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The Residential Treatment Workgroup was creatétbmember 2005 as recommended in the
llinois Children's Mental Health Partnership's MBP) June 2005 Report to the Governor. The
Workgroup's scope is to examine children's residiemiental health treatment services funded by
the State of Illinois, with a primary focus on iropng services for youth in residential treatment,
youth at risk of such a placement or youth retyytothe community after treatment.

The Workgroup membership includes representataleesiolders involved in residential
treatment. These include: parents of youth in tneat, residential treatment providers, state
agencies that assign and/or fund youth in treatne@mbmunity agencies assisting families with
residential treatment and partnership leaders.
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The Workgroup has been meeting regularly sinclrsation. Initially the group did fact-finding
and researched residential treatment. It visikemtreatment facilities and had presentations from
knowledgeable experts including Alan Morris, UIQn Starin, DMH; Bob George, Chapin

Hall, UC; and Dana Weiner, NU. Recent meetingetaeused on producing the policy
recommendations and action steps that follow.

What is Residential Treatment?

Definition

Residential treatment facilityneans a facility operated for the primary purpo$g@roviding
residential care and treatment to youth with sesi@mnotional disturbance and co-occurring
disorders under the age of 21 years. This leveboé offers room, board, psychiatric and other
specialized treatments, and access to educatidr pfimary purpose of residential treatment is
to stabilize behavior that is dangerous to self/andthers and improve overall functioning,
including social and behavioral relationships arklls, so the individual can function
adequately in a less restrictive community-baseiinge

Goals of Residential Treatment

Placement in a residential treatment facility ipr@ypriate when a youth cannot be effectively
treated in the community. The goals of the placeraee to treat the youth's psychological and
behavioral illness, manage the youth in a safer@enment, reduce behaviors that may be a threat
to the youth, their family or their community, afatilitate the youth’s appropriate and safe return
to a less restrictive community-based setting.

Providers of Residential Treatment

According to DMH and DCFS, there are over 50 faedilicensed to provide residential
treatment services to lllinois children and youtthvpsychological and behavioral issues. They
vary considerably in size, services offered andlyserved. Facilities range from those with
fewer than ten residents to one facility with o¥80 residents. There are also a number of out-
of-state facilities used by lllinois families, maxten because they offer specialized services not
available in the state.

Facilities range from hospital-like settings segvextremely disturbed youth to more community-
based residential treatment settings. The matehdaet a particular youth's needs and the facility
is complicated and must be assessed on an indiodes.

Criteria_ and Funding for Residential Treatment

Residential treatment is funded by several pulgenaies in Illinois. The Department of Human
Services, Division of Mental Health (DHS/DMH) fundssidential treatment services through the
Individual Care Grant (ICG) program. The ICG pragrprovides services to children and youth
with serious emotional disturbance (SED) who h&evérely Impaired Reality Testing" and
other symptoms of psychotic iliness. This programa unique lllinois state program that serves
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the most troubled youth. ICG funded programminiguisily driven and will fund either
community or residential services. Thus, this paogis consistent with the guidelines for family-
and youth-driven care advocated by the Presiddets Freedom Commission. (See Appendix A)

Local school districts, with federal financial sappadministered by the lllinois State Board of
Education (ISBE), must fund residential treatmemvises when it can be established that
residential treatment is required for educatiomappess. The decision is made by the
Individualized Education Program (IEP) team as ireglby federal and state law. In

determining eligibility for residential treatmerdrsices, IEP teams may vary in their interpretation
and application of criteria. (See Appendix B)

The Department of Children & Family Services (DCR8)ds residential treatment services for
lllinois wards when this level of treatment is nexary. DCFS has a process for assessing needs
and identifying an appropriate placement. DCFSegdax significantly larger number of youth in
residential treatment facilities than the othermaigs. (See Appendix C)

Both State and County juvenile corrections ageral&s fund residential treatment services for
youth when needs are identified during legal prdess.

When an agency other than a school district placgsident in a residential treatment center
(RTC), the costs of treatment, room and boardrarladed. Educational costs are the
responsibility of the home school district if theugh is not a state ward. The school district in
which the RTC is located is responsible for thecadional costs of wards.

