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Digest 

The Southeast region is one of six regions developed for 

planning purposes by the Division of Comprehensive 

Psychiatric Services of the Department of Mental Health 

in the State of :•1issouri. The region is co:nprised of 24 

counties with a total population of 513 , 400 persons ; 

148,624 of those persons are under the age of 18 . Con­

cerned citizens and mental health providers have been 

concerned for several years about the lack of special 

programming for the children and youth throughout the 

region. Available services for this population include 

outpatient services in each of t he four service areas, 

a limited day treatment p rogram for ?re - schooler s in 

Cape Girardeau a nd inpatient care at ffawthorn Childrens ' 

Psychiatric Hospital in St . Louis . This project was 

designed to, 1) identify socio- economic factors in the 

region that may warrant need for mental health services, 

2) illuminate age groups that are most- in- need, 3) iden­

tify special needs in the geographic areas and , 4) focu3 

future programming towards the identified needs . In 

order to achieve these goals, an informational survey was 

developed and mailed to over 200 persons from the Divi­

sions of Family Services and Youth Services, juvenile 

officers , school counselors and mental health providers 

in the 24 counties. Survey questions included informa­

tion regarding referrals to mental health agencies , 

estimates of the n umber of children and youth that could 
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benefit from mental health services , rankings cf addi ­

tional services/ programs , and estimates of the n~~~er 

of children and youth exhibiting s peci fic target behav­

iors . The results o f the survey were tabulated and 

reg ional and service area swmnaries were developed on 

the i n formation r e c eived in the above mentioned categories . 

These expressed needs of professionals from chi ld- 3erving 

agencies were used as a basis for a model for a mental 

health delivery system for children an3 youth in Southeast 

Missouri. 
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This paJ?er represents the culminating project for the 

Master of Art degi;-ee in Counseli ng Psychology, from 

Lindenwood Cdl~ege , St . Charles , Missouri . The project 

described in this docwnent was developed f o r the Depart­

ment of Mental Health ' s planning region of Southeast 

Missouri and was designed specifically to identify needed 

services for children and youth in the geographic area. 

At the time of this writing, the children and 

youth in the r egi on travel to Hawthorn Children's 

Psychiatric Hospital in St . Louis for p readmission 

s creen ing and evaluation and inpatient care . Other 

available Department of Ment3. l Health Services for 

chil d ren within the region are limited to outpatient 

servic_es only . 

The Departmenc of Men tal Health , mental health 

;?r oviders and citizens of t h is r egion have been con ­

cerned about t he lack of specialized p~ogramming for 

this target population for several years . Those 

responsible for developing and i mplementing programs 

h3.ve been reluctant t o do so without documentation of 

s pecific needs and prioritization of additional programs. 

Th!s project, there fore, was designed to, 1) identify 
✓ 
the expressed need of professionals who work in agencies 

that serve children and youth ~n t he area and 2) develop 

specialized program recommendations to meet those needs. 
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The project was accomplished in several stages . 

First, a volunteer task force of consumers and mental 

health providers interested in chi l dren and youth ser ­

vices in the Southeast Region was organized . The 

immediate purposes of this group were to, l) identify 

resource persons that could provide input for this 

p r oject,and 2) develop goals that would ensure the con­

tinuation of essential advocacy for children and youth 

in soliciting community support in future progr ams . 

Obviously , accomplishing these goals is beyond the 

scope of this project and includes strategies and objec­

tives for securing state and local funding in order to 

establish the programs that will be recommended . 

The second stage was to devel op an informational 

survey that was mai led to approximately 200 persons 

who are employed by the Divisions of Family Services and 

Youth Services , juvenile officers , school counselors and 

mental health providers (see Appendix A for sample of a 

survey form) . The data from the returned surveys were 

prepared for a computer program designed to tally 

responses and provide a profile of the expressed needs 

of these professionals from each service area and the 

e'htire region . This informat ion was used to identify 

target age populations and the geographic areas that 

demonstrated the most need for specialized programs . 

Environmental factors that may also indicate needs 

were examined in order to identify the socio-economic 
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factors of the ?lanning r e~ion of Southeast Missouri, 

the expressed need of the professionals who work with 

children and youth , and this writer ' s recommendations 

for additional progr ams that would fill the gap in the 

delivery of mental health services . 

Review of Related Research and Literature 

Current Syste.rn 

The Southeast planning region for Comprehensive 

Psychiatric Services of the Department of Mental Health 

consists of 24 counties and 513 , 400 persons. Of that 

population, 148,624 (21%) are under the age of 18. The 

region is approximately 150 miles long and 100 miles 

wide , covering 14 , 495 square miles . Of the state ' s 26 

service areas, four o f these are located within the 

Southeast Region : Service Areas, 17, 19 , 20 , and 21. 

The regional map (Figure 1) shows the counties included 

and the location of mental health centers that provide 

services fo r the Department of Mental Health , either 

directly as a depa rtment facility or indirectly through 

a purchase- of - service contract . 

I nsert Figure 1 about here 

In additio n to Farmington State Hospital located in 

S'f: . Francois County, the Department contracts with the 

agencies listed in Table 1: ( see Table 1 ) 
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Table 1 

Current Mental Health Services 

Service Area 

17 

19 

20 

21 

Mental Health Center 

Central Ozark 
Counseling Center 

Gasconade County 
Counseling Center 

Location 

Rolla 

Hermann 

Southeast Ozark Mental Poplar Bluff 
Health Center 

Family Counseling 
Center 

Kennet.t 

Bootheel Mental Health Sikes t on 
Center 

St. Francis Mental 
Health Center 

Family Learning Center Cape Girardeau 

All of these facilities provide outpatient services 

for adults , but specialized children and youth programs 

are limite d . 

Family Learning Cen t er in Cape Girardeau provides 

day treatment for pre-schoolers who are current or 

potential victims of abuse and neglect. This is the 

only program in the region that is specifically designed 

for children. This center is r e sponsible for serving 

only a small segment o f the region ' s population and 

✓ because of geographic limitations cannot treat children 

outside of its service area . 

St. Francis Mental Health Center in Cape Girardeau 

and Southeast Ozark Mental Health Center in Poplar Bluff 

have child psychologists who offer outpatient services . 
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The remaining centers serve clients under the age of 18 

with staff members from d i verse disciplines who are 

trained in specialities other than child mental health. 

Farmington St ate Hospital does provide childrens ' 

outpatient services , but does not accept anyone under 

the age of 18 fo r inpatien t services. 

Regional Socio -Economic Conditions 

This writer believes it is inadequate for anyone 

planning mental health programs to merely identify the 

lack of services in order to suggest need . The firs t 

responsibility of p lanning is to identify those socio­

economi c factors existing in the communities that 

represent unusual o r unique circumstance s which s uggest 

not only need but a lso direct attention to specific 

high-risk age groui?s, geographic areas, and the need 

for specialized programming . This writer has identified 

several such socio-economic factors in the region that 

have a significant impact on the mental health of all 

persons , but especially on the yout h . These factors 

include familial conditions, level of poverty and 

child abuse/neglect incidence rates . 

Familial conditions . An unusually high marriage 

d(ssolution rat e contributes heavily to the instability 

of the family unit• 11 counties (45 . 8% of t he region) 

had a dissolution rate higher than the state rate of 

5 . 3 per 1 , 000 population in 1982 . (Missouri Vital 

Statistics , 1982). Six of the southeast counties have 
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the highest dissol u t ion rate in the state as shown in 

Table 2 : (see Table 2) 

Table 2 

Marriage Dissolution Rate 

Counties Service Area Rate Statewide Ranking 

Mississippi 20 9 . 4 l 

Dunkl in 19 9.4 l 

Butler 19 8 . 9 2 

Stoddard 20 8 . 1 3 

Pemiscot 19 7 . 6 4 

Scott 20 7.2 5 

While research has not culminated i n a consensus 

regarding the impact divorce may have on children , 

several studies do indicate that children of divorced 

families do have more adjustment problems than children 

of "happy" families (Ada m and Adam, 1979) . Whether 

these problems are caused by the divorce i t self , the 

traumatic home life before the divorce , or even from 

the possible lower economic status of the new family 

unit , is not germane at this point . Whatever the "cause" 

might be, the potential for adjustment problems does 

IE!'xist when divorce occurs . 

Single parent families are an obvious result of 

this high dissolution rate . Available census bureau 

data reveal that in 1980, cities in the Southeast Region , 

with a population of 10 , 000 to 50 , 000 , have a relative l y 

-
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low number of persons under t he age of 18 living with 

both parents. Statewide, of the 49 cities in this 

catego ry, 

4 cities had 90% or more living with both parents 

22 cities had 80% to 89% 

17 cities had 70% to 79% 

6 cities had 60% to 69% 

The southeast cities of this population size fall 

in the last two percentage groups. Table 3 reflects 

the converse of the above percentages by demonstrating 

the percentage of children and youth living in single 

parent families. (see Table 3) 

Table 3 

Pe rcentage of Youth in Single Pare nt Families 

City Se rvice Area Percentage 

Cape Girar deau 21 21% 

Rolla 17 21% 

Sikes ton 20 29 % 

Kennett 19 29 % 

Poplar Bluff 19 31% 

Poverty . The poverty level is an economic factor 

(hat not only contributes to the stress on family 

structures but is an indicator of clients ' inability 

to purchase services from private practioners . u:::neteen 

counties throughout the state are reported to have a 

per capita income of $4 , 205 - $5 , 749 , the lowest level 
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identified by the United States Census Bureau . Nine of 

those counties (47.3%) are in the Southeast Region. 

