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CHAPTER |
INTRODUCT ION
PURPOSE

This; study was requested by Dr. Ira B. Korman, Admiﬁisfrafor; Woc;dlun;i
Park Mental Health Center. Woodland Park Mental Health Center currently pro-
vides a program of short-term evaluation and crisis care for adolescents. The
staff there find it is difficult to locate suitable out-of-hc;me placements for
* certain of their adolescent patients concluding hospitalization. Their concern
for this group of hard-—fo-plccé patients hqs led to fhis' inquiry, the purposes of
which orAe to (1) assess need, (2) design a residenfial‘pro‘grom, and (3) consider

the feasibility of its implementafibn.
. METHOD

In order to fulfill the goal of a well-researched design for adolescent
freafment»sel"vices, one attuned to current environﬁentcl factors as well as the
bést of documented clinical knowledge about the treatment of disturbed ado.lves;-
cents, a multifaceted §pproach is required. A thg;rpugh review of the Iirércfure

‘ of the several disciplines historically involved with ;:do|escenf treatment is neces-

sary. Of special concern is the effectiveness of various models of treatment. In



addition, other factors which may affect the outcome of residential treatment will
be considered. Attention will be directed toward factors such as staffing patterns,
staff role designations, administrative patterns, the location of policymaking,
length of ;tcy, the degree of interaction with the cammunity, methods of struc-
turing family involvement, and the use of a school program.

In order to design services to address those needs of troubled adolescents
which are currently unmet in Northwest Oregon, it will be necessary to confer
with the directors of existing programs to determine which services those programs

offer and learn of any planned expansion. Additional contacts will be made with
those agencies which are responsible for determining service gaps on a local, re-
gional and state basis. These agencies (primarily the Ment;Jl Health Division,
the Children's Services Division, and the Department of Human Resources) are in
a position to monitor the changing need for service and thus occupy a vantage
point from which to advise on the design of service components. |

As these same agencies have the responsibility to recommend to policy-

making bodies the most efficient use of scarce social service resources, the prior-
ities for service identified by them may indicate the feasibility of implementing
treatment programs which rely on any social service resources. Because of the
high cost of residential treatment, it is likely that the unavailability of any secial
service money would severely limit the population which could be served.

The prograrﬁ must be designed in light of the accumulated knowledge of

the professional literature, the informed assessment of service need, and the



obvious effect of the distribution of resources. Additionally,. at the request of
Dr. Korman, a key element in the design of the treatment program will be the

collective clinical knowledge of those staff members at Woodland Park Mental

Health Cénter who are currently working with adolescents.

[



- CHAPTER I
THE REVIEW OF THE LITERATURE
HISTORY OF RESIDENTIAL TREATMENT

The.m_aio‘rify of today's res;identiul treatment facilities e.mergec.! from in-
stitutions whése original goals were the shelter, core,' ar;d training of dependent
children. Malqccio and Marlow state, "Residential centers for children are a
twentieth century phenomenon, stemming from Aichhorn's application of psycho-
analytic con;:epts to work with children and youth." (1972, p. 230) AIfhough

Aichhorn's primary work, Wayward Youth, was not published until 1934, it was

in 1920 that he first called attention to the planned use of the "milieu" as a
therapeutic roc;| . -~A'ichhorn described the milieu in terms of a psyci‘banalyfic
undersrundin.g of fhe individual child's peeds. Othe;' pior;eers in exploring the
effect éf.rhe milieu included Bruno Bettelheim, who establ.i'shed rvbe Ofrhogenic.
School in Chicago, and Fritz Redl.c:r;d (subseq'ueﬁfly') .Dcvid Wineman of Pioneer
House in Detroit. | | |
At theAsclme' time-that child caring insfifufioﬁs were redefining their mis-
-.sioﬁ and néw forms; of cc:;re were evolving, psychia‘fric, hospifals' were d‘ebaﬁﬁg ‘fhe ‘
need For"hos;;ifaliz;:xllion for ;dolesc’g.nrs‘and:’chli.;l‘dren. A Qconrlim'.ling' debate was
begun on the benefit of sep;:rafing adgle_s.ceﬁf from adult patients in living unit .

and/or program. In 1937, Cufrqn_ eétobli;hed the first sfricrly.odolescenf ward ut‘



New York City's Bellevue Hospital. (Nichtern 1968, p. 115) The“movemenf
toward all-adolescent wards in treatment hospitals was slow enough that seven-
teen years later when Hillside Hmpﬁal established its girls' pavillion in 1954,
it was still considere‘d; "one of the firsf.'f (Nichfern‘ 1968, p. 131)

.In Oregon, as late as 1965, none of the state hospitais had a program
for childreﬁ or adolescents. This was true even though sfc&e hospitals in Oregon

had admitted seventy-two children under fifteen years of age in the fiscal year

1962-1963, (Taylor 1965, p. 79)
' CHARACTERISTICS OF RESIDENTIAL TREATMENT

There appears to be no one clear definition of what a residential treat-
ment center is or does although "residential treatment" is popular among child
caring centers as a self-description. Maluccio and Marlow conclude that it
could»generolly b;: defined as "a total therapeutic program for children whose

-emotional pro‘ble_ams preclude freatment in the community on an outpaffenf basis. "
(1972, p. 232) They found that a residential treatment center generally included.
the following:. |

_Structure or planned and controlled living.

- Group living and individuation.
Idenfificafig')n through oppc;rfunifies for significant relationships.
Child-staff interaction.

Integration and joint planning and evaluation of the child's treatment plan

by a|| staff. (Maluccio & Marlow 1972, p. 232)



To that-list Mayer would add the following ,choracterist%;s to ciefine resi-
dential treatment as he envis.ions.if: |
Treatment based on diagnosis.
EduccivtiOn included among the Qoals.
Interaction and coordination between the environment and treatment therapy.
Effecfivé'utilizafion of the therqpeufic potential of all staff.
Prov,isioﬁ for staff trainihg.-
Work :with parents (noted as essential). (Mayér 1955, p. 667)

Adler simplifies to four the components of residential freatmént. He lists
these as diagnosis, a therapeutic environment, casework and psychofFerapeufic
services, and ‘Synfhesis throﬁgh ongoing communication oé the vgriou§ disciplines.
The synthesis would include joint treatment planning and the evaluation and im-
plementation of treatment objectives. (Adler 1968, p'.‘5]9)‘

| In Iargé pa;'t, .r‘esidenfial treatment is characterized by a dfversity of pro-

grams and services which have develoF;ed outﬂ of differences in history, pOpUIO;
tion, purpose, and -fheorei;icol ;arienfation. (Child Welfare Léague of America
1964, p. 10) Cne major difference, alluded to earlier in this review‘,A has:b_een
the evolution from two separate directions, psychiafry and child eare, of a treat-

| ment format called residential treatment. Psychiatric Hospifol care for adolescents .
and flhe progrém of child caring institutions. have bg‘en- .influenc.:e'd by eachAofher
and by other forces. One impartant 'f;u'ctor' has been sociological s.tudies into the

!
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residential treatment center as an insﬁfuf%on and the effect of staff and patient -
interactions.

Although the boundaries between residential treatment of adolescents in
psychfafric hospitals and in child care institutions cre-becoming less and fe;s clear,
attempts have been mod.e to distinguish between them q‘s providing "closed" as’ |
0pp§sed to "open" settings. .These are commonly differentiated iniferm‘s of the
program ‘provided and the criteria Afor admission.

According to Glickman, the "closed" setf.ing provides ;: "hospital type" of
treatment for children such as tHe schizophrenic, while the "Ope;'a " setting designed
for Ivess disturbed children offers a diversé progrcm. and a "corrective emotional
experience."” (Taylor and Alpert 1973, ‘p. 80-'10l‘)' This statement, while making

_one useful ;uggeSfion for admission criteria, seems to r;églecr'rhe substantial por-
tion of adolescents who come to the attention of fréafménf 'Foc‘ilifies fhréugh‘ de-
 linquent activities ﬁnd who may elope from the "diverse program" of the open
setting be‘fore'fhe‘_re is time for them to be affected by the "corrective emotional
experience. " Thére appears to be a groﬁp who needs more control ‘fhcm can be
.provide'd in or‘r open seffiné and yet may need cjiversé programming and correcfl':vé
experiences. Mosf-pr.ograms seem to have a continuum of privileges,i that is,
various degrees of Open'ness, to accommodate changing individual needs.

Taylor, in his 1965 report to Oregon's Mental Health Pl’onning>Board,

suggested that hospitals are able to take children not suited for rion=hospital


http:correcti.ve

programs such as those with organic problems, the Vst_evere|y autistic, fire setters,
and, more generally, those needing a locked facility. (1965)

Kadushin noted the folllowing major trends in children's institutions in
recent years: |

1. Expanded use of the institution as a specialized resource rather than
as an undifferentiated facility for all children needing substitute care.

2, F'e;ker referrals of children but of children with more se;/ére prbb_lems;
3. The movement from custody to fl;eatmenf. |

4. Inc'recsed professionalizafion and upgrading of staff.

5. Efforts to "de-institutionalize" the institution.

6. Efforts to involve parents more actively in the program. (Kadushin 1967,
p. 554)

‘bespife' many changes in the characteristics of residential institutions,
they continue to be a major means of coping with certain societal problems, most
particularly to care for those labeled mentally ill, réforded or delinquent. (Hol-
land 1973, p. 241) | |

' One predictable characteristic of residential freofrr;ent is that it is ex~
pensive. A 1964 study by the Child Welfare League of America found that costs
per child per year ranged from $4,403 to $17,947 for established programs. (Hyl~
fon‘ 1964, p.. 174) The average cost per child per year yaf ;eh "high quality pro- .
grams" was $9,684. (Hylton 1964, p. 166) In l§73 the a\;erage yearly cost of

‘care was found to Hc;ve increased to approximately $T3,060 pér child. (Tdylo)r &

Alpert 1973, p. 2) In a major study attempting to discover why the cost of



residential treatment is so high, it wus.conc]uded that the number of professioncﬂ
“staff in relation ré the number of children in care is one of the major factors af- -
fecting the cost of residential frearm.enf. Additionally, the cost of medically
directed brogroms is significanrly higher than those .of' non-medically-directed
programs. (Hylton 1964, p.. 187). On the other hu;ld, the propc‘JrI.*io.n of disori-
- ented or extremely aggressive children in ten of the centers was tested in relation

to cost with no significant correlation found. (Hylton 1964, p. 187)
POPULATION

One fe‘curring issue ‘is the question, "For whom is; residential treatment
appropriate ?" Maluccio and Marlow find that the question i; compounded by the .
lack of a clear definition of "emotional disturbance. " (1972, p. 237) Kanner
states that "[the term] emotional disturbance has been used Widely, sometimes as
a generality with no terminological boundaries whatéver and sometimes with ref-
erence fo( certain psychotic or near-psychotic conditions." (1962, p. 101)

Residential treatment, then, is sometimes considered to be the appropriate
treatment for emotional disturbance, but neifhgr "residenfial treatment” nor "emo-
tional disturbance" has been conclusively defined. Despite this problem, clini-
cians of many. professions Hdily need to deal with the question of referral to resi-
dential treatment. As Toylor.concludes,

When serious emotional disturbance occur; in‘odolescence, it cannot be ig-

nored. If he [the adolescent] attempts to solve his problems by aggressive
behavior, his size and strength make it impossible for parents or teachers to
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control his behavior. If he withdraws, attempts suicide, or acts out sexually,
his family and community have to respond. (Taylor 1965, p. 39)

Presenting problems for youth admitted for residential care are likely to
be self-injury, running away, aggressive acting-out, deliﬁquency, and unaccept-
able sexual expression ."(Levy 1971) Presenting ﬁrob'lems of younger children may
also’include passive-aggressive behavior and hyperactivity. (Maluccio 1974,

p. 229)

L%nsey introduces another view of the population of residential treatment
centers. He sees the mental hospital as a means of social control whose pafierl\fs
are there because the community has determined their behavior to be unmanage-
able (i.e., delinquent) or inapprOpridre (i.e., depressed, spicidal or an'myingly
bizarre). (Lindsey 1974) Dettelback cautions that one should decide to admit a
child to residential treatment only when his problems are so severe "qualitatively
and quanfirar‘ively so as to preclude treatment within fl;ue family," (1955, p. 674)
In Qregon, rhe Mental Health Division, in a study which eventually led to the
establishment of several Child Study Treatment Centers fi‘lroughouf the state, sug-
gested that the hospitalization of adolescents at the state hospitals was, in many
cases,’. an arbitrary choice, caused by deviant behavior which the community feels
undl:;le to handle and "which could be treated throug.h some active community
intervention.” (Oregon Mental Health Division 1969, p. 13) Even distant and
arbitrary conditions, such as the évercrowding of iuvenilé corrections facilities,

can influence placement in a state hos;?ifél. (Lindsey 1974, p. 140)
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There has long been considerable concern for defining criteria for referral
and placér_nenf but often these criteria are stated .in vague, general terms, One
common theme seems to be the n’eed for a differential diagnosis as a bqsis for‘ '
planning. *

General issues %n admissions criteria aré (l).fhe dynamics of family rela-
tionships, (2) the child's development history, (3) the nature and extent of symp~
toms, (4) the prognosis or change in the child and his parents, and (5) the avail-
ability of psychiatric outpatient or other rehabilitation facilities in the community.
(Maluccio & Marlow 1972, p. 238; Levy 1971, p. 20) Lerner suégesfs other issues,
such as the length of stay required, the age of the child and the amount of symptom
tolerance in the family, school and community. (1952) D'Amato sees criteria for
admission to full residential treatment in terms of the child's needs %or separation,
for special education, and for psychiatric treatment. He concludes that any one
or two of these needs could be provided for in group homes, day centers or within
the child's own fqmily and that the child should be referred for treatment only if
all three nt;:*eds are present. (D'Amato 1969, p. 26) Despite concurrence of many
authors on the issues involved in the decision‘fo refer for residential treatment,
Maluccio and Marlow insist that "the decision to place a child in residénfial
treatment is presently a highly individuqlizéd matter bosed: on.a complex set of

idiosyncratic factors defying categorization." (1972, p. 239)

*This is the idea behind Oregon's established Child Study Treatment Cen-
ters and the Adolescent Study Treatment Centers to be proposed to the 1977 Leg-
islature. .
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One side issue in residential treatment within psychiatric hospitals is the
question of whether or not adolescents should be mixed with a.dulfs in a general
treatment program, should share living units with adults but participate in an
adolescent treatment program, or should be separate from adults both in living
- quarters and program. Gossett et al. cite a study by Beavers and Blumberg which
strongly suggests that those hospitals offering a specialized adolefscer;f treatment
prog;ram had better long term results, especially for schizophrenic and character
disorderc'ed pﬁtiénts. They concl'ude‘ that this observation was supported in later

studies. (1973, p. 607)

| Gralnick, on the other hand, found that there were sufficient referrals to
transform his hospital to an all-adolescent hospital, but held the adolescent popu-
lation to 40 or 50 percent, seeing the all-adolescent hospital as an artificial
climate which leads to the unmanageable behavior of the gang. (Nichtern 1968)
Policy at the Univ;ersity of Texas Medical School Hospital reflects the conviction
that the presence of adult patients among adolescents reduces tension and allows
for rﬁufual )benéﬁf. They limit the adolescent p0pu|afion on any v;lard to 70 per-
cent of the total. (Beavers 1968, p. 10)

The importance of this issue became apparent when one considers that ado-
lescents and );oung adults are being admitted to mental hospitals at rates higher
than all other age groups. (Flomenhaft 1974, p. 66) In 1971 ;:dolescenfs com-
prised 25 to 30 percent of the patient population in psychiatric hospitals. (Levy

1971, p. 18) In 1969 the N.I.M.H. predicted that the overall residential
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population will decrease by 18 percent, but that the per'ce'l;xt of those patients

who are young will increase by 90 percent. (Oregon Mental Health Division 1969,
p. 10) Other evidence that an increase in young psychiatric patients is likely is-
found in the government prediction that by 1985 one-half of the UnH’ec‘.I States

population will be less than twenty-one years old. (Nichtern 1968, p. vi)
PHILOSOPHY

A residential tredtment setting must adhere to a coherent philosophy re-
garding the bringing up of children in general and a philosophy of treatment in
particular, (‘Levy 1971, p.. 20; Beavers 1968, p. 11) Beavers ventures the opinion
that | |

No special theoretical model of psychopathology seems to be needed to run
a successful adolescent unit. However, it is essential that whatever treat-
ment philosophy is used, we make its main outlines simple and clear enough
to be transmitted [to everyone]. (1968, p. 11)

The treatment philosophy is necessary for confinuif).' and predif:fability in
the living unit, and to enable all staff to be agents of fhe therapeutic experience
(or at least not to detract from therapy done by others). Thev philosophy usual‘ly
develops out of an understanding of the cause cna/or cure of the pafﬁology. Those
locating the "illness" in the resident are likely to develop a different philosophy

and to behave differently than those emphasizing a sick environment. (Stannard

1973)


http:transmitt.ed

14

Recurring isst;nes in treatment pHilosOphies ar‘e;

1. The cause of the disturbance (usually seen as a lack of something).

2. The goal or goals of treatment (usually an ai;fempf to supply that which
is:/was lacking and how this mfghf be done)r |

3. The desirable degree of structure and ;:ontrol--énd acceptable methods
foricchieving’ and maintaining these.

4. The roles, responsib.ilifies and decision-making power of sfaff members
'(cmd ‘patiel;fs), particularly a concern wi}h who is the "pfirhary therapist"
or a question of‘ho‘w members of "the 'reom"' will function fogefhelj..

-5, T.he‘role in freofmen'f of the patient's Family.

