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2013 CHILDREN’S MENTAL HEALTH 
REPORT CARD  

for THE DISTRICT OF COLUMBIA
	

GOAL GRADE

Bring Needed  
Services to the District 

Making Progress

Improve Access for Children 
and Families

Incomplete 

Create a Robust Prevention 
and Early Identification 
System

Needs Improvement  

Improve Care Coordination Making Progress

Ensure Quality and Timeliness 
of Services

Needs Improvement 

Improve Psychiatric Services Making Progress

Improve Community-Based 
Services to Reduce  
Residential Placements

Incomplete 

GRADING SCALE:
Achieved There has been substantial fulfillment of the goals.

Making Progress The District is making progress toward the goals.

Incomplete The District is taking steps to achieve the goals, but it is too soon to 
determine if these steps will result in significant progress.

Needs Improvement There has been no significant progress toward the goals.

No Change There has been no progress at all toward the goals.



2013 Children’s Mental Health Report Card  |  3

INTRODUCTION 

In May 2012, Children’s Law Center 
released Improving the Children’s 
Mental Health System. This plan, 
which included seven sections with 
detailed recommendations, set forth 
a vision of what a truly functioning 
children’s mental health system would 
look like in the District of Columbia. 

Good mental health is essential to 
a child’s overall health and develop-
ment, as well as ability to learn in 
school, live with his or her family and 
thrive in the community. Too many 
children — especially those who live in 
poverty and witness violence in their 
neighborhoods on a daily basis — face 
mental health problems that impair 
how they function. The good news is 
that we have better tools than ever 
before to screen children for mental 

health issues, to identify problems 
early and to treat children and 
families with the best evidence-based 
services available. 

Improving our children’s mental 
health system is critically impor-
tant — not only for the children and 
families whose lives will be personally 
improved by quality treatment, but for 
our city as a whole. A properly func-
tioning mental health system is vital 
to our education, child welfare and 
juvenile justice systems — it provides 
services to ensure children reach 
developmental milestones, aid their 
academic achievements, reduce their 
stays in foster care and cope with the 
trauma in their lives effectively rather 
than repeating the cycle of violence. 
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One of the most significant challenges facing 

the District’s children’s mental health system 

is that no single agency is fully in charge of 

running the system or reforming it.
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ASSESSING OUR PROGRESS A YEAR LATER

Now, a year later, we return to that 
plan to assess the progress the District 
has made. 

There has been significant prog-
ress in several areas. The District 
received two competitive, multi-year 
federal grants for mental health plan-
ning, training and service delivery. 
The Department of Health Care 
Finance (DHCF) put out a Request 
for Proposals for new managed care 
organizations (MCOs) that included 
strong language describing the re-
sponsibilities of the MCOs regarding 
mental health credentialing, network 
adequacy and data collection. A new 
multidisciplinary group has been 
formed to work on issues of pediatric 
and mental health integration, such 
as screening and psychiatric access. 
All of this planning and discussion is 
encouraging, but it is too early to know 
if they will lead to the concrete im-
provements that children and families 
desperately need. 

However, challenges remain. One 
of the most significant challenges 
facing the District’s children’s mental 
health system is that no single agency 
is fully in charge of running the sys-
tem or reforming it. Children receive 
services from managed care orga-
nizations or Department of Mental 

Health (DMH) service providers as 
well as through the Child and Family 
Services Agency (CFSA), the Depart-
ment of Youth Rehabilitation Services 
(DYRS), school-based clinicians, pe-
diatricians and others. No one entity 
is responsible. For example, DHCF 
monitors the managed care contracts 
which serve the overwhelming major-
ity of the District’s children, but DMH 
oversees community-based services 
for children with the most serious 
mental health needs. This bureaucrat-
ic fragmentation prevents the District 
from developing a working children’s 
mental health system.