Background & Key Findings

¢ Residential treatment is an important option inlerénge of treatment alternatives for youth
and families.

e Best outcomes are achieved when there is extefagiity and community involvement in
treatment.

e Child and Adolescent Service System Principles (8RBand other principles of care apply to
residential treatment services. (See Appendix E)

e Outcomes measures are essential, however consamsyplicable measures and
measurement tracking is lacking.

¢ lllinois families have funding options not availalsh many other states.

¢ Information about State funding for residentiabtreent programs is not easily available.
There is no single information source availablétuilies, school districts and providers
dealing with troubled youth.

¢ Reliable information about residential facilitissdifficult to locate and assess. Families and
others need to know what each facility does bedtames, lengths of stay, other family
experience, etc.
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e Transition from residential care to home and comtybased services can be difficult and
requires extensive planning, support, and collaimramong the individual, family,
residential treatment provider, and community resest

e Fiscal Year 2005 Placements of youth with mentadls (See Appendix C)

DCFS 998 67%
ISBE 169 11%
DHS/DMH 310 21%
JJ NA
Total 1,477

e Out-of-state placements [~30% of lllinois DepartinehHuman Services (IDHS) & lllinois
State Board of Education (ISBE)] occur most oftenduse lllinois lacks capacity for Mental
liness/Developmental Disability (MI/DD) dual-diagsed youth and for those deemed in need
of a locked facility.

e Out-of-state facilities are generally not more exgdee; however, family involvement may be
reduced by distance.

e School districts vary in their wilingness to catesi residential placement.
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Recommendations andAction Steps

1. Residential treatment is an important option ina full range of treatment alternatives
for youth and families. It is recommended that groups such as the Hi@bildren's Mental
Health Partnership (ICMHP) communicate the value @ppropriate use of residential
treatment to state policy-makers. Some youth regtis level of care at certain times when
community-based care is not sufficient or availablerder to maintain the safety of the youth
and others and to therapeutically address the pigical and behavioral iliness in need of
treatment. For some, especially adolescent ysuwith treatment provides the last chance to
become productive, contributing members of so@eiy healthy adults. Residential
treatment, while more expensive than communityisesy contributes significantly to the
guality of life of young people with serious emaidt disturbances and their families. It is a
cost effective intervention, reducing potentialiig costs of caring for youth/adults in state
corrections, long term adult mental health faetifiand the intangible cost of lost futures.

+«» ICMHP should develop a communication initiativartiorm state and federal policy
makers about the conclusions and recommendatiotitso¥Vorkgroup. This should
include the governor’s office, key lllinois agenesders and legislators, and key
national audiences and organizations. Educationultbe role of residential
treatment in caring for our seriously ill childreand youth should be included.

2. Encourage evidence-informed treatment at residentlareatment centers (RTCs).
Critical components of evidence-informed treatmeciude:

(a) Individualized treatment planning based oname@hensive assessment

(b) Family involvement in decision-making duringatment planning, discharge, and
transition to community-based settings

(c) Coordinated, multi-system discharge planning

(d) Stability of post-discharge placement and awdity of aftercare support

(e) Measurable treatment and service outcomes

See Appendix D for a summary of research on resalé¢reatment.
+ State agencies that fund residential treatmentisesvshould require in contracts

that Evidence-Informed Practice processes be atllin delivery of treatment
services.

3. CASSP and other principles of care should apply teesidential treatment. See Appendix
E for details.
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+ State agencies that fund residential treatmentisesvshould require in contracts
that the principles detailed in Appendix C be aeddby all residential treatment
facilities.

4. The State of lllinois should develop in-state cap#y to serve children and youth with a
dual MI/DD diagnosis. Out-of-state placements (~30% of all youth in DH$SBE
placements) occur most often because lllinois laemcity for children and youth with a
dual MI/DD diagnosis. While DCFS has fewer tharnchiidren placed out of state, the other
state agencies and families find better facilidas-of-state for certain situations. While many
out-of-state facilities provide excellent treatmant are not more expensive than comparable
lllinois facilities, family involvement can ofterelincreased if the placement is closer to home.

« Encourage state agencies that fund residentialttneat services to create incentives
to develop capacity to serve children and youthligkdiagnosed with MI/DD in
lllinois.

