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The Special Committee presents this report in recognition of the
staff and programs caring for children with emotional needs.
They give tirelessly and too often without appreciation and
resources.

We hope these findings and the Committee's subsequent efforts
will contribute to defining and providing the tools necessary to
complete the work they have so nobly begun.

DEDICATION
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The Special Committee on Mental Health was created four
years ago to investigate the basic issues of mental health care and
delivery of services.

In 1980, the Special Committee uncovered a series of unex-
plained deaths in state facilities and examined the practice of
seclusion and restraint.

In 1982, more than 300 persons attended the Special Committee’s
conference entitled, “What is Mental Illness? How Should Society
Respond?”, which explored basic societal perceptions of mental
health causes and treatment.

Bound copies of both reports are available by writing to: The
Special Committee on Mental Health, Room 2138, Statehouse,
Boston, MA 02133.

SENATE

[Senate. September 12, 1983 Offered by Senator .Jack H. Backmanl

Ordered, Tinii the special committee established (under Senate
Order No. 2033 of 1979, and as revived and continued), for the
purposes of making an investigation and study relative to
seclusion, restraints and deaths in facilities operated by, con-
trolled by or contracted by the department of mental health, the
department of public health and the department of youth services
and nursing homes, is hereby further revived and continued until
the last Wednesday of December, nineteen hundred and eighty-
four, and that the scope of said investigation and study be
enlarged to include provision of department of mental health
services to children, adolescents and adults in the commonwealth,
and that said committee be required to submit its interim or final
report by filing the same with the clerk of the senate not later than
said last Wednesday ofDecember.

THE SPECIAL COMMITTEE ON MENTAL HEALTH

No. 2133

alic (Eamnunuucaltli nf fMafisadiiuictts
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Created by Senate Order 2033 of 1979
Room 2138, Statehouse, Boston 02133

To the Honorable Senate and Ilouseof Represent

We, the undersigned, hereby submit an interim report on the
study (authorized by Senate Order 2033, October 10, 1979) by the
Special Committee on Mental Health.

Sen. Jack H. Backman

Sen. Nicholas J. Costello

Sen. John P. Burke

Sen. George Bachrach

Sen. Mary L. Padula

SPECIAL COMMITTEE ON MENTAL HEALTH
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In a year-long study, the Special Committee on Mental Health
has concluded that services for children with emotional dif-
ficulties are inadequate, often inappropriate, and uncoordinated.

The Special Committee questioned the area directors,
children’s coordinators, and area boards (nearly 250 in all) of four
human services agencies offering assistance to children: the
Departments of Mental Health, Social Services, and Youth Ser-
vices, and the Office for Children. A five-page questionnaire
was completed by an overwhelming 93% of these agencies’ area
and regional offices, followed by in-depth interviews with many of
the respondents. Special Committee staff also conducted ex-
tensive interviews with each of the agencies’ central office staffs.
Site visits to a number of programs were also made.

The results are powerful and consistent: the state is failing to
provide a full range of services to children and older youth with
emotional difficulties.

Some of the findings:

No area in the state provides a basic range of services
from prevention to intensive treatment;

The agencies are sending more than 1,300 admissions of
children to adult wards annually:

More than 75% of the state’s service areas lack adequate
residential beds;

More than 250 children at the Department of Mental
Health are waiting for basic counseling services: more
than half the DSS area offices have similar waiting lists;

More than one-third of the DMH areas and one-half of the
DSS areas report shortages of crisis intervention
programs:

There are extremely limited services for non-English
speaking children and families:

EXECUTIVE SUMMARY



SENATE No. 2249. [Aug10

Older adolescents with emotional problems are almost
totally ignored;

Most, if not all, children who are hospitalized because of
intensive needs are needlessly institutionalized.

The Special Committee also uncovered an absence of coor-
dination of the many different agencies providing children’s
services. This has resulted in agencies refusing to care for other
agencies’ children, identical services being offered by several
agencies, and lack of consistent case management, case referral,
and cost-sharing policies.

The fifteen specific findings in the report have been organized
under three general findings: inadequate, inappropriate and
uncoordinated. This structure is not meant to imply that these
findings are independent of each other. Instead, the findings are
intricately interwoven. For example, a child is inappropriately
committed to an adult ward of a state hospital because suitable
surroundings are not available. Another child is inappropriately
committed to the Department of Youth Services because there is
no coordinated state policy to aid the committing court in making
its decision.

This report also includes selected excerpts from interviews and
questionnaires. To protect the confidentiality of the respondents,
only the agency and the general region of the state are attributed.
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FINDINGS OF THE SPECIAL COMMITTEE
ON MENTAL HEALTF

Part 1
I. The States does not offer children a basic continuum of

mental health services.

I-A. Children are denied the benefits of preventive and early
response services

I-B. Counseling services are often not available to children

I-C. The State lacks adequate crisis intervention capability

I-D. Residential homes for emotionally disturbed youngsters
are in critically short supply

I-E. Too few options exist for severely disturbed youth

Services are not targeted for non-English speakingII
familir

111. Agencies deny services to emotionally ill older
adolescents

Children’s mental health has been a low priority for fundIV

ing

V. Emotionally disturbed children are often placed ir
inappropriate progran

V-A. Young people are routinely committed to adult wards of
state mental hospitals

V-B. Existing state mental institutions for children are largely
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V-C. Children are often forced to leave their communit:o
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)

Childhood and adolescence are times of emotional and social
development, and therefore, times of stress. For approximately
10% of all children and adolescents, it can also be a time of
emotional problems, due to lack of stable family supports, en-
vironmental stresses, genetic factors, nutritional deficiencies,
chemical imbalances or other, perhaps unknown, variables.