The District is not currently col-
lecting or analyzing the necessary 
data to make informed decisions 
for improving the children’s mental 
health system. Currently, it remains 
too difficult to get accurate, timely 
information about the number and 
percentage of children receiving 
various services from the Medicaid 
and DMH systems and data points 
are often not consistent from year to 
year, making comparisons inaccurate. 
A well-functioning system must hold 
itself accountable — and be account-
able to the children and families it 
serves; transparent, reliable data is a 
necessary part of this. 
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The children’s mental health system 
is complex and it is not possible to give 
the District a simple “A” or “F” grade 
for the progress it has made in the last 
year. Instead, this report card reviews 
District’s progress in each of the seven 
sections set forth in Children’s Law 
Center’s 2012 mental health plan 
and assigns a grade to each one. The 
grades are as follows: 

	Achieved: There has been 
substantial fulfillment of the goals. 

	Making Progress: The District is 
making progress toward the goals.

	Incomplete: The District is taking 
steps to achieve the goals, but it is 
too soon to determine if these steps 
will result in significant progress.

	Needs Improvement: There 
has been no significant progress 
toward the goals.

	No change: There has been no 
progress at all toward the goals. 

1	 BRING NEEDED SERVICES  
TO THE DISTRICT:  
Making Progress 

The District has made some progress 
in expanding the variety of mental 
health services available to children, 
particularly evidence-based services 

for children with more serious mental 
health needs. They have also in-
creased the number of children re-
ceiving two specific services intended 
to prevent children from needing 
psychiatric residential treatment 
(see Section 6 below). In addition, 
the District took an important step 
toward improving the business envi-
ronment for mental health providers, 
which should lead to an increase in 
the number of children served. At this 
time, however, there is no available 
data to indicate whether or not more 
children, overall, received mental 
health services this year.

Over the past several years, DMH 

has implemented a creative strategy 

to strengthen the array of available 

services by training community-

based providers in specific treat-

ment modalities and then creating 

a payment structure (first using 

local dollars if necessary) to support 

a roll-out of these treatments. The 

District currently offers six evidence-

based services. During this past year, 

DMH added two new evidence-based 

services and expanded the number 

of providers capable of providing two 

GRADING OUR PROGRESS
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other evidence-based services. The 

new services are Child Parent Psy-

chotherapy for Family Violence and 

Multi-Systemic Therapy for Problem 

Sexual Behavior. Functional Family 

Therapy and Trauma-Focused Cogni-

tive Behavioral Therapy are now avail-

able from additional providers. Parent 

Child Interaction Therapy and Multi-

Systemic Therapy remain available 

from the same number of providers as 

in 2011.1 DMH reports that it has plans 

to add additional evidence-based 

therapies this coming year.2

The District is working to ensure 
these evidence-based services can be 
billed to Medicaid. Multi-Systemic 
Therapy and Functional Family 
Therapy are Medicaid-billable already 
and DMH reports they are currently 
working with DHCF and the federal 
Centers for Medicare and Medicaid 
Services (CMS) to get Trauma-Focused 
Cognitive Behavioral Therapy and 
Child Parent Psychotherapy for Fam-
ily Violence covered by Medicaid.3

The District has also launched an 
initiative to bring trauma-informed 
care to children in the foster care sys-
tem. In October 2012, the U.S. Depart-
ment of Health and Human Services’ 
Administration for Children and 
Families awarded CFSA a $3.2 million 
competitive grant to transform the 

District’s child welfare system into 
a trauma-informed system.4 CFSA 
plans to implement Trauma Systems 
Therapy, a clinical and organiza-
tional model that includes retraining 
child-serving staff in various Dis-
trict agencies, as well as others who 
interact with foster children such as 
foster parents and attorneys, as well 
as implementing new evidence-based 
screening, assessment and case plan-
ning practices. 

