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INTRODUCTION

Task Force Process

ngnniontheneommendaﬁonoftheMFm'eeonPsynhology.int.he Schools. The
mdmdmeﬂcmmw%&émﬁogmmmgpﬂm@e
psychological and mental health needs 10, determine gaps In service
-deﬁvery,andprwiderewmmendgﬁomonhawtheugapsnhoulﬂbeaddmued.

IheﬁveTukForeemmbenindudedeinimlpsyghglggutBandthree
school psychologists, with limisons appointed from APA’s Division 12 (Clinical
Psychology); Division 16 (School Psychology); the Committee on Chﬂd.ren, Youth and
Families; the Task Force on Rural Psychology; and the National Association of School

Psychologists.

As numerous documents and resources were identified and reviewed by Task -

Force members, it was apparent that comprehensive and integrated services for
children and families was a topic of national debate and that psychology was not a
visible player in that debate. The Clinton administration health care plan was under
development during these deliberations, and the status of mental health services for
children, especially preventive care with a developmental focus, was unclear. As the
Task Force members and linisons reviewed materials and received information from
national experts, the compelling evidence suggested that psychological services for
children could not be comprehensive or coordinated unless they were
integrated with a broad range of related services and driven by concern for
the needs and desires of families.

The Task Force also heard from many other APA committees and staff to
determine what activities and initiatives were already underway that might relate
to its mission. In 1992, the Task Force began the development of a conceptual
statement on comprehensive and integrated services for children and families. This
draft statement was disseminated both within APA and to outside interested groups
for feedback. A broad array of organizations were invited to a forum at the April,
1993 Task Force meeting to discuss the concept of services integration and what
needs existed, as well as to receive further feedback on the draft document. The
large turnout and the discussion revealed high interest and commendations for both
the paper and the fact that psychology was interested in this concept. The present
document represents the final result of this extensive process.
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Format of Service Integration Paper

The current document on Services Integration should be viewed as a conceptual
statement, not a scholarly reference work. A concurrent docrzu.nent i8 unc.le.r
development to provide a more comprehensive theoretical and empirical foundation
for these ideas, especially as they relate to psychology’s role. Tl.xg present dogument
is intended to present briefly the needs of children and fa:ml.le.s. to identify 1:.he
greatest gaps in services, and to discuss how psychology can mob.xhze asa pra.f'ess?on
‘to address both needs and gaps. As such, the document begins by highlighting
prominent indicators to demonstrate that America’s children and fam.i.};ea are in
crisis, followed by a discussion of the needs of children and faml..les, delineation of
essential features of an integrated service system, and consideration of psychology’s
role in improving services to children and families. _

Appendix A contains & policy statement entitled "Psychology and Services
Integration”, to be forwarded through APA's governance structure for agp_ruval. This
resolution is designed to mobilize the psychological community by providing focus to

‘efforts of the American Psychological Association on behalf of children and families.

It also may serve to communicate our goals and intentions to other professional and
advocacy groups. Subsequent appendices include: (1) a listing of sample programs
that seek to integrate comprehensive services (Appendix B); (2) suggested readings
for more in-depth information on services integration (Appendix C); (3) a position
statement "Children’s Mental Health Needs: Reform of the Current System"”
developed by the Task Force in the context of health care reform (Appendix D); and,
(4) a listing of invited reviewers for this document (Appendix E).

The Task Force members hope this conceptual document will initiate further
discussion within psychology on how to attain comprehensive psychological services
that are coordinated and integrated with other service needs of children and families,
that focus on shared goals and outcomes, and that will lead to strengthened,
empowered families.

Other Task Force Activities

At the April, 1993 meeting, Dr. Annette Rickels, an APA Congressional Fellow
serving on the mental health subgroup of President Clinton's Health Care Reform
Task Force, stated a need for a document addressging children's mental health needs
in the context of health care reform. In response, our Task Force developed the
position statement: "Children’s Mental Health Needs: Reform of the Current
System." This statement emphasizes preventive services, use of schools and primary
health care settings as essential delivery sites, alternative service approaches, flexible
funding arrangements, and mental health services that are integrated with other
services and focus on building competence (see Appendix D). :
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The Task Force also was encouraged by BPA to continue the effort to develop

a children’s agenda for APA. During its final year of work (1993-94), the Task Force -

will focus on initiating and coordinating dialogue about a comprehensive children’s

agenda for psychology, integrating enstmg efforts with proposals for new and
expanded initiatives.
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AMERICAN CHILDREN AND FAMILIES IN CRISIS:
A SAMPLING OF SOCIAL, DEMOGRAPHIC AND ECONOMIC
lNDICATORS

ECONOMIC

About one in five children live in povarty. Nnﬁyzsiofch;ummthnnhndmmmlssl
mmmdmmmmmpdmmnnndm
Each year, nmﬁlommummllﬁﬁmhmm

mmmmhmhumm Ddhrd-ubplrlm
Nm'b zmﬁnmuhu::’:w -

a
munmdmumm..mmmmmnum.mm

‘n-nhllhcamhh nwmmhmum
!m&nﬂdhhbhﬂ%nnhmmﬁhmnﬂinﬂhmbmhn“

having had appropriate vaccinations.
hmxmmm«mammmwhsdmmwmmm
for black and Latino children), and 8.3 million childran were whally uninsured. |

Low-inaome working families experienced & 25% decline in svailahility of bealth insurance from 1877 through 1987,

'FAMILY TRENDS

mummm&wmmhh-ﬂmMMdmwnﬁuhm
(the majarity of these invelve children),

In 1988, ﬂlilflﬂdﬂdmhndnﬁnﬂmhddbuumudumh:ﬂlﬂ&hm'uﬂi

In 1991, the poverty in female-beaded, single-parent familiss was 55%, more than five times that of married couple

families.

