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Notes on the
Organization of This Book

The overall goal of this book is to bring to life a variety of applications of com-
munimetric tools with the long-term objectives of fully implementing the principles of
Total Clinical Outcomes Management (TCOM). Part 1, Setting the Stage (Chapters
1 and 2), is a general introduction to TCOM and the Child and Adolescent Needs
and Strengths (CANS) tool. The remaining chapters in the book provide a variety of
case studies of various aspects of the TCOM approach and the development and use
of communimetric tools. These case studies are organized based on the level of the
implementation.

Part 2, Cross-Program Applications Within Systems, includes six chapters describ-
ing experiences with system level implementations. Chapters 3 and 4 narrate the story
of statewide CANS implementation in New York. In Chapter 3, Fazio describes the
state level use of CANS, first in a need-based planning study and then in support of
the implementation of systemwide efforts at transformation. In Chapter 4, Rogers
and Endress provide a parallel description of New York’s transformation process at
a county level rather than from the state perspective. The New York State Office of
Mental Health (OMH) works to facilitate adoption of innovation at the county level
because so much system control occurs at the county level. By requiring that a Single
Points of Accountability (SPOA) system adopt some standard measure, and by recom-
mending the CANS as this measure, the OMH both encourages adoption and respects
local control.

In Chapter 5, Caliwan and Furrer describe one of the most comprehensive appli-
cations of this approach in New Jersey. New Jersey’s vision, the most ambitious
effort nationally, is to implement TCOM across the state’s entire child-serving system
through the use of a common assessment strategy. In Chapter 6, Hirsch, Elfman, and
Oberleithner describe an interesting implementation in Philadelphia’s child welfare
system. This chapter describes the oldest and most successful implementation of an
eligibility approach to decision model implementation. The success of the treatment
foster care eligibility model has spawned expansion into thresholds for group homes
and institutions and applications within the juvenile justice system.

Pavkov and Hillman in Chapter 7, and Rauso and Mason in Chapter 8, describe
county-based applications in Indiana and California, respectively. Lake County,
Indiana, in the northwest corner of the state, is a complex and diverse county. The
Lake Country implementation has led to a statewide approach in Indiana. Los Angeles
County’s population would make it the fifth largest state; implementation is well
underway.

Part 3, Managing Single Programs Across Systems, describes TCOM imple-
mentations that focus on single programs in statewide systems. In Chapter 9, Leon
describes one of the one of the most mature applications of TCOM in the mobile
crisis services in Illinois. Recently, the method described by Leon has been expanded
as the mobile crisis program has grown to include all Medicaid-eligible youth. In
Chapter 10, Furrer and Mechlin describe how New Jersey used its Information
Management and Decision Support tool (IMDS) to support the implementation of its

Xvii
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mobile response component to its expanded children’s system of care. To conclude
Part 3, Burnett-Ziegler, Brennen, and Jackson present in Chapter 11 the Mental
Health Juvenile Justice Initiative’s approach to TCOM. Data on the impact of this
program was successfully used to secure its expansion to all county detention centers
and it has become a model for Illinois’s Department of Juvenile Justice.

Part 4, Program-Level TCOM, presents three chapters that describe TCOM
approaches at the program level in areas where systemwide implementation has not
been undertaken. In Chapter 12, Bisnaire and Greenham describe the first program-
level effort at TCOM at the Children’s Hospital of Eastern Ontario. This program
is seen as an innovation at the provincial level, with funding from Ontario’s Center
for Excellence, representing the first externally funded TCOM implementation. In
Chapter 13, Lehner and Durkin present the development and implementation of
TCOM within a program for adults with serious substance use and housing problems.
Implementation occurs here in the context of an under-funded environment that uses
staff with less training and experience than many service delivery settings. In Chapter
14, Anderson describes a process to improve mental health services in an adult prison.
The challenge of needs-based planning and service system transformation in an envi-
ronment that is historically unfriendly to mental health is an interesting application of
the person-centered approach advocated in TCOM.

Part 5, Treatment Management for Special Populations, offers four chapters that
cover the design and implementation of communimetric tools for special populations.
In Chapter 15, Huyse and his colleagues describe the development of the INTERMED,
which is used in medical/surgical populations. This tool has been successfully used
to support biopsychosocial assessment and intervention in a wide variety of complex
medical and surgical settings, both inpatient and outpatient. In Chapter 16, Hunter
and Cruise present research on the version of the CANS developed for use with
sexually aggressive youth. The authors compare the communimetric CANS tool with
other tools that come from psychometric theory. Kisiel, Blaustein, and colleagues
describe in Chapter 17 the collaboration within sites of the National Child Traumatic
Stress Network to develop a special version of the CANS-Trauma Experiences and
Adjustment version. This development was the foundation for the CANS version that
is now used statewide in child welfare in Illinois. To round out Part 5, Cornett and
Podrobinok in Chapter 18 describe the early development version of the CANS used
for children five years old and younger. Currently, early development interventions are
an important area of interest and program expansion. Few comprehensive, strength-
based assessment approaches exist for this age group.

Part 6, TCOM Methods, presents methods applications for TCOM. Rawal and
Lyons in Chapter 19 describe the methods for needs-based planning, which can be
used as the foundation of developing TCOM in complex systems (e.g., New York State,
Philadelphia, Illinois State, and Los Angeles County). In Chapter 20, Dollard, Rautkis,
and colleagues present the development of a file review method to match assessment
information to service planning and treatment impact documentation. Effective use of
information technology is an important aspect of successful TCOM implementation,
and this technique, Service Process Adherence to Needs and Strengths (SPANS), is an
excellent method of quality improvement consistent with the TCOM philosophy.

In Chapter 21, Toche-Manley and Grissom present a computer-based management
system that supports TCOM implementation at a program level. Weiner in Chapter 22
discusses the development of a method for building matches between assessment data
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and provider information, an important contribution for anyone interested in manag-
ing complex systems. Chapter 23 presents an innovative statistical approach to using
communimetric data for outcomes. Martinovich and Stallings use hierarchical linear
models to build trajectories of recovery for children and youth in residential treatment
settings. In Chapter 24, Lyons describes the philosophy and methods for developing
decision models, and in Chapter 25, Lyons and Weiner discuss the future of TCOM
and offer their reflections on what it needs to succeed in the long run.

In sum, the design of the book is to provide a series of case studies that describe
aspects of the TCOM approach, using communimetric measures, from a variety of
levels and perspectives. As yet, no implementation represents a full implementation
of TCOM. However, together these stories provide a useful way to understand the
philosophy and approach.



To order go to http://www.civicresearchinstitute.com/bhc.html

Index

[References are to pages.]

A
Acute care pediatric inpatient settings, use
of TCOM in background
full system level, redesign at, 12-3—12-4
program level, redesign at, 12-4-12-5
CANS-MH
adoption of, 12-8
children and adolescents, clinical needs and
strengths of, 12-8
challenges to TCOM implementation
buy-in from patients, families and staff,
securing, 12-12-12-13
change, building culture of, 12-11-12-12
financial resources, securing, 12-13
service delivery, understanding importance
of TCOM to, 12-12-12-13
staffing, 12-13
Childhood Acuity of Psychiatric Illness Scale
(CAPI), use of, 12-7, 12-9
conclusions, 12-14
current implementation phase
community level, implementation on, 12-10
full system level, implementation on, 12-10
generally, 12-8
individual level, implementation on, 12-8-12-9
inpatient hospital setting, implementation in,
12-9-12-10
program level, implementation on, 12-9
design and development of TCOM
community level, goals for, 12-11
current implementation phase (See subhead:
current implementation phase)
funding, 12-10, 12-11
generally, 12-5
hospital level, goals for, 12-11
individual child and adolescent level, goals
for, 12-10-12-11
initial implementation phase (See subhead:
initial implementation phase)
next steps for implementation, 12-10-12-11
partnerships with local agencies and
organizations, development of, 12-11
planning phase (See subhead: planning phase)
program level, goals for, 12-11
full system level, redesign at, 12-3—12-4
generally, 12-2
goals of hospitalization, 12-2

I-1

initial implementation phase, 12-8
communication, implementing
mechanism for, 12-8
evaluation coordinator, hiring of, 12-7-12-8
generally, 12-7
goals of inpatient psychiatry unit, 12-7
providers from external sites, contacts
with, 12-8
planning phase
buy-in by program participants, 12-6—12-7
generally, 12-5-12-6
literature review on acute care
outcomes, 12-6
principles incorporated in early
implementation, 12-5
program level, redesign at, 12-4-12-5
Adult Needs and Strengths Assessment (ANSA)
applications, 2-4-2-7
Assertive Community Resources for the
Chronically Homeless (ARCH) program,
use in (See Assertive Community
Resources for the Chronically Homeless
(ARCH) program; Illinois)
generally, 2-1-2-2
item structure of, 2-7
prisons, delivery of mental health services in
(See Prisons, delivery of mental health
services in; lowa)
Recovery Outcomes Management Systems
(ROMS), ANSA as element of, 21-3
Alaskan Youth initiative
Child and Adolescent Needs and Strengths
(CANS) decision model, 2-3, 2-6
Service Process Adherence Needs and Strengths
(SPANS) pilot study, 20-5, 20-6, 20-9
ANSA. See Adult Needs and Strengths
Assessment (ANSA)
Antipsychotics, guidelines for use of, 3-11
Apgar score, 1-7
Apgar, Virginia, 1-7
ARCH. See Assertive Community Resources for
the Chronically Homeless (ARCH) program
Assertive Community Resources for the Chronically
Homeless (ARCH) program; Illinois
Adult Needs and Strengths Assessment
(ANSA), use of action levels for service
providers, 13-6



To order go to http://www.civicresearchinstitute.com/bhc.html

I-2 BenavioraL HEALTH CARE
[References are to pages.]

