2014 REPORT CARD
Children’s Mental Health
IN THE DISTRICT OF COLUMBIA

2014 REPORT CARD

CHILDREN’S MENTAL HEALTH
in THE DISTRICT OF COLUMBIA
GOAL

GRADE

Bring Needed
Services to the District

8

Improve Access for Children
and Families

5

Create a Robust Prevention
and Early Identification
System

7

Improve Care Coordination

4

Ensure Quality and Timeliness
of Services

4

Improve Psychiatric Services

8

Improve Community-Based
Services to Reduce
Residential Placements

7

ABOUT THE GRADING SCALE:
Grades cover the District government’s progress over the past year
toward meeting the mental health needs of low-income children. Ten
is the highest grade and represents substantial achievement. Zero is
the worst grade and represents no progress.

EXECUTIVE SUMMARY
All children with mental health needs

government is uniquely responsible

deserve services that allow them to

for ensuring that services are avail-

learn in school, live with their families

able to all children who need them—

and thrive within their communities.

especially low-income children who

Ensuring a full range of quality and

are receiving services through Medic-

accessible mental health interven-

aid. District agencies also have direct

tions is especially critical for the

responsibility for children who are

District’s poorest children who are

in foster care or the juvenile justice

more likely to experience violence,

system. Historically, mental health

homelessness and family instability

services for DC’s children have lagged

than other children across the na-

far behind their needs.

tion. If we do not help vulnerable DC

In 2013, Children’s Law Center re-

children cope with trauma, we place

leased its first report card chronicling

them at greater risk of dropping out of

the District’s efforts to meet children’s

school, ending up in prison or worse.

mental health needs—a follow-up to

While many people impact a
child’s mental health, the District

comprehensive recommendations we
issued a year earlier on how to reform
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the city’s mental health system.1

have more options for care and that

These reports sounded a warning bell.

hospitalization and residential place-

We noted that thousands of children

ments will become more an option of

were still being locked out of mental

last resort, as it should be. This year’s

health care and that much-needed

mental health report card gives its

reforms were not yet being funded or,

highest scores in these areas.

where funding was available, were not
implemented.
The good news is that, over the

That the District government was
able to accomplish these important
reforms in the midst of enormous

past year, the District has begun a

shifts to the mental health landscape

number of reforms and is poised to

deserves praise. First, 2014 was the

get many more children the mental

launch of the federal Affordable Care

health care they need. While the

Act and the District created a success-

number of low-income children who

ful health care exchange. The District

are being screened or treated for

also merged its agencies responsible

mental health concerns still remains

for providing behavioral health last

far too low—research suggests

year, combining the former DC

more than 5,000 children are being

Department of Mental Health and the

overlooked—for the first time ever

Addiction Prevention Recovery Ad-

the District is publicly reporting how

ministration into the new Department

Medicaid managed care organizations

of Behavioral Health. This is a great

are meeting these children’s needs.

step forward in treating the thou-

Medicaid serves the majority of DC

sands of people with co-occurring

children, and the new reports indicate

mental health and substance abuse

how many mental health services

disorders. The landscape of Medicaid

are being offered, how many children

providers also changed significantly.

are getting treatment and how much

The DC Department of Health Care

is being spent on mental health. In

Finance replaced the three man-

addition, in the FY 2015 budget,

aged care organizations within its

important new programs are being

Medicaid program. It also had to deal

funded that will allow pediatricians to

with the unexpected collapse of the

better screen, refer and treat children

District’s largest managed care plan,

with mental health issues. Finally, the

DC Chartered, which covered more

District has made it easier for mental

than 100,000 beneficiaries and left

health service providers to become

health care providers with $65 million

credentialed, meaning children

in unpaid claims.2
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Research suggests the District is still failing to reach
more than 5,000 children with mental health needs.
Still, at the end of the day, we must

overall. The District’s own evaluations

judge the District by the ultimate mea-

show that too many children are still

sure: are kids getting quality mental

waiting far too long to receive mental

health services that meet their needs?