They are: 

Service Area 17: Maries , Dent , Washington 

Service _zu-ea 19: Wayne, Carter, Ripley 

Service Area 20: New Madrid 

Service Area 21: Madison, Bollinger 

Table 4 shows the number of persons and the per ­

centage of popul ation below the 125% poverty level and 

the Southeast Service Areas ' ranking within the state . 

(see Table 4) 

Table 4 

Number and Percentage of Population Below 125% 

Poverty Level with Statewide Ranking 

Area 

State 

Service 
Area 

19 

20 

17 

21 

Nwnbe r 

814,055 

47 , 804 

29,540 

35,389 

21,273 

Percentage 

16 . 56% 

35.31% 

27 . 52% 

22.28% 

19.02% 

Ra..r1king 

2 

5 

9 

12 

(NQte: the Southeast Region has fou r of the 26 service 
✓ 
areas in the State of Missouri) 

Child Abuse/Neglect Incident s. The poverty factors 

of the region, coupled with the high incidence of child 

abuse and neglect as documented by the Division of 

Family Services presents an apalling picture of the 
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socio - economic conditions in the region . (Annual 

Administrative Analysis , 1983) . The latest figures 

available are used in Table 5 to reflect the rise of 

the number of children that were "court adj udicated 

with sufficient reason to believe" that abuse or neg­

lect did actually occur in the year s 1981 and 1982. 

(see Table 5) . 

It should be noted that the state rate has de­

clined from 23 . 8 incidents per 1 ,000 children to 21.8; 

while the Southeast Region has increased from 28 . 4 to 

34 . 6 per 1,000. 

Table 5 

Rate of Chi ld Abuse/Neglect Incidents 

Area # ·artd "Rate , 1981 # and Rate , 1982 

State 32,411 I 23.8 29,768 I 21.8 

Southeast Region 4,217 I 28 . 4 5,136 I 34.6 

Service Area 17 1 , 306 I 29 . 0 1 , 532 I 34 .0 

Service Area 19 1 , 596 I 39.8 1,991 I 49.6 

Service Area 20 766 I 23 . l 998 I 30.1 

Service Area 21 549 I 18.l 615 I 20.3 

Review of the Literature 

The normal preliminary procedure of reviewing cur­

rent literature and models prior to the development of 

this project was extremely non-productive. Numerous 

resources on planning provided samples of needs assess­

ments for adults who were institutionalized. A needs 
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assessment th~t was designed specifically for children 

and youth could not be located. Th.is writer believes 

scrutinization of mental health facili t i es ' utilization 

data and aclraissions o f diagnoses is not sufficient for 

needs assessment information for it does no t indicate 

the type of unmet need that is currently being experienced 

in the communities. One alternative then is to extract 

the expressed need of professionals who WO!:'k in child­

serving organizations. Although this type of informa-

tion can be construed as "opinion" it should be fairly 

accurate, for the survey was aimed toward professionals 

who have daily contact with children and youth in the 

communities . 

The southeast area's problems regarding lack of 

progrruilITling f or children and youth are not unique to 

this region or even t o t he State of Missouri. A 

limited amount of literature on state- wi de models could 

be found. Apparently only a f e w states have systemati ­

cally addressed this target population. In a paper 

entitled Defining and Counting Mentally Ill Children 

and Adolescents (1983), Michael Gilmore , Ph.D., pre­

sented the challe nge f a cing menta l health professionals 
-· 

o{ identifying and diagnosing mentally ill children and 

adolescents. Dr . Gilmore maintains that the diagnoses 

presented in DSM III are not relevant to children ' s 

disorders and therefore further complicate the task 

of counting mentally ill children. As in other litera-
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tu.re, this paper addressed the diagnostic g roupings of 

chil1ren and youth that had been admitted t o state men­

tal health hospitals . Identification of youth that are 

not currently being treated was not d iscussed. In 1975, 

the State of Ohio implemented several programs for 

children and youth within specific geographic areas 

with the use of 314d grants from the federal government. 

As in o ther sta tes , these projects were centered around 

parochial needs in small geographic areas and did not 

present an overall model for the children and youth 

population throughout tJ1e state or within a region of 

significant size. (Ohio Department of Mental Health 

and Mental Retardation, 1975) . 

North Carolina has developed an integrated system 

for ment a l health services for "seriously emotionally , 

ment all y , and neurologically handicapped children and 

adolescents who are violent or assaulative " (North 

Carolina , 1980). This system was developed as an out-

come of the "Willie M." lawsuit that was filed in the 

United States District Court in Charlotte, North Carolina, 

October, 1979 , against James B. Hunt, Jr., Governor o f 

North Carolina , Sarah T . Morrow , Secretary of Human 

i:<e'sources, and Craig Phillips , Superintendent o f Public 

Instruction and other state officials. Although thi s 

program is a comprehensive model for children a nd youth 

on a state - wide basis, it addresses only a small segment 

of the population, i.e ., violent or agg ressive children 
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with a dual diagnosis. Again, this model does not 

address the overall needs of the children and youth 

population. 

METHODOLCGY 

Informational Survey 

Data regarding environmental conditions may indicate 

an overall need for mental health services fer children 

and youth , but do not illuminate age g roups that are 

most- in-need or indicate the focus of needed programs. 

Therefore, the second step necessary in ~his project was 

to construct an instrument (see Appendix A) that could 

collect information from individuals who have daily 

contact with children in Southeast Missouri . The 

i.'l"lformat i onal survey asked professionals who • ..,.ork in 

the chil d-serving fielcs t o consider their caseloads/ 

contacts and make r e commendations regarding t he ~ypes 

of p rograms they would utilize if available. 

Two hundred and three surveys were sent to =epre­

sentatives of the Divisions of Family Services and Youth 

Services, juvenile officers , school counselors and men­

tal health providers in all f our service areas : 

28 surveys were sent to the county offices of the 

Division of Family Services 

6 were sent to local offices of the Division of 

Youth Service s 

15 were sent to juvenile officers in judicial dis ­

tricts throughout the region 
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14 were sent to p rivate and public mental health 

providers 

1 40 were sent to counselors in area schools 

Section I . Thi s section of the survey merely 

gathered information regarding the responding agency . 

The responder was asked to estimat e the number of child­

ren and youth being served by that particular agency/ 

organization and to estimate the number of these youth 

that we re currently being served by other agencies . 

Question 5, was i ncluded in order to provide r e ­

ferral information for state affiliated me ntal health 

providers . Another purpose of this questio n was to de ­

termine if the agencies surveyed are currently utilizing 

existing mental he atlh services. Additi onal s pace was 

provided , question 9 , to allow for comments as to whether 

or not the available services are adequate . 

Question 7 , Section I , asked the responder to es­

timate the percentage of children and youth s erved that 

may benefit from some t ype of mental health services. 

The overall percentage as reported by th.is group of pro­

fessionals will later be generalized to the entire pop­

u),c!tion in order to establish as estimated number of 

children and youth in need of service s throughout the 

region. 

Section II. This section asked the reader to rank 

services needed, assigning number one to the service 
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with the highest priority , n~~ber two to the second 

highest, etc . Section II and the following Section III 

(which asks the reader to identify the number of child­

ren seen that are exhibiting certain behaviors) were i~­

cluded in the survey in order to provide a check and 

balance. Section II is used to determine the responders 

expressed need of additional programs. However, since 

most of the persons responding to the survey are not 

mental health professionals , their eKpressed opinions 

of needed p rograms may not in fact be congruent with the 

type of children they are actually serving . Many non­

mental health professionals may indicate a need for pro ­

g rams in " p opular" therapeutic modes . It was believed 

that these profess ionals should have an op portunity to , 

1) identify the t ype s of prog r ams they believe are need ­

ed, and, 2) have the opportunity to identify the number 

of c hildren they see that are exhibiting specific be­

haviors. 

Sectlo1 III . This section of the survey was in­

cluded in order to provide needed information on be­

haviors. The responder was asked to estimate the number 

s;r-·childr e n s e en that are exhibiting mild , moderate or 

severe symptoms in seven different categories . Although 

each of t hese categories is a description that cou ld 

fall under a mental health diagnosis , the survey did 

not actually label these behavioral descriptions with 
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a D&~ IIl dia~nosis. It was believed that non- mental 

health professionals may be hesitant to mark certain 

categories with an official diagnosis heading. 

Section IV. The last section was inc l uded i n order 

to gather informacion regarding services the responding 

a r;ency provides . 

Results 

Rate of Return 

Eighty three of the 203 surveys mailed were return­

ed. Of these, 76 had useable data (four surveys were 

duplicates and three were incomplete) . The number of 

s urveys returned from each agency were as follows: 

19 from the Division of Family Services, (23 were 

returned, four had duplicate data) , 82% of the 

surveys sent to the Division were returned , 

3 from the Division of Youth Services, 50% were 

returned , 

9 from juvenile officers, 60% were returned 

8 from mental health providers , 57% were returned , 

37 from school c ounselors , 27 i were returned. 

