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Executive Summary

This study was made possible by a grant from the Collaborative for Children Families and Communities, with funds provided by the Pinellas County Juvenile Welfare Board.  Our community partner, Personal Enrichment Through Mental Health Services (PEMHS) was instrumental in the success of this project.  In this study we used quantitative and qualitative methods to learn about acute mental healthcare for children, with an emphasis on short-term, involuntary (Baker Act) examinations.  The study included collection of qualitative data to develop a description of services for children as they relate to acute mental healthcare, archival database analyses, and case studies.  The focus was on children with Baker Act examinations in Pinellas County and/or with a residence in Pinellas County, except for some statewide archival database analyses. 

We have drawn seven Key Findings from this study as follows:

1. System Findings:  Multiple programs are accessed by children at PEMHS.  The type and timing of the services are based on factors such as whether children are in the dependency system, their legal status (voluntary vs. involuntary), their needed level and type of care, and availability of services.  Interaction of staff from PEMHS and from the Family Continuity Program (FCP) is key to the access and continuity of care for some children. (see pp. 7-8)

2. Certificate and Evidence Type:  The Baker Act examinations of children were more likely to be initiated by law enforcement officials and to be based on evidence of harm than examinations for adults, suggesting that a focus on factors related to law enforcement initiated Baker Act examinations would help us to better understand the initiation of involuntary care for children. (see pp 11 and 32)

3. Seasonality:  There were fewer Baker Act examinations for children in the summer, both statewide and for Pinellas County.  Although cause and effect cannot be determined from this correlational finding, they suggest some seasonality in Baker Act examinations for children and may suggest that the relationship between school and the Baker Act requires further exploration. (see p. 6)

4. Repeated Examinations:  Thirty-three percent of the children with a Baker Act examination over a three-year period in Pinellas County experienced more than one examination during this time period. Focused attention on this subset of children with multiple involuntary examinations is warranted, given that the purpose of crisis stabilization units is to offer emergent care – not the longer term care that may be needed by many of these children. Multiple examinations may suggest discontinuity of care.  Additional focus on this subpopulation could yield information about the causes of repeated examinations and ways to intervene to reduce or prevent them. (see pp. 11 and 32)
5. History of Trauma:  The finding that 40% of the children from the case studies had experienced sexual, physical and/or emotional abuse suggests that trauma is an important factor to address when planning and implementing care for some children who receive acute mental health care.  (see p. 25)
6. Therapeutic Foster Care:  The 41 children who experienced at least one Baker Act examination over a three-year period in Pinellas County who also had Medicaid reimbursed therapeutic foster care accounted for 6% of the children with Medicaid reimbursed services, but their reimbursed therapeutic foster care of over $1.5 million accounted for almost 16% of the cost of Medicaid reimbursed services.  Almost 5% of children statewide with at least one Baker Act examination over a three-year period had Medicaid reimbursed therapeutic foster care services, at a cost of over $22 million representing almost 11% of Medicaid reimbursed services.  The high cost of these services for a relatively small number of children, particularly in Pinellas County compared to statewide, suggests that a focus on healthcare needs for children in this group may be warranted.  This may be particularly important within the current context of privatization of foster care across Florida and the focus on integration of the foster care and behavioral health care systems.  (see p. 22, Table 9)

7. Intensive Case Management:  The use of case management and intensive case management as indicated by the IDS data may be lower than we expected for the population of children who had contact with the involuntary, acute-care system, especially in Pinellas County.  Levels of targeted case management as reported in the Medicaid data were higher, in contrast to the findings from the IDS data.  An exploration of the reasons for these differences could help us to learn more about case management for these children. (see page 20, Table 7)

The findings of this study are helpful not only for their substantive content, but because of their heuristic value towards conducting additional, larger scale studies on acute mental health care and children.  These findings are descriptive, so do not give us information about the causes and possible solutions for what has been described.  Studies designed, implemented and interpreted with involvement of key stakeholders – such as providers like PEMHS and the Department of Children and Families – are essential to furthering the initial knowledge this study has provided. 

Section 1:  Introduction

	The burden of suffering experienced by children with mental health needs and their families has created a health crisis in this country.  Growing numbers of children are suffering needlessly because their emotional, behavioral, and developmental needs are not being met by those very institutions which were explicitly created to take care of them.  It is time that we as a Nation we took seriously the task of preventing mental health problems and treating mental illness in youth.  

The Report of the Surgeon General’s Conference on Children’s Mental Health, Satcher, 2001, p. 3


The focus of this study was on the acute mental health care system for children in Pinellas County, with particular emphasis on the Baker Act.  The Baker Act is the term applied to Florida’s civil commitment law.  An individual who is thought to be a person with mental illness and a harm to self, harm to others, or so neglectful of self that it could lead to harm can be involuntarily detained in one of approximately 115 Florida Department of Children and Families designated Baker Act Receiving Facilities for a “Baker Act Examination” (an involuntary examination that can last up to 72 hours).  Mental health professionals, law enforcement officials and judges can initiate the examinations.  As a result of legislative reforms in 1996 in response to elder abuse, a standardized form must be completed to document Baker Act examinations, which must be sent within one business day to the Agency for Health Care Administration (AHCA).  The Baker Act Reporting Center within the Policy and Services Research Data Center (PSRDC) at the Florida Mental Health Institute (FMHI) has been receiving, inputting, quality checking, and analyzing statewide Baker Act data since 1997, via an agreement with AHCA (McGaha & Stiles, 2001).  Florida is the only state to have such a centralized repository of client level data on short-term involuntary examinations, creating a unique opportunity to study this issue.  Approximately a half a million Baker Act examination forms have been received from 1997 through the end of 2002.  In general, approximately 16% of forms received are for examinations of children.

The specific aims of the proposed study were to apply both qualitative and quantitative methodologies to develop:

1. A System Profile:  Develop a flow chart of the acute mental health care and social service systems as they relate to children in Pinellas County who have experienced a Baker Act examination;

2. A System Description:  Describe the agencies or other entities identified in this flow chart;

3. Client Level Profiles:  Develop profiles of children who have a Baker Act initiation in Pinellas County and statewide.  This was accomplished with database analyses and case studies of children.

Significance

An estimated 80,000 forms documenting Baker Act examinations for children have been received at FMHI from 1997 through 2002.  However, there is a surprising dearth of literature on emergency examinations or longer term commitment for children.  In 2002 the first author of this report served as a member of an ad-hoc committee, created at the request of the Pinellas County Mental Health and Substance Abuse Leadership Group, to gather information relevant to the issue of acute mental health care in Pinellas County.  Acute mental health care services for children, including Baker Act examinations, were of great interest to the multiple stakeholders in this group.  This study has allowed us to address the request of multiple stakeholders of this group to more fully understand acute mental health care services for children.  

The analysis of data in multiple systems for children with a Baker Act experience is important because children often encounter multiple systems, which may or may not be well equipped to assist them or their families with mental health issues.  For example, Cocozza and Skowyra (2000) stressed the recent interest in and need for attention to the mental health issues of children in the juvenile justice system.  The Report of the Surgeon General’s Conference on Children’s Mental Health (Satcher, 2001) stressed the need to collect data not just at the national or state levels, but also at the community level.  The proposed study addresses both, with a focus not just on statewide Baker Act data, but also on information specific to Pinellas County.  

Detailed Plan and Project Implementation

The use of multiple methods to triangulate data on a topic has long been advocated for in the research methodology literature (Cook, 1995).    While quantitative analyses of the Baker Act data and other data sources can tell us much about acute care mental health services for children, the collection of qualitative information is essential to the understanding of the system.  The following were used to learn more about acute mental health care services for children in Pinellas County.

· Qualitative data collection to create system descriptions and flow charts

· Archival database analyses

· Case studies

Section 2:  Volume of Baker Act Data


The number of Baker Act forms received from 1997 through 2002 increased by approximately fifty percent, from 69,235 forms received in 1997 to 105,046 forms in 2002 (see Figure 1).  The volume of data received in the first six months of 2003 suggests that approximately 109,000 forms will be received in 2003.  Approximately 4 to 5 percent of forms received each year are identified as duplicate forms and are removed from most analyses.  
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Figure 2 shows the percentage of data that is represented by forms received for children and adults statewide.
 Baker Act examinations for children represented between 15 and 17 percent of forms received statewide.  The figure looks quite similar for Pinellas County specific Baker Act data, with between 16 and 18 percent of the data for children.