health services and that a significant

By that yardstick, the DC government

number of these services are of poor

is still failing children. This year’s

quality. And finally, as noted earlier,

scorecard gives its lowest grades in

the District is still failing to reach

two areas: ensuring the quality and

more than 5,000 children that nation-

timeliness of mental health services,

al research suggests are likely in need

and improving children’s access

of services and not getting them.
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GRADING OUR PROGRESS
Bring Needed Services to the District
GRADE 8
Children have a wide range of mental health needs. Depending on their
diagnosis, treatment can range from a few sessions of group counseling to
emergency hospitalization. Providing a full continuum of quality services
that provide effective care at the earliest sign of a mental health issue is
the backbone of a strong children’s mental health system. Without this
continuum of services, children’s mental health will deteriorate, leading
to unnecessary hospitalizations and placement in residential facilities or
foster care. In this section, we focus on the District’s progress in expanding the variety of mental health services available to low-income children
with serious mental health needs. In addition to adding two additional
evidence-based practices, the District has also lowered the barriers for
expanding the number of mental health providers by improving reimbursement rates and streamlining the credentialing process. For these
reasons, in this area the District has earned a grade of 8.

The District made important
strides to remove red tape and in-

setting review during which DBH
worked closely with providers.4

crease payments to its mental health

Without high-quality, well-trained

providers, which helped create a more

clinicians, children can’t receive the

attractive business environment for

excellent care they need. DBH worked

these providers. The Department of

with the Department of Health Care

Behavioral Health (DBH) primarily

Finance (DHCF) to draft new con-

provides community-based services

tracts for managed care organizations

through its Mental Health Rehabili-

(MCOs), which require the MCOs to

tation Services (MHRS) program, a

acknowledge DBH as the “Credentials

system of private, community-based

Verification Organization” for mental

care.3 On December 30, 2013, MHRS

health providers already certified by

rates were raised an average of 15%

DBH. This means if the provider is al-

as the result of a comprehensive rate

ready part of the DBH system they can
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ABOUT THE GRADES
The children’s mental health

the District’s progress during the

system is complex and it is not

past year in each of the seven

possible to give the District an

sections set forth in Children’s

overall grade for how it is meet-

Law Center’s 2012 mental health

ing children’s needs in this area.

plan and assigns a grade to each

Instead, this report card reviews

one on a scale of zero to ten.

automatically be part of the MCO’s

offers nine services that can meet the

network without being subject to ad-

needs of children with extensive men-

ditional credentialing requirements.5

tal health concerns. The new services,

Mental health providers have reported

which are Multi-Systemic Therapy

to Children’s Law Center that they are

for Emerging Adults (MST-EA) and

having an easier time credentialing

the Transition to Independence

with the new MCOs as a result of the

Process (TIP), target older youth.6

new process.

Because of the severe lack of mental

The change to credentialing and

health services for older youth, both

the increase in MHRS rates address

new therapies are important additions

two issues that had been cited as

and help fill a void.

reasons providers would not enter the

The District continues to work to

DC market or expand in DC. While

ensure its evidence-based prac-

too soon to see results, we are hopeful

tices are billable to Medicaid, which

that these changes will result in an

means the District would only pay

increase of high-quality providers

30% of the total cost of the service

serving DC’s Medicaid population.

with local funds rather than 100%

DC has historically lacked services

(federal Medicaid pays the other

at every level of need. Over the last

70%). This is noteworthy because

several years, the District has made

any savings in local funds could then

steady progress expanding the variety

be reinvested in additional children’s

of mental health services available

mental health services.

to low-income children with serious

The District is also poised to offer

mental health needs. The Department

better substance abuse services for

of Behavioral Health added two new

youth this coming year. Currently

evidence-based therapies to its men-

there is a significant shortage. The

tal health system this year and now

Substance Abuse and Mental Health
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Services Administration has awarded

trauma-informed.9 Ultimately the

DBH a $3.8 million, five-year State

goal is to make all agencies in the city

Youth Treatment Grant.7 In May 2014,

trauma-informed. Throughout the

grant funds will be used to train two

year, CFSA has trained social workers,

providers to implement the Adoles-

foster parents, guardians ad litem and

cent Community Reinforcement Ap-

other professionals on the model to

proach (A-CRA), an evidence-based

promote a greater awareness of the

behavioral intervention used to treat

impact of trauma in the lives of abused

alcohol and substance use disorders

and neglected children and, eventually,

in adolescents. The intervention also

to prepare professionals working with

includes a substantial family compo-

children served by the child welfare

nent. If A-CRA is fully and properly

system to adapt their approach. This

implemented, the District will have

summer, DBH plans to train mental

made significant progress in address-

health providers on TST to better

ing the lack of substance abuse service

serve the children identified for treat-

for adolescents.