How we as a society prevent and treat emotional problems is of
serious and long-term concern. Unless we direct our full attention
now, we may lose our chance to effectively intervene andkeep our
children healthy.

The Commonwealth of Massachusetts estimates it has 152,000
youth in serious emotional difficulty. How well is the state ad-
dressing their and other children’s needs? The Special Committee
on Mental Health spent the last year posing that question to 200 of
the state’s human services workers. Ninety-three percent (93%)
of all the area offices of the Departments of Mental Health, Social
Services, and Youth Services, and the Office for Children an-
swered.

The overwhelming response of those and other providers and
professionals was that mental health services for children and
adolescents are inadequate, inappropriate and uncoordinated.

4 Lone Hislorv ofFailure
Unfortunately, these are long-standing and continuing failures:

as far back as 1964, a distinguished commission declared the need
for a full range of mental health services to children. The
Massachusetts Mental Health Planning Project, a group of more
than 60 mental health professionals, including then-commissioner
Harry Solomon, urged development of preventive services and
noted that a severe shortage of residential and day treatment
programs was the cause for placements of children in inap-
propriate programs.

In 1976, the Acute Psychiatric Standards and Criteria Task
Force of the state’s Department of Public Health noted, “Services
for children and adolescents are generally recognized as being

INTRODUCTION
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desperately needed in the Commonwealth.” That year, the
Department of Mental Health (DMH) reported 1,426 admissions of
persons under 22 to adult wards of state mental hospitals and
community mental health centers. [The figure is almost identical
seven years later, in 1983, despite a 15% decrease in the state’s
total under-21 population.]

In 1980, the New England Children’s Mental Health Task Force
found ‘‘limited resources, little comprehensive planning, few
links between the various service systems, [and) poor com-
munication within individual systems.”

In May 1983, former Department of Social Services Com-
missioner Mary Jane England, a children’s psychiatrist, called
emotionally disturbed teenagers the most ‘‘underserved age
group in Massachusetts.” Her statistics included 4,600 hospital
admissions for psychiatric care for those under 21 years of age.

In December 1983, the Department of Social Services (DSS)
announced it could no longer place emotionally disturbed children
in residential treatment programs in three of its six regions. The
agency had repeatedly notified the Executive Office of Human
Services of its budgetary problems during the previous five
months. Only last-minute maneuvering by the Governoraverted a
crisis and probable hospital admissions.

In January 1984, a Boston Globe article about problem
teenagers reported that juvenile court judges would send many
teenagers now committed to the Department of Youth Services
(DYS) instead to community drug, alcohol or psychiatric
programs if suchprograms existed:

It also noted that hundreds of youth are not getting services
‘‘because there is insufficient communication between the [state]
departments.”
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And in May 1984, the DMH commissioner, in a letter to Senate
Ways and Means, confirmed an in-house study which had found
that most institutional settings could and should be replaced with
less intrusive programs. He wrote: [The] current avefage daily
census of youth 21 and under on adult inpatient wards is testimony
to the critical gaps in the network of care. ’ ’

The following findings document that these problems continue.
It is the hope of the Special Committee that they will kindle con-
cern and action on behalf of this population.
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INADEQUATE SERVICES FOR CHILDREN

Part. 1.
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HE STATE DOES NOT OFFER CHILDREN
A BASIC CONTINUUM OF MENTAL HEALTH SERVICES.

The Special Committee found that no area of the state provides
a basic range of mental health services to children. The serious
gaps in this continuum lead to long waiting lists for essential
services, inappropriate programs, unnecessary in-
stitutionalization, and an inability to access such vital settings as
community residences.

According to the many area agency offices and providers
surveyed, each area of the state is lacking one or more of the
following service groups:

Prevention and Early Response: community education
programs and various support services designed to
detect and address the early symptoms of emotional
difficulties;

Counseling Services: perhaps the most fundamental and
the least intrusive mental health service; provided in
traditional settings (office, clinic outpatient), or in
non-traditional settings (home, school, or other setting
familiar to the child);

Crisis Intervention: services designed to respond to a
child at risk of family break-up, hospitalization or
other intrusive service or setting;

Residential Treatment: out-of-home, non-hospital,
therapeutic residences, usually within the child’s
community:

Intensive Treatment Program: residential or inpatient
setting which provides 24-hour-per-day therapeutic
programming for emotionally disturbed children who
present a danger to themselves or others.
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Selected Excerpts:

“Professionals state that the
hazardous environmental
stresses of poverty and social
disorganization, i.e. crowding,
inadequate housing, slums,
noise at unacceptable levels,
lack of sleep, racism, all
contribute to the root causes of
poor psychological adjustment.
What is needed in the DMH
system is a continuum of
services that will intervene at
any level of distress, beginning
with early intervention in pre-
school.”

“Intervention and treatment
for adolescents requiring
treatment beyond individual
and family counseling is almost
completely non-existent.”

[DSS - North Shore]

"There continues to be a
shortage of residential beds,
community supports, out-
patient services in the home,
alternative school programs,
peer group and family support,
after-school activity, in-school
support and consultation,
outreach services.” [DMH Boston]

[DMH - Central MA]

“[We need] child/adolescent
diagnostic services; home
support; court clinic; crisis
intervention; protective ser-
vices: residential; therapeutic
foster care; respite care;
emergency shelter...”

“I would be very hard put to
describe any of what DYS does
within the context of ‘continuity
of mental health services.’
Most often, we are simply
searching for a program that
can manage the client’s
behavior.”

[DMH - North Shore]

[DYS] ‘‘[We need] emergency
hospital beds, residential
treatment, therapeutic after-
school services, court services,
Haitian Creole clinicians.”

“The area lacks sufficient
residential services for the
severely emotionally disturbed
adolescent: residential
capacity for the moderate to
severely hirbed adolescent;
day s rvices including
vocational training: in-
dependent case management
capability.”