5. Encourage expansion of collaborative, multi-systemntensive community services as an
alternative to residential treatment and as a crittal component of community services
during transition and post discharge from residental treatment facilities. It is
recommended that an intensive community servicegrpm, similar to the community-based
llinois Individual Care Grant (ICG) model be credtand available to youth who are not
eligible for the ICG Program or other publicly fuediservices. (See Appendix A)

+« ICMHP should promote the expansion of flexible gifad an intensive community
services program, similar to the community-base@,|@r youth who have severe
difficulties but are not currently eligible for ssaces. For example, the Screening,
Assessment and Support Services (SASS) flex faydsena good option for
expansion of such non-traditional mental health/sms.

6. State agencies should require that an appropriateischarge process be followedlo be
successful this process should include extensasanpig for post discharge services and
support. Residential facilities should provideansition treatment protocol that facilitates
safe hand-off of primary care to the family and aamity based providers and the
appropriate level of community experiences welbbefdischarge.

+» State agencies that fund residential treatmentisesvshould require providers to
conduct a formal discharge and transition procdss tinks to community services
and accounts for the youth’s needs in all life dorea

7. An ongoing interagency and stakeholder (families ahresidential providers) workgroup
should be convened to examine and continuously impve coordination and availability
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of adequate and appropriate residential treatment ervices for all youth and families in
need. This group will also monitor and track the implenaion of the current
recommendations.

+ ICMHP should promote the creation of this interaggeand stakeholder (families
and residential treatment providers) workgroup thét monitor residential
treatment for lllinois youth and identify opporttias for improvement to policy
makers and residential treatment providers on afgomg basis.

8. Formulate common outcome goals for implementing anutcomes measurement data
system across all residential providerscluding performance measures. These measures are
currently lacking but are essential. It is impbkesto demonstrate the benefits of treatment
without quantitative measurements on the progréegsuh. Currently there are few
measurements in place that quantify a youth's pssgin residential or community treatment.
The lllinois Department of Children and Family Sees (DCFS) recently instituted
measurements for state wards in treatment and sesu#ts are beginning to be available.

The measurement system must allow individuals ttrdeked within required confidentiality
safeguards across multiple state agencies anddgroformation about client and family
characteristics, the scope of services provided ralevant intervening variables influencing
outcomes and stability of therapeutic gains oveeti

+ The interagency workgroup should develop commoisgoatcomes and service
tracking measurements for youth in residential timeant.

9. A set of variables should be developed for trackinghildren and youth who receive
residential service across all funding agencies [OKS, DMH, lllinois Department of
Juvenile Justice (DJJ), ISBE] to provide consistenand coordinated data that would
inform policy development, service planning and resurce allocation. Such variables
might include demographic (non-personal) data,isemtilization including pre-, during, and
post- residential treatment, and service outcomes.

« The interagency workgroup should develop a setnébles for data collection to be
disseminated across all residential treatment seryroviders and funding agencies.

10.I1SBE, DMH and ICMHP should conduct a joint effort to assist families and educators
in how to navigate the publicly funded residentiatreatment and mental health service
systems.This could be accomplished by improving informatibrough upgrades to state web
sites and written communications, such as brochamdgyuidebooks. Information about these
programs is lacking and difficult to find. Thegeno single information source available to
families, school districts and providers dealinghvtroubled youth.
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11.

12.

« The interagency workgroup will encourage ISBE amdHDto make upgrades to their
websites and written communications that will iras® community awareness about
the residential treatment system.

+« ICMHP should incorporate into the Public Awaren€smpaign website and
informational materials, information useful to pats about navigating the
residential treatment system in Illinois.

Encourage the creation of a non-profit or universiy based information center about
residential treatment facilities to increase parenfamily knowledge of and access to
information that can assist them in identifying andnavigating residential treatment
services.(See Appendix E)This could be accomplished through web-based optidrere
information about residential treatment servicggavided, and where families and youth can
provide comments about their experience with resideservices. Today, information about
residential facilities is difficult to locate andsess. Families and others need to know what
each faclility does best, outcomes, lengths of stener family experience, etc.

« Encourage parent/family organizations to underttie development of a web-based
information site that provides information abousidential treatment for families. It
should contain information about funding sourced agsidential treatment
providers, including the types of services theywj® and the situations they treat.
This site should also have an area where famil@asprovide information about their
experience with residential providers.