ment as a result of the trauma screen

8

The District, led by CFSA, has also

done by CFSA. TST is a promising

adopted Trauma Systems Therapy

model, but this process is still in its

(TST) as a model for making the

early stages and its long term impact

District’s child welfare system more

is too early to judge. It is still unclear
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how trauma-informed practices will

is hard to locate clinicians with exper-

be incorporated into all child-serving

tise in treating specific populations,

agencies’ daily operations.

such as: youth with co-occurring

Despite these significant strides in

mental health and substance abuse

the last year, there is still much work

disorders; children with Pervasive

to be done to provide the full array of

Developmental Disorder (PDD); and

services necessary to meet children’s

children with PDD co-occurring with

needs. For example, we still lack

trauma. Hopefully the changes to the

intensive day treatment programs,

provider environment and DBH’s

therapeutic after school programs and

continuing work to bring in evidence-

therapeutic summer school programs.

based practice will bear fruit and bring

Within the DBH/Medicaid system it

the array of services needed to DC.

Improve Access for Children and Families
GRADE 5
Having a variety of services is only part of the picture. The services also
must be accessible, appropriate, timely and of high quality. Streamlined
credentialing processes, improved oversight of the MCOs and better
coordination of services only matter if they lead to better services and
outcomes for the District’s children. This year, although the District took
steps toward improving access, the number of children utilizing mental
health care still remains low. By comparing our treatment rates against
national averages, we conclude that the District may be leaving more
than 5,000 children without necessary care.10 Because the District is
laying the groundwork to reach more children, but is still serving far too
few children with mental health needs, the District has earned a grade of
5 for this area.

An ongoing struggle for the chil-

of providers and separate funding

dren’s mental health system is that the

mechanisms. This means that reform-

system is in fact run by many different

ing the system is quite complicated.

agencies that may intersect with the

Approximately 96,000 children and

same child at different points in his

youth under 21 years of age were

or her care, with a separate network

enrolled in DC Medicaid at some
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point during FY13.11 Ninety percent of

DC’s Medicaid system, providers pre-

child Medicaid beneficiaries receive

viously had to credential separately

their care through a managed care

with each of the four managed care

organization (MCO). Beginning July

organizations and be licensed by DBH

2013, the MCOs under the District’s

as a Core Service Agency (CSA) or

Medicaid Managed Care Program

as a specialty provider. To offer these

are: AmeriHealth DC, MedStarFam-

children a full continuum of care re-

ily Choice, Trusted Health Plan and

quired a provider to credential with at

Health Services for Children with

least seven and up to eleven payers.13

Special Needs (which serves disabled

This year, however, DHCF and the

children up to age 26).12 In addition

MCOs have improved their coordina-

to providing care for their enrollees’

tion with DBH. As a result, new MCO

physical health needs, the MCOs

contracts are now in place that con-

are also responsible for providing

tain stronger language regarding their

office-based mental health services.

obligations to provide mental health

However, for children diagnosed with

services and to make the provider cre-

severe mental health problems, the re-

dentialing process easier. It is too early

sponsibility for providing more inten-

to tell yet whether this will translate

sive in-home therapies shifts to DBH’s

into improved services for children en-

provider network and reimburse-

rolled in the MCOs, but the improved

ments are made directly to providers

contract language is promising.

by DHCF. Unfortunately, even though

Contracts, of course, are only as

both the MCOs and DBH have been

good as their enforcement. In FY14,

providing mental health care to the

DHCF initiated a comprehensive

same group of children and families

review process to assess and evalu-

for many years, there has been insuf-

ate the performance of the MCOs.

ficient coordination between them.