EDUCATION

D-mmwdpmﬂdmhnh,hmmdmchﬂhhutmm
markadly in the past decads; tast scares lag behind those of students in many other industrialised countries. -
During 1987, almost 2.5 millian thafis and about 455,000 viclent crimaes cccxrred in and arvund schools.

CHILD CARE

About 10 million children younger than five ware eared for by scmeons othar than a parent in 1890,

In 193], 53% of woman with an infant younger than ans were in the labor fores,

About 1.3 million age § to 14 care fior thamseives during the hours whan they are not in school.

The sverage number of children per child cars staff mamber has risep by 25% since the 1970's.

Adjusting for inflation, child eare taacher salaries declined by nearly coe-quarter from 1977 o 1988, with more than’
half earning less than the poverty level for a family of thres.

41% of child care wurkers Jaft thair jobs in 1988,

CHILD WELFARE

Mmmﬂy&?nﬂlmrvmdehﬂdnhunndwhawm

In 1991, approximatsly 429,000 childran were in foster bomaes, group homas, or institutional settings, up from 270,000
in the early 1980%.

Onemﬁnahﬂnuddllmwmbhnehdadﬂthmulddu bearning disahility, or behaviar
problem during their childhood period.

1n 1988, 12% of all children younger than 18 suffsred from a mental disarder, and naarily half of them suffered sericns
emotional disturbances. Leas than cne-third of these children get the heip they need. )

e e e B Bl Bhe B B
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NEEDS OF CHILDREN AND FAMILIES

Basic Needs for Healthy Development

From the time of conception to adulthood, a child’s development is determined
by'anenormothuesa.trayoffa:f:. Someofthesefa.ctorsareinu'in.sictothechﬂdand
some are the result of familial and societal inﬁuenees..’ Optimal de‘velopn';ent,
regardless of whether it is physical, cognitive, social or emotional, demands caregivers
who are responsive to the needs of the child and have the resources to respond to
those peeds. Thus, fram conception to birth, parent(s) must have.the health and
mnﬁondmshfosterthé_opﬁmﬂgruwthofthefeﬂs.-&mﬂaﬂg.duﬁng
infancyandchﬂdhood,camgiving.dulﬂmultmgnizewhatthedevdopmgchﬂd
needs and have access to appropriate resources to fulfill these needs. -

All children need to grow up in circumstances in which they are supported and
valued by adults and peers, and challenged to develop emotionally, socially, and
educationally. All children also need to live in environments in which their
individual differences are understood and responded to with sensitivity. Mutually
supportive interactions between children and family members provide the basis for
positive emotional, social, and cognitive development when characterized by warmth,
structure, and consistency. N

Thus, a strong family system can lead to the development of an individual who
is productive, self-assured, and socially competent. Given that family systems serve
a primary role (with schools) in nurturing and socializing children, they represent the
most essential ingredient to the optimal growth and development of children.

Current Status of Chﬂdren and Families

Numerous social, demographic, and economic factors have served to weaken
the ability of families to provide healthy and developmentally appropriate
environments for children. Poverty and economic instability, for example, cause some
families to exist in conditions of inadequate nutrition, substandard housing, crime
and violence, and social isolation. A growing number of children and youth
experience the effects of poverty, along with the related and cumulative risks of poor
phyzical health, low educational attainment, and psychological disorders. More
children are also homeless, hungry, and without appropriate physical and mental
health care.

Also, changes in family structure associated with increased divorce rates and

7
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the emergence of alternative family lifestyles have resulted in more gingle-parent,
step-, blended-, gay, lesbian, and foster-families, as well as decreased access to
extended family members. The increase of aingle-pargnt families or families whe;e
both parents work, even when not economically dxsa.dva,ntaged, may res'glt in
increased stress and diminished functioning of the family system. Many ch.lldre.n
receive s substantial portion of their primary care from someone other than their
parent(s), and access to adequate, high quality, and affordable child care is limited.

Whﬂethesechanguinfamﬂym:ndwurk.patt'emsm}.'beposiﬁvefor
the family as a whole (e.g,inmudinme,amex:uhsﬁghon).fheuﬁectsqnt@e
development of children may not always be beneficial. An important perspective in

' thisrégardisnottobhmefamﬂiesforpotenﬁalpmblmmodaudwiththese

changes, but rather to acknowledge their existence, and consider more supportive and
appropriate programmatic interventions. Re-structured family systems can be
empowered by effective suppart strategies, but existing family support systems that
work in isolation (e.g., health care, schoals, recreation, social services) are proving
unable to meet the challenges presented by the changing demographics of society.
Indicators of unmet needs of children include unacceptable rates of infant mortality,
low birthweight, lack of immunization, child abuse and neglect, psychological
disorders, violence and aggression, and substance abuse, to name but a few.
Programs designed to support children and families appear overwhelmed by the
magnitude of these (and related) problems, and seem unable to mobilize integrated,
effective intervention efforts on behalf of children and families.