Despite the addition of these 
important programs, the District does 
not have the full array of services 
necessary to meet children’s needs. 
We still lack key services such as 
intensive day treatment programs, 
therapeutic after school and summer 
school and integrated mental health 
and substance services for youth with 
co-occurring disorders. 

In addition to expanding the types 
of treatment available, the District 
must also ensure that there are 
enough providers to serve all children 
in need. A primary reason why the 
District lacks a full array of services 
and the capacity to meet the demand 
for services is the unnecessarily 
complex and redundant bureaucracy 
that deters providers and the clini-
cians they employ from working in the 
District. 

The Request for Proposals that 
was issued by the Department of 
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Health Care Finance this year to 
solicit bids for three new MCOs 
included language intended to reduce 
the bureaucracy by simplify the 
credentialing process for providers 
and clinicians. DMH worked collab-
oratively with DHCF on this language, 
which is intended to make it easier 
for mental health providers who are 
already credentialed with DMH to 
become part of the MCO networks.5 It 
is too soon to determine if this change 
will accomplish the intended goal.

2	 IMPROVE ACCESS FOR 
CHILDREN AND FAMILIES: 
Incomplete 

In the past year, access for children 
has not improved overall. The system 
remains difficult for families to 
navigate, although some progress has 
been made for children with signifi-
cant mental health needs who receive 
mental health treatment through 
DMH’s Mental Health Rehabilita-
tion Services (MHRS) system. The 
District reports serving 18% more 
children through MHRS in 2012 
than they did in 2009.6 However, the 
overwhelming majority of children 
are served through Medicaid MCOs, 
which are responsible for having a 
mental health provider network in 
place for traditional mental health 
outpatient services. Sixteen percent 
(16%) fewer children were served 

solely through an MCO provider in 
2010 than in 2009, which is the last 
year the MCOs reported their utiliza-
tion data.7 The signing of new MCO 
contracts creates an ideal moment for 
DHCF to strengthen its oversight of 
the MCOs and ensure they fulfill their 
obligations to provide mental health 
services. To be successful, DHCF 
will need to ensure that the contracts 
incorporate the language from the 
Request for Proposals that requires 
the MCOs to report on mental health 
utilization. DHCF will also need to 
strengthen their contract monitoring 
and hold MCOs accountable for creat-
ing accessible services. In order for 
stakeholders to hold the MCOs and 
DHCF accountable, this information 
must be shared with the public in a 
timely manner. 

Increasing the number of children 
who access service through MHRS 
and MCOs is important, but there 
are also larger, overarching issues to 
be addressed as the District seeks to 
improve the children’s mental health 
system. In September 2012, DMH 
received a System of Care Expansion 
Grant from the U.S. Department of 
Health & Human Services’ Substance 
Abuse and Mental Health Services 
Administration which is designed 
to guide the District in taking this 
comprehensive view.8 The overarch-
ing goal of this four-year grant is to 
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improve and expand the capacity and 
coordination of services for children 
and families with mental health 
needs. The goals of the grant are quite 
broad, but increasing access to ser-
vices is a key component. The grant 
is coordinated by an Executive Team 
and Management and Implementa-
tion Team. In January 2013, the Man-
agement and Implementation team 
developed an action plan for achieving 
the goals identified in the strategic 
plan.9 The action plan covers a four-
year period and so far the District 
has taken some promising first steps. 
While it is too soon to make an assess-
ment now, in the months and years to 
come, these changes may improve the 
manner and ease by which children 
and families access services. 

3 	CREATE A ROBUST 
PREVENTION AND EARLY 
IDENTIFICATION SYSTEM: 
Needs Improvement

The District has several strong 
programs that prevent mental health 
problems or identify these issues 
early. Unfortunately, only one program 
has expanded over the past year, and 
the District is at risk of losing federal 
funds for another program because of 
its failure to distribute funds timely.

The Primary Project, a prevention 
and early intervention program that 
provides services to pre-K through 
1st grade students to reduce social, 
emotional and school adjustment 
issues has expanded this past year. 
The project has grown from 16 sites in 
FY11 to 30 sites in FY12. 



