ Patient exhibits impaired judgment/flogical
thinking.

{0 Patient is unable to function in native environ-
ment (family, school, community).

0 Patient’s pathological behavior has persisted or
escalated in spite of outpatient psychotherapy.

[0 Patient exhibits pronounced affective behavior
disturbance.

3 Patient demonstrates impending loss of control.
[ Patient is in need of high-dose, unusual medica-
tion or somatic and psychological treatment

with potentially serious side effects.

O The patient’s support system is so disturbed by
histher behavior that treatment is jeopardized,

[3J A noxious native environment exists which
jeopardizes the patient’s outpatient treatment
and a lesser level of care is not appropriate or
available,

O The patient in his/her present state cannot
function without extensive coordinated help
from others.

O The patient needs 24-hour skilled comprehen-
sive and intensive observation.

[ There is a clinical need for an intensive inpa-
tient evaluation.

This list of specific indicators can never
replace sound clinical judgment by a psychiatrist at
the time of evaluation or consultation to consider
admission to an acute-care hospital, They are only
examples of clinical dysfunction.




CRITERIA FOR DISCHARGE

1t should be understoed that individualized

discharge planning is an ongoing process that

starts with the patient’s admission and initial
evaluation. Discharge should be considered only
when the following criteria have been met:

B3 Identification of the underlying issues and con-
flicts represented by the maladaptive surface
behavior which necessitated admission. There is
at this point in treatment a reasonable expecta-
tion that the surface behavior can be managed
safely in a less restrictive environment.

The youngster has an increased potential to
function in a more reasonably age-appropriate
way within his family, educationalivocational pur-
suits, and in the community at large.

£l A smooth transition from the hospital phase of
treatment to the post-hospital phase of treat-
ment can be anticipated and thus further the
therapeutic efforts made in the hospital. In the
vast majority of cases, the hospital phase of
treatment will be much shorter than the total
treatment program. The post-hospital phase of
treatment is often the most delicate. Not only
must the patient integrate back into the family
and community, helshe and the family must con-
tinue in treatment to continue to resolve
underlying conflicts and to enhance further
growth in the youngster’s capacity to function in
an age-appropriate way.

It is the responsibility of the hospital treatment
team to identify the various areas in which the pa-
tient will need support following discharge. This is
an essential part of post-hospital treatment and
planning. These areas include planning for indi-
vidual therapy, family therapy, educational and/or
vocational therapy, Alcoholics Anonymous, Nar-
cotics Anonymous, church, andlor any other such
family or community support systems which may be
appropriate for a specific patient. The inpatient
treatment team must choose and prepare these
potential resources and support groups for each
individual patient’s after-care program.




CRITERIA FOR
LENGTH OF STAY

The criteria for the length of stay for the psychi-
atrically disturbed child or adolescent patient must
be determined by the degree of incapacitation that
the patient is experiencing in the three major areas
of life—the family, vocation (for these patients, this
is primarily school), and the community in general.
Examples of the patient’s functioning in the com-
munity includes (but is not limited to} histher use
{or lack of use) of such community resources as
structured peer groups (scouts, extracurricular
school activities, church, etc), the individual's
choice of peers, and obeying the law.

1

HOW PATIENTS
OBTAIN PRIVILEGES

There are many methods by which the patient’s
capacity to assume increased responsibility within
the treatment program can be measured and
acknowledged by the treatment team. Some form
of patient privileging is essential as one means of
measuring the patient’s progress in treatment.
However, the specific form the privileging takes
depends on the particulars of the program in
which the patient is being treated. Often, the
degree to which the privileging/disciplining system
is a dynamic process is an accurate indicator of the
degree of dynamics present throughout the pro-
gram. The following criteria should be met in any.
privileging system:

El Patient privileges should be based on a dynamic
process and not on a process of “automatic
privileging” Privileges should be earned, not
granted because a patient has been in a pro-
gram for a given period of time, because a cer-
tain length of time has passed since the patient
sustained a loss of privileges, etc.




% Whenever possible, the discipline inherent in a
loss of privileges should be tied to the area of
the patient’s expressed irresponsibility. For
example, if an adolescent patient smokes at a
time or place in which smoking is prohibited,
the loss of privilege should be tied to the smok-
ing; if a child creates a particular disturbance at
bedtime, the loss of privileges should be tied to
bedtime,

B Privileges should be determined by the patient’s
individual level of responsibility as expressed in
both the verbal and nonverbal messages given
by the patient.

The patient should have a gradual increase in
responsibility or level of privileges while in the
hospital so that discharge is at a time when the
patient is used to assuming increased responsi-
bility.

Privileges and responsibilities should be related
to specific treatment goals of the individual pa-
tient and his/her family,

[ Patient privileges are distinct from patient
rights. Privileges are a clinical treatment
method. As such, when a patient’s privileges are
restricted, the clinical reason for such restric-
tion must be documented in the medical record.

A Privileging should be a process in which the pa-
tient takes an active role whenever possible. In
fact, oftentimes in dynamic programs the patient
group participates in many of the privileging
and disciplinary decisions and processes.
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TREATMENT APPROACHES

There is a strong consensus that the multidis-
ciplinary treatment team approach is the most
useful in the inpatient treatment of children and
adolescents. In fact, given the current state of
-clinical knowledge, we see no other option in treat-
ment approaches to these patients. However, the
composition of the treatment team may vary
according to the needs of a particular patient and
according to the particular treatment program be-
ing considered. What is not optional is the need
for active communication among all members of a
multidisciplinary treatmerit team. Good communica-
tion assures that all members of the team are
aware of and pursuing the goals for the individual
patient and histher family.

The multidisciplinary treatment team approach
is currently mandated by the Joint Commission on
the Accreditation of Hospitals,

8

A

STAFF-PATIENT RATIO

Most programs treating children and adolescents
require a higher staff-to-patient ratio than found in
adult programs. It is essential that all staff be given
direct, on-site supervision by professionals specially
trained and experienced in dealing \vith emotion-
ally disturbed children and adolescerts.

Clearly, a specific staff-to-patient ratio is
dependent upon the nature of the program being
considered and the type of patient any given pro-
gram accepts for treatment.

50-596 0 - 85 - 4
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OPEN VS. CLOSED STAFFING

Effective child and/or adolescent programs can be
established with an open or a closed medical staff.
The important variable is the degree to which the
working cooperation between the physician and the
total treatment team is developed and put into use.
Without such close working cooperation, treatment
is often fragmented, confusing, and inconsistent.

It is essential that the hospital administrator
shere with the medical director the responsibility to
assure that a working cooperation exists between
the open staff physician and the total treatment
team, as well as among members of the open
medical staff. Unquestionably, an open medical
staff system requires much more administrative time
than is necessary in a closed staff system.

CREDENTIAL REVIEW AND
PRIVILEGING OF STAFF

We recommend the medical model for the private
psychiatric hospital providing services for emo-
tionally disturbed children and adolescents, This
model dictates that there be a forma'ly organized,
traditional medical staff, Part of the medical staffs
responsibility is to oversee the delivery of
psychiatric care at all levels in the hospital. The
medical staff by-faws should clearly identify the pro-
cess by which privileges are granted and period-
ically reviewed. This responsibility should not only
encompass the privileging of physicians but also of
other professionals to whom the delivery of patient
care is delegated in the treatment program.
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OUTCOME STUDIES

It is essential for each program to evaluate the
effectiveness of what they do’ both concurrently and
retrospectively. However, the lack of standardization
in outcome studies currently makes comparison of
data from program to program quite difficult. What
is needed is, a multi-hospital outcome study. Such a
study would provide hard data which is presently
not available in the area of outcome studies of the
inpatient treatment of children and adolescents.

W 5

PROGRAM EVALUATION

We approve of the present efforts being made to
standardize program evaluation through program
planning and by setting programmatic goals and
objectives. An example of such efforts is the JCAH
standard on program evaluation.

QUALITY ASSURANCE

A quality assurance program is essential in any
private psychiatric hospital treating children andlor
adolescents. A comprehensive quality assurance
program helps to ensure the delivery of high qual-
ity psychiatric care and increases staff efficiency
through objective patient care evaluation. Such a
program should be a hospital-wide endeavor to
improve patient care through the assessment of
care rendered and the correction of identified
problems, The five essential components of a qual-
ity assurance program are:

B Problem identification

E1 Problem assessment.

Problem correction.

B Problem correction monitoring.
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Program monitoring.

In addition, the following areas must be inte-
grated into the overall quality assurance program in
order to accomplish meaningful assessment and in
order to make appropriate responses on reported
real or suspected problems:

E3 Utilization review.

Audit,

Infection control.

£1 Patient care monitoring.

Facility evaluation,

Program evaluation.

B Safety.

B Credentials.

3 Staff growth and development.

Ed Policy and procedure development.

RESEARCH DATA

There are vital psychiatric issues that require
research data that are not currently available. It is
not reasonable to expect that each hospital should
be able to develop its own research program.
Howevery, at a very minimum, each hospital should
be expected to address any critical research areas
identified through the hospital’s quality assurance
program. This is in no way meant to discourage
those hospitals who have progressed to the point
that they can do more refined research
independently.
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CONCLUSION

These basic criteria are essentials to any private
psychiatric hospital program treating emotionally
disturbed children and adolescents, Programs will
and rightfully should take on different forms
related to, among other things, the basic
philosophy of the founding and/or key treatment
staff, and the nature of the population being
served. However, these guidelines are essential
ingredients in the delivery of quality patient care in
a safe and expeditious mannér no matter what
form a particular treatment program may take.
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he National Association of Private Psychiatric

Hospitals was created in 1933 to represent the
interests of the nation’s private, freestanding
psychiatric hospitals and the patients they serve,
The Association works at both the local and na-
tional level to promote high-quality care and treat-
ment for the psychiatrically i} and to foster the
cost-effective and efficient operation of the
nongovernment hospitals that provide those ser-
vices. NAPPH also assists member hospitals to
achieve a level of clinical and managerial effec-
tiveness consistent with the goals of high-quality
care and efficient operation.

Currently, the Association has 224 member
hospitals located in all regions of the country and
ranging in size from less than 50 beds to more
than 300. Member hospitals provide active treat-
ment programs for the care of children, adoles-
cents, adults, the elderly, and alcohol and
substance abuse patients. NAPPH hospitals main-
tain active treatment programs, and treatment
includes both inpatient and after-care services.
Before consideration of its application for admis-
sion tc the Association, each hospital receives a
comprehensive survey of its facility, treatment pro-
grams, and staff,

These membership requirements will be reviewed
regularly and revised as necessary to reflect new
advances in inpatient psychiatric care.

NAPPH Board of Trustees
May, 1985




MINIMUM REQUIREMENTS

All member hospitals of the National Association of

Private Psychiatric Hospitals (NAPPH) must:

Provide medically directed inpatient services for
the diagnosis, treatment, care, protection and
rehabilitation of individuals admitted with
psychiatric disorders;

El Be accredited by the Joint Commission on
Accreditation of Hospitals;

£ Have at least 50 percent of all hospital beds
designated psychiatric beds, not inclusive of
alcohol or substance abuse beds, or other
medical care beds;

Be licensed as a hospital by the appropriate
state agency or by an agency of equivalent
jurisdiction;

3 Have an organized medical/professional staff;

Bl Have a Board-eligible or Board-certified
psychiatrist assume the medical direction of all
patients with the primary diagnosis of a
psychiatric disorder;

Psychiatric hospitals that are part of a university
hospital system must demonstrate that the
organization and function of the medical staff is
independent from elected public officials and
that the principle source of patient care funds
are from private or indemnification sources.

El Be a freestanding hospital facility and not a unit
of a general hospital.

The Association offers provisional membership to
those hospitals that have been operational for less
than one year, and associate membership to hospi-
tals applying for membership for the first time.
This two-year Association membership period gives
the hospital the time necessary to receive a JCAH
survey. NAPPH also offers a corresponding
membership category to private psychiatric
hospitals in other countries, for the purpose of
exchange of clinical and administrative information.
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STANDARDS FOR MEMBERSHIP

In addition to the minimum requirements for member-
ship, a potential member must meet NAPPH stand-
ards and complete successfully an on-site survey
done by NAPPH. The standards for membership
have been approved by the Board of Trustees and
are required of every membership category.

1. The Medical/Professional Staff

A. There must be a formal system of review of
the credentials of the staff and the process of
granting clinical privileges. All members of the
medical/professional staff shall be granted clinical
privileges based on their training, experience and
current competence in that clinical area.

B. Review of medical/professional credentials
and clinical privileges shall be conducted at least
biannually.
1L The Rights of Patients

A. The hospital shall have written policies
and/or procedures regarding patients’ rights that
address privacy; the use of high-risk or restrictive
procedures, including seclusion, restraint, and
behavior modification that employs noxious stimula-
tion or deprivation of nourishment; and means to
resolve complaints of patients or families.

B. Written hospital documentation must reflect
implementation of these policies and procedures.
1II. The Written Plan of Treatment

A, Each patient shall have a plan of treatment
which shall be written and revised periodically in
accordance with time frames established by the
hospital and related to the patient’s progress. |

B. The written plan must document the reason
for hospitalization; state identifiable goals and
measurable objectives with treatment interventions;
demonstrate participation by a psychiatrist in direc-
tion and supervision on an ongoing basis; and be
reviewed and revised according to the patient’s
needs. Progress notes in the medical record relate
to the plan of treatment.

IV. The Medical Record

A. A medical record shall be maintained for
each patient and shall demonstrate a consistent
level of documentation of participation by a
psychiatrist member of the medical staff and profes-




sional nursing care in the treatment of the patient.

B. The record shall show progress notes that
reflect the participation by all professionals involved
in the treatment of the patient.

C. The medical record shall reflect an assess-
ment of discharge planning needs at the time of
admission as well as ongoing review and coordina-
tion of discharge services throughout hospitalization.
V. The Quality Assurance Program

A. The hospital must have a written, hospital-
wide quality assurance program supported by the
governing body and defining authority, responsibility,
integration, and communication.

B. Quality assurance activities must include, but
are not limited to: patient care monitoring activities;
utilization review; credentials review and clinical
privileging; facility and program evaluation; and staff
growth and development.

C. The program shall demonstrate problem iden-
tification, assessment, correction, and monitoring.

D. Ongoing yuality assurance activities shall be
integrated into all major clinical services, including
psychiatry, psychology, nursing, social service, activity
service, and dietary.

E. The hospital quality assurance plan shall be
reviewed annually,

VI. A Demonstrated Quality Environment

The hospital must demonstrate a quality envi-
ronment to meet the needs of the patients, with
identifiable and adequate space and resources
available to provide activity. rehabilitation, social,
and other indicated therapeutic services, including
appropriate patient privacy.

3

. EERONRE

THE NAPPH SURVEY
FOR MEMBERSHIP

Before any hospital can be made a full member, a
physician from a member hospital, the NAPPH
Director of Patient Care Services, or a surveyor
trained by the NAPPH Director of Patient Care Ser-
vices must completz an on-site survey. The survey
report is given to the NAPPH Committee on
Membership and the Board of Trustees for con-
sideration. Each membership application is reviewed
separately.
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The surveyor reviews hospital documents in-
cluding the state license, JCAH accreditation and
any contingencies, the medical staff by-laws, the
minutes of the governing body, medical staff and
clinical committees of the medical staff, and the
rules and regulations of the medical staff. This is to
ensure that all such rules as written by the hospital
are being followed and that there is appropriate
monitoring of clinical practice.

The prospective member hospital must either
provide for or demonstrate that appropriate con-
tracts are in place for such services as radiology,
laboratory services, pharmaceutical services, medical-
surgical procedures, electroencephalograms (EEG),
and electrocardiograms (EKG).

The survey must show that the hospital pro-
vides active treatment, that is, treatment that can be
expected to result in improvement of the condition.
Care from admission to discharge must be under
the supervision of a psychiatrist. The surveyor looks
for sufficient professional staff to carry out the plan
of treatment as recommended by the physician. A
registered nurse must provide coverage around the
clock, and a physician must be available at any
hour, every day of the week.

The surveyor does a conctrrent and retrospec-
tive random chart review to assure that all treatment
procedures as ordered'by the physician are ad-
ministered, and that the patient’s response to those
treatments is recorded along with the patient’s
overall progress. There is a review of incident
reports to assure that the hospital is providing ap-
propriate assessment, review, and follow-up. The
surveyor looks for fully implemented quality
assurance and utilization review programs.

The prospective member hospital must show a
well-organized and fully implemented mechanism for
credential review and privilege delineation. The
surveyor may interview depariment heads or chiefs
of service to assure appropriate ongoing clinical
supervision and monitoring of practice. The surveyor
will also assess all full-time equivalent professional
staff by discipline.

NATIONAL ASSOCIATION OF
PRIVATE PSYCHIATRIC HOSPITALS
1319 F Street, NW
‘Washington, DC 20004
202-393-6700

5/85
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June 18, 1985

Honorable George Miller

Chairman

Select Committee on Children.
Youth and Pamilies

U.S. House of Representatives

Washington, D.C. 20515

Dear Mr. Chairman:

The American Psychiatric Association (APA), a medical specialty
society representing more than 30,000 psychiatrists nationwide,
who are concerned with the treatment of mentally ill patients,
appre:iates the Committee's interest in our best professional
judgement as to the appropriate clinical criteria governing
admission of minors into inpatient psychiatric treatment
facilities.

The Asvociation supports legislation which ensures that
childzen in need of mental health care and treatment receive
appropriate care and treatment; recognizes parents' authority
to make medical decisions for their children; protects children
against needless hospitalization and deprivation of liberty;
and enables medical decisions to be made in response to
clinical needs and in accordance with sound psychiatric
Jjudgment.

To achieve these goals and objectives we submit for your
consideration and inclusion in the Committee hearing record the
APA's "Guidelines for the Psychiatric Hospitalization of
Minors". The complexity of this mental health treatment policy
and the development of public policy relating thereto are well
known to you and reflected in the "Four Alternatives to the
Guidelines for the Psychiatric Hospitalization of Minors:
Clinical and Legal Considerations", an integral part of the
above cited guidelines. For example the document discusses and
provides alternative approaches to who should be considered a
"parent" for the purposes of admitting children to mental

-health facilities without judicial review and to what age to

draw the line between parental autonomy and a teenager's
autonomy for purposes of psychiatric hospitalization.

We also bring to your attention a model state statute regarding
civil commitment of the mentally ill. This model law makes the
provision of treatment the indispensable element justifying
commitment and addresses the critical issues of a patient's
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"rights to treatment" and "rights to refuse treatment" - issues that
appeared in the Minnesota cases cited at your June 6 hearing.

We stand ready to serve as a resource to this Committee should you decide
to explore the development of a model law governing commitment and
subsequent treatment of mentally ill minors.

Cordially,’

Jay B. tler

Special Counsel and Director,

Division of Guvernment Relations

JBC:£L:mg

cc: Members, Select Committee on Children, Youth and Families



106

Am J Psychiatry 139:7, July 1982

OFFICIAL ACTIONS

Guidelines for the Psychiatric Hospitalization of Minors

This document was approved by the Assembly ut its May 8-10, 1981,
meeting and by the Board of Trustees at its Dec, 11-12, 1981,
meeting. It was prepared by the Task Force on the Comntitment of
Minors* under the Council on Chitdren, Adolescents, and Their
Families.