Obviously, a low percentage of surveys were re -

✓turned by the school counselors . Surve7s we re sent to 

many small, rural schools . There was a concern these 

counselors might not be aware of the need and consequent­

ly may not return the surveys , but it was decided to 

offer them the opportunity to respond if they so wished . 
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Section I 

The returned surveys represented a combined case­

load of 17,820 persons under the age of 18 . The number 

of children that were represented by the returned sur-

veys from each geographic area was as follows: 

Service Area 17 3,507 

Service Area 19 4, 936 

Service Area 20 4, 05 3 

Service Area 21 5,324 

17,820 

The returned surveys represent the following number 

of children served by these agencies: 

Division of Family Services 

Division of Youth Services 

Juvenile officers 

Mental health providers 

School counselors 

2,588 

205 

708 

369 

13,950 

17,820 

(See Appendix B for more specific information re-

g arding the actual number of surveys returned from each 

service area and by each agency) . 

✓ The survey contained several questions regarding 

referrals(Section I , questions 5 and 7) . The purpose 

of question 5 was to determine if the agencies surveyed 

currently utilize existing mental health services . Table 

6 reflects the number of referrals that were listed on 
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the returned surveys. (see Table 6) It appears that 

Service Areas 19 and 20 may have the most acceptable 

relationships with the agencies returning the surveys. 

Since most of the agencies receiving these surveys are 

the type that would be dealing with indigent clients, 

one may assume that r e ferrals woul d be made to the De­

partment of Mental Health facilities more often than 

private psychiatric providers. Because of this assu.~p­

tion, it is disturbing to see the high number of re­

ferrals to organizations that are not supported by 

state funding . 

Table 6 

N~mber of Agencies Referred To by Responders 

Agencies Service Areas: 17 

DMH agencies 

Private Hospitals and 

psychiatric agencies 

Other non- mental health 

organizations 

Totals 

8 

10 

15 

33 

19 20 

14 18 

7 4 

21 13 

42 35 

21 

10 

6 

7 

23 

Additional space was provided in ques tion 9 to 

¥fow for comments regarding whether or not available 

services are adequate . Those responding, did so in the 

following manner: (see Table 7) 
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Table 7 

Responses Regarding Adequacy of Existing Services 

Service Area Yes No 

17 10 3 

19 9 3 

20 8 3 

21 10 1 

In Section I , question 7, responders estimated that 

3,272 (18.4% of the c ombined caseloads) could benefit 

from some type of mental health service . 

Of the non- mental health professionals, the Division 

of Youth Services reported the highest percentage of 

youth in need of mental health services.with an e stimate 

o f 65% of t heir caseload . Juvenile officers gave the 

second highest rating of 34%, Division of Family Ser­

vices estimated that 30% of their clients under the age 

of 18 could benefit from mental health service s, and 

school counselors reported 12,9%. 

Responders from Service Area 17 reported the high­

est percentage of need in the geographic areas . They 

estimated 26% of their youth could benefit from mental 

~1th services . Service Area 19 estimated 23 %, Ser­

vice Area 21 estimated 14% and Service Area 20 estimated 

11 % . 

Needs in each service area were fairly r epresented 

by the returned surveys . In Service Area 17, 17 sur­

veys were returned; Service Area 19, 16 were returned; 

Service Area 20, 24 surveys were returned ; and in Ser-
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vice Area, 21 , 21 surveys were returned. (For further 

:i,nforma,t :i,on rega,x;ding estimated need see Appendix C: 

Estimated nwnber of children and youth that could benefit 

from mental health services) . 

Section II 

The reader was asked to rank the additional services 

needed, contributing a number one to the highest priority , 

number two to the second highest , etc. This section was 

answered in two different ways . Thirty-nine responders 

ranked onl y those services that should be added, with a 

numerical value of one, two, three, etc. This was the 

desired ranking procedure but had to be tabulated by 

hand due to the complexity of developing two different 

computer programs . The remaining s urveys responded with 

an individual ranki ng of those services listed under each 

program heading . For example, under Prevention , child 

abuse, alcohol/drug and mental health , each was ranked 
-

one, two, three . The computer p r ogram was written to 

tabulate this t ype of response . 

The results of the hand tabula tion were : 

Service Area 17 : Residential was g iven the most 

prominent ranking with 11 of 15 surveys assig n­

ing it a value of one or two . 

Service Area 19 : 10 of 14 responders ranked Re ­

sidential with nUi.~erical values of one or two. 
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Service Area 20; Prevention , averagedmore responses 

per service, but again, Re•sidential received the 

majority of low numbers indicating the highest 

priority, wi th 14 of 29 ranking it one or two . 

Service Area 21; Outpatient:, f~~ily therapy, and 

Residential, crisis intervention were responded 

to most often but Prevention and Residential 

progr ams r e ceived more of the low numbers (one 

or two) than any other group (six of 14 and six 

of 22 respectively) . 

Computer Ranking of Needed Services 

Prevention . Figure 2 shows that of the 76 persons/ 

organizations responding, 54 survey s ranked alcohol/ 

drug ; 51 of those ranked alcohol/drug with a value of 

five or above. Alcohol/drug received the highest p rior­

ity ranking regionwide with 67% of a ll o f the returned 

surveys allotting to that s e rvice a value of five or 

above . Mental Health received the five or above ranking 

from 46 surveys or 61% of those responding; child abus~ 

was ranked by 4 5 surveys or 59%. Specifically, 21 per­

s ons ranked child abuse as number one , 20 ranked alcohol/ 

_p,rtig as number one, and 10 ranked mental health first . 

Insert Figure 2 about here 

Outpatient. Family therapy was identified as the 

most needed outpatient service throughout the region 

with 62% of the surveys ranking this service with a five 
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or above and 22 ~ersons ranking it number one . As Figur e 

3 shows, this is twice the number of ones given to the 

second highest r anked service , i ndividual counseling , 

which has 11 number ones with 55 % responding . 

Insert Figure 3 about here 

These find ings were consistent in each of t he 

service areas , i.e., fami ly therapy and individual 

c ounseling was ranked one and two in all four areas . 

The service r a nked t hird was psychological testing , 

psychiatric outpatient treatment was ranked fourth, 

scree ning and e valuation was fi f th, and day t rea tment 

was sixth . 

Inpatient . It is difficul t to determine whethe r 

crisis int ervention o r alcohol/drug was ran ked number 

one . Crisis inter vention received 41 rankings , 36 

(47 %) of those Mer e five or above and i t received 14 

numbe r ones and seven number t wos. However, alcohol/ 

drug treab~ent had 38 responding , with 35 (46%) of those 

=eceived a five or above, 11 n umber ones and 13 number 

twos. 

Insert F igure 4 about here 

Psychia tric treatment had 29 o r 35% of the surveys 

ranking it with five or above , wi th nirte number ones 

and 11 number twos. All three service s wer e ranked 

fairly closely and there may not be enough variance to 
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rate any significant difference. 

patient rankings) . 

(see Figure 4 for in-

Residential. Residential treatment did not receive 

the attention Pr eventi o n and outpatient received ex­

cept £or s pecial ized foster care. This service had 50% 

of the surveys ranking it with a five or above and 

received 21 number ones which far exceeded the second 

highest ranking, short term residential care . Short 

term care and crisis interv ention have only two per­

centage points differentiating them between priority 

number two and number three. Acute residentia l care 

(30 days or less) had 26 surveys o r 34% allotting it 

with a five e r above . Alcohol/drug was ranked number 

tive with 30% of t n e surveys ranking it with five or 

above and long term residential was last with 25% rank ­

ing it five or above (see Figure 5 for residential 

rankings) . 

Insert Figure 5 about here 

Regionwide Summary 

The following is a summary of the regionwide rank-

ing of services under each program heading . 

✓ Prevention 

#1 alcohol/drug 

#2 mental health and child abuse 

Outpatient 

#1 fami l y therapy 
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#2 individual counseling 

# 3 psychological testing 

#4 psychiatric treatment 

~5 screening and evaluation 

#6 day treatment 

Inpatient 

#1 crisis intervention and alcohol/drug 

#2 psychiatric treatment 

Residential 

#1 specialized foster care 

~2 short term residential 

#3 crisis intervention 

# 4 acute care 

#5 alcohol/drug rehabi l itation 

#6 long term care 

Service Area Summary 

There are some similarities between the rankings 

of the different service areas . As stated before , all 

four service areas ranked family therapy and individual 

counseling as the highest priority in the Outpatient 

category . Psychol ogical testing was ranked third i n 

a l l-.o f the service areas except Service Area 17 where 
✓ 

it was ranked fourth . 

Inpatient, crisis intervention was r a nked first in 

all ser vice areas except Service Area 19 where it was 

ranked second with psychiatric treatment . Also , Res id-
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ential, specialized foster care received highest priority 

in three of the areas . Service Are a 21 ranked it second, 

giving crisis intervention its highest priority . 

The following is a summary of the rankings of all 

four service areas. 