Maluccio and Marlow state that the prevalenf form of phllosophy of resi-
dential treatment has been that of "individual centered treatment. " (1972, p; 235)
Before the 1960s, writers typically underscored the psyc hological aspects of treat-
ment. Major fher;peﬁfic cbjectives were the resolution of intrapsychic confl iéfs,
the deveiopme_nf ,of)insigh'f, and the reorganization of fhe.chil.d's personality.
(MaiuC;io & Marlow 1972, p. 235) ‘

The views of Donald Rinsley illustrate some of.fhe ways this theory may
fronslate.info pracfice Dono|d Rinsley states that the greaf majority of adoles-
cents admitted to psychlatr:c hospitals are psychoflc or borderlme psychotic. -They
are descrlbed in ego psychological terminology cs.symbloflc or pre-symbiotic and
the goal is defined as "recons;frucl'ive frcﬂeafmenf"nlt;':‘ading to lasting healthy per-

sonality change.” Emphasis is not on the milieu but on the therapeutic relationship
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with a psychiatrist.” A.three-phose course of treatment is expected to last approx-
imately three years. S'faff. roles are to be clearly delineated with the psychia-
trist making treatment decisions after seeking staff input. Families are to be
dealt with thrOUQE casgwork. (Adilman 1973, p. 547)

The imporfan'ce. of the "environment" of residential treatment has been
recognized since Aichhorn delineated the idea of the therapeutic milieu in Way~
ward Youth. (Trieshman 1969) Be'tfelheim and Sylvester developed the concept
in 1948. (Maluccio & Marlow 1972, P. 234) A third primary figure is Redl.
Aichhorn, Bettelheim and Redl all had an ego-psychiatric orientation and were
concerned.with how the living situation could be planned around the eéo's func-
tioning for the purpose of supporting and nourishing its functioning and devellop-
ment. (Trieshman 1969) |

The views of Bettelheim give a clear example of how the emphasis on the
milieu blended with the theoretical stance which emphasized the psycho-dynamic
aspect;s of tr eafm.enf.A Bettelheim states that the cause of emotional disturbance
in chilfiren is emotional deprivation, particularly deprivatior.yof a cénsfcnf rela-
fionsﬁip from which to form a framework for interpersonal relationships. (Adilman
1973.,' p. 558) For Bettelheim, the goal of treatment is to provide this experience
through encouraging interpersonal relationships, peer group support and influence,
a formal school program, and adult protection. Rules are minimized to enable
"autonomous se‘lf-.regulation. " (Adil:ma.n ]973;, p. 558) The main responsibility

for treatment is given to the residential staff because in order to deal
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therapeutically with all tyf);as of behavior, Afhey'mus'f 'hc.&e total responsibility.
He recommends the use of young people because of their "enthu;iasm, zeal and
contagious belief %n huﬁon potentialities." (Adilman 1973, p..558) Bettelheim
maintains that parents often sabotage their cbild's therapy and thof one value of
residential treatment i; that it lets the child live O;stidé the reach of his parent‘s.
(Adilman 19‘7.3, p. 558) |
Other examples of theories emphasizing intrapsychic conFlicfs‘ond -pe;'son-
ality reorganization are available. Many of these are summarized succinctly iﬁ
Adelman's work. (1973, p. 554-565) Basic agreement on cause or cure does not
necessarily lead to similar approaches to control, staff role and therapeutic re-
sponsibility. This can be seen in a comparison of the .ph”OSOphfes of Bétfelheim
and Rinsley above. One common understaﬁding is thafhtherapists will focus'on
emotional turmoil in therapy hours while resident staff deal with behavior through-
out the day. The major theorists discussed so far have been psychiatrists who were
dealing primarily with hospital situations. A similar stance, however, is often
found within child caring institutions, in which the caséQorker is considered the
"primary therapist” or "primary relationship, " and 4fhe child care staff orthouse
parents are expected to deal with behavior.
| Some have attccked_fhe classic psychiatric diagnosis as too often self-

fulfilling. Expecfafiom. are communicated and the resultant bel";avior is described

as reflecting an "ego deficit, " rather than as behavior appropriate to the immedi-

ate social situation. (Westmaas 1971) Staff admitting an adolescent in a state of

v -
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"ego disorganichio_n}" are seen as failing to accouﬁf—for the frguﬁ\qfizing effect
of referral and admission to a fécilify for the emotionally disturbed. v'(l;i ndsey
1974, p. 143)

Abend et ;:I . refute the need for long hospitalization which is assumed by
many of those who Seék personality reorganization. They cite the emphasis of
CommUnify‘ Menfql ‘Health on minimizing the degree and duration of separaﬁo;i
from the family. ;l'hey also propose that sigbn ificant interaction CCII;I take p'lc:ce"
with the child care personnel. (Abend et al. 1968, p. 949)

bfhers have also protested prolonged institutional care. Flomenhaft in-
dicated that institutional care, especially at a distance from home, encourages
chronicity. During hospitalization, the family ern clos‘e; ranks against the
patient and l;eorgunizes by hoviqg other family meml;ers‘falée over the patient's
normal functions. He concludes that the longer the patient is awdy from-home
the more difficult .if ;'s to r.einfegraf-e into fhe'fdmiiy,a‘nd commdnilf‘y. (F!omel;nhuff |
1974, p. 57) |

“In the early 1960s the residential 1‘re¢::1‘rr-1en~1L center was stuaied by stscic.l

scientists who then discussed the importance of the social system which surrounds

patients and staff in a treatment facility. (Maluccio & Marlow 1972, p. 233)

Early examples are Stanton and Schwartz, The Mental Hospital, 1954; Goffman,

Asylums, 1961; and Cummings and Cummings, Ego and Milieu, 1963. More recent
. commentary includes the works of Thomas Szasz and D. Laing. Significant work

was done by Polsky et al. in 1962. Théy used socio|9§icdl methods to g-:ndl.y.ze
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the impact of various subsystems and subcultures of staff and residents. (Maluccio
& Marlow 1972, p. 232) Llevy, writing from the Children's Hospital of the Men-
ninger Cllnlc, states that aside from seporanon from a destructive enwronmenf
what is therapeutic obguf the progress is "a chance to point out (confront) again
and again, as it happer:rs, the personality tendencies repeafedly expressed which

are opprOprlafe to the actual current circumstances." Patients can be made aware

of their misperceptions. (Levy 1971 P 21)

In The Other 23 Hours the authors define the goal of the milieu as "b(;-
havioral change" in the child, but do not limit the behavior to that which is
.observable. This change is to come through teaching, and five "teaching formats"
- are c'wflined. These include rules, routines, programming and acfivifies., manag-
ing surface behavior, and conversations which may be general, psychotherapeutic
or life=space interviews. (Trieshman et al. 1969) |

Some, emp.hasizing the sociologically defi‘ned irﬁporfance of the peer
group, thqve trieq to center treatment in the group. In Lewis's ';Profrequenf
Group Process, " the group is seen as respansible for ind‘ividlual I?ehcvior and when -
an individual acts out, the .enﬁre group is restricted until they explore their in-
volvgménf in the ;Jct and find consfrucfive alfermfives. (Adilman 1973) Typically
in such programs, the group defermmes perlleges for the individual as well.

Maler has cafegorlzed freafmenf phllOSOphles as: |

1. lndlv'lduall){-cenfered treatment in which the one-fo-on; therapeutic |;e-

’lafionship is the mainstay of the program,
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2. Group-centered treatment in which treatment revolves around living,
work or therapy groups.
3. - Integrative treatment in which the child-care worker is 'rh‘e pivotal agent
in a service sf(essing ‘pfilizofion gf f!':e i;of}al. insf‘ifufion; (M;:.ier‘1‘965‘,
P 6§2) | o
Maluccio and erow concluae that the newer literature reveals a re-
conceptualization of treatment which oppréoches Maier's third alternative of
"infegr'ative'freotmentA. " (1972, p. 235)
There is also a philosophy of residenf}a‘l treatment which maintains that

residential treatment should not exist. This theory will be explored subsequently

in the section on alternatives to residential treatment.

METHOD

Prébcbl,y the pri'mary methodological issue in re;idenricl ;reatr;\enr ia.f. how
to define and structure roles, r"e‘sponsib'ﬂifies, and décisién making of the staff
v;ri'rhih the "freafrr;enft team. " |

The Menninger Clinic examined the func'rio'ning‘ of their prc;fessionql iﬁ-
ferdisciblincry team in doing typical outpatient diagnostic evaluations. They
found ifhaf.they had prt;Jblems of role differentiation, leadership, and communica-
tion, and probiems,ih :"elc':fionships';whichfhey labeled "frcnsferen‘Ce"ond> "éoun_fgr-
fronsfereﬁce. ’ DT'He ﬁroblerﬁs of an inpaf.ient 'stvaff.‘,. parficulc;rly when that staff is

considered-a "team, " .are greater. Levy states, "Integrating the efforts of many
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people, psychiatric as well as paramedical, into a meaningful whole is no mean

administrative fask." (Levy 1971, p. 20) Browne elaborates further:
The executive must lead his agency towards a solution of its confusion about
roles and must help determine which are the most appropriate and effective
ways of differentiating, defining and organizing roles in the institution; what
alterations in conventional roles must be brought about; how the prestige at=-
tached to various roles can best be distributed; what value systems are asso-.

. ciated with various roles and how role conflict develops: how various roles

can complement each other and be integrated to provide the most effective
therapeutic contact. (Browne 1963, p. 81)

Although it is not within the scope of this review to develop a thesis on
the cause of intrastaff tension within treatment programs, it is important to ex-
plore this issue a bit further, including at this point a discussion of two key ar-
ticles from sociology and administrative science.

An article by sociologists Fry and Miller explores the effects of using in=
terdisciplinary teams of helping or healing professionals practicing as members of
small work groups.. They discovered a high degree of job tension. They cite a
1970 study by Horowitz which indicates that team effectiveness and authority
patterns arise as a result of concensus which itself derives from bargaining. They
found that professionals are not.taught how to bargain about their roles and, thus, ‘
are ill prepared to work on interdisciplinary teams. (Fry & Miller 1974, p. 417)
They also found that the individual's influence on the team is determined by the
ability to control organizational resources, and fhe;efore, in different settings
the members of different professions will dominate. (Fry & Miller 1974)

Not only are professidnals ill prepared to work together as a team (pro-~

fessional identity and the assigned control of resources working against this goal),

S S
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but it is also difficult to combine professionals and bureaucracies. "From the
perspective of formal organizational theory, a major contradiction has been noted
in the combination of professionals and organizations structured along bureau-
cratic lines." (Fry & Miller 1974, p. 418) The'oris'.rs indic;ate that the traditional
discussions of authority and hierarchical relcfivonships in organizations are irrelg-
vcmrAfo the professional-org;:nizcﬁoncﬂ question. (Fry &Miller 1974, p. 418)

In dfscussing the relationship between the treatment team and the larger
organization, Horowitz sees that decision making c;nd policy development are
Fur:lcﬁons wﬁich are fundamental to the operation of the interdisciplinary team.
The role of management is merely one of evaluating team performance and possibly
influencing policy. The imposition of policy guidelines from outside the team is
seen to impair the performance of the team and its morale. To function efFectivé-
ly, inferdiscipli.nory teams must be given autonomy by the larger organ%zarion.
(Fry & Miller 1974, p. 418) |

The crux of the findings is this:

Organizations which incorporate a quasibureaucratic administrative structure

and also allow autonomy to accrue to professionals within the team structure
are generating several potential sources of organizational Sh’aln (Fry &

Miller 1974, p. 430)
Of coUrse, that is precisely the situc’riOn of many in-patient treatment
facilities, and the .proble'ms between professional disciplines, between professionals
and ’pardprofessio)nc.:ls..: and befweén tec;ms And .th:e bureaucracy ccm.be easily rec-

ognized in residential treatment settings.
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A 1973 article by Holland discussed the concept of "unitization" which

. he describes as one proposcl. to improve institutional care, to deéentrulize deci-
sion making to lower levels in the organization closer to the clientele and those
who are in'di.rect contact with them. The goal is to increase individualizafion
of client services. He concludes that organiiationcﬂ decentralization influences
treatment away from an institution orientation and toward a greater inaividgcl
orientation, and he recommends that decision mqking be further decentralized
and that the role of direct caré staff Be emphasized in the planning of treatment
plans. (Holland 1973, p. 248) ' - B

- The inclusion of direct care staff in decision making is becoming more and

more common. Maluccio and Marlow, citing the 1967 study Child Welfare Ser-

vices by Kadushin and a similar study by Pappenfort and Kirkpatrick summarize,
Although traditional treatment modalities prevail in most settings, they are
increasingly being questioned . . . the trend is away from the medical model
of one-to-one therapy, and the triumvirate of psychiatrist, psychologist and
social worker is yielding to a team approach encompassing the total staff.
(Maluccio & Marlow 1972, p. 235)

The inclusion of direct care staff (or "line" staff)in treatment teams has
been to some extent influenced by sociological studies which demonstrated their
substantial influence on treatment. One study by Polsky and Claster summarized
the role of the child care worker in residential cottages as "pivotal." (Maluccio
& Marlow 1972, p. 232)

Studies by Caudill and by Goffman demonstrated the substantial impact of

nurses and orderlies in lpsych‘idtri;: hospitals. (Sfémncrd 1973) This influence has’
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become greater with the incréase of educated and energetic young people irlnfo
. paraprofessional roles. (Stannard 1973) Although professio.nals tend to minimize
the influence of the line staff, the line staff commonly do not. Nurses and order~
lies in Stannard's ;tudy_felf they were more influential than the doctors in bring-
inAg about the patient’s recovery. (1973, p. 145) ' | .
Work;'by KonOpklo and Schulze stressed the importance of the direct care
done by group workers in children's institutions. (Maluccio & Marlow 1972, pP. |
234) More recently there are calls for the pr‘ofessionoliz&ionA of the child care
worker,A tra&ifionolly a person without specific atademic or professionol. training.
Birnback argues for their inclusion c;s an integral part of the treatment team,
challenging.the traditional distinction between psychotherapeutic'and‘ custodial
functions, and describing the child lcore worker as ."f.h.e prifnqrx fhéropeufic
agent. " (Diggles 1970, p. 509) |
The organizational problems generated by 1\*he 'inclusion of direct care

staff onto the treatment team have been adequately explored in the literature.
One problem is that there are usually more direct care staff than pfofessior’lals
and by insfffufing democrati¢ decision making the brofessional ‘g'roup would lose.
power. Another préblem, no doubt, rises-from the huge differences in authority,
prestige, job security, and sal;:ry which would tend to deffng professibnals and
direct care staff as u;iequcl. Beavers tr.nenfi;)ns the |;1.e.ed éf o”~ staff members f;)r
oaequafe income (to maintain moﬁ:le), opportunity. For‘pres'rig'e, opporf;.:nify for

learning, clarity of role and praise. (1968) A third problem is that since most

'
T
I A
el



24

- direct care staff are not screened through any training process, some individuals
who are unprepcred for responsible decision makmg may fill these roles.

Some quthors arfrlbufed a great many of fhe staffs' problems in dealing
with each other and with the adolescents in ‘rrecﬂ'menf as "faalures to communl-
cate," via "parcfoxm distortions, " prema’rure ond mcccurafe Iobellng, oﬁd deol-
_ings based on "distorted personifications. " (Wesfmaos & Westendorp 1971) It
would appear, however, that there are sociologically observed organizational
and even political problems not caused by poor communication but by a conflict
over authority,

A reoccuring, méfhodoloéical issue is that of the necessary or oprirﬁum
child/staff ratio. While Hylton found that the child/staff ratio of residential
treatment fccilifies ranged from 1:1 to 5:1 wffh a mear:a of 2:1 (1974, p. 152),
Taylor'recomrﬁends‘a 1:1 ratio. (1965) Beavers concludes j.‘haf the staff ratio for
a successful program with adolescents is higher than for any other type of program
except perhaps an ambitious program for schiZOphrenics.. (1968, p. 10) .

Additional methodology issues in the residential freurmen‘f of adolescents
are those of the extent and means of control and ‘.rhe components of progr&m. Ef-
fective treatment o’f4qdo|escenfs is considered to require effec'five controls .
(Nichtern 1968, p. 134), but the procédurés by which control is obtained and
purposes for which it is used vary. Beqvevrjs suggesfsfﬁaf with 'adt;lescenfs the
~ staff can err in two directions: by failing to be firm when the sifuarioﬁ demands

it (creating the anxiety of limits which are too loose); or by failing to create
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"the kind of comfortable equal relationship that teaches flje. delight of mutual
problem solving. " (Beavers 1968, p. 12) Adolescent patients, especially those
who act out their conflicts, place severe stresses on staff relationships. (Beavers
1968, p. 12) Many facilities have some system of ASsigning residents to one level
of a continuum of respo;nsibilities and privileges. (Beavers 1968, p. 11) Others
use a more‘spe‘cific' point system for the mod'iﬁcation of behavior. (Muller 1964)

Authors generally agree on the need for progrgmming activity for adoles-
cents. Large blocks of uncommitted time are seen as undesirable and the need is
recognized for sufficient workers to staff activities on evenings and weekends.
Supplies, facilities, equipment, transportation and some financial resources are
requfred for a good activity program. Also required is fhve'knowledge to élcm
activities and recreation with potential for therapeutic benefit. Trieshman et al.
(1969) urge that active programs be examined for what they give to, as well as
demand of, the ego- of the child, Chi!d care .workers need training on how to
maximize the benefit of activities.

Provision of a school! program is vital. (Bec;vers 1968; GSsset e‘t al. 1973;
Nichtern 1968; Maluccio 1974) Nichtern finds that most adolescents.i:'n a psychi=
atric hospital have a schoolv prok;lem of one fy.pe or another and recommends a
school program which‘pro.v_id‘es small c|a§ses, allows flexibility in scheduling and
work assignments, andlemploys teachers who can work w}th emotionally di'sfurbga

adolescents. (1968, p. 137) Sefvice; for problem children within the public
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school system are usually inadequate, but school systems typically aid in the
prqvision.of school pr‘ogrdms within the treatment setting.

Most freofmen.f programs provide some form ofv staff training. Levy main-
tains that extensive unt':i continuing inservice training is necessary to create and
maintain a quality treatment program. (1971, p. 20)

.Fin'ulliy, methods of staff communication must be designed. These typi-
cally include written notes in indivié!ual patient charts or files, oral ';reporf"
sessions at shift changes, Qtuff meetings designed to address gdr;r‘iinisfrufiv‘e matters,
_and patient-oriented "staffing" sessions. Some s;'sfems locate the most current
information on patients with case managers who may have primary respon51b|||fy
for that patient for the durchOn of hls/her residence or whose respon5|b|||fy may
be quite brief. "Community meetings" ar‘eiypicolly staff-resident meefings whose
r;)'pics may be primarily administrative, such as planning‘recreqfion or making
changes in routine, or may move into fher&peuﬁc 'areu,s as sréff and résidenfs
share their feelings about the program and each other.

The Menninger Clinic is one of a small number of programs which have
their written communication in "0peﬁ charts" equally accessible to staff and resi-
dents, Residents can "chart on" the psychiatrist lusf as the psychlurrlsf charfs

" them. In asystem |||<e this, fhere is usually a small pomon of "staff only
' chqrfmg for especnolly sensitive material. (Levy 1971, p. 21) There are other
ways in whlch rhe treatment process is becommg mo;'e uvailable to the residents -

of the treatment facilify. Because of the recent emphasis on "contracting" for
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_ treatment, it has become more common for residents to have.some part in decid-
ing treatment goals and methods. Westmaas and Westendorp presented the tech-
nique called "straight talk" through which they opened up the traditional "staff-

. ing isessic'm" to the resident being "staffed", giving the resident a participant-

obs?rver role. (1971)
THE FAMILY

Every source encountered by this author made at least passing mention of
fHe jimpor.fonc,e of working Qifh the families of adolescents in residence. Maluccio
and Marlow concur with this finc;ling, saying that the i'mporfance of parental in-
| vo|v¢menf hosA long been stressed by many wrifers;. (].972, p. 236) Similarly, a '
study for the Child Welfare League of America concludes, "Researchers feel the
findings indicate that increased work with families as a unit is appropriate and is
due éven Qreoter e;riphasis" and that from the beginn.ing it is import‘onf to activate
strengths and proyidg direction fér family infegr;nfi;n. (ToyIOrv& Alpert 1973,

p. 52) : |

THe ways:in which families are included vary. Some agencies prefer to
work with chilaren from intact families; some require court commi‘trn'enf for admis—
sion to re‘sidence';' others insist on parental involvement, ﬁsuolly through casework,
group therapy, or educational groups. (Maluc;:io & Marlow T972,~ p. 236)

. D‘ésp.ife_fhg con;urrence'of sources of fhg ne;essify f.or p;:rental involve~

ment, there appears to be a subsfgnr'ial gap between theory and practice.