AN INTEGRATIVE PERSPECTIVE ON CHILD
AND FAMILY NEEDS

The Role of Family Support Systems

The needs of children and families must be understood from an integrated,
systemic perspective. The welfare of children is highly interrelated to their families’
well-being. Moreover, families, irrespective of culture or social .class, cannot be
separated from the broader social systems within which they are embedded. These
major systems include informal support systems (e.g., friends, neighbors, and
relatives) in addition to institutional sources of support and assistance, such as
health, education, employment, religion, recreation, housing, and social welfare.

Under optimal conditions, these systems should provide a supportive and
responsive network of interactions and services on behalf of children and families.
In this context, even children and families with numerous personal assets (e.g.,
strong extended family, adequate economic resources) will need access occasionally
to effective preventive and specialized services. Thus, the scope of an integrated,

8
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effective service system shouid range from ensuring heslthy developmeqt through
prevention-oriented programs, to early identification and treatment for chxldren and
families experiencing severe difficulties. The importance of healthy, responsive, and

effective social systems to the optimization of child development apd family life

cannot be overestimated.

An integrative perspectiv 'eahouldguideeﬂ'ortstoes}:ab]ishanempoweripg,

~ healthy dil;ate for children and families within the community at large. Su.eh a view

acknowledges the complex, reciprocal interaction among social systems, including

famﬂiu,whenproblmmeoneeptmhudandmsym:mdengned.. It

assumes that children and families are most likely to benefit from collabarative,

focusedeﬁorbmmg._thevaﬁommtemsrupondhleﬁraﬂdresmg&mneeds
(both formal and informal). i

In this regard, there are two essential social systems with which virtually all
children and families have routine, significant contact: school and health care
settings. The school is an environment wherein children engage in academic learning
and growth, but also experience social and emotional interactions with adults and
peers to build seli-esteem and social competence. These experiences can serve to
increase later prospects for success in relationships, the workplace, and personal
 pursuits. Thus, it is vital that schools support the broad developmental needs of
children and families. However, schools are being asked to address the needs of
children and youth at a time when fundamental transformations of schooling
structures and outcome expectations are also being demanded. Re-structured schools
alone cannot satisfactorily address the multidimensional needs of children and youth.
Schools and other child- and family-service organizations must collaborate to enhance
the likelihood of educational and personal success for all children.

Many children and families receive their health care in primary care settings,
such as physician’s offices, community-based clinics and other public health settings.
These settings may be viewed as normal points of entry for the prevention, as well
as the assessment and treatment, of a host of phyzical and psychological problems.
However, health care systems currently are strained and many children access them
only on a crisis basis. These systems also require collaboration with other services
in order to address the developmental needs of children and families in a
comprehensive and preventive manner.

Why Needs Are Not Being Met

There is an emerging consensus among professionals and consumers that the
current service delivery system is not meeting the needs of children and families, and
that solutions must go beyond adding resources (e.g., more funding, more programs)
toward fundament:i changes in how the system operates. Social and political
institutions have not considered the needs of children and families as funding

9
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priorities. Moreover, service delivery 18 often conceptuahzed from , of
of professionals and may not be based on family perceptions o{ need. .Ind.wxd.ua.l
service delivery systems for children (e.g., healtl.: care, edncatlon, somal service,
mental health) are funded and designed to address isolated .and cnm—oneni:e.d needs,
rather than to promote healthy development for all children and families in a
comprehensive fashion. And, some parents either have no knowlgdge of hov;v to access
available services, or may not value them. Thus, services provided to children and

families frequently are not comprehensive, responsive, or integrated.

Psychological services are also subject to the service dehva'yproblemshsted
above. Inadeqtste peychological services result both from limitations within the
profession, as well as systemic problgms. For example:

«  Psychologists may be trained in subdisciplines with limited knowledge of the
activities and skills of related subdisciplines;

* Psychologists are not always trained to collaborate effectively with medical,
educational, and social service personnel;

d Psychological personnel may be funded for narrowly. defined tasks fe..g.,
diagnosis of behavior problems in teacher-referred children), greatly limiting
a coordinated response to child and family needs;

- Narrow focus on territorial (e.g., “turfism") and guild (e.g., eligibility for
reimbursement, credentialing) issues may foster attitudes that are not
conducive to the development of integrated services for children and families;

* Political and organizational leaders who plan service delivery syatems often are
not familiar with the skills that psychologists can bring to the development of
effective systems; and,

hd Insurance reimbursement policies often determine eligibility for services and
who is approved to provide them.

Thus, key sources of difficulty in the current service de].iver} system are lack
of clarity, coordination, and comprehensiveness, resulting in inflexible patterns of
funding, training, and service provision. The cognitive, social, emotional, educational,

- and physical needs of children are complex. An integrated services model provides

for a more coherent, needs-based response to these complex problems.
ELEMENTS OF SERVICE INTEGRATION

While there may be agreement among parents and professionals that as a
whole the current service system for children and families is fragmented,

. 10
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uncoordinated, and inadequate, there is not universal agreement regarding the

features of ore com enxive,eoordinateda.ndeﬁecﬁvesystm..Substanﬁa]
h'et:ratm-eoh:sfeen gene?:tzd to describe features thought to be indi.cat!ve ofa more
responsive system, and these reflect the ya.lu_es and perspectives of various
individuals, families, professionais, and organizations. o

Since it is unlikely that any cne definition of integrated services will suffice to-

include the full range of mgram:naﬁcpuli'hﬂities,therei.sa.needtoglarifythe
:neepet aned to make it opzraﬁonal. A review of the extant literature on integrated

services has resulted in a consensus definition that will serve as the basis for policy

Definition of Service Integration | _ |

The efficacy of services to children and families can be viewed from the
perspective of the families themselves. Whmenmingdinthismanner,phaaisis
phceduponthemtmofaervieeddivmmuorepisodesthatocmr,andthe

impact these events have on children and families. Within a well-integrated

program, typically:

. services are available in close proximity and are accessible without reference
to physical, psychological, social, linguistic, sexual orientation, or other

barriers;

. services are comprehensive and appropriate, in that they possess features that
address priority needs the family has identified, at a level of service sufficient
to their need; .