10  |  2013 Children’s Mental Health Report Card

The School Mental Health 
Program (SMHP) provides preven-
tion, early intervention and clinical 
services to children of all ages in 
the District’s schools. Because the 
overwhelming majority of children 
attend them, schools are an ideal 
location to identify children with 
mental health needs and provide 
them with appropriate services. In the 
2012-2013 school year, the SMHP is 
only in 53 schools, five fewer than last 
year.10 Although the law requires the 
program to be in 50% of schools by 
the 2014-2015 school year, SMHP is 
currently only in 30% of the District’s 
total schools.11 The Mayor’s proposed 

FY14 budget does not include funding 
for any expansion. 

The District has not increased 
its ability to screen young children 
for mental health issues either. In 
FY12, DMH’s Early Childhood Mental 
Health Consultation project, an 
excellent early identification program, 
placed mental health specialists in 25 
child development centers across the 
District.12 This promising program did 
not expand in the past year and is also 
level funded for FY14. 

Another opportunity to address 
young children’s mental health needs 
is through home visiting programs 
that promote positive parent-child 
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relationships and healthy child devel-
opment. The capacity of home visiting 
programs has remained essentially 
static over the past year. The District 
was awarded a $4.5 million competi-
tive federal grant to expand evidence-
based home visiting programs over 
two years.13 The grant is intended 
to provide for the expansion of the 
Healthy Families America model to 
serve approximately 400 additional 
families, as well as the creation of a 
universal intake system, enhanced 
professional development opportuni-
ties, and a program evaluation that 
will include mental health metrics.14 
Children and families have yet to ben-
efit from this grant, however; delays 
in the DC Department of Health’s 
(DOH) contracting and procurement 
process have prevented the awarding 
of grants to contractors to carry out 
the home visiting.15 The delay in issu-
ing contracts to community organiza-
tions may result in some of the federal 
funding being permanently lost. 

To sustain home visiting pro-
grams after the federal funding ends, 
DC must find local dollars or other 
funding sources. Various changes and 
plans are currently being proposed. 
The FY14 budget for DOH includes a 
cut of approximately $1 million in fed-
eral dollars for the Healthy Start home 
visiting program which, while not 
an evidence-based program, serves 

many families.16 At the same time, the 
CFSA budget includes $300,000 to 
expand two home visiting models that 
serve families at risk of child welfare 
involvement, bringing the total CFSA 
budget for home visiting to $590,000.17 
CFSA is also exploring providing 
increased funding for home visiting 
if the agency is awarded a Title IV-E 
waiver.18 Additionally, the Home Visit-
ing Council is exploring the possibility 
of working with DHCF on a Medicaid 
State Plan Amendment that would 
allow home visiting providers to bill 
Medicaid under Targeted Case Man-
agement, an approach used success-
fully in other states. 

Another opportune time to identify 
mental health issues early is during 
pediatric visits. Federal Medicaid 
law requires these screenings19 and 
leading medical organizations such 
as the American Academy of Pediat-
rics endorse them. Currently, many 
pediatricians do not know how to 
screen, which tools to use, or how to 
connect to the mental health system 
when a child needs more intensive 
services than a pediatrician can 
provide. In response to Children Law 
Center’s May 2012 plan, a DC Primary 
Care and Mental Health Integration 
Project comprised of representa-
tives from Children’s Law Center, 
Children’s National Medical Center, 
Georgetown University Hospital, the 
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DC Chapter of the American Academ-
ic of Pediatrics, DMH and DHCF has 
been convened to address pediatric 
mental health screenings (among 
other issues). The group is developing 
a plan to select standardized behav-
ioral health screening tools, encourage 
doctors to consistently use these tools 
and ensure clinicians are properly 
reimbursed. 

