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This forum provided an opportunity for dialogue about the current
state of education and training for the human services workforce serving
children and adolescents with mental health needs and co-occurring
substance abuse and mental health disorders within community-based
systems of care, across the public child-service systems. A broad stakeholder group representing child-
serving agencies, universities, funding agencies, and family organizations participated in discussing
critical issues of workforce education and training, both at the pre-service and in-service levels. In
addition, the group was made aware of two national efforts that are currently underway to help address
this issue of workforce training within systems of care for children and their families.

The first effort pertains to a project funded by the Substance Abuse and Mental Health Services
Administration (SAMHSA), in which the Georgetown University National Technical Assistance Center
for Children’s Mental Health and the Research and Training Center for Children’s Mental Health at
the University of South Florida are collaborating to catalogue resources (training curricula and web-
based trainings) developed within federal child-serving agencies or their funded training centers to
teach new knowledge, attitudes, and skills particularly around the emerging field of evidence-based
practices within systems of care The second effort is an initiative by the Research and Training Center
for Children’s Mental Health at the University of South Florida in which a web-based access point and
accompanying listserv for university-based training programs and curricula has been established to
promote communication among faculty interested in systems of care. These two national efforts are seen
as a starting point for interesting other stakeholders at the state and community levels to address human
service delivery workforce issues within systems of care for children and families.

Stimulus questions were posed to the stakeholder group that attended this forum as a way to begin a
dialogue on this topic area. Questions included the following:

* What trends have you noticed impacting the human services delivery workforce for children with or
at risk of behavioral health needs and their families?

* What are some specific strategies that could be implemented at federal, state and/or local levels
to ensure a workforce that has the skills, knowledge, and attitudes necessary to provide services
reflective of the major values and principles in the children’s mental health field and based on
current research findings?

* How can the children’s mental health field ensure that pre-service education is relevant in preparing
the human services workforce for roles in public community-based systems of care?

* How can the children’s mental health field ensure that in-service training is relevant in preparing the
human services workforce for roles in public community-based systems of care?

* How might we partner with other child-serving systems to train personnel in key settings such as
schools and primary care practitioners’ offices to recognize and respond to mental health needs?

* How can we disseminate information about evidence-based practices and provide training
opportunities for practitioners to become skilled in these practices?

* How can we ensure that services and supports are culturally competent for ethnic and minority youth
and their families and are there some concrete strategies for recruitment of persons from different
cultures and races?
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Background and Context for Dialogue

The crisis that exists in the children’s mental health workforce, both in terms of a shortage of
providers and the need for training in new models of care, was underscored in the Surgeon General’s
report on Mental Health (USDHHS, 1999). Advances in new service delivery models and research in
treatment effectiveness have outpaced preparation of the human service delivery workforce (Huang,
Macbeth, Dodge, & Jacobstein, 2004 in draft). The critical need to address workforce training issues is
echoed in the 2003 President’s New Freedom Commission on Mental Health Report, “Achieving the
Promise: Transforming Mental Health Care in America.” The report calls for significant changes in both
clinical practice models and service organization to improve access, quality, and outcomes in mental
health care, recommendations that will be challenging, if not impossible to achieve, without a prepared
workforce.

Stakeholder Discussion on Trends and Strategies

Initial discussion by the stakeholder group pertained to trends that have contributed to this critical
shortage in the human services delivery workforce for children with behavioral health needs and their
families. High turnover and the fluid nature of the workforce were identified as significant problems. For
example, states have great difficulty in recruiting and retaining child welfare workers; this is particularly
the case in rural areas. Nationally, the turnover rate is between 30 and 40 percent annually (GAO, 2003).
Moreover, multiple child-serving agencies (e.g., schools, juvenile justice, primary health care, child
welfare) are frequently requested to identify and respond therapeutically to children with behavioral
health disorders; yet workers in these child-serving agencies are often not recognized or trained as part of
the mental health workforce, nor are the particular settings of these systems equipped to provide mental
health treatment services. Thus, education and training of the workforce are clearly not defined by
discipline or service setting, which contributes to the complexity of the task before us.

Several emerging demographic trends were identified as having an impact on the human services
delivery workforce. The ethnic and cultural composition of the population served has changed
dramatically in this country. Not only has there been significant growth in the total youth population
of children of color, it is projected that this trend will continue over the next decade. There is a
corresponding need for a culturally competent workforce; yet there is a critical under-representation of
people of color in the mental health workforce as well as a lack of workers who have adequate knowledge,
skills, and attitudes relative to cultural and linguistic competence.

Other demographic trends that have had an impact on the composition of today’s mental health
providers and the need for increased training are (1) increased feminization of the workforce, (2) different
norms and values in how generations approach work, with work in the behavioral health fields less valued
among the younger generation, (3) a move toward privatization and outsourcing of services, and (4) the
aging out of the existing workforce.