Preamble: Legistative Purpose

1t is the purpose of this legislation to ensure that children in need
of mental health care and “reatment will receive appropriate care
and treatment, fo recognize parents' authority to make medicat
decisions for their children, to protect children against needless
hospitalization and deprivations of liberty, and to enable medical
decisions to be made in response to clinical needs and in accordance
with sound psychiatric judgment.

Section . Definitions

For purposcs of this Act, the following definitions shait apply:

{a) *Child"* means any person under the age of 18 years.

(b) “‘Days’* means every day other than Saturdays, Sundays, and
legal holidays, except where otherwise expressly noted.

{c) "*Parent™ means (i) a biological or adoptive parent who has
legal custody of the child, including either parent if custody is shared
under a joint custody agreement, (i) a person or agency judicially
appointed as legal guardian of the child, or (iii) a person who
exercises the rights and responsibilities of legal custody by delega-
tion from a biological or adoptive parent, upon provisional adoplion
or otherwise by operation of Jaw.

(d) **Court™ means that court within a given jurisdiction which
deals most frequently with family, juvenile, or civil commitment
matters.

(e) **Commissioner’" means the state commissioner or director of
the responsible department.

() “Hospital® means any f.xcnhly or unit that is licensed and
accredited for the provision of i di is and trea
services for mental and emotional disorders of children.

(8) *Mental disorder” means a subslnnlnl disorder of the child’s

, volitional, or p that grossly impairs
Judgmcn( ar capacity to recognize reality or to control behavior;
mental retardation is sufficient neither to justify nor exclude a
finding of a **mental disorder™ within the meaning of this section.

(h) **Certification™ refers to a judicial determination made after a
hearing that a child salisfies the criteria for psychiatric hospitaliza-
tion.

(i) ““Treatment plan™ means an individ d plan for
designed for a particular patient and appropriate to his or her
specific needs.

1The Task Force on the C of Minors inciuded Michael
G. Kalogerakis, M.D., chairperson; Roralyn Innis, M.D.; Cari P,
Malmaquist, M,D.; Harold Boverman, M.D.: and David Zinn, M.D.
Vicky C. Jackson, Esq., served as legal consultant, and James
Asam, M.D., was APA/NIMH Minority Fellow.

Reprints of the Guidelines/Alternatives are avaijlable from the
Publications Sales Department, American Psychiatric Association,
1700 18th St. N.W., Washington, DC 20009. The cost is $2.50 for a
single copy; discounts are available for quantily orders. Orders must
specify publication #P149-A and be accompuanied by prepayment.

) **Ward of the state™ means a child whose legal goardian is the
state or a state agency or official in an official capacity, including a
child in foster care,

{k} ""Accreditation™ refers to the successful achievement of certi-
fication by an acceptable accrediting body.

Section 2; Valuntary Admission of a Child

(a) Admission of children under 16. When, in the judgment of a
treating or admitting physician, a child under 16 is in need of
hospitalization because of a mental disorder, the parent of the child
may place him or her in an accredited hospital for diagnosis,
evaluation, and/or treatment.

(b} Parental admission of children 16 and older.

{i) The parent of a child 16 years of age or over may, with the
written consent of the child and with the concurrence of the treating
or admitting phystcmu voluntanly admit the child to an accredited
hospital for di andfor t

(i1} In order to assure that a child's consent to such hospital-
ization is voluntary, the child shall be advised at or before the time
of admission of his or her right pursuant to section 4 of this Act 10
contest the admission and of the provisions of subsection (d} of this
section. If the child wishes to consult an attorney, the hospital shail
not proceed with admission under this section until such time as the
child has an opportunity te consult with an attorney,

(c) Self-admission by children 16 and older. A child 16 years ol
age or over may, with the concurrence of the tréating or admitting
physician, admit himscif or herself to an accredited hospital for
diagnosis, evaluation, and/or treatment provided, however, that
notice is given by the hospital to the child's parents of the rights
protected under section 3 of this Act.

Any child admitted pursuant !o this sccuon shnll be advised at the
time of admission of the { {d) of this section
and of the requirements of section 3 of this Act. At the time of
adm|ssmn the hospital shall obtain the child's wnllen consent to

ion and A child ad d pursuant to this
section who is a ward of the state may designate a friend or relative
over the age of majority to receive notification of the child's
hospitalization.

(d) Natice of intent to leave,

(i) Form of notice. Any child admitted pursuant to subsection
2(b) or (c) of this Act may give notice of intent to leave at any time.
The notice need not follow any specific form so long as it is writlen
and the intent of the child can be discerned. The potice may be
written by a person other than the child, provided thal it reflects the
stated wishes of the child. The staff members receiving the notice
shall immediately date it, record its existence en the child's medical
chart, and send copies of it {0 a) the child's attorney, if any, b} the
court, and c) the parents or other legal guardian of the child.

(i) Dischargs or notice of contest. The director of the hospital
shall discharge the child from the hospital within 5 days after receipt
of the child’s notice, unless either the hospital, the parent, or other
legal guardian files a Notice of Contest with the court within the 5-
day period. Copies of the Notice of Contest must be delivered to a)
the child or his or her attorney, b) the child's parents or other legal
guardian, and ¢) the hospital. If no petition for certification has been
previously fifed under section 4 of {his Act, the proponent of
continued hospitalization shall do so with the filing of the Notice of
Contest.

(iii) Custody pending hearing. 1f a valid Notice of Contest has
been received, the director of the hospital may continue hospitaliza-
tion on an involuntary basis until a hearing has been held and the
court orders otherwise. in no case may the child be held more than

15ions ol
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15 days beyond the expiration of the 5-day notice unless a hospital-
ization or rehospitalization hearing has been held within 7 days of
the court's receipt of the notice of contest.

{iv) Hearing. A hearing to determine the necessity for contin-
ved hospitalization shall be held within 7 days of the court’s veceipt
of the notice: of the contest. The hearing will conform to the
requirements of subsection (e) of section 4. After sucha hcann;,. the
court shalt order the chifd discharged if it that

representative seeks, in any judicial proceeding held under any
section of this Act the court may, in its discretion, appoint separate
counsel to represent the parent in the event that the parent cannot
afford to retain counsel.

Sectivn 4: Judicial Certification

(a) Applicability. Any parent of a child, any other person having

tion is no longer justified under the criteria of subsection (e)iii) of
section 4,

(e} Authority to udop/ T The
authorized to p detailed lati i
preceding provisions of this section.

Lt

is hereby
H the

Section 3: Parental Rights and Responsibilities

(@) Notification of admission pursuant to subsection 2{c). In the
event that a child is voluntarily admitted pursuant {o subsection 2(c),
the child’s parents shali be notified immediately. The notice shali be
in the form most likely to reach the parenls and shall advise the
parents of the admission and of the parents® right to participate in
any proceeding under this Act. In the casc of a ward of the state, the
notice required by this section shall be sent to the appropriate state
official.

(b) Notification of petitions o certify or admit n

phy custody of a child, including 2 hospital to which the child
has been admitted under section 2 or section 5 of this Act, or the
state, ncung lhmugh xls cnmmmmncr. may seek to have a child

d for andfor t pursuant to
this section. Except as provided in sections 2 and § of this Act, a
child may be admitted to a hospital only pursuant to the procedures
prescribed in this section.

{b} The pertition. A petition for certification of a child under this
section shal! be filed by the proponent of certification with the court.
The petition shall state (i) that the child has a mental disorder, (ii}
that the child is in need of treatient or care available only at the
instilution or type of institution for which certification is sought, i)
that no less structured means will be as effective in providing such
treatment or care, (iv) the factual bases for the above allegations,
and (v} the name of the hospital for which the child would be
certified.

sections 4 and 5. Any parent of a child shall be notified immediately
in the event of the filing of a petition lo certify that child pursuant to
section 4 or of a petition for emergency admission pursuant to
cection 5. The notice shall be in the form aost likely to reach the
parents and shall advise the parents of the admission or certification
and of the parents® right to participate in any proceeding under this
Act.

(¢} Parentai participation in treatment. Any parent of a child
admitted 1o a hospital under this Act shall be entitled to confer at
regular intervals with the-treating or admitting physician concerning
the child’s condition, treatment, or diagnosis. The hospital or other
proponent of certification may request that the parent of any child
hospitalized under this Act be available for consultation and cooper-
ation in connection with the treatment process and may seek a court
order to require such parental cooperation,

(d) Notice 1o withdraw. Any parent whose child has been admit-
ted to whospital pursuant to section 2 of this Act may at any time file
a Notice to Withdraw the child from the hospital. Upon receipt of
such notice, the hospital may (i) discharge the child i diately to

) A of counsel; waiver of hearing. Upon receipt of
such petition. the court shall appoint counsel to represent the child.
Within 7 days of the appointment, counsel shall advise the court in
writing whether or not the child wishes 10 contest the petition. If
counsel notifies the court that the child does not wish to contest the
petition, the court may thereupon issue an order authorizing hospi-
talization for un initial pericd not to exceed 45 days. H the attorney
notifies the court that the child wishes to contest the petition, then
the matter shall be set dawn for a hearing within 7 days of receiving
such notice.

(d) Custody pending hearing. Pending the certification hearing,
the child’s custodial status shall remain nnchanged except as
otherwise provided by law, provided further that, on motion and in
compliance with any other constitutional or statutory requirements.
the court may order a temporary change in the child's custodial
status if it finds that such a change of custody would promote the
best interests of the child.

(¢) The certification hearing.

(i) Alt hearings held under this section shall be held in camera.
Any discl made by the child during the course of evalvation or

the custody of his or her parent, or (it) if, in the opinion of the
treating physician, release would be seriously detrimental to the
child's health, ) discharge the child to the custody of his or her
parents after advising the parents of the plLysician’s advice against
discharge and seeking written parental acknowledgment that they
have been so advised, or b) refuse to discharge the child for a period
of no more than 3 days after receipt of the Notice to Withdraw,
provided that the hospital or the physician files a petition for
certification pursuant to section 4 of this Act.

If the petition is filed within 3 days of the parent’s Notice to
Withdraw, the hospital may continue to hold the child for treatment
unti! such time as a hearing is held pursuant to the requirements of
section 4.

{e) Right of child 16 or older to remain. If a child 16 years of age
or older admitted pursuant to subsection 2(b) or (c) of this Act
objects in writing to a proposed discharge requested by his or her
parent and states in writing his or her desire 10 remain as a palient
pursuant to subsection 2(c} of this Act and if the child otheswise
meets the requirements of 2(c}, the kasy .1 shall within 3 days so
aotify the parents and may continue o hoid and treat the child, The
parents shall be advised in the notice of their right to initiate judicial
proceedings to procure the discharge of their child by filing a
Petition to Discharge with the court. Such a petition shall set forth
the basis for the parents® belief that the child is no loager in need of’
hospitalization, with specific reference to-the criteria set forth in
subsection 4(b) of this Act. Upon filing of the petition, the proce-
dures set forth in subsection 4(e) of this Act shall apply, except that
the burden shall be upon the parents to demonstrate that the criteria
for hospitalization are not met.

() Appaintment of counsel. In the event that a parent opposes a
certified ‘admission or discharge which the child or the child’s

treatment- under this Act shall be admissible in the cenification
hearing: however, no disclosure made by the child in conncction
with the proceedings under this Act shall be admissible in any
delinguency or criminal proceeding unless the child introduces evi-
dence concemning his or Fér mental condition in such a proceeding.
(i) The child shall be represented by counsel and, further,
shall have the right 10 be present at the hearing unless a) both the
child and his or her attorney waive the child's right to be present for
all or part of the hearing or b) on motion of any interested participant
or parly or the court, the court determines that it wonld be seriously
detrimental to the child’s medical condition and/or treatment for him
or her to be present for all or part of the hearing.
(iif} The burden shall be on the proponent of centification to
by clear and nce, that a) the child has
amental disorder and that b) the child is in need of treatment or care
available at 1he institution for which certification is sought and that
no less structured means ure tikely to be as effective in prowdmg
such or care, {ical y shall be p 3 and
such lay testimony as the court in its discretion dccms appropriate.
(iv) The child shall have the right through his or her attorney
to ine those wi favoring certification and to
present y and cvid inciuding the child’s own unswomn
statement) in, opposition to certification andfor in favor of less
structured alternatives,
(v) The child's parents shall have a right to participate in the
hearing.
(vi} The court may, on its own motion, subpoena and question
relevant witnesses.,
{0} Findings; verdict; appeal. At the conclusion of the heuring or
within 3 days thereafter, the court shall enter an order either denying
or granting the petition and shall state the factual basis for its
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findings regarding the criteria specified in sub: (eXiid) of this
section. 1f the petition is denied, the court may enter such other
order or referral as may be otherwise authorized by law to secure
proper care for the child. If the petition is granted, the court shall
specify the period for which certification is authorized, which shat
in no event exceed 45 days, and the hospilal for which certification
is authorized.

) Renewal petition. If the hospital staff or the person who
sought the original hospitalization desires to extend the hospitaliza-
tion beyond the period authorized by the court, a petition for
rehospitalization must be filed with the court before the expiration
of th» hospitalization period. The continued necessity for and
conditions of hospitalization of every child hospitalized under this
section for a consecutive period.of more than 45 days shall be
reviewed in accordance with this paragraph, Such review is a matter
of right and may not be waived. The procedures set forth above in
subsections (b)~(f) shall be applicable in the recertification proceed-
ing except that

(i) if an attorney has previously bcen appointed or undcnaken
to represent the child, such repr shall be 1 unless
the court for good cause determines otherwise,

(ii} if the child’s appearance was waived for the immediately
prior certification or review procezding, the court shall require that,
at the least, the child be physically brought before the court unless
the child’s physical condition would thereby be threatened, and

{iii} in evaluating the criteria set forth in subsection 4(e)iii),
the court, in any rehospitalization hearing, must consider the child's
prior treatment, the ability of the hospital to provide effective
treatment, and the likelihood of future cure or improvement through
treatment.

{h) Awh { period of k The initial hospitaliza-
tion period under any certification order shall be no longer than 45
days; the next consecutive hosp'ldhmlmn pcncd sh.:ll be no longer
than 90 days; and al! sut ive h ion periods
shall be no longer than 6 munlhs, except as otherwise set fonh in
this Act.

For purposes of cafculating the authorized cenification period
under this paragraph, the word **day™ shall include every day.
except that where the last day of a statutory period described in
these sections falls on a Saturday, Sunday. or legal holiday the
pericd shail be deemed to expire on the next following business day.

I

Section 5: Emergency Admission

The provisions of section 4 shall not auply to emergency admis-
sions authorized by this section.
{a) Procedures for emergency admission.

(i) By taking the child to a hospital, When, as & result of 2
mental disorder, any child appears in need of immediate hospitaliza-
tion for evaluation or tr of a mental di: . any concerned
person may take the child to a mental hospital. On'the basis of an
examination of the child and any other availuble information, the
examining physician shall make a determination as to the need for
entergency hospitalization. If the physician determines that the
child, as a resuit of a mental disorder, appears to be in need of
immediate hospitalization, the child shill be admitted for emergency
hospitalization and treatment.

(i) By petition.

a) Any concerned person may file a petition for émergen-
cy hospitalizition of a child. Such petition shall state that the
pcmloncr beluvu that the child appears to be in need of immediate

for ort of a mental disorder and

state the facts on which this belief is based. The petition shall be

filed with the court, which shall cause an appropriate evaluation to

be made of the facts alleged in the petition. Within 48 hours of the

filing of the petition, the court shall either deny the application or

issue an order authorizing a peace officer to bring the child o a
4 hospital for ¢valuation for emergency hospitalization.

b) Upon the child’s arrival at the hospital. the admiting
or treating physician shall examine the child to make a determima-
tion as to the need for emergency hospitahzation. IF the physician
determines that the child, as a result of @ mentat disorder, appears to
be in need of immediate hospitulization for evaluation or treatment,
the child shall be admitted for emergency hospitalization and
treatment.

() Acceptance. Whenever a child is brought to the hospital for
emergency admission, the hospital may accept physical custoly of
the child and may request the person who brought the child to the
facility to remain on the premises until a decision concerning the
child’s admission has been made. The hospital shall then evaluate
the child’s condition and admit or release him or her in accordance
with the requirements of this Act.

{c) Prompt examination, Each child i by # hospital shall
promptly be examined and evalualed as to his or her mental an¢
physical condition.

(d) Ensuring appropriate medical care. A hospital accepting any
child pursuant 10 this section whose physical condition reveals the
need fur immediate medical attention shall take reasonuble steps lo
ensure that appropriate medical care and treatment for such physicul
condition is made available.

() Recammendations for further weatment. If a child is not
approved for admission {or emergency hospitalization by the hospi-
tal, the hospital shall make such recommendations for further care
and treatment of the child as it may deem necessary.

() Notification of parents or guardian. In any case where the
proponent of the emergency admission is not the child's legal
custodian, the child’s parents or other guardian, including, where
applicable, the appropriate state official, shall be immediately noti-
fied of the hospitalization.

() Communication; attorneys; parental notification. During the
period of emergency admiission, the child has a right to initiate or
receive communications from his parents or others, unless the
treating physician concludes that it would be seriously detrimental
to the child’s condition or treatment, so indicates in the chitd's
medical record, and notifies the pareats of this determination. In no
event, however, may the child be denied tiic opportunity to consuit
an attorney.

(h) Seven-day limit on emergency admission; exception. If a
hospital admits a child pursuant te this section, it may hold him or
her for evalunuon and lrcalment for a period not exceeding 7 days

ided that, if an application for | i under section 2 is
ﬁlcd provisions of that section will govern and, further, if a petition
for certification under section 4 v duly filed, the provisions of that
section will govern and the hospital may. continue to hold and treat
the child pending the action of the cour- on the said petition.

Section 6: Medical Services Review

(2} Necessary and appropriate care. Every child admitted to a
hospital under this Act is entitled to receive necessary and appropri-
ate medical care or treatment, as is more specifically provided
below.

b) Commissioner’s nullmrm internal medical review. The com-

i shall adopt to ensure that necessary and
appropriate care and treatment, and internal medical review thereof,
is afforded to all children admitted or 1 ertified 10 any hospital under
this Act.

{i} Such regulations shall provide reasonable time periods
within which a written treatment plar must be developed {or every
child and following which the trea'ment plan must be varefully
reviewed and updated in accordance with the child's ongoing
progress and needs.

(i) Such regulations shall also provide procedures for assur-
ing that the child’s treatment is in accordance with the treatment
plan then in effect for such child.

c) Opportunity fur independent medical review. Any child hospi-
tatized under this Act, the child's parent, or, if the child is a ward of
the state, the appropriate state official is entitled to an independent
medical review of the <npropriateness of decisions made either to
dischdrgc or to continue hospitalization of the child. The commis-
sioner shall adopt appropriate regulations concerning the proce-
dures for conducting such review,

Section 7: Discharge

(&} Duty to discharge. At any time that the child no Jonger sulfers
from « mental disorder or no longer is in need of hospitalization, it
shall be the duty of the treating physician to secure the expeditious
and appropriate discharge of the child.