P
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Maluccio and«MarIQw summarize, "While the goal of pqren'fal.invo'lvement in
treatment is pervasive as an ideal, the emphasis in most settings is oﬁ work .with
the child." (1972, p. ~236) They cite as evidence for this .conclusion a five-year
stud} of Rhode Island children in residential treatment wHich shawed that generally
very little work was done with the parents either by the centers or by the referral
cgenciés. The} coﬁcIUde, "Few substantive articles dealing with parents have
appeared. There is need for further consideration of the role of parents and par-
ticularly the factors that interfere with their more consistent and meaningful in-
volvement." (Maluccio & Marlé:w 1972, p. 236) 'One factor affecting pt;renfs'
involvement with their children in residence is the distance parents have to travel

to the treatment .facilify.
DISCHARGE/PLACEMENT/AFTERCARE

Discharée p.lcmnin'g'and aftercare services are among the pri;nary problems
in residential treatment. Maluccio found insuffic’ienf coordination among ageﬁcies,
fragmentation of services, and inadequacy of supportive p'rogroms'{ within the com-
munity. (1974, p. 230) The same sfud); showed evidence,fhﬁf, although clear gnd
thoughtful re;:ommendqtions for aftercare services‘ were made by the treatment in-

’ sfifuffons, there was lifflé follow—'ﬁp in the community. (Maluccio 1974, p. 233):
Communities Iaclé se.rvitces. They ‘l.a,ci< the s'erw;ce;s; which could have prevented
fhe sifucfions.'which require residential fréafmenf., Théy lack the serv?cés which

. - - ‘t . . .
can serve as alternatives to residential treatment. They also lack the services
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which can support and maximize changes madeAdUring the course of resif]en‘ﬁal
treofm#nf. - |

One final issue deserves mention in the discussion of residehfial treafménf
method. Quality resic!enfial treatment requires adequafé facilities, furnishings,
equipment and supplies.. The physical surroundings need to be pleasant, com- .

fortable and durable. Superior and- detailed accounts of the manner in which

facility can facilitate prOgrarﬁ can be found in Maier and Kamps (undated) and

Trieshman et al. (1969)
- RESEARCH AND EVALUATION

 Research on residential treatment is in its infancy. Hocficé would be
qualitatively improved by clearer understanding of the effects of-vurious forms of
residential treatment. If practitioners knéw how, why and for whorﬁ;residenj’ial
treatment "yvorked; " they would be able to knowledgeably alter treatment pro-
grams or more discriminately admit clients for freatménf. The purpose ‘ofbfhis
section is to explo.re what has been discovered abauf residential treatment and -
- more specifically about residential treatment effectiveness.

By far the most succinct examination of research on residenfi‘al treatment
is presented in fh;z 1972 literature review by Maluccio and Marlow.  They found
that most reéearc;E in‘vresidenfial treatment Has_)b"eAen déscripfix)e resear;h, describ-
ing specific centers or characteristics of children in res‘idence or program compo-~

nents. They found little research on the process and outcome of treatment and
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conclude, "A\'/qiloble.sfudies represent isolated and fragmented efférfs of indi-
vidua! centers and ‘reflect the lack of cumulative research in the field of child
welfare." (Maluccio & Marlow 1972, p. 240) These authors found a need to 'fill
the.gap in research on the process of treatment and especially the factors that
produce change in children. They point out that although the works -of Polsky
and other sociologists provide a lot of information about the interaction among
residents as well as between residents and staff members, there are no conc?usions
about the effect (or effectiveness) of various patterns of c.;hild care. (Maluccio &
Marlow 1972, p. 241)

In summarizing their findings on the effectiveness of residential treatment,
Maluccio and Marlow state that available evaluative research consists primarily
of follow-up investigations focused on the relationships between adjustment in
residential fre'ai'men.f and adapfcfion.affer discharge. They continue:

All of the available studies are descriptive, short~term and follow-up. None
has the scope of a comprehensive or definitive work, each is concerned with
a small number of children known to a particular center. There has been no

fongitudinal research, and there has not been any’ investigation encompassing
"a wide variety of treatment centers or comparing a number of programs. (1972,

p. 241)

‘ This criticism is echoed in the 1970 sfatemént by the Joint C.o;'.r;missit;':n on
Mental Heélfh of Children which indicafés that "few residential programs evaluate
the outcome of fhéir \;vork in rigorously designed, weli-'confrolAIed, scienfificé”y
objective studies." (1970, p. 273).‘ : 0

Two primary methodological problems are those of defining and méasuring

success. Success is usually viewed as the ability of the child to function
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adequately after leaving the institution. (Maluccio & Marlow 1972, p. 241) This
definition overlooks the effect of post=institutional influences upon the resident,
both supportive and debilitating. Ina s.tudy of the Menninger Ciinic, for example,
it was determined that the degree of change achieved in residenfiél freafment was:
not significantly related to. mst-discﬁarge adaptation, (Taylor & Alpert 1973; p.
45) |

The measurement of succe;sful functioning is also problemo'fic. No single
instrument stands out as capable of locating and measui’ing suc'cessful’ fun;tiohing.

In 1973 one noteworthy study attempted to summarize the findings of long-
term follow-up studies of adolescent residents of psychiatric hospitals. They found
that fhirfegn studies had been published within the |a;f thirty years. Six variables
~ were found to be significantly correlated to the Iong-fc'erm outcome of persons Who
received in-patient psychiatric treatment. Three of these variables were related
to patients: the severity of their psychopathology, the ;'arocess-rea'cfive nature of
fheir psychopathology, and their infelliger;ce. Two variables refe.r to' the nature
of hospital treatment: the presence of a specialized adolescent program, ana com~
pletion of the in-hospital treatment. The final voriasle, which refers fé r;lfferc;:re,
| is continuation of individual psychotherapy following hospifa'l discharge. (Gossett
' éf al. 1973) Because mgthodological f'aulfs. were a;:;parenf in the thirteen s'fudieé,
the suggestion of r;ew. hypéfheses for research may be.fﬁe main v’alue of this sum~

mary of their findings.
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Another interesting study, this one by Kalman Flomenhaft, compared the

~ effectiveness of two ;reafmenf programs at Colorado Psychiatric Hospital, .ope an
inpatient program and the other an ;amergency oytpafient program. Adolescents
from the two groups were judged on four developmenfol tasks of adolescence, using
the Developmental Task Inventory. No significant ;iifference was found in out-
come and it w;xs noted that outpatient freotménf was bofh faster by a 2:1 ratio and
cFeoper by an 11:1 ratio. (Flomenhaft 1974) | . |

Another important finding may be that by Grob et al., who found that
while "improvement" was reported by subjects or co-respondents in 75 p.ert':enf'o'f
the cases studied,- intrinsic in this was a lowering of expectations which was
ackpowledged by the families. (1970) The most pessimistic finding, derived from .
a ten-year fol‘low-up study, was fhaf' "without qu'e'sﬁon". the only fherapeufic
variables associofea with outcome weré those which described the severity of.
illness;‘af fhé time éf hospitalization. (Herrara et al.' 1974, p. 773)'

Generol!x, it would appear that the field is a Iopg way from having a
workable body of knowledge oﬁ f’he causes of pathology, the utility. of various
fo;-ms of treatment, or the methodology Ey which to find out. There is need for
compqris;:n studies, control groups, and the replication of sfudie:s t;> determine the
- reliability and Qalidit)y of ;larious methods. The increasing insistence of funding
and regulatory sources Er documentqtior:n and evq!'uafion may be inc,enff.ve for at-

tention to research.
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INNOVATIONS AND ALTERNATIVES

No Iif‘erc.tu;-e review is complete without mention of the criticism of resi-
dential treatment and.the innovations and alternatives being proposed and dgvel- |
oped in response to those criticisms. |

There are unintended consequences of institutional living. It hés been de-
scribed as debilitating and dehumanizing while returning few to more satisfactory
levels of social functioning. (Holland 1973) boud contends that in fhe hospital
the patient is caughf in the bind of being sick and having to admit to sickness but
. of not being allowed to "act" sick. (1969, p. 1745) I\?any persons look back on
hospitalization as punitive and destructive of self-esteem. (Herrera et al. 1974,
p. 773)

| The decision to place a child in a residential facility often comes from.the
failure to provide résources for families. Resources which could be'considered )
preventative c;rAterfiary, are adequate income, health care, day care service;

counseling, and family casework service. A more detailed presentation of this

thesis can be found in William Ryan's Blaming the Victim. (1972) R;ran sees the
cbncepf of stress as the connection between pover;y and mental illness. He.cites
the fihdings of Luﬁgner-cmd Michaels, maintaining ff;lcf their finﬂings "show beyond
doubt" that the more stfésses'a person experienées in‘his .Iife,l the more vulnerable
he is to the dgvelof;}nénf of emotional i:lisorder. (Ryan 1972, p.“'150) He contintljes:
~ Being poor is stressful . Being poor is worrlsc:;me, one is anxious about the next

meal, the next dollar, the next day. Being poor is nerve-wracking, upsetting.
When you're poor, it's easy to despair and its easy to lose your temper. And



all of this is be&ause you're poor . . . Not because [your mother] broke
your bottle on your first birthday or breast~fed you until you could cut your
own steak. But because you don't have any money. (Ryan 1972, p. 150)

Kahn ;rates; "While we don;f separate children from poverty stricken |
parents as a matter of public policy, we do ro!erate a predictable c!‘lain of events
' which has this inevitable consequen?:e. " {Kahn 1966, p.'7)‘: He cite; the wide- .'
spread assumpfion that able, competent, "normal" people manage alone or obtain
family helpvbur do not need assistance from the state. The inadequacies and im;
morality of a small number of unfortunate citizens are assumed to prodqce defé_c- 4
tive children in need of treatment. (Kahn 1966, p. 7)

Kahn suggests that it means little to develop qualified fosfe;' Home place-
ments or residential treatment centers in communities which lack basic u.ss.isl'ance ‘
programs and the related family casework or.child weH."are services to children in
their own homes. He continues, "bfherwise povérfy leads to placem..enr, via a
well-marked pct'hw.ay, and the child, by the time he reaches foster care, is often
disturbed. " (Kahn. 1966, p. 7)

It has l;een contended that fHe need for resid‘enﬁal"'freaf-menf. of children
could often be prévénred by the provision of serviceifo families. It' ha.;. also bee:"a
noted that there are often undesirable side effecfs of residential ‘frec.:tment. The
g main fheorefi;ai r'esponse to fh.is.dilemrﬁc, and a part of the Community Mental

Health model of the mid=-1960s, is the call for the aévélop,mént of a truly corr;pre-

hensive, coordinated, and community-based network of treatment resources to meet
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the varied needs of children faced with stress and experiencing emotional prob-
_lems. (Maluccio & Marlow 1972, p. 232)
Two common recommendations are for a centralized diagnostic facility and
‘a continuum of freatment resources.
It is proposed that ' o !
More precise criteria and centralized intake for treatment centers.in specific
geographical areas could reduce inappropriate or duplicate applications, al-
leviate the frustrations of both centers and referral agencies, and produce
more rapid and appropriate help for the troubled chlld (Maluccio & Marlow
1972, P 240) : :
Adler describes a sophisticated, comprehensive, community based child -
placement service that emphasizes differential diagnosis and treatment planning
through the use of an interdisciplinary team to match each child's need and com~
munity resources. (1969) Maluccio and Marlow, however, point out that it is
difficult to make accurate diagnoses and treatment plans without strong and well-
researched theory. They state:
A frequently espoused view is that there should be differential planning for
the treatment of emotionally disturbed children . . . There is a paucity of
research as well as articulated theory in this area. . . . Particularly lacking
is comparative research into the appropriateness and effectiveness of dlfferenf
types of . . . freafmenf (1972, p. 239)
“Kahn, too, proposes establishing centers for evaluation, referral and disposition,
but he would bias them toward keeping families together. (1966)
In Oregon this trend is evident in the Pilot Program for Emotionally Dis-

“turbed Children. The goal of this program was to "identify, analyze, evaluate

and integrate the needs and resources for care of the emotionally disturbed
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children in Qregon." (Oregon Mental Health Division 1969, p. 3) The documen-
tation of service need from this project led to the establishment of seven Child
Sfudy—Treafm;ant Centers throughout Oregon. Adolescent Study-Treatment Cen-
ters are now being proposed by the Mental Health Division. These Study-Treatment
Centers are modeled after the comprehensive community based, diagnos’ﬁc center
proposed in the literature of the 1960s.

| Two approaches are demonstrated in the development of treatment pro-
grams. One emphasis is on the coordinated availability of a continuum of non=
residential treatment resc’-urces in each communir); to minimize tHe need for resi-
dential treatment. The other emphasis is on the development of eFFecl;ive resi-
dential treatment resources which minimize the undesir;;zbie, aspects of fradfﬁon'al
residential treatment.

Non-residential treatment includes résources such as casework services,
spécial scﬁool prog‘r;urr'\s, day treatment centers, sheltered workshop.s, and out~
patienf ’rherapy‘. ‘Ii.' is not within the‘ scoﬁe of this review to discuss developments
in mnresvidenfiallcare, except to mention thqf,itv is now ‘m'or'e common for residen-
tial and nonresidential resources to interface and cooperate in the _pro;‘rision of
service. Residential treatment agencieé, f;Dr example; may pr;:)vide casework
'sérvice and family therapy for fc:xmilies of the residents. Psychilafric: hospitals maf
~ provide day treatment .p.rogrqms. and Aoufpafienf‘ fhérapy as al ternatives to HOSpitali-

zation.
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Nev;f fo;'ms)of’residential treatment are eyoliring. l-;oster care, of course,
" is an estoblished alternative to the institutional care of<dependenf children, A
new development is special foster care, which pays a salary to the foster parents
to enable them to ccre,for cHildren full time, Group homes were originally de~
veloped as halfway houses to provide a graducl return to the community. Th'ey'
are now often Aséen as an alternative to institutional placement and as the treat-
ment of choice for adolescents who are unable to return home. (Nichtern 1968,
" p. 42) Kahn, for example, favors cgency-sponséred group homes or the-.;.maller« '
institutions with a relatively high staff-child ratio, a relatively small coftoée
grouping on& with "live in" staff rather than a daily rotation qf staff, (Kohn' 1966,
p. 9) |

Sometimes agencies co;aperofe in the provision of treatment. A schooldistrict
may provide educational resourcesAto a treatment center. A hospital may contract fo
brovide emergency backup for a treatment center without se'cu.re facilities.and medi-
cal resources. (Nichtern.l%B,‘p. 52) (In Oregon, the legislature has recénrly aé-
provéd the establishment of a Secure Treatment Unit at Oregon State Hospital for
adolescents and éhildrén. Purt'of their manaafe istoprovide residential centers -
across the state withbackup for difficult children.) Hoffman. et al.. describe a rﬁodgl
chamrﬁunify based group homes run by a child care agency which is affiliated with
a psychiafrfc hosbifafi'wifh adolescent faci‘lifie‘s (see appendix D). Consid.er-'
able interaction of staff was expected since the adc;lescents were essen-

tially clients of both institutions. Participating agencies had clear agreements
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about the responsibilities of each and an advisory committee was formed to estab-
lish policy and‘fo keep the relationship dynamic. (Hoffman et al. 1975, p. 288)
In contrast to the complex and precise model- above is.fhe La Amistad
program, described by Muller. The goal of rhi.;, program is to provide a good, in-
expensive, easily duplicable, residential freofmenf~pro‘grom fc.>r seyerely disturbed
aaolescenfs. (Muller 1974, p. 587) In reviewing the literature and visifihg simi-
lar facilities, Mullef concluded that "the most successful programs were unortho-
dox, had untrained residential sfaAff, and were free of govérnmenfal. confrois" and
that "the warmest, homiest operations operated as a family and 'revflecfed the per-
sonalities of those in charge. " (Muller 1974, p. 589) He Boughf .o small house,
which was licensed, zoned, chartered, and "I.R.S. sanctioned" as a'.nonprofif_ :
f;)undafion. Development of this program was relcf‘ively simple and those in-

volved were enthusiastic about its program.
SUMMARY

In summarizing their review of the literature of residential treatment,
Maluccio and Marlow express succinctly the findings of this author:

The field is characterized by insufficient conceptual clarity, fragmentation

of practice theory, and limited substantive research. Available studies,
which are largely descriptive, reveal a lack of cumulative building of knowl-
edge and experience. Crucial questions raised decades ago relative to such
aspects as selection of children and the effectiveness of programs remain un-
answered. (Maluccio & Marlow 1972, p. 243)

There is evidence of evoluhon in the fheory and prachce of res:denhcl

treatment. -Use of the milieu and emphasis-on mo:ximizing the treatment
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effectiveness of all staff members, whatever the intra~staff prAessures'w»hich result, |
seems to be firmly established. Emphvasis on intra=psychic dynamics is wcping and
social learning as treatment is receiving emphasis. The importance o'f the present
functioning of the family as a primary source of .sociol learning is receiving great- |
er emphasis. | |

4 There appears to be recognition that ins;‘ifufionali_zgrion can be régressive.
The need for a continuum of treatment servit.;es and supports is commonly expressed.’
On the other hand, few mental health sourcés mention the argument of Ryan that
stress from poverty causes emotional disturbance and the concern of Ryan Aond
Kahn that the primary need is for basic services (income, housiné, medical care,

etc.) rather than for treatment services including preventative treatment services

(parenting classes, earl} childhood education, teen "rap groups, " etc. )

Expansion of the treatment ;':enfer into a community-based comprehensive
program, and exper.imentofion with a variety of o.]rer.nafiives to institutionaliza-
_ tion, appears to have support in the literature, but establishment and maintenance .
of such programs now deiaend dn‘firlanci_ol support, primari[y su'pporf fhroug‘h fed-
eral programs. |

The chapters which follow will focus on the progrumhing options of Wood-
land Park Hospital in their specific context of &onfingencies and resfr;:ints. It is
intended that this literature review aid the staff of Wo;alahd Park Men.fal' Health

Center in their consideration of issues, values, and program alternatives.



CHAPTER 1lI
" NEED FOR SERVICE

The purpose of this chapter is to provide an overview of the need for post-
“hospitalization treatment facilities for Portland area adblgscenfs experiencing
mental and emoﬁonal problems. 'i;his information is not presented as a definitive
need assessment, but as an overview of need as it w;:s presented by service pro-
viders. Of importance in this chapter is the defin:ifion. of the populctioﬁ, or
populations, in need of freafmeﬁf. Also in;lporfcmf is a broad definition of fhé
optimum treatment modality. In later chapters program options will be more fully
explored and the feasibility of establishing these programs will be considered.
Some of the information for thi; overv.ie‘w‘ was ébfoined. from personnel at Woodland -
Park M;anfal Health Center (WPMHC). In addifioﬁ, énterviews w;:re hel.d‘ with
persons who plan, administer, and bro’viae service to di’sfu;bed‘ad.olescents within

ti’le cdrﬁmuniry.
“THE VIEW OF THE MENTAL HEALTH CENT'ER_

Consensus of the WPMHC staff is that there is a serious problem with the -
post-hospital placement of a number of their adolescent patients. It was the prob-
lem in locating suitable aftercare which originated this study, While exact num-=

bers of qdblésceﬁfs hospitalized and subsequently placed are not 6‘yai|ob|e,
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independ’enf estimates of WPMHC staff concur. Approximately fifteen adolescents
are placed into residential treatment each month, Of these, approximately five
are placed in residential situations which are in_approériafe. (Wong 1976; Haley
1976) WPMHC staff ogrline as follows common prob‘lems in arranging aftercare:

The placement process takes too lo-ng. | R

Appropriéfe facilities have no openings for admission.

Appropriate facilities do not exist in Oregon.

Trearme.nfvrec.on;mendafions requested are not followed.
These placerﬁent problems have consequences for the program at WPMHC, but
more importantly, for the patients.