The count of examination forms received statewide for children in Calendar Year 2002, by month, is presented in Figure 3.  What is notable about this figure is the decrease in examinations during the summer months of June and July, when children are not in school.  The figure for Pinellas County data looks quite similar in pattern.
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Section 3:  System Description

An understanding of acute care services for children requires more than knowledge about children’s crisis units.  Children may interact with multiple systems.  These systems may be involved with the circumstances surrounding the initiation of the involuntary examination and/or may also be involved with the child after release.  Understanding the system is a first step to identifying what is working, what is not working, and gaps in services.

This system description focuses on programs for children offered by Personal Enrichment Through Mental Health Services (PEMHS).  It was developed by attending multiple meetings of various groups and by interviewing key staff in numerous programs.  Appendix A contains descriptions of eight programs relevant to children as follows: 

· Children’s Crisis Stabilization Unit (CCSU)

· Children and Adolescent Psychiatric Program (CAPP), known as SIPP statewide

· Emergency Response Team (ERT)

· Alternatives for Children in Crisis (A-Team)

· Families First

· Life Enhancement for Adolescent Females (LEAF)

· PACES

· Therapeutic Foster Care

One interpretation of the relationship of PEMHS children’s services is presented in Figure 4.  As demonstrated in the program descriptions, PEMHS offers children and their families many different types of services to address their mental health needs. Often, children utilize services from several of the programs offered by PEMHS. As displayed in the flow chart (see figure 4), a child may be referred to Alternatives for Children in Crisis (A-Team) in order to provide on-site crisis intervention while in the classroom. If that intervention proves unsuccessful or the child requires more intensive intervention, the child may receive an involuntary examination under the Baker Act, be transported to the Children’s Crisis Stabilization Unit (CCSU) and remain there for up to 72 hours. Once the child has been examined, planning for return to the community will occur. If a child is chronically mentally ill, he or she may be referred to the Children and Adolescent Psychiatric Program (CAPP; known statewide SIPP).

Figure 4:  Relationship of PEMHS Children’s Services 



If a child is in the dependency system, he or she may be referred to a therapeutic group home (PACES) or to Therapeutic Foster Care to continue receiving services in a less structured setting. Particularly relevant to children in the dependency system is the constant involvement of the Family Continuity Program (FCP) caseworker throughout all stages of mental health placement and service utilization. FCP is an integral part of the system. As such, many of the PEMHS programs rely on the assistance of FCP workers to aid in the process of gaining consent for treatment, providing historical background information, and assistance in placement when needed. 

Because most children attend school, it is often here that children are initially identified as having difficulties that may need to be addressed by mental health professionals. If a child is identified in the early stages of a mental illness, interventions to assist them in gaining services and treatment may be successful and they may never need the treatment more intensive services provide. However, as will be demonstrated by data in a latter portion of this report, some children cycle through the mental health system and utilize multiple systems within the state.  

Section 4: Archival Data Analyses

The purpose of the archival data analysis was to determine the extent to which children with a Baker Act examination interfaced with various systems and to describe this interaction.  Statewide and Pinellas County specific data analyses were conducted by creating a data file from the Baker Act data collected from Fiscal Years 1999, 2000 and 2001 (July 1999 through June 2002).  This Baker Act data file was then used to identify data in multiple databases for these children.  The Medicaid Claims and Eligibility data set and Integrated Data System (IDS: Department of Children and Families for services offered by state funded providers) were included in the study.  Both the Medicaid and IDS datasets allowed us to look at mental health services received by children with a Baker Act examination who had care reimbursed in these systems.   Descriptive analyses were conducted on the Baker Act data specific to individuals under 18 and then for data specific to these individuals in these multiple other databases.  The subset of children who had an examination in a Pinellas County Baker Act Receiving Facility and/or whose county of residence was Pinellas County were identified from this statewide data set of Baker Act data.  In addition to analyses identical to those conducted on the statewide data, analyses with several other Pinellas County specific data sets were conducted.

2.A.  Pinellas County Specific Analyses


Information specific to children with a Baker Act examination in Pinellas County and/or who resided in Pinellas County at the time of the examination was identified in the larger, statewide file of children with a Baker Act examination during the three fiscal years.  Additional data sets were available specific to Pinellas County because of the existence of the Pinellas County Data Collaborative, which was established in 1999 as a means to study multiple social service issues in Pinellas County from a multi-system perspective.  Specific language in the Florida Statutes (F.S. 163.1 to 163.5) allows for this data sharing, with multiple agencies providing data to the Policy and Services Research Data Center (PSRDC) at FMHI.  The Data Collaborative approves proposals, with the analyses conducted by PSRDC faculty and staff.   The infrastructure of this Data Collaborative was utilized to create analyses to describe the extent and nature of involvement of children.

Data from Fiscal Years 1999, 2000 and 2001 (July 1, 1999 through June 30, 2002) from five data sets were used in these analyses.  Baker Act (BA) data for children examined in Baker Act Receiving Facilities in Pinellas County or who were residents of Pinellas County at the time of the examination were identified.  After children who received a Baker Act initiation were identified, data were identified in four other data sets that are part of the Pinellas County Data Collaborative as follows:  Child Welfare (CW), Emergency Management System (EMS), Department of Children and Families Integrated Data System (IDS), and Medicaid claims data (MDC) (see Table 1). While the EMS, IDS and MDC data were available from July 1, 1999 through June 30, 2002, CW data were only available from July 1, 1999 through Nov 1, 2000 because of a change in the form of the data system and the unavailability of data from the new system for these analyses.  

Table 1:  Systems from Which Data Utilized for Pinellas County Specific Analyses

	Data Set
	Abbreviation
	General Description of Data

	Baker Act
	BA
	A statewide database containing information about short-term, involuntary psychiatric examinations

	Child Welfare
	CW
	A statewide databases containing child (only) information on abuse allegations and demographics (founded/unfounded investigation, type of abuse and results or actions taken)

	Emergency Management System
	EMS
	Pinellas County-wide emergency medical service information system containing demographic and situational information on 911 calls where ambulance was sent out, whether or not someone was transported via ambulance.

	Department of Children and Families Integrated Data System
	IDS
	An automated data system of the Florida Department of Children and Families containing information about alcohol, drug abuse & mental health services at state funded providers. 

	Medicaid Claims Data
	MDC
	A statewide database containing Medicaid physical and Mental health claims data


Results

Baker Act Examinations – Pinellas County

There were 1,559 youth with 2,696 Baker Act examinations during the three fiscal year period who resided in Pinellas County at the time of their examination and/or were examined in a Pinellas County Baker Act Receiving Facility.    The majority of children (n = 1,049; 67.29%) had one examination in the three-year time period, with 18.35% (n = 286) had two, 6.41% (n = 100) had three, 2.95% (n = 46 with four) and 5.08% (n = 78) had five or more (range 5 to 22 examinations).  Children with more than one Baker Act examination were slightly more likely to be male (51.96%) than those with one examination (49.19%).  The mean age for those with more than one examination (M = 13.60; SD = 2.86; 5 to 17) and for those with one examination (M = 13.82; SD = 2.75; 5 to 17) were similar.  Differences in race/ethnicity could not be determined due to the large amount of missing race/ethnicity data.
 Half (n = 781; 50.10%) of the children were males.   The average age at the first examination during the time period was 13.60 years (SD = 2.86; range 5 to 17 years).  The majority of examinations was initiated by law enforcement officials (n = 1,678; 62.24%).  Approximately a third of examinations (n = 900; 33.38%) was initiated by mental health professionals, with a small percentage (n = 118; 4.38%) initiated by judges. 

Baker Act examination forms are required to indicate evidence of harm to self, harm to others, and/or self neglect as the basis for the examination.  “Harm only” (n = 2,395; 88.84%) was the most common evidence type, with few forms indicating “Neglect only” (n = 144; 5.34%), and “Both Harm and Neglect” (n = 115; 4.27%).  Evidence type was missing on 42 forms (1.56%).  Evidence type did not significantly differ for boys and girls.  

System Interaction Findings

The percentage of youth with a Baker Act Examination in Fiscal Years 1999, 2000 or 2001 with data in the four other data systems is presented in Table 2.  The majority of children with a Baker Act examination also had data in at least one of the four other data systems, while 286 children (18.35%) had data only in the Baker Act data set.  Over a quarter (n = 481; 30.85) had data in only one of the four systems, 28.93% (n = 451) in two systems, 7.95% (n = 124) in three systems and 13.92% (n = 217) in four systems. 