[DMH Gr. Boston]

“The adolescent population is
becoming increasingly at risk
due to gaps and deficiencies in
our service delivery systems.
Our available resources seem
unable to provide an ap-[DMH Western MA]
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day activity, court con-
sultations.

propriate level of in-
tervention.”

[DSS - North Shore] [DMH—Southeastern MA]

"The ‘continuance of care’
for DYS clients appears to be
relatively narrow, with few
stops between individual
casework supervision and
residential placement.”

‘‘[We need] diagnostic
services, inpatient, outreach,
emergency services, com-
munity education, case
management, group treatment,

[DYS]
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Agency staff statewide admitted a shortage of school-, court-
and community-based services designed to identify problems at
early stages, thus losing the opportunity to offer support to
children and their families before emotional problems intensify.

At the Department of MentalHealth:
Only five areas provide “preventive” mental health
services for children:

Only 26 of 40 areas (65%) offer community outreach
and education they themselves consider adequate:

At least Half the areas cited a need to improve
outreach.

The Department of Social Services reported extensive efforts to
educate the community and to publicize the state and community
resources, but:

At least half the DSS regions lacked sufficient
preventive mental health services for such “at-risk”
populations as parenting teens, especially in the
populous eastern section of the state:

Western and central Massachusetts additionally cited
the need for a vastly expanded system of outreach,
tracking, and advocacy, for troubled adolescents in
particular.

I-A. CHILDREN ARE DENIED THE BENEFITS
OF PREVENTIVE AND EARLY RESPONSE SERVICES.
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The Depart men! of Youth Services’ primary opportunity for early
intervention is with the 1,200 youth who are placed in detention
each year. The Special Committee found that, while 50% of these
children are detained for more than ten days, few counseling
services are provided.

Often the agency of last resort for children whose emotional
difficulties lead to delinquent behavior, DYS usually does not
perceive its role to include providing for the emotional needs of
children before they are committed to the agency. One DYS
budget proposal, however, might address the need for effective
intervention. Instead of committing a child to DYS, the proposal
would expand supportive services available to children on
probation, the goal being to reduce the number of youth
“graduating” from probation to DYS commitment. The budget
request thus far has already been reduced almost 65% by the
administration, from $1.3 million to $500,000.

The Special Committee also learned that local schools are
reducing their commitment to early response. Agency staff
reported increasing reluctance on the part of local school
systems, strapped by Proposition 2%, to identify children needing
special services, for fear of incurring special education costs.

Selected Excerpts:
“We are not in a position to when the child is younger, does

serve this population as they not have the funds or, at times,
surface in crisis, let alone in a the leverage, to ensure
proactive manner.” preventive care.”
[DMH—Southeastern MA] [DMH—Gr. Boston]

“School administrations fear “Our treatment is often too
cost-sharing. Often, they won’t little, too late. Kids don’t get to
admit the problem is as severe DYS until their problems are
as it is in order to avoid funding severe, and then we've got to
responsibility.” release them [at age 18] when

[DSS-North Shore] their problems are only half-
resolved.”

“DMH, which has the ex- [DYS]
pertise to intervene clinically “Outreach for services other
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thanoutpatient are not strong...
Limits of service are normally
reached regularly and outreach
for individuals would be similar
to making promises that can’t
be met.”

well-informed, realistic... oth-
er(s) have little or no interest
in appropriate remedies,
particularly if it is going to cost
them. Delays of this kind can be
disastrous for the youngster
with emotionalproblems. ’ ’[DMH—North Shore]

[DMH—Western MA]“Some [local schools] seem
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I-B. COUNSELING SERVICES ARE OFTEN NOT AVAILABLE
TO CHILDREN.

All the agencies agreed they do not provide adequate counseling
services to meet the needs of children in their care:

More than 250 children in 18 DMH areas are on waiting
lists for basic counseling services;

21 of the 40 DSS area offices have similar waiting lists;

Fewer than 17% of DYS-committed youth living at
home receive family counseling, and fewer than 40%
receive individual counseling:

Two of the five DYS regions offer no individual
counseling for children held in detention centers or
shelter care.

Inadequate funding or an emphasis on other services are cited
as major barriers to providing adequate counseling services.
Some DSS area staff said their clients have difficulty accessing
the traditional counseling offered by DMH because the required
diagnostic evaluation is often unavailable.

Others identified traditional counseling itself as an impediment.
Nearly half of all DSS areas, and four of five areas in western and
central Massachusetts, cited a need for nontraditional “outreach"
counseling to overcome logistical (e.g. transportation) barriers to
service, and to facilitate participation by the adolescent who is
reluctant to seek services in a clinic or office setting.

Selected Excerpts:

“Not all the clinics [in our
area] have psychological
testing available, nor is there a
full-time child psychiatrist
functioning as such anywhere
within the DMH system
[here].’’

“DSS must often go out of
area for diagnostic evaluations
of children. There are waiting
lists for treatment at all the
local mentalhealth clinics.”

[DSS-South Shore]

[DMH—Southeastern MA]
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the local DMH facility ‘‘Many services are still
being delivered to children and
adolescents on the grounds of
[a former state hospital]. We
have attempted to address this
by providing counseling ser-
vices at community locations
[but] many clients must still
come to the hospital grounds.
There are families that simply
refuse to come for services due
to the location.”

provides very limited out-
patient services for adoles-
cents.”

[DSS —North Shore]

“The need for ‘go-to-the-
client’ treatment services is
lacking from the local DMH
centers. Outreach therapy
services have been found to be
a significant service in working

with children and adolescents
and in helping families to keep
theirchildren at home.”

[DMH—Boston]

[DSS —Gr, Boston]
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State efforts to prevent unnecessary hospitalization or equally
intrusive treatment for children in crisis are inadequate in every
region.