4	 IMPROVE CARE 
COORDINATION:  
Making Progress 

To effectively address a child’s mental 
health issues, all of the adults in a 
child’s life (such as the pediatrician, 
therapist, psychiatrist, community 
support worker, teacher and parent) 
must work together. Failing to do so 
can lead to the child’s condition failing 
to improve or getting worse. Because 
clinicians are currently not paid for 
the time spent coordinating care, too 
often mental health treatment is inef-
fective. In the past year, the District 
has taken some important steps 
toward improving care coordination. 
DHCF has committed to reimburs-
ing mental health clinicians for the 
time they spend communicating with 
those individuals who are necessary 
to diagnosis and treat a child. These 
communications are often referred to 
as “collateral contacts.” In June 2012, 
the Council passed legislation (FY13 

Budget Support Act) which included 
a requirement that DHCF submit a 
report to the Council by October 1, 
2012 detailing their efforts to allow 
behavioral health providers to bill for 
“communications between a provider 
and any party determined by that 
provider to be necessary to make a di-
agnosis or to develop and implement 
a treatment plan.” DHCF submitted a 
work plan to the Council which noted 
that while collateral contacts are 
readily acknowledged as an integral 
part of assessment and treatment, 
the way they are reimbursed in fee-
for-service Medicaid and under DC 
MCOs needs to be clarified. DHCF’s 
work plan set forth various tasks 
they would complete to ensure that 
all Medicaid clinicians can bill for 
collateral contacts. Draft regulations 
for the fee-for-service program were 
scheduled to be released at the end 
of April 2013, however DHCF is still 
working on finalizing the proposed 
rule for an effective date of October 
2013. Changes for the MCO program 
should be in place by 2014. 	

The District has not been suc-
cessful, however, in expanding case 
management services by utilizing 
Medicaid Targeted Case Management 
(TCM) to cover additional groups of 
children. Other states use this Medic-
aid service to cover various groups of 
children, including those with chronic 
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mental illness. Currently, the District 
is still attempting to get Medicaid 
reimbursement for a very limited 
group of children — those in foster 
care. The State Plan Amendment that 
would allow this billing to occur ( just 
for CFSA) is still under review by 
CMS.20 This State Plan Amendment 
was submitted in May 201021 and is 
pending CMS approval.22 

5	 ENSURE QUALITY AND 
TIMELINESS OF SERVICES: 
Needs Improvement 

Children who do not receive timely or 
quality mental health services are at 
risk of developing more serious condi-
tions. Though the District is working 
hard at this goal, not much progress 
has been made over the last year in 
improving the timeliness or quality of 
service delivery. 

MHRS regulations require that 
children are seen for an appointment 
within seven business days of refer-
ral.23 However, in FY11 and the begin-
ning of FY12, only 26% of children 
were seen by a mental health provider 
within seven days of their enrollment 
in MHRS and only 50% were seen 
within a month.24 

For children whose mental health 
problems are so severe that they are 
hospitalized, it is particularly critical 
that they receive appropriate mental 
health services immediately after 

they are discharged from a psychiat-
ric hospital. Unfortunately, in FY12 
only 61%25 of children discharged 
from an inpatient hospital had an out-
patient appointment within a week 
(an improvement over the rate of 47% 
from 2011).26 

DMH and CFSA are working more 
closely together on ensuring children 
entering foster care are screened 
properly for mental health issues and 
receive appropriate mental health 
services. In FY11, 66% of children that 
CFSA removed from their homes had 
mental health needs.27 For this reason, 
DMH has mental health clinicians on 
site at CFSA to conduct mental health 
screens. In FY12, however, only 49% 
of children entering foster care re-
ceived a mental health screen within 
30 days,28 down from 56% in FY11.29 
DC law30 and CFSA’s own policy31 
require these screenings within 30 
days of a child coming into care. A lack 
of timely screening is a substantial 
impediment to children receiving 
necessary and appropriate mental 
health services. 