{b) Petition for alternative dise harge plan. A hospital may dis-
charge a child admitted under the provisions of this Act at any time
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prior to the expiration of the authorized period of hospitalization
when, in the medical judgment of the treating physician, continued
hospitalization is inappropriate (except when otherwise mandaled
by taw.)

() Petition for alternative custodian. In the event that a child’s
parent refuses ta accept a child refeased or discharged under this
Act, the hospital may petition the coust to designate an alternative
party into whose custody the child should be released.

Four Alternatives to the Guidelines for the Psychiatric Hospitalization of
Minors: Clinical and Legal Considerations

This document was approved by the Assembly at its May 8-10, 1981,
meeting and by the Board of Trustees at its Dec. 11-12, 1981,
meeting. It was prepared and subsequently revised (Feb, 9. 1982) by
Alan A, Stone, M.D., chuirperson, and Richard Bonnie, J.D.,
consuliant, Council on Governmmeatal Policy and Law,

the fewest obstacles to admission of children to psychiatric
hospl(als ar * one which places some measure of restraint on state
agencies, whose decision may be responsive to pressures other than
the best interests of the child, The danger of an approach that
facllllﬂlLS 'ldm;sslon in all cases is the possibility of unnecessary
The danger of subjecting state agencies to

1. Who should be considered a *‘parent’ for the purposes of
admitting children to mental health facilities without judicial re-
view?

As written, the contain an y broad definition of
the term “par::nt. Psychmlnsts whose pnmnry objectives are to
facilitate h of children in need of inpatient services and
to minimize judicial mlervenlmn prefer the definition of"parem lo

JUdlcml scrutiny is that they may deprive a child of needed hospital
services to avoid what may seem to them red tape and interference.
Thie costs of ionalization are of course d
when the hospital facxlmes are such as (o guarantee very high quality
care, and psychiatric parf

icipation.

2, At what age should the line between parental autanomy and a
teentager's cutononiy be drawn for purposes of psychiatric hospitul-
izalinn?

PRTIRY

= the guideli procedures concerning

be as broad as p even public
for the care of chlldrcn who are wards of the stale

psychlatnc hnsplmhzanon of “*minors,™ it is obviously necessary to

Other psychiatrists find this appmach y b it

h 1

for a variety of purposes, the age at which a tecnager's

takes insufficient account of the p of a-
tion and of the special needs and situations of chlldren who are
wards of the state and are typically relegated to the least effective
treatment settings. Psychiatrists Qiving greater weight to these
concerns would distinguish between parents (including individuals
who act, persunally. as parents) and persons who make decisions
about children in their oﬂicml cdpacmos as agents of the state,
Parental deci about hosp hildren are well within
the traditionat legal deference given to f.lmxly autonomy and there-
fore should not ordinarily be subject to judicial review. 1lowever,
agents of the state acting in foco parentis ire not purt of that legal
tradition and are often inclined to act because of gencral administra-
tive considerations rather than the actual psychiatric needs of the
children. ‘Therefore. it is argued, the decisions of such agencies to
confine such children should not be insulated from judicial review.
Judicial review in such cases does not subject a family to the
adversarial process and therefore cannot be objected to on the basis
of 1hat clinical consideration. Prnponenls of this view would define
parem in as to exclude state agencies and would substitute the
gl for the definition of parent in subsection i(c):

Alternative 1

(c} "*Parent” means (i) a biological or adoptive parent who h.ls
legal custody of the child, |ncludmg either parent if cus 3
shared under a joint custody ag {ii) a person
appointed as legal guardian of the child, or i) a person who
exercises the rights and responsibilities of legal custody by
delegation from a biological or adoptive parent, upon provisional
adoplion or atherwise by operation of law. However, the term
“parent’* does not include [the stale or the Department of
Welfare} when it has-assumed the status of tegal guardian of a
child; nor does il include persons or agunc:es‘ including foster
parents or others, who exercise ibilities upon

pr will have any legal effect, AII of the psychiatrists

lved in the formul. of the p {delines agree that a
person 18 or older should be regarde as an adult for present
purposes; accordingly, this means that the hospitalization of persons
older than 18 would be governed entirely by the adult civil commit-
ment procedures rather than by the proposed guidelines, which, by
their terms, apply only to “*children'*~i.e., persons younger than 18
years old.

Also, all of the psychiatrists involved in the development of these
guidelines agree that children have **rights’* and that older adoles-
cents should be entitled to some degree of legal indupendence
concerning their psychiatric treatment. The disugreement arises in

with the designation of the ages at which the adoles-
cent's preferences should have legal effect. In general, opinion is
divided on whether the designated age should be 14 or 16. Jt is not
possible, however, to evaluate this issue in the absteact; instead, the
matter should be considered in the three contexts in which the age of
the minor has operational significance. under the guidelines:

A. Al whatage, 14 or 16, should a parental decision to hospitalize
a minor in a psychiatric fucility be subject, al the outset, to judicial
review through a certification procedure?

B." At what age, 14 or {6, should a child who has been admitted to
a psychiatric facility upon parental rcqucsl be entitled to initiate a
legat pre ding to contest

C. At what 1gt: 14 or I(\ shuuld a chlld be entitled to seek
psychiatric tr i without |
consent?

Euch of these questions will be discussed briefly,

A. At what age, 14 or 16, should a parental decision to hospitahze
a minor in a psychiatric facility be subject. at the outset, 10 judicin!
review lhrnugh EY ttmfc'llmn proccdurc'

The p fure in 20 of the
guidelines is dl:ilL,nLd m L.IVC p.\rcms the santhority to admit childsen
ing consent ol a paychiatrist) without subjecting the famity to

fization?

delegalion by [the state)].

Although other criteial policy concerns ace ioplicated in these two
vptions, the major clinival choice is batween an approach that

an adversarial process in which the child, 1epresented by counsel, is
permitted o oppose the deeision of the parents und the psychia-
trists. Psychiatrists whose primary concern is the integrity of the
family and the uuthority of the parests would set the limit of
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childhood for this purpose at least as high as 16. This position is
reflected in the guidelines: under subsection 2(a) a minor 16 or older
could not be voluntarily hospitalized unless in need of emergency
trealment or certified by a court; however, o person 15 or younger
would have no nght at the outset 1o judicial review or to adversarial
process g on ap |-psychiatric decision concerning
hospital admission. Allhough there was considerable debate in favor
of both. higher and lower ages (e. £ 18 and 14}, the eventual

izing clinical ations was 16. (This was the
vole of the Asscmhly It appears that this issue, rather than any of
the others here described, was the central focus of the Assembly s
debate.)

B. At what age, 14 or 16, should a child who has been admitted to
a psychiatri ic facﬂxly upon parentdl rcquc\t bc entitled to initiate a
fegal pr g 1o contest ¢ ion?

Given that pﬁrcnls are nol entilled to hospitalize children aged 16~
18 without judicial review, it follows that a child older than this who
is udmitted without protest and then decides that he or she does.not
wish to remain is entitled to be discharged uniess he or she meets the
criteria for involuntary certification by a court. The guidelines so
provide in subsection 2(d).

it is not clear, however, that the age chosen for subsection. 2(d}
should be 16 even though that is the designated age for purposes of
parental admission nnder subsection 2(a). Although there is agree-
ment on clinical grounds that a (4-year-old or 15-year- old child is not

who faver tlus option believe that even young teenagers should be
encouraged and have the opportunily to seck treatment on their
own. They believe there are obvious clinical sitwations in which this
aliernative may be particularly important. Without such a provision,
they orgue. disturbed and exploitative parents could prevent a
young teenager who needs haspital treatr 2t from getting it. Under
this approach, the first sentence of subsection 2(c) would be revised
as foliows to make 14, rather than 16, the operative age:

Alrernative 3

(¢) Self-admission by children 14 and older. A child 14 years of
age or older may, with the concurrence of the treating or admitting
physician, admit himself or hersell. . . .

3. Should there be additional legal safegnards as the length of
canfinement 1o a memal health facility increases?

Psychiatrists whose mijor concern is treatment naturally prefer
guidelines that facilitate such treatment. Some psychiatrists believe
that children und adolescents with certain psychiatric disorders
require long-term treatment and that no particular fegal obstacles
should be raised when Iong‘lerm treatment is regarded ay clinically
desirable, Under this view, which is ruﬂccted |n the Llud:.lmcs as
now written, long-term italization of fized by
their parents under subsection 2(a) would not be subject to judiciul
review and would be subject only to the periodic medical review

entitled, at the outset, to judicial review of ychiatric
decisions to hospitalize him or her, some psychiatrists believe that
such a child should nonetheless be x.nhllcd at some point, to initiate
a legal pr ing to contest ion. Those who
take this appreach argue that even if the law should facilitate
admission, crisis intervention, hospital evaluation. and an initial
period of treatment, it is both legally and chmically desirable to
respect the younger teenager's autonomy at some point thereafter if
he or she resists continued confinement. QObviously, those psychia-
trists who stress parental authority (when the decision 1o admit is
approved by a psychiatrist) prefer to insulate this authority from
Jjudicial review and would not permit the 14- ar 15-year-old ¢hild to
contest continued hospitalization in an adversarial manner. They
also believe that adolescent resistance to treatment is a crucial
clini 1 reality and that the legal right to contest hOSpI(dlltdllOn

d by section 6, Ag.\m. this -xpprmgh is based on the clinical
ideration that ad stance 1o U would be
intensificd by judicial review. (It should be emphasized, however,
that under subsections 4(g) and (h) older teenagers who are judicially
certified would have to be recestified after 45 days, 90 days, and
every 6 months thereafter.)

Other psychiatrists believe that, despite the best therapentic
i long-term of young children and teenagers
involves consequential risks. Such confinement is also a more
substantial deprivation of the child's legal rights. Even in the case of
minors the loss of liberty entailed by indefinite confinement should
not be based on a purely medical decision. The assumption of this
responsibility by well-meaning psychiatrists in the past has been
tragic for children and damaging to the image of the psychiatric
profession. Therefore, these psychiatrists believe there should be

A

wout. feed that resistance. Thus they would, on tr .
oppose giving legal weight to the adolescent’s dulonomy

As now written, the proposed guidelines reflect the view that
adolescents younger than 16 should not have a legal right to resist
hospitalization and that 16 should be the operative age in both
subsections 2(a) and 2(b). Under the opposing view, the first
sentence of subsection 2(d)) would be mudified as follows in order
to make 14, rather than 16, the operative age:

Alternative 2

(d) Notice of intent to leave.
(i) Form of notice. Any child 14 years or older admitied
under this section may give notice of intent to feave at any time,

C. At what age, 14 or 16 should a chlld be entitled to seLL
psy ric treatment, without p
consent?

As a result of developments in the law governing drug abuse
treatment, birth control, and aboertjon, teenagers are entitled to have
access 1o such services without parental request or consent. The
guidelines follow this same trend in subsection 2(c) by permitting
older teenagers (16 and older) to admit themselves to psychiatric
facilities; under this provision, parents would be notified and would
be entitled ta mmale 4 hearing to remove the child, but they could
not y prevent the ad:

The question, 35 before, is the age below which the parents should
have a veto power over the child’s autonomy—here, when the chitd
opts for hospl(al treatment. As written, the guidelines set (hc age for

ion at 16, thus allowing a parental veto of d by
14 or 15-year-olds, even when a psychalml rcspondmg to the
child's request specifically r ‘This apg t
reflects the view that ‘the law should vmdlcalc parental authority in
such situations. Other psychiatrists would permit self-admission at
14 even if a i4- or 15-year-old child had no right to resist pareatal
decisions to admit him or her or 1o continue hospitalization. Those

| legat ds in all cases involving significant periods
of hospitalization, whatever the child's age and without regard to
whether the initial admission was by parental or judicial decision.
However, proponcis of this view would insist that the criteria for
continued hospitalization be based on psychiatric treatment consid-
erations. Implementing this alternative would require that section 2
of the guidelines be amended by inserting the following language
after subsection 2(d):

Alternative 4

{e} Certification for long-term hospitalization. No child admit-
ted to a facility under section 2 of this Act may be hospitalized for
a consecutive period of more than 6 months unless a petition for
certification has been fied in accordance with the procedures
specified in section 4. Any petition for certification filed under this
subsection shall state, with supporting reasons and facts, that

(i) the child has a mental disorder. that requires long-term
care,

(i} the child has not been, and is not likely 10 be, harmed by
continued hospitalization,

{iti) treatment is available and is being provided and a plan
of continued tre atment has been formulated,

{iv) continued huspitalization is the most effective and
benceficial treatment nvailable dand

(v) the ton for has
been reviewed and approved in accordance with lhe procedures
for indepeadent teview specified by [the commissioner] under
subsection 6{c}.

At a hearing for certification under this subsection, the burden
shall be on the proponent of ccmfc.mon m prove, by clear and
convincing evi that is in the best
interests of the clllld Any centification order issued under thiy
suhsection shall be valid for 6 months,

P

“Authority o adopt regulations” would become subsection (0.0
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Keeping Troubled Teens at Home

by Boaita K, Lantz

ike many ather public child

wellare vgencies, Valley

West Social Services in
Keamnn, Utah, way confronted in the
carly 19805 with increasing requests for
wut-ol-hunie placenients while serviee
expenditures and stafling commitments
remained the same o were decreased.
There was acry to “work smart™ -~
do more with less. The Child Wellare
Actof 1980, P1.. 96-272 inclided an
expeetution that beginaing October 1,
1983, “reasonable etlurt will be made
in eactt case to prevent ar eliminate the
need for placement . . 7

[ reviewang prograni to determine
wicrvention clicclivencss, concerns
were ftsed regardmg the use of out-of-
hame placenient-- foster hontes, group
homes and pychatric Tacilities- - to
{ treat mmor defingquents and status
. offenmlers Such vises required extens
sive skl time with Jntle evidenes of
§ suceess. Typiealiy. while these adoles-
cents muved unstccesstully through
several programs and positive change
bevimne more remiote, the goal of return
Liome was abandoned by the agency
g worhet. child, parent and fumily mem-
i bers. “Then. when they were released
) tromeare atage 18 with nowhere else to
: go. they went hoine.
l These concerns, coupled with recent
{raining in a family systems behavioral
wicthod, led the agency jo develop a
srategy to senve status-offending ado-
lescents more ctticiently through inten-
sive fumily therapy and tracking.
The treatment moded used was Func-

Bonita K. Lanez, a climeal social work-
er and Child Welfare Supervisor at Val-
Ier West Social Services, Kearns, Utah,
served as director of the Praject to Pre-
vent Adolescent Placement Through
Funcrional Family Therapy and
Tracking.




tional Family Therapy, (FFT), a method
developed by Dr. James F. Alexander
and Dr. Bruce V. Parsons and first tested
with adolescent status offenders in Salt
Lake City in 1971 and 1977. These
studies found that the incidence of court
referrals for delinquency of the identi-
fied adol and the incidi of sib-
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keeping the family intact, the agency
believed that more intensive services
would enhance success ratés in 70 per-
cent of the cascs. Additional staff
would alse be needed, for the
therapists—who had carried double
caseloads for over a year—were

ling delinquency was 30 to 50 percent
less in families receiving Functinnal
Family Therapy, in contrast to families
receiving other forms of treatment.!

While Valley West Social Services
was interested in replicating these re-
sults, we were even more concerned
about d ining whether i ing
the okills of family members would
have an impact on the family's ability to
remain together, Another desired result
was that placement resources would be
reserved for those children and families
for whom temporary separation was the
best altemative.

To supplement the therapy compo-
nent, a paraprofessional “youth advo-
cate” worked with cach adolescent,
serving as an objective friend to listen
to the child’s concemns and to make
suggestions or discuss forbe-

Based on the experience of the ex-
perimental program, the agency re-
ceived @ grant in FY 1983 from the
Children’s Bureau, ACYF, to conduct a
pilot project staffed by one Rinctional
Family Therapist, two paraprofessional
advorates and one half-time supervisor.
Families were expected to receive
therapy for 60 to 90 days, with a case-
load size of 12 families for the therapist
and six adolescents for each advocate.
Families received therapy twice a week
for the first month and then once a week:
for the remainder of treatment. Advo-
cates met daily with the adolescent at
first, then decreased intervention over
the span o treatment. Therapy sessions
were held in the office or at home and
each family was scen at home at Jeast
once. The advecate’s contact with the

havioral change. The advocate assisted
the adolescent with job hunting or
school placement, tracked his or her
progress in school, at work and 3t home
and acted as a role model. The advocate
mezt daily with the therapist to discuss
each case.

When the experimental progiam first
began, two social workers provided
regular, court-ordered protective ser-
vices for 25 to 30 families and also
offered Functional Family Therapy at
least once a week to six to 12 familics
whose bers included an acti t

was frequently in the ficld—
at school, home or work,

Treatment included sssessment,
therapy and education. All behavior
within the family was seen as a reflec-
tion of a relationship payoff: a family
member was wsing closeness, distance
or “midpointing”'-—a blend of distance
and closeness.? One example of a rela-
tionship payoff of closeness might be a
child who runs away, tien calls home
crying that she's been hurt and asks to
go home. She arrives home to her
mother's open arms—and receives her

-

or status-offending adolescent, Al-
though the adolescents had received
counseling or probation services, they
had failed to benefit from these services
and a juvenile court screening commit-
tee had determined they were in need of
out-of-home placement.

While this method succeeded in in-
creasing family members’ skills and

total ially, when the
“*dust settles’ the child achieves
closeness.

Once the therapist assessed the func-
tion of the family members® behavior,
then therapy and education phases *“fit"
skilt building and technical aids to these
functions to allow the person to main-
tain the same relationship in more effi-
cient ways.® Cases were terminated

TRy

“Since g number oL the:

youths had to pay fings -

imposed by ihe juscrile
court, the team coordinaled
with the coyrt to allow the
adolescents to werk off the
fines, under. the supervizicn

af the advocates, by
performing a variety of lasrs
atound the office, ,."
R~




when family members weve able to
freely engage in problem-solving with-
out (he therapist’s assistance.

in order to provide adolescents in the
program with peer group support, as
well as reward desired behavior, a
Youth Council organized a variety of
group activities—trips to movies and an
arts festival, a visit to the local juvenile
detention center and talk sessions to
share feelings and concerns, To main-
tain the program’s focus on the total
family and to dispe! parental concern
over onc child receiving attention for
“bad” behavior, siblings were also en-
couraged to participate.

Since # number of the youths had to
pay fines imposed by the juvenile court,
the team coordinated with the court to
allow the adolescents to work off the
fines, under the supervision of the ad-
vocates, by performing a variety of
tasks around the office—shoveling
snow, pulling weeds, picking up litter,
cleaning and painting. In cooperation
with the agency's adult service unit, we
also arranged work for youths who had
been required to make restittion. Thz
young people helped prepare sandbags
for an expected flood and provided x
variety of services for older and handi~
capped members of the community,
with whom they warked 1}
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and poor Jes. He
also is seen as easily led by friends. The
family has received counseling pre-
viously but feels it has not helped.