* services are formulated and delivered at a high level of quality such that the
family perceives them as an organized whole and can participate in a
consistent and effective manner;

* services serve to promote psychological competence and self-sufficiency rather
than focusing exclusively on dysfunction and pathology;

* services are oriented toward full participation, partnership, and empoWennenf
of family members; ‘

* services are sensitive to cultural, gender, racial, linguistic, class, disability, and
sexual orientation issues; and, _

* interventions are driven by concern for the needs and desires of the consumers
(i.e., children and families) and emphasize explicit outcomes stated in a
positive manner. .

11
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Fesatures of an Integrated Service System

Relative to the definition offered previously, there is a continuum of integrated
services that varies as a function of need, service avmlgbxhty, problem s_eyenty, and
related dimensions. From the ive of children and families, many
opportunities and services can best be accessed through. a gingle provider and
implemented in an integrative manner. An integrated services model glso assumes
that the greater the number of providers involved (e.g., psychologists, nurses,
teachers, social workers, physicians, day care wurker_s), the greater the need for
effective collaboration. Timely and responsive interventions on.behalfof children and
families therefore rely on effective communication, coordination, and eollahorat.:on
among service providers, agencies and organizations, and the consumers of services
(children and families). : _ |

Thus, coordinated and collaborative services should be the essential
stmdaxﬂbywhicheﬁec&nmmdeﬁvmimmgystemmustmpond
to the multiplicity of needs exhibited by children and families t.hrough ca:e.fu]ly
orchestrated teamwork. At & minimum, this takes the form of dxﬁergnt prov_zdera
(from independent agencies) communicating regularly by phone regarding a child or
family. Or, it may involve regular face-to-face meetings and case conferences among
providers. In the ideal, providers and family members would work as an integrated
team to provide needed services. The net result of the integrated team concept could
be service delivery models such as "one stop shopping” or more staff sharing and
program development activity. ' _

In an uncoordinated system, families, individual providers and/or agencies
share some aspects of their work with each other, but essentially maintain their own
sets of goals, expectations, and responsibilities in providing services to children. By
contrast, the hallmark of collaboration involves families, providers or agencies
working with one another, establishing shared goals, mutually developing
intervention plans, sharing responsibility for implementation, and collaborating on’
assessing outcomes.

_ The service delivery system should also allow for both ease of entry and
flexibility of movement. For example, if the point of initial contact in a community
is a school setting, there should be a clear connection between the school and the
array of community services that the family needs, regardless of categorical
restrictions. This requires that individual providers and agencies see themselves as
part of a much larger ecology that is community-wide and geared to aiding the overall
climate within which children grow and develop. The point of initial entry into such
a system should be less critical than the fact that child and family needs are
considered paramount in responding to the concerns presented. The flexibility of
movement concept allows for a child or family to enter such a system at any point
and move flexibly between services as their needs dictate without having to confront

12
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barriers.

The service delivery system must be organized for bot.h maximum
development of the child and for accountability, first to the fa:.nﬂy. and also to
the community within which the child lives. This means that provldezzs._ need to be
re-trained within a consumer-criented model, with children gnd f;a.mﬂ.tes seen as
customers with whom one must collaborate, rather than as "patients” or advem.anes.
Community accountability refers to concern for improving the quality of life in
communities through community rescurce development, advocacy, and related
activities. ,

Funding for coordinated and collaborative service needs to be both
flexible and shared (where possible) among agencies, such that different agencies
can be encouraged to jointly develop programs that serve children and families
holistically. Funding and program decisions need to be made from the "bottom up”
and those providers who have on-going contact and communication with the family
should be the major decision makers about how "pooled” and/or “flexible” funds can
be utilized most effectively, with direct input from the consumers of services.

Interdisciplinary interaction and training for providers needs to be a top
priority in an integrated service model. It will be necessary for providers from
different disciplines to know what other disciplines can contribute to solutions for
issues confronting families. Collaborative effort outside of traditionsal disciplinary
lines creates opportunities for true communication and integration among providers.

Some organizational features of integrated service approaches follow, as a
means to provide focus to consideration of this service delivery model. These are
expressed in the form of leading questions about programs and practices.

. Does the organization offer more than one type of professional service to the
same child/family? '

. Is more than one organization offering services to the same childfamily? Are
these efforts coordinated in an explicit manner?

* Does the 'organizn'ﬁc-m have a functioning pattern that is flexible enough to
support the coordination of an intervention program through intra- and
inter-agency collaboration? '

* Are there established internal procedures that encourage, facilitate, and
support two or more service providers to work cooperatively on behalf of the
child and family? -

13
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* Are resources, including funding, allocatéd based on needs of the child an.d
family, rather than determined by categorical (e.g., diagnosis) or programmatic
(e.g., placement) considerations?