Assertive Community Resources for the
Chronically Homeless (ARCH) program
(Continued)
barriers impeding assessment, 13-8—13-9
generally, 13-5-13-6
homeless, problems of, 13-9
infrequency of ANSA assessments,
13-8-13-9

need domains, assessment of, 13-5

strengths domains, assessment of, 13-6

team members, discrepancies in training and
assessment styles of, 13-8

barriers to implementing TCOM

assessment, barriers impeding, 13-8—13-9

fidelity reviews, barriers impeding, 13-9—13-10

generally, 13-7-13-8

treatment planning, barriers impeding,
13-9-13-10

fidelity to strengths-based treatment (See subhead:

strengths-based treatment, fidelity to)
generally, 13-2
housing, transition to, 13-2—13-3
implementation of TCOM
Adult Needs and Strengths Assessment
(ANSA), use of, 13-5-13-6
barriers to (See subhead: barriers to
implementing TCOM)
components of ARCH TCOM strategy,
13-4-13-5
consumer outcomes, monitoring (See
subhead: outcomes management)
goals of ARCH TCOM strategy, 13-4
strengths-based treatment, fidelity to (See
subhead: strengths-based treatment,
fidelity to)
lessons learned from ARCH program, 13-10-13-15
multi-agency collaborations, challenges posed
by, 13-14-13-15
organization of ARCH program, 13-3-13-4
outcomes management
barriers impeding, 13-10
generally, 13-7
strengths-based treatment, fidelity to
barriers impeding fidelity reviews,
13-9-13-10
generally, 13-6, 13-7
treatment fidelity index (TFI), 13-6, 13-7
TCOM, use of
generally, 13-4
implementation of TCOM (See subhead:
implementation of TCOM)
treatment planning
generally, 13-9-13-10
integrated treatment plan, example of,
13-11-13-13

B
Biopsychosocial model of disease, 15-3—15-4
Bureaucracies, 1-4—1-5

C
California

placement control and utilization management
for children’s services; Los Angeles
County (See Placement control and
utilization management for children’s
services; Los Angeles County)

Canada

acute care pediatric inpatient settings,
use of TCOM in (See Acute care
pediatric inpatient settings, use
of TCOM in)

CANS. See Child and Adolescent Needs and
Strengths (CANS)

CAPI. See Childhood Acuity of Psychiatric
Illness Scale (CAPI)

CASSP. See Child and Adolescent Service
Systems Program (CASSP)

CAT. See Crisis Assessment Tool (CAT)

Centralized bureaucracies, 1-5

Child and Adolescent Needs and Strengths
(CANS)

Alaskan Youth initiative, decision model for,
2-3,2-6

applications

decision support, 2-3
outcome measure, 2-3—2-4

CANS-early childhood (CANS-EC),
assessment of young children using (See
Infants/young children, problems and
needs of)

CANS-mental health (CANS-MH)

acute care pediatric inpatient settings, use
in (See Acute care pediatric inpatient
settings, use of TCOM in)

generally, 2-3

item structure of, 2-4

Mental Health Juvenile Justice (MHIJ)
initiative, use in; [llinois (See Mental
Health Juvenile Justice (MHIJ)
initiative; Illinois)

rating scales for sample items, 2-5

CANS-sexual development (CANS-SD),
assessment of juvenile offenders using
(See Juvenile sexual offenders, treatment
and management of)

CANS-TEA for assessment of trauma (See
Traumatic experiences, treating children
with)

decision support, use for, 2-3

generally, 2-1-2-2



To order go to http://www.civicresearchinstitute.com/bhc.html

INDEX I-3
[References are to pages.]

infants/young children, use of CANS-EC in
assessment (See Infants/young children,
problems and needs of)
information management and decision support
system (IMDS), use of CANS in; New
Jersey (See Information management and
decision support system (IMDS); New
Jersey)
Lake County child welfare system, use of CANS
in (See Child welfare system; Lake County)
Los Angeles County placement control and
utilization management for children’s
services, use of CANS in (See Placement
control and utilization management for
children’s services; Los Angeles County)
Mental Health Juvenile Justice (MHJJ)
initiative, use in; [llinois (See Mental
Health Juvenile Justice (MHJJ) initiative;
[llinois)
needs-based planning, use of CANS for (See
Needs-based planning, use of CANS for)
New York children’s mental health services
program, use in, 3-10
Oneida County SPOA/A process, use of CANS
in (See Collaboration among child-serving
systems; Oneida County)
origins and development of, 2-2-2-3
outcome measure, use as, 2-3-2-4
Service Process Adherence Needs and
Strengths (SPANS) measurement tool used
in conjunction with (See Service Process
Adherence Needs and Strengths (SPANS)
measurement tool)
sexual offenders, use of CANS-SD in
treatment and management of (See
Juvenile sexual offenders, treatment and
management of)
trauma, use of CANS-TEA in assessing (See
Traumatic experiences, treating children with)
treatment foster care (TFC) program, use
of CANS in (See Treatment foster care
(TFC); Philadelphia)
Child and Adolescent Service Systems Program
(CASSP), 4-4, 4-8
Child welfare system; Lake County
CANS, use of
decision to adopt CANS, 7-3-7-4
gains resulting from, 7-12
implementation (See subhead:
implementation)
screening and assessment (See subhead:
screening and assessment)
statewide momentum, 7-12
gains resulting from use of CANS, 7-12

generally, 7-1-7-2
implementation
barriers to CANS implementation, 7-11-7-12
screening and assessment (See subhead:
screening and assessment)
training, 7-4-7-6, 7-8
multidisciplinary treatment decision support
team, creation of, 7-13-7-14
peer review for assessment quality, 7-11
pre-CANS procedures, 7-2
progress and current status of TCOM,
7-14-7-15
residential treatment center evaluation project
CANS, decision to adopt, 7-3—7-4
process evaluation, 7-2—7-3
screening and assessment
assessment providers, 7-6
assessment referral packages, 7-8
child welfare populations screened, 7-7
children under 3, process for, 7-9-7-10
completed assessments, contents of,
7-10-7-11
generally, 7-6
integrating CANS and MHST into, 7-7-7-10
peer review for assessment quality, 7-11
process flow charts, 7-9, 7-10
resistance to CANS, 7-7
Screening/Assessment Tracking Tool, 7-8
statewide momentum for use of CANS, 7-12
training
Phase [ training, 7-4-7-6
Phase II training, 7-8
treatment intensity decision support tool
algorithms mapped to continuum of intensity
treatments, 7-13-7-14, 7-17-7-21
generally, 7-13-7-14
levels of treatment intensity, description of,
7-14, 7-22-7-23
Childhood Acuity of Psychiatric Illness Scale
(CAPI), 12-7, 12-9
Childhood Severity of Psychiatric Illness (CSPI)
rating scale
generally, 2-2
Mental Health Juvenile Justice (MHJJ)
initiative, use of CSPI to determine
qualification for; Illinois, 11-6
Screening Assessment and Supportive Services
(SASS) program, evaluation of (See
Psychiatric hospital admissions and
outcomes in child welfare; Illinois)
Children’s mental health services
acute care pediatric inpatient setting, use
of TCOM in (See Acute care pediatric
inpatient settings, use of TCOM in)



To order go to http://www.civicresearchinstitute.com/bhc.html

-4 BenavioraL HEALTH CARE
[References are to pages.]