ISBE should have dedicated staff with appropriate x¥pertise to provide assistance to
school districts to ensure a more consistent approh to assessing the need for and
providing funding for residential placement to eligble children and youth. Such staff
should also actively participate in post dischargesition back into the community school
district for all students returning from residehtr@atment, regardless of the source of
funding for their residential treatment servic&ked Appendix B)

« ISBE should explore federal, state, or other resesrto fund technical assistance
positions to assist districts and families to ceeatmore consistent approach to
transition from any placement back to school wehidential placement decisions
and the eventual transition of youth back to thewcwnity.

Summary and Conclusions
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The workgroup finds that residential treatmentlindis is providing important care for severely
disturbed youth. Youth requiring this level ofdateent at a particular time in their development
are able to obtain state funding through severaheigs.

There is, however, need for a number of improvemaidtailed above in the workgroup's
recommendations and action steps. These focuseartas:

1) Assuring that all providers apply well-acceptezhtment standards and principles
consistently. These include CASSP principles, ene@ informed treatment practices,
an effective discharge process and extensive famibivement.

2) Implementing progress and outcomes measureroarggate-funded residential
treatment so that results can be quantified andowgments assessed.

3) Improving community-based services as an altmen¢o residential treatment and to
support youth returning from residential treatment.

4) Creating an on-going interagency and stakehaldekgroup to monitor
improvements and identify future opportunitiesifoprovement.

5) Making information about residential treatmezddily available to families,
community agencies, schools, courts and otherdveglan placement decisions. This
will include information about the services offetgdresidential treatment providers
and funding options available.

In summary, residential treatment is an importatgrivention option for severely disturbed youth
at critical times. State policy makers and agenapagement should support the workgroups
recommendations so that this critical service apti@ay be made more effective for youth with
the most severe needs.
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Appendix A

ICG Community-Based Services

The Individual Care Grant (ICG) program is an dismstate program that provides services to
children and youth with severe emotional disturlea®ED). The grant criteria are restrictive and
require that the youth have "Severely Impaired Be&ésting” and other symptoms of psychotic
illness. Once awarded the program is family drigad will fund either community or residential
services. Thus, this program is consistent wighghidelines for family- and youth-driven care
advocated by the President's New Freedom Commission

The ICG community services are extremely flexiblhin the overall program structure and can
be tailored to the needs of each family and yodthese services are designed to assist the youth
in the following four areas:

1. Address theafetyneeds of the youth, family and community as tiedgte to the
behavioral and emotional concerns. This shouldid®ccrisis response services, and crisis
training for the family.

2. Provide a dailgtructure that will enable a well-regulated and consisteheslale for
the youth to follow with adequate supervision.

3. Provide a regular source @dcializationfor the youth that gives adequate supports
sufficient to allow their success.

4. Provide consistent opportunities &kill developmentthat leads the youth towards
developmentally appropriate functioning in all lifemains.

Case Coordination. Each ICG youth has a case coordinator assignéa &@ASS agency
providing ICG support. Whether they are in resi@dgior community treatment their case
coordinator works with them and their family toaarge services and assist them in dealing with
other agencies such as schools.

Therapeutic Mentoring. Youth in community treatment are provided withneogs (called
Therapeutic Stabilization Workers by the ICG praogyavho work with them on specific clinical
issues related to success in the community andiskélopment.

Therapeutic Recreation/Socialization. Therapeutic recreation services are funded byGke
program to give youth opportunities for normalizexgivities in a safe and appropriately
supervised environment. The services are oftevigied by Special Recreation agencies in the
Chicago suburbs and larger cities outside the metitan Chicago area.

Behavior Management. The ICG program will fund family and youth traigion behavior
management techniques to assist the youth in damgla@oping skills needed for normal life in a
community setting. These services are made alaitaban individual basis and are time-limited.
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The following are the formal definitions of theypes of services that the ICG grant can cover in
the community.

1) BEHAVIOR MANAGEMENT INTERVENTION - A time-limited, child and family
training/therapy intervention focused toward anmalimn or management of specific behaviors
that jeopardize the child's functioning in the hdamily setting. This intervention typically
teaches/models techniques and skills that candsk msthe parent/guardian and other family
members.