Hlustrations of Service Integration

Vignette 1: A child is identified as havmg behavior problems (e.g., poor
grades, non-compliance, acting-out) in ¢ e ity

wﬁnﬁﬂﬁm&&n&o&ﬁe&ﬂdhufwﬂﬁy&mﬁd@u&ﬁmwﬂgﬁmbﬂt
it is detaminedthsthedmmthavemeducahmalhandxeappmgmd;m

Within an integrated services model, when the child was identified by the
teacher as beginning to expuieneebehnviorprohlems.ameeﬁng'vyuheldwiththe
family, social worker, and psychologist present. At this time, an alliance was formed
in which the family’s perspective on the problem began the discussion of needs and
issues. It was learned, for example, that the family was experiencing a higher level
of stress due to economic factors, a death in the family, and marital discord. Based
on this information a child and family service plan was derived in which program
elements were targeted to ameliorating family stress (e.g., procuring child care),
coping with grief (e.g., grief counseling), mental health counseling, and parenting
skills training. Additionally, parents, teacher, social worker, and psychologist agreed
to collaborate on the development and implementation of a plan to manage the
behavior of the child at home and school, and to teach social process skills. The group
agrees to meet periodically to coordinate the implementation of this plan.

Vignette #2: A teenager with a new infant living in poverty is at high risk for
dropping out of school and maltreating her child. Within a non-integrated approach,
this adolescent might receive a short-term counseling intervention from the health
care setting. Greater service integration might involve: (a) well baby care, (b)
parenting training, and (¢) day care so that she could continue her high school
studies. These services have important implications with respect to: (a) the future
illness or lack of school readiness of the child, (b) child abuse or neglect, and, (c)
facilitating the mother’s future employability and adjustment.

RELEVANCE TO PSYCHOLOGY
Role of Psychologists

Psychologists should seek to develop systems that will ensure the healthy
development of children, and the strengthening and empowerment of families. In
both primary health care and school settings, psychology can play an integral role in
advocacy, prevention, consultation, assessment and treatment for children and
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families. Psychologists employed in other social service, mental health, and related -

organizational settings can also have considerable impact on t}:g welfare of chﬂdren
and families through early intervention and t-2atment activiies. In 13.1‘1i settmdgsci

sychological services must be integrated with other necessary services and provide
fn a maxier that does not artificially separate the physical, emotional, and social
needs of children and families. . :

There are 8 number of integrated service efforts underway, many of which
involve or are led by psychologists. For example, a large scale project in Austin,
Dallas, Houston, and San Antonio, Texas (partially funded by the Hogg Foundation)
focuseaontheeoardimﬁonmddeﬁva'ydme:tenﬁveamynfhealth a,nd.hz.;mnn
services through neighborhood schools. In the Mmphquty Schools, eduahonal,
mental health, and social services have been integrated within a "one-stop shopping”

parsdigm. The National Institute of Mental Health promotes the Child and

Adolescent Service System Program (CASSP) initiative, designed to improve mental
health services for children with severe emotional disabilities by encouraging states
to provide more comprebensive and coordinated services through interagency
collaboration and service coordination. The Robert Wood Johnson Foundation is
extensively involved in improving systems of care for children with emotional and
behavioral problems, in addition to health promotion. Other prominent foundations
sponsor large-scale family support and integrated services demonstration projects in
a number of states (e.g., Annie B. Casey Foundation, Pew Charitable Trust).
Scattered across the country are numerous other projects and activities in this same
vein (e.g., within Head Start and related early education programs). Emerging from
these projects is evidence that integrated services can be effective, responsive, and
cost-efficient. Furthermore, there is a recognition of the need to extend these findings
to the service system as a whole. B

Implications for the Profession of Psychology

The concept of service integration has several implications for psychology 2s
a profession. On a general level, integrated service models will increase the amouxnt
of broad-based services available to children and families, both by generating new
funds and by freeing up funds now tied to rigid eligibility criteria. - However, it also
seems likely that psychologists will remain one of 2 number of eligible providers to
deliver such services, and therefore continue to be in competition with other
professions to demonstrate their relevance and efficacy. Since decisions about service
delivery are more likely to be outcome-oriented, consumer-driven, and cost-conscious,
the particular strengths of our profession (including its conceptual underpinnings,
- empirical base, and concern for assessing outcomes) are likely to flourish in such an
environment.

It must also be acknowledged that alternative, less costly approaches to
addressing child and family needs will increase within an integrated services
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approach. Thus, while a child problem might previously have been cgnegptuahzed
exclusively within a traditional psychotherapeutic .approat:.h, in this mtegra“ted
approach the psychologist might have to eollaborate with & "big brother/big sister" or
foster grandparent to meet the needs of the individual.

_ As integrated services become more prevalent m child and family service
systems, a number of irplications for psychelogical training, practice, research, and
leadership are apparent. .

Training. Service integration has major implications for both graduate and
in-aerﬁw&ainingdpsychdogisﬁhtbedimﬁmdguta’lyud@hmdﬂeﬁbiﬁty.
Apsychohgistwhoiuuvinguthemlymentalhealthprofesmmﬂmmglementmy
school or public health clinic, for example, will need to be competent in a broad
nmbadaﬁlhndapmanhu.mﬁng&mtypiwwmu}mmd
issues, to guidelines for monitoring commeonly used child psychotropic medications,
family interventions, and community consultation. Professionals who are
"generalists” in human services will have greater possibilities of employment in an
integrated service system than those whose background is limited specifically to
traditional psychological practice specialties. There will, of course, always be some
need for specialization, particularly with respect to low-incidence or highly technical
problems. Psychologists will need more systematic training in collaborative and
consultation-based approaches to practice.