At the time of his referral to the pro-
gram, Larry had stolen $300 worth of
food stamps from a neighbor. On carlier
court referrals he was found guiity of
truancy and possession of alcohol and
tobacco. Both the court intake officer
and Larry's ‘parents felt that he needed
10 be out of the home; in fact, Larey’s
mother refused to take him home, say-
ing “Somcone else can take him and
straighten him up.” The juvenile court
screening commiltee identified Larry
as a child requiring placement.

Before the court date to adjudicate
custody, the intensive family therapist
met with the family to discuss alter-
natives to placement. The therapist lis-
tencd to the family’s concerns, ex-
plained the costs und realities of foster
care and discussed the FFT program.
By this time Larry. had been out of the
home a few days, and after the grogram
was explained to Mrs, Green and she
realized there would be follow-up, she
was less insistent on her son’s need for
placement.

The therapist then identified and as-
sessed the function of the family mem-
bers” behavior and regular therapy ses-
sivns were arranged in the home. 1.arry
returned home after the first session.

¥ i o4
well.
Program Operation

The case of 16-year-old Lory White
and his family illustrates how the pro-
pram operates,

Larry lives with his younger sister
and mother, June Green, who had re-
married about four years ago after
being head of the houschold for five
years. Two older marsied sisters live in
the Sait Lake area. Mr. Green works as
an auto mechanic and Mrs, Green
works two jobs as a waitress. Larry’s
natural father, Harry White, is tn prison
in silinois and has had no contact with
Larry in the last nine years. In school,
Lasry reads on the dth-grade level and
is a behavior problem. Larry had been
placed in several special programs, but
the school reports frustration with his

The ad ded the first ses-
sion and made an appointment to sce
Larry the next day. Over a period of
thece weeks, the advocate met daily
with Larry. Larry stated that he hated
school and wanted to work. He had
gislfriend who lived some distance
away, which made regular contact with
her impossible. Larry told the advocate
that he wished he could do some of the
fun things jus stepfather did. Since Lar-
ry slept in an unfinished basement with
no walls or privacy, his nieces and
acphews got into his things and
damaged them when they visited. Larry
said he felt his family didn"tcar.  bout
him.

The advocate, therapist, parents and
school counselor erranged for Larry to
have work release status and attend
clusses to develop employment skills.
Larry and the advocate went job hunt-

ing and Larry obtained employment
washing dishes. The advocate also
worked with Larry on communication
skills and encouraged him to talk about
his feelings and build relationships.
Larry’s sister and brother-in-law began
tuking a greater interest in him and he
spent several weekends in their home.
The brother-in-law, a milkman, took
Larry with him on early moming runs,
After five weeks, however, Larry lost
his job because he had made cash over-
draws that exceeded his wages. He and
the advocate went job hunting again
and Larry found another dishwashing
job, Follewing the FFT model, cach
difficulty was reframed as an oppor-
tunity to develop alternative behavior
and learn new skills. In school, Larry
regularly attended his swimming and
industrial foods classes but neglected
math and English.

The family continued 1o meet weekly
with the therapist for 10 weeks, during
which time communication, negotia-
tion skills and fair fight rules were
taught. Larry's parents agreed to pay
half the cost of a foot locker to protect
his possessions and he reported that this
gesture made him feel that his parents
cared about him. A message center was

blished to imp fcati
within the family. The parents set aside
one night 2 week to go out together,
which improved their ability to com-
municate and work as a team.
intensive therapy was terminated at
this point, but since Larry had not fully
paid his fines and restitution, his case
was transferred to a case manager. Six
months after termination Larry was
working ful! time and had not been in-
volved in any further delinquency.

L]
“Emphasis ic placed on
the importance of the
individual.”
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THE ABUSE OF STATUS OFFENDERS
IN PRIVATE HOSPITALS

Michael Robin

ABSTRACT. On the basis of 3 years of experience as a psychiatric assistant in a
Twin Cities hospital, the author argues that placement in a psychiatric ward s
essentially abusive to status offenders. He points out that many of these young people
have been abused, but that they are treated on the ward not as abused children, but as
problem children. Being locked up. having to follow treatment plans, being threat-
ened with isolation aud med’ . 4tion, and being treated by insecure stafl with insuffi-
cient training are all, this author argues, abusive.

Because the Juvenile Justice and Delinquency Prevention Act of 1974
placed restrictions on the use of public facilities for the treatment of status
offenders, many states are now placing status offenders in private psychi-
atric hospitals, circumventing the deinstitutionalization law. Unfortunate-
ly, we have no national statistics on the extent of hospitalizations of status
offenders, and if we did, they would likely be gross underestimates, as
most status offenders are not admitted to hospitals under a court order
but under the threat of one, usually by a parent or social worker.

As a matter of definition, status offenses are those noncriminal behav-
ioss such as incorrigibility, running away, and truancy that are considered
illegal because of a child’s age. Status offenders are by definition **out-of-
control,” and treatment in the hospitals tends to focus on modifying or
changing those behaviors that are deemed unacceptable to adult society.
The problem is that by focusing on behavior as such, and by defining
children as out-of-control, the complex reasons why. childen act out are
missed. Definition is crucial; for as Mark Twain said>If the only tool
you have is a hammer, then you tend to treat every probler}%\s\ifi[ were a
nail.” How children’s problems are defined will have major implications
for the course and content of their treatment and is at the root of what [

Michael Robin is staff researcher with the Minnesota Supreme Court Juvenile Justice
Study Commission, 114 TNA. 122 Pleasant Street, University of Minnesota, Minneapolis.
MN 55455. Requests for reprints should be addressed 10 Michael Robin at that address.
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see as the considerable emotional and physical abuse that adolescent

“patients endure in psychiatric hospitals.

This paper is based on my 3 years of experience as a psychiatric assist-

-ant in a Twin Cities hospital. I will try to stay away from horror stories of

gross abuse, for that is not my point. Rather I intend to show how the
system itself, when working properly, is abusive to children. My initial
reaction to this program was quite positive. I was caught up, like many

_others, in the power I had over children. However, as I gained more

experience and my knowledge of child development increased through my
education, I came to reject the system.

Status Offenses and Child Abuse

Status offenders are often children who have been abused, yet in this
hospital they are treated as offenders. Only occasionally is a child placed
on the unit with a specific clinical disorder such as schizophrenia, depres-
sion, or anorexia nervosa; instead, most patients are diagnosed as having
behavior or conduct disorders, like status offenses. A number of investi-
gators have pointed out that many children in institutions have suffered
earlier abuse and neglect within their own families, foster families, or
other institutions. Douglas Kline, an educator at Utah State University,
testified before Congress in 1979 that “‘the children who come into con-
flict with the law and uitimately populate our institutions are for the most
part victims of physical abuse, neglect, abandonment, and/or sexual mo-
lestation before they came into conflict with juvenile authorities and be-
fore they are committed to institutional environments.” The New York
Select Committee on Child Abuse found in a 1978 study that nearly 50%
of the families who had been reported for child abuse and neglect eventu-
ally had at least one child taken to court for delinquency and ungovern-
ability. The summary of the report cautioned, however, that child mal-
treatment cannot be used as an indicator or predicator of future juvenile
misbehavior. The two are strongly associated, but other factors affect
whether or not a child becomes delinquent or ungovernable.

Such facts are consistent with my own experience as a psychiatric as-
sistant. Many of the patients had indeed suffered abuse, both physical and
sexual, or had been neglected. While most staff knew that the children had
suffered serious maltreatment, they generally believed that these children’s
behavior had elicited abuse, rather than that the behavior disturbances
were symptoms of abuse and neglect. As in most child care institutions,
the psychiatric staff were largely untrained and ignorant of the special
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needs of abused children, and they frequently responded to the children in
a manner similar to that of the children’s abusive parents.

Dynamics of Child Abuse and Neglect

The major psychological dynamic in abused children is identification
with their aggressors (Martin & Rodeheffer, 1980). That is, children re-
spond to their maltreatment by assuming their own “‘badness”; for why
would their parents, who are so wonderful, abuse them unless they were
bad? Abused children typically have great difficulty directing their rage
toward their aggressors, for they assume that if they did, their parents or
caretakers would go away. Consequently, they develop what might be
- called a shame-based personality (Bach, 1980). They are bad; they are
responsible for the abuse, as they deserve the abuse that comes to them. In
fact, abused children are particularly adept in provoking punishment or
rejection from others, for when they get it, it confirms who they are, that
they are indeed shameful and unworthy.

Abused children learn to survive by accommodating their needs to the
needs of the aggressors within their environments. They have a hypervigi-
lant attitude, constantly fearful of assault or invasion, with little ability to

take for granted the care and nurture of their caregivers. They become -

“watchers,” acutely aware of mood changes in the aduits around them,
and they develop a rather “‘chameleon nature,” learning to shift their
behavior according to what is expected of them and denying their own
impulses. The children learn to avoid punishment by becoming experts at
*‘passive resistance,” by feigning acceptance of what others demand. On
the surface, then, abused children try to control and manipulate everyone
and everything; however, this behavior is less willful than assumed and is
ubased on fear of rejection or punishment.

Additionally, abused children are valued most when they are meeting

the needs and ecxpectations of their parents. This is especially apparent
when children are obesying or simply staying out of their parents’ way.
They are not valued in their own right for their own needs, values, and
interests. Furthermore, their efforts at being competent or independent
frequently result in verbal or physical abuse. Abused children are thus
more apt to feel that they lack control over their environments and that
external factors. rather than their own efforts, determine the outcome of
events. Abused children are essentially joyless, lonely creatures who have
a poor sense of themselves. lack initiative and confidence, and find rela-
tionships with others quite stressful.
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The process whereby children learn self-control is also disrupted {n
abusive families. They identify with a parent who is a model! of aggressive
‘behavior but who denies expressions of aggression from the children. The
«children, lacking effective self-control, alternate between extreme inhibi-
tion and sudden volatile outbursts. Their lack of self-control is also seen
in their tendency to lie and steal when not monitored. Their efforts,
through misbehavior, at establishing a separate identity and indepen-
dence from their parents tend to be more symbolic than real. Acting out
serves to deny children’s dependency needs and repeats the earlier trau~
matic experiences of punishment, abandonment, or ridicule. Misbehaving
then becomes a means to control the environment and make it predict-
able, but it covers up the underlying shame and fear of not being loved.

Daily Regimen

Many child-rearing practices that would be considered abusive if done
in the family are legally and socially condoned by our society in the name
of discipline and treatment. It is in the normal course of treatment that
many children are abused. When children enter the hospital, they are
quickly oriented to its rules and regimen, and great effort is made to
establish the authority of the staff over the children. The locked door is
the most obvious and salient symbol of the children’s powerlessness in
their new environment. The children are not allowed to be outside the
unit until the staff considers them trustworthy enough not to run away
and until they are working on their treatment goals, which routinely takes
2 to 3 weeks and sometimes longer. Thus, to maintain control within the
institution, an artificially restricted environment is set up, so that children
are forced to comply with authority to regain the privileges they have
hitherto taken for granted. Many children report feelings of shame and
humiliation at being locked up and resent the implication that they are
somehow dangerous or crazy. Incest victims and other victims of abuse
are routinely placed on this unit, along with children who have committed
serious crimes; this tends to reinforce their idea that they are bad and they
have done something wrong. The problem is that this hospital makes no
distinction between those patients who need and those who do not need to
be locked up, so that many who do not need to be locked up suffer the
consequences of inappropriate placement. '

The daily regimen is designed primarily for the convenience of the staff
in maintaining control over the children and has little to do with the
developmental needs of the individual child. The design of the unit allows
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for constant observation, so that the only opportunity children have to be
unmonitored is when they are in their own rooms, and even here privacy
is violated by frequent room checks. Moreover, the staff can, at will,
search children’s rooms or persons, further violating their personal and
bodily integrity. This is clearly not a relaxed, secure atmosphere free from
constant scrutiny, something Konpka considers vital to healthy group life
in residential treatment (1972, p. 172). The tension is enhanced further
because the unit has no gym or outdoor play area. Many children, lacking
an outlet for their pent-up energy and emotions, respond by chain smok-
ing, overeating, general irritability, or occasional violent outbursts. Very
few staff appreciate how the environment of the institution itself-~its
restrictions, its boredom, its close living quarters—may encourage chil-
dren to act out. In their view, the children’s behavior is the problem.

Hospitalized children are expected to follow a plethora of depersonal-
ized rules and regulations which teach them compliance more than they
teach them responsible behavior. In many messages given by the staff,
explicit communications, for instance that children should be responsible -
for themselves, are contradicted by implicit ones. Children on the ward
are never allowed to decide for themselves what they wish te do and to do
it unmonitored. They are given care plans with a variety of target behav-
iors that are part of their treatment plan. In most cases, the children do
not understand the language or the purpose of the care plan, nor are they
consulted on its content. Nonetheless, they are expected to use it and re-
zeive feedback each hour on how well they are fulfilling their behavioral
goals. Bettleheim and Sylvester have argued that compliance with sterec-
typed rules may constitute adequate adjustment to the institution but
allows the child little opportunity for spontaneity and responsible decision
making. “*Complete determination by external rules prevents the develop-
ment of inner controls. Emotional conflicts cannot be utilized toward per-
sonality growth because they are not intrapsychic conflicts, but only oc-
casional clashes between instinctive tendencies and impersonal external
rules™ (1972, p. 71). -

Children are always expected to accept the feedback given them by the
staff, which tends to be negative and critical. Many disturbed children
become easily discouraged by negative criticism, as it affirms their already
low self-concept. Generally, the staff does not understand the importance
of positive reinforcement as a more effective influence. on behavioral
change. All too often. staff are insensitive to the children’s intellectual and
developmental level and use abstract, complicated language or speak in a
harsh degrading tone. Children are not allowed to disagree with staff, and
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‘because accepting feedback is tied to earning privileges, most children,
‘learn that it is not worthwhile to argue with staff. In addition, they are not
“encouraged to think for themselves and to learn how to evaluate what
_"they hear about themselves, to decide what sounds plausible and what
"does not. In effect, what the children really learn is to manipulate adults
by giving them the compliance they demand. In this role reversal, the
needs and views of the children are discounted by the adults around them.
In the ward, children are denied the right to decide whom they will trust
and in whom they will confide or even if they will trust anyone at all. For:’
example, each day children have a *“‘one-to-one™ where they talk over
their problems with a staff member. Because the staff person changes
frequently, children are actively discouraged from talking with only a few_
people and are expected to talk openly with any staff member. Should
they refuse to talk with someone, they might be punished for allegedly not
working on their problems. Because talking about their problems is tied
to earning privileges, many children survive by learning how to speak
about themselves with psychological terms that they do got understand.
As Piaget points out, adolescents are capable of abstract thought, of
reflecting on their own behavior and motives; but the development of
abstract thought depends on the maturational level of the child, not only
on the chronological (1975). To expect children who have been abused or
who have learning difficulties to verbalize their feelings is abusive in itself,
for it expects more than the behavior of which the children are capable.
Furthermore, by discouraging primary relationships, the hospital is deny-
ing the children what they need most, a consistent caretaker who offers
unconditional nurturance. The ever changing caretaker is, according to
Rutter, one of the great failures of institutions in providing therapeutic
intervention, for it continues and reinforces the lack of consistent care
from which abused children have already suffered (Rutter, 1979, pp. 147-
154).

Discipline and Punishment

Discipline in the psychiatric ward relies heavily on isolation and seclu-
sion. For rule violations or for not working satisfactorily on their treat-
ment goals, children are routinely placed on room restriction. As a matter
of course, when children are placed in their rooms, the rooms are stripped
of all personal or leisure items such as books, games, or radios. The length
of time children are kept in seclusion varies from a short period for minor
infractions to 24-hour periods or longer for more serious violations. For
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example, if staff judge that a particular child is not working hard enough
on resolving problems, that child will be placed on room restriction until
his or her attitude changes, which in some cases has been up to a week or
more. In one extreme case, a 13-year-old hyperactive boy was kept on
room restriction for 6 weeks, until he acknowledged the pain of his family
situation. During this time, this child was not allowed any communication
with his family or his fellow patients, nor was he allowed any recreational
activities or to go to school. This practice is torture, the principle of which
is that with sufficient pain, people will change their behavior.

The “‘time-out” room is a small, bare room of concrete walls and
screened windows, used when children are out of control. It can also be
used when room seclusion has not produced the desired behavior change.
Seclusion in the time-out room tends to produce initial affective responses
of rage and terror, then helplessness, and eventually resignation and com-
pliance. Wadeson has suggested that seclusion may encourage paranoid
reactions in disturbed patients (1980, pp. 163-170). They fear being over-
powered, ““looked at,” and controlled. Expressions of bitterness and hu-
miliation are frequently reported weeks and months after the isolation
incident. Furthermore, many abused and disturbed children harbor deep
anxiety about being abandoned, unwanted. and unloved, which tends to
be reinforced by their time-out room experiences. Miller, drawing on the
work of D. Winnicott, argues that anxious adolescents, like infants, need
to be able to project their anxiety onto their care givers, who then absorb
it and return back to the children a sense of security (1978, pp. 434-447).
Holding out-of-centrol chiiden rather than isolating them can give anx-
ious adolescents the equivalent of the cuddling mothers give their infants.
Emotional development occurs when children are allowed to express their
feelings without the fear of punishment or abandonment. This institution,
instead of hiring adequate numbers of skilled staff, resorts to isolation or

°to drugs like Thorazine or Haldol for the management of disruptive
behavior, which is another example of abuse.

Needs of Sraff

The artitude of the staff toward these children is markedly ambivalent:
they claim to be nurturant and child centered, but they are also hostile
and demand disciplined and controlled behavior. The concern for order
and obedience leads to denial of the children’s needs and often to abuse,
The techniques of control and the forms of communication that staff use
with patients are generally not those they would use with their own chil-
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dren. These children are said to be “different,” to suffer primarily from a
lack of consistent limit setting rather than from a lack of love. Miller,
notes that the shaming, disparaging, and controlling seem to have a “par-':
ticularly disruptive and sadistic element to them™ (1978, p. 440), one that_
tends to assume an exaggerated wiilfulness on the part of the misbehaving
child. These inappropriate techniques may arise because the staff are
inadequately trained and supervised for the work they a.. They lack an
appreciation and undersianding of the behavioral dynamics of child
abuse, so they often overreact to the children’s oppositional behavior.
Such instances tend to heighten the staff’s sense of helplessness and lack
of control over the children. Staff wili thus act to restore their authority,
and, in the process, they often disregard the meaning of the children’s .
behavior. Staff need children to be compliant, as it gives them a sense of
power that is otherwise lacking in their lives. They tend to exdggerate
their own importance in the children’s lives, and they do not appreciate
the effect of their own feelings and insecurities on the therapeutic relation-
ship. Staff powerlessness is reinforced by their status within the hospital
structure, where they receive low pay, have littie room for advancement,
and are expected to be compliant within the hierarchical structure defined
by the medical model of treatment. The staff are unable to direct their
frustrations within the system, so they turn to the child for a sense of
power. Just as the staff have little understanding of how their own work
environment may affect their feelings, they are unappreciative of how they
stifle the initiative and autonomy of children by imposing too many re-
strictions on their behavior.