Each quarter, DHCF plans to publicly

This has resulted in many complica-

release a performance review of the

tions for mental health providers and,

MCOs to address issues including the

ultimately, made it difficult for chil-

MCO’s financial health, their ability to

dren and families to obtain services.

meet the administrative requirements

To be reimbursed through Medicaid

for plan management, whether each

for providing mental health treatment

plan has adequate provider networks,

to children, for example, providers

each plan’s medical spending across

must be credentialed with multiple

various health service categories,

entities. To treat all children within

whether members are accessing
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primary care and to what extent

for years to assess how many children

members are using emergency rooms

are receiving mental health services,

for non-emergency purposes. With

this year both DBH and DHCF have

the release of its first report in Febru-

made progress in reporting more

ary 2014, DHCF sent a message to the

useful and transparent data about

MCOs that it intends to vigorously

the number of children receiving

enforce its contracts. DBH leadership

services. Approximately 6.8% of the

is also meeting regularly with MCO

96,000 children ever enrolled in the

mental health staff to discuss issues

District’s Medicaid program during

14

related to mental health and improved

FY13—around 7,000 children—were

utilization of mental health services.

treated for mental illness through

This level of oversight, transparency

DBH’s Mental Health Rehabilita-

and coordination is critical to ensur-

tion Services (MHRS) or a Medicaid

ing MCOs meet children’s mental

managed care organization.16 This

health needs.

is a slight decrease from the 7.6% of

15

Despite these positives steps by

children who received a service in

both DBH and DCHF, the number of

FY12.17 Nationally, however, at least

children accessing care still remains

12.4% of children who are Medicaid

too low. Although it has been difficult

beneficiaries have mental health
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District agencies are reporting more useful and
transparent data about the number of children
receiving services.
conditions.18 This suggests that,

specialty service and this often does

conservatively, 5,000 District children

not happen appropriately or efficient-

who need mental health services may

ly. If the new variety of services in the

not be receiving them.19 And, for the

city is to result in better outcomes,

children who the District reports as

staff must be trained to make proper

receiving a service, we do not know if

referrals, mental health access must

they received the correct treatment

be simplified and utilization improved.

or the services they need to improve
their health and quality of life.
Unfortunately, the evidence-based

DCHF’s first Managed Care
Quarterly Performance Report also
illustrated that the MCOs have a long

practices that have been brought to

way to go to provide the mental health

the District are being underutilized.20

treatment they are contractually

For example, in March 2014, DBH

obligated to provide children. Medical

noted that just over half of the slots for

spending for behavioral health ser-

Trauma-Focused Cognitive Behav-

vices is, in DHCF’s own words, “negli-

ioral Therapy were being utilized and

gible.”22 AmeriHealth spends an aver-

only two-thirds of the slots for Transi-

age of $8.60 per child per month on

tion to Independence Process were

behavioral health services; MedStar

filled. These services should be at

spends only $1.05; and Trusted only

capacity. There are so many children,

59 cents.23 DHCF notes that “the issue

youth and families who could benefit

of the health management of mental

from these treatment options. Unfor-

health services clearly warrants more

tunately, accessing these programs is

attention.”24 We are encouraged that

very complicated and cannot be done

DHCF has recognized this problem

directly. Families must rely on their

and expect improving the provision

MCO, DBH’s Access Helpline, a CFSA

of mental health care provided by the

social worker or their Core Service

MCOs will be a priority this year.

21

Agency to refer them to the proper
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Create a Robust Prevention and Early
Identification System
GRADE 7
Early identification of mental health problems leads to earlier assessments, diagnoses and treatment—and, at the end of the day, to more
positive outcomes for children and families. This year, the District has
made significant progress in this area by taking steps to ensure that
pediatricians are screening children for mental health problems. For this
reason, though there are other improvements necessary to create a robust prevention system, the District has earned a grade of 7 for this area.

Last year, to improve the integra-

for all children at the annual well-

tion of mental health into pediatric

visit is more effective, identifies more

primary care, Children’s Law Center

children with concerns and identifies

joined with Children’s National

them earlier. While many District

Health System to launch the DC

children were likely being screened in-

Collaborative for Mental Health in

formally during their pediatric visits,

Pediatric Primary Care. This public-

standardized tools were generally not

private partnership also includes the

being used because this can be a dif-

DC Chapter of the American Academy

ficult process to integrate into a clinic

of Pediatrics, Georgetown University,

workflow, there was no local require-

DBH, DHCF and the Department of

ment for pediatricians to use a specific

Health. One of the Collaborative’s

tool, pediatricians were not being

main objectives has been to ensure

trained or supported, and there was

pediatricians are screening chil-

no method to track these screens. This

dren for mental health needs using

year, the public-private Collaborative

standardized screening tools during

recommended appropriate screen-

well-child visits. Although Federal

ing tools that have been approved by

Medicaid law requires regular screen-

DBH and DHCF. Over 100 pediatri-

ings, the screening currently can be

cians, representing clinics and health

as simple as just asking the family if

centers caring for over 80 percent of

they have concerns about their child’s

children insured through DC Medic-

mental health. Administering a

aid, are now being trained and sup-

standardized, validated screening tool

ported on how to use and implement

25
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the mental health screening tools.