Practice. Psychological services within an integrated services framework will
look and feel substantially different. Practitioners will be able to exercise greater
flexibility in the range of activities with which they engage, and not be as constrained
in regard to funding source and eligibility considerations. They will spend more time
working as part of a team, in concert with a variety of providers, caregivers, and
community members. They are likely to spend more time in home, school, and other
community settings, in addition to consulting offices. "And, they will routinely work
at the interdisciplinary boundaries between various social systems that impinge on
children and families, to coordinate activities, manage conflict, and insure focus and
quality of services. _

Leadership. Psychologists should be trained and encouraged to assume
leadership roles within integrated service programs. In addition to the more
traditional aspects of program administration and supervision, leadership activities
should focus on establishing an integrative strategic vision for child-serving
organizations, building collaborative teams, and facilitating planned organizational
change in the direction of more integrated services.

Research. Psychological research on the efficacy of integrated service delivery
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approaches for children and families represents a unique contribution for psychology.
Such research is distinct from traditionsl controlled experimentation, in that the
array of target problems is vast, treatment programs are diverse and multifaceted,
and outcome measurement complicated. Practicing psychologists need to become
proficient in a broader range of methods and procedures (e.g., quasi-experimental
design, multivariate anslysis, program evaluation techniques, qualitative research)
in order to conduct such social policy and program-related investigations.
Pgychologists would also be in a unique position to help service systems develop and
validate information systems to allow for on-going program monitoring and
management.

The overall benefit of all of these changes is considerably greater effectiveness
in the use of psychology to advance the public interest. There are at present large
numbers of children and families whose needs in the area of health, mental health,
education, and social welfare are not being met. In addition to the personal ecost to
- these individuals, the prosperity of the country suffers fram their resultant inability
to contribute fully as citizens. Psychology, in collaboration with other concerned
Persons and professions, has an opportunity to exercise the leadership necessary to
secure for these children and families effective, responsive, and comprehensive
BErvices. .
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Whereas:

APPENDIX A

POLICY STATEMENT ON
PSYCHOLOGY AND SERVICES INTEGRATION

mmmawmmmmwmmmm;mmmm
in grester stress and vuinershility to problems in kiving;

Children increasingly live in poverty, dwmmmmmmauwm

MMMﬂmumhnhnthMnm“hm
at all incame Jevels;
mmmuwmumwmmwwmm
families are intact and functional, and social systams support these Desds;

mmmmmwmmmmmwdum“mm

mwamum-mhmdm;mm - sound mental haalth exnnot be’

wmmw&;&.mnMnﬂmﬁaﬂynﬂpﬂm
_Mmﬂhﬂhhmmammﬁmwcwmmﬂ

mummwmmmmm&muwmmmum

Tharefors:

uAumhm-uﬁnﬁnbhphduamnmddemw
funding, service dalivery, and ressarch agundas.

APA affirms the importance of service integration to meet the camprebensive needs of children, inclnding thair
peychalogicsl, educational, and mental health needs. Cansequantly, psychology must work callaboratively with other

APAvﬂ]vutvithcthﬂmu
mmmmmzwmmmm“umm
familiag, including psychalogical servicas;

- qhmphmdmmmhhmddndvmm xn:ludu:g_

peychalogy;

- develop and promots maore flaxible service dalivery models and funding patterns; and -

- mMnthMﬂWMnmdwwd
sarvice dalivery.

APA will suppart faderal, stats, and local governmant, agencies, and schools in developing sarvice integration models
Mtwmdm&mmmmwdmmn with particolar emphasis on the neseds
of children and families. )
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APPENDIX B
INTEGRATED SERVICES PROGRAMS EXEMPLARS

Considerable efforts are already underway across the country (qmy led.by
psychologists) to implement the service integration paradigm in child serving
organizations; & representative sampling follows. All of the exemp_lars described
below are targeted toward persons living in poverty or serve substantial numbers of
economically disadvantaged persons.

Child Welfare/Social Services

- Child welfare, juvenile justice, and mental health funds, in addiﬁog to private
foundation monies (particularly from the Edna McConnell Clark and Annie E. Casey
Foundations) are being used to support family preservation projects in numerous
states and localities, In Michigan, large-scale i:nplemenu.mon of a family
preservation program is underway (Families First) in which public and private child
welfare agencies collaborate to provide intensive, home-based, time-limited services
to families with children who are at imminent risk for out-of-home placement.