              Table 2:  System Overlap of Children with a Baker Act Examination

	Data Set
	N
	%

	Child Welfare (CW)
	208
	27.33

	Integrated Data System (IDS)
	1,132
	72.61

	Medicaid Claims (MDC)
	681
	40.99

	Emergency Management System (EMS)
	680
	27.33


*The percentage of interaction with the child welfare system is very likely underestimated relative to IDS, MDC and EMS data because the CW data were only available for a 16 month period.

Child Welfare (CW) Data

Slightly more than a quarter of the children with a Baker Act examination (n = 208; 27.33%) were represented by at least one record in the Child Welfare (CW) data, for a total of 762 CW records.  Of these CW investigations, 194 investigations for 171 children were founded.  A founded investigation is one in which there was at least some evidence to support the allegation made to child welfare.  These founded investigations resulted in 26 Foster Care Placements. Two thirds of these placements (n = 17; 65.38%) were in traditional foster care, with the remaining third in relational foster care placement (n = 9; 34.62%).  It is important to remember that because the CW data was available for a shorter period of time than the other data sets (16 months as compared to 36 months), the interaction of children with Baker Act examinations with child welfare is underestimated relative to interaction with services related to IDS, MDC, and EMS.

Emergency Management System (EMS) Data


A quarter (n = 680; 27.33%) of youth with a Baker Act examination were represented in EMS data.   Almost three quarters of these EMS calls (n = 483; 71.03%) were categorized as due to Mental Health/Substance Abuse problems (483, 71.03%).  It is possible that some of these claims represent transportation to the crisis unit, which could explain part of this system overlap.

Integrated Data System (IDS) Data for Pinellas County Specific Analyses

Of the 1559 youths in the study, a high proportion of them, 1,132 (72.61%), were found to have received mental health and/or substance abuse service activity with claims appearing in the IDS system. Information about services with claims represented in the IDS data are presented in Table 3.  Services are listed from those received by the most children to those received by the least.  The fact that over a quarter of the children, (427 or 27.39%) with a Baker Act examination had no data in the IDS system should not be interpreted to mean that they received no services.  It does mean that the claims for any services these children received were not contained in the IDS data.  For example, these children may have received services from a provider who did not have a contract with the Florida Department of Children and Families; these facilities are not required to submit data into the IDS system.  Some of these children may not have qualified for services provided by the Department of Children and Families.  Some children could have relocated out of state.  This is one of the inherent limitations of utilizing archival data sources, such as IDS and Medicaid claims data that do not capture claims for the entire universe of services received.

Within IDS services are paid by one of four funding sources 1) Adult Mental Health, 2) Adult Substance Abuse, 3) Child Mental Health, or 4) Child Substance Abuse). The majority of claims were paid for by the Child Mental Health Program (n = 128,981; 90.71%), with many fewer claims paid for by the Child Substance Abuse program (n = 10,145; 7.13%), Adult Mental Health (n = 2,572; 1.81%) and Adult Substance Abuse Programs (n = 500; 0.35%). 


As noted above information about the types of service claims in IDS for these children is presented in Table 3.   Costs cannot be accurately estimated for claims within the IDS system due to variability of cost of services across the state and variable methods for reporting the numbers of units associated with services.  However, services that are considered to be at higher levels of cost are marked in Table 3 with an asterisk. 

Given that the cohort of interest in this study is children with a short-term, involuntary examination, it comes as no surprise that the most frequently received services were crisis support/emergency (n = 463, 40.90%) and crisis stabilization (n = 460; 40.64%).  Some of these claims may represent reimbursement for the very Baker Act examination used to identify children for this sample.  Medical services are the next most frequent service (n = 215; 18.37%), suggesting that some children in need of involuntary examination also have physical health issues.
  It is encouraging that the next five most frequently reimbursed services are those typically received on an outpatient basis, given the desire for children to be treated in the least restrictive environment.   These include outpatient/individual care (n = 208; 18.37%), TASC
 (n = 202; 17.84), in home and on-site services (n = 188; 16.61%), case management (n = 183; 16.17%) and assessment (n = 71; 6.27%).  The importance of considering substance abuse in the treatment of children in this cohort is highlighted by the use of substance abuse detoxification services by 66 (5.8%) children, in combination with the children who receive TASC services that are also designed for children with substance abuse difficulties.  Some children received a variety of inpatient services, although they were smaller in number than those receiving services on an outpatient basis.                

  Table 3:  Service Types for IDS Data (Mental Health or Substance Use Treatment) for 1,559 

  Children with Baker Act Examinations in Pinellas County
	COST CENTER
	Children
	Events

	
	N


	%


	N


	%



	Crisis Support/Emergency*
	463
	40.90
	2,079
	1.46%

	Crisis Stabilization*
	460
	40.64
	7,246
	5.10%

	Medical Services
	215
	18.37
	3,878
	2.73%

	Outpatient - Individual
	208
	18.37
	6,927
	4.87%

	TASC - Treatment Alternatives for Safer Communities
	202
	17.84
	2,324
	1.63%

	In-Home and On-Site Services
	188
	16.61
	25,548
	17.97%

	Case Management
	183
	16.17
	26,756
	18.82%

	Assessment
	71
	6.27
	468
	0.33%

	Substance Abuse Detoxification
	66
	5.83
	684
	0.48%

	Intervention
	53
	4.68
	924
	0.65%

	Intensive Case Management*
	52
	4.59
	10,066
	7.08%

	Residential Level 3*
	38
	3.36
	17,430
	12.26%

	Residential Level 2*
	25
	2.21
	10,670
	7.50%

	Behavioral Health Overlay Services 

(Department of Juvenile Justice Involvement)
	25
	2.21
	9,095
	6.40%

	Day/Night Care
	23
	2.03
	2,773
	1.95%

	Residential Level 1*
	16
	1.41
	3,508
	2.47%

	Methadone Maintenance
	4
	0.03
	81
	0.06%

	Prevention/Intervention Day
	4
	0.03
	499
	0.35%

	Inpatient*
	2
	0.01
	693
	0.49%


	COST CENTER
	Children
	Events

	
	N


	%


	N


	%



	Prevention
	1
	<0.01
	28
	0.02%

	Supported Employment
	1
	<0.01
	2
	0.00%

	Supported Housing/Living
	1
	<0.01
	6
	0.00%

	Aftercare/Follow-up
	1
	<0.01
	65
	0.05%

	Outpatient - Group
	1
	<0.01
	33
	0.02%

	Room & Board W/Superv, Level 1*
	1
	<0.01
	18
	0.01%

	Room & Board W/Superv, Level 2*
	1
	<0.01
	2,455
	1.73%

	Unknown – Codes No longer used
	25
	2.21
	7,942
	5.59%

	Total
	1,132
	142,198


                    * = Services at higher cost levels

Medicaid (MDC) Data for Pinellas County Specific Analyses


There were 681 (43.68%) children with Baker Act examinations who were enrolled in Medicaid for at least some portion of the three fiscal years.  All 681 children received mental health services reimbursed through Medicaid.  The IDS data may contain claims for some of the services also seen in the Medicaid data, as facilities are supposed to report data to the IDS system even if Medicaid reimburses for the services.  Therefore, some of the children whose data appears in the IDS information already presented may also appear in the Medicaid data.  That is, the information from Tables 3 and 4 should not be interpreted as being additive.  Due to specifics of the nature and structure of the data, however, it is not possible to combine data from the Medicaid and IDS systems to identify this overlap.  Therefore, information presented from the IDS data and from the Medicaid data should be viewed as snapshots of services received by a segment of the children in the sample whose data are represented in these data sets.  

The Policy and Services Research Center at FMHI has developed a system to categorize claims into “CatCaids” (see Appendix B).  Summary information about the services children received categorized by CatCaids is presented in Table 4.  Service categories are ordered in Table 4 according to those received by the most to the least number of children.  

Medicaid data are actual claims billed and have a cost amount attached to them. They also capture physical health as well as mental health/substance abuse services.  Because physical health accounted for only 7.8% of the Medicaid claims, specific categories of physical health services are not presented in this report.  