./ 

Service Area 17 : 

Prevention 

#1 child abuse 

#2 alcohol/drug 

#3 mental health 

Outpatient 

#1 fa~ily therapy 

#2 individual counseling 

#3 psychiatric treatment 

# 4 p s y chological testing 

# 5 screening and eval ua tion 

# 6 day treatment 

Inpatient 

#1 crisis intervention 

#2 alcohol/ d rug , psychiatric treatment 

Residential 

#1 specialized foster care 

#2 c risis intervention 

#3 acute c are 

#4 l ong term residential 

#5 alcohol/drug rehabilitation 
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(see Figure 6 f o r Service Area 17 ~ankings) 

Insert Figures 6 and 7 about here 

Service Area 19 : 

Preventi on 

#1 child abuse 

#2 alc ohol/ drug 

#3 mental health 

Outpatient 

# 1 family therapy 

#2 indiv idual c ounseling 

#3 p s y cho l og ical testing 

#4 screening and evaluation, da y t r eatment 

#5 psychiatr ic treatment 

I npatient 

# l alcohol/drug 

# 2 9sychiatri c t r e aL~ent, cr i s i s i n terventi on 

Residential 

#1 s p ecialized f oster care 

#2 short term residential 

#3 alcohol/drug rehabilitation 

# 4 acute care 

~5 crisis intervention 

# 6 long term residentail 

(s e e F igure 7 for Serv ice .n.rea 19 ranking s) 

Insert Fig ures 8 and 9 about here 
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Sertrice Area 20-: 

Prevention 

~ 1 alcohol/ drug 

#2 child abuse, mental health 

Outpatient 

#1 individual counseling , family therapy 

#2 psychological testing , screening and evaluation 

and psychiatric treatment 

# 3 day treatment programs 

Inpatient 

J l crisis intervention 

#2 psychiatric tre atment and alcohol/drug 

Resident ial 

#1 spcialized =os t e r care 

# 2 long term residential, short term and crisis 

intervention 

#3 acute care 

#4 alcohol/drug rehabilitation 

(see Figure 8 for Servic e Area 20 ranking s) 

I nsert Figures 10 a nd 11 about here 

Service Ar ea 21: 

✓ Prevehtion 

#1 a lcohol/drug 

#2 mental health 

#3 child abuse 
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Outpatient 

#1 family therapy 

#2 individual counseling 

#J psychological testing 

#4 psychiatric treatment 

#5 screeaing and eval uation 

#6 day treatment 

Inpatient 

#1 crisis inter venti on 

#2 alcohol/drug 

#3 psych iatric treatment 

Resident ial 

#1 crisis intervention 

#2 spcialized foster care 

#3 short term residential 

# 4 acute care , alcohol/drug rehabili tation 

#5 long term residential 

(see Fig ure 9 for Service Area 21 rankings) 

I nsert Figures 12 and 13 inser t here 

Section III 

This section asked the readers to estimate the 

ll'Cllnber of children and youth exhibit ing behaviors in 

seven different categ ories . Each category is divided 

by age g r oups (0-4 , 5-9, 10- 13 , 14 - 17) and severity of 

behaviors (mild, moderate and severe) . 

The returned surveys identified 5 , 028 children and 
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youth in the above mentioned categories . Below is a 

listing of the categories in descending order: 

At-Risk of Functional Disability 1,305 

Conduct Disorders 

P s ychosis 

Anxiety/Affective Disorders 

Multiple Handicaps 

Sexual Aberrations 

Future Danger 

Prese~t Danger 

Tot al 

1,202 

666 

575 

526 

438 

196 

120 

5 , 028 

The 14-17 years age group was identified most o f ten 

i n a l l c ate gor i es . There were 666 youth in this age 

gro up ide ntified i n the Conduct Disorders category and 

422 identi f ied as At- Risk of Functional Disability. 

Altoget her, the re we re 2,232 14 - 17 year olds noted as 

e xhibi ting beh aviors that may warrant mental health 

s e rvices . r igure 10 depicts the age groups identified a s 

ex hibiting mild, moderate or severe behaviors of each 

category. 

I nsert Figure 14 about here 

✓ The s e cond largest age group was 10 - 13 years,; 331 

were identif ied as Conduct Disorders and 318 are At-Risk 

of Functional Disabi lity . The third largest number was 

found in t he Psychosis category . The total number iden-

tified i n thi s a ge g roup was 1,510. (see Appendix D: 
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Number of children and youth identified in each category , 

age group and severity) . 

Service Area 19 identified the largest nu,."T\ber of 

children and youth exhibiting diagnostic behaviors , 2,652. 

This figure represents over half o f all of the children 

identified . The At- Risk of Functional Disability cate­

gory was the largest category with 822 youth; Conduct 

Di s orders was second with 622 . Table 8 shows the number 

of children and youth identified in each category and 

in each service area . 

Table 8 

Number of Children and Youth Identified in 

Each Service Area by Category 

Cate g,;,ry Se r v ice Area 

17 19 20 21 

At -Risk o f Fune-

tional Disability 124 822 141 218 

Conduct Disorders 163 622 113 304 

Psychosis 116 283 65 202 

Anxiety/Affective 

Disorders 79 317 46 133 

Multiple Handicaps 111 168 35 212 

Sexual Aberrations 17 331 28 62 

Future Danger 27 45 32 92 

Present Danger 14 64 10 32 

Total 651 2,652. 470 1,255 

Total 

1,305 

1 , 202 

666 

575 

526 

438 

196 

120 

5 , 028 



Summary, Conclusions and Recommendations 

The Southeast Region has 148 , 624 persons under the 

age of 18; 17 , 820 (approximately 12%) of these were 

represented by the returned surveys . These surveys in­

dicated that 18 . 4% of these youth could benefit from 

some type of menta l health services . This percent age 

translates to 3 , 279 of the youth covered by the survey. 

However , if this estimated percent age could be general­

ized to the region ' s population , it would suggest 27,347 

children and youth are in need of services. (It should 

be n o ted tha t between J u ly 1, 1982, and June 30 , 198 3 , 

only 927 persons under the a g e of 1 8 from the Southeast 

Re g i o n were served by the Department o f Mental Health 

t hro ugh its f acili t i e s and c ontracts . This number re­

p resents both inpatient and o utpatient services). 

Altho ug h a g eneralizatio n is he lpf ul in e stimating 

the child ren and youth population of the reg ion that 

ma y be in need of mental health services , the task of 

estimating the number of persons suffering from specific 

c onditions in each geographic a rea would not only be 

astronomical but basically unnecessary at this stage. 

T~· youth identified in the s urvey should be sufficient 

in providing a framewo rk on which a. model can be con­

structed. The orig inal goals o f t his project were to , 

1) identify socio- economic factors in the reg i on that 

may warrant need for mental health services, 2) illumin-

44 
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ate age groups that are most- in- need , 3) identify 

special needs in the geographic areas and , 4) f ocus 

future p rogramming towards t h e identified needs. Con­

clusions regarding chese goals can be drawn from the 

results of this ~reject without excessive or imagina­

tive generalizations. 

Goal #1; To identify socio- economic f act ors in the 

region that may warrant ment a l health s ervices . 

The economic deprivations and t he high rates of 

marriage dissolution and child abuse/neglect incidents 

indicate a potential for deterioration in our youth. 

This was specific ally supported by the high number of 

youth (1 , 305 ) idencified in the category At-Risk of 

Functional Disabilicy . The 1 , 202 youth identified as 

Conduct Disorders could also be a direct product of 

the deprivation throughout the region . 

Goal ~2 : To illuminate age g roups that are most- in-need . 

The agencies r esponding to the survey were clearly 

most concerned about the youths between the ages of 14 

and 17 years . This age g roup had t he highest number of 

youth (2,232) i dentified as At~Ri sk o f Functional Dis ­

a ll11.lity, Conduct Disorders , Psyc hosis , Multipl e Handi­

caps and in Present and Future Danger . The only category 

where this age group did not have the largest number is 

Sexual Aberrati ons . There were 242 10 to 13 year o lds 

in this category compared to 164 14 to 17 year olds . 
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Goal # 3: To identify special needs in the geographic 

areas. 

Service Area 19 reported over half of the children 

and youth presenting diagnostic symptoms/behaviors 

(2 , 654 or 53% of the youth identi fied) , while the re­

turned surveys from that geographic area represented 

only 18% of a ll the children and youth covered by the 

survey. Again, the largest number of youth from that 

service area was found in the At- Risk of Functional 

Diaability and Conduct Disorders categories . 

The service area with the sec ond largest number of 

youth identified (1 , 255) in these categories was Ser­

vice Area 21. This number represents 25 % of the child­

ren identified while the returned surveys from Service 

Area 21 represents 27 % of all the youth covered . This 

area reported 304 youth with Conduct Disorders as the 

largest category. They also reported the lar gest number 

of Multiple Handicaps than any other service area (212, 

40% of all the youth in this category). 

Service Area 1 7 identified 651 o r 13% of the youth as 

presenting diagnostic symptoms/ behaviors and the surveys 

from that area represented 20% of the popul ation cover-

ed . Again, t he largest category was Conduct Disorders 

(163 youth) but there was no significant or unusual 

groups identified . 

The smallest number of youth identif ied was in 
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Service Area 20. This area reported 470 youth or 9% 

of the total and the surveys represented 23% of the youth 

covered by the s ~rveys. 

Goa 1 # 4: To focus futur •e prograrmning towards identified 

needs . 

Regionwide model for mental health services for 

children and youth. The task now is to develop a model 

for a mental health delivery system for children and 

youth . Due to the geographic size of the region and 

the lack of specialized programming, the model should 

be fairly compre hensive, representing a continuum of 

care . This continuum should not be considered as a 

linear progressi o n requi ring youth to proceed from one 

service to a nother be fore having a n oppor tunity to 

benefit from the most restrictive environment , inpatient . 

The basic outpatient services l ocated in the local 

mental heal th centers should be considered as an en try/ 

exit point allowing a child to go directly to the ap­

propriate service. The ideal system would have local 

mental health centers operating as the most prominent 

and widely use d service f o r youth and as a referral 

~urce to the following programs : 1) screening and 

eval uation or assessment program , 2 ) spe cialized foster 

care programs, 3) grJup outpatient f or abused and neg ­

lected children, 4) g roup home or short term residen-

tial treatment , 5) residential centers for long term 
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treatment , 6) 1.npatient services , 7) emergency shelter , 

and 8) outpatient services and fo l lowup . 