budget request.28 Providing compen-

To have more specific data on

sation for the screen has been shown

children’s utilization of health

in other jurisdictions to significantly

services and better track the number

improve compliance rates.29

of children being screened, DHCF is

In addition to pediatricians’ offices,

also working on a larger project to im-

other key places to identify children’s

prove the billing procedures for men-

mental health needs early on are child

tal health screening and the entire

care facilities and schools. The District

well-child visit. 26 Under a new coding

has several strong programs that focus

and billing structure scheduled to be

on preventing and identifying mental

completed by this spring, the MCOs

health problems within child care and

and DHCF will be able to confirm

school programs, specifically the Pri-

that the major components of the

mary Project, Early Childhood Mental

well-child visit, including a mental

Health Consultation Project and the

health screen, were performed.27

School Based Mental Health Program.

DHCF has also recognized that

Unfortunately, these programs are

pediatricians will need additional

only in a small number of places and

reimbursement to administer, score

have not seen any significant expan-

and interpret these mental health

sions over the past year. To truly make

screens, and they accounted for this

progress in this area the District must

new cost in their proposed FY15

scale up these promising initiatives.
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budget for next year (FY15) does not

The Primary Project, a program
to reduce social, emotional and

include any additional expansion to

school adjustment issues for children

the program.38
Parents are in the best position to

in pre-K through third grade, has
expanded from 30 to 35 sites this year

flag concerns about their children’s

(a small percentage of early elemen-

mental health and are critical to early

tary sites).30 DBH’s Early Childhood

intervention. Home visiting programs

Mental Health Consultation Project, a

that promote positive parent-child

project which screens young children

relationships and healthy child

for mental health issues at children

development are another vehicle for

development centers, has also not ex-

addressing young children’s mental

panded in the past year. The project is

health needs. These programs send a

currently in 26 centers,31 which make

trained professional to visit regularly

up less than 5% of the child develop-

with a new or expecting parent to

ment centers and home-based child

provide education and support. Home

care providers in the District.

visiting programs educate parents

32

about their children’s developmental

The School Mental Health
Program (SMHP) provides preven-

milestones, teach parents how to build

tion, early intervention and clinical

strong parent-child attachments,

services to children of all ages in the

ensure that parents know how to

District’s schools. In the 2013-2014

obtain medical care for their children,

school year, the SMHP is in only 53

and help parents access services they

schools,33 only one-quarter of the

need in order to build their parent-

District’s public schools and six fewer

ing capacity.39 There is a significant

than two years ago.34 The South Capi-

need for home visiting services in the

tol Street Memorial Amendment Act

District, as roughly 30% of all District

of 2012 requires SMHP to be in 50%

children under the age of five live in

of schools by next school year and in

poverty and 15% of all children born in

every school by the 2016-2017 school

the District in 2010 were to mothers

year. Although DBH has $1.9 million

under the age of 21.40

35

in this year’s (FY14) budget to expand

During FY13, there has been some

into 19 additional schools, they are

modest expansion in DC’s home

still in the midst of hiring.36 Including

visiting programs, but expansion has

those 19 additional schools, a total of

occurred at a much slower pace than

72 schools will have an SMHP (36% of

expected. The government also has not

the District’s public schools). DBH’s

yet committed to provide sustainable

37
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long-term funding for home visiting

over 14 months) and there was no

at a level that meets the needs of the

program expansion under this grant

District’s poor children and families.

for the entirety of FY13.43 Instead, the

In October 2012, the District an-

Department of Health reports that

nounced it had been awarded $4.5

through contracts awarded by DOH

million via a competitive federal grant

in May 2012, home visiting programs

from the U.S. Department of Health

served 192 additional families in

and Human Services to allow the

evidence-based programs over the

District to provide evidence-based

course of FY13.44 The District must

home visiting programs to an ad-

do better. Agencies need to do more

ditional 500 families.42 Unfortunately,

to expand utilization of existing home

there were considerable unexplained

visiting programs and to ensure that

delays in the contracting and pro-

long-term funding is secured to meet

curement process for this grant (for

community needs over the long-term.