Although counseling, therapy and treatment services (n = 536 children; 78.71%), evaluation and testing services (n = 519; 76.21%), and treatment planning and review (n = 505; 74.16%) were the services received by the most children, there were other services that had a higher total cost.  Services costing in excess of one million dollars over the three year period were inpatient care (n = 180 children, 26.43%; $1,720,811), targeted case management (n = 307 children, 45.08%; $1,704,577), children’s behavioral health (n = 270 children, 39.64%; $1,167,431) and therapeutic foster care I and II (n = 41 children, 6.02%; $1,537,673).  The cost of therapeutic foster care is noteworthy.  There were 41 out of the 1,559 with a Baker Act in Pinellas County with at least one claim for this service.  While they accounted for 6% of the children with Medicaid reimbursed services in this category, the services accounted for 16% of the total cost of Medicaid reimbursed services for all 1,559 children.  

Table 4:  Medicaid Service Types for Children with Baker Act Examinations in Pinellas County

	Category Code
	Children
	Cost
	Claims

	
	Total
	%
	Total
	%
	Total
	%

	Counseling, Therapy & Treatment Services
	536
	78.71
	$505,432
	5.22
	13,061
	9.84

	CMH: Evaluation & Testing Services
	519
	76.21
	$154,886
	1.60
	2,057
	1.55

	CMH: Treatment Planning & Review
	505
	74.16
	$112,882
	1.17
	1,920
	1.45

	Targeted Case Management
	307
	45.08
	$1,704,577
	17.61
	36,794
	27.71

	CMH: Children's Behavioral Health
	270
	39.64
	$1,167,431
	12.06
	20,870
	15.72

	Child Ancillary Inpatient Services
	245
	35.98
	$74,514
	0.77
	2,053
	1.55

	Hospital Outpatient Mental Health Services
	231
	33.92
	$96,329
	1.00
	921
	0.69

	CMH: Physician Services
	224
	32.89
	$24,221
	0.25
	1,611
	1.21

	Child Inpatient Care
	180
	26.43
	$1,720,811
	17.78
	430
	0.32

	Other Mental Health – Does not fit in other categories
	179
	26.28
	$73,597
	0.76
	4,397
	3.31

	Emergency Mental Health Treatment 
	167
	24.52
	$18,433
	0.19
	340
	0.26

	Physician Svc Clinic or Outpatient
	161
	23.64
	$15,955
	0.16
	428
	0.32

	Lab/Pathology with Mental Health Diagnosis
	128
	18.80
	$4,429
	0.05
	1,043
	0.79

	Rehabilitative Services
	113
	16.59
	$115,391
	1.19
	4,898
	3.69

	Behavioral Health Overlay Services
	91
	13.36
	$608,057
	6.28
	17,511
	13.19

	CMH: Day Treatment Services
	70
	10.30
	$154,478
	1.60
	4,286
	3.23

	Therapeutic Foster Care I & II
	41
	6.02
	$1,537,673
	15.89
	8,771
	6.61

	Substance Abuse Inpatient Care
	41
	6.02
	$156,368
	1.62
	73
	0.05

	Speech/Language Therapy w/ Mental Health Diagnosis
	18
	2.64
	$8,127
	0.08
	588
	0.44

	Substance Abuse Ancillary Inpatient Care
	15
	2.20
	$1,146
	0.01
	19
	0.01

	Occupational Therapy With Mental Health Diagnosis
	14
	2.06
	$5,251
	0.05
	257
	0.19


	Category Code
	Children
	Cost
	Claims

	
	Total
	%
	Total
	%
	Total
	%

	Evaluation & Testing Services
	14
	2.06
	$2,935
	0.03
	14
	0.01

	Child Hospice/Respite
	2
	0.30
	$243
	>.01
	11
	0.01

	Adult Inpatient Care
	1
	0.01
	$1,302
	0.01
	1
	>.01

	Adult Ancillary Inpatient Services
	1
	0.01
	$60
	>.01
	1
	>.01

	Physical Therapy with Mental Health Diagnosis
	1
	0.01
	$96
	>.01
	18
	0.01

	Total
	681
	$8,264,624
	122,373


Cluster Analysis

Three logical groups were evident from the cluster analysis.  Children in Cluster 1 appeared to interact with mostly one system (Mean = 1.02 systems).  They were the largest group with 1,074 individuals, and have a mean of 1.31 Baker Act initiations.  Children in Cluster 2 had greater interaction in the child welfare system (mean = 1.87 CW records per child) and an average of 2.04 Baker Act examinations.  Most of the children in Cluster 2 had services reported in at least three systems.  Cluster 3 appears to be a smaller group of children who utilize a large amount of mental health services as represented by their service utilization in the IDS and MDC data systems.  Children in this group had an average of 5.91 Baker Act examinations.  

Table 5:   Age Differences in Cluster Groups

	Cluster Number
	Cluster Group
	Mean Baker Act Exams

(SD; Range)
	Children
	Age

	
	
	
	N
	%
	Mean
	SD

	1
	Low Cross System Utilization
	1.31 (.69; 1-5)
	970
	55.49
	14.79
	2.91

	2
	Multiple System Utilization
	2.04 (1.71; 1-14)
	532
	30.43
	15.51
	3.06

	3
	Most Severe
	5.91 (4.58, 1-22)
	246
	14.07
	13.70
	3.04


2.B. Statewide Analyses

Baker Act data for all children (younger than 18 years) with at least one Baker Act examination in Fiscal Years 1999, 2000 and/or 2001 were identified (see Table 6).  There were 26,014 children identified in this manner.  IDS and Medicaid data for service claims for these children were analyzed.
IDS Data for Statewide Analyses

There were 18,051 (69.39%) children with at least one claim in the IDS file during the three fiscal years, with 1,974,428 service events.
 

  Table 6:  Service Types for IDS Data for Children with Baker Act Examinations Statewide

	Cost Center
	Children
	Claims

	* = Services at higher cost levels
	N
	%
	N
	%

	Crisis Stabilization*
	9,707
	54.78
	69,652
	3.53

	Crisis Support/Emergency*
	8,972
	49.70
	18,968
	0.96

	Outpatient - Individual
	8,299
	45.98
	122,680
	6.21

	Medical Services
	7,528
	41.70
	61,089
	3.09

	Case Management
	7,154
	39.63
	513,964
	26.03

	In-Home and On-Site Services
	6,090
	33.74
	291,027
	14.74

	Assessment
	4,585
	25.40
	11,525
	0.58

	TASC – Treatment Alternatives for Safer Communities
	3,487
	19.32
	20,036
	1.01

	Intervention
	3,123
	17.30
	34,592
	1.75

	Day/Night Care
	1,237
	6.85
	104,719
	5.30

	Residential Level 2*
	1,235
	6.84
	187,352
	9.49

	Behavioral Health Overlay Services 

DJJ Involvement
	1,041
	5.77
	146,528
	7.42

	Substance Abuse Detoxification
	1,033
	5.72
	8,326
	0.42

	Inpatient*
	1,028
	5.70
	18,622
	0.94

	Residential Level 1*
	873
	4.84
	116,074
	5.88

	Residential Level 3*
	564
	3.12
	103,499
	5.24

	Intensive Case Management*
	443
	2.45
	28,168
	1.43

	Outpatient - Group
	419
	2.32
	4,585
	0.23

	Unknown - No Longer Used
	308
	1.71
	45,924
	2.33

	Prevention/Intervention Day
	202
	1.12
	8,310
	0.42

	Residential Level 4*
	197
	1.09
	28,999
	1.47

	Room & Board W/Superv, Level 2*
	111
	0.61
	12,738
	0.65

	Aftercare Follow-up
	95
	0.53
	935
	0.05


	Cost Center
	Children
	Claims

	* = Services at higher cost levels
	N
	%
	N
	%

	Room & Board W/Superv, Level 1*
	79
	4.38
	9,052
	0.46

	Respite Services
	76
	0.42
	1,971
	0.10

	Prevention
	48
	0.27
	400
	0.02

	Room & Board W/Superv, Level 3*
	17
	0.01
	2,926
	0.15

	Supported Housing/Living
	14
	0.01
	197
	0.01

	FACT Team
	14
	0.01
	885
	0.04

	Supported Employment
	11
	0.01
	233
	<0.01

	Methadone Maintenance
	8
	<0.01
	150
	<0.01

	Incidental Expenses
	8
	<0.01
	12
	<0.01

	Day Care
	7
	<0.01
	238
	<0.01

	Outpatient Detoxification
	4
	<0.01
	26
	 <0.01

	Sheltered Employment
	1
	<0.01
	26
	<0.01

	TOTAL
	18,051
	1,974,428
	


A comparison of Pinellas specific IDS data (from Table 3) with statewide IDS data (from Table 6) is presented in Table 7.  The percentage of children receiving services in Pinellas varies substantially from that seen statewide for several categories.  Given that this is an initial descriptive study, we do not have data to make judgments about the cause for these differences or whether or not they are necessarily positive or negative.