The following displays the line of referrals 

needed to organize avai lable ser vices lnto a mental 

health delivery system : 

Sr,ecialized 
foster 
care 

C:nergency 
shelter 

Screening 

Outpatient 

,'\f t er:::a re 

L'1pn t.1en t 
services 

Residential 
trea t..11en t 

center 
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The type of program chosen f o r any particular child 

would , of c ourse , depend o n the severity and nature o f the 

youth ' s problems and familial or environmental situations. 

The purpose of this model is not to du?l i cate exist­

ing services being provided by other youth a gencies, 

but to recommend programs that would meet t~e needs of 

youth that are currently being u.~derserved by the Depart­

ment of Mental Health. The Department does no t need o r 

want t otal responsibility f o r all youth with behav ioral 

p r oble ms . The central theme in a de livery s ystem should 

be coo pe ration among all a gencies who de al with youth . 

The goal would be £o r t he Department t o accept the proper 

l e ve l o f re s ponsibility for y outh whe n it i s a ppr o priate, 

e.g ., when the p rimary p roblem i s a mental d iso r der tha t 

p r ecipitates unde sirable be havio rs o r when en viro nmental 

c onditions r esult s in e mo tional incapacitatio n . 

P reventio n 

Pr evention is not l isted as a r e ferral progr am in 

the mod e l. This f unctionshould be the responsibility 

o f e ve r y l ocal me ntal health center i n each service 

area and be designed to ~eet the specific needs o f the 

cQ!flmunity. Stati sti cs on child abuse and the ranking s 

from t he informational survey show t h is particular 

proble m a s nee d ing s pecial and i mme d iate attention . 

Se veral pr ograms are either currently providing 
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services or in proposal form . These programs focus on 

young parents and encourage bonding and t each parenting 

skills. Additional services could include incr eased 

cooperation between the mental health centers and the 

local communities , the Divi sion of Family Services, the 

local medical c ommunity (doctors, nurses , maternity 

wards in hospitals , etc . ) and community child we l fare 

organizations . 

Screening and Evaluation 

The need for this p rog ram has not been specifically 

identified through the informational survey for any 

spec~fic area , but represents a need to coordinate future 

pro9rarns and to supplement the restricted capabilities 

of rural centers . Se rvice Area 20 did rank this service 

as its second highest priority. 

A screening and evaluation program (S & E) , i n 

order to meet the needs of the local centers, must ·. 

offer highly specialized services that may not be avail ­

able to core centers. Some centers may have the capacity 

to provide these services , however , a regional t e am 

that would be available fo r contracted services would 

~row remote , rural areas to take advantage of thi s 

service without expensive capital outlay . The limited 

need for this servic e may not warrant a team in each 

service area. The program would incorporate an inter­

disciplinary team approach with persons qualified to 
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evaluate and assess youth in one or more of the follow­

ing a reas : psychological testing , psychiatric evalua­

tion and assessment , neurological assessment ~, educa­

tional assessment , and social histories and evaluation 

of environmental conditions . 

The local mental health center would serve as an 

entry/exit point for families and non-mental health 

organizations and would be responsible for appropriate 

referrals of youth that could not be evaluated on the 

l oca l level . The local c enter may wish to refer to the 

screening and evaluation program if the need f o r resi­

d ential or inpatient care is expected. If the S & E 

team determines t ha t the youth can be maintained on an 

outpatient basis, t h ey would be r espons ible for referr­

ing the youth back to t he local mencal health center in 

the youth's community and for providing consultation 

services t o an identified staff member in that center. 

The l ocal staff member would them be considered part 

of the S & E team and be directly involved in develop ­

ing a treatment plan or further referra l s for the youth . 

Ca,se managers would be appointed from the S & E team 

fiefr each youth to serve as the client advocate and work 

with all mental health and non-mental health agencies 

that may be involved in the youth ' s we lfare . Along 

with the evaluation , one of the major tasks of the 

s & E team would include a recommendation for services . 
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As stated before , one of the major responsibilitie s 

of the S & E team would be to not only assist the local 

staff member in developing a treatment plan for o ut­

patient care , but wou ld also work as a referral source 

to other p rograms . If outpatient services are in fact 

ppropriate , the S & E team would offer consultation to 

assist the staff member responsible for treatment in 

developing short and long term goals. Reasonable ex­

pe•~ta-cions of obtainable goals and length of tre atment 

should b e discu ssed by the S & E team and the l ocal 

staff member . The team would be available t o the s taff 

member throughout the Course of Treatme~t f o r co nsultative 

services . 

Criteria fo r referral to t he S & E t eam would in ­

clude all c h ildren and youth under the age of 18 when 

one of more of the following conditions exist : 1) in­

ability to assess child with limited available resources 

on an out?atie nt basis (this may inc lude situations where 

s creening and evaluation is no t possible with time re ­

s triction s or when the child would n eed to be r e moved 

from familial conditions in order to achieve a true 

?5Sessment ) , 2) when the refe rral source suspects 

ph ysica l o r biological causes or conditions that may 

be contributing to emotional instability , 3) whe n the 

referring counselor may suspect that a more restrictive 

e nvironment and intensive t reatment may be necessary, 
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i.e ., inpatient care o r residential treatment , 4) 

any time the counselor may want the consultative 

services of the screening and evaluation tea~. 

Since this S & E team is responsible £o r training 

local mental health center staff in t reatmen t procedu res 

when appropriate , it would a l so be appropriate to have 

this team responsible for training potential foster 

parents in the s pec ialized foster care program . 

Specialized Foster Care Program 

This p rogram rece ived top p riority i n the r egional 

SQ-umary of the rankings of ne eded services from t he in­

formational survey . One of the reaso ns for the attention 

t his p rogram received may be the l ack of alternatives 

to HawthoLn Childrens ' Psychiatric Hospital in St . Louis . 

Admission t o t he hospital i s difficult due to the geo­

graphic distance and the restrictive admission criteria 

the hospital must exercise. Inpatient services , b y 

definition , should be limited to acute care because 

of the desire of all mental health professionals to 

utilize leas t - res.tricti ve environments . The s pecialized 

f oster car e program would allow for treatment in a non­

i n-tftitutiona l setting that woul d si:uulate a "nat ural " 

enviro111~ent. Speciali zed foster care homes sho uld be 

developed in eac h o f the four s ervice areas. 

Another part o f this model will refer to g r oup 

homes in which youth are treate d in a f amily style 
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setting , utilizing the advantages of peer pre ssure . 

Not a l l chi ldren are capable or willing to accept this 

type of envi ronment , especially i n situations where youth 

a re considered dangerous to peers . In these cases , it 

may be more appropriate for the youth to res ide in a 

home setting in which no othe r children are present 

and t hey can receive consta nt a ttention from persons 

who have been trained to d e al with these unusual and 

possible volatile behaviors . Currently, t he Division 

of Family Services may place a child in f oster care 

setting when the natural home is no longer capable o f 

providing for that c hi ld ' s welfare . Specialized foster 

car e programs are not t o be confuse d with the current 

s ocial services system. Foster care parents for this 

therapeutic program should undergo intensive screening , 

meet minimal educational or experiential req ui rements 

and undergo s pecialized t raining in order to assist 

them in dealing with the types of p roblems thes e you t h 

will possess. 

The Division of Fa.11ily Services would continue co 

f o llowing the normal procedures for the initial train-

..,..ing of regular fos ter parents . The Department of Men­

tal Health, through the screening and evaluation trai n ­

ing program , would do a second more specialized train­

ing in order to prepare these foster parents for the 

type of youth they would be car ing for . This procedure 
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would be similar to a cert ification process currently 

being utilized by the Division of Family Services and 

the Department of Mental Health in the licensing 

standards for r esidential homes·. 

Since t hese special foster parents must meet 

minimal educational requirement s in order to qualify 

for this program and s i nce the child would requir e 

inte nsive superv ision and treatment, the foster 

parents should be paid a sum comparable to that which 

would be received by a residential or inpatient pro­

g ram . Because of the severity of the youth's problem, 

it would be e xpected tha t the youth would r e!:9.ain in 

foster care for approximately one year or more . 

Youth placed i n these settings should be matched 

with t he f ester parents through a screening process 

allowing t he parents to decline placement if they do 

no t feel compatible with the youth or capable of 

h andling a certain situation. Th is p r ocess should allow 

for the foster pare nts acceptance of children that 

may f it in their own personal s p ecialty . . For example, 

some couples may find that they work best with teenage 

_p,ales or withdrawn youth , e tc. Thereno re , youth c onsidered 

for admission into this program would include along with 

an identifiable diagnosis , one o r more of the follow-

ing : 

1) the youth may be i mpossible to place becaus e 
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of past aggressions against peers or family 

members , 

2) the parents may find it impossible to maintain 

the youth in the natural home setting be ­

cause of acting out or sexual behaviors , 

3) the youth may not respond to group settings 

and may not be able to handle the pressures 

of peers and family members, 

4) the youth is not acceptable for placement in 

available community placement programs. 

The type of youth that would be placed in these 

homes may exhibit severe acting out behaviors , may be 

episodically violent or aggressive and may be inap­

propriate for placement in an institutional or g roup 

residential setting . These foster parents would be 

e xpected . to provide a "normal" home setting with 

constant supervision and 24 hour treatment . 