Conclusion

Abused children have a remarkable ability to provoke further punish-
ment and mistreatment from their caretakers. In this study, I have at-
tempted to show that by defining delinquent children as ungovernable
rather than as abused, hospital psychiatric wards reinforce character traits
that are rooted in earlier abuse. More than limits and discipline, what
abused children need are consistent care and nurture, or simply love. As
Ashley Montagu wrote, “*no child adequately loved ever became a delin-
quent or murderer” (1971, p. 174). If we are to provide treatment to
delinquent children, we need to reject their efforts to push us away or
provoke us to punish them. We need to offer more than rules and regj-
mentation, for they nced more than simply to be coantrolled. We need to
provide envisonments that are safe and predictable, but most of all loving.
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Following the deinstitutionalization movement of the past
two decades, we see in the 1980‘'s the emergence of a "hidden
system® of social control of juveniles. Prior to deinstitution-
alization, that part of the child welfare system that dealt
with the control of misbehaving children could be described,
quite roughly, as centered on the juvenile justice system,
and involving publicly funded control institutions. Today,
while the juvenile justice system and its public systems
sti11 exist, the "hidden system" that has evolved alongside
it is characterized by a mental health emphasis, and by
privatization. .

This system of social control developed in response not
only to deinstitututionalization, but also to a more
pervasive and long-term process of the medicalization of
deviance. For at least the past century, behaviors which were
once seen as instances of immorality or evil--including
deTinquency-~-have become reinterpreted as symptoms of
sickness or disease (Conrad and Schneider, 1980; Spector,
1981). Furthermore, increasing numbers and types of deviant
have been treated in those institutions designed for the
il1--hospitals and clinics--and with the sorts of
psychological and somatic therapies deemed suitable to those
who are seen as in trouble, rather than as causing trouble,

Several trends in the 1960s and 1970s were superimposed

upon-the general process of medicalization to produce the
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hidden system of controliling juveniles. One was the

sequence of legislation that mandated coverage of psychiatric
treatment (particularly inpatient treatment) by both pubtic
insurance providers such as Medicare, and by private
providers such as 81lue Cross and Blue Shield. Insurance
coverage made mental hospitals accessible to many non-
indigent individuals who would otherwise not have been §b1e
to utilize inpatient psychiatric services either for )
themselves or for their offspring.

The deinstitutionalization movement of the late 1960s and
early 1970s was directed toward two populations which are
relevant to the hidden system: juvenile status offenders
(and to some extent delinquents) and the mentally i11. Both
Federal and State level policy during this era was directed
at the diversion of juvenile status offenders from juvenile
justice system processing and institutions, and the removal
of mentally 111 persons from the state hospitals into the
community, through the community mental health movement.

There are three theories of the historical factors which
led to the deinstituticnalization movement: one based on

~ideology, one based on economics, and one based on
technology. These theories--at least the first two--may be
taken either as competing or as complementary explanations.

The ideological impetus to the deinstitutionalization

movement was labeling theory's insistence that
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institutionalizaton was deleterious, rather than restorative,

in Yts effect on offenders and mental patients. The work of
sociologists such as Scheff (1966) and Goffman (1961) were citéd
extensively during the policy debates that preceded
deinstitutional legisiation.

The political-economy theory rests on the notion of the
"fiscal crisis of the state" (0'Conner, 1973), and indicates
that deinstitutionalizaton was prompted not so much by social
treory as by immirent bankruptcy. The states sought to emptly
their mental hospitals and curtail their juvenile hall
populations becuase they could no longer afford to maintain
the expensive institutions which had flourished during
earlier and more solvent days of the welfare state (Rose,
19795 Scull, 1988;,

A final theory nf the impetus to deinstitutionalization
is technological, and pertains to mental patients rather than
to juveniles. It asserts that the advent of psychoactive
drugs enabled the states to release patients who could then
be properly maintained,in the community with regular dosages
of these drugs. Scull {1980}, however, demonstrates that the
beginning of the deinstitutionalization movement in England
and the United States preceded the introduction of
psychoactive drugs by a decade or so.

What is clear from later developments in the hidden

system is that economic factors, as well as new ideas in
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psychiatry and social science, are significant in shaping the
ways in which social policies are developed and implemented.
For during the period after deinstitutionalization, the
private sector, especially the for-profit private sector,
came forward to fill the gap left by the withdrawal of the
public sector from responsibility for some of its mentally
i11 and juvenile dependents.

Lerman (1982) and Guttridge and Warren (1984) have
outlined this process of privatization. The deinstitu-
tionalization policies of the 1960s-1970s with respect to
juveniles encouraged the states, using fiscal incentives, to
deinstitutionalize status offenders from public corrrectional
facilities. As earlier work on this movement indicates, this
left the states still able to utilize private correctional as
well as public mental health and private menial health
inpatient facilities for "deinstitutionalized” juveniles.
(Lerman, 1982; Warren, 1981; Guttridge and Warren, 1984).

Within the private mental health sector, the hidden
system involves at least the following types of residential
facility for juveniles: private psychiatric hospitals or
wings of general hospitals for those under 18, residential
treatment centers (RTC's}, and, most recently, chemical
dependency inpatient facilities (CDU's). Our purpose here is
to collect together the rather sketchy but still valuable

evidence concerning the scope and growth of this hidden
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system during the past 15 years. What is certain is that the
private sector is more significaat than the public sector in
providing inpatient psychiatric care to minors. As Zenoff and
lZients (1983:192) note

The assumption that youngsters receiving inpatient

mental health services are in state or county faci-

Tities is incorrect. Of more than 95,000 children

admitted to impatient facilities in 1975, for exam-

ple, only approximately 25,000 were placed in coun-

ty or state hospitals.
ADOLESCENT PSYCHIATRIC HOSPITALIZATON

The psychiatric hospitalization of troubled children is

legitimated by the progressive medicalization of childhood
and other deviance, and facilitated by fairly recent changes
in insurance provisions, However, the gatekeepers to both
public and private mental hospitals, and the insurance
providers, require a diagnosis of psychiatric disorder taken
from the Diagnostic and Statistical Manual of the American
Psychiatric Association {popularly known as DSM III). While
on the face of it this diagnostic requirement would hamper
the admission of non-schizophrenic or non-psychotic youth to
psychiatric hospitals, in fact there are a number of
diagnoses which could fit wayward or delinquent youth.

For example, the DSM III category Conduct Disorder is defined

as a:

repetitive and persistent pattern of
aggressive conduct by either physical
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violence against persons, or thefts
outside the home involving confrontation
with a victim....The nonaggressive types
are characterized by the absence of
physical violeace...However, there is a
persistent pattern of conduct in conflict
with norms for their age, which may take
the form of....persistent truancy and
substance abuse; runaning away from home
over night ...persistent serious lying
...vandalism or fire setting; or stealing
(DSH 117, pp 45 - 46).

National data indicate the increasing use of private
psychiatric hospitalization as a means of controlling
misbehaved youth, while national and local data specify some
of the dimensions of this increasing privatization. National
data show that juvenile inpatient hospitalization more than
doubled between 1970 and 1975, with an increase from 6,452 to
15,462. The increase leveled off between 1975 and 1980
rising to 16,735 inpatients. Overall these changes represent
a a 159% increase for the decade (NIMH, 1985 unpublished
preliminary report}.

The rates of private psychiatric hospitalization for all
age groups show an increase from 1970, which is interesting
in the 1ight of deinstitutionalization policy and the decline
in the state hosptial population. For the general population,
the rate per 100,000 was 43.3 in 1970, rising to 62.6 in
1980. The rate of increase for the under-18 population was
even more dramatic. In 1970 it was 9.3, in 1975 23.3, aﬁd!by
1980 it was 26.3~-more than doubling in a decade (NIMH, 1985).

If we cross classify these national statistics by gender

they provide a comparison between the open system of juvenile
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justice and the hidden mental health system as loci of social
control. Those juveniles who are incarcerated in justice
facilities are overwhelmingly male, with the pre-deinstitu-
tionalization exception of status offenders, who tended to be
predominantly female. One dimension of the privatized hidden
system is that it does not parallel the other system’'s wide
disparity between male and female incarceration. In 1980,
9,386 of the private psychiatric inpatients were male, while
7,849 were female. In previous years, the female rate
actually exeeded the male: 8.4 males to 10.2 females per
100,000 in 1970, and 22.5 to 24.1 in 1975 (NIMH, 1985).

A California study of four juvenile psychiatric hospitals
in Los Angeles also showed a relatively balanced sex ratio
Guttridge, 1981). In addition, this study provides an
overview of some of the other characteristics of the hidden
system, and a comparison between a public facility and three
different private facilites (Guttridge, 1981; Guttridge and
Warren,1984). In general, the hidden system (at least for
this location during the late 1970s) tends to be Jess
minority-oriented as well as less predominantly male, and
includes middle class as well as lower SES youngsters
(Guttridge, 1981; Guttridge and Warren, 1984). The California
study also indicates that less psychiatric care is provided
where there is more need, and more care where there is less

need, in a system which permits privatized health care. 0f
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the four psychiatric hospitals or wings studied, the public
hospital sample experienced shorter stays and higher levels
of pathology, while the private hospital. demonstrated the
reverse relationship: longer stays and lower levels of
pathology. The mean stay in the county hospital was 13 days;
the private hospital means ranged from 25 to 106 days. The
schizophrenic or psychotic diagnosis rate was 29.5% in the
public hospital, and ranged from 12.4 to 19.5% in the private
hospitals. The private hospital clientele was made up
primarily of juveniles with DSM II antisocial, personality
disorder, depressive, drug abuse or runaway reaction type§ of
diagnosis (Guttridge, 1981; Guttridge and Warren, 1984).

The private hospitais were also more likely to have
voluntary juvenile inpatients and the public hospital to have
involuntary commitments. In California--as in most other
states--incarceration in a psychiatric hospital may occur,
for adults, on a voluntary or involuntary basis. While
juveniles may be involuntarily committed to psychiatric
institutions under the same legislation as adults (the
Lanterman-Petris-Short Act in California), for juveniles,
“voluntary" refers to being volunteerad by parents or
guardian;it is only very rarely that juveniles either do, or
are permitted by law to, sign themselves in to a psychiatric
institituion.

In the California study, 15.7% of the juvenile patients
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in the public hospital were voluntary commitments, while the
propoertion of volurtary placements for the Jhree private
hospitals ranged from 49.5 to 90.4% (Guttridge, 1981;
Guttridge and Warren, 1984). This high rate of voluntary
placements at the private hospitals indicates a demand from
parents, as well as from official juvenile control
representives, for the psychiatric hospitalization of youth.
This demand appears to be as likely in middle-class as in
lower class households (although no direct measures of
parental SES were possible in the California study), and may
be related to the increased incidencevof divorce, single-~
parent families, and step-parents (Guttridge and Warren,
1984). '

State-level data indicate the significant contribution
of insurance coverage to the increase and expansion of
adolescent psychiatric commitment. The cost of treatment in
these institutions is very high, ranging from $200 to over
$1000 per patient per day; a cost borne primarily by private
insurance carriers. Insurance data from Minneapolis indicate
that in 1976 there were 1123 admissions to private
psychiatric hospitals in the local area which were reimbursed
by either Blue Cross or Blue Shield, accounting for 46,718
patient days, while in only the first six months of 1983 the
figures were 1124 and 43,855 respectively. The.rate per
100,000 population was 187 in 1976 and by 1983 it had risen
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to 412 (Schwartz, et al., 1984).

The fact that the rate of hospitalization in Minneapolis
exceeds the rate per 100,000 nationwide serves to underscore
our previous point concerning the variation between states
and other geographical units in the utilization of private
psychiatric hospitals. In addition, the data concerning-tpe
total utilization of private psychiatric hospitals indicate
that while in 1980 California had the largest number of
private hospitals--28--15 other states exceeded that state's
8.9 rate per 100,000 (Redick and Witkin, 1983).

The data for all private hospitals also indicate the
typical ownership patterns for this type of institution, and
thus of this aspect of the hidden system. 0f the 184 private
hospitals in the US 1in January 1980, 63 (42% of available
beds) were nonprofit, while 121 (with 58% of the beds), were
for-profit. Among the for-profit hospitals, the majority were
owned by corporations (109), 7 were owned by individuals, and
5 by partnerships (Redick and Witkin, 1983). These figures
represent an increase in privatization and profitization over
time. As NIMH analysts Thompson, Bass and Witkin (1982) note:

Between 1968 and 1975 the number of for profit psy-

iatric hospitals run by corporations grew from 62

to 103 (an increase of 66 percent) while for-profit

private psychiatric hospitals by individuals or

partnerships decreased from 20 to 14, a drop of 30

percent. Not-for-profit, church-related private

psychiatric decreased from 17 to 8, a 53 percent
percent decline and not-for-profit hospitals incre-

eased only slightly, from 52 to 55, or by 6 percent
{(p. 712).
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As Starr (1982) has noted of American medicine in general,
American inpatient psychiatric medicine is becoming
increasingly dominated by the corporate sector (Guttridge and
Warren, 1984),

One branch of the hidden system, then, is the private
psychiatric hospital, often profitmaking and owned by a
corporation, which provides care and control of misbehaving or
disturbed adolescents (and sometimes children) in return for
insurance money. Variations in this system include
psychiatric wings of private general hospitals, which may be
even more profitable and widespread (Thompson, Bass and
Witkin, 1982). This hidden system is used both by the public
juvenile welfare and justice system--as a placement ’
atternative for disturbed wards of the court--and by parents
as a relief from hostile or uncontroliable youth (Guttridge,
1981; Guttridge and Warren, 1984). While some of the
patients in these psychiatric institutions are severely
mentally disturbed, manifesting the delusions and
hallucinations characteristic of schizophrenia or psychoses,
the typical adolescent tends to enter treatment with a
conduct or personality disorder type of diagnosis (Guttridge,

1981; Guttridge and Warren, 1984).
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RESIDENTIAL TREATMENT CENTERS AND CHEMICAL DEPENDENCY UNITS

Psychiatric hospjtalization is not the only dimension to
the‘hidden system of social control; other mental health
related institutions have also come to serve the function of
care and control of misbehaving youth. Among these other
institutions are those which have existed for some time, such
as Residential Treatment Centers (RTCs), and those which are
of more recent development, such as Chemical Dependency Units
(COUs) of general or psychiatric hospitals. Both RTCs and
CDUs represent privatized forms of the hidden system.

The purpose of RTCs is the "provision of round-the~clock
care to persons primarily under the age of 18 who are
diagnosed ‘as having an emotional or mental disorder" (Redick
and Witkin, 1983, p. 1). Over 95% of RTCs in 1979 were
private. The 1979 admission rate to RTCs nationwide was
almost the same as tne 1980 rate for inpatient psychiatric
hospital inpatients: 15,453, But the end-of-the year
inpatient census was actually higher: 18,276, The admission
rate is similar to the private hospitals at 24 per 100, 000.
While there were only 184 private psychiatric hospitals
(for all ages) in the US in 1988, there were 368 RTCs. These
figures represent an increase in admissions to RTCs since the
1970s, although not as dramatic as that in the private
psychiatric hospital sector. In 1980 there were 15,453
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admissions to RTCs {(Zenoff and Zients, 1983; 192); 29% more
than in 1971.

Despite their similarities with private psychiatric
facilities, the RTCs are considerably different with respect
to cost. While a private psychiatric hospitals fees may
exceed a thousand dollars a day, the average expenditures per
resident per day in 1979 for these hospitals was $153,
according to NINH (Redick and Witkinm, 1983). RTC's, on the
other hand had a daily per patient expenditure of $69.
Despite their private ownership, most of the referrals to
RTCs come from the public sector, through social welfare
agencies responding to complaints from the .child’'s school,
placement or home (Buckholdt and Gubrium, 1979). Like many
other private-sector institutions dependent upon public
funds, private RTCs face problems when the states cut their
budgets. Buckholdt and Gubrjum (1979), in a case study of one
RTC, describe the typical agency response:

The county's freeze on referrals unofficially

entered the staff's admission and discharge
considerations. During the freeze, staff informally
spoke of intake interviews -as one member stated,
“You know you're going to admit him anyhow. We just
can't afford not to. "Likewise, staff members were
were reluctant to discuss any discharges, and were
distressed about the numbers of discharges they had
recommended to the county before the freeze (p. 28)
When market principles enter into the provision of services,
entrepreneurship in their provision, referral and discharge

activities tend to replace need as an operating criterion

(Warren, 1981).
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Since chemical dependency units are a relatively new
phenomenon, data are limited to the local level rather than
national statistics. In their survey of this aspect of the
hidden system in Minneapolis, Schwartz and Krisberg (1982)
found that

In 1980, there were an estimated 3000 to 4000 juv-
eniles admitted to inpatient chemical dependency
treatment programs. Although it is unknown how many
juveniles were admitted to such programs in the
early 1970s, it is. assumed that the numbers were
substantially less because there were few chemical
dependency centers at that time.

Once psychiatric care is privatized and profitized, the
needs aspect of child welfare (or adult) becomes subordinated
to the profit potential of care systems. What this means is
that providers may withdraw from one aspect of the hidden
system if another seems more profitable, or perhaps withdraw
from the care and control of juveniles altogether, It seems
plausible that ane factor in the increase of CDUs, should
this become a national phenomenon {and anecdotal data
indicate that it may), is the lesser cost and thus greater
profitability of running such facilities over psychiatric
hospitals. And although insurance coverage will often pay for
treatment, there is no need for the elaborate ritual of
continued DSM diagnosis to justify incarceration. The
expansion of such new forms of privatized social control as

eating disorder clinics for both adults and juveniles could

augur the transfer of capital away from troubled children to
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¥
obese women and bulimic college students. Unlike the public

sector, the private sector need not provide.
EVALUATION OF THE HIDDEN SYSTEH

What are social policymakers to make of the development
of this privatized, mental-health oriented system of
institutional controi? <Clearly, one problem is that this
system has simply arisen in response to a perceived market,

rather than being an object of policy discussion, analysis

A

and -evaluation (Brown, 1985). Az both the critiques (Scull,
1977) and positive assessments (Savas, 1982) indicate, there
has been no evaluation of the new private social control ¥
system for adults and the elderiy, 12t alone for juveniles.
Both those who are in favor of such a system of social
control as we have described, and those who oppose it would
surely agree on he need for it to be made the subject of
deliberate planning and evaluation.
A second aspect of the question revolves arouad
whether inpatient psychiatric hospital treatment for
juveniles, when it is not commonsensically voluntary, has
more of the character of a welfare benefit, or of warehousing
and control. Over the past two decades a social science
literature has developed which is highly critical of

"asylums"” even for adults (Scheff, 1966; Goffman 1961). This
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criticism has been extended to juveniles by Szasz (1982), wio
regards the essentially involuntary placement of juveniles in
psychiatric institutions as a form of involuntary servitude.
The opposite position is taken by many practitioners in the
field of child mental health, who regard their treatment
interventions as beneficial for troubled juveniles (e.g.
Kovar, 1979).

Some practitioners, and also some representatives of
insurance interests, have proposed that outpatient treatment
of juveniles and their families would be preferable to
hospitalization of the child as a form of treatment (Knitzer,
1982). This proposal is even more cogent given the fact that
in many of the families whose child is hospitalized it is the
family itself, rather than just the one member, who is
emotionally troubled. The child in a sense becomes the
family scapegoat by being singled out for hospitalization
(Guttridge and “arren, 1984; Warren, 1983).