2) CHILD SUPPORT SERVICES - Time-limited funding ¢over costs that would otherwise be
prohibitive to the parents for the child to pagatie in community activities when those activities
are related to objectives in the child's curredividual services plan.

3) THERAPEUTIC STABILIZATION - An essential part af-home services, providing a timely
one-to-one relationship between the child and @raotual agent of the SASS agency for the
purpose of facilitating age-appropriate, normafjzactivities of the child.

4) YOUNG ADULT SUPPORT SERVICES - Time-limited fung for young adults to cover
costs of services and supports, not included uvather programs for which the person may be
eligible, to aid the young adult in his or her s#ion to community living. These funds can be
applied to the costs of a supported living arrargg@ror other appropriate transitional services
that help to integrate the young adult into hikier adult roles in the community.
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Appendix B

Factors/considerations that can impact a School Dist’'s decision to place a
special education student into a residential treatn facility

Legal/Procedural Limitations

Special Education is a broad federal entitlementh wigid and highly specific rules and
procedures about how educational placement desisicmto be made. The llinois State Board
of Education and individual school districts arguieed to work within these federally prescribed
boundaries.

» Only the IEP team has the legal authority to make decisions about atudent’s
placement. While a parent(s) is a very important memberhaf EEP team, other team
members have an equal decision making authoritheiQEP team members include: the
student, special education teacher, regular educdgacher, administrator, and other
appropriate school personnel that may be involvitd thie child

» LRE (Least Restrictive Environment)EP teams required by federal and state laws to
educate students in the least restrictive environnmt. Residential placement is the
most restrictive placement on the educational sesipplacement continuum. Typically, an
IEP team does not consideducatinga student in a residential environment until less
restrictive placements have been tried and haveeprto be ineffective. It must be clear
that the student cannot benefit from educationalises unless 24 hour programming is
provided.

» |EP teams can only residentially place a student i facility which is on the lllinois
State Board of Education approved listand at rates specifically approved by the lllinois
Purchased Care Review Board.

Financial Considerations
When an lllinois School district places a studena iresidential treatment facility for educational
purposes, it must pay for room and board costsedlsas special education tuition costs. Billing
and reimbursement for each of these costs are gedeseparately, each creating unique funding

considerations and possible disincentives foridistplacing students for residential treatment.

Room & boardtreatment costs

When a school district residentially places a stiitdeoom and board costs are billed by the
private provider (generally monthly) and the dddtis expected to pay those bills immediately.
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» After an IEP team makes the decision to residénpéce the student, the district applies
for approval to claim reimbursement of the room badrd costs from the ISBE (using
Form 34-37). ISBE uses Federal-Part B funds tteaspecifically reserved for room and
board reimbursement. In recent memory, the P&b8m & Board fund has been
sufficiently large that placing districts have beeimbursed at 100%

» All lllinois Districts (including Chicago 299%re reimbursed for room and board costs for
the current school year on a monthly basis, beggnim December (for the months of
September through November). Claims for Decembetices submitted in January (and
for all following months through August) are pamxmediately, provided that claim is
error-free in terms of the 34-37, FACTS, and pevaicility approval. At that time,
reimbursement is at 90% of the claim (i.e. the amhdloey have paid out). Districts have
until November 1 to submit claims for the previgesr. The remaining 10% is paid in
January or February.

Potential disincentives
o For many districts (particularly smaller districte delayed reimbursement strategy can
create financial hardships...... having to pay thew@md board costs immediately but for
3 months not being reimbursed immediately, thumdpthe use of the money during the
interim period. Thigash flow problencreates a disincentive for a district considering
residential placement for a student. However, |3BE attempted to make the delay in
reimbursement as minimal as possible.

o There is a fear among districts that the Part ByrRand Board reserve may not be
sufficient to cover all of the room and board ckiduring a particular year and that
unpaid claims would need to be passed back tongjatstricts in the form of pro-rations.
The funds allocated for this purpose cannot be bgd8&8BE for any other purpose so
Room and Board reimbursement pro-rations are rare.

0 34-37 Accountability and AnxietyOnce an IEP team commits on paper (IEP) to
residentially place a student, it is obligated phag for the associated costs. There is a fear
among districts that if ISBE for some reason(sgtsléo deny funding room and board
reimbursement in the 34-37 process, the distrittwve no way to recapture those
dollars. ISBE’s role in residential placement idydo determine that proper procedures
have been followed. Only a district that is wllifunon-compliant with state and federal
regulations runs the risk of not being able to sastully seek reimbursement from ISBE.