Of DMH areas:

35% need increased respite care;

37.5% lack sufficient emergency shelter slots;

35% have no day treatment programs.

At least half of the DSS areas need additional respite care, day
treatment, intensive counseling or similar crisis intervention
programs.

Day treatment remains among the least available services in
the DSS and DMH service delivery systems. Day treatment
programs provide intensive, day-long milieus, thereby enabling a
child to live at home; the relatively few programs that exist have
proven to be effective in diverting children from hospitalization
and averting recidivism.

Similarly, DSS’ innovative Intensive Family Support program,
despite a successful track record, is offered in only half its
regions. The Intensive Family Support program offers 24-hour
direct services such as therapy and respite care, and case ad-
vocacy to children and their families by a team of trained mental
health professionals.

I-C. THE STATE LACKS ADEQUATE CRISIS INTERVENTION
CAPABILITY.
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‘‘There are times when
youngsters are hospitalized or
sent to residential treatment
facilities because there is no
day treatment program. ’ ’

simultaneously collects data on
programs needed but
unavailable.”

[DMH-Gr. Boston]

[DSS —South Shore] ‘‘[We need] a crisis in-
tervention/diversion program
24 hours a day, seven days a
week, that will respond to
crises in clients’ homes. The
program will have capacity to
divert clients from state
hospitals, transport clients to
treatment facilities, and
arrange for placement in crisis
residences.”

“Any youngster who goes
through Metropolitan State
Hospital or who is deemed “at
risk” of hospitalization by
referral through the area of-
fice, is assigned a social
worker. This social worker
than follows the youngster and
family, helping them secure
services. The program [DMH—North Shore]

Selected Excerpts:
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I-D. RESIDENTIAL HOMES FOR EMOTIONALLY DISTUR-
BED YOUNGSTERS ARE IN CRITICALLY SHORT SUPPLY.
SUPPLY.

The most pressing need cited by the Departments of Mental
Health, Social Services and Youth Services for emotionally
disturbed youngsters is adequate residential services. Eighty-five
percent of the DMH areas and 70% of the DSS areas claimed an
inability to furnish adequate residential housing to emotionally
disturbed youngsters. DYS offices complained that DMH
residential programs refused to accept DYS adolescents with
mental health difficulties: further, DYS’ contracted residential
programs are reluctant to accept children with manifest mental
health problems. Because these residential programs are con-
tracted, the agencies have limited authority to place difficult
children in them.

Residential programs which are available frequently lack the
support services, such as emergency care, sufficient counseling,
and respite care, necessary for a therapeutic milieu. DSS, for
example, provides the vast majority of residential placements for
emotionally disturbed youth, taut states it is neither within the
agency’s mandate nor its ability to offer the support services
emotionally disturbedindividuals require.

The immediate consequence of a residential shortage is that
children and adolescents are often placed in less intensive
programs that they need, or are living in more restrictive in-
trusive environments thanare appropriate (see Finding V-A).
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Selected Excerpts:

“Our clients also need access
to community-based resi-
dential facilities for juveniles/
young adults. They do not
exist.”

“The difficulty is that ser-
vices are limited, i.e. four
community residential beds for
adolescents for the area is not
enough.”

[DYS][DMH—North Shore]

“The most pressing need is
for mental health facilities—-
either community residential
or group residential—to be
available to serve the children
whose problem is a mental
health problem.”

‘‘Many children we
recommend for twelve-month
programs only get offered
lesser services which do not
meet their intense needs.
Children needing residential
programming seldom receive[DSS—Central MA]
it

[DMH—Gr. Boston]“Due to the Department of
Mental Health’s budgetary
allocations, there are few
options for residential
placements of adolescents with
significant mental health
needs.”

“There is a dearth of foster
homes and residential facilities
for seriously disturbed
adolescents coming out of
psychiatric hospitals.”

[DYS] [DSS—Western MA]
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The survey responses reveal that DMH, DYS, and DSS serve
large numbers of youth whose emotional problems are severe.
Yet, few services other than hospitalization have been developed
for this population.

The usual response to acutely disturbed youngsters is
placement in state hospitals, the Gaebler Children’s Center, or
other institutional settings. Those with insurance (about 4,600 last
year) find themselves on general or private hospital psychiatric
wards.

Agency staff readily admit that many, if not most, of these
placements could be avoided with adequate residential and home-
based programming. For the remaining children who would still
need intensive care, the agencies’ only alternative is the con-
ceptual model of the now-defunct Regional Adolescent Program
(RAP) (12-20 bed regional units which were dismantled in 1981).

The RAP model, however, was criticized for poorly-defined
admission and discharge criteria, use of clinically-questionable
behavior modification techniques, and high cost. At the time,
advocates urged the state to study and implement alternative
models which minimize the intrusive nature of secure programs.
This advice has not been heeded, although 65% of the DMH areas
and 57.5% of the DSS areas report a need for intensive treatment
programs.

The Department of Mental Health currently runs the only
remaining RAP program at Danvers State Hospital, but has
proposed two more for DSS-involved children. The Department of
Youth Services is scheduled to open a similarprogram this month
at Westborough State Hospital.

I-E. TOO FEW OPTIONS EXIST FOR THE SEVERELY DIS-
TURBED YOUTH.
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Selected Excerpts:

“The region is lacking a
secure, long-term residential
facility to deal with acting-out
adolescents with serious
mental healthproblems.