It appears that the delay in placement is usually a result of inavailability
of appropriate treatment resoprce;s and ;af the time req'uired for application and
screening procedures at residential treatment programs. The delay in placing
patients in post—ho;pitol treatment when they are ready for hospital dischcrge‘
slows admission into the hospital, creating a woitiﬁg list for the hoséirol's odoles;
cent program.

In those cases in wEicB appropriate treatment resources exisf_‘buf have no
openings for new odmissions,‘ there results either an unproductive wait in the hos-
pifol, ovre'ferrol toa less tFan appropriate treatment resource, or an énfermediofe
placement to await -admission. Any of fhgse courses results iﬁ sorﬁe disrupric;n of
treatment in which fi’eatmenf.;c.;ains ofre diminished. 'T‘he d‘isruﬁﬁén may be simply

«a minimal irritation or may be the cause of substantial damage to the patient.
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Consensus of the hosp‘ifal staff appears to be that greater treatment capacity is.
needed in institutions and group homes providing quolif;/ treatment programs.

For certain adolescent patients there aépecrs to be no adequate treatment
resource within the state. These patients are usuollx placed in a less~than-
appropriate treatment setting. Some are still able to adapt and grow in fhe place-
ment, For ofh‘ers the placement essentially provides I.iffle or no treatment. Ado-
lescents often run away from a placement for which they are not suited.

Two of the primary services provided by Woodland Park Mental Health
Center are evaluation and treatment planning. When the recommended treatment
plan is not followed (perhaps cannot be followed because of the f;eatmenf setting),
the Vo[l;le of these s'ervices; is lost, Of course, this isa wc;sfe of a costly service,
but of greater importance is the fact that the patient suffers from the abrupt dis-
continuity of .treatment. | |

The WPMH.C, staff was defined three populations of adolescents for whom
it is particularly difficult to find a svitable placement. These ﬁopulaﬁons are:

1. Those who are dangeroué to themselves, others, or property.

2. Those who are experiencing severe psychotic or neurotic symptoms which.
require structure, external control, and/or close medical management.

3. Those who are likely to run away from any treatment setting.
The need fo; a "sgcure" treatment facility is seen as a faqto{rnin cdmrﬁon in the
programming requirements for all of these pOpl.;IGin;'ls, but secure f;eafment is seen
to be particularly imporfanf for .fhe group judged to be dangerous to themselves or

others. For purposes of discussion at this point, a "secure" facility may be defined
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as one which is locked and in which the opportunity for violence is minimized.
Placement in a secure facility does not preclude the possibility of fhe resident
spending unsupervised time outside the facility, but doing so is ;ubiecf‘ to doctor's.
order, staff decision, or bﬁrh. |

-Briefly ;Urhmari.zed, the consensus of the sfdff of WPMHC appears to be
that fhere‘is}a"neec'i, for many of their patients, for easy access to a residential
' freatmeﬁf program wgiéh will carry”ouf the treatment recdmmendations.of the
hospital . There is believed to be a particular need for a'secure facility tolpro-A

vide this service.
THE COMMUNITY VIEW

In or;der fo'accur.ufely a.ssess the need for residential fréque’nf resources
for adolescents, information and clinical iudgmenf \.Nere sought from community
sources. Existing and developing treatment resou_rées wifhi; the community'weré
explored, Emeré?ﬁg priorities, which car.| affect the fea‘sibilify of program ideas,
were assessed. Alnferviews were conducted with the directors of several udolgscenf
treatment programs and with répresenfutives of the Mental ‘Healfh Division, the
Children's Services Di\}i#io‘n, and the Department of Human Resources. Communi-
ty sources contacted are noted in the Bibliography. Finglly, available need
assessments and the Comprehensive Mental Health ‘Plons of surrounding canﬁes

were consulted.
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in general this inqu.iry supportéd the conclusions of the hospital staff.
Community sources indicqfe‘the need for additional resources for residel;lfiql
treatment. (Guzie 1976; Doyle 1976). An unéublished need assessment con-
ducted by the Multnomah County Mental Health Clinic indicated fho.f! in the
year preceding, responding agencies had provided residential care for 240
clients and turned away an additional 109 applicants. ‘(Multnomah C_éunty Local
Needs Assessment oi‘: Services to Families and Childr;an 1976, p. 6) The need for
adolescent grobp homes was one ‘of the two most offén mentioned priorities.for
service. There is particular demand for secure treatment chilffies, and the popt-Jla-
tion defined asbeingin need of secure treatment appears to be essentially the same
asthat described by the hogpifol staff. TheRegion | Office c;f the 'Children'sﬂ Ser-
vice; Division has béen keeping extensive records of placement problems they
encounter. Although the statistical computations are ﬁof c0mP|§fe,- indications
are that priority ire.ms for service are increased residential freafme.nf capacit'y dnd,
particularly, the provision of s;ecure treatment for adolescents. (Doyle 1976)
; One long awaited devAeJOPmenfl is the establishment of the Secure Treat-
'ménf Unit at Oreg‘onA State Hosp‘ifal. Tiﬁs unif"v.vilf-provide secure :freafmenf for
fifteen adolescents from throughout the state. An additional five "crisis beds"

will be used to provide emergency relief for communities and for adolescent treat-

ment programs throughout the state. (The unit will provid.e equal capacity for the se-

cure treatment ofchiidren,) Because it is anticipated that ddolescents will be.in resi=
_dence for three to nine months or longer, none of the community sources who were

» T L
. T
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contacted expressed fHe opinion that this unit will meet the demand for secure
treatment resources.

The Children's Services Division has de\(eIOped a desc.ripfior? of plc;cemenf
resources in the Portland area. (Seeappendix A.) This material indicates a gap
in treatment resources for certain groups of disturbed adolescents who are con-

sidered inappf?)priate referrals for any of the residential centers in the area.
(This' material excludes hospitals.) Inupprc;priafe for referral are those adélescen.ts
who are actively psychotic, overtly homosexual, or have an 1.Q. under‘ eighty.
No indication was given in this material of the number of adolescents who are
hard to place because of these reasons. The Wasi':ingfon County M;enfal Health
Plan also placed high priority on the establishment of a grt;up hc;me for disturbed
o&olescenfs with an [.Q. below normai. (Washingfon County Mental Health Plan’
1975)

In addition to the need for greater av&ilqgi!if)( of group homes, treatment
centers and secure freafmeﬁf facilities, there is a small but growing demand in
the community for non-residential treatment services as an alternative for dis~
turbed adqlescenfs. (Klesch 1976; Stern 1976; Kimmet 1976) nggésf%pns include
alternative school programs; more flexible out~patient proérams, intensive and
comprehensive family therapy programs, ‘dnd day treatment ceﬁi‘ers. A]térnafi;e
educational programs and therapy programs fqr adolescents and their families
both received support as prior'ifies in the Mulfndfn;h Counfy Need; Assessment.

(1976) The Washington County Comprehénsive Mental Health Plan (1975)



indicates that the first priority for new service is more available and flexible
outpatient treatment which allows mental health personne! to respoﬁd to critical
situations and to see clients as often as is needec;l. during crisis.

Adolescent day treatment is usually defined as a full five-day program
which includes a school and/or vocational program, therapy, and-socialization
components. Day treatment is seen as a resource for post-hospffal ca're fér somé
and as an alternative to hospitalization for others. The 1975 C'omprlehensive
Mental H'eélfh Plc(n for Clackamas County included, as secv;)nd priority for service
to the mentally and emotionally disturbed, an expansfon of t~heir existing day
treatment program for adults. Their 1976 Plan may include a proéosél for a day
treatment program for adolescents. A copy of that proposal is inclgcfed as an
apy;':endix of thi.;. study. (See appendix C.) In Oregon there are cur»rénfly no day
treatment facilities for emotionally disturbed adolescents v;rho live at home.
Oregon State Hosp.ifcl does maintain an adolescent day treatment program, but
participants live :in a form of group home at the hospital or on hospital wards.

An additional concern within the community is the need for accurate
evolu;:tion for effective treatment planning. - As one responsé to this céncern, the
Mental Health Division and the Children's Services Divisio; are su,bmifting a
joint re‘quesf'fo the 1976 legi;lafure for the funding of several Adolescent Study
Treatment 'Cfénf.é}-’s to >s,,erve as regional diagno:sficr:vfécivlifiés. )There,a!so is ex-
pressed'fh'e need for a.:conrinug;m qf options fo«i care and the need for continuity

of care. (Stern 1976; Hancock 1976; Kimmet 1976; Hoyt 1976)
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SUMMARY

Hospital and community viewpoints highlight many of the same problems.

The ho;spifal's problem in locating suitable placements for ;:do|escenfs in their
program is matched by the c0mmunéfy's concern that there is need for increased
treatment capacity. Both hospital staff and community professionals vpl‘o;::e' a
priority on the need for secure treatment facilities. As the communify‘la-ments
the unavailability of evaluation and treatment plqnning, the hospital staff ago-
nizes over evaluations and treatment plans which seem to be lost or ignored. Both
. hospital and community are experiencing the néed for continuity of service.

Dissimilar is the growing emphasis within the community on the need for a
serious non-residential alternative to hospitalization. Day treatment is being
pictured as a missing resource in the needed continuum of care: a potential al-
ternative to hospitalization fér some adolescents and, for others, a post-
hospitalization support to ease transition back into the community,

As Woodlénd Park Mental Health Center cqnsiders expanding their range
of services to cdéiesceﬁfs beyond the existing inpatient program, t.here appear to
be four options. Services can be expanded to provide secure residential treatment,
nonsecure residential treatment (including grébp homes), adolescent day treatment,
or some combination of these. In the fo”oyving chcpter these opfi.vb‘ns» will be dis-

cussed.



CHAPTER IV
PROGRAM OPTIONS

Chapter l4ll presented a rough overview of the need for treatment services
as defined by the staff of Woodland Park Mental Health Center and by persons in
the community involved with the treatment of disturbed adolescents. This chapter
will focus on presenting and discussing the three freafment‘modoliﬁes suggested by
the study of need and mentioned in discussion with service providers: (1) secure

' treatment, (2) non-secure residential treatment, and (3) day treatment. A model
which combines two of these options will also be discussed.

In this chapter certain pfogram components are defined as desirable or
necessary for the effective treatment of disturbed adolescents. The components
were so defined by ;: consensus of 0pinion‘expressed by WPMHC staff"', community
se'rvice providers, and by the literature on reside‘hfiql treatment. On occasion
there were contradictory opinions, or components commonly judged to be required
for certain ado.lescents, but judged to .be contraindicated for others. These differ~
ences are presented and considered in the discussion which follows.

The intent of this chapter is to present a consideration of fHe major com-
ponents of various basic treatment 'moaalities. A discussion of progra(m ;Scrticulors

(staffing patterns, admission.and discharge procedures, etc.) must be der.ived from

v
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more basic policy decisions on the population to be served and the basic treat-
ment modality.

An awareness of the constraints of feasibility is co:.'nmo'nly bresenf among
stoff and c;ammunity ;eryice providers. Discussion of what is needed was blgnded
with discussion of what is possible. Primary issues of feasibility are the availa-
bility of funds for ~<:<::pih::| expenditures, the availability of funds for‘purch.asing
care, and the requirémenfs of licensing and regulatory bo&ies. Circular conver-
sations were common, typically presenting the concern that "X" Erm of adoles-

_ cent treatment is necessary but fha* (a) funds are not likely to be ovciloblé for
required capital expend.iture and that (b) the available facilities woula not really
accommodate the treatment format necessary to reach the population in need, and
(c) there ,probcbl.y would be no source of funds to pu;chase care anyway.

| To avoid circular discussions such as this <.>he, it evenfually became ap-
parent that the rﬁost 'u;eful way to present information would be to c;iscuss each
treatment optionAseparctely in terms of its benefits and shortcomings. Both pro-
gramming issues and concerns of feasibility will be oddfessed in ti‘lé disc.ussion of

each option.
SECURE TREATMENT FACILITY

A "secure treatment facility" is commonly defined as a facility which is
locked and in which the danger of violence to self or others is minimized. Medi-

cation, use of a "quiet room" or restraints may be used to control behavior.



Placement in a §e_cdre facility does not preclude the possibil.ify of the resident
spending unsupervised time outside of the facility, but dging so is subject to doc-
for';f. order, staff decision or both. Adult clienfs. voluntarily in treatment at a
secure facility have the right to leave treatment "against medical ad?iqe, " but
in Oregon, children whose4pcr‘ents~ voluntarily place them in treatment are not
legally frée to leave unléss they have their pq‘renfs; consent. The |§gc| rights of

juvenile patients are currently under consideration. (Moss 1976)

Benefits

1. It would provide the secure facility felt to be necessary or cAiesi'rable
for certain populations.

2. There is high demand for secure treatment in the community.

3. A treatment center could provide facilifﬁies for recreation, school pro-
gram, and possible-vocational training. |

4. A highly develo'ped treatment program assumes sufficient staff to carry
out specific and detailed .treafmenr progranis, and to control acfiqg;ouf behavior.

5 Funding is available through Title XIX direcrliy from the Public Wel-
fare Department if the facility is accredited as a Psyc‘hiorric facility by the Joint

Committee on the Accreditation of Hospitals (JCAH).

Shortcomings
1. Would seem to require a large capital expenditure for purchasing,
building, or.remodeling to meet treatment requirements and fire and health codes

(a major problem).
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2. A high daily césf of care is probable.

3. It is likely to be the kind of "total institution" which with an all
odolescent population creafels an "adolescent culture" with resuiting ;;roblerps.

4. The total e_ﬁvironment is not needed for some of the adolescents with
problems iﬁ placement, and would tend to be regl;essive.

‘5. Removal from the family and the community may stigmatize the ado-

lescent. Re-entry (or the nextplacement) may be more difficult. .

Discussion

A seéun;e treatment facility would provide much of .whaf is'fel.t to be im-
portant to meet the neéd. It would proQide security and &fénsive treatment
(school, rec;reafion, medical .supervisiOn, psychofHeraéy). It would not providé :
for the socialization needed by many, because a secure treatment fa;:iliry tends
to be a total institution. Fun;ﬁné for the cost of care seems quite likely, but |
capifcl expenditures would probably preclude the establishment of Sl.;ch a program

unless a facility was found which required little renovation.
NON-SECURE RESIDENTIAL TREATMENT (GROUP HOME) .

- fwo basie mpdAels of residential treatment have beén sugg_ested by WPMHC
staff. ‘The first mc.;»del is tHe secure treatment cer.1'fer discussed ﬁreviously. ;I'he
second model,' and the form most often mentioﬁed,: is fh:e ;r,o‘up h&ne. .

A group home for disturbed adolescents isj‘t.Jsuélly Iocalfed'cs uﬁobfrusivelyl
as possible in a fcmily reside‘n'ce..‘ There are Q..SI'I'XICI“ nUI;nbgr of résidents under the
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supervision of resident "housg parents. " Housepc?ren.ts are chgsen' on the basis of
their ability to deal with adolescents. There Are commonly'cer'fain "house rules"
governing behavior. The degree of structure provided by these expectations, thg
counsel and supervisjon offered by the housepar’enl’s, the support of the living
gn;)up, and certain c‘as;awpr-k services, are the main;elements of group home treat-
ment. Occasionally staffing pai;ferr;s differ, but the gréup home model of treat-
ment is essenr-ially as explained dbove. i |

In discussion with WPMHC staff it became clear.that there are consistent
expectations that the group home could provide treatment components beyond the
scope of the traditional group home model. Staff emphasize the imporfan.ce of
providing a school program and the need to follow specific treatment pl;:ns for
each résidenf. The provfsioﬁ of a highly sfru;:fured en'vironmen; with strict ;iay
and night supervision is considered necessary and there is concern that a locked
facility,l aAquiet r§om, ér an alarn'-l system may be required. That these co;nponenfs
are seen as neces.sary for the hard to place pOpulotioﬁ is not .unexpecf'ea.. It is
not cleq:r, ‘however, how those components might be accommodated in I‘he'grOUp
home model. Because of this dilemma, the.consideration of prograﬁ c;:pabil.itiés .

is of particular importance in the analysis which follows.

Benefits- TR R B I T S e e T

1. There would be a smaller capital expenditure for a facility to meet
stafe code for group homes than for a building termed a "residential treatment

facility." S e
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2; The program could opera're with only a small group ofi.adolesce:nts and
easily expand by adding a second group homg as needéd. |

3. Ahospital=run group home mdy‘possibly be eligible for s;ome Title
XIX 'funds'if certified by the Mental Health Divisipn as a psb,ychia_rric‘facility sub-
contracting to one or m;;re county mental health programs. | |

| 4, él’bl;lp homes us‘ually. cost less per da.y than institutional c;:}e.

5. A group home provides a more "\normaf" situatio:n. Residents would be
in greater contact wirh the commﬁnify and thus be less insrifufibndli;ed vby their
experience. |

6. The group home would provide more opportunities for socialization than

an institution providing secure care.

Shortcomings )

1. It is unlikely that a set of Euse éarenrs, even with support ﬁ"om a
teaching staff or social service‘.sfaff, will be able to provide'fhe desired level of
intensive care and treatment to a group of cdolesgenfs. .Orher;faffing paﬁerns N
would be more costly. |

2. Children's Services Division fundfng is ,un'likel)f', since CSD funds for
out~of~home care are limited." |

3. It is unlikely rhar‘ building codes would berrﬁif a group home I'o‘be
locked or have a ;quief room (both of swhich Welie' ;:;Ansié.ered hig.hly desirable or

necessary),
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4. Children's Services Division regulations require treatment of no m:ore
than eight residents in a CSD licensed facility. (More than oﬁe house may be
required.)

5. A very large house would be requirg& to provide space for ;chool pro-
gramming and other tre;tment such as recreation, séciqhzafion, therapy. (A
school program was judged very important by WPMHC staff.) |

6. Receiving CSD out of home funding would probqgly mean dealing

with the CSD bureaucracy (red tape).

. Discussion

It would be‘fairly easy to establish a group home. Capira-l expeﬁditures
would be reasona‘ble, and finding a facility in a des‘irable location would probably
be feasible. (WPMHC staff stress fhé importance of a suburban or semi~rural set-
ting.) The cost of group home care is usually quite reasonable, ar.rgl it is possible
that funding might be available through CSD out of home care ﬁonies or through
PWD Title XIX. "‘lt seems, however, that a group home would not provide the kind
of treatment which was outlined in the section on need. It woﬁlld prﬁvfde Heifhér
an infensi\'/e, individualized treatment program, nor a secure fccinlify. A grm‘Jp ,
home which was more heavily staffed, perhaps staffed on shifts, wc‘:uld‘ Ee more
ekéensive, wo‘uld’ lose some of the "hominess" of a group home, ';:md would sfitll

encounter the limits of the facility.
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- DAY TREATMENT PROGRAM

Ija); treatment for adolescents usuat| ly provides a program five days per
week. It includés a school and/or vocational program, therapy, socializgﬁén,
\recrearion', and the supervision of medication as required. Participants live at
home, in group homes, or independently. For further clarification of day treat- ‘
ment, two models are included in tAhe appendixes of this study. (See aﬁpendixes
C <:;nd D.) B

It should be-remémbered fhc;f the idea of o day treatment facility was not
_ suggestedvby the WPMHC staff. It did, however, receive sufficient supl:;.':rt in
the literature and in the community to include it umOng.a éonsiderqffoﬁ of the-

options.