41

Improve Care Coordination
GRADE 4
When adults responsible for a child’s health do not talk to one another,
diagnoses are less accurate and treatment is less effective. To facilitate
care coordination, Medicaid MCOs are required to provide case managers. However, recently released data demonstrates that the MCOs are not
providing these required services. And, a plan to pay mental health clinicians for the time they spend coordinating care has stalled.45 One bright
spot is that for the small number of quite vulnerable children in the child
welfare system, DBH and CFSA are working more closely together to
coordinate services. Because care coordination overall is quite poor, but
the District is taking some promising steps toward progress, the District
has earned a grade of 4 for this area.

Children and families often need

promising step forward. Choice Pro-

mental health services when they are

viders, a select group of Core Service

entering the child welfare system,

Agencies, are working with CFSA to

which is why the improved coordi-

ensure that children are more quickly

nation between DBH and CFSA is a

connected to mental health services
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when they come into the child welfare

health providers to bill for collateral

system. Choice Providers are now

contacts.48 Collateral contacts are

invited to attend CFSA’s Review

communications between a mental

Evaluate and Direct (RED) Team and

health provider and any party deter-

Family Team Meetings (FTM), team

mined by the provider to be necessary

meetings that occur immediately

to make a diagnosis or to develop and

before or after a child is removed

implement a treatment plan. DHCF

from his or her family. DBH staff

submitted a work plan to the Council

is tracking whether having mental

outlining the various tasks they would

health providers engaged earlier in the

complete to ensure that all Medicaid

process will increase children’s timely

clinicians could bill for collateral

access to care.

contacts. The work plan noted that

46

47

DBH is also using CFSA federal

regulations would be drafted in April

funding to hire four mental health

2013 and be effective in October 2013,

specialists who will be located at com-

but DHCF missed those deadlines.49

munity locations within the Healthy

Now, DHCF reports it will address

Family/Thriving Communities

the issue of reimbursing clinicians for

Collaboratives sites and will provide

collateral contacts as part of its larger

mental health services and referrals.

process of revising the Early Periodic

This should lead to more families

Screening, Diagnosis and Treatment

getting services before their situation

(EPSDT) billing instructions during

escalates into a crisis.

spring 2014.

In other areas, the District still

The District has also not been

needs to improve care coordination

successful in expanding case man-

for children and families. One impor-

agement services through Medicaid

tant part of this coordination is paying

Targeted Case Management (TCM),

mental health clinicians for the time

which other states use to provide vari-

they spend talking to the key adults in

ous groups of children, including those

a child’s life (whether a pediatrician,

with chronic mental health needs,

therapist, teacher or parent) in order

with intensive case management. For

to fully understand the clinical needs

several years, the District attempted to

of the child. In an effort to address

get federal Medicaid reimbursement

this issue, in June 2012, the Coun-

for TCM for children in foster care,

cil passed legislation that required

but recently DHCF and CFSA have

DHCF to submit a report detail-

withdrawn this request. Given this,

ing their efforts to allow behavioral

the District should now explore other
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Care coordination must improve so that children can
be connected promptly to needed services and their
providers can speak to one another.
ways to improve case management for

assessed small percentages of their

children with mental health needs.

members to consider admitting them

Finally, the MCOs are also sup-

into case management.51 And of those

posed to play an important role in care

contacted across all three plans, less

coordination: per their contracts each

than 1% of members are actually in

MCO is required to have “inten-

case management.52
Care coordination must improve

sive care coordination services for
enrollees with multiple, complex or

so that children can be connected

intensive health care problems that

promptly to needed services and their

require frequent and sustained atten-

providers can speak to one another.

tion.” Unfortunately, to date none of

Although care coordination has im-

the three health plans has established

proved for a small group of children,

robust care management systems.

the District has a long way to go in

The MCOs have only contacted and

this area.

50
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Ensure Quality and Timeliness of Services
GRADE 4
Children with mental health issues must receive timely, high-quality services in order for them to have the best chance of succeeding at home, in
school and the community. While the District is committed to assessing
both timeliness and quality, unfortunately not much progress has been
made over the last year in either of these areas. Children still wait too long
to connect to community-based services and post-hospital care. Too few
children entering foster care are screened for mental health problems.
One bright spot in this area is the progress made towards implementing a District-wide assessment tool which will be used by many agencies
and providers to measure the functional outcomes of children. For these
reasons, the District has earned a grade of 4 for this area.