Although treatment should alway s be individualized, 

depending on the needs, diagnosis , and situational 

problems , the following Gould constitute a no:anal pro­

cedure if deemed appropriate . Treatment goals should 

in~lude prevention of mental health disorders at the 
✓ 

primary, secondary , or more likely the tertiary l evel . 

The foster parents would b e expected to participate in 

outpatient counseling with the youth on a regular basis 

during the entire length of stay in the home . The local 
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mental health center would serve as a support for the 

foster parents and would play a consultative and thera­

peutic case manager role. The foster parents would act 

as surrogate parents and would be responsible for 

medical appointments, mental health appointments, 

school responsibilities, recreational activities, etc. 

It ls possible that children of this type may not 

be returning to their natural homes upon release from 

this program . However, if family conditions are such 

that the child could return, the family would also be 

required to be involved in therapy while the child is 

in foster care . It is not recommended that the family 

and the child be involved in conjoint therapy . The 

child should be r e c eiving services with the foster 

parents until such time that these parents and the 

mental health professional believe the child is ready 

for re- entry into the natural family . Until that time , 

family members would be seen on an outpatient basis 

in a mental health center close to their local community . 

The purpose of family treatment is to help parents to 

understand the child's situation and help rectify any 

,i's ting familial conditions that perpetuated the 

child's incapacitation . 

The foster care program of course can include 

children who have experienced physical or emotional abuse 

or neglect. However , if the chi ld can be maintained 
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within th.e natural family s t ructure, it is recommended 

t h~t grou9 sessions with other abused children be 

made a••ailc>,ble to supplement existi ng individual out ­

patient counsel ing. 

outpatient Group 

This specific s ervice was not addressed in the 

ranking o E services on the informational survey . How­

eve r, t he socio- econo~ic f actors, the high rate of child 

a ~use/r.eg lect incidents and the a ttention p reventio n 

of child abuse receiv ed on the survey, j ustifies in­

clusion of a program to meet the a;?9a rent need of t:hts 

populati on . These group activities should not be des i gned 

co supplant but rat~er complement ~ndividual ther apy . 

S-:?:::-vi.::e Area 1; nas a high rate of abuse/neglect 

incidents (49 . 5 per 1 ,000 compared t o t he s tate rate 

of .t l. 3 pe r 1 , 000) a.. .. d a high number of yout h identified 

as prssenting symptoms typica l of being At- Risk of Func ­

ti onal ~isability (631 of all t h e youth in this category) . 

Socio- economic statistics indicate a need for this pr o ­

gram i n a ll service areas , but Service Area 19 may war­

r ant specific , immedia te action. 

✓-· outpatient group therap y can be helpful in all ow­

ing the youth to associ a t e wich o thers who have had 

s i mil ar experiences . It should b e s~ressed that this 

model is not endorsing the child remaining in t he home 

if abuse is occ uring . While r emoval of the child from 
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the family can in fact convey to the child thats/he 

is at faul t and is b eing pun ished by separat ion , it 

may also be equally damaging t o the child to be forced 

to live in an environment t hat may impose a constant 

threat . It is no t recommended that children be forced 

to live in fear in order to maintain them in thei r 

n atural family , and therefore , group outpatient may not 

be appropriate in a l l abuse situations . I f the child 

does remain in the family home , it is an essential re­

~uirement that the abuser , if a family member , also 

undergo s eparate therapy and treatment . 

Careful consideration s hould be given to admiss ion 

into these youth g r oups . Before joining the g roup , 

the yout h should be aware that there may be members in 

the g r oup that attend the same school o r live i n t he saine 

ne ighborhood as the othe r participants . Confidentiali ty 

must be stressed and insisted upon at the very begin-

ning of the sessions . Ground rules s hould be formulated 

establishing do ' s and don ' ts of social contact between 

members o u tside of the group s e tting. It is recomnended 

that these groups be established with homogeneous partici-

✓ pants , that is , children removed from t he home shoul d 

not be in a group with children who are stil l l i ving in 

the home . This mixture may contribute to a child ' s feel ­

ings of punishme nt if the child has contact wit h oth e r 

children who have not been extracted from their famil i es . 
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Group treatment is not recommended for youths who are 

experiencing severe emotional problems or who have been 

diagnosed with a severe disorder for the symptoms of 

the disorder could be extremely detrimental to the well 

being of other group members. This group is for child­

ren who are experiencing emotional problems due to 

situational circumstances and not due to a mental dis ­

order. Specialized foster care programs would be more 

appropriate for the more emotionally distllrbed child 

rather than group therapy. 

I n cases of sexual abuse , the group process w.ay 

be particularly helpful to allow the child to release 

any personal guilt feelings and the sense of respon­

sibilit y for what r ~s happened to him/her. Other treat­

ment goals for the group would include: 1) to use the 

suppo rt of peers to establish a healthy self image and 

confidence that would allow the youth to regain contro l 

of his/her life, and 2) to allow the youth to gain in­

sight into the roles played by 11 victi;ns and abusers." 

The chil d should realize thats/he has the right to say 

"no" to an authority figure if they are making unreason­

ab~-·demands that are harmful to the youth. These youth 

are often in Erickson's stage of trust vs mistrust and 

need to be taught skills in making accurate decisions 

regarding persons who can be trusted. 

" 
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Group Romes 

Residential care should be considered as a regional 

service . Due to the cost of such a program, this is 

not recommended for each service area but the region 

could be served by possibly two group home facilities 

designed especially for youth. Youth identified in 

the mild or modera t e categories of Conduct Disorders , 

At - Risk of Functi onal Disability and Future Danger may 

be appropriat e for admission to this program. 

The surveys received from the Division of Youth 

Ser vices workers reported that 65% of their caseloads 

could benefit from me ntal he a l th services a:1.d ju~;enile 

officers reported 30% . These figures would indicate 

a significant population that is generally not being 

treated by the Department of Mental Heal~1 . The Divi­

sion of Youth Services currentl y operates group home 

? lacement for youth with problems similar to those 

children i d entified as the responsibility of the De­

partment of Mental Health . This mental health group 

home program would not duplicate existing Youth Ser­

vices group homes , for youth in the mental health pr o ­

sram must have a primary diagnosis of a mental disorder . 

The purpose of mental health group homes would be to 

allow the Division of Youth Services or juv eni l e courts 

to more appropriately place youth that, in fact , may 

have had some cont act with juvenile authorities . The 
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behaviors t hat involved t he s e other agencies s hould 

be secondary - a product of the mental conditi o n. It 

is not recommended ~11.at this be the target populati on 

for a group home , but these you t h should not be refused 

because of minor i nfract ions of the law. It is not un ­

usual for youth with emot ional instabi l ity to have had 

problems in their local communities . Admission staff 

needs to be sensit ive to the homes population and con ­

sider res idents before admitt ing a juvenile offender . 

Children that have adopted a victim or abuser 

self concept are not recommended for a group home set­

ting . These youth would need to be fai~ly socialized 

so they could function in a peer setting. wnen severe 

cases of undersocia l i zation or severe symptoms of 

Conduct Disorders exist , a peer setting may be too stress­

ful . 

Ideally , the child would be referred fo~ admission 

to the g roup home through the local mental health center 

or through the screening and evaluation team. If the 

child is accepted in the group home and it is decided 

chat the situation is more severe than previously be ­

li..eved or if new dangerous or psychotic behaviors occur, 

the child could then be referred to the resiuential 

treatment center. 

The g~oup home should be as much like a family set­

ting as possible . For example , in a fami ly type living 
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arrangement , each member h~s individual respons~bilities 

and personal chores . 

A group home would consist of 8 - 10 residents of 

the same sex and simil ar age groups, and would include 

only those children who are capable of functioning in 

the local school system. Admission to this t ype of pro­

gram would include children who are unable to function 

in a family setting because of poor or inadequate inter­

personal skills that have interferred with the family 

or community involvement . 

Treatment goa ls of the program would be to help the 

youth bec ome aware of the secondary gains s / he is re­

ceiving from inappropriate behaviors . The model would 

utilize t he positive peer culture (PPC) allowing the 

g r oup and the group process to operate in achieving 

these goals with the minimal amount o f inter ference from 

tne staff {Vorrath , 1974) . Recreatio n and physical ac ­

tivities are extremely impprtant in this type of setting . 

Outdoor recreational programs such as the ropes course 

may be helpful in the group process and can be utilized 

anytime the group is adding a new member or is exper-

1~pcing a breakdoW!l in relationships (Seattle Mountain-
✓ 
eers , 1960 ) . 

When possible, the youth's family members should be 

invo lved in therapy in their local mental health centers 

while the children are residents in the gro up home. The 
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progress of the natura,i family in therapy should be con­

sidered before releasing the child back into the pre ­

vious environment . The fami ly counselor should be in 

contact on a regular basis with the staff at the g roup 

home regarding the child ' s progress ar.d in order to 

s hare any information that may be helpful in the thera­

peutic situation . An average length of stay for group 

home residents should be around three to six months . 

Youth requiring more intensive treatment would be more 

appropriate for placement in residential treatment . 

Residential Treatment Center 

This type of care should be cons i dered more re­

strictive than a group home but less restrictive t han 

inpatient care . Residential treatment is too expensive 

for each service a rea so this type of program would be 

strictly regional . One residential trea~~e~t c ente~ 

s hould be sufficient for the e ntire reg i on . 

The ha nd tabulation of the ranking of needed ser­

vices on the survey reflected priori~ies chosen by re­

sponders when comparing program-to - program rather than 

s ervices under a program heading. The results of this 

tyie of prioritization was all four service areas rank­
✓ 
ing residential with a high priority . 