Children’s mental health services (Continued)
child welfare system; Lake County (See Child
welfare system; Lake County)
collaboration among child-serving systems
(See Collaboration among child-serving
systems; Oneida County)
early childhood problems and needs
(See Infants/young children, problems
and needs of)
information management and decision support
system for children and families (See
Information management and decision
support system (IMDS); New Jersey)
Mental Health Juvenile Justice initiative;
Illinois (See Mental Health Juvenile
Justice (MHJJ) initiative; Illinois)
needs-based planning (See Needs-based
planning for children’s mental health
services; New York)
placement control and utilization management;
Los Angeles County (See Placement
control and utilization management for
children’s services; Los Angeles County)
psychiatric hospital admissions and outcomes
in child welfare; Illinois (See Psychiatric
hospital admissions and outcomes in child
welfare; Illinois)
sexual offenders (See Juvenile sexual offenders,
treatment and management of)
traumatic experiences, treating children with
(See Traumatic experiences, treating
children with)
treatment foster care; Philadelphia
(See Treatment foster care (TFC);
Philadelphia)
Clinic services
New York children’s mental health services
program, 3-11-3-12
Clinimetric measures, 1-7, 13-5-13-6, 15-20
Collaboration among child-serving systems;
Oneida County
background, 4-2
C-info system, 4-8—4-9
CANS assessment tool, use of
assessment formats, 4-11-4-12
CANS assessment units, 4-9—4-10
characteristics of CANS
assessment, 4-6—4-7
generally, 4-4
mandatory use, 4-8
parties evaluated, 4-7
purposes of, 4-7

readministrations/follow-up, 4-12
training, 4-14
Child and Adolescent Service Systems Program
(CASSP) guidelines, use of, 4-4, 4-8
cross-system barriers, 4-3
discharges from RTF system, 4-15
funding, 4-13
generally, 4-1-4-2
impact of, 4-15-4-16
integrated system, building
CANS assessment units, 4-9—4-10
CANS readministrations/follow-up, 4-12
elements of collaborative services, 4-9-4-10
oversight committee, 4-11
philosophy of system, 4-12—4-13
SPOA/A team, role of, 4-9-4-10
transitional care, 4-13
Universal Referral Form, use of, 4-11-4-12
Kid’s Oneida program, 4-2
participating programs, 4-2
residential treatment facility (RTF) system,
changes in, 4-14—4-15
SPOA/A process
CANS assessment tool, use of, 4-4, 4-6-4-8
generally, 4-4-4-5
goal of, 4-4
impact of, 4-15-4-16
oversight committee, 4-11
philosophy of, 4-5-4-6
reform program philosophies and
methodologies underlying, 4-4
SPOA/A team, role of, 4-9-4-10
system of care, 4-5
training, 4-14
transitional care, 4-13
Universal Referral Form, use of, 4-11-4-12
Communimetrics, 1-7-1-10
action level ratings, use of, 1-8
anchored definitions, creation of, 1-8
elements of
communication value, utility based
on, 1-10
decision process, relevance to, 1-9—1-10
documentation requirements, philosophy
on, 1-9
flexibility for varied medical
environments, 1-9
item-level reliability, 1-10
partner involvement, 1-9
generally, 1-6
INTERMED method, evaluation of,
15-20-15-24
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principles of, 1-8
Screening Assessment and Supportive
Services (SASS) program, evaluation of,
9-17-9-18
Complex medically ill persons, INTERMED
method of integrated care for. See
INTERMED method of integrated care for
complex medically persons
Contingency theory, 1-5, 1-6
Crisis Assessment Tool (CAT)
information management and decision
support system (IMDS), use in (See
Information management and decision
support system (IMDS); New Jersey)
mobile response and stabilization system
(MRRS), use in (See Mobile response and
stabilization system (MRRS); New Jersey)
Crisis theory, 10-2-10-3
CSPI. See Childhood Severity of Psychiatric
Tllness (CSPI) rating scale

D
Decision models
decision support model
generally, 24-5-24-6
Illinois decision support model for placement
of children at level above regular
or kinship foster care, 24-5-24-6,
24-7-24-14
designing decision models, principles of
accountability mechanisms, designing,
24-3-24-4
consistency in use of language, 24-4
current needs and strengths, focus on,
24-1-24-2
description of individual’s needs and
strengths in easy-to-understand
language, 24-3
field reliability, 24-4
flexibility of decision models, 24-3-24-4
individuals most likely to benefit,
identification of, 24-2-24-3
information required to inform good
decision-making, consideration of, 24-2
local systems, reflecting, 24-3-24-4
eligibility model, 24-5, 24-6
generally, 24-1
methods of decision modeling
decision support model, 24-5-24-6,
24-7-24-14
eligibility model, 24-5, 24-6
generally, 24-4-24-5

E

Early childhood problems and needs. See Infants/
young children, problems and needs of

Engel, George, 15-3

F

FFT. See Functional family therapy (FFT)

Florida

Behavioral Health Overlay Services (BHOS)

study, use of SPANS to assess (See Service
Process Adherence Needs and Strengths
(SPANS) measurement tool)

Functional family therapy (FFT), 3-11-3-12

G
Galton, Francis, 1-6

H

Homeless persons, ARCH program for. See
Assertive Community Resources for the
Chronically Homeless (ARCH) program;
Illinois

I
[linois

Assertive Community Resources for the
Chronically Homeless (ARCH) program
(See Assertive Community Resources
for the Chronically Homeless (ARCH)
program; Illinois)

decision support model for placement of
children at level above regular or kinship
foster care, 24-5-24-6, 24-7-24-14

Mental Health Juvenile Justice (MHIJ)
initiative (See Mental Health Juvenile
Justice (MHJJ) initiative; [llinois)

needs-based planning study of residential
treatment (See Needs-based planning, use
of CANS for)

psychiatric hospital admissions and outcomes
in child welfare (See Psychiatric hospital
admissions and outcomes in child welfare;
[llinois)

Statewide Provider Database (SPD) (See
Provider catalogues, building)

IMDS. See Information management and
decision support system (IMDS); New
Jersey

Indiana

child welfare system; Lake County (See Child
welfare system; Lake County)
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Infants/young children, problems and needs of
assessment
CANS-EC, use of (See subhead: CANS-EC)
generally, 18-3-18-4
at-risk populations
Infants/young children, problems and needs of
assessment (Continued)
disabilities, infants with, 18-4
failure to thrive, infants with, 18-5
generally, 18-4
parents experiencing mental health
challenges, infants with, 18-4—18-5
substance-abusing parents, infants with, 18-5
behavioral concerns, 18-2
CANS-EC
adaptability, manifestations of, 18-9-18-10
caregiver needs and strengths, 18-11-18-13
child problems, 18-8—18-9
child strengths, 18-9—18-11
clinical utility of (See subhead: clinical
utility of CANS-EC)
cognitive functioning, assessment of, 18-7
curiosity, benefits and observations of, 18-11,
18-12
development of CANS-EC, 18-3-18-4
developmental status of child, assessment of]
18-6-18-8
early care/education setting, assessment of,
18-7-18-8
early development, interaction between
mental functioning and, 18-6-18-8
generally, 18-6
implementation of (See subhead:
implementation of CANS-EC)
key components of assessment of young
children, 18-13-18-14
parent-child interaction, assessment of, 18-7
parents, role of (See subhead: parent’s role
CANS-EC assessment)
persistence, manifestations of, 18-10
playfulness, benefits of, 18-10, 18-11
risk factors, 18-13
self care/daily living skills, assessment and
monitoring of, 18-7
clinical utility of CANS-EC
decision support tool, use of CANS-EC as,
18-21
generally, 18-20—-18-21
intervention strategies, 18-21
level of care decision-making guide, example
of, 18-22
monitoring use of CANS-EC to ensure
quality improvement, 18-24
outcomes data, evaluating effectiveness of
interventions through, 18-23

quality improvement, monitoring use of
CANS-EC to ensure, 18-24
treatment plans, inclusion of needs and
strengths in, 18-20—18-21
externalizing problems, 18-2
generally, 18-2, 18-24
implementation of CANS-EC
communication strategies, 18-16—18-17,
18-18-18-19
empathic skills, importance of, 18-17-18-20
family interview questions, examples of,
18-18-18-19
generally, 18-16
observation skills, importance of,
18-17-18-20
staff levels, use by all, 18-16—18-17
internalizing problems, 18-2
parent’s role CANS-EC assessment
parent-child setting, assessment within,
18-14-18-15
parental support through assessment
process, 18-14
protective factors, use of, 18-15-18-16
strengths of parents, 18-15-18-16
prevalence of, 18-2—18-3
trauma, exposure to, 18-2—18-3
Information management and decision support
system (IMDS); New Jersey
CANS assessment, role of
foundation tool for assessment, as, 5-4
IMDS tools, development of (See subhead:
IMDS tools)
challenges for IMDS, 5-26
CMO services, assessing need for, 5-22—5-23
contract management, 5-24
Crisis Assessment Tool (CAT)
generally, 5-5, 5-6
user characteristics and training
implications, 5-13
distance training model
CD training modules, 5-13
development of, 5-13
electronic training, issues related to,
5-15-5-16
generally, 5-13
number of users, 5-17
remediation process, 5-14, 5-15
technical assistance, providing, 5-16
web-based certification system, 5-13-5-15
Family Assessment Support Tool