The crisis that exists in the children’s mental health workforce is partially attributable to the shortage
and retention of workers, but also to dramatic shifts in the values and principles underlying how services
are provided for children and families, due in part to the systems of care and family advocacy movements
(Huang, 2004). It has been argued that today’s pre-service academic training of mental health workers
bears little resemblance to the current demands and expectations of actual service delivery, particularly
within community based systems of care (Meyers, Kaufman, & Goldman, 1999). Moreover, these shifts
have resulted in the need to retrain and retool existing providers, who are expected to perform roles and
responsibilities for which they have not been explicitly trained. A number of strategies were suggested
by the forum’s participants for closing the workforce gap, targeted at both the pre-service and in-service
levels, especially strategies involving families in training.

The important role that families play not only as consumers, but as partners in the design and
provision of mental health services and supports, was emphasized in the New Freedom Commission
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report, ‘Achieving the Promise: Transforming Mental Health Care in America” and was a focus of

the discussion for this forum There has been a dramatic shift in families” roles, from being seen as
simply recipients of care to genuine partners in the service system, including policy and treatment
planning to the development and delivery of services to their children (Huang et al., 2004). It was
stressed that this shift in roles and power must be incorporated into professional training programs
by (1) including families in the design of training as well as training itself, (2) jointly training family
members and professionals, (3) providing stipends and other strategies for engaging and supporting
family members in training, (4) creating more “train the trainer” programs, (5) providing college
credit/CEUs/certificate opportunities for families who are trainers/trainees, (6) establishing coaching/
mentoring programs, and (7) establishing standard training procedures and curricula whereby
families and providers can work together.

At the pre-service level, several strategies were discussed and recommendations developed including
the following: (1) universities to redesign existing course content to enhance the competencies
(knowledge, skills, and attitudes) necessary to provide mental health interventions consistent with
current values and principles of care as well as those supported by the latest evidence based practices;
(2) universities to cut across disciplinary boundaries and offer interdisciplinary training/curricula
(e.g., mental health, substance abuse, developmental disabilities) with accompanying internships specifically
designed to translate theory and research into effective practice across settings; (3) universities to
recruit culturally diverse students and students interested in working with diverse populations; thus,
hopefully, better meeting the needs of families being served in community settings; (4) national and
state organizations to provide leadership in reviewing credentialing standards across professional
disciplines, emphasizing the importance of cross-disciplinary training, and newer technologies needed
for implementing community based systems of care; (5) high schools and community colleges to develop
strategies for preparing workforce not attending college, particularly for workers such as behavioral aides;
and (6) state agencies to engage key stakeholders in reviewing and adapting their licensing guidelines/
examination process across core competencies for training professionals and paraprofessionals across
professional disciplines as well as provide in-service training opportunities to human service workers
across the child-serving agencies based on newly established core competencies.

Additional suggestions were offered for training at the in-service level. The primary focus was on
ways in which evidence on comprehensive interventions that have a solid research base can be translated
into actual practice in the service arena. There is a discrepancy between the knowledge base and the
development of new skills utilizing that knowledge. Training programs will need to build the capacity to
teach these new skills, possibly in “bite-sized pieces,” focusing on the fundamental components. Different
strategies must be designed to change practitioner behavior for different disciplines (Huang, 2004).
However, irrespective of discipline and setting, an emphasis on basic communication, observation, and
facilitation skills were deemed critical. It was also suggested that cross training between systems/agencies
would be important.

Conclusion

This forum provided an exciting opportunity to hear from a group of stakeholders who recognize the
importance of transforming pre-service and in-service training and education to develop a qualified and
competent workforce; thus, ensuring better outcomes for children with mental health and co-occurring
needs and their families. It is anticipated that the innovative strategies suggested by the group will be
shared with interested others and steps can be taken to design ways to implement them at various levels.
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Introduction

Parents of children with serious emotional disturbance have traditionally been involved in their
children’s services as service recipients (individual or family therapy) or targets for change (parent
training; Friesen & Stephens, 1998). A more contemporary model involves parents as partners in the
service planning and delivery process (Osher & Osher, 2002). However, despite enthusiasm toward
a partnership model, its application in practice remains limited (Alexander & Dore, 1999). A parent
participant in the discussion group related her discrepant experiences in seeking assistance for her two
children, one served in the mental health system, and one in the developmental disabilities care system.
While both systems focused on family issues and parenting, the developmental disabilities system
response included an offer of respite, parent support, and skill building for the child. However, in the
mental health system she was not considered a part of the treatment team, and the office-based therapy
came across as critical and blaming. In order to facilitate a paradigm and practice shift from a provider-
driven model toward a partnership model in mental heath services, one strategy is the development of
expanded roles for parents, including roles as service providers and as educators for students preparing for
careers in the helping professions (McCammon, Spence, & Friesen, 2001).” The approaches necessary to
facilitate a paradigm and practice shift from a provider-driven model toward a partnership model include
development of expanded roles for parents, including roles as service providers and as educators for
students preparing for careers in the helping professions (McCammon, Spencer, & Friesen, 2001).

This topical discussion centered on implementation of an applied behavior analysis (ABA) focus
within a university graduate psychology training program that incorporates a parent-professional
partnership model. The university participants (two professors and a graduate of the program)
discussed their experiences teaching graduate students in a clinical psychology program with an ABA
track to partner with parents. The theoretical framework of ABA was described in the context of
treatment settings and parental role. Two case study examples summarized below illustrate how the
program’s parent-professional partnerships were related to real-world improvement in child behaviors.