Modeled after the successful and much replicated Homebuilders program
(Kinney, Madsen, Fleming, & Hasapala, 1977), concentrated in-home and
community-based services are provided by trained workers with small caseloads who
are given programmatic flexibility and control of financial resources to mest family
needs. Iowa's Family Development and Self-Sufficiency Program aims to help high
risk AFDC families through support and education activities that include long-term
employment services, a preschool program for at-risk children, targeted Medicaid
benefits, and transitional child-care for those leaving the program. Hawaii sponsors
a multi-disciplinary Family Support Systems' Healthy Start Home Visiting service
that provides screening, crisis intervention, parent training, respite care, male home
vigitors for fathers, and toy lending libraries (National Commission on Child Welfare
and Family Preservation, 1990). ' '

| Heﬂth Care

High rates of pregnancy, sexually transmitted disease, drug use, mental iliness,
and mortality among adolescents require comprehensive and integrated responses,
allowing for linking of services across different health domains and easy access to
needed services. Thus, the Michigan Department of Public Health has established
Adolescent Health Delivery Demonstration programs for health education, screening,
case management and referral. These are located in schools and other community
settings and deliver both primary and preventive care. They blend state general
funds with local and in-kind contributions, while also providing a billing system to .
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access Medicaid and other third party payments. Mult:!omah Coqnty.(Porﬂand),
Oregon established school-based health centers in 1986, using & corpbmatmn of state,
Federal, and local funding. Targeted toward providing comprehensive hea.lth' care for
adolescents and reducing teen pregnancy, the scope of services offered mclude.s
diagnosis and treatment of minor injury and illness, ‘management of chronic
conditions, mental health services, health promotion activities, reproductive health,
family planning, and AIDS education and prevention. (Oomes & Owen, 1991).

In 1981, seven federal categorical maternal and child health (MCH) Pprograms
were consolidated into a single blod; g:lant. all:wz;g _st:fte:h:nd mu::;apahhes
discretion regarding MCH program developmen oci present program
include: (1) reducing infant mortality, preventable diseases, and handicapping
conditions; (2) increasing immunizations and health assessments; (8) promoting
maternal and infant health for low income and at risk individuals; and, (4) providing
preventive and primary health care to children and families. A wide variety of
integrated services initiatives have occurred across the country- within this program

model, often in collaboration with other agencies and organizations (Association of

Maternal and Child Health Programs, 1990).

Relatedly, the Robert Wood Johnson Foundation (RWJF) has demonstrated a
long-term commitment to improving child and family health care as exemplified by
four large scale, multi-site demonstration programs. These include a program to
consolidate health services for young people (grants to 21 teaching hospitals for
community based projects), a school-based adolescent health care program, a mental
health services program for youth, and an initiative to reduce demnand for illegal
drugs and alcohol. An RWJF adolescent health care grant enabled Oklahoma, for
example, to set up twelve rural adolescent health clinics in collaboration with
. maternal and child health and other community organizations. (Ooms & Herendeen,
1989). '

Mental Health Services

Within the National Institute of Mental Heslth, the Child and Adoleseent'

Service Systemm Program (CASSP) initiative, begun in 1984, promotes systems change
in mental health services for children with severe emotional disabilities by
encouraging states to provide more comprehensive and coordinated services through

interagency collaboration and service coordination (Day & Roberts, 1991). In.itially.

funded through a Robert Wood Johnson Foundation planning grant in one region of
the state (Bluegrass), Kentucky’s IMPACT program represents a comprehensive,
statewide re-structuring of the system of care for children and adolescents with
serious emotional disabilities. The program emphasizes collaboration between social
service, education, mental health, and juvenile justice systems through state,
regional, and local interagency councils, in addition to extensive case management,
parent involvement, and flexible funding ("wraparound services") (Kentucky Cabinet
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for Human Resources, 1990). Initial evaluative mformauondocumenta dramatic
reductions in psychiatric hospitalization, accompanied by increases in social support
to families and positive behavior change (Olback, 1993).

In Ventura County (CA), the Children’s Mental Health Igiﬁaﬁve, funded by the
California legislature, used collaborative interagency pian to ﬁll gaps in '{.he
prevailing service delivery array and develop some new services, mth highly positive
results noted in both child and family outcomes and cpst efficiency (Jordan &
Hernandez, 1990). In Fort Bragg (NC), & longxtud.tnal project seeks to d.e!.non_su'ate
that coordination across the continuum of services and increased utilization of
community-based alternatives can impact costs and u'eat:nent.eﬁ'echvgness, thereby
making services available to more children and families (Heflinger, Bickman, Lane,
Keeton, Hodges, Behar, 1991). - )

School-Based and School-Linked Services

The focus of school-based and school-linked services is to bring non-academic
services that support families and youth into school settings, the only institution with
which virtually all children and families have contact. One of the provisions of the
Kentucky Education Reform Act of 1990 was the establishment of Family Resource
and Youth Service Centers at every school where at least 20% of the student body is
eligible for free lunch (a measure of economic disadvantage). For the 1993-94 school
year, nearly 400 centers will be in place, providing school-based services such as pre-
and after-school child care, parent education and training, employment services,
mental health counseling, and referral for medical, social, mental health, and family
support services, in addition to more general community resource activities (Illback,
1992).

In the Memphis City Schools, & broad range of educational, mental health, and
socia] services have been integrated within a school-based mental health center,
bringing together psychologists (clinical, counseling, school), social workers, substance
abuse counselors, and paraprofessionals within a coherent and multi-disciplinary
program to serve children and families. In addition to traditional evaluation and
treatment programs, the center provides teacher training, substance abuse counseling
and support groups, social skills training groups, homemaker services, child abuse
prevention programs, teen pregnancy programs, and a host of similar needs-driven
efforts, all under the rubric of the school organization (Paavola, Hannah, & Nichol,
1989). Elements of service integration can also be found in Head Start, pre-school,
and related community action programs too numerous to describe here.