“There is a demonstrated
need for a psychiatric facility
for children/adolescents in
acute crisis. The resources are
practically non-existent in this
area and in the entire state. ’ ’ [DYS]

[DSS —South Shore]

The Department or-
“We need area-based, im-

patient short-term hospitaliza-
tion for the area’s disturbed
children/adolescents. When
DMH is approached, generally
the response is, ‘we do not have
the resources to help you.”

dinarily can only offer intense
treatment situations for a 6-12
month period. In fact, many of
the kids have chronic con-
ditions and must be brought
through a system of care of
prolonged duration. ’’

[DSS—Central MA][DYS]
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The state has shown insufficient sensitivity to the plight of non-
English speaking families and children:

One in four DSS areas reports a shortage of services
for persons of other culturesand nationalities;

Virtually all the metropolitan Boston DMH areas cite
similar shortages;

DYS regions note limited services for Portuguese- and
Spanish- speaking families.

This lack of services becomes even more pronounced when one
realizes the large minority populations living in Massachusetts
(1980 census):

More than 180,000 individuals under the age of 24 who
speak a language other than English at home;

110,000persons speak limited English or none at all;

More than 30 nationalities are represented, including
growing numbers of Indochinese, Central American,
and Russian immigrants.

Language facility is not the only issue; a sensitivity to the
culture, an understanding of adjustment problems, and a need for
greater outreach are also important. Agency providers admit,
however, limited outreach capacity, a severe shortage of workers
and professionals who can converse with non-English speaking
clients, and generally a limited comprehension of minority
cultures.

11. SERVICES ARE NOT TARGETED FOR NON-ENGLISH
SPEAKING FAMILIES.
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Selected Excerpts:

“The area had an Hispanic
team of six staff members. The
[area] was forced to cut the...
team when hit with severe
funding losses from Proposition
2%. The area salvaged one half-
time position.”

“Specific case experience
dealing with the Indo-Chinese
population has shown that
mental health facilities in this
area are not equipped to
provide the necessary staff, be
it professional or para-
professional, fluent in the
above languages as well as
being knowledgeable in the
above cultures.”

[DMH-Gr. Boston]

“DMH services to the multi-
ethnic children (Portuguese,
Hispanic, Haitian, Asian,
Greek, Arab, etc.) are severely
limited and often non-existent.
As a result. . . these children
have to be placed in not-
adequate placements, or have
to remain longer than is safe in
risky situations.”

[DSS—North Shore]

“We have [no] service
capabilities for Asian and
Vietnam patients who do not
speak English.”

[DSS—Gr. Boston] [DMH—Boston]
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Older adolescents with mental health problems are perhaps the
least-served population in Massachusetts;

39 of the 40 DSS area offices cite insufficient services
for olderadolescents;

Most cases requiring interagency mediation involve
older adolescents with mental health problems, for
whom no agency wants responsibility:

More than 75% of the youth on adult wards of state
mental hospitals are between the ages of 18and 22;

Schools are allowing difficult youth to “drop out”
rather than providing them adequate support services.

The gap in services for this population stems partially from lack
of planning and partially from statutory limits. By law, DSS and
DYS need only care for adolescents until they reach the age of 18,
and the agencies have done little to assure continued services.
Although DMH is mandated to serve older adolescents, it runs few
programs which do so.

Consequently, older adolescents with mental health problems
must fend for themselves. This situation is exacerbated by an
expensive and tight housing market which may make it im-
possible for them to stay in their home communities. One
suburban DMH area office remarked, “Our older kids can’t stay
at home anymore, but they can’t afford to live here either. They
end up in Boston instead, cutting off all continuity of mentalhealth
services.”

Older adolescents also need a different set of services than do
younger people. Family therapy becomes less a factor, useful
vocational counseling becomes more of one. This and other in-
dependent living skills preparation, however, are almost non-
existent.

111. AGENCIES DENY SERVICES TO EMOTIONALLY ILL
OLDER ADOLESCENTS.
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Selected Excerpts:

kid until he’s 17}£, and then
we’re somehow supposed to
‘cure’ him in six months.”

“Mental health [services] for
teenagers are either non-
existent or so difficult to obtain,
due to red tape, that it becomes
ridiculous and dangerous to
consumers.”

[DYS]

“The 18-22 population is
critically in need of a network
of programming. In most
cases, being terminated from
both DSS and DOE, the 18-year-
old is confronted with
developing his/her own skills
occupationally, socially and
personally.”

[DSS—North Shore]

“An emerging population
appears to be too old for foster
care, yet inappropriate for
adult programs. At this time,
services are not in place. ’ ’

[DMH—Western MA]
[DMH—Gr. Boston]“Many times we don’t get a
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The shortage of children’s mental health services statewide is
directly attributable to inadequate funding and the agencies’ own
budget priorities. One former DMH children’s division director
stated:

A seriously emotionally disturbed individual 21 and
under continues to be four times less likely to receive
care than an adult. . .even though the 21-and-under
population comprises approximately 33% of the
population of Massachusetts and 40% of all persons
requiring mental health intervention.

DSS, DMH, and DYS area and regional offices reported:

Less than four percent of the half-billion dollar DMH
budget is allocated for children’s mental health;

The Governor reduced by almost half DMH’s already
meager F.Y.‘B5 budget request for new children’s
mental health programs ($2.2 million to $1.3 million);

In Fall 1983, the Department of Social Services, citing
budget shortages, temporarily closed admissions of
emotionally disturbed children to community
residential care;

DYS staff highlight an absence of DMH and a shortage
of local school system resources.

Inadequate funding results in a lack of appropriate planning
and insufficient mental health services for children:

IV. CHILDREN’S MENTAL HEALTH HAS BEEN A LOW
PRIORITY FOR FUNDING.

The DMH central office has reduced its children’s
division from 29 employees in 1981 to 9 today, leaving
staff only able to maintain existing contracts;
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Fewer than half (17 of 40) of the DMH area offices have
even one full-time staffperson to work exclusively on
children’s mental health issues: 18 of the remaining 23
offices devote less than one half-time position for this
purpose;

The Departments of Social Services and Youth Ser-
vices have no personnel in their administrative offices
who work full-time on the planning, promotion, and
evaluation of children’s mental health services.