ABA approach facilitates parent-professional partnerships

In the behavioral model utilized within this training program, individuals with knowledge of the
child, and who spend the majority of the time with the child (i.e. the parents), are viewed as being in the
best position to help the child. With in-home training and support, the parent becomes the expert who
makes the greatest contribution to the child’s learning and acquisition of skills. Because the behavioral
model is “skill-based” rather than “illness-based,” the emphasis is on giving everyone better skills to
work with the child—parents, other family members, therapists—rather than placing blame. The child
is not seen as having an illness that is someone’s fault, but rather as having individualized learning and
behavioral needs that require everyone working with the child to use specialized techniques.

Many professionals who subscribe to other theoretical models rely on expert knowledge of children in
general, or children with a particular diagnosis. This often translates into interpretation of family dynamics
and a child’s motives, with generic advice for caregivers. Professionals practicing non-behavioral office
based therapies do not typically provide treatment in the child’s home and classroom, or assist the parent
with the child’s everyday behaviors and teaching the child new skills in the natural setting, where behaviors
occur and skills are used. In contrast, the behavioral professional views the child’s home and school
environments as the most important places for learning skills and altering behaviors. Therefore, they must
work with all the significant others in the child’s life as co-therapists and fellow experts on a team.
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Partnership affects outcomes

Case study 1: An eleven-year-old girl with cerebral palsy was exhibiting depressive symptoms
(crying, trying to choke herself) and behavioral disruptions (grabbing, arguing, destruction of property,
noncompliance, and temper tantrums) at home and in her special education classroom. The parents
believed the child had been inappropriately tested and incorrectly placed in a special education class. The
consulting professor initiated retesting for the child using the Test of Nonverbal Intelligence. The parents
were correct and the graduate student and professor assisted the parents in advocating for the child
to be placed in a regular classroom setting. In this classroom, however, the child exhibited significant
behavioral and learning problems, secondary to her disability, as well as severe deficits in communication.
Again, parent professional collaboration resulted in implementing a behavioral support program at home
and in the classroom for the child.

The behavioral support program consisted of two interventions applied in a multiple baseline
design across individuals (morning assistant, afternoon assistant and mother) with changing conditions
(reinforcement only, preprogramming only, and the two treatments combined). The reinforcement
treatment consisted of verbal praise, tokens, preferred tangibles, response cost and time-out. The
preprogramming treatment involved preprogramming an augmentative alternative communication
(AAC) device with academic material for class participation. Two graduate students developed the
program, which was implemented by assistants and the child’s mother.

Figure 1 shows the effect of the interventions on the child’s behavior of on-task communication while
doing homework with her mother. Measurement of on-task communication revealed a low of 18%
of intervals during baseline. The reinforcement treatment resulted in a significant increase in on-task
communication (83%). However, both treatments combined provided the greatest increase in on-task
communication (100%). During summer tutoring sessions with her mother, one maintenance data point
revealed on-task communication of 100%.

Perhaps more important, was the fact that this child was able to remain in the regular class setting
as the result of the collaborative efforts between the parent and professional who worked with the
child. Additionally, graduate students directly observed and participated in this collaboration as part of
their professional training.

Figure 1
Percent of Intervals of On-Task Augmentative
Alternative Communication (AAC) Across Individuals

SR+ Maint.
Baseline SR Only  Prog.
M On-task AAC

O Reliability
| g, |

Percent of intervals on-task

1 3 5 7 9 11 13 15 17 193 21i 23

Sessions

186 — Research and Training Center for Childrens Mental Health — Tampa, FL — 2005



Topical Discussion: Graduate Training in Parent Professional Partnerships

Case study 2: A mother of a child with autism collaborated with graduate students in teaching
her son to engage in a mini-conversation (see Figure 2). Results indicated that the child, after having
a baseline performance level of 0 correct responses, rose to 80% accuracy during intervention, 100%
accuracy with a variety of therapists, and 100% accuracy in follow-up generalization probes. More
importantly, however, the collaborative relationship between the mother of this child, the professor,
the graduate student and the teacher in the classroom permitted this child with autism to function
successfully in a regular first grade classroom.

Parents of children with autism have traditionally been blamed for their child’s disorder or told
that they would need to accept the prognosis of having a child with a lifelong disability. Many of
these parents have decided to seek their own information and resources and become the advocate
for their child. Our training program offers experience and training for graduate students to work
collaboratively with these parents; they receive training, provide therapy, and advocate for the
child side-by-side as partners. The professional, a supervising professor from the university, has an
ongoing collaborative relationship with parents of children with autism. As a part of their internship,
the students work with these parents and their children in their homes. In addition to classroom
instruction, the graduate students observe collaborative relationships and get first-hand experience
working in partnership with parents.

Where do we go from here?