Benefits

1. Establishment of a day treatment pr;)gram w;)u Id recjuiré only a reas;)n-
abl‘é expenditure f_or the facility and fr{qterials. o

"2, 'i'he day freptmenf pfﬁgram could ;‘zrovide an extensive and intens.l'-vev '
program of treafménf, edu;;:fior;, socialization, recreation.
| ) " 3 Elements of day treatment are fundable through Title XIX provision.

4. A teacher or te;:chers could be provided through the Infermediafé Edu--

-

cation District.
5. Day treatment can function as a post=hospitalization support or as an

alternative to hospitalization. |
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6. For adolescents able to live at home, day treatment provfdes a serious,
intensive form of treatment without displacing the adolescent from fhé home(
stigmatizing or insfifut.ionalizing him/her.

7. The idea hgs support of policy makers in the Mental Health Div‘i’sion,'
which has Tifle.XIX er-lds earmarked for alternatives to hospifclizgtioﬁv

8. Multiple living options provide some continuity of care and allow an

adjustment to individual needs.

Shorfcomiﬁg;

1. Day treatment does not p}ovide a plaéé to live for adolescents ;v'ho
are in need of a pléce to live.

2, Ddyfreque‘nt is not secure.

3. "A Aday program may not be sufficient intérventibh for some adolescents |
who need a twenty-four hour milieu.

4. Clackamas County moy receivé funding to esfablish;ddolgsc.enf dc;y |
treatment for Clackamas Counfy.re'sidenf;, thus reducing some of the déman& in

the Portland area for adolescent day treatment.

Discussion

Day treatment seems to be c;ble to p‘roQide arich 'I'rea‘fmen4f program for e
those.adélescenfs who alréady have a place to 'fiv’e either at home or in a fost;er
home or group horﬁe. It is flexible, encompassing both the need for'pos,t-hOSPitc‘:l

support and the need for an alternative to hospitalization, hts f|exibf|ify would



allow it to provide continuity of care for an adolescent moving through a con-
tinuum of living situations. The main problems with a day treatment program at-
tempting to serve the needs of the identified population are the fact that the

program does not provide a place to live or secure treatment.
A FOURTH POSSIBILITY

Somewhere in the midst of deliberations on the dilemma presenféd by
three less-fhon-%deci options for a treatment model, it became clppcrenf' that
there wc;s another option not mentioned by cny' of the sources. This option is a
combinufi;)n of the day treatment program and tf;e group home proéram. A com-
bincfion' of these two models appeared to eliminate most 9f the major deficifs of
each. In a combined day treatment-group home modél, the core of fher-apy and
education woulci be carried b} the day freatment program Which' would be supple-
ménted by residence in a hospifql—cffiliafed grouﬁ home for those in neefi éf a
therapeutic living situation. A defqi led model of infer-ogent."y provision of
groﬁp-home-hospifcl treatment is presented by.H;)ffmqn et al. (197.‘_5) (See appen-
.dix D.) ‘The analysis of benefits and shorfcoﬁings of the day h.'eqtme.nf—group»

home. model follows.



DAY TREATMENT/GROUP HOME

Benefits

1. Initial costs for facilities and materials would be moderate.

2. ‘A combination of funding sources may be possible.

3. An exfensivé, treatment program could be provided without removing
the adolescent from community contact (resulting in less regression and stigmati-
zation 'than rAesjdenficl treatment).

4. Options for residence without the loss of the support of the day treat-
ment program would provide for a continuum of care within the hospital program.

5. The Day Treatment/Group Home model could function as a post-
hOspitulizafion support for some and as an alternative to hospitalization for others.

6. Woodland Park Mental Health Center c;)uld act as a "back up" when
there was a need for secure treatment,

7. Although day tréatment for adolescents is a very newl concept in this
state, some exiéf%ng programs could provide models for fhe establishment of-a
day freofr;'lenf/ group home program. These include: the Adolescent Trecrn'lxenf
Program at Oregén State Hospital, JANIS, which has an alfernativg échéol pro-
grom.ond a number of group homes, and the Psyc;hiﬁtric Day Treatment Program at
the Child Development and Rehabilitation Cenfejr--a program for children which
includes significant work with families and with schools to whi;:h the children re-

turn. . .
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Shortcomings

1. It-would not provide secure treatment,
2. There could be problems in communication and role clarity between
the group home staff and the day treatment staff,

3. Sources of funding are not clear at this time. o

Discussion

This program option appears to be financially feasible i.f funds for the cost
of care can be arranged through Title XIX monies (and/or CSD out of home money).
The cost to establish the program would appear to be reasonable. -This model coa.ﬂd :
provide an extensive treatment progrc;m, not the [east of which co‘uld be'I;he social
learning of the groﬁp home experience. It would be important that the group
home be ufihlize;:l as part of the total treatment rather than viéwed as simpl; a
place to board adolescents when they are "not in treatment.”

The main broblem with this program option is that it does 'nof provide se-
cure treatment. It would be possib'lé.to“arrange Fairly close supel;'vision and struc-

ture, but. not secure treatment.
SUMMARY

. Four program options have been considered in this chapter. Before it is

possible to further develop a program plan, a policy decision needs to be made as

" to which program option to pursue. To this author, there appear to be two pro-

gram options which address the needs of thé identified population: (1) a secure



Bkl L 2 e -m-aw-mw“wm‘wm \

residential treatment institution and (2) a day treatment/group home program.
While there appears to be great demand for secure treatment, the cost to build or
remodel a facility seems prohibitive. A day treatment/group home mod<el, while
initially appearing to he a bit unwieldy, would appear to be worthy of considera-

tion.
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CHAPTER V
SUMMARY AND CONCLUSIONS

This stud).l was requested to aid fhg staff of Woodland Park Me‘ntol Health
Center in exploring oétio'ns for the expansion of their treatment servicés for ado-
lescents. In particular, this study has been addressed to fHe needs of adolescents
for whom it is difficult to locate adequate residenfi»al treatment resour.ces for ppsl'r-
hospital plqcémenf. :

Information was gathered on (1) the need for residential treatment resources,
(2) alternative models for treatment progromming; and (3) the Fgosibility'of estab~
lishing and maintaining a residential treatment program. Sources of this informa-..
tion were staff members working with adolescents at Woodland Park Mental Health
Center, a wide range of p|onne|;s and providers of mental health sLefvices to ado-
lescents, and the literature on treatment. |

' There appear to be two populations experiencing placement problems.

Individuals in the first population are up.propria%e for ‘one or more of the exisrin.g
child care centers or residential treatment facilities but experienge delays wHi‘I;a. |
waiting for an Openiﬁg at an appropriofe faci”fy or while the odr.ni.ssion proc;ess is
completed. If no openings occur ip'appmpriafe treatment programs they may be

placed in a less~than-appropriate program. They may experience abrupt
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discontinuify:of treatment if treatment plans derived ferm hospital evaluation are
not followed.

| Few treatment resources exist for the second population comprised of
(1) those who are dangerous to themselves, ofh;ers, or property, (2) those who are
exhibiting severe and ;!ebilifafingApsychotic or neurotic symbfons, or (3) those who
are likely to run away from any treatment setting at the time oi;' h05pi‘fal dis- |
charge. A secure treatment facility is seen as necessary for 0prir;|um‘ treatment of
this second population.

Staff of Woodland Park Mental Health Center recommended br discussed
two models of rreatmeﬁf facility. The first is the secure treatment facility, the
second is a group home with extensive treatment programming. Community sources
contacted by the author confirm the need. for secure treatment resources and for
increased group home'c'c‘upccify, but maintain that there also exists a need for ado-
lescent day treafm.enf'ser‘v‘ices.

Four freatmeﬁf models were considered in Iight of whq'f corﬁponénfs of
treatment pr§gramming ‘e'ach wouﬁld provi.d‘e and whether it would Be feasivb|e to -
establish and maintain that kind of treatment facility at this time. It was cor;-
cluded that two options should be given further considérafion, a secure treatment
fac?lify model and a day r‘reatmenf/group homé model . | |

This éfqdy will be presehted to Dr. Korman, administrator of Woodland |
Park Mental Health Center. It is recommended that fhé study *hen be made avail-

able to the adolescent treatment team, and that the four options be presented and
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discussed at a team meeting. Qut of a consensus of the team, a recommendation

should be made to Dr. Korman whether to further consider the development of

the treatment models presented.
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STATE OF OREGON INTEROFFICE MEMO

Branch Managers, . DATE: December 10, 1975
Supervisors, Caseworkers
CSD Region 1

Linda Hogan, Supervisor
Liaison Unit, Resource Branch

PURCHASE OF CARE PLACEMENTS

Casevorkers in my unit carry liaison assignments to 13 private agencies and 8 child
care center programs. The programs are described below. This memo will outline
placement resources available through my unit, referral procedures, and liaison
respongibilities once the child is in care.

I. Description of Resources

1. Albertina Kerr Homes (Louise-Tucker Cottage)
722 N.E. 162nd Avenue ’
Portland, Oregon 97232
233-5247

Population Served: .

Louise Home: 45 delinquent or emotionally disturbed girla 13-18,

plus an aftercare group home for 4 girls. Common behavioral problems

at time of referral include run away, out of control, school difficulties,
shoplift, drug or alcohol abuse, promiscuity.

Tucker-Cottage: 7 severely emotionally disturbed boys, ages 10-13.

Common behavioral problems at time of referral include truancy,
adjudicated delinquency, chronic runawvay, inability to form relationships.
Specialized Foster Care: 13 children who were released to Albertina Kerr
for adoption but are unadoptable becausa of physical or emotional handi-
caps. These children are supervised and cared for by Albertina Kerr
foster parenta and staff. We do not refer CSD children to this program.

Inappropriate Referrals: .
Louige Home: I.Q. under 80, actively psychotic, homicidal, overtly
homosexual . .o

Tucker: -I.Q. under 90

School:
Both programs use Wynne Watts, a residential school located on the
campus. Wynne Watts available to others on a limited basis.

Program Components:

Louise: Residential treatment center for 45 girla who live in three
dorms of 15 each. Treatment model is mileau therapy. Family therapy is
offered if appropriate, utilizing multiple impact therapy. Average length
of stay is 12 - 14 months. Louise operates one group home for aftercare.
Purchase of care monthly payment is $849.43 per child. .

Tucker: A locked, structured cottage for 8 boys who cannat be treated

in an open setting. Treatment model is token econcmy, behavior modification.
Average length of stay is 1) years. Purchase of care monthly cost is
$1,953.22 per child. .
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Referral Process: :

Send 147 to Resource Branch. Discuss the referral with the CSD Liaison
Worker. 1If the referral ‘is appropriate, a social summary including any
psychological and psychiatric data available should be sent to Louise
with a copy to the liaison worker. Tucker referrals should be addressed
to Julie Plekan. ’

2. Boys and Girls Aid Society of Oregon
2301 N.W. Glisan Street
Portland, Oregon 97210
222-9661

Population Served:

32 children 0-18 in need of apecialized foster care. Pregnant women of
any age may also be referred within the 32 slots. Referrals must be child-
ren who would require special rate foster payments if placed in CSD foster
home§ for example, children with severe physical or emotional problems

or retarded children. Pregnant women in neced of out-of-home care

and counseling may alsa be referred.

Inappropriate Referrals:
Children who cannot be maintained in foater or group home placements.

" School:
Boys -and Girls Aid has a small ra-idential school at their headquarters
which is used primarily for their pregnant clients.

Program Components:

Boys and Girls Aid social workers provide casework services to foster
family homes and individual counseling to children in care. About
half of Boys and Girls Aid population are children who were released
at birth to thef® agency but were unadoptable and are growing up in
long-term foster care. Length of stay for children. referred by CSD
varies according to the case plan. Purchase of care monthly cost

is approximately $632.88 per child.

Referral Process:

Discuss the referral with the CSD Liaison Worker. If the referral is
appropriate, send a social summary to the agency with a copy to the
liaison worker.

Catholic Services for Children
700 Loyalty Building

317 S.W. Alder Street
Portland, Oregon 97204
228-6531

Catholic Services operates a specialized foutnr care pro;ran and three
child care center programs.

Specialized Foster Care:

Population Served: - :
45 children 0-18 in need of apecinlizad foster care. Referrals amust be
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children who would require special rate foster payments if placed
in a CSD foster home; for example, children with severe physical or
'e-otionnl problems or retarded children.

Inappropriate Referrals:
Children who cannot be maintained in foster or group home plncemnntl

School:
Children must attend public school.

Program Components:

Catholic Services social workers provide caseuork services to foster
family homes and individual counseling to children in care. About
1/3 of Catholic Services population are children who were released
at birth to theM® agency but were un-adoptable and are growing up

in long-term foster care. Length of stay of children referred by
CSD varies according to case plan. Purchase of care monthly cost

is $510.88 per child.

_ Referral Process: :
After discussing the referral with the CSD Linison Hbrkor. a social
summary needa to be sent to Orv Garrison at Catholic Services.

Child Care Center Program:

Carroll House
3725 S.E. 80th
Portland, Oregon

Multnomah Boys Center
451 N.W. 1st
Gresham, Oregon

Seeghers House
9225 N.W. Leahy
Portland, Oregon

Population Served:

Carroll House: 10 delinquent or emotionally disturbed boys 11-18 nge
for new referrals 11-16. Common behavioral problems at time of referral
include runaway, out of control, school problems including truancy,
adjudicated delinquency. o

Multnomah Boys Center: 10 delinquent or emotionally disturbed

girl.. ages 11-18; age for new referrals 12-16. Common behavioral
problems at time of refarral include runaway, out of control, trunncy.
minor delinquency.

Seeghers House: Temporarily closed whila rep:ogrn-nina to serve -
11-18-year-oldg slow boys with behavioral problems. Should be
operational in ?ebrunry or March, 1976. . . :

Inappropriate Refertals.

‘Carroll House: I.Q. under 80, actively puychotic, dangarously
assaultive or violent, overtly hono-axunl. cannot be maintained’
- ia pyblic school.
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‘Wiltnomah Boys Center: I.Q. under 80, actively psychotic, dangerously
asgaultive or violent, overtly homosexual, cannot be maintained in
public school. : -

School:

Must be able to attend public school.

Program Components:

Carroll House and Multnomah Boys Center are community based programs
with a house parent model. Individual and group treatment are offered.
Both programs have a system of increasing privileges and responsibility

by levels. Both work with families when parents are a resource. -Average

length of stay is 9-12 months. Purchase of care monthly cost 1is $741.61
per child. ’

Referral Process: .

Discuss referral with the CSD Liaison person to determine if
Catholic Services 18 the most appropriate placement. The liaison
worker will then either arrange an intake staffing or place the

147 on the child care center waiting list until a vacancy occurs.
Child care center staffings are generally held at the facility

and attended by Catholic Services staff, the child and his family,
the referring caseworker, and the liaison worker. A social summary
needs to be sent to the Catholic Services at the time of the intake

76

staffing with a copy of the referral letter sent to the.CSD Liaison Worker.

Christil'School
Marylhurst, Oregon 97036
635-3416

Papulation Served:

.

35 emotionally disturbed girlsg 9-16, 9-13 at time of referral.
Typically not beyond 8th grade at time of referral. Common behavioral
‘problems at the time of referral include: 1lying, stealing, disruptive
behavior in school and home, truancy, sexual activity, runaway,
learning problems.

Inappropriate Referrals: ]

I.Q. under 80, actively psychotic, homicidal or dangerously assaultive,
suicidal, runaway when very "streetwise", inability to relates when

in the upper limit of age range.

School:

A residential school 1s located on the campus. Some girls go out
daily to public school. .

Program Components:

Residential treatment program for 35 girls who iive in two large
1living units housing 6 girls in each of 6 wings. Treatment model is
mileau therapy. Individual and group counseling is offered. Christie
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social workers work with families when appropriate. Average length
of stay is lly - 2 years. Christie also operates one group homa.

"Purchase of care monthly cost 1is $968.38 per child.

Referral Process:

Digcuss the referral with the CSD Liaison Worker. If the referral is
appropriate, send a social summary using the Christie refarcal informa-
tion outline attached. Send a copy of the referral to the liaison
workar. ’ .

Children's Farm Home
4455 M.E. Highway 20
Corvallis, Oregon 97330

752-5105

Population Served:

: 39 boys and 10 girls, ages 12-18, who are emotionally disturbed or de-

linquent. Common behavioral problems at the time of referral include
riunawvay, out of control, school problems including truancy, adjudicated
delinquency, impulsivity, isolation, drug or alcohol abuse.

Inappropriate Referrals:

I.Q. under 85, actively psychotic, homicidal, ovortly ho-nnacunl
lcxually acting out girls.

School:

Residential school located on the campus staffed by Corvallia School
System. .

Program Components:

.Residentisl treatment program located out of Corvallis. Co-ed progri-

conaiats of 3 living units of boys of 12-15 each and 1 for girls with
maximum of 10. Treatment model is milesu therapy with individual

* and group counseling available. Average lemgth of stay 1is 14 to 2-

years. The Farm Home operates a boys' group home Eot aftercare,

Purchase of care nonthly cost is $882.98.

Referral Procesl.

Diacuss the referral with the CSD Lisison Worker. If the rsferral is
appropriate, send a social summary using the Farm Home referral information
outline attached. Send a copy of the referral to the liaison worker.

Edgefiald Lodge
Route 2, Box 61
Troutdale, Oregon 97060
665-0157 :

Population Served: : S

" Residential: 14 emotionally disturbed children 6-10 who reside st
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Bdgefield Lodge 5 days per week and in the community on weekends.
Common behavioral problems at the time of referral include lying,
stealing, bed wettings, disruptive behavior in school and home.

Day Treatment: 28 emotionally disturbed children, ages 6-10, whose
behavior causes problems in public school and in their homes.

Out Patient: 35 emotionally disturbed children of any age.
Both the parents or foster parents and the child must be able to use
the child management and parenting skills offered by Edgefield sctaff.

Inappropriate Referrals:

I1.Q. under 80, actively psychotic, children who do not have workable
families or a foster family resource. For the outpatient program,
children must have stronger ties to their families than to their peer
group.

School:

Residential school is available on Edgefield‘'s campus for children in the
day treatment and residential programs. The school emphasizes behavior
modification - token economy techmiques.

Program Components:

Edgefield offers intensive treatment for emotionally disturbed children
and their families utilizing a sophisticated behavior modification

and token economy system. School and residential living programs

are closely coordinated. There is a major emphasis on providing
parenting and child management skills to parents or foster parents
prior to the child's graduation and on providing follow-up service
after graduation. Average length of stay is 9-12 months for
residential and day treatment and 3-6 months for out patient.

Purchase of care monthly cost per child is $574.01 out patient,

$971.73 day treatment, and $2,001.11 residential.

Referral Process:

. After discussing the referral with the CSD Liaison Worker, the caseworker

must have the parents or foster parents call the Intake Department
at Edgefield directly. Edgefield is the only agency which does
their own extended intake directly with the client. They may not
request a social summary from CSD in all cases. :

The Inn Home
3033 N.E. Bryce
Portland, Oregon
282-1545

Pogulation Served:

Seven boys between the ages of 12-17, age at{bme of referral 12-16.
Common behavioral problems at the time of referral include Tunavay,
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out of control, school problems including truancy, adjudicated
delinquency.

Inappropriate Referralas:

Actively psychotic, dangerously assaultive or violent, overtly homo-
sexual, cannot be maintained in public school, fire set:erl. and
I1.Q. under 80.

School:

Must be able to attend public school or alternate school. Boys. attend
Grant or Adams High School, Alameda Grade School and Open Meadows.