Table 7:  Number and Percent of Children with Services in IDS for Pinellas and Statewide

	COST CENTER
	Pinellas
	Statewide

	
	N


	%


	N


	%



	Crisis Support/Emergency*
	463
	40.90
	8,972
	49.70

	Crisis Stabilization*
	460
	40.64
	9,707
	54.78

	Medical Services
	215
	18.37
	7,528
	41.70

	Outpatient - Individual
	208
	18.37
	8,299
	45.98

	TASC

Treatment Alternatives for Safer Communities
	202
	17.84
	3,487
	19.32

	In-Home and On-Site Services
	188
	16.61
	6,090
	33.74


	COST CENTER
	Pinellas
	Statewide

	
	Pinellas
	Statewide

	
	N


	%


	N


	%



	Case Management
	183
	16.17
	7,154
	39.63

	Assessment
	71
	6.27
	4,585
	25.40

	Substance Abuse Detoxification
	66
	5.83
	1,033
	5.72

	Intervention
	53
	4.68
	3,123
	17.30

	Intensive Case Management*
	52
	4.59
	443
	2.45

	Residential Level 3*
	38
	3.36
	564
	3.12

	Residential Level 2*
	25
	2.21
	1,235
	6.84

	Behavioral Health Overlay Services 

(Department of Juvenile Justice Involvement)
	25
	2.21
	1,041
	5.77

	Day/Night Care
	23
	2.03
	1,237
	6.85

	Residential Level 1*
	16
	1.41
	873
	4.84

	Methadone Maintenance
	4
	0.03
	11
	0.01

	Prevention/Intervention Day
	4
	0.03
	202
	1.12

	Inpatient*
	2
	0.01
	1,028
	5.70

	Prevention
	1
	<0.01
	202
	1.12

	Supported Employment
	1
	<0.01
	14
	0.01

	Supported Housing/Living
	1
	<0.01
	14
	0.01

	Aftercare/Follow-up
	1
	<0.01
	95
	0.53

	Outpatient - Group
	1
	<0.01
	419
	2.32

	Room & Board W/Superv, Level 1*
	1
	<0.01
	79
	4.38

	Room & Board W/Superv, Level 2*
	1
	<0.01
	111
	0.61

	Unknown – Codes No longer used
	25
	2.21
	308
	1.71

	Total
	1,132
	18,051


                    * = Services at higher cost levels
Medicaid (MDC) Data for Statewide

There were 13,352 children with 2,103,693 service events at a total cost of almost $108 million over three fiscal years (see Table 8).


Table 8:  Medicaid Service Types for Children with Baker Act Examinations Statewide

	Category Code
	Children
	Cost
	Claims

	
	N
	%
	N
	%
	N
	%

	CMH: Evaluation & Testing Services
	8,715
	65.27
	$3,633,615
	1.75%
	47,547
	2.26%

	Counseling, Therapy & Treatment Services
	8,177
	61.24
	$6,489,935
	3.12%
	147,110
	6.99%

	CMH: Treatment Planning & Review
	7,648
	57.30
	$1,744,952
	0.84%
	29,554
	1.40%

	Targeted Case Management
	5,219
	39.09
	$22,760,483
	10.95%
	486,963
	23.15%

	CMH: Physician Services
	5,154
	38.59
	$608,233
	0.29%
	39,738
	1.89%

	Lab/Pathology w/ Mental Health Diagnosis
	4,996
	37.42
	$375,992
	0.18%
	73,988
	3.52%

	CMH: Children's Behavioral Health
	4,857
	36.38
	$16,890,668
	8.12%
	290,975
	13.83%

	Hospital Outpatient Mental Health Services
	4,007
	30.01
	$1,764,603
	0.85%
	17,719
	0.84%

	Child Inpatient Care
	3,790
	28.39
	$50,027,131
	24.06%
	11,444
	0.54%

	Child Ancillary Inpatient Services
	3,777
	28.29
	$1,767,906
	0.85%
	47,986
	2.28%

	Emergency Mental Health Treatment
	2,902
	21.73
	$1,038,600
	0.50%
	15,400
	0.73%

	Physician Services Clinic or Outpatient
	2,844
	21.30
	$497,421
	0.24%
	12,692
	0.60%

	Rehabilitative Services
	2,715
	20.33
	$2,700,637
	1.30%
	119,500
	5.68%

	Other Mental Health – does not fit other categories
	2,325
	17.41
	$893,800
	0.43%
	42,337
	2.01%

	CMH: Day Treatment Services
	2,104
	15.76
	$6,348,042
	3.05%
	166,418
	7.91%

	Behavioral Health Overlay Services
	1,717
	12.86
	$10,318,267
	4.96%
	303,591
	14.43%

	Therapeutic Foster Care I & II
	640
	4.79
	$22,323,491
	10.74%
	150,615
	7.16%

	Substance Abuse Inpatient Care
	552
	4.13
	$3,537,680
	1.70%
	1,060
	0.05%

	Speech/Language Therapy w/ Mental Health Diagnosis
	503
	3.77
	$443,292
	0.21%
	22,020
	1.05%

	Evaluation & Testing Services
	237
	1.78
	$192,351
	0.09%
	1,662
	0.08%

	Occupational Therapy With Mental Health Diagnosis
	137
	1.03
	$270,200
	0.13%
	7,907
	0.38%

	Substance Abuse Ancillary Care
	128
	1.00
	$15,638
	0.01%
	341
	0.02%

	Home based or prolonged physician’s service
	44
	0.33
	$4,191
	0.00%
	94
	0.00%

	Adult Ancillary Inpatient Svc
	35
	0.26
	$27,869
	0.01%
	819
	0.04%

	Child Hospice/Respite
	26
	0.19
	$1,920
	0.00%
	77
	0.00%

	Physical Therapy with Mental Health Diagnosis
	26
	0.19
	$202,758
	0.10%
	5,396
	0.26%

	Adult Inpatient Care
	23
	0.17
	$601,572
	0.29%
	163
	0.01%

	MH Ambulance Service
	14
	0.10
	$1,219
	<0.01%
	52
	<0.01%

	Adult Hospice/Respite
	4
	<0.01
	$385
	<0.01%
	15
	<0.01%

	MH Drug Injection
	2
	<0.01
	$117
	<0.01%
	5
	<0.01%

	Substance Abuse Hospice/Respite
	1
	<0.01
	$16.90
	<0.01%
	1
	<0.01%

	 TOTAL
	 13,352
	 
	$207,909,770
	2,103,693


A comparison of Pinellas specific Medicaid data (from Table 4) with statewide IDS data (from Table 8) is presented in Table 9.  Just as with the IDS data, the percentage of children receiving services in Pinellas varies substantially from that seen statewide for several categories.  Given that this is an initial descriptive study, we do not have data to make judgments about the cause for these differences or whether or not they are necessarily positive or negative.

Table 9:  Number and Percent of Children with Medicaid Claims for Pinellas and Statewide 

	
	Pinellas
	Statewide

	
	Children
	Cost
	Children
	Cost

	
	N
	%
	$
	%
	N
	%
	$
	%

	Counseling, Therapy & Treatment Services
	536
	78.71
	$505,432
	5.22
	8,177
	61.24
	$6,489,935
	3.12%

	CMH: Evaluation & Testing Services
	519
	76.21
	$154,886
	1.60
	8,715
	65.27
	$3,633,615
	1.75%

	CMH: Treatment Planning & Review
	505
	74.16
	$112,882
	1.17
	7,648
	57.30
	$1,744,952
	0.84%

	Targeted Case Management
	307
	45.08
	$1,704,577
	17.61
	5,219
	39.09
	$22,760,483
	10.95%

	CMH: Children's Behavioral Health
	270
	39.64
	$1,167,431
	12.06
	4,857
	36.38
	$16,890,668
	8.12%

	Child Ancillary Inpatient Services
	245
	35.98
	$74,514
	0.77
	3,777
	28.29
	$1,767,906
	0.85%

	Hospital Outpatient Mental Health Services
	231
	33.92
	$96,329
	1.00
	4,007
	30.01
	$1,764,603
	0.85%

	CMH: Physician Services
	224
	32.89
	$24,221
	0.25
	5,154
	38.59
	$608,233
	0.29%