However, the outpatient solution presupposes that the
inpatient option would be utilized less, as well as the
outpatient option utilized more, were both made equally
available. One problem with this assumption is that
proposing outpatient treatment as a solution ignores the
"moratorium" effect of mental hospitalization, by which the
family system, or parents, are relieved for a short time of

the stress caused by adolescent misbehavior (see Sampson et
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al. 1964, Warren, 1985). The demand for inpatient psychiatric
hospitalization for adolescents may be as much a demand for
the inpatient episode as it is for the i{reatment factor.

Research on deinstitutionalization shows that attempts
to provide outpatient treatment options, such as Community
Mental Health services, typically result in "net widening"
ratner than in a reduction of the inpatient population
(vrown, 1985). Net widening occurs when a new outpatient
system treats not the previously institutionalized
population, but a new population previously unserved by
psychiatric facilities. Net widening seems to us to be a
more likely response to the more ready provision of insurance
payment for outpatient juvenile mental heafth services than
any real reduction in inpatient populations.

This solution also ignores the demand from the state for
child mental health placement, particularly in RTCs.
Parental admission is not the only way in which a child may
be placed voluntarily in an inpatient setting; children who
are wards of the state may be so placed by their legal
guardians. There is some evidence, in fact, that the
majority of all inpatient psychiatric placements of juveniles
are made by state agencies (Zenoff and Zients, 1983). Where
hospitalization is a result of state action, the inpatient
mental health system tends to function as a placement

alternative in 'an era of declining public welfare options
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(Guttridge, 1981, Warren and Guttridge 1984), or as a safsty
valve for troubled or troublesome inmates of other control
institutions, such as juvenile halls or group homes (Warren,
1983). Taube and Meyer of NIMH for example, cite evidence
that among the under 20 age group in Texas State Hospitals in
1974, only 37% were judged to need this level of care (Taube
and Meyer, 1975). Outpatient treatment proJisions do not
address the practical needs revealed by these utilizaton
patterns.

Qutpatient treatment is in fact available to adolescents
and their families through numerous public and private
clinics and facilities, although not in a geographically
uniform distribution. In a summary of trends in psychiatric
care between 1940 and the present, Thompson, Bass and Witkin
{1982) state of public sector services in the 1980s that

Children are being served to a significant (on an
outpatient basis) in contrast to the relatively low
utilization by children of hospital-based care...

The higher utilization is partly due to the inclus-

ion of many former child guidance c¢linics in the
outpatient clinic groups (p. 714}).

It appears to us that opening up the outpatient system,
or monies available for it, would not necessarily satisfy
the demand for fnpatient care, and that a closing-off of the
inpatient option would be more directly effective. That
is, should society decide that inpatient psychiatric treatment
is not the way to help troubled juveniles or their families.

These arguments can be extended from private psychiatric
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hospitals to RTCs, COUs, and other, as yet undocumented
sectors of the hidden system. One question we as a society
can ask ourselves is: should inpatient or residential

mental health or drug treatment be a preferred mode of
treating troubled adolescents? No matter. what answer is
given to this question, another question remains to be asked:
do we want the care and éontro] of juveniles to be in
private, in profitmaking, and in corporate hands?

As we indicated above, one problem of mixing care and
control with the profit motive is that profit-sources, not
need, becomes the criterion by which different programs are
developed, maintained, and eliminated. It would be quite
possible to promote a social program of private mental he%]th
facilities only to find that the corporation eliminates them
in a few years in favor of something more profitable, such as
eating disorder clinics.

A basic contradiction emerges from mixing care and control
with the profit motive is that the profit interest, not the care
and control, becomes the bottom line for judging performance.
There has already been considerable documentation of the ways
in which private adult social control institutions, from
nursing homes to board and care homes, cut cost corners in
order to maximize profits (Brown, 1985; Warren, 1981). The
corners cut include crucial elements of both .care and

control: staffing ratios. nutritious and varied food, and
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medical care.

Finally, both public and private juvenile psychiatric
hospitalizaton--but especially private--involve special legal
problems. During the past decade or so, the juvenile court
system has become more attentive to juveniles' legal rights.
The nineteenth century image of the benign, paternalistic
juvenile justice system operating in the best interest of
youth has gradually been replaced by a more realistic image
of the state and the chi]diin legal opposition. Transferring
misbehaving children to the hidden system deprives this new
model of much of its power.

The legal rights of minors are much less protected in the
mental health system than in the juvenile justice system, and
are less protected in the private mental health system than in
the public (Dillon et. al., 1992). Until recently, in fact,
Tegal scholarship took very 1little notice of either the
involuntary or voluntary commitment of those under 18 to
psychiatric hospitals, despite the great interest in the )
involuntary commitment of adults (Warren and Guttridge,
1984). We are not aware of any significant legal inferest, as
yet, in such types of institution as the RTC or CDU.

Like the laws governing adult psychiatric
hospitalization, the admission of those under 18 to mental
hospitals involves both state legislation and case

precedents. Although there has been some interest recently
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among legal scholars in child commitment, it has lagged far
behind the interest in adult commitment, whicﬁ began in the
early 1970s. Several critical analyses of the under-18s in
recent law journals, however, have prompted a reexamination
of the issue (Guttridge and Warren, 1984; Zenoff and Iients,
1983).

Since the mid-1970s, there have been various legal
challenges to the voluntary admission procedures for
juveniles. Ienoff and Zients (1983) note that

Although unsuccessful in the courts, the attack on
parental admission of minors enjoyed considerable
legisiative success....detailed analysis of present
tTaws reveals that twenty one jurisdictions sharply
curtailed non-judicial hospitalization [between
1974 and 1982].
Most of the case legisTation has been at the state level.
(For a summary, see Zenoff and Zjents, 1983). The most
significant Federal case, Parham vs. J.R., expressed "the
Supreme Court's determination that the due process clause
does not require that minors <njoy the same procedural
protections as adults before being placed in a mental health
facility" (Zenoff and Zients, 1983; 173).

Those state Tevel case precedents which extended some
protections to juveniles placed in psychiatric hospitals have
generally beer =1d to apply only to institutions which have

some significant state interest. Significant state interest

may be variously interpreted, including the receipt of state
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money, or utilization by public welfare agencies as &
contractual placement socurce. However, it is generally held
to exclude institutions which do not take public funds. The
Roger S decision in California, for example, which referred
to the need for due process in an involuntary commitment case
under LPS, was held by the attorney general not to apply to
privately funded treatment at private facilities (Dillon et.
al., 1982;p 466-467).
In summary, some progress has been made in extending
legal rights to voluntarily and involuntarily committed
children over the past decade. However, there are still
differences, both between juveniles and adults in the mental
health system, and between juveniles in the justice and in
the mental health system. As a recent Children's Defense
Fund report comments:
only six states routinely mandate child specific
reviews once children are 1in hospitals. Only 17
provide children and adolescents the right or accss
to counsel in voluntary admission proceedings.
(Knitzer, 1982),.

And the comparison can be extended: whatever legal

protections have been developed on behalf of minors in

psychiatric hospitals have not yet been applied to those in

RTCs or CDUs.
One irony of the hidden system is that child advocates
still complain of the lack of adequate mental health services

for children in need. Knitzer (1982) notes that
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0f the three million seriously disturbed children
in- this country, two thirds are not -getting the
services they need. Countless get inappropriate
care....The most readily available "help" for these
children remains  the most restrictive and costly-
inpatient psychiatric care, Studies suggest that at
Teast 40 percent of the hospital placements of
c¢hildren are inappropriate. Either the children
should never have been admitted to the institutions
or they have remained there too long....0f the 44
states responding to our survey, 18 were working to
increase residential care. 1In contrast, states had
almost no capacity to provide non-residential serv-
ices, 1ike day treatment, and were not working to
create these services (p. xi}.
Others interested in child welfare challenge the charge of
inappropriateness in existing residential placements, and
assert that they are helpful to troubled children (Kovar,
1979; Zenoff and Zients, 1983).

We would take the position that in . a system divided inte
two-~-a costly, privatized system and a lower cost (but still
expensive) public system of residential mental health
care--is not the best way to serve the needs of minors. In a
California study we found that at the same time as
behaviorally deviant middle class youngsters were being
placed by their parents in private facilities, seriously
psychotic or schiozphrenic youngsters could not be admitted
to the pubiic wards because they were full (Guttridge and
Warren, 1984}, Again, a system to provide for care whose
bottomline is profits and markets is tound to be inadequate
in fulfilling the needs of the population served. While some

children are in “inappropriate" placements, others are denied
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access to appropriate ones.

We would argue, then, that the private aspect of the
hidden system is aot in the best interests of children and
their mental health care. The appeal of a mental health
system for the care and control of troubled or troublesome
children depends upon the existence and viability of
alternative institutions within the society. It seems to us
that it is not necessary to treat the problems of children
from within the medical model, and in hospitals, with the
attendant problems of institutionalism and stigma. Yet at
the same time, many of the other places these children might
be in-~-group homes, juvenile halls, foster homes, or even in
some cases their own homes--are worse. One of the saddest,

features of the hidden system, to us, is that in sc many

instances there dre no more humane alternatives.
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PREPARED STATEMENT OF BILL JOHNSON, MANAGER, LAY ApvocaTes NETWORK OF THE
MENTAL HEALTH ASSOCIATION OF MINNESOTA

My name is Bill Johnson and I am presently the Project Manager
for the Lay Advocates Network of the Mental Health Association of
Minnesota. The Mental Health Association of Minnesota is a voluntary
citizen's organization which has received a grant from the McKnight
Foundation of Minneapolis to provide advocacy services for mentally
i1l and chemically dependent individuals throughout Minnesota.

Prior to taking my present position I was a Social Work Specialist
at Fergus Falls (MN) State Hospital where I did, for 14 years, act as
the Patient Advocate and was, therefore, involved in some 18,000 cases,
a significant number of which were juveniles. My experience also includes
many years as a police officer and 1 feel, therefore, that I bring an
unysual perspective to the area of children and their rights. I was for
many years a member of the Minnesota Department of Public Welfare Humane
Practices Committee which studied the impact of institutions on people
and I am presently a member (and former Board Member) of the National
Association of Rights Protection and Advocacy.

1t is my conviction that there is a desperate need for a system
of checks and balances to be put in place to protect the legal rights and
human dignity of the children coming to the attention of the so-called
"helping" professions. It does seem to me that our society has turned
to "experts" to solve an apparent increasing number of "probleﬁslin-
living" among our youth. This has been accomplished, in no small part,
by the aggressive public relations efforts of mental health professionals
who have lead a gullible public to believe that they (the professionals)
do, indeed, have the answers to all of these problems or, at least, they

are more than willing {for a price, of course} to seek solutions.
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Unfortunately, this public relations effort has been accompanied by
exaggerated success claims, inflated statistics, and is usually totally
Tacking in any empirical data to support these claims.

There is no doubt that there are many, many children who are
having difficulty adjusting to an increasingly complex society. As
a parent and grandparent, there is also no doubt in my mind that
families are genuinely concerned about the welfare of their children
and are seeking help. But, alas, they are sadly lacking in information
about program effectiveness. Unfortunately, parents and concerned
athers often find themselves in a crisis situation and in no position,
therefore, to carefully consider all possible options including the
obtaining of a second opinion. In such situations it is not surprising
that people are lead down the proverbial primrose Tane by the treatment
industry and/or its individual practitioners. It must also be said
that the mental health delivery system in our country is, by and large,
made up of kind, compassionate, caring, and competent professionals.
Unfortunately, the emphasis continues to be on in-house treatment and
the nearly cut-throat competition to fi1} empty beds simply does not
work to the benefit of all too many children. As an example of this
competition, two hospitals in the Twin Cities have converted to the
exclusive treatment of youth and another one has opened a treatment
unit after anticipated medical admissions failed to materialize. It
should also be mentioned that the original addiction problem has now
been expanded to "dependency","co-dependency” which has the effect of

making nearly ANYBODY-a proper subject for intervention.

-
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My experience would lead a reasonable person to believe that
society, in ils attempt to help/control adolescents, is presently
using the therapeutic system as a substitute for the juvenile justice
system. Indeed, here in Minnesota we have experienced a 55% ingrease
in the admission of children to mental health-chemical dependency
treatment systems in one year and somewhere in the neighborhood of
3,400 children were placed in treatment for in excess of 83,000
treatment days! Blue Cross/Blue Shield found that 20% of these ad-
missions did not even meet their admission criteria and I am personally
convinced, albeit without firm evidence, that children who heretofor
have been simply behavior problems now receive diagnostic labels and
are, therefore, proper subjects for psychiatric and chemical dependency
treatment exploitation. Indeed, I have had more than one probation
officer admit to me that they now put children away for simply possessing
a joint or being caught in possession of beer when, in fact, the real
problem was that they were behavior problems in school or at home.

Since it is easy to simply place children in treatment by parental edict,
this is much guicker and cheaper than going through the criminal justice
system where juveniles have the right to due process, including legal
representation. It is also a well-known fact here in Minnesota that we
literally have a “"pipeline” from other states who send their children

to a couple of our treatment facilities when they do not, in fact,

meet the standards for commitment in their own state.

While due process protections seem to be increasing for children
{alas, at a very slow rate) I do believe that ultimately reasonable
people will come up with due process protections which will guarantee
that children will be treated reasonably, fairly and justly. I do
remain, however, most concerned about what happens to kids once they

get in treatment because, in point of fact, there is little, if any,
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system of review. No checks and balances are in place which monitor
treatment facilities and, of course, there are few, if any, advocates
available to children nor are there grievance mechanisms in place so
the children can protest their predicament.
Children remain one of our most, if not our most, power]e;s

groups in society as everything is done in their "best interest.®
This being the case, almost anything can, and does, pass for treatment.
It is my considered opinion that most of this treatment amounts to no
more than intimidation and coercion and kids simply get pushed around

- under the guise of treatment. Most treatment is, in my view, nothing
more than behavior modification using adversive techniques. A1l too
much treatment can, in fact, easily resemble a Marine Corp Boot Camp
except, of course, that a boot camp is of much shorter duration. . Se-
clusion and even restraint is used (and abused) arbitrarily and capri-
ciously and I have no doubt in my mind that these methods, along with
chemical restraint, can only play a large role in dehumanizing our
children. 1 would imagine that the purchasers of in-house psychiatric/
chemical dependency services expect a dynamic, active program. However,
I submit that this is all too often not the case. Instead, programmed
boredom, locked doors, benign neglect, unreasonable rules, contest of
wills between kids and staff, and depersonalization are the basis of
programing. Behavior, which if displayed outside of the treatment
setting would be viewed as natural and expected, is perceived negatively
and so charted. Horseplay of most any kind is considered as a symptom
of mental illness (inappropriate behavior) and chemical dependency

~ ("using behavior"). Is it any wonder that treatment efforts can, in

50-596 0 - 85 -~ 6
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fact, be hazzardous to one's mental health??? And kids can easily
become nothing more than cloned treatment "junkies".

Concerned parents and a concerned society must, of course, deal
with problem children. But I have the most serious reservations that
taking kids away from the family, Tocking them up for long periods of
time, and attempting to mold their character will, in the long run, be
beneficial to either them or to society.

There are, no doubt, a certain numher of children who will have
to be put into in-house treatment for their own and societies" own
good. When this occurs I would suggest that 1)in-house treatment be
the very last resort, 2)it be in the least restrictive alternative
possible, 3)for the shortest period of time, 4)utilizing proven
treatment modalities, B5)with safeguards against the overuse of se-
clusion restraints, 6)with grievance mechanisms in place, 7)and with
advocacy services available. Children should have clearly defined
rights and, therefore, not be at the whim, caprice, and speculation
of the treaters. They should be made aware of these rights and there
should be unobstructed arress to an advocate to represent them. Only
in this way can there be a balance maintained between the powerless
child and the awesome power of the parent/therapeutic system.

I would, therefore, urge the Select Committee on Children, Youth
and Family to seriously support the establishment of meaningful
Protection and Advocacy functions within both the Federal and State
levels to provide monitoring and education leadership in assuring
that our children shall always be guaranteed that their rights will
be protected and their human dignity enhanced in our treatment efforts.
As it is, all too many of our children who would, if given time,
grow out of their problems naturally find themselves Tabeled, stigma-
tized, and dehumanized.

Thank you very much.
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440 First Street, N.W. Suite 520, Washington, D.C. 20001
(202) 638-1991

POSITION PAPER ON THIRD-PARTY COVERAGE FOR THE
PSYCHIATRIC TREATMENT OF CHILDREN

The National Association of Psychiatric Treatment Centers for Children
(NAPTCC) is an alliance of non-hospital psychiatric treatment centers
for children, adolescents and young adults which has been organized

for the following purposes:

1.

To promote excellence in the care, delivery, accountability and
cost-effectiveness of psychiatric services to America's youth
whose treatment needs can best be served in inpatient settings.

To advance and encourage standards in psychiatric treatment
centers that will foster more favorable attitudes on the part of
public policy makers, business and community leaders, unions and
insurance companies toward funding of psychiatric treatment fox
children and youth in non-hospital settings.

To suppcert standards, advocacy, educational programs, marketing
and. research designed to ensure the efficiency, effectiveness and
accountability to children and families, to the public  and to
funders of care provided in psychiatric treatment centers.

The National Association of Psychiatric Treatment Centers for Children
defines a psychiatric treatment center as follows:

A facility or distinct unit of a facility organized and
professionally staffed, providing general and specialized
treatment programs for children, addlescents and young adults
whose primary treatment problems consist of diagnosable
nervous and mental disorders, who have sufficient intellectual
potential to respond to active psychological treatment, for
whom there is a reasonable expectation that their level of
functioning will be improved through treatment and for whom
out~patient or hospital treatment is not appropriate and a
protective environment is medically and psychologically
necessary.

Psychiatric treatment centers provide a total, therapeutically
planned group living and learning situation where distinct and
discrete individualized psychotherapeutic approaches are
planned, proposed and carried out by an integrated multi-
discipline team of mental health professionals which includes
appropriate medical/psychiatric presenze. Psychiatric
treatment centers are licensed in the states in which they
operate and must be accredited by the Joint Commission on
Accreditation of Hospitals.
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The National Association of Psychiatric Treatment Centers #For Children

adheres to the following basic propositions:

1. Early life experiences have a lasting effect on maturation, behavior,
adjustment and overall mental health with the result that public
policy should support the successful treatment and resolution of
problems in childhood so as to avoid lifelong arrest or inhibition
of capacities and to enhance the likelihood of becoming longstanding,
contributing and productive members of society. Ensuring conditions
that provide needed treatment to children when they are young is
preventive in nature and reduces the likelihood of serious,
debilitating and costly psychopathology, societal dependency and
reduced productivity at an older age.

2. Children, particularly those who are impaired due to nervous and
mental disorders, are essentially powerless to influence public policy
and have no influence in a free-market enterprise with respect to
such things as informed consumer choice. It, therefore, becomes
essential that knowledgeable and genuinely concerned adults advocate
for and look after the interests of children whose needs might
otherwise be neglected.