Special EducationTuition Costs:

When an lllinois School district places a studerd residential treatment facility for educational
purposes, it must pay for the cost of special efitutaervices (tuition) associated with that
placement. Educational services may be providédeaRTC in a public or nonpublic program,
or off-campus in a public or nonpublic program.stiicts then seek reimbursement from the
ISBE. The following formula applies:
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FOR PLACEMENT IN AN APPROVED NONPUBLIC SPECIAL EDWIXTION PROGRAM
(under Section 14-7.02 of the School Code)

o Placing districts are expected to pay a “doublegagr’ or twice the local per capita
educational expenditure (that is the amount trdistaict spends each year to educate
students in their district) as their contributi@m fuition expenses.

o The remaining amount of money spent on tuitiomirapproved nonpublic school is then
reimbursed to the school district under procedaorgbned in Section 14-7.02.

o Ifthe ISBE tuition fund does not have enough futwseimburse the placing district at
100%, those unpaid costs are passed back to pldisimgts in the form of pro-rations.
The current pro-ration is 88%. The average prmindbr the last 6 years is 89%.

FOR PLACEMENT IN A PUBLIC SCHOOL SPECIAL EDUCATIORROGRAM (under
Section 14-7.01 & 14-7.02b of the School Code)
o Placing districts are expected to pay four perteams their contribution for tuition
expenses.
o The remaining amount of money spent on tuitioméntreimbursed to the school district
under procedures outlined in Section 14-7.01 & 1BRMG.
o0 The ISBE fund never has enough funds to reimbumsglacing district at 100%, so
those unpaid costs are passed back to placingcthistr the form of pro-rations.

Non-voluntary tuition

When a child is residentially placed by gnyblic agency/entity in lllinois, the resident soh

district is statutorily obligated to pay for thest® of special education services (tuition). kst
situations, the child’s resident district has natcol over the placement or the associated tuition
costs and at times can make the case that thenstwds performing successfully in the district’s
own program. As outlined above, tuition associatétd a publicly funded residential placement
can vary significantly if the child is educatedaipublic school program or if the child is educated
in a nonpublic program. In the past, some schabtidis have refused to provide funding for
educational services in cases such as these. I alleiate this problem, Senate Bill 398 was
passed in 2007, allowing school districts to clab0% reimbursement for the educational costs
of students placed residentially by other stateneige. However, no proration for funding was
attached to this bill and until such time as fugdsavailable, it would not appear that this bill
will have an impact on districts’ willingness tanfileducational costs.

Multiple-agency Considerations

Students who might be considered for residenta&dgrhent by their school district might also be
eligible for residential placement and funding blyey state agencies. Schools frequently seek to
explore overlapping service and funding eligibitfiyough other entities and systebefore
committing to residentially place a student for @ational purposes. The tensions that are
created between parents and schools and betweeolsemd other systems as these multiple
resources are explored tend to slow the residetg@bsion making process and have frequently
led to lawsuits.
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District Superintendents, Special Education Diresstand Cooperative Directors in lllinois have
long advocated for the development of a multipleray residential decision making process so
that school districts and state agencies can nguitably share in the responsibilities and related
costs for lllinois children who require residenti@atment. lllinois has tried to promote
interagency equity and decision making responsilily use of Memorandums of Understanding,
Interagency Agreements, and creation of interagantiyorities. Each approach has been only
partially effective. Disputes over responsibiityd funding are both time and resource
consuming.
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Appendix C
Residential Placements of Youth with Mental lliness

lllinois ED/MI/SED Youth in Residential Treatment
(Includes DCFS, DHS/DMH and ISBE only)
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Note that both State and County juvenile correstiagencies assign some youth to residential
treatment but those numbers are not included

Definitions commonly used: ED --Emotional Disorder
MI -- Mental lllness
SED -- Serious Emotional Disturbance

Appendix D
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Research On Outcomes and Effectiveness of Residéiitieatment

Research Summary

Residential Treatment seems to be effective fort inols/iduals when treatment success is
measured at discharge. Although some symptomsaoesen (Lyons et al., 2001), and some
individuals may be at high-risk not to succeed @Reret al., 2003), overall, the services
offered at RTCs are typically able to stabilizedeabr and functioning while individuals are |n
residence. However, there is much to be learneahoch children benefit from which forms
of RTC. There are many different models and maffgrdnt levels of quality among
providers.