An effort sponsored by the Annie E. Casey Foundation is targeted toward
at-risk youth in large urban areas, such as Bridgeport, Little Rock, and Pittsburgh.
The program involves screening, developing multi-disciplinary support teams, and
case management, and seeks to improve attendance and graduation rates, increase
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outh ovment after high school, and reduce adolescent pregnancy. In School of
{he Mettt:f, yHl:::h:zmar.\ (1?9%) describes an ambitious project (My funded by the
Hogg Foundation for Mental Health) in four Texas cities (Austin, Dallas, Houston,
and San Antonio) to foster the coordination and delivery of an extensive array of
health and human services through neighborhood sphools. Community "renewal,
family preservation, and child development are all cited as goals of this "one-stop
shopping” approach to serving low-income families.

Mental Retardation/Developmental Disabmties

Integratedaervieespmgramsﬂ:rpuumwithmentalretfudmonor
developmental disabilities are often gaamd taward_ parent u.:volvement,
comprehensive skill training, adaptation, coping, and social and family support.
Located in rural Northwestern North Carolina, Project SHaRE- (Sm.zrce of Help
Received and Exchanged) intends to help families with di_sabled, handicapped, and
developmentally at-risk children to build and maintain social support networks. The
program operatesaqahﬂrtermteminwhichindividualsmdgmupam@ed
assistance to one another based on reciprocal obligation. In addition to obtaining
needed services, families become empowered and strengthened, and develop a greater
sense of belonging in their communities (Dunst, Trivette, Gordon, and Pletcher, 1989.

Community-Based Collaboration

The Pew Charitable Trusts are sponsoring community-wide, longitudinal
demonstration projects for families with young children living in communities where
at least 30 to 40 percent are in or near poverty. Based on the development of a
network of family centers, these projects will establish new forms of front-line
practice with families and make key supports and resources available to families.
. The ten year ventures (with matching foundation funds of $1 to $2 million annually)
are expected to document profound shifts in the health, education, and social service
systems in their communities (Center for Assessment and Policy Development, 1992).
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APPENDIX D

Caprens MentaL Heavts NEEDS:
Rerorm OF TaE CURRENT SYSTEM

America’s children nﬁer from an enomm mmmet need foi- mental health services.
Unfortunately, our present mental health delivery system wastes scarce mental hu%t.h
dollars. Congress should and can foster the healthy development of children and families
by providing universal access to basic, affordable mental health care.

Children need access to appropriate, high quality mental health services.

A March 1998 opinicn poll highlighted that an overwhelming percentage (73%) of
Americans state that children's health and education are their number ane priority for

Over 14 million children are in need of cutpatient mental health care.

A 1990 study of private health insurance found that in-patient adolescent treatment
expenses increased by 65% between 1986 and 1988. Many of those hospitalized could
have been treated more appropriately and less expensively on an out-patient basis if
the health insurance reimbursement structure had allowed it :

Children and families need access o appropriate, high quality mental health care
which includes prevention and early intervention as well as treatment and crisis
intervention.

Mental health services should serve to promote psychological competence and self-
sufficiency rather than focusing exclusively an dysfunction and pathology.

Mental health services are already being provided by qualified personnel in schools
and other settings, however, more mental health service providers are needed to
addreas the extenxive array of problems children and families now face.

INADEQUACTIES dF THE CURRENT MENTAL HEAYLTH SYSTEM:

At present, mental health services to children and their families are often inaccessible,
limited, fragmented, or overlapping. Even though targeted at identical children's
problems, funds from health, mental health, special education, juvenile justice, and
child welfare agencies are often inflexible and uncoordinated.
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Indirect or preventive activities such as consultation to parents, teachers, other school

staff primary health care providers are aften not reimbursable, despitg ﬂ‘:e fact
thst’:;:tdx services are cost effective. Reimbursable services, such as Medicaid, are

often mired in buresucracy and paperwork

certain as child maltreatment, preventive approaches, which are
::mnymmnﬁ:-m reimbursement structures, are obviously ;'.:re.fen.ble
to remedial treatment and are more cost effective. For example, parent training and
b-hmehnﬂy:uppmwwwgheﬁmﬂybefmm,bm occurs
is far better than the need for child protection services, foster care, legal involvement,
and the digroption of family life. _

SOLUTIONS:

ChﬂdmmdMNummmdmmemﬁ%mud. and high

.Mﬁmmmhmmmmdwmﬁekm,amm and
linguistic needs. These services should strike a balance between prevention, early
intervention, and trestment modalities. They should be available across a range of
community settings where children and families are traditionally served.

[

Build on the current school and primary health care systems. A more broad-
based system can be built using appropriately trained service providers in achools and
points, these persozmel are already in place, including psychologists, who can meet the
physxical, emotional, and social needs of this population in a coordinsted, responsive
manner.

Preventive services are key. Preventive mental health services should also be
covered under reform initiatives just as immunizations should be covered far phyxical
health. Health care reform should incorparate mechanisms to encourage, sanction, and
fund the appropriate utilization of programs and providers in these settings.

Alternative services should be supported through flexible funding. Examples
of such service models include home-based clinical services; group therapy;
“wraparound” programs, which provide comprehensive, individually tailored service::
prevention; and family preservation initiatives. Such alternative approaches, whic:,
utilize cross-disciplinary, cross-setting funding, have shown to be effective and often
leas costly than traditional approaches, ' : : .

Mental health services for children must be inteprated. Systems of care for

children and families should be structured and funded to maximize coordination and
interagency collaboration among child service providers and agencies. Such emphasis
will allow for mare integrated services, which are accessible, comprehensive, consumer-
driven, outcome-oriented, and focused on competence strengthening. ‘
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