	Child Inpatient Care
	180
	26.43
	$1,720,811
	17.78
	3,790
	28.39
	$50,027,131
	24.06%

	Other Mental Health – Does not fit in other categories
	179
	26.28
	$73,597
	0.76
	2,325
	17.41
	$893,800
	0.43%

	Emergency Mental Health Treatment 
	167
	24.52
	$18,433
	0.19
	2,902
	21.73
	$1,038,600
	0.50%

	Physician Svc Clinic or Outpatient
	161
	23.64
	$15,955
	0.16
	2,844
	21.30
	$497,421
	0.24%

	Lab/Pathology with Mental Health Diagnosis
	128
	18.80
	$4,429
	0.05
	4,996
	37.42
	$375,992
	0.18%

	Rehabilitative Services
	113
	16.59
	$115,391
	1.19
	2,715
	20.33
	$2,700,637
	1.30%

	Behavioral Health Overlay Services
	91
	13.36
	$608,057
	6.28
	1,717
	12.86
	$10,318,267
	4.96%

	CMH: Day Treatment Services
	70
	10.30
	$154,478
	1.60
	2,104
	15.76
	$6,348,042
	3.05%

	Therapeutic Foster Care I & II
	41
	6.02
	$1,537,673
	15.89
	640
	4.79
	$22,323,491
	10.74%

	Substance Abuse Inpatient Care
	41
	6.02
	$156,368
	1.62
	552
	4.13
	$3,537,680
	1.70%

	Speech/Language Therapy w/ Mental Health Diagnosis
	18
	2.64
	$8,127
	0.08
	503
	3.77
	$443,292
	0.21%

	Substance Abuse Ancillary Inpatient Care
	15
	2.20
	$1,146
	0.01
	128
	1.00
	$15,638
	0.01%

	Occupational Therapy With Mental Health Diagnosis
	14
	2.06
	$5,251
	0.05
	137
	1.03
	$270,200
	0.13%

	Evaluation & Testing Services
	14
	2.06
	$2,935
	0.03
	237
	1.78
	$192,351
	0.09%

	Child Hospice/Respite
	2
	0.30
	$243
	>.01
	26
	0.19
	$1,920
	0.00%

	Adult Inpatient Care
	1
	0.01
	$1,302
	0.01
	23
	0.17
	$601,572
	0.29%

	Adult Ancillary Inpatient Services
	1
	0.01
	$60
	>.01
	35
	0.26
	$27,869
	0.01%

	Physical Therapy with Mental Health Diagnosis
	1
	0.01
	$96
	>.01
	26
	0.19
	$202,758
	0.10%

	Total
	681
	$8,264,624
	13,352
	$207,909,770


Section 5:  Case Records Studies

Method

Consent/Assent Process

The consent/assent process began in early 2003 and ended in August 2003.  The initial months of the project were spent developing the consent and assent forms, obtaining approval from the USF Institutional Review Board for these forms, and developing the logistics in partnership with PEMHS staff.  

At the beginning of the study a decision was made to attempt to enroll only children under the care of the foster care system, so that we could generalize with the 35 cases to this distinct group. Staff from PEMHS, JWB, and FMHI agreed that if children were not being enrolled at a sufficient rate to complete the project on time, then we would revert to trying to obtain consents for all children coming through the children’s crisis unit at PEMHS.  It became evident after several months that the process of gaining signatures and cooperation with FCP caseworkers was a challenge.  This was not due solely to a lack of cooperation by FCP staff.  Rather, a number of factors contributed to the difficulty in obtaining consents for children in the dependency system.  These included a lack of communication to FCP staff, FCP staff turnover, and the fact that not all children who were in foster care were being managed by Pinellas FCP workers.  A decision was made to exclude children with foster care case management in other counties (such as Hillsborough and Pasco) because arrangements with the foster care entities in these counties was beyond the scope of this study. 

Therefore in the Spring of 2003 we began to recruit all children who had a recent Baker Act examination, rather than just those who were involved in the foster care system in Pinellas County. This process evolved much more smoothly. 

Procedure

Study staff attended the morning treatment team meeting with the psychiatrist, social worker, therapist, and nurse between two and five days per week.  A current census is maintained daily at the PEMHS CCSU with a list of the children, their names, assigned chart numbers, age, gender, legal status, and ethnicity.  A list was generated from this information of children who were eligible for enrollment.  Children were eliminated if they resided outside of the Pinellas County area or were case managed in another county.  Recruitment began after telephone calls were made to the parents/guardians by the PEMHS social worker in order to inform the caregivers of their child’s functioning and status at the crisis unit.  Confidentiality was maintained by this initial phone call from PEMHS staff.  Once phone calls were placed, FMHI staff contacted parents/guardians and described the study to them.  If the parent had no interest, it was noted that they opted to not participate.  Sometimes a phone message was left, although this was not very successful given the generic nature of the message necessary to protect confidentiality.  Some parents/guardians did not have phones, so could not be reached.  

After several months, FMHI staff coordinated their presence at the PEMHS CCSU for the times that parents/guardians were likely to be picking up children.  FMHI staff introduced the study to parents/guardians when they arrived at the CCSU.  If they expressed interest the consent process was commenced, with the child assented into the study typically that same day.  Parents and children were provided a copy of both forms (consent and assent) to take with them once leaving the facility.  This was the most successful strategy for acquiring parental/guardian consent while also making it possible to obtain the assent of children.  Collaboration of PEMHS staff was key to this effort.

Data Source

PEMHS charts were the sole source of information for the case studies.  Information was gathered from the chart specific to the Baker Act examination from which the child was consented/assented into the study.  Information from multiple documents related to these examinations were used as sources of data.  Ideally, a wider array of sources would be included in such case studies.  However, given the level of funding and the timeline for the project collection from other sources was not feasible.  The thought behind this effort was to develop the methodology for consenting/assenting and to gather pilot data from this process that could be used for future, larger scale case studies.

Participants

Participants were 35 children with a Baker Act examination at the PEMHS children’s crisis unit from February 2003 through August 2003.  There were 5 (14.29%) children who were in the custody of FCP at the time of their examination, with the remaining 30 (85.71%) children in the custody of a parent.  Slightly more than half (n = 19; 54.29%) of participants were boys.  The majority of participants were Caucasian (n = 27; 77.14), with five (14.29%) African-American participants and one child each (2.86%) of Asian, Hispanic and another race.  Children averaged 14.82 years (SD = 2.67), with a range in ages from 4.73 to 17.82 on the day of consent into the study.
   The differences in demographics for the children in the case study and those in the archival analyses are presented in Table 10.

As shown in Table 10, Caucasian children were over-represented and African-American and Hispanic children were under-represented in the case study sample in comparison to Pinellas County and Statewide statistics.  This suggests that a stratified sampling approach for race/ethnicity may be advisable for future case studies in this area.  Children with a Baker Act examination in Pinellas county were more likely to be Caucasian, and less likely to be African-American or Hispanic than the statewide population of children subject to Baker Act examination.

Table 10:  Demographic Comparisons Between Case Studies and Archival Study Sample

	Demographic
	Case Studies
	Pinellas

	Statewide

	
	N
	%
	N
	%
	N
	%

	Number and % Male
	19
	54.29
	781
	50.10
	12,479
	47.97

	Race/Ethnicity
	

	Caucasian
	27
	77.14
	343
	22.00 (74.78)

	15,079
	57.96

	African-American
	5
	14.29
	40
	2.57

(11.95)
	4,951
	19.03

	Asian
	1
	2.86
	5
	0.32

(1.75)
	74
	0.28

	Hispanic
	1
	2.86
	11
	0.71

(1.75)
	1,677
	10.45

	Other


	1
	2.86
	
	(1.31)
	425
	1.63

	Missing
	
	
	1,160
	74.41

(9.91)
	3,808
	14.64

	
	Mean
	SD
	Mean
	SD
	Mean
	SD

	Average Age
	14.82
	2.67
	13.60
	2.86
	14.39
	4.68


Results

History of Trauma

Forty percent (n = 14) of children had a history of sexual, emotional, and/or physical trauma noted in their PEMHS record.  Sexual abuse (n = 9; 25.71%) was the most common form of trauma documented in the chart, followed by physical abuse (n = 8; 22.86%) and emotional abuse (n = 4; 11.43%).   Three (8.57%) children had a parent die during their childhood. 
Presenting Problem

The most common presenting problem was suicidal ideation/gestures (n = 19; 54.29%).  Also documented as presenting problems were depression (n = 5; 14.29%), homicidal ideation, physical hostility ideation or gestures (n = 3; 8.57%), self-abuse or neglect (n = 2; 5.71%) and problems with significant others (n = 2; 5.71%).