Program Components:

The Inn is a2 community based program with a combination live-in

and shift staffing model. Individual and group treatment are offered.
The treatment model is eclectic with emphasis on a behavior modification
point system for privileges and individual contracts to work on
identified problems. Counselors work with families when parents

are a resource. Average length of stay is 1 year to 15 months.

Purchase of care monthly cost is $780.80,

Refarral Process:

Discuss referral with the'CSD Liaison person to determine if

the Inn is the most appropriate placement. The liaison worker
will then either arrange an intake staffing or place the 147 on
tha child care center waiting list until a vacancy occurs. Child
care center staffings are generally held at the Ion and attended
by Inn staff, the child and his family, the referring caseworker
and the liaison worker. A social summary needs to be sent to the
Inn by the time of the intake staffing with a copy of the referral
lettar sent to the CSD Liaison worker.

Parry Center for Children
3415 S.E. Powell Boulevard
Portland, Oregon 97202
234-9591

) Population Served:

48 seriously emotionally disturbed children, ages 6-17; age at time of

the referral 6-10. Common problems at time of referral include disruptive
behavior at home and school, lying, stealing, bed wetting, serious
symptoms of emotional disturbance such as soiling, hiding food, open
masturbation, cruelty and violence. Autistic and psychotic children

are appropriate referrala. .

Inappropriate Referrals:

I1.Q. under 80, inability to relate in older children. Will consider
lower 1.Q. if it appears to be functional rather than organic.
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School:
Residential school on campus. Some children go out daily to public school.

Program Components:

Children live in units of no more than 10 each. Treatment model 1is
mileau therapy. Individual and group therapy are available. Parry
Center works with families when appropriate. Average length of stay
varies according to the treatment plan but is usually around 2-4
years, which is longer than at most othar agencies. Parry Center
operates two group homes for children able to leave the institution.
Purchase of care monthly payment is $1,306.32 per child.

Referral Process:

Discuss the referral with the CSD Liaison worker. If the referral

is appropriate, send a detailed social summary including psychological
or psychiatric data to Parry Center with a copy to the liaison worker.
See attachment for referral information guide.

Providence Child Care Center
830 N.E. 47th Avenue
Portland, Oregon 97213
234-9991

Population Served:

52 physically and/or mentally handicapped non~ambulatory children
wvho require skilled nursing care. Children at Providence commonly
have serious medical problems such as congenital deformities,
hydrocephaluas, microcephaly, and/or severe retardation. Many .
are terminally ill., Providence is the only specialized children's
nureing home facility in the state.

Inappropriate Referral:

Children who are ambulatory, who do not have a diagnosis which
necessitates skilled or semi-skilled nursing home care and who
are larger in size than will fit into a 60" crib.

School:

The majority of the children are not educable. I.E.D. places children
in education programe when the children are able to use such programas.

Program Components:

Children reside in 3 wings at the facility. A very good physical
therapy unit is available. The program offers skilled and seai~

" skilled nursing home care, social work services, and physicians' services.

The Providence social worker works with families and plans after care
in conjunction with CSD. Purchase of care monthly cost is funded
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3 vays: (1) $20.64 per day is paid by P.W,D. (2) If eligible,
§.5.1. pays $25.00 per month for personal incidentals. (3) CSD
pays $520.20 per month fee Social Services and $10.54 per month
for personal incidentals for children not eligible for S.S.I.

Refarral Process:

After discussing the referral with the CSD Liaison worker, call

Mrs. Carreoll at Providence. Referrals must include medical dOCumcntltion
of the need for nursing home care and a social summary. Send a

copy of the written referral to the liaison worker.

St. Mary's Home for Boys

16535 S.W, Tualitan Valley Highway
Beaverton, Oregon 97005

649-5686

Population Served:

42 delinquent boys or emotionally disturbed boys 9-15 years old.
Common behavioral problems at the time of referral include run
away, out of control, severe school problems including truancy,
disruptive behavior, poor impulse control, adjudicated delinquency.

Inappropriate Referrals:

1.Q. under 80, actively psychotic, dangerously assaultive or violent,
overtly homogexual, history of fire setting.

St. Mary's has a residential school on campus which uscs.a behavior
modification token ecomomy system and is closely coordinated with
the overall program. Some boys go out to public school on a daily basis.

Program Components:

St. Mary's is a residential treatment center with two large cottage

living units for 20-25 boys each. The primary treatment modality ie a
behavior modification token economy system which is tied in to a levels
system. Work with parents is available on a very limited basis and only
wvhen the parents are willing to come to St. Mary's for counseling. Average
length of stay is 1-2 years. Purchase of care monthly cost is $852.17

‘per child.

Referral Process:

Discuss the referral with the CSD lisison worker. Send a social
summary to St. Mary's with a copy to the liaison worker, using
the St. Haty s referral outline (See attachment). Note that

St. Mary's requires a WISC with auhtoot scores and detailed school
1nfornntion
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Villa St. Rose

$97 North Deluum Street
Portland, Oregon 97217
285-3030

Population Served:

47 delinquent or emotionally disturbed girls 13-18. Common behavior
problems at the time of referral include runaway, out of control,

- poor impulse control, school difficulties, shoplifting, alcohol or

drug abuse, promiscuity, hostile or defiant attitude toward authority.
Inaggroériate Referral: .
I.Q. under 85,.act1vely’paychotic, homicidal, overtly homosexual.
Villa operates a rasidential school on'canpua.

Program Components:

Villa operates a structured residential treatment program utilizing
mileau therapy. Girla reside in two large living units. Both
individuel and group coungeling are available with a heavy emphasis
on therapeutic group work. Family therapy is offered if the parents
are a resource. Villa operates a group house for aftercare.

Average length of stay is 1-2 years.

Referral Process:

Discuss the referral with the CSD liaison worker. If the referral is
appropriate, send a complete social summary,using the actached outline,
to the agency,with a copy to the liaison worker.

Volunteers of America:
538 S.E. Ash Street
Portland, Oregon 97214
235-8655

Emergency housing and counseling for mothers and children who are
homeless or in crisis. Funding is jointly through Children's Services
Division and Public Welfare Division. Referrals may be by Public
Welfare Division, Children's Services Division, or self-referrals

by clients. Please telephone referrals directly 'to the facility.

The CSD liaison person need only be involved if there are questions
or concerns about the placement.

Volunteers of America Shelter Evaluation Center is a separate prbsral.
For referrals or information, call Judy Fretta. ’

Waverly Children's Home

- 3550 S.E. Woodward

Portland, Oregon 97202
234-7532

82
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Populat ion Served:

58 children in three programs: trainable mentally retarded, emotionally
disturbed, and shelter care.

Trainable Mentally Retarded: 10 children, 8 or under, who function in

the trainable range of retardation (50-55 I.Q. and below). Waverly pro-
vides 24-hour residential care for children who need to devslopa self-help
skills such as dressing, feeding and toileting and who are unable to live
in the community.

Emotionally Disturbed: 30 boys and girls, boys ages 4-12, girls
ages 4-8. Common problems at the time of referral include lying,
stealing, bed wetting, disruptive behavior in school and home, and
runaway, out of control for boys 9-12.

Shelter Care: Emergency housing and casework services for children

removed from their own homes by law enforcement. The liaison unit
is not involved with the shslter care component of Waverly's program.

Inappropriate Referrals:

Trainable Mentally Retarded: I.Q. in educable range, non-ambulatory
or seriously physically disabled child.

Emotionally Disturbed: Actively psychotic, seriously asaaultive or
violent, history of arson.

School:

Waverly operates a residential school on campus and some children
also go out to public school daily.

Program Components:

Trainablae ﬁentllly Retarded: Residential care for childrean unable
to live in the community. Program focus is on teaching self-help
skills such  as toileting, dressing and feeding.

Emotionally Disturbed: Children live in two units, one coed and one
boys' unit. Treatment model is mileau therapy. Individual counseling
is available. Average length of stay is 1 year to 2 years. Purchase
of care monthly cost is $850.04 per child. )

Referral Process:

Discuss referral with CSD Liaison pﬁrlon. If referral is appropriate,
send ‘social sumnary following outline actached. Send copy of referral
to CSD liaison person.



December 10, 1975
Page 12

Salvation Army White Shield Home
2640 N.W. Alexandra

Portland, Oregon 97210

226-4053

Population Served:

20 unwed mothers and 15 mothers and children. Maternity services

are provided irregardless of age but residents in both programs tend
to be 12-18. Pregnant women referred tend to need confidential maternity
care, help in making decisions to keep or release their baby, and a
structured residential living situation. The Infant Maternal Program
for mothers and babies serves mothers who are immature, need to
develop parenting skills, are in a vocatiornal or uchool program

and have babies 0-36 months. ..

Inappropriate Referrals:

Prenatal: Pregnant women who are psychotic, have an I.Q. under 80
and are dangerously assaultive or violent.

Infant Maternal Program: Mothers who are psychotic, have an I.Q.
under 80 and are dangerously assaultive or violent; mothers who
cannot tolerate group living and who will not attend school or
vocational training.

School:

There is a residential school on campus.

Program Components:

White Shield offers traditional residential maternity counseling

and care. There i{s a hospital and a school for pregnant women on
campus. The prenatal girls live on the top floor of the residential
building; the mothers and children live on the bottom floor. The
I.M.P. Program offers residential care for young or immature mothers
who ‘feel unable or unready to live in the community with their
infants. Mothers attend school or vocational training until they
are economically ready to live on their own. A day care center

on campus serves children 0-3. Mothers receive supervision and
training in parenting skills aa well as individual and group
counseling. Average length of stay 1a until delivery in the
prenatal program and 6 months. in the I.M.P. Program.

Referral Processa:

Discusg referral with CSD liaison worker. 1f referral is appropriate,
send a written referral to White Shield using thé referral formst

- attached with a copy to the worker. Please note that parents need

to sign consent for placement and medical authorizaction for pregnant
girls under 18.
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Youth Adventures, Inc.
P.0. Box 770

Oregon City, Oregon 97045
656-7081

fopulation Served:

Girls' Program: 18 girls, 14-18, 14-17 at time of referral.
Common behavioral problems at the time of referral include:
rupavay, out of control, poor impulse control, school problems
including truancy, minor delinquency, promiscuity, drug or alcohol
abuse.

Boys' Program: 12 boys, 14-18, 14-17 at time of referral. Common
behavioral problems at the time of referral are the same as for the
girls' program except that adjudicated major dclinquency. such as car
theft, is more common.

Inappropriate Referrals:

1.Q. under 85, actively psychotic, dangerously assaultive or
violent, overtly homosexual, cannot be maintained in public school;
and adolescents who are not motivated, cannot identify personal
problems to work on, and will not contract to Sive up sex and drugs
and alcohol. . .

School:
Children must attend high school, usually Oregon City High School.

Program Components:

Youth Adventures operates a co-ed program with adolescents living

in three girls' group homes and one boys' residence at the main

lodge on the Clackamas River. Youth Adventures utilizes a house-
parent staffing model. Individual and group treatmenty are offered.
There is a heavy emphasis on transactional anslysis and gestalt
techniques. Individual contracts with adolescents are used frequently
and as adolescents progress through the program they may be assigned
junior counselor responsibilities with new residents. A group home

in Milvaukie 18 used for after care for 5 girls. Some work with
families is done but most adolescents at Youth Adventures are emancipated
or g0 into alternate care rather than returning to their families.
Average length of stay is 1 to 2 years. Purchase of care moathly
payment 1is $838.75 per child.

Referral Process:

Discuss referral with the CSD liaison person to determine if Youth
Adventures is the most appropriate placement. The liaison worker

will then either arrange an intake staffing or place the 147

on the child care center waiting list until a vacancy occurs.

Staffings are held at Youth Adventures and attended by Youth Adventures
staff members, the adolescent and his family, the referring caseworker
and the CSD liaison worker. By the time of the intake staffing,
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a nocial'nu-ary needs to be sent to Youth Adventures with a copy
to the liaison wvorker.

. Youth for Christ

604 N.E. 20th Avenue
Portland, Oregon 97232
234-9776

Population Served:

Cirls' Program: 9 girli. 12-18, 12-16 at age of referral. Common

behavior problems at time of referral include runaway, out of control,

poor impulse control, school problems including truancy, minor
delinquency.

Boys' Program: 13 boys 11-18, 12-16 at time aof referral. Common
behavior problems at time of referral are the same as for the girls'
program except that adjudicated major delinquency, such as car theft,
is more common.

Youth for Christ Shelter Evaluation Center is a separate program.
For referrals or information, call Judy Fretta.

Inappropriate Referrals:

I.Q. under 80, actively psychotic, dangerously assaultive or
violent, overtly homosexual, cannot be maintained in public school.

School: . .1 -

Must be able to attend public school. Girls attend Corbatt High School

and boys attend Welches Grade School or Sandy High School.

Program Components:

Youth for Christ operates two child care centers: one for girls,
near Corbett; one for boys, on the Salmon River at Wemme. Both
programs utilize & combination live-~in houseparent and shift coverage
wmodel. Individual and group treatments are offered. Both prograns
have a system of increasing privileges and responsibility by levels.
Both work with families when parents are a resource. Average length
of stay is 9-12 months. Purchase of care monthly cost is $743.29

per child.

Referral Process:

Discuss referral with the CSD liaison person to determine if Youth-
for Christ is the most appropriate placement. The liaison worker
will then either arrange an intake staffing or place the 147 on

the child care center waiting list until a vacancy occurs. Child
care center staffing are usually held at the Resource Branch and
attended by Youth for Christ staff, the child, the referring case-
vorker, and the liaison worker. By the time of the intake staffing,
a social summary needs to be sent to the Youth for Christ, with a

copy to the liaison worker.
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APPENDIX B

' SUBCONTRACTING FOR TITLE XIX PAYMENTS

THROUGH THE MENTAL HEALTH DIVISION



MENTAL HEALTH DIVISION

~ MEMORANDUM . DATE: November 25, 1975

FROM:

SUBJECT:

Community Mental Health Programs
Subcontract Agenciaes-

Pat Krieger\’ e
Medicaid Consultant

Subcantracting for Title XIX Paymanta

Attached are the completed guidelines for implementation
of Title XIX in a subcontract agency. The need for this
kind of information came out of our September Title XIX
workshop.

It is important to remember that these are only guidelinaes
and not rules. The process may work somewhat differaently
in your county, and for this reason you may wvant to make
pome modifications.

1f you have any questions, please feael fres to call ms
at 378-2161.

tkm
Attachment
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-

COMMUNITY PROGRAM RESPONSIBILITIES

Determine if proposed program meets identified need in the county plen.

Determine whether program is a duplication of services existing within
the Community Mental Haalth Program.

A. Does it serve s differant population?
B. 1ls it needed in a different geographic area?

Detarmine if the proposed program adds to comprehensive mental health
system. .

A. Is it a n-.odnd nev servicel
B. Doee it meet a population need not served?
C. Does it have a high utilization by a target population?

Request Titls XIX information booklet from Medicaid Office 1f you do
not already have one. 378-2161

Look at tha proposed program budget and fiscal design to determine if:

A. Local match money (40.96% of billings) is available. Match money
is. defined as local or Stata dollars used to claim Federal financial
participation in the cosc of providing services to eligible Welfaxe '
recipients., If Federsl dollars, such as revenue sharing or CETA -
funds, go through the county, they may bs considered local funds.
(See ORS 430.655) The match money is sometimes called "“front money"
and 1is sent back to Public Welfare, who uses it to claim cha Federal
dollars. i

B. The proposed program has thes capacity to:

1. Keep necessary accounting of all funds.
2. Do necessary billing.

€. The Community Mental Health Program will be making a financial

contribution to the program through grant-in-eid.
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’

D. Ths funding mechanisms for Title XIX are clearly understood.

1. If therse are no mental hnalt.h- state dollars in the prograa,
tha Subcontractor kaaps tha 59.04% of the billings and is
rasponsible for aending in the front money sach month,

2. 1f cthere is a grant-in-aid contribution, you need Lo know
vhat percent it 1s to the propased program's total budgat.
That parcentage will be deducted from the 59.04X Federal
share. The mechanisa used is for the Mental Health Division
to deduct the amount from grant-in-aid, and therefore you'll
have to deduct from monthly psyments to the Subcontractor,
or bill for the amount on a monthly basis.

V1. Use Title XIX information packet from Medicaid Office and determins
1f thea proposed progrem:

A. I1s opsvationally sound -~ capable management system.

B. MNaets appropriaste standards (Mental Health Division and Community
Mental Health Program).

C. Can meat Title XIX requiremants as outlined in tha Administrative
Rule and Mental Health Division-Public Welfare agreement.

D. Has an adequate record-keeping system? If not consultation may ba
provided in this area by Madicaid Office snd Mantal Health Division
staff. :

Vil. 1If program maets above criteria, a contract and utilization review
plan should be developed. A model 13 available in the Medicaid
‘booklat..

VIII. Bring in the Madicaid Office aod Community Mental Health Specialist for
consultation as needed.

. |
1X. Amend county plan and include proposed program in umbrells coatract.

X. Contract, signed by county and Subcontractor, should be submitted to
the sppropriate Community Specialist, who will securs approval from
sppropriate Assistant Adminiatrator.
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XI.

X1l.

X111,

X1V,

Once contract is spproved and standards ars met, you may sek your
Community Mantal Health Specialist to request a vendor nmumber from
the Hedicaid 0ffice.

Supply application for "lectter of approval' according to M-mu:ur.'tv.
Bule 12.010.

Monitor contract with ongoing consultation from Mental Health Division
Ragional Office and Madicaid Office as needed and requested.

The Medicaid Office may be used as liaison with Public Welfare to help

" you rasolve issues as thay arise, if you feel it is necessary.



1I.

I11.

1v.

RESPONSIBILITIES OF SUBCONTRACTORS

Survey client population for Welfare eligibles or pocential eligibles.

Look at Welfare case number. Prograns 1, 2, 3, 4, 65, 82, and 92, are

soma of the programs eligible. Only program 5 is not eligible. If you
have clients on SSI or whose eligibility is unclear, pleasa refer them
to your local Walfare office for determination. If your survey shows a
significant number of eligible clients ...

Telephone Tricia Mortell, Madiceid Office, 378-2161, requesting Title XIX
information packet.

Contact your Community Mental Health Program Diractor to see if subcon-
tracting is s possibilicy.

Once the Titls XIX information packst is received, ducninc 1f tequire-
ments can be mat.

A. Administrative Rule

1. If you plan to bill for a socialization program, does you:
program maet the definicion?

2. Pire and health codes can be met?

3. Medical prascription or medical supervision? (See page 6 of the
Muinistrative Rule)

B. Mantal Health Division = Public Welfare Division Agreement

1. Does your program novw pravide a service cutlined in the agrae-
ment, or can it provide such a service by making slight program
improvements?

C. PRunding Relationships .

1. 1If thera is no mental health 8tate dollar participstion, you
need 40.962 match money (local monay) to be ysed to claim the
Paderal financial participation. A monthly check for 40.96%
of the billings, must be sant into the Mental Health Division.
CETA or revenue sharing funds may be considered match, 1f they
go through the county system.

92
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2. 1f the Mental Health Division is financially contributing, we
mist recover State percent of the total program costs from tha
Vederal share. Ws do this by deducting from couaty grant-in-
aid payment.

3. 4 9liding fes schedule, for non-Title XIX patients, must be
developed. You may not bill Public Welfare mors than you would
bill & privata patient, however, you may develop a sliding
fes schedule based on client's income.