CFSA’s goal is to screen all 
children age 1 and older entering or 
re-entering foster care who are not 
screened by the Safe Shores DC Child 
Advocacy Center.32 CFSA has set an 
aggressive target of screening 90% 
of children this next year. In FY14, 
there will be an additional DMH 
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clinician located at CFSA on evenings 
and weekends to try and reach more 
children removed from their homes 
outside of normal business hours.33 

In addition to enhancing its 
screening and assessment of foster 
children’s mental health, the District 
has taken some first steps toward de-
veloping a city-wide assessment tool 
which would be used by all agencies 
to measure the functional outcomes 
of children they serve. The directors 
of the child-serving agencies, under 
the auspices of the System of Care/DC 
Gateway Project Executive Team, have 
discussed the need for their agencies 
to jointly select a functional assess-
ment instrument, such as the Child 
and Adolescent Functioning Assess-
ment Scale. Currently, DMH, CFSA 
and Court Social Services are develop-
ing a budget for implementing such a 
tool in their agencies. DYRS as well as 
the Office of the State Superintendent 
for Education, DC Public Schools and 
the DC Public Charter School Board 
are still considering how they would 
use this tool in their agencies.34

The District has also made some 
small improvements in the manner in 
which certain youth involved in the 
juvenile justice system receive mental 
health services. Mental health service 
delivery and coordination has im-
proved for the small number of youth 
involved in the Juvenile Behavioral 

Diversion Program at the DC Superior 
Court. Youth in this program are given 
the option to participate in mental 
health services instead of facing 
traditional prosecution. In 2012, 64 
youth were enrolled in the program, 
an increase of 10 youth from 2011.35 

6	 IMPROVE PSYCHIATRIC 
SERVICES:  
Making Progress 

Nationwide and in the District there 
is a dearth of child psychiatrists. 
Children who do visit a psychiatrist 
are at risk of overmedication or im-
proper medication, especially youth 
in foster care. In order to address the 
child psychiatrist shortage, plans 
are being made to launch a DC Child 
Psychiatry Access. Modeled after 
successful programs in other states, 
this program provides mental health 
consultation teams to assist primary 
care providers in meeting the needs of 
children with psychiatric problems. 
The consultation team — consisting 
of a child psychiatrist, social worker 
or psychologist and care coordinator 
— respond to primary care clinicians 
who need assistance with a patient’s 
mental health needs, including 
diagnosis, medication management 
and referrals. As mentioned in Sec-
tion Three, in response to Children 
Law Center’s May 2012 plan the DC 
Primary Care and Mental Health 
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Integration Project, with representa-
tives from Children’s Law Center, 
Children’s National Medical Center, 
Georgetown University Hospital, 
the DC Chapter of the American 
Academic of Pediatrics, DMH and 
DHCF has been convened. The group 
is researching successful programs 
in other states and has already talked 
with national experts and applied for 
national and state funding to begin a 
local program. 

The District has also taken some 
important first steps towards ensur-
ing that children in foster care are not 
being improperly medicated. Rep-
resentatives from DMH, CFSA and 
DHCF attended a federal Department 
of Health and Human Services spon-
sored summit on the topic in August 
2012 and then formed a workgroup, 

the Psychotropic Monitoring Group. 
The group’s goal is “to ensure that 
psychopharmacologic treatment 
provided to foster youth in the District 
meets (or exceeds) the standard of 
care.”36 The group is establishing an 
operational framework and finalizing 
a memorandum of agreement to allow 
the sharing of information to identify 
foster youth prescribed psychotropic 
medications.37 

7	 IMPROVE COMMUNITY-
BASED SERVICES TO REDUCE 
RESIDENTIAL PLACEMENTS: 
Incomplete 

In order for children to remain with 
their families rather than receive 
services far from home in residential 
placements, there must be sufficient 
high-quality community-based 
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services in the areas where children 
live. There have been some small 
improvements in this area, but many 
are not yet implemented so it is not 
possible to assess whether they will 
lead to improved services being avail-
able for children and families. 