          Table 11:  Presenting Problems to the CSU

	Presenting Problem
	Number of Children
	Severity Rating

	
	
	Mean
	SD

	Suicidal ideation/gestures
	19
	2.61
	.50

	Depression
	5
	2.60
	.55

	Homicidal ideation/physical hostility ideations/gestures
	3
	3.00
	1.00

	Self abuse or neglect
	2
	2.00
	1.41

	Problems with significant others
	2
	2.00
	0


	Mood Swings
	1
	3.00
	0

	Criminal behavior with or without charges
	1
	1.00
	0

	Chemical abuse or intoxication
	1
	3.00
	0

	Appetite disturbance
	1
	2.00
	0


Children are rated on a scale from 1 (mild) to 4 (extreme) in severity of the presenting problem.  The average severity rating for all children was 2.53 (SD = .66).  Mean severity ratings associated with specific presenting problems are contained in Table 11.

Living Arrangements

Just prior to their Baker Act examinations, the majority of children (n = 28; 80.00%) were living with family.  Five (14.29%) children were in foster care or group home placements, with one child (2.86%) coming from an institutional placement.  One child (2.86%) was a ward of the state. 

Diagnoses

Diagnosis was recorded from multiple documents in the chart related to the examination.  Children had between one and four diagnoses (Mean = 2.31, SD = .96).  Axis I diagnoses are shown in Table 12.  The following each were also noted for one child each:  History of Marfan’s syndrome, Cerebral Palsy, and head injury.  Two children (5.71%) had mention of a borderline personality disorder diagnosis as well.

                       Table 12:  Diagnosis at Time of Baker Act Examination

	Diagnosis
	N
	%

	Adjustment Disorder
	15
	42.86

	Depression
	15
	42.86

	Oppositional Defiant Disorder
	9
	25.71

	Conduct Disorder
	8
	22.86

	Attention Deficit Hyperactivity Disorder (ADHD)
	8
	22.86

	Bipolar Disorder
	7
	20.00

	Intermittent Explosive Disorder
	6
	17.14

	Post Traumatic Stress Disorder (PTSD)
	5
	14.29

	Dysthymic Disorder
	4
	11.43

	Anxiety
	1
	2.86

	Psychosis
	1
	2.86

	Schizoaffective Disorder
	1
	2.86


Referral Source

Police (n = 12; 34.39%) and Medical Facilities (n = 12; 34.29%) were the most common referral sources to the crisis unit.  If a child was referred by a medical facility, it is likely due to the need for medical clearance for a physical condition that PEMHS is unable to treat. Before the child can be transported to the crisis unit, they must be medically stable. For example, children who have attempted to overdose on medications or those children who harmed themselves in a manner that needs immediate medical attention, would be taken to a hospital first and treated for their physical ailment before being taken to the children’s crisis unit. Under the Baker Act, the clock for the 72-hour involuntary examination does not start until the child has received medical clearance from the treating physician. Children were also referred from other private sources such as family (n = 4; 11.43%), and other PEMHS programs (n = 3; 8.57%).  One of the referrals was from an ex-parte order, another from a high school counseling department, and another from foster care.

                Table 13: Referral Source to CCSU

	Referral Source
	Children

	
	N
	%

	Police Referrals
	12
	34.29

	
Pinellas County Sheriff
	5
	14.29

	
Petersburg Police
	5
	14.29

	
Largo Police
	2
	5.71

	Medical Facilities
	12
	34.29

	
All Children’s Hospital
	3
	8.57

	
Morton Plant Clearwater
	2
	5.71

	
Bayfront Medical Center
	1
	2.86

	
Northside Hospital
	1
	2.86

	
St. Petersburg General Hospital
	1
	2.86

	
Mease Countryside Hospital
	1
	2.86

	
Doctor’s Appointment
	1
	2.86

	
Suncoast Appointment
	1
	2.86

	
Suncoast Osteopathic Hospital
	1
	2.86

	Other Private - Home/self/family friends
	4
	11.43

	PEMHS Program Referrals - PACES
	3
	8.57

	Court Referrals - Ex-Parte Order
	1
	2.86

	School - Senior High School Counseling
	1
	2.86

	Youth Services - HRS Foster Care
	1
	2.86

	Unknown
	1
	2.86


Children’s Functional Assessment Rating Scale (CFARS) at Discharge from CCSU

The CFARS is a structured assessment in which the evaluator rates the child on16 -items on a 1 (no problem) to 9 (extreme problem) scale that is completed near the time of discharge from the CCSU.  Guidance for the determination of a score is provided specific to each item.  There are four subscales on the CFARS:  Relationships, Safety, Emotionality and Disability.  Summary information for the CFARS assessments is presented in Table 14.

Children had the highest average for the work or school item, with a mean of 6.18 representing a moderate to severe problem.  The average of 5.75 for the depression item and 5.07 for security and management needs represents a moderate problem level.  The average of 4.86 for danger to others and 4.50 for cognitive performance represents a slight to moderate problem level.  A less than slight problem is represented by the means for interpersonal relationships (2.81), hyperactivity (2.75), thought process (2.43) danger to self (2.36), socio-legal issues (2.29) and anxiety (2.04).  The means for Activities of Daily Living (ADL) functioning (1.68), substance use (1.64), behavior in home setting (1.64), and medical/physical issues (1.43) are considered no problem, bordering on a less than slight problem the closer the mean is to 2.00.  

Children had the highest average for the relationship subscale (3.77), which represents a slight problem, bordering on a slight to moderate problem.  The emotionality subscale had the next highest mean (3.02, SD = 1.34), followed by Safety (Mean = 2.84; SD = 1.45) and Disability (Mean = 1.85; SD = .84).            

           Table 14:  CFARS Intake Summary Information at Discharge

	#
	Item
	Mean
	SD
	#
	Item
	Mean
	SD

	1
	Depression
	5.75
	1.80
	 9
	Interpersonal Relationships
	2.81
	1.52

	2
	Anxiety
	2.04
	1.71
	10
	Behavior in “Home” Setting
	1.64
	1.34

	3
	Hyperactivity
	2.75
	.84
	11
	Activities of Daily Living or ADL Function
	1.68
	1.42

	4
	Thought Process
	2.43
	1.94
	12
	Socio-Legal
	2.29
	2.09

	5
	Cognitive Performance
	4.50
	1.82
	13
	Work or School
	6.18
	.67

	6
	Medical/Physical
	1.43
	1.29
	14
	Danger to Self
	2.36
	2.25

	7
	Traumatic Stress
	3.68
	2.40
	15
	Danger to Others
	4.86
	2.93

	8
	Substance Use
	1.64
	1.89
	16
	Security Management Needs
	5.07
	2.85

	Subscales


	Relationships
	3.77
	.79
	Safety
	2.84
	1.45

	Emotionality
	3.02
	1.34
	Disability
	1.85
	.84


Justice System Involvement

Fifteen (42.86%) children had current or past involvement with the justice system mentioned in their charts.  A quarter of the cases noted past history of justice system involvement (n = 9; 25.71%) and a quarter (n = 9; 25.71%) indicated current or pending charges and/or a police hold on the case.   Probation was mentioned in the files of two (5.71%) children.

Substance Use/Abuse

Past or current substance abuse was documented in 16 (45.71%) cases.  Drugs used included alcohol (n = 10; 28.57%), marijuana (n = 12; 34.29%), prescription pain medication (n = 2; 5.71%), cocaine (n = 2; 5.71%), ecstasy (n = 1; 2.85%), crystal methane (n = 1; 2.85%), and cough syrup (n = 1; 2.85%).

Family History of Mental Illness

Four (11.43%) children had a family history of mental illness noted in their chart.  Family history of the following were noted:  alcoholism (n = 4; 11.43%), depression (n = 2; 5.71%), and schizophrenia (n = 1; 2.86%).  The father of one child was reported to have died from cirrhosis of the liver, presumably due to alcoholism. 

Seclusion and Physical Restraint

Three (8.57%) children had seclusion and/or restraint noted in their charts.  One child had one incident of seclusion noted and another had one incident of restraint indicated.  The third child had noted in the chart two incidents of elbow control/physical holding, three incidents of restraint, and two incidents of seclusion/time out.