3. The psychiatric treatment of children should be based on
scientifically valid criteria and should address bona fide
psychiatric illness and not merely problems of daily living,
developmental issues or transitory behavior problems. It must be
active, well-planned and thoroughly documented in an appropriate
medical record. Whenever possible, treatment should include
family members, especially parents, and should support the
integrity of the family unit and of parental rights and authority.

4. Society has an obligation to provide every person with an adequate
level of health care and equitable access to health care,
including psychiatric treatment. Measures kthat negatively affect
services and exacerbate existing inequities in acuess to health
care, ‘especially for children, are morally wrong.

5. Most psychiatric treatment for children can be effectively carried
out in non-hospital settings. Psychiatric treatment costs are
generally unreasonable, and business, labr., government and
insurance, companies all contribute to this unreasonableness by
providing incentives for expansion of inefficient and uneconomic
types of services and establishing policies which do not provide
inducements for consumers to utilize less costly, more effective
alternatives. Coverage for psychiatric treatment centers provides
one means by which the current trend toward out-of-control health
care costs can be raduced.,

6. It is a maxim in free-market health care economics that, if
coverage is inadeguate, inappropriate use will be made of whatever
other coverage exists. Mental illness will always exist and
require treatment. When coverage is inadequate, inappropriate or
absent, treatment will take place in grossly inappropriate and
cost ineffective settings. Inadequate coverage is ultimately
more costly to society because conditions not properly or
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adequately treated eventually require longer and more costly care
and account for great losses in human productivity.

It is clinically unsound and unethical to treat a patient in a
setting based primarily on insurance coverage as opposed to the
treatment needs of the patient. High cost treatment neither
ensures quality or positive treatment outcomes and results in
limited funds being unnecessarily expended on fewer numbers of
needy patients.

Psychiatric units of general hospitals which provide acute care to
young people are often oriented to serving adults and are not
usuvally professionally staffed or programmatically equipped to
deal with the special treatment needs of young people. 1In
contrast, psychiatric treatment centers are exclusively and
specifically oriented to the treatment of children and/or
adolescents and provide a level and type of care that is suited to
their needs.

Psychiatric treatment centers are a well-established and essential
element in a continuum of services for emotionally ill children
and youth and should be recognized as such by public policy
makers, insurance companies and other third-party payors.

A nine-year collaboration between the American Psychiatric
Association and the Office of the Civilian Health and Medical
Program of the Uniformed Services to ensure quality treatment in
psychiatric treatment centers has demonstrated unequivocally that
the care provided is necessary and of high quality.

Psychiatric treatment centers subscribe to such practices as peer
review, utilization review and patient care monitoring which
carefully screen and treatment patterns in individual treatment
centers to ensure that quality of care is appropriate and includes
adequate medical presence.

Legislation mandating mental health benefits, including coverage
for psychiatric treatment centers, is an important legislative
step. Treatment for mental and emotional disorders is a
necessity. Inadeqguate or untimely treatment results in tremendous
costs to the well-being of the individual, stability of the family
and productivity in the work place.

Because of the stigma and unrealistic feelings of immunity from
mental and emotional problems, the public tends to minimize the
necessity of adequately insuring itself for mental health
treatment.

In an era where deficits in the government budget and in corporate
budgets are driving health care policy and where the most
important theme in the health care industry is that efficiency
will be rewarded, psychiatric treatment centers for children and
adolescents must be seen as part of the solution to health care
cost escalation.
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by Edward C. Hinckley

ices,' One major factor was an
increasing demand for out-of-
home, substitute care place-

ments, coupled with decreasing
satisfaction regarding the our-
come of such placements if a*‘re-
turn to family™ was the expressed
goal of the child's individual
plan,

K tion,
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fescents and their families began in 1980-81, spurred by 2 number of

VEhe development of home-based services for Maine children and ado-
factors observed by the state agencies respunsible for children's serv-

The constantly increasing costs
of such placements, a reduction
in resources for the deselopmeni
of new substilute care facilities
and heasy agency cascloads also
dramatized the need for servives.
Added to this was the implemen-
1ation in 1978 of Maine's “Juve-
nile Code," decriminalizing the
sa-called **status offenses™ with-
out providing new resources for
children who could not consisi-
enfly live with their naturat
families.

While these issues were belng
identified, -other factors contrib-
uted to the crearion of some inno-
vative programs. The balance of
a 2-year grant from the federal
Law Enforcement Administra-
for planning alternative
services required as the result of
the Jusenile Code, became avail-
able to - the Interdepartmental
Committee for a model program.
Children's services representa-
tives in the state’s communily
mental health centers continued
to stress how much more effec-
tive their therapies and assistance
could be if delivered outside the
clinical setting;® and, finally, the
Office of Children's Services, De-
partment of Mental Health and
Meaial Retardation, reccived a
number of articles describing the
“Homebuilder" program devel-
oped by Catholic Children's
Services of Tacoma, Washington
{now operated by the Behavioral
Sciences Institute, fnc.).}

The first Maine adapiation of
the ‘*Homebuilder* program*
was launched within the chil-

lomebuilders:

The Maine Experience .

dren’s’ division of the Bath-
Brunswick Mental Health Center
in July 1981: the second emerged
a few months later as an activity
of Families United of Washing-
ton Couniy, a jouth sersive
agendy in Machias. Initially, both
of these were funded jointly by
the Office of Children™s Services
and Maine's Jusenite Justice Ad-
visory Group. The third **Home-
builder™-type program, at St
Michael's  Family Center in
Bapgor, a lormer greup home,
was jointly funded by the Depari-
ment of Mental Health and Men-
tal Retardation and the Depari-
ment of Human Services in the
fall of 1981, The fourth, Proj.
ects, Inc. in Camden, another
youth service agency program,
was funded by the Office of Chil-
dren's Services in August 1982,
The following month, the tatest
program was added to a Portland
substance abuse treatment cen-
ter's  outpatient facility (Day
One}, using funds from Maine's
*Alcohol Premium Law."

The state’s positive experiences
with these programs have fueled
a demand for the expansion of
existing programs and the crea-
tion of new ones which has far
exceeded the state’s capacity to
respond.

Characteristics

Based on the knowledge gained
from the five stale ‘“‘charter"
programs and from the participa-
tion of the four departments that
comprise the Interdepartmentat
Commitiee, the current Maine




model for homebased services

has developed the following
characteristics, which are con-
sidered essential for successful
program operation.
® Services are aimed at families
where a child is at risk of removal
from the home, either because of
the child’s behavior (as in the
case of a potential juvenile justice
referral 10 court) or because of
the parents’ needs or behavior (as
.in the case of an “‘open"’ protec-
tive case). The primary goal is to
enable the child to remain at
home for at least one year follow-
ing the termination of services.
® The secondary goal of the
services—which can be described
as family intervention, support
and counseling—is to enable the
child and family to link with ap-
propriate community support
agencies or individuals during the
intervention and to continue
these linkages on their own after
the intersention ends. In this
way, the programs perform a
*case finding™ role by connect-
ing physically or socially isolated
families with community
services.
o Services are homebased. Al
least 95 percent of the direct con-

tact  between s and

direct contact sessions, and the
involvement of at feast one adult
caretaker is required. While the
child is always the referred client,
entire family needs are con-
sidered in developing the case
plan and resulting *‘contract”
and in designing activities during
the intervention. One obvious
benefit of this approach is that
parents learn how to generalize
new methods of parenting from
one child’s situation to that of
another sibling.

® Services are time-limited and
of short duration. While 12
weeks is the maximum period of
imervention, several programs
have a 9-week maximum. This
period is fixed in advance and is
the same for all families (except
in the case of unplanned termina-
tions or - extremely rare exten-
sions); the time limit is one of the
first things discussed with the
family upon opening a case, Al-
though clearly it is not possible to
“cure’” multi-generational prob-
lems in a 9- to 12-week interven-
tion, the dynamics of short-term,
time-limited counseling appear to
be appropriate in accomplishing
the program's primary goals.

 Services are team delivered.

itate the referral, Even in chron-
ically malfunciioning families,
some action of a child or family
mobilizes neighbors, community,
or a state agency to initiate a re-
ferral, This event is the initial
‘*problem'* that counselors seek
10 address, but they and family
members may quickly identify
underlying, related or peripheral
areas of need that have 10 be met
first, In this sense, our home-
based services are ‘‘crisis
oriented,”* though they are not
expecied 1o respond fo initial re-
ferrals on a round-the-clock
basis. Once a case has been ac-
cepted, however, most programs
provide in some fashion for 24-
hour response to calls from mem-
bers of that family, although the
response may only be a telephone
conversation.

» Finally, and perhaps most
important, programs operai¢
under the guidance of a regional,
mufti-agency,  interdisciplinary
steering committce. Even before
significant  joint funding of
homebased programs became the
rule in Maine, it was found that
mandating creation of such a
committec—consisting of repre-
sentatives  of child serving

of staff v or a

within the area served by

family members will occur in the
family's home, at times (includ-
ing evenings and weekends) most
suitable 10 the family's schedules
and preferences. In a state as
large and rural as Maine, this
necessitates a significant travel
budget, but there is no question
that meeting in the family’s home
enhances the success of inferven-
tion.

* Services are family oriented.
The program strives to invalve as,
many members of the family and
extended family as possibie in all

Edward C. Hinckley Is director
of the Office of Children’s Serv-
ices, Department of Mental
Health and Menal Retardation,
Augusta, Maine.

shortage of resources, attempls
to offer family oriented, in-home
services with individval coun-
selors have been unsatisfaciory.
A team of two nselors can

the project and appropriate area
represeniatives ‘of the educa-
tiona!, human service, mental
health and correctional “*estab-
tish *'—was essential to ef-

offer a wider variety of services
to members of a family and the
mutual support and interactions
that they develop make them
more than twice as valuable as
two individual counselors work-
ing alone. {It should be noted
that  ‘‘two team’’ programs
—those with a total of four coun-
selors—are more cast effective
and workable and have greater
longevity; the state no longer in-
tends to approve ‘‘single team'*
programs,) )

® Services  are problem re-
lated: Some event has to precip-

fective program operation. Each
program's steering commiitee
participates in such activities as
the development of. program
policies, identification of referral
procedures and priorities, recruit-
ment and selection of personnel
and public information and edu-
cation. The committee is especial-
1y effective in coordinating fund-
ing requests, handling such issues
as staff training and stress reliel
and responding during times of
program overload. In practice,
almost all referring agencies are
represented on a program’s steer-




ing committee, which helps en-
sure appropriate referrals, and
the chairman is usually a repre-
sentative of the agency in which
the program is housed,

This, then, is the current
“Maine model* of homebased
services, As indicated, the suc-
cessful economical accomplish-
ment of program goals (that is,
maintaining children in their
families and developing linkages
for those families’ continued sup-
port) has sparked increased de-
mand by service providers
~—primarily mental health centers
and child and family service
agencies—for similar programs
and an increased effort by state
agencies to obtain additional pro-
gram funding,

During the most recent state
legistative session, three state de-
partments—Mental Health and
Mental Retardation, Corrections
and Human Services—each ob-
tained. a supplemental appropri-
ation for homebased scrvices,
and plans are being made to
jointly develop and fund three
new programs during the 84-85
fiscal year,

Another significant develop-
ment is the foundation funding
received by one of Maine's oldest
residential  treatment  centers,
Sweetser-Children's Home in
Saco, for an in-home *'Family
Preservalion' program. Work-
ing in conjunction with founda-
tion and state department repre-
sentatives, this program has been
designed to fit the ‘‘Maine
model’' for homebased services,
with the understanding that dur-
ing its second and third years of
operation, state agencies will
work to replace foundation sup-
port with state funds,

Having reached a reasonable
plateau in the transition from a
few experimental programs to a
well-established statewide model,
attention js being focused on the
areas of training and program
stability, management informa-
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tion and program cvaluation and
cost effectiveness,

Training and Program
Stability

Basic prerequisites for mem-
bers of the counseling teams in-
clude successful direct care/treat-
ment experience with handi-
capped, disadvantaged or ‘“‘at
risk®” children and, of secondary
importance, a related educational
background. Good results have
been achieved by highly moti-
vated persons with less than a
Bachelor's degree; a “‘narive’s”
knowledge of a community’s or
region’s mores will often be far
more crucial than the credentials
or licenses of an outsider in gain-
ing entry into the homes of
chronically troubled families,

Counselors also participate in
training programs and weekly
clinical  supervision ~ sessions,
which are required by all of the
programs, In addition, the sup-
porting state agencies offer .an
annual training program involv-
ing key resource persons {rom
within and outside of the state. A
2-day conference co-sponsored
by Maine and New Hampshire, a
seminar conducted once a month
for nine months and a 5-day resi-
dential program have all been
used as formats for this special
training.?

Program  stability—including
staff retention issues—is the re-
sult. of many factors which are
still being explosed. In general, it
is believed that programs housed
in farge, mulipurpdse agencies
may be more stable than those
where the homebased service pro-
gram represents 50 to 75 percent
of an ageacy's total operation.
Not only does the larger agency
have more staff and other re-
sources (0 meet specific program
needs, it also provides more op-

" portunities for informal sharing

among staff members and mutual
support activities,

Informal research conducted
during the past year on staff
stress and turnover indicates that
opportunities for staff -airine
and professional develop .
.play a key role in staff retentic .
The state is considering the possi-
bility of ofturing partial *uition
assistance in  appropriate
Master’s degree programs 10
counselors able to make a 2-year
commitment to a program. Final-
iy, secif-organized but state-
supported monthly meetings of
counselors from the various pro-
grams have proved to be a vital
ingredient in their mutual growth
and success.

Management Information
and Program Evaluation

Each homebased program was
encouraged to establish its own
reporting format and evaluative
procedures. At six and 12 months
after case closure, all programs
were expected 1o make contacts
with families served to determine
family composition and general
tevel of functioning related to the
child originally identified as the
client. One of the original home-
based projects adopted a Nine
Point Scale of Family Function
used by other programs in that
agency to measure the degree of
change between case initiation
and case closure, To the pro-
gram’'s surprise, the intervention
and support services proved to be
as effective with so-called
*“crisis” families as with those in
a *‘chronic’ state of maladaptive
behavior. One program report
contains quarterly statistical
synopses and a sample of anec-
dotal case summaries which pre-
sent useful information for legis-
lators and others not involved in
social service delivery.

Although there 2re no plans to
standardize the narrative report-
ing from programs, there has
been an cffort during the past
year to develop uniform stand-
ards and procedures for collec-




tion of case and statistical data so
that information can be regularly
collected at the state level, aggpre-
gated and used for overall repori-
ing, planning and dcvelopment
activities. Information on re-
ferred and accepted families and
the intervention provided will be
collected at referral, intake (of
accepted families), during inter-
vention and at case closure. The
expressed satisfaction of the
clients, families and referring
agencies will also be included.

“*Hard" data is not currently
available, but some of the orig-
inal five projects have reported
success rates—in lerms of main-*
taining the family unit following
intervention—as high as 82 per-
cent.

The following cdse vignettes
illusirate two such successes.,

In one case, a protective serv-
ices worker identified a 3-month-
old girt as a. “*failure to thrive”
infant. A normal course of action
might have been temporary
placement of the baby in a foster
home, with the recommendation
that the parents seck counseling
at a mental heaith center, How-
ever, the case was identified in an
area served by a homebased pro-
gram and a referral was made.
The counseling team learned that
the mother had been a victim of
childhood incest and was uncon-
sciously preventing the [ather
from having any contact with
their daughter, their first child,
His frusiration and anger at this
behavior was causing him to react
violently to. his wife and
daughter. Through family coun-
seling, these issues were aired, the
mother was introduced to a local
support group of incest victims,
and the father learned how to're-
channel his anger. The infant was
never removed from the home
but rather began—and con-
tinues~—to thrive.

In the second instance, a
mother with five children by four
absent fathers was referred by a
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public health nurse after her 10-
year-old daughter attempted
suicide with her 12-year-old dia-
betic sister's insulin, At a presen-
tation by the counseling team 1o
the program's steering commit-
tee, it became clear that the
mother had an alcoho! problem,
that one of the fathers had an in-
cestuous relationship with the 12-
year-old, that another father was
a drug dealer and was invoiving
the children in drug use, and that
the only boy in the family, a 9-
year-old, was becoming seriously
disturbed, partly because he
lacked healthy male role models.

Ironically, the sicering com-
mittee included representatives of
mental health, alcoho! and sub-
stance abuse prevention, and sea-
ual abuse ireaiment agencies, yet
none had ever had any coniact
with ‘the family nor realistically
expected the family to appear in
their waiting rooms. Local school
representatives on the sicering
committee (Guidance and Special
Educaiion) knew that the chil-
dren had been truant 6010 75 per-
cent of the schoof year but had no
other  knowledge about the
family.

cr

As a result of the intervention,
the drug dealing father was in-
dicted, the incestuvous relation-
ship was ended, the mother was
connected with a local Alcoholics
Anonynious chapter, and a '‘Big
Brother’* was found for the boy.
The family still has massive
needs, but its ability to cope with
problems is significantly im-
proved.

Cost Effectiveness

In general, a 2-team home-
based service with a half-time ad-
ministrator, a full-time secre-
tary/bookkeeper, clinical super-
vision once a week, and necessary
travel. training, malterials and
space resources, can be operated
for between $130,000 and
$150,000 annually.

One team can provide service
for three 10 six cases ar a lime, of-
fering three to siv direct contact
hours per week and six to 11
hours of collateral contact .per
case. With a maximum of 12
wecks of intervention per case,
and on the basis of a 48-weck
year (1o allow for vacation and
sick time and some (raining

{Continued inside back cover)
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Homebuilders
{Contirued from page 17}

time), two teams can serve a total
of 24 to 48 cases per year, Using
the higher program cost of
$150,000, this rcpresents a
“unit’* cost of from $3,125 to
36,250 per case, Compared to the
costs of various types of alicrna-
tive out-of-home place-
ments—foster care, $4,500;
group homes, $10,000 1o
$12,000; emergency shelters,
$15,000; state institutions,
$20,000; and treatment centers,
$25,000 to $30,000—which do
litle or nothing to improve
family functioning and have no
impact on siblings, these figures
represent a substantial savings.

Coupled with the success rates re-
ferred to previously, it is no won-
der that Maine's youth-serving
departments have positive feel-
ings about expanding homebased
services to unscrved areas of the
state. At this cost, and with this
history, the Maine model really is
“such a deall". ]

$The Depaitment of Mental Health and
Mental Retardation, the Department of
Educational 2nd Cultural Services, the
Department of Corrections and the De.
partment of Human Services. Since 1977,
these agencies have worked together as
1he Interdeparimental Committee, with &
primary focus on the coordination.of
child and family services.

2Mainc's Medicaid plan does nol pro-
vide reimbursement for out-patient serv-
ices delivered by meatzl heahh eenter

staffl in any focations other than the men-
tal health center. Private Medicaid pro-
viders, how ever, can claim reimbursement
wherever services are delwered, including
the home. .