Funding shortages also result in inadequate staffing, training
and salaries for direct care workers:

Starting pay for children’s direct services workers in
contracted programs is $lO,OOO or less, and little better
in state-run programs. Salaries do not increase ap-
preciably with continued service;

Initial and ongoing training is inadequate: many
agency personnel report that most of their workers
receive so-called “hands-on training’’; DSS workers,
most with college degrees, complain that funding for
in-service training is scarce. Further, such sessions
are usually conducted in central or regional offices
instead ofat the local offices;

Most programs meet legal staffing requirements, but
these low staff/patient ratios make it impossible to do
much more thanmaintenance care.
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Selected Excerpts:

“Granted the numbers are
not great, but those few youth
for whom no adequate services
exist drain all energy and
resources for the other clients
committed to our care.”

“Historically, children and
adolescents have received the
lowest priority for funded
services. As such, like most
areas, we have just the shell of
what otherwise might be a
comprehensive area system for
children.”

[DYS]

“Legislators seem unwilling
to spend the money necessary
to meet the service needs of
disturbed youngsters, despite
the fact that this is an in-
vestment in the future.”

[DMH-Western MA]

“Very often the lack of
funding has caused an erratic
approach to children’s needs.”

[DMH-Southeast MA]
[DMH-Western MA]

“The tensions between LEAs
and state agencies is increasing
due to inadequate resources on
both sides.”

“The lack of adequate fund-
ing for children’s services by
the Department of Mental
Health creates additional
burdens for the community.”

[DMH—Gr. Boston]

“Today the organizational
structure of the [DMH
Children’s] Division can best
be described as non-existent.
Due to the decrease in staffing,
the Assistant Commissioner,
alone, attempts to carry out
major tasks ... which were
previously divided among the
Assistant Commissioner, the
Deputy Assistant Com-
missioner, and the entire
Administration and Finance
unit.”

[DSS —Central MA]

“The current tendency to
push new child referrals to
other agencies is due to a lack
of resources on the part of all
agencies. It is resulting in
many children not being served
adequately, and just as im-
portantly, it has resulted in
unnecessarily long delays for
those who (eventually) do get
funded and served.”

[DMH-Central Office] [DMH—Gr. Boston]
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I

INAPPROPRIATE PROGRAMMING

Part 2.
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Many services now offered to emotionally disturbed youth fail
to meet at least one of four criteria central to appropriate mental
health programs: age appropriateness, suitable physical setting,
optimal length of stay, minimal invasiveness.

All agencies surveyed report a pattern of inappropriate
placements for children with mental health needs:

The Department ofMental Health places children on adult
wards of mental hospitals;

DMH continues to rely on institutional settings which
are highly invasive, are located in unsuitable settings,
and have lengths of stays averaging more than two
years;

The Department of Youth Services offers few appropriate
treatment programs for committed youth with serious
emotional difficulties. DYS offices report that ap-
proximately 150 adolescents, or almost 10% of DYS’
total caseload, have mental health needs that are not
being treated adequately. The only program DYS has
planned for this population will be another highly
secure facility located on the grounds of a state mental
hospital;

Department of Social Services areas lack the specialized
personnel, programs and resources for emotionally
disturbed children. The agency warns in its F.Y. ‘B5
budget request; “Almost all the older adolescents in
residential placements are seriously disturbed.”

DSS often pressures shelters without appropriate
support services to accept adolescents with serious
mental health needs. One shelter reported, for

V. EMOTIONALLY DISTURBED CHILDREN ARE OFTEN
PLACED IN INAPPROPRIATE PROGRAMS.
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example, that it received 15 placements directly from
psychiatric hospitals last year, and felt impelled to
refuse 52 others;

All three agencies place children in programs outside
their home communities.

Selected Excerpts:

continue to deal with a majority
of mental health adolescents.
These adolescents are severely
disturbed but yet cannot
receive services from DMH.
We continue to provide services
to [this] population without
proper resources and
training. ’ ’

“The services that the region
provides for mentally ill kids
are essentially ad hoc, con-
sisting mainly of where the kids
can reasonably be housed and
then adding psychological
services.”

[DYS]

[DSS—Gr. Boston]‘We have found .

. . that we
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The state continues to send children and older youth to adult
wards of its mental health facilities. There were more than 1,400
admissions in 1976; in 1983, seven years later, there were still
more than 1,300, despite a 15% decline in the overall under-22
population.

This practice has been criticized on both the state and national
levels. A 1982Children’s Defense Fund study revealed:

[Children] are often exposed to seriously disturbed
adults who have spent years in institutions . . . and
show extremely bizarre behaviors that the children
begin to mimic. Further, children on adult wards are
particularly likely to be denied suitable education and
other services.

The Department of Mental Health also conceded, in a 1981 study
of all youths living in such surroundings, that;

Nearly all of the adolescents could have been diverted
from state hospitals had general hospital care [used as
emergency care or in short-term situations] and
community alternatives been in place. Forty percent
could have been treated in community program set-
tings without any hospital involvement [emphasis added].

In a summary of the F.Y. ‘B3 DMH budget, a member of DMH’s
advisory council also revealed that . .95% of state hospital
adolescent patients remain an average of three weeks beyond the
date when they could have been released to an adequate setting.”

V-A. YOUNG PEOPLE ARE ROUTINELY COMMITTED
TO ADULT WARDS OF STATE MENTAL HOSPITALS.