The System of Care Executive

in April 2014 and will fully implement

Team, an interagency group com-

it in October 2014; other agencies will

prised of all the child-serving District

follow.55 Having all these agencies use

agencies that DBH and the Deputy

the same tool will support integrated

Mayor for Health and Human Services

case planning, treatment decision-

has convened to improve the chil-

making and information sharing

dren’s mental health system, agreed

across systems. This should improve

to use the Child and Adolescent Func-

the quality of case management and,

tional Assessment Scale (CAFAS)

ultimately, improve the outcome for

to assess how children are doing in

children receiving services.

many areas of their lives including at

Unfortunately, children are still

home, school, work and in the com-

waiting too long to receive services.

munity.53 DBH, CFSA, Department of

MHRS regulations require that CSAs

Human Services (PASS, Teen Parent

provide consumers with an appoint-

programs), Department of Youth

ment within seven business days

Rehabilitation Services, DC Public

of referral,56 but in FY13 it took an

Schools, DC Public Charter Schools

average of 22 days between the time

and Court Social Services have all

a child was enrolled at a CSA and the

agreed to use this same tool to assess

date the child was first seen for treat-

children.54 DBH began piloting the tool

ment.57 There are also long delays for
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District children with mental health concerns are still
waiting too long to receive appropriate services.
children who are hospitalized. About

is screening children entering foster

one-third of children discharged

care for mental health issues. Accord-

from an inpatient hospital did not

ing to CFSA, two-thirds of children

have a follow-up outpatient appoint-

removed from their homes had mental

ment within a week.59 This delay can

health needs in FY11.62 Due to this

be damaging. A child with severe

large need, DBH has mental health

mental health needs can get worse if

clinicians located onsite at CFSA

he or she goes without services. And,

to conduct mental health screens.

follow-up care after hospitalization

However, last year only one-third63

is critically important to ensure that

of children were screened for mental

children are receiving required treat-

health needs within 30 days of enter-

ment and medication, and aren’t un-

ing foster care, in accordance with

necessarily readmitted to the hospital.

CFSA’s own policy regarding such

In addition to delay in services,

screens.64 This is an improvement

the quality of services is still an issue.

over FY12, but still well below the

While there are some excellent pro-

FY11 levels when over half of foster

viders, children are too often receiving

youth were screened.65 Failure to

mediocre services according to DBH’s

screen youth for mental health needs

own data. In DBH’s FY13 Consumer

has significant consequences for

Service Review process, reviewers

youth in care: it delays the identifica-

found that the system performed “in

tion of needed mental health services

the acceptable range” in only 70%

and leaves professionals working with

of cases. DBH’s Provider Scorecards

youth unprepared to handle potential

also reveal mediocre results for many

behavioral problems or crises.

58

60

of the Core Service Agencies.61 DBH

Over the past year, the District has

scored ten CSAs that serve children

not made enough progress in ensuring

and none of them received the top

that children receive timely, high-

scores of five (95+) or four stars (90-

quality services. But, the selection

94); one received three stars (85-89)

and roll-out of the new system-wide

and three received two stars (80-84).

assessment tool could lead to better

Another challenge for the system

outcomes for youth in years to come.
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Improve Psychiatric Services
GRADE 8
Child psychiatrists are an important part of the child mental health system. DC, like much of the nation, faces a shortage of child psychiatrists.
There has been some progress made this year toward a creative approach
to remedy this critical shortage. For this reason, the District has earned a
grade of 8 for this area.