(FAST), 5-6
generally, 5-2-5-4
IMDS tools

Crisis Assessment Tool (CAT), 5-5, 5-6
development of, 5-4-5-6
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Family Assessment Support Tool
(FAST), 5-6
local system of care, in, 5-8
Needs Assessment (Needs), 5-5, 5-6
phased implementation (See subhead:
phased implementation of IMDS tools)
Strengths and Needs Assessment (SNA),
5-5,5-6
training (See subhead: training)
independent assessment of IMDS, 5-31-5-32
initial implementation
existing organizational functions, linking
implementation to, 5-19-5-20
generally, 5-9-5-10, 5-17
planned incrementalism, 5-17
supportive strategies, development
of, 5-18
user concerns, focus on, 5-17-5-18
Needs Assessment (Needs)
generally, 5-5, 5-6
user characteristics and training
implications, 5-12
ongoing training, building capacity for
goals remaining, 5-21-5-22
superuser model, 5-20-5-21
outcomes monitoring, 5-24-5-25
phased implementation of IMDS tools
building consensus, 5-9
certification, 5-11
exposure phase, 5-9-5-10
full implementation, 5-11
generally, 5-9
initial use/early implementation, 5-9-5-10
partial implementation, 5-10-5-11
timeline for exposure, training and
implementation, 5-27-5-31
purpose of, 5-4
quality improvement, 5-24-5-25
rate setting system, 5-24
service development, planning for, 5-25
service planning, 5-23-5-24
size of behavioral health care system, 5-25
strategies for system transformation, 5-3
Strengths and Needs Assessment (SNA)
generally, 5-5, 5-6
strategies for use of, 5-23-5-24
user characteristics and training implications,
5-12-5-13
strengths of approach, 5-26
superuser model, 5-20-5-21
system of care (SOC)
CMO services, assessing need for,
5-22-5-23
contract management, 5-24

expanding use of IMDS in, 5-22-5-25

local system of care, IMDS tools in, 5-8

outcomes monitoring, 5-24-5-25

principals of, 5-4

quality improvement, 5-24-5-25

rate setting system, 5-24

service development, planning for, 5-25

service planning, 5-23-5-24

size of behavioral health care system, 5-25

structure of New Jersey SOC, 5-7

timeline for exposure, training and
implementation, 5-27-5-31
training

Crisis Assessment Tool (CAT), 5-13

distance training model (See subhead:
distance training model)

Needs Assessment (Needs), 5-12

ongoing training, building capacity for,
5-20-5-22

phased implementation (See subhead: phased
implementation of IMDS tools)

Strengths and Needs Assessment (SNA),
5-12-5-13

superuser model, 5-20-5-21

timeline for exposure, training and
implementation, 5-27-5-31

INTERMED method of integrated care for

medically complex persons
background, 15-2—15-4
biopsychosocial model of disease, 15-3—15-4
blank schema, example of, 15-5
clinical interview (See subhead: interviews)
communimetric elements, 15-20—-15-24
fragmentation of health care systems,
15-2-15-3
future development, 15-29
implementation in clinical practice
assessments, responsibility for, 15-27-15-28
experience with INTERMED in actual
practice, 15-28
integrated team approach, 15-27-15-28
interdisciplinary collaboration, importance
of, 15-28
indicators for use of INTERMED
fragmented care, lack of adequate services
provided by, 15-25-15-26
generally, 15-25
population characteristics contributing to
complexity, 15-26-15-27
potential indicators, 15-26
screening levels, 15-27
integrated team approach to implementation,
15-27-15-28
interviews
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INTERMED method of integrated care for J
medically complex persons (Continued) Juvenile sexual offenders, treatment and
cognitive impairment, questions designed to management of
evaluate, 15-10 assessment, role of

example of (See subhead: sample interview;
Mr. Glover)
generally, 15-9-15-10
leading questions, use of, 15-40—-15-41
specific patient populations, interviews in,
15-10-15-11
life charts, use of, 15-4, 15-5
manual for INTERMED, 15-29
methodology, 15-4-15-6
research applications, 15-24-15-25
resources for learning about INTERMED, 15-29
sample interview; Mr. Glover
generally, 15-11
prognoses, 15-17-15-18
questions and answers, 15-11-15-13
scoring of Glover case, 15-13—15-16
total score, 15-16
treatment plan, 15-18, 15-19
written organization of case, 15-16-15-17
scientific evaluation of INTERMED
chronicity, selection of, 15-21
classical test theory, 15-18—-15-20
clinimetrics approach, 15-20
communimetrics approach, 15-20-15-24
concurrent validity of INTERMED item
pool, psychometric evaluation of, 15-21
face validity, 15-20-15-21
improved outcomes, 15-24-15-25
inter-rater reliability, 15-21-15-22
internal consistency, 15-21-15-22
items response theory, 15-18-15-20
predictive validity, 15-22
relevance of INTERMED for patients,
15-22-15-24
test-retest reliability, 15-21-15-22
validation studies, overview of, 15-23
scoring of INTERMED
clinical anchor points for INTERMED
variables, 15-9, 15-34-15-39
clinical interview (See subhead: interviews)
data collection, 15-9—-15-10
generally, 15-9
variables of INTERMED schema
current state variables, 15-7—-15-8
history variables, 15-6—15-7
prognoses variables, 15-8
table listing, 15-6
Investments in service systems, role of provider
catalogues in planning and managing. See
Provider catalogues, building

accountability for sexual offense, 16-8

community influences, 16-9—16-10

compliance with treatment directives, 16-8

coordination between legal and clinical
professionals, 16-7—-16-8

cultural influences, 16-9-16-10

domain specific assessment measures, 16-9

generally, 16-7

interpersonal functioning, assessment of, 16-9

intrapersonal functioning, assessment of,
16-8-16-9

multidisciplinary approach, 16-7-16-8

needs assessment (See subhead: needs
assessment)

probation and parole officers, role of, 16-8

risk assessment for reoffending, 16-10-16-11

step-down in level of care, guidelines for
assessing, 16-27

termination of services, guidelines for
assessing, 16-27

background

developmental considerations, 16-3—16-4

etiological considerations, 16-3-16-4

heterogeneity of populations (See subhead:
heterogeneity of populations)

legal trends and regulatory policies,
16-2-16-3

offense characteristics, 16-2—16-3

posttraumatic stress disorder (PTSD)
symptomatology, 16-4

psychiatric characteristics, 16-4—16-5

CANS-SD, use of

advantages of, 16-25-16-26

dimensions of, 16-12—-16-13

disposition strategy, use in crafting, 16-13

further revision and study, suggestions
for, 16-26

generally, 16-12-16-13, 16-25-16-26

intervention efforts, use in prioritzing, 16-13

percentage CANS-SD endorsements,
16-23-16-24

prospective treatment planning, examples of,
16-14-16-22

psychometric properties, 16-14

quality assurance and program development/
evaluation tool, use as, 16-13,
16-22-16-25