DMH’s commissioner reaffirmed these findings in a recent
letter to the Senate Ways and Means Committee. He wrote:
“[The] current average daily census of youth 21 and under on adult in-
patient wards is testimony to the critical gaps in the network ofcare. ”
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At least 24 states prohibit placement of children or adolescents
on adult wards. Massachusetts is not one of them. Senate Bill 1991,
co-sponsored by many members of the Special Committee, would
outlaw this practice.

Selected Excerpts:

“No adolescent inpatient unit
in area or region. Result;
children are placed inap-
propriately on the adult unit at
[the] state hospital. This
happens to about 15 children
each year who do not have the
[insurance] to pay for private
psychiatric treatment.”

“There is only one children’s
inpatient unit in the state. This
results often times in
adolescents requiring tem-
porary inpatient services to be
placed on chronic adult in-
patient wards.”

[DSS—Southeast MA]
“At times, seriously

disturbed children receive less
than optimum care, only to
drop into the state hospital in
late adolescence.”

[DSS—Gr. Boston]

[DMH-Gr. Boston]“The area is lacking
specialized residential, in-
patient, respite and foster care
services for children and
adolescents. This results in
children and adolescents being
hospitalized out of area at great
distances from their families,
or leads to hospitalization in
inappropriate adult units. ’ ’

“While a small suburban
area, [we have] had some very
seriously disturbed adolescents
and young adults. Because
there are no appropriate
resources to meet their needs,
the adolescents end up on our
unit at Danvers State Hospital
for long stays.”

[DMH—North Shore] [DMH—North Shore]
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The state’s institutional programs for youth fail to meet one or
more of the basic criteria for appropriate mental health
programs.

Gaehler Children’s Center in Waltham fails on several counts.
Gaebler is a large, overcrowded locked state hospital which
houses 45 or more children for an average of 2V2 years. Among the
many failures:

Admission and discharge standards are inadequate
and inconsistent;

There is no coordination of admissions from DMH,
DSS, DYS, and the courts to assure that only the most
difficult children are admitted to this highly restrictive
facility;

Program space is inadequate;

Seclusion and restraint is used on children five times mart
than at any other state mentalhealth facility;

In 1980, the DMH Blue Ribbon Commission recommended that
alternative services be developed and that Gaebler be closed
within five years. Instead, the Department plans in the next year
to add 12 or more clients to an already overcrowded facility.

In 1981, the DMH Children’s Division concluded that “nearly all
the Gaebler children. . . could be discharged to community
programs, primarily residential facilities, if such facilities were
available in their communities.” Instead of funding such
programs, the Department spends more on Gaebler than all the
services in any region of the state (except the western region,
which is under court order).

V-B. EXISTING STATE MENTAL INSTITUTIONS FOR CHILD
REN ARE LARGELY INAPPROPRIATE.
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In 1982, the chairman of the DMH Statewide Advisory Council’s
Children’s Subcommittee noted: “[T]wentv-five percent. . . whc
require hospitalization at Gaebler remain one month to a year
after they could have been discharged because there is no ap-
propriate community program

In 1984, the state’s Attorney General responded to a complaint
filed by the chairman of the Special Committee on Mental Health
that children were being illegally secluded. The subsequent in-
vestigation forced the Department of Mental Health to rewrite its
policies regarding seclusion and restraint, not only at Gaebler but
at all its mental health facilities, to conform with state law.

The Mass. Menial Health Center’s Children’s Unil in Boston shares at
least the poor choice of setting and questionable restrictiveness of
Gaebler.

The MMHC Children’s Unit is a locked hospital ward which
serves up to 10 children within an adult facility. The unit itself is
cramped and poorly lit; little program or recreational space is
available. The children’s rooms have been carved out of open
space with only partitions for privacy. Yet, like Gaebler, this
program serves young children under the age of 16 for an average
ofmore thantwo years.

The need for the restrictiveness of this program is questionable;
this is particularly emphasized when one realizes that children
are permitted to, and in fact must, go home on weekends without
any such limitations.

Two other institutional programs, DMH’s Centerpoint and DYS’
"Program for Special Need Youth”, share many of the same

problems.

Centerpoint, a DMH-contracted program, has been praised for
its dedicated staff and innovative treatment programs. Seven
years after its creation, however, and despite original intentions
to the contrary, the program is still located on a locked floor in an
old building of Danvers State Hospital. Like the other programs,
the 12 or so youth at Centerpoint are institutionalized for an
average of more than two years.
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Similarly, the DYS program for 15 of its severely emotionally
disturbed youth, will be a locked program on the grounds of
Westborough State Hospital. The program is scheduled to open
this month; the Special Committee will follow its development
closely.
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Human services agencies regularly place children in residential
sites far from theirhomes.

• DSS and DMH place children in other states as far
away as Illinois. One Rhode Island program for
emotionally disturbed children claims that one-third of
its clients are from Massachusetts:

One DSS service area routinely places children in

residential programs more than 100 miles away:
another placed 25 children out of its area in just one
year:

Intensive programs for youth are seldom area-based,
forcing children and families out of their communities.

While some agency personnel maintain that placement of a
child outside the home community is occasionally in the child’s
best interests ("to get them away from threatening pimps, away
from the influence of neighborhood gangs, away from angry
neighbors...”), these instances are few, and disproportionate to
the number of children being placed out of home communities.

Given the considerable size of many DSS and DMH areas and
certainly the DYS regions, placements of children even in the
neighboring area or region can impose heavy burdens on families
with limited incomes and resources, to travel those distances.

An additional problem is that other agencies, especially DMH,
often refuse to provide services to anotheragency’s clients if they
are placed out of area.

V-C. CHILDREN ARE OFTEN FORCED TO LEAVE THEIR
COMMUNITIES TO RECEIVE CARE.



SENATE - No. 2249. [Aug48

Selected £ cerpt

tained.”“Another population which
DMH has refused to service are
children from other areas
placed in [our] specialized
foster homes.”