ISee “Homebuilders” by Jill Kinney,
CHILDREN TODAY, Jan.-Feb. 1978,
“*Housecalls for Families in Crisis" by
Jack Horn, Psychology Today, Dec.
1976; and **Homebhuitlers: Kecping
Families Tagether* by Jill Kinney, Bar-
bata Modsen, Thomas Fleming and Dav.
id Haapala, Journal of Consulting ond
Cimieal Psychology, Vol. 43, No. &, 1977,

4The **Homcbuilder name has been
copyrighted (effective Januvary 1984) by
Behavioral Sciences Institute, Inc. {(BSI),
1717 §. 3415t Pl Federal Way, Wash,
98003. BSI s1afl members have encour-
nged and supported Maine's ectivilies,

$0ne significant sesource for informa.
tion and assistance related to the *raining
of homebased scrvice providers js lowa
Children and Family Services, 1101 Wal.
nut St., Des Moines, lowa 50309.
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PREPARED STATEMENT OF IRA S, Lourig, M.D., CHILD AND ADOLESCENT SERVICE SYSTEM
ProcraM, UNDERSERVED POPULATIONS BrRaNCH, OFFICE OF STATE AND COMMUNITY
Liaison, NatioNaL INsTiTUTE OF MENTAaL HeaLTH, ALcOMOL, DRUG ABUSE, AND
g/IENTAL HeavrH ApMINISTRATION, U.S. DeparRTMENT oF HEALTH AND HumaN

ERVICES

Background

In response to inquiry as to whether there is an increase in inappropriate
psychiatric hospitalization of adolescents, the Child and Adolescent
Service System Program of the National Institute of Mental Health (NIMH)
offers the following information. This statement has been prepared for
the Department of Health and Human Services by Ira S. Lourie, M.D., a
child psychiatrist who directs the Child and Adolescent Service System

Program at the Institute.

The recent landmark study by Jane Knitzer, gnglg;mgg_ghllnngnl, reports
that there are 3 million seriously emotionally disturbed children and
adolescents in the United States, and that 2 million of these children
are not receiving appropriate mental health care. Statistics collected
by the National Institute of Mental Health indlcate that the increase in
private psychiatric admissions from 1975 to 1980 was less than 2000 or
less than 5 percent (see attachment). More recent national statistics

are not available. Several explanations exist for lncreases in the

1

0

Unclaiwed Children: The Fallure of Public Responsibility to
e e f Me alth Serv s, Children's
Defense Fund, Washington, DC, 1982
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rate of hospitalization of adolescents with emotional problems. In some
instances these admissions are inappropriate. However, most of these
admissions are medically necessary based on either diagnosis or level

of functioning as well as the availability of community alternatives.

When they occur, inappropriate zdmissions are the result of several
factors. It is true that increased and/or inappropriate admissions may
sometimes reflect a profit motive and/or poor medical practices. The
extent of this problem has not been delineated, but is most likely

focused in circumscribed areas, around particular programs. A second
factor is the inexact nature of psychiatric diagnosis is only a developing
science and, therefore, treatment planning becomes an empirical process.
Until the éffectiveness of different treatment modalities can be better
docunented, it Qill not be entirely possible to determine prospectively
when hospitalization should be used and when it should not. In retrospect
it is often easy to discover cases in which a hospitalization was
unnecessary, but, given the state of the art, it is much more difficult

to make those determinations prospectively.

The major cause of inappropriate admissions is the lack of available
appropriate alternatives, Present funding and program strategies

do not allow for the development of the range of programs between
traditional outpatient therapy and hospitalization or other residential
treatment modalities. Professionals and families are faced with either
trying an inappropriate hospitalization or an ineffective outpatient

psychotherapy approach. Even if group home or day treatment alternatives
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are available, those services are rarely covered by present medical
insurance plans. Children can take advantage of these less restrictive
alternatives only if they qualify by virtue of their involvement in
another child serving system: welfare, juvenile justice or special

education programs.

Services for emotionally disturbed children and adolescents need to be
comprehensive enough to address a wide range of probJems. A continuum
of care must be provided in which each individual child can obtain the
level and type of services needed at any one time. The components of
.such a system must ineclude family and community-based resources as well
as acute, intermediate, and long-term 24-hour prégrams. A principle
basiec to this service continuum is that an individual's needs are
expected to change as he or she develops and as his or her family
changes. This may be reflected in either steady predictable growth

or in rapid unpredictable fluctuations, both of which may require

related changes in those services needed.

The primary link between the continuum of services and the child or
adolescent is the family. The parents or guardians have primary
responsibllity for initiating services and must participate in the
planning for their provision. Ideally, the parents have ultimate

control over what services are sought and accepted. There are exceptions,
such as when a court removes such ceontrol from a family. Parents

have differing abilities to accept and live with the symptoms of a

emotionally disturbed child or adolescent. Some can accept treatment
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while the child or adolescent lives at home; some cannot. Parents are
the most important resource for their child and they must be given the
necessary support to fulfill that role. In those cases where parents
are not able to aid, tolerate the behavior of, or aet in the best
interests of their child and the court removes control of a youngster's
care from the family, the State becomes the guardian until such time
that the parents are again able to perform their role adequately. When
the State elects to assume the parental role, it must do so in good
faith, and with the best service interests of the child and restoration
of the family unit as first priorities.

Within the continuum of care it is necessary to make assurances that
the various seryice components are coordinated, that service needs are
assessed and that missing service gaps are filled. Vhile parents often
play this role alone because of the lack of help, the role is best
accomplished as a cooperative effort between parent/guardian and a
community-based coordinator (or an "identif'ied service resource®).
While this is similar to the case manager role in the adult chronically
mentally 111 service system, it differs in the integral part played by
the family and in the frequent use of the juvenile court and school
special education teams as aides in case planning. The locus of' this
coordinator role cannot be predetermined, and should be ‘developed

in concert with the major needs of the individnal and the availability
of such coordinating capacity in the family and/or various community
agencies, Without such a primary service perscr responsible for

coordinating the treatment plan, it is nearly impcssible to assure
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adequate services and proper placement for an individual emotionally

disturbed child or adolescent.

The Req e £ Serv.

proper care of each individual child relies on a proper balance and

integration of these services. None of these five can be viewed in
.isclation, as each component is dependent on the others. These neads
must be considered in planning for all emotionaliy disturbed children
and adolescents, whether the case is ambulatory or in a 24-hour care

setting.

The service needs of the severely emotionally disturbed child or adolescent
are differentiated from those who are less severely disturbed by the
attention, special guality and length of time required to provide

services, such as those available in residential settings and in specially
designed educational programs. The needs of the emotionally disturbed
child or adolescent are not the same as for emotionally 111 adults. With
adults the needs relate to housing, maintenance, and vocational
rehabilitation, With youth they relate more to the need for a family

or family equivalent and for educational and habilitative services.
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ental Healt are This area includes treatment plans geared toward
minimizing or alleviating the organic and/or purely emotional deficits
or their impact. Modalities used include psychodynamic, behavioral,
group and family therapy as well as psychopharmacologic treatment.
These interventions may be performed in any one of a range of settings
from outpatient to full-time inpatient or residential care, as dictated

by the needs of both the patient and his/ber family.

Physical Health Care These services are ajmed toward maintaining .
and maximizing physical health, promoting normal growth and development,

and treating ° .y related or concurrent health problems.

: Family The ability of the family or family equivalent to live with

) and act as a corrective agent is crucial in the care and treatment
planning of a emotionally disturbed child or adolescent. In all but a
small number of cases, the family is responsible for the day-to-day care
and treatment coordination for a large part (if not all) of the course
of the disability. For the most part, the greater the family's ability
to support the child, the lesser the need for out-of-home care and more
extensive interventions. When the family itself requires support in

order to better work with their child, that support should be available.

Educational Seprviceg Mastery of learning is a major task of childhood.

! Mental illness of'ten makes the child or adolescent unavailable for a formal
! learning experience. Others may have learning cr language diéabilities.

The autistic, psychotic, mentally retarded, or severe behaviorally
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disordered child or adolescent will each require different types of
educational programs, facilitles, and staff. There is a special need
for carefully coordinating other service efforts‘with the efforts of
the schools, and maximizing the programs required under P.L. 94-142,

"Education for All Handicapped Children Act.”

Environmental Needs Emotionally disturbed children and adolescents
require a special level of structure in order to alléw them to perform
at their optimal level outside of family and educational settings. These
include recreational and, where appropriate, vocational programs.

-These programs enhance peer group contact and offer the potential of a

full life experience,

Services in these five areas should be provided within a continuum of care
whieh includes placement options in both residential and family sebtingsl
‘Some children will move back and forth between the two settings as
their individual treatment needs dictate. In making this determination
as to the appropriate placement, three basic factors must be evaluated:
(1) The capacity of the child or adolescent to function in the
family environment;
(2) The capacity to function in a commun’ﬁy—based
educational enviromment; and

(3) The capacity to function in the community environment.
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Assessment of Appropriate Service Level

The assessment of the capacities discussed above requires thatta
professional team and the family work together to determine the full

range of needs and capacities to be addressed. The professional evaluation
must include appropriate mental health and physic

al health care professionals as well as educational professionals and

those from other community agencies. When Z4-hour résidential care is

felt to be most appropriate, such resources must also be included in

the planning effort.

The role of the family is of paramount importance in both planning
and in decisionmaking. Parents are responsible for the welfare of
the child or adolescent and must participate in, or at least ‘consent
to, a particular treatment plan. The cooperation and participation
of the family is a major factor in the long- and short-ferm suceess
of any treatment plan. The capacity of the family to tolerate and
work with the child's problem in support of a treatment plan is a
major determinant in the selection of the most promising treatment
modalities and resources. At times the ideal treatment plan is a
compromise between the family strengths and needs and the patient's

psychopathology, needs, and ecapacities.

The first assessment parameter, functioning in the family, requires

that the child have a certain level of interpersonal competence.

Also, the family-equivalent must be able to tolerate the troubling
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symptoms or behavior and support a treatment process. Therefore,

the need for structure will be based on both the youngster's level

of fﬁnctioning and the family's ability to establish structure., While
the basic concern is that the child receive appropriate treatment

for his or her mental illness, it must be remembered that families

have a limited ability to protect the child and others from destructive
and dangerous behaviors, If family outpatient interventions and/or
behavioral management approaches are unsuccessful i; mediating the
mental illness or in controlling behavior, a more consistent and tightly
controlled environment may be necessary. Another concern is that

the family or the family equivalent is not made dysfunctional by the
youngster's problems, If the family cannot handle the problems that

a emotionally disturbed child or adolescent introduces, the parents
and/or siblings may themselves develop emotional problems or become

less functional,

At the same time the child or adolescent is functioning in the family,
he or she must alsc be able to fupetion in an educational enyironment.
Learning is a major task of childhood and every opportunity to learn
must be used. If an individual cannot be maintained in a regular
classroom, alternatives should be available in the community. These
include speeial classes in regular school settings (which allow for
mainstreaming) and, in cases when a child needs further supervision

or a more controlled setting, special day programs.
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When a child or adolescent is able to live at home and perform in a
community school program, he or she must still have the capacity to
function in the commupity. As with the family,‘the community must
be able to tolerate the behavior. Behavior which is difficult to

control, including delinquent acts, may indicate the need for a more

consistent and tightly controlled enviromment, This may be offered in
the community by enmhancing, through support, the family's ability to
control the child or through the use of structure potentially available

in the juvenile justice system, Functioning in the community also includes

participation in recreational .and, where appropriate, vocatiocnal

L

" activities. This requires the availability of resources that will

provide the level of supervision needed by the individual. Of equal

concern is the child or adolescent's ability to interact with peers.

in a nonschool setting. Youngsters with emotional problems must have
ample ‘opportunity to interact with children their own age, to benefit
from positive peer group experiences, and to be protected from negative

ones.

When a youngster is not functioning well in a family-based setting,

an assessment must be made as to where additional support is required:

in the family, in the school, and/or in the community. When the treatment
needs cannot be met in the family-based setting, community resources should
be available for support. If it becomes evident that community-based
resources do not meet the family'®s treatment and support needs, out-of-home

_placement in the most appropriate treatment setting should be considered.



178

Wheﬂ a child or adolescent appears unable to function in a family,
attempts must be made to alleviate the problems before he or she is
placed outside the home. Mental health services for the family, or
individuals in the family, should be made available. Partial
hospitalization (day treatment, evening, or night care) can also be
used to help the family and patient live together. —When acute hospital
care 1s available along with family crisis intervention, family support
services, and therapeutic camps, the need for inappropriate long-term
residential care can often be avoided. If these resources are not
sufficient within themselves, alternative family situations such as
group homes or ftherapeutic foster homes may allow the child still

to receive care in the community although outside the family. For
children who cannot live at home or elsewhere in the community because
of the nature of their own or their family's problems, 24-hour care

in a hospital or residential treatment center should be available.

If the child cannot function in a community-based educational environment
a decision must be made as to whether the child would be more appropriately
placed in a 24-hour care setting even if the child can function in the
family. When the child's inability to funetion in an educational

setting is based on educability alone, community-based habilitation
programs, workshops and other sheltered programs should be available as

educational alternatives. When such a child is unable to function in
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these settings, residential care might be needed to meet the child's .

learning needs.

Lastly, if the individual cannct function in the community, additional
support systems should be availablé. Highly structured and supervised
programs can be used to help the youngster spend his or her time outside
the family and educational settings in a helpful and productive way.
Some adolescents can benefit most from services innless structured
community~based "alternative®™ mental health services: Patterned after
drop-in centers and runaway houses, disturbed youth can often use

such settings to remove themselves from age-appropriate adolescent

and family developmental struggles. This eases one cause of stress

in their environments, thus making both them and their parents more
amenable to treatment for underlying emotional problems. In other
cases, interventions in the juvenile justice system, such as probation,
may facilitate the treatment process. In cases in which the child
cannot function well in the community (usually by exhibiting out-of-control

behavior in the community), a residential setting should be considered.

When a full contiruum of services is available, the child or adolescent's
needs can be continually met in the most appropriate setting. This

allows for movement from one level of service to the next as the level

of functioning changes. This concept of placement is the most appropriate,
least restrietivg, treatment structure and assures that there is ample

opportunity for the youngster in residential care to return to the
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family and the community when ready and, conversely, when residential

care is needed, that it is available,

Twenty-four hour programs in hospitals or residential treatment programs
should offer adequate services in all five areas of service concerns: mental
health care, physical health care, family, educational, and environmental
needs. It cannot be assumed that 24-hour supervisory care is adequate
therapy within itself. Institutions that provide only a caretaking function
are not therapeutic and have no place ip the treatment of emotionally
disturbed children and adolescents. Programs that do not work with the
family while the child or adolescent is in care héve less chance for a

positive outcome.

Mental health care is offered as 24-hour care through various treatment
modalities. Individuil, group, and family therapies along with the use
of psychotherapeutic drugs, behavioral and milieu therapies are among
the available techniques. Each should be prescribed as part of an
overall treatment plan that integrates all the aspects of residential
and community-based programs. Environmental concerns are included in

residential programs through the milieu process.

A full range of physical health care, ilncluding well-child, developmental,
and pediatric treatment resources should be available in all residential
settings. While this is self-evident uith‘such medically based problems

as anorexia nervosa, it is often neglected in others. This is especially
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true with adolescents whose developmental body changes are often

interrelated with their emotional problems.

Family needs are the nost often néglected in a 24-hour setting. Because
these special placements are often provided on a regional basis the
distance between the home and placement becomes a limiting factor on
many familieg' ability to be part of the treatmenE plan. With those
patients who have been placed because of the family's inability to work
with them, it may be difficult to engage the family in a constructive
way. Yet these families must be reached and worked with. If the
family cannot visit the program, community services should be used to
work with them. Not to work with the family directly or indirectly is

unacceptable, There nust be preparation for the youngster's return honme.

Educational needs must be met in residential settings. This major life

task of children must be individualized to allow optimal learning for

each child. A wide range of educational opportunities must be made
available to meet the various needs of the individual., If appropriate

for the patient, a major portion of the day should be devoted to educational
activities. Extremely disturbed or retarded children should be offered

an individualized, appropriate learning experience.
State and Federal Response

In FY 1984 Congress mandated that the National Institute of Mental

Health (NIMH) develop a new service system initiative for severely
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emotionally disturbed children and adolescents. As a result NIMH developed
the Child and Adolescent Service System Program (CASSP). In FY 1984 $1.5
million was appropriated for this program with $3.9 million in FY

1985. CASSP is the natural product of all the definitional, epidemiological
and service delivery issues presented in this statement. The major goal

for the program is to promote the development of continuum of care for

all severely emotionally disturbed children and a@oleseents in the

communities in the country.

In order to meet this goal the program supports the creation of state-
level foci for severely emoti@naily disturbed children and adolescents
(under the auspices of the child mental health authority). All component
agencies, public and private, are called upon to become part of a
coalition to assure the appropriate provision of services. These
agencies at the State level include: mental health, health, education,

welfare and juvenile justice programs. Alternative youth services and

advocacy groups must also be included as equal partners in this coalition.

Drawing on the experience of the NIMH Community Support Program, the concept
of advocacy for system development has been incorporated in this program.
All parties and agencies interested in meeting the needs of troubled
children must learn to work together at. the State and local levels to

1) identify service gaps and barriers, 2) develop needed service options,
and 3) develop mechanisms for overcoming barriers by changing regulations,

legislation and/or established funding jpatterns.
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Once comprehensive system building has developed at the state level,

CASSP promotes the translation of these systems to the community-level.
Consistent wit® the child advocacy recommendations of the Joint Commission,
CASSP supports a system which de%elops policy at the most effective
governmental levels and then creates a pyramié system so that poliey is
then filtered down to local programs and individual children and families.
Of course, a major component of this type of system is to develop
mechanisms to assure that case~level input is available to the top-

level policymakers. Coalitions of service delivery professionals,
advocates and consumers are the necessary participants in this type of

process.

CASSP, on a first-level, requires that States create an office to

focus on services for severely emoticnally disturbed children and
adolescents. This office is rquiréd to define the population, perform

a needs assessment, develop a plan, and create strategies for the
implementation of the plan. All agencies involved with the population
should be included at a policymaking level, appropriate for that particular
State. States are also required to provide technical assistance to

entities (State and local) within their State and in neighboring States.

Ater the State-level program has been instituted, although not necessarily
completed, States are next required to demonstrate the same planning and
strategy development on a second- or community-level. While these

local system building components may be modeled after state-level
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programs, it is important for community systems to adapt to the unique
characteristics of each individual locality. Just as state-level
system building is geared to the available strengths and resources
within the State agencies and constituencies, communities must build on

a similar combination of available resources.

At the time of the preparation of this testimony, NIMH has 14 active
CASSP grants. Eight more States will be fundeé by July 1, 1985, for a
total of 22 grants, (See attached list of 1684 and 1985 applications
and funded States.) Some of these grant proposals provide for the
expansion of sophisticated Stat; systems. Othe;s are from States in
which there had previously been no functional child mental health
system. While the success of this program has yet to be evaluated, the
concepts hold great promise. A great majo?ity of the States, with or
without Federal funding, are moving in the direction described in this
statement. At the time of the first grant announcement, in December
1983, 44 out of a possible 54 State and Territorial entities applied
for CASSP grants, even though it was widely known that only 10 could be
funded. The enthusiasm for the development of coherent, appropriate
and comprehensive services for severely emotionally disturbed children
and adolescents is at an all time high, We can now look toward a
decade in which major advances in the funding and availability of these

services are at hand.
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