The number of children and youth identified in 

Section III of the survey also constitutes a need for 

this program. Five hundred two (502) youth were iden­

tified as presenting severe behaviors. Of that number, 
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266 were 14 - 17 years old and 147 were 10- 13 years old . 

Of course not all of these would be appropriate for a 

residential program . The severe cases of Psychosis and 

Anxiety/Affective Disorder alone amount t o 154 youth . 

A number of these youth could be stabilized in an i~pat­

ient setting and t hen be transferred to a res idential 

program. It is impossible to predict the actua l number 

of youth who could be released to residential, but 40 

beds could easil y be utilized. 

The resiaentialtreatment center would be an in­

stitutional t ype setting , providing a secur e env iron-

ment for approximately 40 re3idents who would ha ve a 

length of stay in excess o f one year . These children 

would be diff icult or impossible to 2lace in a community 

p r ogr am but would no l onger require inpat ien t services . 

The staff/ resident ratio would need to be fairly high 

considering the type of youth tha t would be placed in this 

program . It is recommended that the residents be clus­

tered according to age and sex . Direct attention should 

be paid to co - mingling and mixing children with ag­

gressive behaviors with those who are withdrawn and 

✓potential victims . 

In order to avoid the appearance of an institu­

tion, it is recommended that the center be based on 

the cottage system with approximately e i ght children 

in each cottage with "parents " for each ho:ne. For 
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security reasons, the cottages would not be physically 

separate , but designed more as a wheel structure with 

common areas serving as a hub. The children should have 

individual bedrooms in order to allow them the privacy 

and safety needed . Since mast of the children will be 

in school during the day (either on the grounds or in 

a public school) the most important part of the day 

would be the evening. This is when the majority of the 

staff and the most highly trai ned staff would be on duty. 

Some of the behaviors youth may be exhibiting would 

include sexual acting out, a mental disorder that would 

necessitate a restrictive environment or possess a past 

history of dangerousness to self or o thers . These chil ­

dre n would be currently unable to function in community 

or family setting s . 

Individual therapy would be part of each child ' s 

treatment program. Drug therapy may also be needed as 

an adjunctive measure . Although group therapy would not 

be stressed in a residential treatment center as it would 

be in a group home setting , the grouping of the homogen­

eous residents in the cottages would offer a structure 

fo~. addressing housekeeping problems. The group would 
✓ 

not be important in treatment , but would facilitate the 

children ' s activities and movements . 

The majority of the residents of the treatment 

center would in all likelihood be transferring from an 
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Inpatient Care 
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Inpatient programs are considered the mos t r es tric -

tive environment and the most expensive service on the 

continuum. These p rograms ideally would be utilized 

primarily for short term o r acute care o n a limited 

basis. Potential referrals to this t ype program would 

include children and youth exhibiting severe behaviors 

in any of the seven cat egories b u t espec i ally in Psychosis 

(8 4 severe cases reported) , Multiple Handicaps (51 s e -

vere cases), Anxiety/Affective Disorders (70 sever e 

cases) and Present Danger (1 9 severe cases). 

Inpatient programs are used to stabilize children 

who a r e potentially dangerous to themselves o r c :.~1ers 

or those who are experienci ng acute severe ment al dis ­

orders. Inpatient trea t.rnent may also be used when 

attempting t o diagnosis , o r in the preliminary stages of 

evaluating the efficacy of medication and proper dosage. 

~he majority of the children will remain in inpatient 

care for not longer than six months . Long term inpatient 

~ay be the responsibility of s t atewide programs . 

Currently , inpatient prog rams receive referrals 

from mental health professionals t o assist in removing 

a child from the home when dangerous situations exist 

in their home environment . This is an inappropriate u3e 

of inpatient treatment but has become common because 

of the lack of alternatives . Appr opr iate p l acement in 

these situations would be i n an emergency s helt er that 
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would provide room and board and crisis intervention 

therapy until more permanent placement could be found. 

Emergency Shel t ers 

Emergency shelters would provide housing and care 

for a child until necessary arrangements for p l acement 

or evaluations are complet ed. This t ype of care can be 

expected to last for as little as several hours or until 

placement papers and procedures are completed . Shelters 

could house children from the ages of Oto 18 and would 

not adhere to the usual strict mental health admission 

criteria . Staff at these shelters would be responsi ble 

for transportation of the child to schoo l if t he place ­

ment is l o nger than 9 6 hours . 

Crisis inte rvention is the only type of t herapy t he 

s he l ter would p r ovide , a ny l ong t e r!"'\ t herapy wo uld be 

t he respons i bili t y o f the p ermanent placement . I f prope r 

scre ening and e valuation has not been done, this p rocess 

can be completed while the child r e sides in the emergency 

s helte r . It is extremely important in t hese situations 

that the me ntal health providers work clo sely with l ocal 

juy~nile courts . Al s o , these she lters sho uld have pro-
✓ 

f essional mental hea lth back up i n c a s e of a mental health 

emergency . 

Conclusions 

The Southeast Reg ion has an obvious lack of special­

ize d prog r ams for c hildren and y outh . Outpatient services 
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are the only available services in the l oacl ment a l 

health centers, but only two of the seven centers have 

trained chi ld psychologists . 

This project was designed to assess the mental 

health needs of this population and identify specific 

behaviors a nd ages of those who are currently untreated 

by the Dep artment o f Mental Health. Data from a survey 

s e nt to child- serving agencies were c ompiled in order 

to de velop a mode l system for the de livery o f mental 

health servic es for the entire region . This mode l will 

b e u s e d as a guide f o r a g r oup o f i nte rested persons 

who are responsible for a dvising the Department o f 

Ment a l He alth o f the r egional and loc a l ne e d s. 
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Appendix A~ Informational Survey 

INFORMATIONAL SURVEY REGARDING CHILDREN AND YOUTH IN 
SOUTHEAST MI SSOURI 

The Regional Advisory Council for Psychiatric Services 
is attempting to determine the mental health needs of 
youth (the term youth will refer to all persons u..,der 
the age of 18) in the Southeast region . The purpose 
of this questionnaire is to identify the most prevalent 
mental heal th problems , the largest at- risk age group, 
and the need to prioritize requests to the Department 
of Mental Health for mental health services for youth . 
The Council a ppreciates your assistance in this project . 
Please complete and return the following questionnaire 
to this office by April 20th. Enclosed is a current 
list of members of the Council for your information . 
If you have any questions or comments , please feel free 
to contact the Council's staff member , Ka y Greer , 
686 - 1123, or your local represen tative on the Council . 
If the questionnaire has not been returned by the above 
dat e , a Council merr~er from your area will contact you 
to offer assistance in completing the form . Thank you 
for your cooperation. 

Na.me o f Agency/Organization ----------------
Addres s --------------------- -------
City _______ ____________________ _ 

Name o f Person Completing Form ---------------
Title or Position ----------------------
Te lephone Number -------------------- ---
Does the following information reflect total organiza­
tion? ---------------------- -------
1. 1 . Please c heck the age group your organization 

p r imarily serves: 

0-4 

5- 9 

10- 13 

14- 17 

all of the above 

males ---

females 

both ---

---

7 7. 
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2 . The approximate number o f youth you or your 
organization serves on a monthly basis? ----

3. Of this group, can you estimate the nurr~er of 
youth that are currently receiving services 
from the following agencies? 

Division of Family Services ------
Juvenile Court/ Officer ------
Division of Youth Servic es ------
School Counselor ------

Mental Health Provider ------

Other (please specify) ------
4 . Could you give a brief description of the types 

of services your organi zation offers youth? 

5. Other youth o r ganizations you current l y refer 
to and the types of services they provide : 

Agency/Org anizations Services 

6 . Other agencies that may refer t o your organiza­
tion : 

7 . Can you estimate the percentage of youth you 
serve that you be l ieve could benefit from some 
type of mental health service s? ---------

8 . If your organization does not provide these 
services, what agency/s would you refer to? 

✓ 9 . Do these menta l h ealth orga nizations provide 
the type of services you need for the youth 
you serve? _______ Remarks : _ ________ _ 
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II. 1 . In our effort to work cooperatively with 
existing agencies and to search for identifi­
cation of additional, needed services , we have 
identified t he following list of potentia l 
mental health services.* Please rank only those 
services y ou fee l could benefit your youth 
population. Types of services should be ranked 
with ~l reflecting the h i ghest priority, #2 
second , etc . Also , please check if the re is a 
specific need for a parti cul ar age group or sex . 

Services 

PREVENTION 

child abuse 

alcohol/drug 

mental health 

OUTPATIENT 

day treatment 

lndividual counseling 

psychological te3ting 

screening and evaluation 

family therapy 

psychiatric treatment 

I NPATIENT 

crisis intervention 

alcohol/drug treatment 

psychiatric treatment 

Rank- Age Group Sex 
incr 0-4 5 - 9 10-13 14-17 MF -

' 

I 

-

*I f t hese services are currently being provided but you 
feel they should be expanded o r improved, please include 
them in your ranking. 
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Services 

RESIDENTIAL 

crisis intervention 

acute t r eatment 
(30 days or less) 

alcohol/drug 
rehabilitati on 

short term treatment 
(1- 3 months) 

long term treatment 
(up to 1 year) 

specialized foster care 
(for youth with extreme 
behaviors/trained par-
ent s ) 

Rank- Age Group Sex 
ing 0-4 5-9 10- 13 14- 17 MF 

III. 1. Can you estimate the number of children yo u 
see a month that you believe are exhibiting 
the fo l lowing symptoms/ behavio rs? 