The District has expanded the 
High Fidelity Wraparound program. 
In FY12 a total of 282 children and 
their families were served, 38 an 
increase of 71 children from FY11.39 
In FY13, DMH’s goal is to serve 338 
children. Over half of the children 
served were those attending full ser-
vices schools through DCPS; and 98% 
of these children remained in public 
schools.40 Of the youth receiving 
wraparound services in the commu-
nity, 73% were successfully diverted 
from residential treatment and con-
tinued to receive services within the 
community. 

The number of children receiv-
ing Community-Based Intervention 
(CBI) services has increased from 581 
children in FY10 to 1,116 children in 
FY12.41 CBI services are time-limited, 
intensive services for youth age 6 
through 21 intended to prevent the 
youth from an out-of-home place-
ment. The longer a child has to wait 
for CBI to start, the more likely his or 
her condition will deteriorate, lead-
ing to a hospital or residential stay. 
DMH’s goal is for a child to wait no 

more than 72 hours from referral until 
he receives his first CBI service. In 
FY12, the average wait for all levels of 
CBI (Level I: Multisystemic Therapy: 
Level II & III: Intensive Home and 
Community Based Services; and Level 
IV: Functional Family Therapy) was 7 
days, down from 13 days in FY11.42

The District’s human services 
agencies are working on a plan for how 
money saved by reducing the number 
of children in residential placements 
and other high-end, costly placements 
such as hospitals and full-time, non-
public special education schools can 
be reinvested into community-based 
mental health services. Under the 
System of Care/DC Gateway Project, 
there is now a Reinvestment Plan  
Development Work Group subcom-
mittee drafting a compact with the 
goal that all child-serving agency 
directors will sign, committing their 
agencies to a yet-to-be-released rein-
vestment strategy. 

Many foster children cannot ac-
cess mental health treatment because 
they live with relatives or foster 
parents in Maryland. There has been 
no change this year in the number of 
Core Service Agencies — only two — 
that are located in Maryland.43 But 
CFSA has budgeted $750,000 in its 
FY14 budget to launch a new mental 
health initiative primarily for children 
residing in Maryland.44 
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ENDNOTES
1	 Child Parent Psychotherapy for Family 

Violence is currently provided by five agen-
cies; Multi-Systemic Therapy for Problem 
Sexual Behavior is currently provided by 
one agency; Functional Family Therapy 
has expanded from two to four providers; 
Trauma-Focused Cognitive Behavioral 
Therapy has expanded from four to five 
providers. For Parent Child Interaction 
Therapy and Multi-Systemic Therapy, the 
number of providers has remained constant.

2	 In April 2013, DMH began pre-training 
providers in the Transition to Independence 
Process (TIP) practice and initial clinical 
training is schedule to begin in July. TIP 
is an evidence-supported practice that is 
demonstrated to improve progress and 
outcomes of youth and young adults (14-29) 
with emotional/behavioral as they work to 
transition to adulthood. In addition, in part-
nership with CFSA, DMH is adding Trauma 
System Therapy as an additional practice 
for the all child and youth direct care staff in 
the DMH provider network. 

3	 DMH FY12 Oversight Question 50.

4	 CFSA FY 13 Oversight Responses, Q10.

5	 The RFP states that the MCOs must “accept 
and acknowledge DMH as the Creden-
tials Verification Organization for mental 
health providers already credentialed by 
DMH. The providers shall be considered by 
participation in the Contractor’s network 
and shall not be subject to additional 
credentialing requirements.” Department of 
Health Care Finance, Request for Proposal 
for Managed Care Organizations, C.8.2.8, 89 
(2012).

6	 DMH Director Steve Baron, Presentation to 
Children’s Law Center (February 15, 2013). 
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