The research also reflects concern that gains ma@sidential care are not maintained
following discharge to a less restrictive settirigactors that correlate with improved long-
term outcomes are intensive family involvement edtment during the course of the
residential placement, thorough and early dischpl@ening and continued therapeutic
supports in the community when the child returnsi@o
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Appendix E

Values and Principles for the System of Care

Children’s mental health service delivery has ugdee a major change during the past fifteen yddrs.
introduction and implementation of the Child andkgcent Service System Program (CASSP) has
required a thorough reform of how children’s methikeglth services are conceptualized and delivaieel.
State of lllinois supports the core values andiggigrinciples of the CASSP model.

Core Values

1)
2)

3)

The System of Care should be child centeredamndy focused, with the needs of the child and
family dictating the types and mix of services pded.

The System of Care should be community baset,the locus of services as well as management
and decision-making responsibilities resting atdb@munity level.

The System of Care should be culturally comgeteith agencies, programs, and services that are
responsive to the cultural, racial, and ethniceddhces of the population they serve.

Guiding Principles

1)
2)
3)
2)

5)

6)

7
8)

9)

Children with emotional disturbances should haseess to a comprehensive array of services that
address the child’s physical, emotional, sociadl esucational needs.

Children with emotional disturbances should irecandividualized services in accordance with the
unique needs and potentials of each child and duiglean individualized service plan.

Children with emotional disturbances should ireceervices within the least restrictive, most
normative environment that is clinically appropeiat

The families and surrogate families of childvath emotional disturbances should be full
participants in all aspects of the planning andves} of services.

Children with emotional disturbances should ireceervices that are integrated, with linkages
between child-serving agencies and programs antanexnns for planning, developing, and
coordinating service.

Children with emotional disturbances should t@viged with case management or similar
mechanisms to ensure that multiple services aneedetl in a coordinated and therapeutic manner
and that they can move through the system of sswwcaccordance with their changing needs.
Early identification and intervention for chitgr with emotional disturbances should be promoted
by the system of care in order to enhance thahib@tl of positive outcomes.

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

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

10) Children with emotional disturbances shoulerezservices without regard to race, religion,

national origin, sex, physical disability, or otletraracteristics, and services should be sensitive
and responsive to cultural differences and speeedls.

*CASSP Technical Assistance Center, Center forCH#alth & Mental Health Policy, Georgetown Univgrs
Child Development Center
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Guiding Principles for Residential Treatment

The following, derived from CASSP and System of Car Principles, are recommended for residential
treatment in lllinois

1) A comprehensive system of mental health careagmspecialized services that address needs of
clients. These services are informed by developmhamd trauma theory. The theory guides the daily
care, psychological treatment and case managem@néed to children, adolescents and young adults
with mental, emotional and behavioral health cingles. Least restrictive and closest to home
treatment characteristics are balanced with thegretion that residential in-patient treatment for
mental, emotional and behavioral illness is therappate alternative for some youth at criticalnsi
in their development.

2) Treatment teams for children, adolescents andyadults in need of comprehensive mental health
treatment services consist of the youth, their figraignificant others in the youth’s life, professals
from the residential treatment center and colldterafessionals representing the
educational/vocational professions, community basedtal health services providers, and legal
advocates as needed.

3) Treatment services are provided in environmiratsrecognize the critical need to maintain sadéty
the child and others, provide crisis stabilizatiang competent comprehensive assessment and
individualized treatment planning/delivery attutedhe unique needs of the youth and family, and
specifically addressing the conditions that preweatyouth from living in a less restrictive settin

4) Treatment environments should be based on peasdinat address the attachment and relationship
repair needs of the youth and fully partner withldigical and surrogate families to ensure critical
relationship connections are maintained, strengthamd committed to the long term care and
nurturing of the youth. Treatment planning shoutthediately focus on the step-down pathway for the
youth to an appropriately supported less restadgvel of care.