4. The Titlae XIX fes schedule for billing Welfare is a part of
the information packet. You will need to uss this to esti-
mate your Title XIX income as well as for billing.

1s the service you wish to bill Madicaid for already identifiad in
anothar contract you may have with CSD, VRD? You may not bill two

.agencies for ths same service to the same client.

Is local match money available? Is it clearly idencified?

Contact Community Mental Health Program Director. He needs:

*o

Assurance that your program provides needed sarvice to identified
population.

Budget.

Program description. :

Assuranca Medicaid rules can be mat.

Narrative supplement to county plan.

Once Community Mental Health Program Director has Agrud on your

A.

_progras, lu nay:

Bring in a Go-:nlty Mental Health Spcchltl: and the Medicaid
Office to help 1n:

1. Contract dwnlopunn: - oes exampla in Medicaid booklet.
The contract nseds to be signed by county and Subcontractor.

3. Record-kasping system development.

~ &. Contact sheet to provide documentation of .service for
buun; .
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Iuponl!.i:ll icties of Subcontractors : ’

Page ) ’ |
b. Treatment plan.
1. Goals .
2. Progress towards meeting goals
¢. See problem-oriented record samples, in Medicaid booklet,
(these ara only examples, you may develop your own forms
if you wish). :
3. Development of a utilizaction reviev plan. Sead a copy to the
Mediceid Office.
VII. Raqueat "letter of approval' from Mental Heslth Divisiom, scecording to

VIII.

MHD Administracive Bule 12.010. Discuss with your Community Keantal
fieslth Program Diractor.

When contract has been signed snd approved by the Diviston, (Regional
Assistant Administrators) and Community Mental Health Specislists are
sssured program meets minimum program atandards and all Titls XIX re-
quirements, & vendor nuaber will be requested. Tha process is through
the appropriate Community Mantal Health Specialist to the Medicaid
0ffice, who in turn requests tha numbar from Public Welfare.

Once your vendor number has been received, request 501-A billing forms
from your local Public Welfare branch office. Tricia Mortall is
svailable for consultation on billings. (378-2161)

Send billing forms directly to Public Welfare State Office for paymsat.

Public Welfare Division
Fiscal Section

Public Service Building .
Salem, Oregon 97310
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Responsibilities of Subcontractors
Page &

X1,

XIX.

XI1I.

XIv.

If thare 1s no State mantal health participation in your prograam,
send 8 check (40.962 of dillings), and a copy of tha billings to:

Donalee Muir’
Administrative Services
Mental Haalth Division
2570 Canter Street, NE
Salem, Oregon 97310

If the Stste is making s financial contribution, 40.96% match money
plus a percentage of Federal share equal to State's participstion

in your total program will be deducted from your grant-in-aid or
“alternatives" funds. Determine this deduction so you will be certain
of the amount of Federal dollars recovered for every billing.

¢

You are responsibla to the Community Msntal Haalth Pfogrn- Director
who will monitor and provide supervision for your prograa.

You need to work out any financial arrangements with the Communicy
Mental Hsalth Program. If cthere are State mental healch dollars
in your program, he'll need to deduct from your monthly chnck. or
to colloct through billing.

You may expect 8 aite visit re: your request for a “latter of approval®
from the Mentsl Health Diviaion. Appropriate notification of time
of aite visit will be srranged.



i..

1I.

111.

Iv.

VI.

VII.

VIILI.

RESPONSIBILITIES OF REGIONAL OFFICE

Discuss proposed nev program with Mental Heslth Division Progtﬁ Off ice
to insure it mesta minisun steuderds sst forth by the Division.

Has it baan made a part of che county plan?
Help in budget development as needed.
Provide help in contract developmeut ss needed.

At request of Community Mentsl Health Program Director, act as liaison
betvean Subcontract, Community Prograam, and tha Hental Health Division.

Securs Title XIX consultation aa n".d.d.

Maks surs all Tictle XIX x;nquirmu ~n'o mat.

Is budget pfop.r, and 1is natv;h money clearly l.dcn:.lﬂcd'l
Secure contract approvel fro; Regional Assistant Admintstrator.

Receive request for "latter of approvel" for aervice element; arrenge
with Program Office to comply with Admintstractive Bule 12.010.
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Responsibilities of Regional Office
Page 2

X1. Once contract ie eigned and all Title XIX requirements have been mat,

. request Medicaid Office (in wricting) to ask PWD for a vendor oumbar.

XIL. Provide ongoing support, take part in ucilization review as needed.

e
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1.

1. -

LI,

Iv.

vI.

vil.

VIIL.

RESPONSIBILITIES OF MEDICAID OFFICE

Keep Rejional. snd Program Offices informed of concacts with Couhntty
Programs and potential Subcontractors

Provide informationsl materials to Subcontractors and Commuanity
Programs on rgquest. . :

Provide consultation as needed in following areas:

A. Budgec-funding relationship
B. Ucilization review

‘C. Record-keeping

D. Tictle XIX requiremants
E. Billing instructiona
P. Contract information

Make syre all conditions of Administrative Rule and Mental Health
Division -~ Public Welfare Division requirsments have beean met.

Once Community Mental Health Specialist has informed Medicaid Office
that all requirements have been met and ths contract has been approved
by the Division, the Medicaid Office will send a memo to the State
Public Welfare Division raquesting issuance of a vendor number.

Do an onsite visit, after notifying and working with C&—Jntty Mental
Health Program Director, Community Mental Health Specialist, and agency
regarding time of onsite. .

Monitor billings.

Keep utilization review élnﬁ on file.' Gntimg conlulntipu on.

.utilization review and records.
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Responsibilicies of Medicaid Office
Page 2

IX. Supply MHD, Business Services, with necessary financial 1n!of-.tion
regacrding vendor numbers and percentage of recovery.

X. Provide ongoing support and relay any new information on Title XIX
to ommunity rograms and ubcontractors.

XI. "Liaison to Public Welfare Division regarding issues rnlntiv- to the.
- subcontracting process or billing problc--.

+
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1.

Iv.
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r

PROGRAM OFFICE RESPONSIBILITIES

Set minimum program scandards.
Establish avaluation and review proceduras.
May taks part in inicial development of prograns.

Receive and act on application for "lettar of approval” for service
elesent. Comply with Administrative Rule 12,010 regarding ousite
visit report and issuance of letter.



APPENDIX C

PROPOSED DAY TREATMENT PROGRAM

FOR CLACKAMAS COUNTY



L

PROPOSED DAY TREATMENT PROGRAM FOR ADOLESCENTS : .

- The following is a proposal for an adolo:co&t day treatment program
for residents o Clackamas County. This program would be administered
through the Clackamas County Mental Health Clinic in full.coqpcration witﬁ,
and w{th-staff participation from the following Clackamas County Human
R;lourccl agoncies: Children's Services Division, The Intarmediate

Education District, The Juvenile Court and Parrott Creek 8oy's Ranch.
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Section I PRD#RAM OQVERVIEW
One of the major raasons for consideration at this time of a Oay

Tre;zmsnt Program for the adploscen: is an awareness of fho lack of ra-
sources providing the intensity of service nceded. Existing programs ara
designed to provide service for youngsters who need residentfal treatment

or Tor thosa who can respond o treatmant in a traditional outpatient
" setting of a lass int;nsiv- and extensive nature. There is an absence of
rasourcas for a large populatioﬁ o adolescents for whom existing programi
are inadequate and who could respond to a p}ogram which is dosiﬁnod»to bridge .

the gap between outpatient and residential care.

The purpose of a Day Treatment Program would be to reach the adolescenc
and his family as early as possible before the labeling process has occurred
ard prior to involvement with the Juvenile Court, suspension f}om school or
serious deterioration of the 7amily situatfon. It is anticipated that this
program would be a cémmunity-based and comiunity=supported: resource with staf’
&nd support coming from all agencies within the human resources network in
Clackamas County. Primary overall goal of this program would be to alter
dysfunctional behavior patterns in both the child and family in such a wa}
to allow them to return to the comwunity with tools and resources to functfon
without the intensive support of the program. Supportive followup services

would be offered by the agencies in the comnunity,.

Target copulation

The primary'targot population for this project would be adofcscents
. (age 14 - 18, both sexes) with a high probibility for resf{dential piacoment

or for sarfous dilfnqucnt behavior without intensive therapeutic interven-
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tion. In addition, this program wouid be open to those youngsters in & transitional
. phase, returning to the community from rasidential programs, such as Jasmasch

State Hospital, Parrott Creek Boy's Ranch, Youth Adventures, etc. Two groups

not appropriate for this program would be the actively psychotic youngster

fmd/br the truly drug addicted youngster. This would not screen out drug

users or youngsters whose problems include dru§ abuse.

Referrals to this type of program would come primarily from the Public
Schools, but also from such agencies as Children's Services Division, Juvenile
Court, Mental Health Clinfc and the Public Schools as well as tha. numerous resfi-
dentfal programs in the area. Referrals are also anticipated from such sources
as ministers in the community and individual families themselves. Spec{al prior-
ity will be given to adolescents from larger families with younger siblings who
are in the alementary schools.

Treatment philosophy

The program is designed to include 10 - 12 adolascents and their families
for a period of three months. (This approach would allow 40 « L8 adolescents
and their families to be served each yesr.) The rationale for this approach-
comes from research findings which show that an intensive program of shortar
length has more impact than a long-~term, less intensive trut;nnt -program.
Research also dmnitutu that the most significant changes in family patterns

,oecusr during the initial period of counseling.

As a community we are committed to a philosophy of‘ working with families.

We believe the family unft {s the key to individual growth and nurturance.
The multiple impact approach proposed here has been shown to be effective in
working with the fmﬂy., who has an adolescent who has baen excluded from the
community, or whose exc:huion is {muinent. While ghis program has a varfety Qf
treatment opﬁronchesx they are unified in their adherence to the growth model.

"The growth model i3 based on the notions that people's behavior


http:element.ry
http:inist.rs
http:R.'.rr.ls

105 -

changes through process and that the process is represented

by transactions with other people. Illness §s believed to

be an appropriate communicative response to a dysfunctional

system or context. It {s therefore believed that {iiness

goes away when the individual i3 removed from the maladap-

tive system or the system {3 changed to permit healthy

responsas and communication. Growth occurs when the system

permits {it.” . A : ;
our commitment {3 to a multi-faceted approsch designed to impact on the
family to promote growth in the ind'lvidunAl'l and to meke changes in the
family to promote growth in the individuals and to make changes in the
family system which will allow the family to serve its nurturing role. In
keeping with this philosophy, emphasis will be placed. on trestmant at adolescents .
from families with younger siblings. This intervention would provide a strong
preventative component, as wall as an amelforative component.

Goals and objectives

_Goals for this program may be stated in three major areas: Overall
goals for the project; goals for the individual youngstef in the program, and
goals for the family, |

A major project gosl may be stated in terms of reduction of inappropriate
referrals and placements in rqsi&onthl and other trutn;cnt programs in the
community., The scro:ming aspact of this program would result in appropriate
referrals and a more efficient use of existing community resources. A second
goal would be tc; provide followup consultation for the adolescent family in the
community resource providing service to the family. This consultation would
. insure continuation of the growth process begun during involvement with the pro-
grem., A third goal would be to provide a tnnsi:ic}nnl resource to the community
for those sdolescents leaving residential care. A fourth important goal of this
project 1s to continue the interagency caoperation and inwlvuu.nt- in identifying

community needs and working toward efficient utilizatfon of community resources.



There are three primary goals for the adolescent involved in the program.
first, a significant reduction in antisocial dehavior which would alter the
individual's identity to an fdentity which has I.git'ivucy within the commun-
ity. Second, an:'improvement {n social adjustment as reflected in pcor‘ and
family relationships. Third, an {mprovement in self-image as measured by dis-

crepancy scores on scales of personal adjustment,

Goals for the family would include a development of problem-solving
techniques to be used within the family structure; improved communication
bot-wc.n,.fnlly members; greater parental understanding of adolescent behavior;
snd a better family self-image through improved self-image of all’fnilé

menmbers. A related goal would be one of prevantion of similar problems

axperienced by the fdentified adolescent from developing with younger siblings

in the family.
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Section 11 PROGRAM DESCRIPTION ANO IMPLEMENTATION

The Oay Treatment Program would consist of two basic commitments:
e @ w;grn desfgned specifically to facilitate the development of & more
functional behavior pattern in the adolescent and 2. a strong emphasis on
therapeutic {ntervention with the family. .

Screening and evaluation for admfssion

Tha screening procedures following referral would include obtaining a social
history and a psychological summary of each child. The social history sho;lld
include the complete summary of ‘family interactions, idantifyling significant
family members and their present rolat‘iomhips to the youngsiqr. School progress
snd behavior would be appraised, This would include information from the
referring school, in cooperation with the IED.‘ This would insure thst the
educstional commnoné of the program would be mat for the adolescent and the
school .

The adolescent's primary family (own or foster family) must be willing to have
{ntensive involvement with the program and be amsndable to change in the family
structure, Upon referral, the case will be reviewed by an impact team composed of
staff from the Day Treatment Program, a representative from the i'.forrinq school,
and from agencies within the community. This will include an intensive inton;-
view with the family for the purpose of evaluation and planning. Following this
the case would be staffed with recommendations being provided for tha intcrwngion
uith the adolescent and his family. Recommendations might include referral to the
Day Treatment Program, r.f.rra'l to other existing community resources, a referral
to a residential program, whichever might be deemed more appropriate by the screen-
"~ ing staff, ' ' .
Program components

As a result of screening and evaluation, one or more of tI;o Wnonfl of
the c.iiroc‘t treatment pﬁogrm and the educational and Vocitio;ul program will

"be included fn the individual plan designed for each adolescent and his
: .

»t ’
» - -


http:adolesc.nt

108

family.
A. 0Ofrect treawment

The adolescent progran will {nclude intensive group experience and
may includa fndividusl counsaling sassions, as indicated. Tha educationai
ard vocational aspecis of tha program will invoive an ind{vi&ually designed
combination of the following:

1) attending a local high schoel

2) a minf-course program

3) tutorial proﬁram - students teauching students

L) adolescents taaching in local grade schools

5)‘ comnunity college involvament

4) neighborhood youth corps.

In addition to the :rea:men:.plan daveicped for the adolcscept there wouid
90 a variefy of treatment mocalities available Tor the parents and family, most
of which would be conducted during evaning nours to fagiliti:e Full participa:ion
of all appropriato‘family members. Thase would include Family Counseling, |
Parent's Groups, Parenting classes and Marital Counseling. -

The Family Counseling, Parents Groups and Marital Counseling would be
stivied by manbers Af the cooperating agancias and would include at least ona
memoer of the individual family's impact team. Tha Parenting Class would ba
faught Dy a member of the Mental Health Clinfc who has had past expericnce in
teaching such ciasses and would dDe aimed at broadening parents' understanding

. of adolescent behavior and teacning effactive techniques for dealing with
Soth desfrable and undesirabla behavior, | '
3. Educational - Vocational activity
Cooperation and coordination with local public schools is congidared
essential to the educational-vocational aciivities of thfs project, (lackamas

County IES hss agreed to coordinate e commwnications with cooperating schools


http:coordin.at

109

in arranging credits, curriculum, tutors and other activities utilizing
schoo! facilities or staff members. A school consultant will be a member of
the staff and will be available for consultation with the referring school.

Cr;dlts will be offerad for academic accomplishments particularly in
the skills areas of reading, math, English, h'llt‘OI'Yo Courses necessitating
equipment, tools or materials will be arranged through the public schools.
Students will acquire credits for socfal and personal development and communication
" skillg based on their intensive involvement in group, individual and peer
'caunuling ‘sessions. Credits will also be available for efforts in career
developmant or training. Placemants will be sought in part or full time jobs and
in vocational courses {n public schools and the community college. Community
cooperation will be sought for training placements sufficiently dfverse to pro-
vide growth experiences for all students.

. Under th; supervigion of one teacher uho is extremaly proficient in inter-
personal communication and counseling, the concept and technigues of ¥children
teaching children'" will be fundamental to the educational program. It has been
‘found that learning takes place at a much accelerated rate when students are involved
in the toachin§ process. While tutors learn and retain the material more rapidly,
and coupl;tcly, the students also learn more rapidly when taught by peers rather
than "odul‘t" teachers. While this concept {s used by soms sc'hoall on 8
1imited Abi'lil, and ‘usually reserved for '‘good'' students, it {s completely prace
ticable as a fundamental educational philosophy. Benefits range far beyond simple
skil! buflding into role exploration, communication and interpersonal relation-
ships, and self-concepts and worth. Students from the project and from the public
schools will be offered credits and/or salaries for tutoring time,

) On first entering the program, each person will determine the subject
areas in which he is deficient and needs remediation, as well as aress of
interast and r'notivation. When needed, standardized tests ara available thl;ough

Clackamas County IED. Inftial educational efforts will be to bring the
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doficiqntvlrnns up’to a survival level, after which individual fnterests
will determine curriculum.

Initial contacts with local school district administrators and
counse'ing departments have indicated strong support, particularly in that
most schools have been frustrated in serving, even in coping with, the
population {dentified in this project, While direct referrals will {niti-
ally ba quite 1imited in number, project results and effects, expertise and
consultation will be welcomed by public schoal parsonnel. Communfcatfon and
interaction betwean schools and human resource agencies can defin{tely

benafit by the processes fnvolved in this project.

Evaluation
A. The fndividual and family:
Atathe end of the three month {nvoivement {n the Adolescent Oay

Treatmant Program an evaluation of progress will be made and recommendations
cencorniﬁg the followup program. Optional racommendations might include cone
tinued fnvolvement in the Day Treatment Profram, referral to a community
resource, or tarmination / h¥o|louup by the Day Treatment consultation stnff
"It 13 possible that a recommendation for residantial care might follow-a

period of time in the Oay Treatment Program, Criterisa for avaluation will be
relevant to the individual and mn; differ with each {ndividual, In doafing
with adolescent and'family with critical adjustmeﬁt problems, it {s impossible
to set a specific standard as a success criteria. Movement toward more positive
’attitudos and behaviors within the fami!yAand within the community will ba the
anticipated yirection and can be measured progressively as the program {s
carried out. Followup procedures after the family {3 terminated fron the -

program will be made and success of program wi{ll be measured to some degree
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by zho.stab%lity‘ of the changes which occur.

8. The program

Evaluatfon of the program i3 regarded as essential in order to find
areas of success and areas on which the program could be improved. Therefore,
in addition to a valuation recommendation concerning the adolescent and his
family, an evaluation of tha program itself will occur at the end of each
three month period. This will be accomplished bx allowing for a two week break
between the three month term before each group {s begun. The program evaluation
will be conducted by an outside organization (such as the Teaching Research

Program at 0CE) contracted for this purposes.