Parent participants in the group commented that similar partnerships would have been beneficial
to their children. A web site for locating board certified behavior analysts was shared with the group:
www.BACB.com. Providing university graduate training for future professionals in applied behavior
analysis and parent-professional collaboration produces a win-win-win situation. The university wins
because they provide a program that prepares students for functioning as professionals in the real
world, the students win because they receive training they can use in their professional career, but,
most importantly, the families are helped to provide the best possible outcome for their children.

Figure 2
Percent of Correct, Independent Trials During Baseline
and the Teaching of Conversation
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Introduction

Little is known about the internal organizational operations of residential mental health care settings
(RCSs) in the U.S., especially those that serve youth. There are, however, substantial concerns about the
cost-effectiveness of RCSs for children and adolescents (Holden et al., 2002), and little evidence to support
that treatment in RCSs contributes to better outcomes for clients (Kutash & Rivera, 1996). Recent
research from national mental health services data show that youth in RCSs have severe and complex
problems: nearly half are victims of abuse or neglect, nearly half have more than one psychiatric diagnosis,
and more than half are severely impaired based on Global Assessment of Functioning (GAF) scores of 50
or below. This level of impairment is the same for youth in RCSs as for youth in inpatient settings (Warner
& Pottick, 2003). Yet, because of their status in out-of-home placements, youth in RCSs are at risk for
multiple disruptions in their living situations, which may further compromise their ability to transition
successfully to adult roles. To effectively enhance the life chances of youth in residential care, information
is needed on their characteristics and an organizations’ capacity to serve them.

Current information about the population of youth in residential care and organizational features
of RCSs is limited for at least two reasons. First, a small proportion of the youth mental health service
population is in residential mental health care (5%; Pottick, Warner, Henderson, Milazzo-Sayre, &
Mandersheid, 2004), so more resources have been devoted to examining inpatient and outpatient care.
Second, RCSs are directed by child welfare and juvenile justice systems, as well as the mental health
system, making accountability piecemeal and problematic.

Staff expertise and availability, and the extent of compatibility between staff expertise and client
need, are key components of organizational capacity. The most recently published information available
from the Center for Mental Health Services (CMHS) provides an overview of the availability of services,
volume of services, staffing and finances of adult- and youth-serving mental health organizations in
1994, and describes trends that have occurred since the late 1960s (Manderscheid et al., 2001). The
limited data on RCSs for youth show that other mental health workers (persons with less than a Bachelor’s
degree) comprised the majority of staff (75%); 15% were professional care providers (e.g., psychiatrists,
psychologists, social workers, registered nurses); and 10% were administrative/support staff. Overall,
the data confirm that large-scale changes in mental health services began in the 1990s, with a notable
substitution of higher cost professionals with staff from less expensive labor categories.

We use data from a nationally representative sample of mental health facilities in 1998 to provide
updated information about staffing patterns. We additionally provide updated estimates of the number
of hours worked by professional mental health staff and examine issues of adequacy of staffing in RCSs
for youth by evaluating the deployment of professional mental health staff as a function of setting size
and clinical case mix.

Method

In 1998 CMHS’s Survey and Analysis Branch fielded a survey of mental health organizations
in collaboration with national associations representing state mental health programs, hospitals and
psychiatric health care systems. The study, described in detail elsewhere (Manderscheid et al., 2001)
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is known as the ‘SMHO’ (the acronym for the Survey of Mental Health Organizations and General
Hospital Mental Health Services, and Managed Behavioral Health Care Organizations). It replaced the
IMHO/GHMHS (i.e., Inventory of Mental Health Organizations and General Hospital Mental Health
Services) used in previous CMHS surveys of mental health organizations. The data set includes limited
information on the universe of all specialty mental health organizations and separate psychiatric services
of non-Federal general hospitals (V = 5,745), and detailed information on a representative sample of
those organizations (7 = 875). It does not include organizations that are under the jurisdiction of juvenile
justice or child welfare departments. A total of 355 RCSs responded to the 1998 survey. Based on reported
ages of clients, we identified 74 facilities that serve only youth under the age of 18 (weighted 7 = 311) that are
the focus of the current study.

Each organization reported the number of staff, the total weekly hours for staff, the number of
interns/trainees, and the total weekly hours for interns/trainees for 15 separate personnel categories. The
survey instrument instructions identified the sample week as September 13-19, 1998, and stated not
to indicate full-time equivalents but total number of personnel in each category; and total hours worked by
those personnel. We created a category that consisted of all mental health professionals with a B.A. and above,
including;: psychiatrists, social workers, psychologists, and other mental health professionals (e.g., activity
therapists, other counselors).

We created variables to reflect number of weekly hours worked by mental health professional staff,
and with data about the number of youth in each setting we calculated weekly mental health professional
hours per client. The number of youth in RCSs ranged from 1 to 116, with a mean of 18.8 and a median
of 6. Because average hours per client across all facilities might obscure differences in staff time devoted
to youth in facilities with small versus large populations, we created a three-level facility size variable:

39 facilities (12.5%) had 5 or fewer youth; 81 (26.0%) had between 6 and 10 youth, and 191 (61.4%)
had more than 10 youth. Diagnostic case mix information was based on the organizations’ reports of the
number of clients in each of seven diagnostic groups: schizophrenia and other psychoses, mood disorders,
other mental health diagnoses, mental retardation/developmental disability, alcohol/drug abuse, non-
mental health diagnoses, and unknown/undiagnosed. Due to the small number of youths in diagnostic
categories we combined other mental health diagnoses, mental retardation/developmental disability,

and alcohol/drug abuse into one category. A separate variable captured the number of children and
adolescents with serious emotional disturbance according to the organization’s definition.