responses to sex offender-specific treatment,
CANS-SD as not providing basis for
assessing, 16-26—16-27
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risk of reoffending, CANS-SD as not providing
basis for assessing, 16-26-16-27
scoring format, 16-12
validity of CANS-SD, investigating, 16-14
conclusions, 16-25-16-27
developmental considerations, 16-3—16-4
disposition strategy, use of CANS-SD in
crafting, 16-13
etiological considerations, 16-3—16-4
generally, 16-2
heterogeneity of populations
female offenders, subtypes of, 16-6—16-7
generally, 16-5
male offenders, subtypes of, 16-5-16-6
sexually aggressive prepubescent youth,
typology of, 16-7
intervention planning
assessment, role of (See subhead:
assessment, role of)
CANS-SD, use of, 16-13
legal trends and regulatory policies, 16-2—16-3
needs assessment
CANS-SD, use of (See subhead: CANS-SD,
use of)
case management plans, role in development
of, 16-11
discharge planning, in support of,
16-11-16-12
generally, 16-11
living environment, determining
appropriate, 16-12
probation plans, role in development of, 16-11
offense characteristics, 16-2—16-3
posttraumatic stress disorder (PTSD)
symptomatology, 16-4
prospective treatment planning; case example 1
assisted disposition planning, 16-17-16-18
CANS-SD results, 16-16-16-17
description of case, 16-14—16-15
scoring, 16-15-16-17
prospective treatment planning; case example 2
assisted disposition planning, 16-19-16-22
CANS-SD results, 16-20—-16-21
description of case, 16-18-16-19
scoring, 16-19
psychiatric characteristics of offenders,
16-4-16-5
quality assurance and program development/
evaluation tool, use of CANS-SD as,
16-13, 16-22-16-25
risk assessment for reoffending
CANS-SD as not providing basis for,
16-26-16-27
generally, 16-10-16-11

service planning needs of juvenile offenders,
16-22-16-25

step-down in level of care, guidelines for
assessing, 16-27

termination of services, guidelines for
assessing, 16-27

L
Lyons, J. S., 1-3, 7-13

M
Mental health courts, 11-3
Mental Health Juvenile Justice (MHJJ)
initiative; Illinois
action plans, formulation of, 11-8
background, 11-2
CANS-MH tool, use of
action plans, formulation of, 11-8
behavioral and functional outcomes,
assessment of, 11-15, 11-16
generally, 11-6-11-7
methodology, 11-7-11-8
outcomes assessment, use for, 11-8-11-9
sections of, 11-7
Childhood Severity of Psychiatric Illness
(CSPI), determining qualification for
program by use of, 11-6
conclusions, 11-18-11-19
eligibility screening, 11-6
evaluation and assessment reports,
tracking and monitoring, 11-11, 11-12
evaluation of program
behavioral and functional outcomes, 11-15,
11-16
crimes, types of, 11-13-11-14
demographics of youths served,
11-14-11-15
eligibility for program, 11-14
generally, 11-11
outcomes evaluation, 11-11, 11-13
process evaluation, 11-11, 11-12-11-13
racial disparities, 11-18
rearrests (See subhead: rearrest rates)
referrals, 11-14
results, 11-13-11-18
screening, 11-14
service planning, 11-15
services associated with improvement, 11-17
transition to ongoing treatment, 11-17-11-18
flex funds, 11-9
funding, 11-9
generally, 11-4
implementation of program
barriers to, 11-9—-11-11

I-9
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Mental Health Juvenile Justice (MHJJ)
initiative; Illinois (Continued)

evaluation and assessment reports, tracking
and monitoring, 11-11, 11-12

initial stages, 11-4-11-5

procedural design (See subhead: procedural
design)

staffing and staff responsibilities, 11-5

web-based data system, use of, 11-11

intervention models

generally, 11-2

mental health courts, 11-3

multisystemic treatment (MST), 11-3

wraparound model, 11-3—-11-4

mental health courts, 11-3
multisystemic treatment (MST), 11-3
procedural design

CANS-MH tool, use of (See subhead:
CANS-MH tool)

Childhood Severity of Psychiatric Illness
(CSPI), determining qualification for
program by use of, 11-6

eligibility screening, 11-6

referrals, 11-5-11-6, 11-10

service needs, use of CANS-MH to assess
(See subhead: CANS-MH, use of)

purpose of, 11-4
rearrest rates

generally, 11-15, 11-17

predictors of rearrest at program entry,
11-16-11-17

service predictors of rearrest, 11-17

referrals

reliability of, 11-10

sources of and criteria for, 11-5-11-6

service needs, use of CANS-MH to assess (See
subhead: CANS-MH, use of)

services offered, 11-9

staffing

generally, 11-5

responsibilities of, 11-5

training, 11-10-11-11

training, 11-10-11-11
web-based data system, use of, 11-11
wraparound model, 11-3-11-4
MHII. See Mental Health Juvenile Justice
(MHJ)J) initiative; Illinois
Mobile response and stabilization system
(MRRS); New Jersey
actionable needs, percentage of children with,
10-15
conclusions, 10-18-10-20
Crisis Assessment Tool (CAT), use of
decision support model, 10-6, 10-7-10-8

evaluation of initial outcomes (See subhead:
evaluation of initial outcomes)
generally, 10-2, 10-6
crisis theory as basis for MRRS model,
10-2-10-3
description of program
flow chart of program, 10-5
mobile response, 10-4, 10-5
outcomes expected, 10-6
stabilization services, 10-5-10-6
evaluation of initial outcomes
assessment of MRSS program, 10-12-10-15
changes in CAT scores from screening to
follow-up, 10-11-10-12
follow-up of reassessed cases, 10-11-10-12
generally, 10-8
level-of-support decisions, criteria and
thresholds for, 10-12, 10-13—-10-14
risk behavior levels and primary dispositions,
10-8-10-11
flow chart of program, 10-5
functions of program, 10-3
generally, 10-1-10-2
initial development and implementation, 10-4
level-of-support decisions, criteria and
thresholds for, 10-12, 10-13-10-14
mobile response, 10-4, 10-5
number of service areas and families served, in
third quarter 2007, 10-19-10-20
outcomes expected from MRRS, 10-6
strategies for implementation of MRSS,
10-18-10-19
training strategies
building course of study, 10-15-10-17
certification, 10-17-10-18
first phase of training, 10-16
generally, 10-15
goals of training curriculum, 10-15-10-16
lessons learned, 10-18
procedural protocol, 10-17
skills development, 10-17
MRRS. See Mobile response and stabilization
system (MRRS); New Jersey
MST. See Multisystemic treatment (MST)
Multisystemic treatment (MST), 11-3

N
Needs-based planning
See also specific program
CANS, use of (See Needs-based planning, use
of CANS for)
children’s mental health services, for; New York
(See Needs-based planning for children’s
mental health services; New York)
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Needs-based planning for children’s mental
health services; New York
antipsychotics, guidelines for use of, 3-11
CANS assessments, use of, 3-10
clinic providers, rate increases for, 3-13
clinic services, quality and content of, 3-11-3-12
coordination and access at local level,
improving, 3-10
data reporting, 3-13
evidence-based practice dissemination, 3-13
family support services, 3-14
functional family therapy (FFT), 3-11-3-12
future of, 3-14-3-15
historical background, 3-1-3-4
infrastructure to maintain quality,
development of, 3-13
new initiatives, achieving buy-in for, 3-13
political issues, dealing with, 3-14
quality of care, improving
antipsychotics, guidelines for use of, 3-11
clinic services, quality and content of,
3-11-3-12
functional family therapy (FFT), 3-11-3-12
generally, 3-11
telephone engagement strategy, 3-12
residential treatment, improving quality of, 3-12
school based projects, 3-12
scientists, funding of, 3-13-3-14
single point of access (SPOA), development
of, 3-10
study to determine service needs
capacity, need for, 3-5
community-based facilities, evolution of
services from state-operated to, 3-6
design of study, 3-7
findings of study, 3-7
goal of, 3-5
people served, needs and strengths of, 3-5-3-7
projected capacity, 3-5
system planning
goals, setting, 3-8-3-9
governor’s office, meetings with, 3-8
multiyear strategic plan, development of,
3-8-3-10
restructuring of delivery system, 3-9-3-10
stakeholders and agency partners, meetings
with, 3-8
telephone engagement strategy, 3-12
Needs-based planning, use of CANS for
clinical decision making, role in, 19-2
generally, 19-2-19-3
Illinois residential treatment, evaluation of

community-based treatment options, lack of,

19-13
generally, 19-13

goal of evaluation, 19-13

inappropriate service use, identification
of, 19-14

levels of risk and criteria for determining
appropriateness for residential treatment,
19-13, 19-14

methods, 19-13-19-14

results, 19-14

risk group, numbers/percentages of youth
served by, 19-14

inappropriate service use, identifying

generally, 19-4

stratified random sampling approach,
19-4-19-5

threshold for receiving services,
establishing, 19-5

methodology

admission, assessment at, 19-7, 19-8

CANS, use of, 19-7

change analysis, 19-8

follow-up measurements, use of, 19-7-19-8

generally, 19-5-19-6

goals and objectives of project,
defining, 19-6

how to measure, 19-6

outcomes important to stakeholders,
identifying, 19-6

retrospective chart reviews, 19-8

scope and feasibility of project,
defining, 19-6

targets to measure, determining, 19-6

timing of measurements, 19-7—-19-8

New York State planning project

children’s mental health services, for
(See Needs-based planning for
children’s mental health services;
New York)

generally, 19-11

procedures, 19-11

programs examined, 19-12

results, 19-12-19-13

sample, 19-11

outcomes management effort, needs-based

planning in
chronology of phases in continuous
outcomes management process, 19-11
data collection over course of treatment, 19-10
decision support system, 19-9-19-10
evaluation of youth served or of particular
service, 19-9
generally, 19-2, 19-8—-19-9
organization cultures focused on
feedback, accountability and
quality improvement, 19-10
outcomes monitoring process, 19-10
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Needs-based planning, use of CANS for clinical
decision making, role in, (Continued)
placement algorithms, 19-9
validation of placement algorithm, 19-9