Staffing
The Adolescent Day Treatment Program staff would be comprised of the

school consultant,

following positionss Oirector, Counselbr-fcacher, Counsalo/ﬂ a community
organization worker for volunteer coordination and 1{aison with the lay
community, a graduate student in field placement, undergraduate students and
volunteers and secretary. The agencies involved in the project would also
make staff members available for the family therapy, parents' groups and
marital thlflpy.A

The director and counselor would ba mental health prof‘ssionall, such as a
psychiatric social worker or a clinical psychologist with extensive training
and experience in working both with groups and with adolescents. The Counsenlor-
Teachar would be a certified teacher with special proficiency in communication
skills and interpersonal behavior. Experience in counseling adolescents wouid
be required. Tha director, counselor and counselor-teacher would be. responsibie
for the functioning of the program as well as the supervision and training
of the remaining staff. A more detailed outline of proposed staff may be found

in the section dealing with the budgat.
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PROPOSED BUDGETY
Position ' ' Rate
Oirector 1192 x 6, 1252 x 6
Counselor 845 x. 6, 888 x 6
Counselor-Teacher 8s x 6, 6883 x 6

Community Organizatfon
Worker . 662 x 6, 695 x 6

Clerk/Stanographer g x 492 x 6, 5 x 517 x 6

School Consultant 845 x 6, 888 x 6

- Payroll Costs . wx

ltem

‘Psychological Consuitation
Psychiatric Consultation
Rent and Utilfties
'I'ohphon;

Jenitorial Service
Transportation

Inurvici tratning
Equipment and Supplies
Food

". Research and Evalustion .

TOTAL

112

Annwal Salary .
14,664

10,398
10,398

8,142
3,027

|o: E98

11,405.40

Annual Cost
2’,500
2,500

' (3"'.600

240

" 480

N
1,500

750

300
3,000 ..

000

. L Sd )
57,027

e
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In K%nd Services Provided by Cooperating Agencies (Basid on an annual salary of
$ 15,000) . :

T

1. Therapists - parents groups (8 hours per week) i ‘ 3,000
2. Par;nting class (2 hours por week) A . 750
3.. Horital‘Thcrapy (4 hours par week) ‘ 1,500
b, Impact team (Equivalent of 1 full time staff) 15,000

5. Supervisors - Students and Voluntsars (& hours -week) 1,500 .
6. Planning and coordination {2 hours per waek) ) 7 0o
. $ 2.553

JIn addition:
foicc spaca,
- 0ffica equipment and supplies.
Supplemnnial secretarial help.
Inservice training.
To be provided by cooperating agencies. An actual cos£ estinate {s {mpossible

to datermiic at this time,
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STAVISTICS
Table I ) Shelter Cara - Clackamas County C.S.0.
! Numbcr or Childrea 1in
YCAR Shelter Care
1970 118
. 1971 131
1972 243
Jan, = Jun .
1973 237

&) Average length of stay in shelter care (1973) 10.7 days.
b) 73% of youngstars remaining {n shelter care over 7 days.
were in tha 13 - 18 year old age ranga (1973).

€) 77% of youngsters in shaltor care ware in the 13 - 18 year old range (1973).

Table II Foster care - Clackamas County C.S.0.
Month CSD Payment }ﬂgisn Payment l Institutions i
July "72 204 l 4 I 57
Aug '72 l 289 l 2 13

| Sept. '72 } 333 9 66
Oct. '72 ‘ _392 9 68
Nov. '72 421 12 | 76
Dec. ‘72| 420 Y 25
gan. '73 | o8 | _n 79
Feb, '73 2 29 12 3
Bl
Har, '73 | 39 32 104
lapr. 73 ¥ 391 18 115
May 73 | 36 |30 97
June '73 1 338 18 9
TOTAL | 4362 175 1002
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There were 14k new adolescent (13'- 18) cases opened at the Clackamas County

Mental Health Ciinic during the p.riod detween Julf 1, 1972 and June 30, 1973
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1. OTRECT TREATHENT

SOURCES OF IHPUT FOR ADCLESCENT JAY TREATAENT PROGRAM

. PROGRAM_CONPONENTS '~

2.  EDUCATIOHAL -YOCATIONAL

3. "3IG BROTHER"

. SCREENING AHD EVALUATION

5. Trafning

6. PROGRAM DEVELOPHENT
AHD EVALUATION.

'be directly involved with their fmplementation.

.
RO
va—a

SOURCES OF IHPUT

SOURCE PROGRAN COMPONENTS -

Mental Health Clinic 1,4%, 5 and 6

Childrens Services

Oivision 1,4, 5 and 6.
1.£.0. 2,65 and 6
Schools ’ 2 .
Juvenile Court 1, 4 and 6 )
Parrott Creeck 1,4, 5and 6
P.S.U. Graduate and

Undergraduate

Students t, 2 and 3
Volunteers 1, 2 and 3

The Adolescent Day Treatment Prograam Staff uffl be responsible for coord}nating and 6 components and

V44|



TRAINING

It §is anticipated that the proposed program will brovidc.a vehicle
which g;lduatc‘ltudantsAfrom the school of social work an& counseling psycho!-
ogy Oepartment at Portland State could receive practicum experience. Such .
© students would be required to spend 3 terms, at laast 2 days a week, in the
program. This would assure some continuity of staffing during the time the
adolescents were in the program. Undergraduate students, upper division laval
in behavior sciincos could also be involved in a companion 'big brother"
prograﬁ with some of the adolescants, as indicated by nced. This would give
the program & dual role, both providing direct sarvicas to emotionally dis-
turbed youngsters and thefr families and supplying soma much needed practizum
experience for students.

Others involved in the training would include staff members from various
community agencies. Paraprofessionals and a volunteer program would serve as.

an adjunct staff to the program and would be traine&-in this cépacity; -

Appendix F FACILITY ‘

A facility proposed for housing the program would be a buflding known as
the Annex. This 1:Aowned by @ local church ana is rented to tﬁe Mantal Health
Ciinfc at the present time 2 days a week and houses the adult day treatment
program. The building is a fairly large, comfortsble house providing rooms of

varfous sizas appropriate for both group and individual counseling and for the

.activitias of the program. There is also a kitchen which would allow for serving a

noon meal. It is anticipated that this facility would be avaiiabl. on 8 rental
" basis as it now is for the adult program.

0ffice space for the Adolescent Day Treatment Program Staff will be pro-
vided by the Mental Health Clinic and/or other cooperating agencies., .

[
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TYPICAL CASE HISTORY WITH DAILY DAY TREATMENT PROGRAM SCHEDULE

- CASE HISTORY, M. N. Male
Birth Dater 6-26-58

M. first came to the attention of the Mental Health Clinfc on September of 1965.
The presenting problem at this time was a reaction to the death of hi{s father who
died during the summer of 1965, Both M. and his mother were seen at that time and
no further contact was made with the Clinic until May 1972. At this time M. was
14 years old and a freshman in high school. The presenting problem at this time
was some difficulty M, was experiencing in sleeping and subsequently some behavioral
difficulties at school. He and his mother ware not getting along well and he was
resisting her attempts to discipline and control him. A psychological evaluation
was done at that time and a recommended treatment program involved group therapy
for M., individual therapy for his mother with occasional sessions with the two of
them being seen together,

This program was undertaken with somewhat debatable success. Following this,
M. became involved in some minor dalinquent behavior which fnvolved the Juvenile
Court, the situation with his mother detariorated and he, at her request was removed
from the home and was in foster care for saveral months. He went through three °
. foster homes during that period of time.and did not make a successful adjustment in.
any of them.

M. manifested some symptoms of depression and was hospitalized at Oammasch Hospi-
tal for approximately one month for evaluation. During this time he made some improve~
ment and upon a discharge was once again referred to the Clinic and has been {nvolved
in a group therapy program here.

During the period of time that M. has been involved at the Clinic he has not been
in school, which means that at this point he {is facing antarfng school once again as
a freshman. He {s expressing a great deal of apprehension about getting back in
schoo! and the present plans 1nclude enrolling him in a high school which he has not
previously attended.

Had the Day Treatment Program bean in existence last year M. would have been an
excellent candidate for such a program. It {s entirely possible that should his
school adjustment not be satisfactory that such a program would again be feasible
for M. during the coming year. .

ﬂﬂﬂﬂil' 9500 = 9530 a.m. M. arrives and mixes with others.
9;30 = 12:00 M. attends Adolescent Group.
12400 = 1500 Lunch
1:00 = 1330 -Unstructured time,
1330 -« 2730 M. attends class at local high school. {(music class)
.3360 - 4200 M. is tutored in reading and math skills at the Center,
4:00 . Program ends. M. returns homa.

7500 - 9:0b . Mrs. M. attends pareat's. group. .
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Tuesdaye 7:30:- 930 p.m,
7330 - 10100 p.a.

Wednesdayt 9100 - 4300

Thursdays 7130 - 9730 p.m.

Friday: 9100 - 1400
1330 = 3200
3230 « 4530

Mrs. M. attends paranting class.

M. spends evening with "bfg brother'.
H. repeats Monday's scheduls.

Family counsaling - M. and his mother, Mrs. M.
Occasionally significant others in the extended family

. constellation might be fncluded in the counseling

sassfons.

M. repeats Monday's schedule.

M. tutors a grade school! youngster {n math,

M. meats with his Juvenile Court counselor, "big

brother'* and staff person to review the activities of
the past week and to plan for a coming week of activities.
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APPENDIX D

A GROUP HOME/HOSPITAL TREATMENT MODEL

FOR DISTURBED ADOLESCENTS



PROGRAM DEVELOPMENTS

A Group Home—Hospital

Treatment Model

for Severely Disturbed Adolescents

LINDA R, HOFFALAN
VIRGINIA LEHMAN
ELID. ZEV

For severcly disturbed adolescents who are -
ready for discharge from hospitals hut are ex-

periencing long delays in placement elsewhere,
a community-based group home operating in co-
operation with a hospital may meet their need.

In 1972 child weltare statistics indicated that at least half of the New

York City children ready for discharge from state hospitals on refer-
ral {or placement to New York City's Bureau of Child Welfare were
severely disturbed adolescents. Many had heen awaiting placement
anywhere {roin 3 months to 3 years. There also were many emotion-
“ally disturbed adolescents from municipal aud private psychiatric
hospitals who were ready for discharge, aud had been awaiting
placement for prolonged periods.
The majority of these disturbed adolescents were black and
"Puerto Ricin, between 13 and 18 years old, from multiproblem
ghetto families. They had histories of severe psychiatrie disorders,
long periods of institutionalization, acting-out behavior, suicidal and
homicidal attempts and drug use.

Lmdu R. Huffmun MLSAY. ,ACSW, C.S.W. iy Spuml Assistant to the Com-
missioner, Special Sercice sfur thldu n, New York City. Virginia Lehman,

M.SW., ACSW, C.SW,, is Social Work Supertisor of the Children and -

Adolescent Services, Belluuue Psychiatric Hospital, New York. Eli D. Zec,
M.S.W.,ACSW, C.S.W., was Director, Mental Health Sercvices Department,
Abbatt House, Ircington, N.Y., at the time this paper was written. He is now
Assistant Director, Re m[untml Program, Vista D¢l Mar, Child Care ‘Ior
_tu ¢s, Los Angeles. :
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Few child care agencies had programs that enabled them to serve

this population. Special Services for Children, the administrative
arm of the Burcean ot Child Welfare, therefore embarked on an
innovative approach. The concept was to open. community-based
group homes apenated by a child care ageney inaffiliation with and
located near psyehiatric hospitals with adolescent services.
Special Services for Children would provide funding and ad-
ministrativ e support. The child care agency would provide the pro-
gramming and expertise required for servicing the adoleseents in
the group home. The hospitals would provide adinission to their
Cinpatient services if requiredand make a commitment to accept the
children into their day treatiment program. The day treatment pro-

gram would include a specialized and individualized school pro-.

grant, as well as psychotherapeutic, vocationul and recreational ser-
vices, :

Program Goal '

The overall goal was to help adolescents with long histories of

institutionalization in closed settings to adjust and function socially,
educationally and vocationally in an open group hmue setting in the
community.

Abbott House was the child care agem.) with which the group
homes were to be developed. Bellevue Psychiuatric Hospital, whose
~ Adolescent Division’s social work staff had submitted the original
proposal for such a project, was selected as the psychiatric backnp for
the first group home for eight adolescents. Long Island Jewish-
Hillside Psychiatric Hospital was selected as the psvchiatric hackup
for the second group home for eight adolescents.

At the outset Special Services for Children and Abbott House
formally agreed with both Bellevue and Hillside Hospitals as to the
roles, responsibilities and services they would provide for their
group hume projects. This agreement permitted integration of their
funding and resources to umure optimal delivery: of service in the
project. .

Advisory committees for the Abbott House—Bellevue group
home and for the Abbott House—Hillside group home, comprising
representatives of the three facilities, were established. Jointly, the
committees were to:

1) select a prograin director, to be on tlw Abbott House stalt,
directly responsible for programming and staffing the group home
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and coordinating group home services with those of participating
hospitals:

2) select a hospital staff psychiatrist respousible for providing

thernipeutic and consultation services for the group home;
3) monitor qud evaluate the program;
4) establish prum.un policy;

'5) make intake decisions on the basis of the program du('ctor s

and the psvehiatrist's evaluations: P
6) discuss discharge plans.
Through the efforts of the two committees the projects were both
phased in during the spring of 1973. Each group home accomnio-

dited cight adoleseents. Girls were selected as residents for both,

howmes, becanse statistics indicated that there was.a greater muuber
of girls than hovs awaiting placement at that time.

Program Model

The programs have heen under evaluation during their operation.
An attempt has heen made to develop a single model upon which to
base futire program planning for residential facilities to service
emotionally disturbed adolescents. Through experience, lt has been
found that the most successful approaches are:

A. Development of a therapeutic milieu involving a synthesis of
child care technigques with a psvchiatric hospital’s psychotherapeu-
tic, educational, recreational, fanily planning and medical services.

B. Provision of an individualized program in refation to the young-
sters” academic potential, current functioning and emotional stabil-
ity, through the hospital’s special intramural school.

C. Location of the group home in close proximity to the hospital.
Such a location helps insure attendance at the hospital’s school. Itis
also strategic for emorg,cn(\ psvchiatric and/or medical hospital
care.

"D. Location of the group home in a community supportive of the

concept.

E. Dc}'vlopnmn( of intake policy as follows: '

1) The childis referred by the public agency or the participating
hospital. Each hospital homne is allotted a percentage of the refer-
rals. based on its original written agreement.

2) The child is interviewed in the referring hospital setting by
‘the program director and hospital psychiatrist.

3) A determination is made that the child has the putcntml to
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establish one-to-one and/or group relationships and is motivated
to attewpt to function in an open group home sctting,

4 Aone-day visitis made by the child to the group home and the
hospital’s school.

5) Uponaceeptance, awritten commitment isobtained from the
relerring hospital to readimit a child who is unable to adjust to the
gronp home within 90 days.

6) The child is placed directly {rom llm referring hospital into
the group home.

F. Develapment of discharge poliey as follows:
' Discharge plans are discussed with the advisory committee.

2) Final discharge decisions for the group home are made by the.

provrnn director. Followup planning {or children is the responsi-
bility of the child care agency.

3 Final discharge decisions for the day hospital program are -

made by the day hospital stafl,

Provision ot individual and group therapy by psvehiatrists and
professional social workers. These therapists, along with child care
stadl, may also conduct life-space interviews.

H. Provision of three shifts of child care stalt within each 24-hour
period, rather than live-in parental persons. This stafting pattern
relieves the stress ot working with siich aseverely disturbed popula-
tion, unable tocope with the more intense parent-child relationship.

1. Promotion of awareness, understanding and involvement in the
residents” total activities throngh combined meetings of the group
“home and hospital staffs.

J. Enhancement ol positive teelings and relationships toward
peers and community through emphasis on community activities
such as joint shopping trips, movies, ice skating, courses at the Y,
volunteer work, ete.

Method of Program Evaluation

Evaluation of the group home programs has been based on
whether they have achieved their overall goul of social, educational
and voeational adjustinent. Social adjustment has heen measured on
the hasis of the younusters” ability to remain and function in open
comnmity-based group home settings.

The criteria for educational adjustinent have been school dttcn-
dance and achievement, Academic achievement has been evaluated
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by comparing cnrrent mathematios and reading scores with those
obtained upon admission.

At this time 1t is not possible to evaluate vocational adjustment
definitely, as there is only one child who requires vocational train-
ing. She is o relerral to a vocational training program.

“Social Adjustinent

“During the finst year of operation of the two group homes (1973-
197-8) there were 29 admissions. Sixtecn girls are currently in resi-
dence: eight from 9 months to a vear, three from 6 to 9 months, and
five up to 6 months from their admission duates,

The 13 children who did not remain were discharged during the
first -6 months of the programs® existence. The majority of these
voungsters left within a month of their admission dates. There have

"been no discharges during the last 6 months. The dropouts ceused
simultancously with the soliditication of the tri-party relationships
through the Advisery Committee, resolution of major administrative
problems, development of a more relevant intuke poliey and more
cohesive inter- and intra- staft-resident relationships ‘in the group
homes. : .

It is not possible to determine the degree of behavior modification
that has occurred or its permanence. due to the relatively brief time
intreatment in a community setting. Although positive and negative
fluctuatious have occurred in the youngstiers” behavior over the last
vear, there has been no adverse comumunity reaction to their pres-

“euce, [n general, the behavior of the residents has at least remained
the same in the open group home setting as it was in a closed setting,.
In some cases there are indications of significant iimprovement. The
acting-out, aggressive tendencies ot at least six of the girls have
noticeably subsided. ' ’

Fducational Adjustment

The hospitals’ special schools have been providing a structured

social experience along with an individualized educational ap-
proach for these youngsters, most of whom have histories of poor
school attendance, adjustment and achievement. All but one of the
16 girls in residence have been attending school regularly. Twelve
are attending the hospitals’ special schools, one is attending a com-

munity high school and two are attending college. Two of those -
attending hospital school are currently candidates for high school
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equivalency examimtions. The one child not attending school (the
girl on referral to a vocational training program) is receiving reme-
dial help at the group home. '

" The potential for academic achievement among these youngsters
varies. Their 1Qs range from mildly retarded to above-average.
Academic progress hus been measured in terms of any improvement
in reading and math scores from the date of admission to the preseut.
Ten of the 15 residents who attend school have shown progress in
reading and math scores, with clear indicatious that there is a corre-
lation between the child's length of stay and her educational
progress. '

Conclusion

The progriums have demonstrated that there are severely dis-

turbed adolescents who are able to function and progress socially

“and educationallv in these open commumnity -bused group home set-
tings.

A major fuctorin the proygram’s success is that optimal federal, state

- and local funding has been obtained for operational expenscs.
Another factoris that the participating agencies drew up agreements
defining the services and responsibilities of each.

The most positive ongoing component in the programs’ develop-
ment has been the advisory conmiittee of representatives of the
three participating agencies. Though the agencies” interests and
service mandates may have differed, the committee has been the

“vehicle for fostering the trust and understanding that enabled its
members to develop the common goal of providing quality adininis-
trution and services in the group homes. The support of the commu-
nity also helped strengthen the group homes. As mentioned
earlier, notwithstanding fluctuations in the adolescents’ acting-
out behavior there lias been no adverse community reaction.

Finally, the therapeutic, educational and recreational program
developed to maintain the voungsters” interest und involvementand
the positive staff-resident relationships have provided the mitieu
esscutial for success.

Further research on this t\pc of program is nceded. It should
include a determination of which severely disturbed adolescents
can benefit from this kind of setting, which require a more structured
setting, and what treatment modalities have the inost posm\ e long-
range effects. Nev ertheless, in view of the programy’ current suc-
cess, local child care agencies and psychiatric hospitals have begun
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to show interest in developing their own services based on this
model or modifications of it.

Special Services for Children recently opened another group
home with Abbott House aud Bellevue Psychiatric Hospital. This
home is for eight eniotional disturbed adolescent boys. Special Ser-
vices for Children plans to open soon at least two more group homes
for emotionally disturbed adolescents, using the tri-party approach or
variations of this model. : . ]
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