Results are based on frequency distributions, analyses of variance, and post hoc Scheffé tests. All
analyses were weighted. CMHS calculated weights to inflate sample counts to national estimates.

Results

Most (7,675) of the youth in RCSs were in facilities with 10 or more clients, 511 youth were in
medium size RCSs, and 71 were in small size RCSs. Figure 1 displays information on clinical case mix
by setting size. Overall, most (54%) of the youth had a diagnosis other than mood disorder (39%) and
schizophrenia (7%). Diagnostic case mix is similar across setting sizes with the exception of significantly
more youth with schizophrenia (17%) in medium size settings, F(2) = 14.44, p <0.0001. When case
mix is examined on the basis of the proportion of youth with serious emotional disturbance, substantial
differences by setting size are apparent. There were significantly higher proportions of youth diagnosed
with serious emotional disturbance in medium (100%) and large (93%) settings compared to small
settings (57%), F(2) = 15.13, p <0.0001.

The mean weekly hours worked by mental health professionals, and mean weekly professional staff
hours per youth are presented in Figure 2 by size of RCS, and for total RCSs. There are more mental
health professionals working in larger settings, but not statistically significantly more. Weekly hours per
professional ranged from 33.01 in small RCSs to 37.80 in large RCSs suggesting that most professionals
work full time schedules in all size settings. However, weekly mental health professional hours spent per
youth are substantially different across RCSs. Each youth in a small setting receives, on average, 25.5
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hours of care from a mental health professional, whereas each youth in a large setting receives, on average,

1.4 hours of care, F(2) = 79.57, p <0.0001.

Discussion

The high proportion of youth with serious emotional disturbance in RCSs confirms that this client
population is in need of intensive psychiatric and psychosocial services. To be effective in RCSs, the
work force requires specialized education on the treatment needs of youth who are seriously emotionally
disturbed, and who have fragile connections to family settings.

Although the data available do not provide insight into the quality of care delivered by mental health
professionals in RCSs, the marked disparity between small and large settings in the amount of time spent
by mental health professionals suggests there are inequities in service delivery. On average, significantly
fewer hours of care were provided in RCSs with more children, but more of the youth in large RCSs were
seriously emotionally disturbed than youth in smaller size RCSs. To address these inequities, larger size
RCSs must have sufficient resources to hire and retain clinicians with advanced degrees, otherwise staff
‘burnout’ and turnover are likely to be chronic problems. In addition to a bigger workforce, inequities
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in service delivery could possibly be addressed by staff functioning. For example, training programs may
choose to incorporate classes or coursework that prepare master’s level counselors and social workers

to work with and oversee personnel who have not received comparable specialized education, but who
collaborate in the delivery of care in resource-deprived settings.
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Introduction

Recent literature shows that there have been increases in
prescriptions of all classes of psychoactive medications for children of all ages in recent years (Zito et
al., 1999; Zito et al., 2000; Zito & Safer 2001). Our review of pharmacy claims indicates that similar
trends exist for the Massachusetts Medicaid population; psychoactive medication prescriptions for those
under 19 years of age rose from 2.9% in 1994, to 6.5% in 2000 and 8% in 2002. Nearly one-third of all
psychoactive medications prescribed in 2001 to children were prescribed by either pediatricians (28%)
or family practitioners (4%). As many as 13% of adolescents in the Medicaid population received a
prescription for psychoactive medication in 2001.

The high prevalence of prescriptions for psychoactive medications currently written by physicians
without specific psychiatric training leaves many unanswered questions about the experiences of
providers, care managers, and caregivers of children with serious emotional disorders (SED). The
current study was undertaken to learn more about the experiences of these different groups as they face
challenges in with treating children and adolescents with behavioral and psychiatric disorders who are in
need of medication.

Method

Subjects. For this study we conducted three focus groups, each lasting approximately 90 minutes.
One group was comprised of parents or primary caregivers of children who had received medication
prescriptions for behavioral problems or psychiatric disorders. The second group included case managers
who work to connect children in need of services with professionals who can provide medication
or medication evaluations. A third group was conducted with pediatricians who have prescribed
psychoactive medications for their patients. For those wishing to participate, informed consent was
obtained, and all risks and benefits were clearly explained. Caregivers and case managers received $30 for
participation, and physicians received $100 for participation. Childcare was provided for caregivers.