Philadelphia Dept. of Human Resources study
generally, 19-15
treatment foster care (TFC) program (See
Treatment foster care (TFC); Philadelphia)
purposes of
generally, 19-3
inappropriate service use, identifying,
19-4-19-5
unmet need, assessing, 19-3-19-4
New Jersey
information management and decision support
system for children and families (See
Information management and decision
support system (IMDS); New Jersey)
mobile response and stabilization system
(MRRS) (See Mobile response and
stabilization system (MRRS); New Jersey)
New York
collaboration among child-serving systems
(See Collaboration among child-serving
systems; Oneida County)
needs-based planning
children’s mental health services, for (See
Needs-based planning for children’s
mental health services; New York)
statewide needs-based planning study (See
Needs-based planning, use of CANS for)

(0]
Organizational theory, 1-4—1-5
Outcomes management
evidence-based best practices, controversies
regarding, 1-3
initial efforts at, 1-2
Recovery Outcomes Management Systems
(ROMS) (See Recovery Outcomes
Management Systems (ROMS))
Total Clinical Outcomes Management (TCOM)
(See Total Clinical Outcomes Management
(TCOM))

P
Pennsylvania
treatment foster care (TFC); Philadelphia (See
Treatment foster care (TFC); Philadelphia)
Placement control and utilization management
for children’s services; Los Angeles County
assessment and placement strategies
CANS, use of (See subhead: CANS, use of)
carly strategies, 8-3—8-4

Foster Family Agency (FFA) homes,
placement in, 8-3—8-4
regional placement review team (RPRT),
8-4-8-5
Resource Utilization Management Section
(RUM), implementation of, §-3—8-4
team decision-making, 8-4-8-5, 8-8—8-9
wraparound program, 8-4
CANS, use of
congregate care placements, CANS study of,
8-5-8-7
Foster Family Agency (FFA) home
placements, CANS study of, 8-7-8-8
generally, 8-5
congregate care placements
CANS study of, 8-5-8-7
from orphanages to congregate care, 8-2
future of, 8-9-8-10
overuse of, 8-1-8-2
critical outcomes and strategies, identification
of, 8-8-8-9
Foster Family Agency (FFA) homes, placement
in
CANS study of, 8-7-8-8
generally, 8-3-8-4
generally, 8-1-8-2
orphanages, 8-2
private shelters, placement in, 8-2—8-3
regional placement review team (RPRT),
8-4-8-5
residentially based services (RBS) legislation,
8-9-8-10
Resource Utilization Management Section
(RUM), implementation of, 8-3—8-4
short-term shelters, placement in, 8-2—8-3
team decision-making, 8-4
wraparound program, 8-4
Polaris Health Directions’ ROMS system. See
Recovery Outcomes Management Systems
(ROMS)
Posttraumatic stress disorder (PTSD)
childhood trauma, 17-2
juvenile sexual offenders, PTSD
symptomatology in, 16-4
Prisons, delivery of mental health services in;
Towa
Adult Needs and Strengths Assessment
(ANSA), use of
chart diagnosis vs. ANSA assessment for
assessing need for treatment and service
utilization, 14-5-14-6
custody level, relation of treatment to,
14-7-14-8
generally, 14-4-14-5
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inpatient service needs, 14-6, 14-7
non-clinical factors, receipt of inpatient care
determined by, 14-7-14-8
psychiatric needs and treatment, matching,
14-5-14-6
background
Goff case, court’s finding of constitutional
violations in, 14-3
judicial order to improve treatment of
mentally ill offenders, 14-3—14-4
prison mental health facilities, 14-2—-14-3
state plans in response to Goff court ruling,
14-3-14-4
clinical care unit, opening of, 14-8
common vision on health care delivery for
mentally ill persons, 14-9-14-10
conclusions, 14-8—14-10
evaluation (See subhead: Adult Needs and
Strengths Assessment (ANSA), use of)
fragmented funding streams and service
delivery, problems caused by, 14-10
generally, 14-1-14-2
globalized assessment, need for, 14-9-14-10
research initiative to match clinical needs and
level of care
Adult Needs and Strengths Assessment
(ANSA), use of, 14-4-14-5
generally, 14-3, 14-4
stakeholders, interviews with, 14-5

warehouses for mentally ill, prisons as, 14-8-14-9

Provider catalogues, building
best practices, as tool for identifying, 22-10
collecting relevant information, strategies for
contract data, use of, 22-4
generally, 22-3-22-4
interviews, 22-4-22-5
networks, 22-4
professional directories, use of, 22-4
referral lists, use of, 22-4
common language for talking about providers,
22-2-22-3
continuous quality improvement tool,
as, 22-10
database, compiling
generally, 22-5
[llinois database (See subhead: Illinois
Statewide Provider database (SPD))
future directions, 22-10
generally, 22-2
geomapping
availability to a given need, mapping, 22-9
child needs for services, mapping, 22-9
generally, 22-8
provider availability, mapping, 22-8-22-9
providers nearest to child, mapping, 22-9

Illinois Statewide Provider database (SPD)
barriers to access and engagement,
addressing, 22-6-22-7
cultural barriers to access and engagement,
addressing, 22-6
generally, 22-5-22-6
geomapping (See subhead: geomapping)
individual case management, use in, 22-6
logistic barriers to access and engagement,
addressing, 22-6-22-7
mapping CANS-identified needs to services,
22-7-22-8
program interviews, 22-5
service system planning, use with
CANS for, 22-7
updating information in, 22-6
uses of database, 22-6-22-7
provider classification scheme, creating, 22-3
relevant information, consensus on, 22-3
resources, structure and content of, 22-3
supply side of behavioral health care, lack of
knowledge about, 22-1-22-2
target population, identification of, 22-3

Psychiatric hospital admissions and outcomes in

child welfare; Illinois
Children’s Severity of Psychiatric Illness
(CSPI) tool
development and testing of, 9-4
evaluation of SASS system (See subhead:
evaluation of SASS system)
training, 9-4-9-5
communimetrics, use of, 9-17-9-18
evaluation of SASS system
Children’s Severity of Psychiatric Illness
(CSPI) tool, development of, 9-4
classification accuracy, 9-8, 9-9
communimetrics, use of, 9-17-9-18
conclusions, 9-16-9-18
findings, 9-5-9-7
fiscal year 1998 results, 9-6-9-7
fiscal years 1999 - 2001 results, 9-8-9-11
hospital and deflection accuracy, 9-8, 9-9
inappropriate hospitalizations, rates of,
9-8-9-10
logistic progression analyses, 9-5-9-6
odds ratios predicting strength of admission
decision for CSPI variables, 9-10-9-11
positive changes in years 1999-2001,
9-8-9-11
predictors of hospitalization decision,
9-5-9-7
standardized tool, development of, 9-3-9-4
system improvement, using evaluations for
(See subhead: system improvement,
using evaluations for)
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Psychiatric hospital admissions and outcomes in
child welfare; Illinois (Continued)
weakness in evaluation models, addressing,

9-16-9-17
generally, 9-1-9-2
inpatient hospital performance, 9-14-9-15,
9-16
inpatient system for youth in substitute care
consent decree mandating change, 9-2
Screening Assessment and Supportive
Services (SASS) program (See subhead:
Screening Assessment and Supportive
Services (SASS) program)
length of stay (LOS), appropriateness of,
9-14-9-15,9-16
provider outcomes
generally, 9-14
inpatient hospital performance, 9-14-9-15,
9-16
length of stay (LOS), appropriateness of,
9-14-9-15,9-16
residential treatment, 9-15
residential treatment, 9-15
Screening Assessment and Supportive Services
(SASS) program
criteria for appropriate referrals for
hospitalization, 9-3
evaluation of (See subhead: evaluation of
SASS system)
generally, 9-3
purpose of, 9-3
system improvement, using evaluations for
clinical intuition, 9-14
generally, 9-11-9-12
measurement issues, 9-13
non-clinical factors, 9-12-9-13
other clinical factors, 9-14
positive treatment factors, 9-12
Psychometric theories, 1-7, 13-5
PTSD. See Posttraumatic stress disorder (PTSD)