Symptoms/ Behavior s 

Youth who exhibit impaired 
contact with reality and 
impaired social, academic 
and self- care functioning . 
Thinking may be confused, 
behavior may be g rossly 
inappropriate and bizarre. 
Emotional reactions are 
frequent l y inappropriate 
to the situation 

Youth who may have another 
piso rder in addition to a 
mental health condition , 
such as mental retardation , 
severe neurological disorde r 
or sensory impairment or 
p hysical handicap. 

Severity 

Mild Mod . Se ve!'."e 

Age 
Groups 

0 - 4 

5 -9 

10- 13 

1 4-17 

0-4 

5- 9 

10- 13 

1 4-17 
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Symptoms/Behaviors Severity 

Mild Mod . Severe 

Youth with behaviors that 
may include impulsiveness, 
aggressiveness, anti- social 
acts, refusal t o accept lim:-
its, suicidal gestures or 
substance abuse. Functional 
deficits may include impair-
ed academic and social func-
tioninq . 

Youth who are suffering fro m 

s 

a serious discomfort from 
anxiety , depression, irra­
tional fears and concerns. 
Symptoms may include seriou 
eating or sleeping disturb­
ances , extreme sadness or 
depression or suicidal pro­
portions, maladaptive depend­
ence on ?arents, persistent 
refusal to attend school . 
Deficits include impaired 
social , academic and emotio­
nal functioning. 

Youth who demonstrate traits 
a ssociated with demog raphic 
factors that may include but 
are no t limited to : 1. f ail 
ure in infancy and early dev 
elopment to secure basic 
nurturance , 2 . environmental 
stresses that precipitat e 
social breakdown , 3 . families 
who have experienced mental 
illness, 4. yo uth who have 
been subject to child abuse, 
neglect or sexual abuse, 
5. youth suffering chronic 
pl'fysical illnesses to suc h 
a n extreme that mental ill­
ness may be prec ipitated . 

Youth who yo u fear may be-
come dange rous o r assaul-
tive in the future if inter-
vention does not o ccur . 

Age 
Gr oups 

0-4 

5-9 

10-13 

14-17 

0-4 

5-9 

10 - 13 

14 -17 

0 -4 

5-9 

1 0- 1 3 

! 14-17 

0 -4 

5 - 9 

10-13 

14 - 17 
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Symptoms/Behavio rs Severity 
Age 
Groups 

Mild Mod . Severe 

Youth who a r e dangerous 0-4 
and assaultive presently 
to the extent that you 5-9 
are concerne d about 
immediate harm to others . 10- 13 

14-17 

Yo uth who a re exhibiting 0 -4 
sexual aberations that are 
impairing f amily , social 5- 9 
or a cademic environments . 

10- 13 

14 - 17 

IV . 1 . Please answer the following questions that 
pertain to your organization : 

School Personnel : 

a . Pleas e check the grade levels of your school : 

1 - 4 5-6 7- 8 9-10 11- 12 --- --- --- --- ---
all of the above ---

b . Does your school have a school counse l or? If so , 
could you give a general description of job 
responsibility? ---------- ----------

c . Does your school counselor refer to a mental 
health agency? If so , what agency and under what 
conditions? ------ ----------------

Does your schoo l currently operate behavior dis ­
order classrooms? I f so , are there any services 
that mental health could offer that would be 
helpful t o assist your classroom teacher? ------
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Division of Family Services: 

a . Does your local agency have a multi- disciplinary 
contract with a mental health provider? ------
Name o f Mental Heal th Center ----------- --
Are the s e r vices you currently receiving adequate 
f o r your ne eds? ----
Comment s : ------------------------

Juvenile Courts/Officers: 

a. Does your local court have a contract with a mental 
health provider? If so, the name of the center 
you currently refer or c ontract with . --------

b . Are there any additional se r vices that would be 
helpful to assist you with the j uven iles you 
serve ? 

nental Health Prov iders : 

a . Please list t he serv ices you currently ha ve a v ail­
able to youth and i dentify the staff who are 
responsible for providing these serv ices . (Please 
include staff credentials) ---------------

b . Please list those agencies or o r ga n izations that you 
ref er t o for further mental health treatment and 
the services chey provide . --------------

c . If you have any additional requests (other t han the 
ranking of additional services on pages 3 and 4), 

✓ • p lease f eel f ree to comment in the following space . 
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Division of Youth Services : 

a . Please list the services you currently have avail­
able to youth and identify the staff who are res ­
ponsible f o r p r oviding these service s. (Please 
include staff credentials) --- --- ----- ----

b. Please l ist those agencies or organizations that 
you refer to for further mental health treatment 
and the services they provide . ------------

c. Can you identi fy the number of youth that have 
delinquent behaviors in conjunction with emotional 
disturbances such as suicidal or agressive gestures 
or mental retardation , e t c . - - - ----------

d . What recommendations would you make to the Depart ­
ment of ~ental Health regarding needed services for 
the youth mentioned above? ------- --- ----

The Council would be willing to provide survey 
partici pants with the infer.nation gathered as a result 
of this s urve y . If you wish t o receive followup 
information , please check, yes ---
The Southeast Council wishes to expr ess its sincere 
appr eci ation for your cooperation on this project. 



Appendix B: Population represented by surveys: 
by service area and by agency 

A9:enc:i:: Service Areas 

17 19 20 21 Total 

DFS 685 * 975 596 332 2588 
5 ** 3 7 4 19 

DYS 186 1 9 205 
2 1 3 

JO 290 100 160 158 708 
3 1 l 4 9 

MHP 82 110 132 45 369 
3 2 2 l 8 

SC 2450 3565 3165 4770 13950 
6 10 8 13 37 

Total 3507 4936 405 3 5324 17820 
17 18 19 23 76 

*The t~p number represents the children and youth being 
served by that agency on a monthly basis (Note : school 
personnel reported school census) . 

**The second number represents the amount of s urveys 
returned by each agency in the service area . 
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Appendix C: Estimated number of children and youth that 
could benefit from mental health services 

(Percent of number covered by survey) 

Agency_ Service Areas 

17 19 2 0 21 Total 

DFS 158 381 150 91 780 
(23 .0%) * ( 39.1%) (25 . 2%) (27. 4%) l30 .1%) 

DYS 0 132 0 1 133 
(71.0%) ( 5.3%) (6 4. 9%) 

JO 136 5 6 4 37 242 
(47 . 0 %) ( 5 . 0%) (40 . 0%) ( 2 3 . 4 %) (3 4. 2%) 

MHP 82 110 87 45 3 24 
(100.0 'll ) (100 . 0%) (65 . 9 %) ( 10 0 . 0 % ) (87 . 8%) 

SC 545 514 156 579 179 4 
(22 . 2 %) (14 .4 %) ( 4 . 9 % ) ( 12 . 1 % ) (12 . 9%) 

Totals 921 1142 457 753 32 7 3 
(2 6 . 3 %) (23 . 1%) (11. 3%) (1 4 . 1%) (18 . 4% ) 

*The first number is the actual n umber of children and 
youth that could benefit fr om mental health services . 
The :,.umber in pare nthesis is the percentage of t he 
agency 's caseload that could benefit from mental health 
services . 
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Appendix D: Number o f children and youth identified in 
each category, age group and severity 

At-Risk of Functional Disability 

0- 4 5-9 10-13 14 - 17 Tota l 

Mild 22 69 81 76 248 

loderate 155 299 221 307 982 

Severe 1 1 9 16 39 75 

Total 188 377 318 422 1305 

Conduct Disorders 

0-4 5-9 10-13 14-17 Total 

Mild 7 46 70 152 275 

~loderate 12 157 222 404 795 

Severe 2 11 39 80 1 32 

Total 21 21 4 331 63 6 1202 

Psychosis 

0 - 4 5-9 1 0- 13 14- 17 Total 

Mild 3 39 9 1 116 24 9 

Moderate 19 38 135 141 333 

Severe 3 10 34 37 84 

Total 
✓ 

25 87 260 294 666 
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Anxiety/Affective Disorders 

0- 4 5 - 9 10- 13 14-17 Total 

Mild 5 15 26 62 108 

Moderate 10 119 96 172 3 97 

Severe 2 7 15 46 70 

Total 17 141 137 280 575 

Multiple Handicaps 

0-4 5-9 10-13 14- 17 Total 

Mild 7 47 55 100 209 

Moderate 29 52 75 110 26 6 

Severe s 13 13 20 51 

Total 41 112 143 230 526 

Sexual Aberr ~t ions 

0-4 5-9 10- 13 14-17 Total 

Mi ld 4 8 14 34 60 

Mo derate 5 7 216 116 344 

Severe 2 6 12 14 34 

Total 11 21 242 164 438 

Future Danger .. 
✓ 

0-4 5- 9 10-13 14- 17 Total 

Mild 3 7 20 32 62 

Moderate 5 5 21 66 97 

Severe 3 5 14 15 37 

Total 11 17 55 113 196 
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Pres ent Danger 

0 - 4 5- 9 10- 13 14-17 To t al 

Mild 0 2 8 43 5 3 

Moderat e 1 0 12 35 4 8 

Severe 0 0 4 15 1 9 

To t a l l 2 2 4 93 120 

(See Table 8 for number of children and youth in each 
service area b y diagnosis ) 
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