Recruitment methods differed for each group. For the Caregiver group, our local Parent/Professional
Advocacy League (PAL), and a parent advocate from a local child mental health agency, assisted in our
efforts. The resulting group had seven participants, and included primary caregivers of one or more
children with SED who have taken psychoactive medications. The Case Manager group was recruited
through local area offices of the Department of Social Services and the Department of Mental Health.
Administrators were contacted and they distributed our recruitment flyer among their staff. This group
had six participants. The Physician group was recruited from within local pediatric practices in the
central Massachusetts area that were affiliated with the clinics of our university’s medical school and
hospital. This group was especially difficult to recruit. Eight pediatricians agreed to participate, and
five were able to attend the scheduled group. One did not come, one came late, and three pediatricians
participated in the entire discussion.

Questions. Each focus group participant was asked questions about his or her role in treatment for
children (see Table 1). The questions to the Caregiver group focused on the steps taken and challenges
encountered in getting treatment for their children, identified who prescribed medication, and the
parent’s role in treatment. The Case Managers’ discussion focused around issues in getting appropriate
assessments and treatment for the children they work with. The Physician group was asked about the
steps they take in assessing, treating, referring and prescribing medications to children with psychiatric
issues. All groups also were asked what they would do if given the opportunity to make changes to better
meet the needs of children with psychiatric disabilities.
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Table 1
Focus Group Questions

Parent/Caregiver group

When your child first had a behavioral or psychiatric
problem, what steps did you take to get him or her
treatment? Did you go to your pediatrician?

How long did it take for you to get treatment?

What kinds of problems have you faced trying to get
treatment and support for your child?

If you have wanted medication for your child, have you been
able to get it?

Who has prescribed the medication? Is this your preferred
prescriber?

What role have you had in your child’s medication treatment
planning?

What role have you had in your child’s behavioral health
(therapy) treatment planning?

Case Manager group:

When a client may have a psychiatric problem, what steps do
you typically take in getting the child an appropriate

assessment?

When a client has a psychiatric problem, what steps do you
typically take in getting the child appropriate treatment?

What kinds of problems have you encountered in getting
clients appropriate assessment and treatment?

If you were able to make changes in the service system to
better meet the needs of children with psychiatric disabilities,
what kinds of changes would you make?

Physician Group:

When a patient may have a psychiatric problem, what steps
do you typically take in assessing and treating the child?

What kinds of problems have you encountered in assessing
and treating children with psychiatric disabilities?

If a child needs a psychiatric assessment, how do generally go
about getting this?

If you were given the opportunity (and the power) to make
changes to better meet the needs of children with psychiatric
disabilities, what kinds of changes would you make?

Results & Discussion

Caregiver group. In the Caregiver group,
participants reported it took anywhere from
8 months to 14 years to get appropriate
treatment for their children. Some said
they had recognized problems for a long
time, but that their providers didn’t validate
them. One caregiver said her child “didn’t
get the attention that was needed until [my
child] finally hurt a teacher,” and another
said she'd asked her pediatrician for a
testing referral for two and a half years but
the doctor refused. Others had numerous
treatment providers over the years, yet still
reported difficulty getting their children
propetly diagnosed. Until their children
were properly diagnosed, many felt they
had spent months or years bringing their
children to treatment that was ineffective
or not as helpful as it could have been. The
parents all reported the same frustrations
as they felt their child’s “lives are going

by.” A typical story was that of a child who
was diagnosed at age five with Attention
Deficit/Hyperactive Disorder (ADHD),
and prescribed Ritalin for five years by

a pediatrician with no additional testing

or follow-up. Once psychological testing
was obtained by the caregiver, other
psychological problems were identified,
and a new treatment plan, which included
therapy and changes in medication, was
initiated. Other participants told stories
with similar themes, where “doctors

don’t listen to parents” and consequently
parents reported not being able to get the
appropriate care for their children.

Another theme that arose in the
Caregiver group was the lack of continuity
in care. Caregivers reported that therapists

and psychiatrists have a high turnover in the clinics that serve their children. Often when a clinician
would leave a setting parents reported a gap in care, typically for months before a new clinician was
available. They were concerned about the impact of this on their children.

Case Manager group. Themes that arose in the Case Manager group were the lack of psychiatric
providers as well as difficulties in the continuity of care for therapy and medication. One participant
recounted a time she looked through the local phone book and called every psychiatrist listed, yet still
could not get an appointment for her Medicaid-insured client. Case Managers also noted that, in their
experience, pediatricians were very likely to diagnose ADHD and prescribe stimulant medication for
their clients. “Every time you take the child to a pediatrician they leave with a prescription for Ritalin,”
said one. They were concerned that other psychological issues went unnoticed. One other difficulty that
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they all reported was that both a child’s psychologist and their psychiatrist need to be part of the same
agency. If their therapist moves to another agency, then the child also loses their psychiatrist. Similarly, if
their psychiatrist leaves, the child will be “left hanging” with no one to refill their prescription.

Physician group. The Physician group noted great difficulty in getting referrals for psychiatric care
for their patients. They reported that they often used personal connections to get appointments, saying
that it could be extremely difficult to get a referral otherwise. One participant told us “I get psych
referrals through begging.” They also noted that some patients are reluctant to see psychiatrists, or are
impatient for their name to come up on a waiting list for an appointment and want their pediatricians
to prescribe medications for psychiatric issues in the meantime. The physicians all agreed that it is hard
to engage either a therapist or a psychiatrist, usually because they aren’t taking new patients or because of
insurance issues. In the meantime, people get frustrated, angry and begin “demanding medication” from
pediatricians.