The DC Collaborative for Mental

Another area of concern within

Health in Pediatric Primary Care

psychiatric services is the high risk of

laid the groundwork to launch a DC

children in foster care being over-med-

Mental Health Access in Pediatrics

icated since they often lack a consis-

project. Modeled after successful pro-

tent caregiver to monitor their diagno-

grams in other states, this project will

sis, treatment and medications. Two

provide consultations to pediatricians

years ago, representatives from DMH,

who are treating patients with mental

CFSA and DHCF formed the Psycho-

health needs within their primary

tropic Monitoring Group to “ensure

care practice. DBH has committed to

that psychopharmacologic treatment

funding this project in FY15.66

provided to foster youth in the District

The project has many benefits,

meets (or exceeds) the standard of

including: promoting the integration of

care.”67 The group’s progress, however,

mental health and primary care by in-

has been slow. This year the group

creasing pediatricians’ ability to iden-

completed preliminary steps to prepare

tify and manage mental health issues;

to launch its case review process. In

ensuring that children are quickly and

April, the group finalized a Memoran-

appropriately linked to proper services;

dum of Agreement which will allow the

and promoting the rational utilization

agencies to share the data necessary to

of limited psychiatric resources for the

review cases.68 Despite its slow pace,

most complex and high-risk children.

this interagency work is an important

Councilmember Yvette Alexander also

step in the right direction. Overall,

introduced legislation at the DC Coun-

there are promising ideas in the child

cil, the Behavioral Health System of

psychiatry arena but the District needs

Care Act of 2014 (B20-0676), to ensure

to take more aggressive approach to

the project becomes a lasting part of

implementing these approaches so that

DC’s children’s system.

children can truly benefit.
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Improve Community-Based Services to Reduce
Residential Placements
GRADE 7
Community-based mental health services are critically important to
ensuring that children are able to remain with their families and in their
communities rather than in residential placements far from home. Fewer
children were treated in residential facilities this year and the number of
programs that provide community-based services has increased. However, there is no information about how children who are being served in
the community are faring. Without this data, it is difficult to assess the
District, but because of the increase in children being served, the District
has earned a grade of a 7 for this area.

DBH and its sister agencies have

children diverted from these facilities

made impressive strides reducing the

or those discharged and returned to

number of children entering Psychi-

their homes are now doing.

atric Residential Treatment Facilities

The only data available about

(PRTFs). The number of youth admit-

children who have been discharged

ted to these facilities decreased 26%

is that 39% received an intensive

from FY12 to FY13. In FY13, DBH

Community-Based Intervention

increased by 55 the number of spaces

(CBI) once they returned home.73 This

available through its High Fidelity

is an increase over previous years. In

Wraparound Program.70 The program

FY13, some 1,211 children received

is extremely successful at diverting

these services—95 more than in

children from residential programs:

FY12.74 CBI services are time-limited,

100% of the children referred to the

intensive services for youth ages

program by schools were able to

six to 21 intended to prevent youth

remain in school. Of the youth in the

from an out-of-home placement. It is

community Wraparound Program,

imperative that these services begin

92% were diverted from residential fa-

immediately after they are requested

cilities.72 While this reduction of youth

because the longer a child has to wait

admitted to Psychiatric Residential

for services the more likely it is his

Treatment Facilities is positive, there

condition will deteriorate. DBH’s

is no assessment regarding how the

regulations state that consumers shall

69

71
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receive CBI within 48 hours after

country. CFSA has not implemented

being authorized and referred for the

a treatment foster care model in the

service.75 In FY13, the average wait

District, but they have indicated they

(the number of days from the time the

are now exploring some version of a

child is referred until the child’s first

treatment or professional resource

appointment) for CBI was six days,

parent model to meet this need.

76

down from seven days in FY12 and 13

Additionally, many children in the

days in FY11.

child welfare system have difficulty

77

Although the number of children in

accessing community-based mental

the child welfare system who are living

health services because they have

in residential placement is decreas-

DC Medicaid but live with relatives

ing, too many children are still placed

or foster parents in Maryland. There

in these facilities because DC does

has been no change in the number

not have an appropriate therapeutic

of Core Services Agencies that are

foster care program for children with

located in Maryland.80 However, there

mental health issues. DC’s current

is $750,000 in CFSA’s FY14 budget to

therapeutic foster homes are very dif-

launch a new mental health initia-

ferent from the evidence-based model

tive primarily for children residing in

of treatment foster care79 which has

Maryland.81 CFSA issued a solicitation

been successful in other parts of the

for mental health services in Maryland

78
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and selected one provider, JMD Coun-

the number of children being placed

seling, who is still in the process of be-

in residential facilities, work still

coming fully operational.82 This should

remains to be done to ensure that chil-

increase the services available to wards

dren diverted from these placements

placed in Maryland significantly.

are receiving necessary, high-quality

In conclusion, while the District

services in their community.

is making great strides in reducing
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