Q
Quality assurance models, 1-6
Quality improvement models, 1-6

R
Recovery Outcomes Management Systems
(ROMS)
Adult Needs and Strengths Assessment
(ANSA), incorporation of, 21-3
assessment process, 21-4
assessment reports, 21-4-21-6
challenges and strategy for implementation

compensation of staff, changes in, 21-7-21-8
consumer capacity, clinical expectations
of, 21-8
generally, 21-7
staff turnover, 21-8
timely software access, 21-7
clinician assessment, 21-3-21-4
computer-supported system, 21-3
conclusions, 21-10-21-11
consumer assessment, 21-3
evaluation of ROMS
consumer participation in planning and
implementation, 21-9
forums for clinical discussions, providing,
21-9
generally, 21-8-21-9
training options, providing flexible,
21-9-21-10
format of, 21-3
generally, 21-2-21-3
implementation of ROMS project
challenges and strategy (See subhead:
challenges and strategy for
implementation)
generally, 21-6
implementation team, assembling, 21-6-21-7
pre-implementation planning, 21-6-21-7
training, 21-7
implementation team, assembling, 21-6-21-7
pre-implementation planning, 21-6-21-7
purpose of, 21-2
site description, 21-2
support informant assessment, 21-4
system design, 21-4, 21-5

Redressing the Emperor (Lyons), 1-3, 7-13
Residential treatment

[llinois residential treatment, evaluation of (See
Needs-based planning, use of CANS for)

New York children’s mental health services
program, 3-12

Oneida County, RTF system in, 4-14-4-15

psychiatric hospital admissions and outcomes
in child welfare; Illinois, 9-15

residentially based services (RBS) legislation;
Los Angeles County, 8-9-8-10

ROMS. See Recovery Outcomes Management

Systems (ROMS)

Screening Assessment and Supportive Services

(SASS) program. See Psychiatric hospital
admissions and outcomes in child welfare;
Illinois
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Service planning process, SPANS as tool for
assessing strengths and weaknesses of.
See Service Process Adherence Needs and
Strengths (SPANS) measurement tool
Service Process Adherence Needs and Strengths
(SPANS) measurement tool
Alaska pilot study, 20-5, 20-6, 20-9
Behavioral Health Overlay Services (BHOS)
study; Florida
demographics of study, 20-12, 20-13
findings, 20-12-20-16
generally, 20-10
implementation areas studied, 20-10-20-11
measures, 20-10-20-11
purpose of reviewing case files, 20-10
sample characteristics, 20-12
sample selection, 20-11
substance abuse complications domain and
fidelity assessment, 20-12-20-14, 20-15
youth strengths domain and fidelity
assessment, 20-14, 20-15, 20-16, 20-17
caregiver measures to enhance SPANS,
suggestion for addition of, 20-16
Community Connections for Families (CCF)
pilot study results, 20-6-20-9
development of SPANS
Alaska pilot study, 20-5, 20-6, 20-9
CANS, SPANS as means of adding fidelity of
treatment delivery measurement to, 20-5
Community Connections for Families (CCF)
pilot study results, 20-6-20-9
generally, 20-4-20-5
enhancement of SPANS, 20-16
fidelity, assessment of
individual plan, fidelity to, 20-3
system of care principles, fidelity to, 20-2-20-3
wraparound principles, fidelity to, 20-2—20-3
further development, 20-16-20-17
generally, 20-1-20-2, 20-3-20-4, 20-17-20-18
implementation codes to enhance SPANS,
suggestion for addition of, 20-16
individual plan, fidelity to, 20-3
quality improvement/assurance, use for
identifying areas for, 20-3-20-4
system of care principles, fidelity to, 20-2-20-3
wraparound principles, fidelity to, 20-2-20-3
Service system investments, role of provider
catalogues in planning and managing. See
Provider catalogues, building
Severity of Psychiatric Illness (SPI) rating
scale, 2-2
Sexual offenders, treatment and management of.
See Juvenile sexual offenders, treatment and
management of

Single point of access (SPOA) process

development of, 3-10

Oneida County, SPOA/A process in (See
Collaboration among child-serving
systems; Oneida County)

SOPCR. See System of Care Practice Review
(SOPCR)

SPI. See Severity of Psychiatric Illness (SPI)
rating scale

SPOA. See Single point of access (SPOA) process

Substance abuse

homeless persons with substance abuse problems,
ARCH program for (See Assertive
Community Resources for the Chronically
Homeless (ARCH) program; Illinois)

System of care (SOC)

Mental Health Juvenile Justice (MHJJ) initiative,
SOC/wraparound model as basis for (See
Mental Health Juvenile Justice (MHJJ)
initiative; Illinois)

New Jersey

information management and decision
support system (IMDS) (See Information
management and decision support
system (IMDS); New Jersey)

mobile response and stabilization system
(MRRS) (See Mobile response
and stabilization system (MRRS);
New Jersey)

System of Care Practice Review (SOPCR),
assessment of fidelity to SOC principles
by, 20-2-20-3

System of Care Practice Review (SOPCR),
20-2-20-3

T
Technology
behavioral health care as non-routine
technology, 1-5-1-6
contingency theory and, 1-5-1-6
organizational structures and, 1-5
TFC. See Treatment foster care (TFC);
Philadelphia
Total Clinical Outcomes Management (TCOM)
acute care pediatric inpatient setting, use
of TCOM in (See Acute care pediatric
inpatient settings, use of TCOM in)
Adult Needs and Strengths Assessment
(ANSA) (See Adult Needs and Strengths
Assessment (ANSA))
Assertive Community Resources for the
Chronically Homeless (ARCH) program,
use in (See Assertive Community
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Total Clinical Outcomes Management (TCOM)

(Continued)

Resources for the Chronically Homeless
(ARCH) program; Illinois)

assessment and treatment linkages, 25-1-25-2

Child and Adolescent Needs and Strengths
(CANS) (See Child and Adolescent Needs
and Strengths (CANS))

clinimetric measures, 1-7, 13-5-13-6, 15-20

communimetrics (See Communimetrics)

communities endorsing and committed to full
implementation, building, 25-3

elements of TCOM approach, 1-3—1-4

full implementation of TCOM

assessment and treatment linkages, 25-1-25-2

communities endorsing and committed to,
building, 25-3

paradigm shift, implementation of TCOM
as, 25-3

present and future needs for, 25-1

technology, role of, 25-2-25-3

generally, 1-3-1-4
implementation process

analysis processes, 1-14

certification, 1-13

compliance reports, 1-14

data to be measured, determining, 1-11

feedback processes, 1-14

full implementation (See subhead: full
implementation of TCOM)

generally, 1-10

infrastructure investments, 1-13

leadership support, 1-12

maintenance and management of TCOM
processes, 1-13—-1-14

needs and capacity of organization,
determining, 1-11

organization, working with, 1-11-1-12

pre-testing, 1-12

re-engineering, 1-14-1-15

reliability, steps for maintaining, 1-13

staff, working with, 1-11-1-12

training, 1-13

integrated treatment approaches, creation of
needs profiles requiring, 25-2
measurement strategies

Adult Needs and Strengths Assessment
(ANSA) (See Adult Needs and Strengths
Assessment (ANSA))

Child and Adolescent Needs and Strengths
(CANS) (See Child and Adolescent
Needs and Strengths (CANS))

clinimetric measures, 1-7, 13-5-13-6, 15-20

communimetrics (See Communimetrics)

generally, 1-6

psychometric theories, 1-7

non-routine technology, behavioral health care
as, 1-5-1-6

organizational theory and, 1-4-1-5

origins and development of, 2-2-2-3

paradigm shift, implementation of TCOM as,
25-3

present and future needs for full
implementation of TCOM, 25-1

psychometric theories, 1-7

quality assurance and improvement models,
differentiated, 1-6

technology, role of, 25-2-25-3

trajectory analysis, applications of (See
Trajectory analysis)

Training

child welfare system, use of CANS in; Lake
County, 7-4-7-6, 7-8

child-serving systems of Oneida County, use of
CANS in fostering collaboration in, 4-14