While our focus groups do not represent all pediatricians, case managers or caregivers who cope
with issues regarding psychoactive medications for children, their responses provide a snapshot of some
concerns common to each group, and some the potential differences and conflicts between mental
health services consumers and providers. All groups reported struggling with a lack of access to timely
psychiatric and psychological care. It was difficult to get appointments with psychiatrically trained
prescribers or with therapists and psychologists trained in psychological testing and assessment. Even
once patients were able to see a provider, frequent turnover in clinics that take Medicaid, or among
providers on different insurance panels, led to a lack of continuity in care.

Differences between the groups were most pronounced in the area of diagnosis, particularly regarding
ADHD. Parents and case managers both reported struggling to get children properly and accurately
diagnosed, and reported frustration with pediatricians who they felt overdiagnosed ADHD while
underdiagnosing other psychiatric disorders. At the same time, pediatricians felt very confident with
their diagnostic skills and treatment of ADHD, but less so with other psychiatric issues. A combination
of a lack of training in other areas, and a lack of providers trained in diagnosing and treating psychiatric
issues other than ADHD are likely contributors to these findings. This study, while small, points to a
need in our area for increased access to a range of psychological and psychiatric services for children and
adolescents, as well as additional training and supports for pediatricians. Additional research with larger
and more diverse samples is warranted to see if these difficulties are encountered more broadly.
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Introduction Christina Breault

In recent years there has been a marked increase in the numbers

of prescriptions for psychotropic medications written for children and adolescents. Since 1986, a

three- to five-fold increase in anti-depressant prescriptions (Zito et al., 2002) and a seven-fold increase

in amphetamine prescriptions was reported (Zito et al., 2003). Between 1990 and 1996, Shireman and

others (2002) reported a 69% increase in the use of SSRIs. Other studies have also documented dramatic

increases in the rates of psychoactive medication prescribed to preschoolers, including a three-fold

increase in stimulant prescriptions and more than a two-fold increase in the antidepressant prescriptions

between 1991 and 1995 (Zito et al., 2000).

Our review of pharmacy claims indicates that similar trends exist for the Massachusetts Medicaid
population. Psychoactive medication prescriptions written to Massachusetts Medicaid recipients
under 19 years of age rose from 2.9% in 1994, to 6.5% in 2000 and 8% in 2002. As many as 13% of
adolescents in the Medicaid population received a prescription for psychoactive medication in 2001.

Who has been writing these prescriptions for children and adolescents? Jensen (2002) found that
most stimulant medication prescriptions originate from pediatricians and primary care providers. A study
in Michigan in the late 1990s found that pediatricians wrote 59% of methylphenidate prescriptions for
children (Rappley, Gardiner, Jetton & Houang, 1995). Studies have found that over half of children
receiving prescriptions for stimulants are not diagnosed with ADHD, or do not meet ADHD criteria
(Angold, Erkanli, Egger & Costello, 2000; Jensen et al., 1999). A North Carolina study found that 58%
pediatricians reported prescribing SSRIs, and 31% reported prescribing SSRIs in combination with other
psychotropic medications (Rushton, Clark, & Freed, 2000). In Massachusetts, almost one-third (28%)
of all psychoactive medications prescribed in 2001 to children were prescribed by pediatricians. While it
is clear that pediatricians are writing many of the prescriptions for psychoactive medications for children,
lictle is known about the types of training pediatricians have in diagnosing and treating psychological
disorders in children and adolescents.

Method

Researchers from the Center for Mental Health Services Research conducted face-to-face interviews
with 23 pediatricians in central Massachusetts. The 90-minute in-depth qualitative interviews were
designed by a task force of the New England Partnership for Appropriate Psychoactive Medication
Prescribing. Interviews collected information about patient caseloads, physician training, comfort
diagnosing and treating psychiatric illnesses with psychopharmacological agents, and issues and concerns
regarding patients’ access to appropriate psychiatric care and referrals.

The response rate was lower than expected and physician recruitment required great effort. The 23
pediatricians in the study represented a response rate of 36%. Many indicated they were unable to arrange
for a 90-minute block of time to complete the interview. Informed consent was obtained, and all risks and
benefits were clearly explained to participants. Pediatricians were paid $100 for their participation.

Results

Physician Training. While 91% of participants indicated that they had received some form of continuing
medical education in psychiatry, this was most typically in the form of a workshop at a conference lasting just
a few hours. About one-third reported completion of a psychiatry rotation in medical school (36%). Most
reported no specialized training in psychopharmacology (64%), and what training was reported generally
consisted of continuing education training on prescribing stimulant medications for ADHD.
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Caseload, Characteristics, and Referrals. On average, participating physicians saw 58 patients per
week (SD = 33.8). More than half of these physicians (54.5%) had annual caseloads of over 1,000
patients. About 40% of the children in these caseloads were under five years of age, and only a quarter
were above the age of 16. Participants indicated that 24% of their patients had some type of behavioral
or psychiatric problem, about half of whom (13%) had a specific DSM-IV diagnosis.