5) Treatment environments must address the uniguelapmental needs of the child, adolescent or ¢oun
adult and provide for the youth’s right to compétand appropriate opportunities for
education/vocational preparation, recreation/psagjalization, community involvement and other
normative or age-appropriate and enriched expergetiat are necessary for healthy development and
available to their peer counterparts elsewhere.

6) Treatment services should immediately considet-freatment clinical and living support needs and
plan with the youth and family for the availabiliby these supports, to ensure residential treatment
lengths of stay are based on treatment needsBisigharge planning for smooth transition to lower
levels of care in environments with developmentafipropriate family and significant other
connections is the responsibility of the entiratnegent team.

7) A comprehensive system of mental health canerasshe availability of an array of treatment opsi
to adequately meet the treatment and developmeegals of youth and families that is focused on the
best interest of the child/youth. These treatmetibns must be equitable in access to all youth and
families in need. Eligibility for services and ptsrof entry should be determined by youth needramd
dependent on narrowly defined requirements desigméchit access, or on family financial resources.

8) A comprehensive system of mental health caregrézes the importance of prevention and supports
public policy that addresses the mental healthsheédhildren and families and ensures servicesscce
at par with physical health services. This parityriental health prevention, early intervention and
treatment delivery is infused in the public polfoy 0-3, early childhood care and education, ardllo
public and private health care and educationabsyst

9) A comprehensive system of mental health caraavwledges that every child and family in the State
susceptible to mental, emotional and behaviorss and the devastating effects of trauma via@atu
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nurture and/or fate circumstance. This system gesvidelivers and monitors necessary services in a
coordinated, efficient and transparent manner,ragstamily/youth a voice and choice in treatment
with open and transparent access to informatioardagg treatment options and Residential Treatment
Center performance, licensing and accreditatiomotgs.

10) A comprehensive system of child and adolestemtal health care establishes as public poliayripyi
the need for child and adolescent mental healilee$al treatment centers to be adequately and
predictably funded, and encouraged to provide sesviepresenting excellent levels of care and
professional expertise. Research on treatmenttie#eess, outcomes and innovative program
development for prevention, recovery and cure ederaged, adequately supported and recognized as
a long-term cost effective human and financial gtwent.
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Appendix F

Roadblocks to Residential Treatment

Families with children in need of residential treaht often have difficulty accessing residential
treatment programs. Residential treatment serapeexpensive and are beyond the ability of
most families to afford. There are four publicding sources for residential treatment —
Department of Children and Family Services (fandiis wards), the lllinois Department of
Human Services, local school districts, and thedbmpent of Juvenile Justice. Most families
look to the lllinois Department of Human Servickidividual Care Grant Program or local
school districts for funding. The ICG program ificllt to access because the clinical criteria fo
eligibility for serious mental iliness is narrowdarequires that applicants evidence severely
impaired reality testing, which is most often asatmd with psychotic disorders.

Funding through local school districts is diffictdt two reasons. First, it must be established th
residential treatment is required for educationgppses. This means it must be demonstrated
that education in lesser restrictive environmesnitsot appropriate and the child is only educable
in a twenty-four hour residential treatment cenB&cond, many school districts assert that they
can provide a basic floor of opportunity within amomity settings, such as publicly funded
therapeutic day schools. Disagreements over sé¢hodéd residential treatment are often
contentious and resolved through due process lgsamhich are emotionally and financially
challenging for most families. This is topic is Wadvered in the attachedactors/considerations
that can impact a School District’s decision togdaa special education student into a
residential treatment facility.” (Appendix B)
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Glossary

CASSP - Child and Adolescent Service System Piegip
CRSA - Community & Residential Services Authority
DCES - lllinois Department of Children and Familgrices
DD - Developmental Disability

DHS - lllinois Department of Human Services

DJJ - lllinois Department of Juvenile Justice

DMH - lllinois Division of Mental Health

ED — Emotional r Disability
ICMHP - lllinois Children's Mental Health Partnexsh

ICG - lllinois Individual Care Grant

IEP — Individualized Education Program

ISBE - lllinois State Board of Education

JJ - Juvenile Justice

MI - Mental lliness

RTC — Residential Treatment Center

SASS - Screening, Assessment and Support Services

SED — Serious Emotional Disturbance
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