Children’s Severity of Psychiatric Illness
(CSPI) training for evaluation of SASS
system; Illinois, 9-4-9-5

information management and decision support
system (IMDS), in (See Information
management and decision support system
(IMDS); New Jersey)

Mental Health Juvenile Justice (MHJJ)
initiative; Illinois, 11-10-11-11

mobile response and stabilization system
(MRRS) (See Mobile response and
stabilization system (MRRS); New Jersey)

Recovery Outcomes Management Systems
(ROMS), in, 21-7

Total Clinical Outcomes Management
(TCOM), in, 1-13

treatment foster care (TFC) program of
Philadelphia, use of CANS in, 6-7

Trajectory analysis

adolescent substance abuse, predicting
response to treatments for

alcohol or other drug (AOD) use trends, 23-13

baseline status, 23-13

fixed effects, 23-10-23-13

generally, 23-8

inferential test estimates of site, level of care
and overall model effects, 23-10, 23-11

Poisson regression link function, atypical
trajectory form analysis strategy,
23-8-23-10

relapse effects, 23-14

sample used, 23-8

t-tests comparing each level of care group’s
estimate with each other level of care
group, 23-12, 23-13
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treatment effects, 23-13-23-14
variance components, 23-10
advantages of, 23-2
assessment time as random factor, 23-2
CANS, predicting risk using
association between identification of
strengths at baseline with child’s risk
level at baseline, 23-17, 23-18
domain scores at baseline, 23-15
generally, 23-14
levels of risk, 23-14
model coefficients and fixed and random
effects for fifth-order models, estimates
of, 23-16-23-17
odds ratios for predictors in first- and fifth-
order models, 23-16
polytomous logistical link function, random
slope and intercept analysis strategy,
23-15-23-18
risk categories, 23-15
sample used, 23-14
complex trajectories
adolescent substance abuse, predicting

response to treatments for (See subhead:

adolescent substance abuse, predicting
response to treatments for)
CANS, predicting risk using (See subhead:
CANS, predicting risk using)
generally, 23-4
psychotherapy progress, predicting (See
subhead: psychotherapy progress,
predicting)
conclusions, 23-18-23-20
generally, 23-1-23-3
Level 1 models, 23-3
Level 2 models, 23-3
linear trajectories, 23-3
psychotherapy progress, predicting
“anchored” step-wise, log-linear model
analysis strategy, 23-5-23-6
anchoring of trajectories, effect of, 23-4
final model, 23-6-23-7
generally, 23-4
inferential tests for fixed and random
effects, 23-7-23-8
intake predictors, augmenting model
with, 23-6
sample used, 23-5
repeated assessment plans, dealing with
missing assessments in, 23-2-23-3
Traumatic experiences, treating children with
assessment of complex trauma
CANS-TEA assessment method (See
subhead: CANS-TEA assessment
method)

comprehensive assessment strategies,
importance of, 17-5
currently available evaluation measures,
limitations of, 17-4-17-5
generally, 17-3-17-5
issues arising in, 17-3—17-4
CANS-TEA assessment method
anchor descriptions, 17-8
background, 17-7
descriptive nature of items in, 17-11
dimensions, 17-7-17-8, 17-9
features of, 17-5-17-7
implementation (See subhead:
implementation of CANS-TEA)
individual level, use on, 17-10
items, 17-7-17-8, 17-9
pilot testing, incorporation of feedback
from, 17-8
profile rating, 17-10-17-11
prospective assessment tool, use as, 17-10
purposes of, 17-5
quality assurance monitoring device, use
as, 17-10
retrospective assessment tool, use as, 17-10
scoring system, 17-6
system of care level, use on, 17-10
thirty days, assessment within, 17-10-17-11
complex trauma
assessment of (See subhead: assessment of
complex trauma)
generally, 17-3
conclusions, 17-15
generally, 17-1-17-2
implementation of CANS-TEA
clinical utility, 17-14-17-15
correlations among CANS-TEA factors,
17-13-17-14
demographics of children in pilot study,
17-11, 17-12
exploratory factor analysis, 17-13-17-14
internal consistency, 17-13
pilot testing, 17-11-17-12
preliminary psychometric properties,
17-11-17-12
validity of construct, 17-13—-17-14
outcomes, 17-2—17-3
posttraumatic stress disorder (PTSD)
diagnosis, 17-2
statistics on prevalence of traumatic
experiences, 17-2
types of traumatic experiences, 17-2
Treatment foster care (TFC); Philadelphia
background, 6-2—6-3
Best Practices Institute (BPI), 6-2
CANS partner, selection of, 6-6
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Treatment foster care (TFC); Philadelphia
(Continued)
CANS reviews, 6-9
CANS summary reports for case planning
generally, 6-7-6-8
sample report for “anger control,” 6-8
CANS, use of
generally, 6-3, 19-15
implementation (See subhead:
implementation)
outcomes, analysis of (See subhead:
outcomes, analysis of)
challenges to implementation
first six months, challenges in, 6-10
kinship care, 6-14
later implementation, challenges in,
6-10-6-11
rate setting in step-down process, 6-13
solutions, table detailing challenges and,
6-11-6-12
step-down process, 6-13
step-up process, 6-13—-6-14
table detailing challenges and solutions,
6-11-6-12
child welfare system, prevention of upward
drift into, 6-15
communication tool, effectiveness of CANS
as, 6-15
congregate care, establishing threshold model
for, 6-17
continued appropriateness of TFC placement,
use of CANS for, 6-9
data collection strategies, 6-9—6-10
database development, 6-9—6-10
FFTA program standards, adoption of, 6-2, 6-3
goals and outcomes, 6-4
history of, 6-2—6-3
implementation
CANS partner, selection of, 6-6
CANS reviews, 6-8, 6-9, 19-15
CANS summary reports for case planning,
6-7-6-8
challenges to (See subhead: challenges to
implementation)
collaboration in creating CANS-CW, 6-6
conceptualization, 6-5

continued appropriateness of TFC placement,

use of CANS for, 6-9
data collection strategies, 6-9—6-10, 19-15
database development, 6-9—6-10
eligibility criteria for TFC, 6-6, 19-15-19-16
initial implementation, 6-7
initial pilot project, use in, 6-5
introduction of CANS, 6-4—6-5

key features of CANS, 6-5
program logistics, 6-8—6-9
referrals for entry into TFC, 6-8-6-9
reporting format for CANS, 6-7-6-8
staffing, 6-7
thresholds to determine children eligible for
TFC, 6-6, 19-15-19-16
training, 6-7
independent scorers, use of, 6-16
initial stages of reform process, 6-3—6-4
kinship care, 6-14
monthly administrative data reports (MDR),
6-3-6-4
needs-based planning study by DHS
generally, 19-15
methods (See subhead: CANS, use of)
outcomes, analysis of
additional system benefits, 6-18
child welfare system, prevention of upward
drift into, 6-15
communication tool, effectiveness of
CANS as, 6-15
congregate care, establishing threshold
model for, 6-17
generally, 6-15, 19-16-19-17
independent scorers, use of, 6-16
proper placement, CANS as facilitating, 6-16
provider agency outcomes, use of CANS to
track, 6-15
specific needs of youths, CANS meets,
6-15-6-16, 19-17
proper placement, CANS as facilitating, 6-16
provider agency outcomes, use of CANS to
track, 6-15
rate setting in step-down process, 6-13
referrals for entry into TFC, 6-8—6-9
staffing, 6-7
step-down process
congregate care, for youth in, 6-17
generally, 6-13
implementation of step-down strategy,
19-16-19-17
step-up process, 6-13-6-14
thresholds to determine children eligible for
TFC, 6-6
training, 6-7

W
Weber, Max, 1-4—1-5
WEFI. See Wraparound Fidelity Index (WFI)
WOE. See Wraparound Observation

Form (WOF)
Wraparound Fidelity Index (WFI), 20-2
Wraparound model
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fidelity to wraparound model, assessment of
generally, 20-2-20-3
Wraparound Fidelity Index (WFI), 20-2
Wraparound Observation Form (WOF),
20-2
generally, 11-3-11-4
Los Angeles County program, 8-4
Mental Health Juvenile Justice (MHJJ)
initiative, SOC/wraparound model as basis
for (See Mental Health Juvenile Justice
(MHJJ) initiative; Illinois)

Wraparound Fidelity Index (WFI) for
assessment of adherence to wraparound
principle, 20-2

Wraparound Observation Form (WOF) for
assessment of adherence to wraparound
principles, 20-2

Wraparound Observation Form (WOF), 20-2

Y
Young children, problems and needs of. See Infants/
young children, problems and needs of
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