[DSS—South Shore]

“The area is lacking...ser-
vices. This results in children
and adolescents being
hospitalized out of area at great
distances from their families.”

[DSS—Central M

“There are no residential
mental health treatment
facilities in the area, or in
proximate areas. Children and
adolescents who are aggressive
and assaultive and emotionally
disturbed are placed in
facilities which are located at
least 100 miles away when
community residential care is
needed. Family involvement
can be supported and
strengthened [only] if contact
can be realistically main-

[DMH—North Shore]

“Massachusetts is severely
lacking in adolescent mental
health facilities. As a result, we
have gone outside the state for
services. For example, the
...Bradley Hospital...in Rhode
Island has accepted and suc-
cessfully treated a number of
children.”

[DSS—Gr. Boston]
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NCOORDINATED SERVICE DELIVERY
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The state, through lack of attention and a failure to set ob-
jectives, has created a disjointed and frequently unresponsive
service delivery system for children. Instead of a cooperative,
well-oiled mechanism that takes into account the varied needs of
children and the many bureaucracies involved (the courts, the
schools, the human services agencies, and others), a plethora of
service providers operate independently and, at times, at cross
purposes.

The Office for Children was created ten years ago to assure the
coordinated delivery of services to children. A history of ad-
ministrative and legislative indifference, however, has effectively
barred it from fulfilling this mandate. Instead, it has been largely
limited to assisting children who have already “fallen through the
cracks.”

No mechanism exists, then, to organize these often-competitive
entities to meet all of a child’s needs:

There is no overall case management or case referral
system by which a child is assured adequate and ap-
propriate services;

The services a child receives is solely a function of the
agency through which he or she enters the system;

* Long delays occur in obtaining services for children
needing services from more than one agency ;

Courts have to make placement decisions without an
overall state policy or input from the human services
agencies;

No mechanism exists for identification and joint

funding of children who “drop out” of school due to

unattended mental health needs.

VI. THE STATE HAS FAILED TO COORDINATE DELIVERY
OF CHILDREN’S MENTAL HEALTH SERVICES.
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Selected Excer/Us:

“The issue of responsibility
for care or financial support
tends to become the major
interagency struggle, often
creating a delay of service
delivery.”

“Cooperation is almost non-
existent. Interactions consist of
each agency trying to dump
case management and
financial responsibility on an-
other usually back to DSS.”

[DSS—South Shore][DSS-Gr. Boston]

“Often, agencies’ ex-
pectations of each others’
capabilities results in disap-
pointment and frustration.”

“Frequently, there are
battles over who ‘owns’ this
kid, and attempts to pass
responsibility. There is too
much splitting of children.” [DMH—Boston]

[DMH—Western MA]
“More often than not, the

relationship [between agen-
cies] is characterized by
competing and conflicting
diagnoses, treatment plans and
personality issues.”

‘‘[We] need clearer
guidelines regarding “owner-
ship of clients.’ ”

[DMH—Central MA]

[DSS—Western MA

“Courts, in their frustration,
utilize the DYS detention and
case management system
inappropriately to facilitate
services for clients in need of
crisis and long-term mental
health services.”

“The mandate of each
respective department is often
vague and duplicative. Coupled
with fiscal realities and ad-
ministrative pro forma, ob-
vious complications develop.”

[DMH—Western MA]
[DYS]
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The Executive Office of Human Services has traditionally failed
to take a lead role in coordinating the policies, programs and
funding priorities of the human services agencies. This has
resulted in a long, and frequently loud, history of interagency
disputes.

Children with a variety of needs or who require costly services
are often the losers. While a few areas convene regular in-
teragency meetings to ease communication and to improve their
ability to serve children, in general, most area personnel reported
that:

Agencies rarely meet until a conflict or crisis arises:

Agencies have adopted conflicting cost-sharing and case
referral policies;

Identical services are offered by different agencies
while other services are offeredby none;

Jointprogram development is seriously limited;

Agencies are resistant to serving a child from another
agency;

Agencies “disown” children when they are referred to
another agency for services.

7/; c Department of Mental Health perhaps best illustrates the
results of these failings. DMH has developed cost-sharing policies
that almost guarantee breakdowns in cooperation on the area
level; it is responsible for most of the cases which end up in
dispute. The Department regularly refuses to provide services to
children in the care of other agencies, and it quickly transfers
aggressive and assaultive youth to the courts and DYS, without
utilizing interagency channels.

VIA. THE EXECUTIVE OFFICE OF HUMAN SERVICE HAS
NOT COORDINATED ITS OWN AGENCIES.
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As one OFC child advocate described the situation: “In general,
the more emotionally disturbed the client, the less services are
available and the more elusive the willingness of agencies to
accept responsibility for cost-sharing.”

Selected Ext er/ > Is:

“DSS and DMH do not seem
to have a compatible
relationship, unfortunately.
This, in part, may be due to a
lack of clear criteria as to
which client each agency
services. We feel DSS ‘passes
the buck’ to us. ... I am sure
they feel likewise about us. ”

“The ’easy’ DYS court
commitment results in our
being the receptacle for kids
who have failed existing
DSS/DMH programming.”

[DYS]

“The IDT process at the
regional and central levels is
extremely slow, with plans for
children sometimes taking up
to a year to be finalized and
implemented.”

[DMH—North shore]

“There is little or no
cooperation at the court level to
force DMH involvement.
Although there are attempts at
the OFC-IDT level, these are
also frustrated by DMH red
tape, bureaucracy, and claim
of no resources.”

[DSS—Western MA

“DMH refuses on a policy
level to accept responsibility
for adolescents, even when they
are very clearly serious
psychiatric cases.”

[DSS —North Shore] [DYS]