Among patients with specific DSM-IV diagnoses, pediatricians reported that 29% came to them
already in treatment with a psychiatrist. Pediatricians made referrals for 59% of those children with
DSM diagnoses who did not have a psychiatrist. Pediatricians reported that 36% of these patients were
already seeing other mental health professionals at the time of their involvement with the case, and they
made referrals for 81% of those without a therapist.

While they made many referrals, the pediatricians reported many difficulties and barriers to their
patients actually seeing psychiatrists or therapists. Barriers included a general lack of access to providers
in the area, particularly for psychiatrists with expertise in prescribing psychoactive medications to
children. Pediatricians reported difficulties with insurance carriers, with few to no openings for clinicians
on their panels. Patient waits of two to four months were not uncommon. A few physicians interviewed
were part of a practice that featured an on-site behavioral unit or had very strong ties within the larger
practice to a child psychiatrist. In these cases, physicians reported that obtaining these referrals and
consultations was very easy.

Once seen by other clinicians, the pediatricians reported they rarely received the type and amount of
information they would like back from their colleagues. They reported never receiving information from
psychiatrists 59% of the time, while only 18% indicated that they received helpful information most of
the time. While the kind of information that physicians indicated that they would like to hear back was
often not substantial (diagnosis, medication type and amount if anything was prescribed, brief statement
of recommendations), most physicians reported that they rarely, if ever, received this documentation.

Physician Comfort with Psychiatric Diagnosis and Treatment. We found a wide range of comfort
levels among physicians in the independent diagnosis and treatment of patients with psychiatric
problems (see Figure 1). Most physicians indicated that they were very or somewhat comfortable
diagnosing Depression (86%), ADHD (82%) and Eating Disorders (82%) without specialty
consultation. Most indicated that they were somewhat or very uncomfortable making diagnoses of Bipolar
(91%), Post-traumatic Stress Disorder (77%), Tourette’s Syndrome (68%) and Autism (65%) without
specialty consultation.

While many physicians were comfortable diagnosing without specialty consultation, treating patients
with medication without specialty consultation is another matter (see Figure 2). Only for patients with
ADHD (100%) did physicians indicate that they were very or somewhat comfortable treating them with
medication without specialty consultation. However, no pediatricians reported being comfortable in
treating bipolar disorder or PTSD without specialty consultation.

There was a high level of comfort diagnosing and treating ADHD and a relatively low level
of comfort treating other psychiatric conditions. Physicians reported a very high level of comfort
prescribing stimulants and a relatively high degree of comfort prescribing SSRIs, but also a relative
lack of comfort with virtually all other classes of psychopharmacological agents. Despite the relatively
low level of expressed comfort prescribing alpha agonists, anti-psychotics, mood stabilizers, tricyclics,
and benzodiazepines, it is noteworthy that at least some physicians found themselves in a position in
which they prescribed drugs within classes with which they were somewhat or very uncomfortable. For
example, while no pediatricians indicated that they were comfortable prescribing mood stabilizers, 48%
indicated that they had prescribed them during the previous year.

Common examples of scenarios in which physicians reported prescribing medications that they
were uncomfortable with included (a) when a new patient came in and was already on a medication,
the physician continued to prescribe medication until the patient saw a psychiatrist; and (b) when a
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physician was asked to prescribe a medication that had worked previously for a patient. When asked how
often they prescribed psychotropic medications because it was not possible to get a timely mental health
evaluation or psychotherapy, 23% said never, 5% said all the time, and another 27% said often. Almost
half (45.5%) indicated they had to do this at least occasionally.

Discussion

These data indicate that pediatricians in Massachusetts are following the national trends. As the numbers
of children and adolescents who are given psychoactive medications increase, more pediatricians are placed
in the role of prescriber. This study, while limited in sample size, offers an in-depth look into some of the
issues facing pediatricians as they try to meet the needs of their patients with psychiatric issues.

Figure 1
% of Pediatricians Somewhat or Very Comfortable
Diagnosing and Treating with Medication
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While the pediatricians surveyed here are prescribing many different types of psychoactive medications
for many different types of problems, the training and comfort they report is limited. Outside of the
realm of ADHD and stimulant medications, the pediatricians interviewed were not very experienced in,
or comfortable with, prescribing psychoactive medications. Additional training in psychopharmacological
issues for children would likely be useful and welcome. Another frustration commonly reported was a lack
of access to child psychiatric services, both for patients and for support and consultation for pediatricians.
Alignment of child psychiatric services with physician groups so that pediatricians can have ready access
to referrals as well as formal and informal consultations would be beneficial to both pediatricians and to
patients. In several practices we visited, this kind of arrangement appeared to be working well, creating a
direct link for the physician to receive informal feedback about treatment courses that the physician was
relatively familiar with (for example ADHD), but also providing for times from referral to treatment that
averaged a week rather than the 2-4 months more commonly reported.
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