Medications

Psychotropic medication use was documented in the charts of 29 (82.86%) children (see Table 15).  Prescriptions ranged from one for some children to a maximum of 11 medications.  A fifteen year old boy was prescribed within a period of slightly less than a month the following:  Abilfy, Paxil, Tenex, Trileptal, Seroquel, Prolixin, Desyrel, Haldon, Ativan, Cogentin and Benadryl.

          Table 15:  Medications Prescribed for Involuntary Examination Stay

	Medication
	N
	%
	
	Medication
	N
	%

	DDAVP*
	11
	31.43
	
	Zyrtec
	1
	2.86

	Trileptal
	9
	25.71
	
	Zantac
	1
	2.86

	Risperidal
	9
	25.71
	
	Wellbutrin
	1
	2.86

	Lexapro
	8
	22.86
	
	Prozac
	1
	2.86

	Zoloft
	6
	17.14
	
	Prolixin
	1
	2.86

	Depakote
	6
	17.14
	
	Lithobid
	1
	2.86

	Strattera
	4
	11.43
	
	Haldol
	1
	2.86

	Paxil
	4
	11.43
	
	Effexor
	1
	2.86

	Pamelor
	4
	11.43
	
	Cogentin
	1
	2.86

	Tenax
	3
	8.57
	
	Avitan
	1
	2.86

	Seroquel
	3
	8.57
	
	Atenolol
	1
	2.86

	Vistaril
	2
	5.71
	
	Abilify
	1
	2.86

	Desyrel
	2
	5.71
	
	
	
	


          *DDAVP is an abbreviation for desmopressin acetate.  It is  prescribed to treat bedwetting, but also for excessive 

             dryness in the mouth, such as that caused by some medications. 

Benefits

Half of the children had private insurance (n = 18; 51.43).  One quarter (n = 9; 25.71) had Medicaid as a primary benefit, with another two (5.71%) children with Medicaid secondary to other coverage.  Two (5.71%) children were covered by the Healthy Kids program, five (14.29%) were self-pay, with the benefits for one child (2.86%) unknown.

Three (8.57%) children had SSI/SSDI coverage documented in their PEMHS chart.  Twenty-two (62.86%) children were receiving TANF benefits at the time of their examination.    

Income

The median reported annual income for families of the 35 children was $13,500 (SD = 26,794).

Baker Act Data for the 35 Children with Case Studies

Data from records of Baker Act examinations from April 1999 through June 2003 were identified for the 32 (91.43%) of children for whom we had a social security number.
  These children had 56 Baker Act examinations recorded in the data, as far back as March 2000 and as recent as June 2003.  Twelve (37.50%) children had one Baker Act examination during this time period, while 4 (12.5%) children had two exams, 2 (5.71%) had three exams, one (3.13%) had four exams, one (3.13%) had five exams, no children had six exams, and three (9.38%) children had 7 exams.  Given the small sample size, gender did not differ markedly between those with only one Baker Act examination (50% male) and with more than one examination (55%) male.  Also within the context of a small sample size, the small difference in mean age of children with one Baker Act examination (M = 15.06, SD = 1.01) and those with more than one examination (M = 14.58, SD = 2.62) is not especially meaningful.

The majority of the 56 examinations were initiated by law enforcement officials (n = 32; 57.14%), with 23 (41.07%) initiated by mental health professionals and one (1.79%) resulting from an ex-parte order.  Based on the badge number recorded on the Baker Act forms received at FMHI, there were at least 30 police officers who initiated examinations over the time period, with the majority initiating one (93.33%) during this time period.  Two law enforcement officials (6.67%) initiated two exams each during the time period.   

Harm (n = 49; 87.50%) was the most common evidence type, followed by neglect (n = 5; 8.93%) and both harm and neglect (n = 1; 1.79%).  One record did not indicate the evidence type.

Harm to self was the most commonly documented type of harm for the 50 examinations with evidence of harm (either harm only or harm with neglect) (n = 33 exams; 66.00%).   Harm to both self and others was the next most commonly documented type of harm (n = 12 exams; 24.00%).  Four (8.00%) examinations had harm to others only documented, with the harm type for one record (2.00%)unknown.

The majority of the 56 examinations for these 32 children were at PEMHS (n = 36; 64.29%).  Children were also examined involuntarily at Mental Health Care (n = 12; 21.43%), Morton F. Plant Hospital (n = 3; 5.36%), The Harbor Behavioral Health Care Institute (n = 2; 3.57%), Peace River Center for Personal Development (n = 2; 3.57%), and Citrus Health Network (n = 1; 1.79%).  

Section 6: Discussion

The system descriptions allowed us to provide some basic information about acute mental health care services for children in Pinellas County, that may inform future research efforts.  The case studies used to generate qualitative data demonstrated that children who have received an involuntary examination often have difficulties in many areas of their lives. Many children had co-occurring substance disorders and the history of trauma was notable. Further, in our sample, the median income was very low. Perhaps caregivers of children are barely maintaining financial stability within the home. Given the often expensive nature of psychiatric treatment, caregivers may not be able to afford preventative measures on an outpatient basis. Additional research could pursue answers to these speculations.  

The remaining discussion will focus on seven key findings that we feel will be of interest to policy makers, as follows.

Key Finding #1:  System Findings

Multiple programs are accessed by children at PEMHS, based on findings from the qualitative study component.  The type and timing of the services are based on factors such as whether children are in the dependency system, their legal status (voluntary vs. involuntary), their needed level and type of care, and availability of services.  Interaction of staff from PEMHS and from the Family Continuity Program (FCP) is key to the access and continuity of care for some children.

Key Finding #2:  Certificate and Evidence Type
The Baker Act examinations of children were more likely to be initiated by law enforcement officials and to be based on evidence of harm than examinations for adults, suggesting that a focus on factors related to law enforcement initiated Baker Act examinations would help us to better understand the initiation of involuntary care for children.

Key Finding #3:  Seasonality

There were fewer Baker Act examinations for children in the summer, both statewide and for Pinellas County.  Although cause and effect cannot be determined from this correlational finding, they suggest some seasonality in Baker Act examinations for children and may suggest that the relationship between school and the Baker Act requires further explanation.

Key Finding #4:  Repeated Examinations

Thirty-three percent of the children with a Baker Act examination over a three-year period in Pinellas County experienced more than one examination during this time period. Focused attention on this subset of children with multiple involuntary examinations is warranted, given that the purpose of crisis stabilization units is to offer emergent care – not the longer term care that may be needed by many of these children Multiple examinations may suggest discontinuity of care.  Additional focus on this subpopulation could yield information about the causes of repeated examinations and ways to intervene to reduce or prevent them.

Key Finding #5:  History of Trauma

The finding that 40% of the children from the case studies had experienced sexual, physical and/or emotional abuse suggests that trauma is an important factor to address when planning and implementing care for some children who receive acute mental health care.

Key Finding #6:  Therapeutic Foster Care
The 41 children who experienced at least one Baker Act examination over a three-year period in Pinellas County who also had Medicaid reimbursed therapeutic foster care accounted for 6% of the children with Medicaid reimbursed services, but their reimbursed therapeutic foster care of over $1.5 million accounted for almost 16% of the cost of Medicaid reimbursed services.  Almost 5% of children statewide with at least one Baker Act examination over a three-year period had Medicaid reimbursed therapeutic foster care services, at a cost of over $22 million representing almost 11% of Medicaid reimbursed services.  The high cost of these services for a relatively small number of children, particularly in Pinellas County compared to statewide, suggests that a focus on healthcare needs for children in this group may be warranted.  This may be particularly important within the current context of privatization of foster care across Florida and the focus on integration of the foster care and behavioral health care system

Key Finding #7:  Intensive Case Management

The use of case management and intensive case management as indicated by the IDS data may be lower than we expected for the population of children who had contact with the involuntary, acute-care system, especially in Pinellas County.  Levels of targeted case management seen in the Medicaid data were higher, in contrast to the findings from the IDS data.  An exploration of the reasons for these differences could help us to learn more about case management for these children.

The findings of this study are helpful not only for their substantive content, but because of their heuristic value towards conducting additional, larger scale, studies on acute mental health care and children.  These findings are descriptive and as a result do not give us information about the causes and possible solutions for what has been described.  Studies designed, implemented and interpreted with involvement of key stakeholders – such as providers and the Department of Children and Families – is essential to furthering the initial knowledge this study has provided.

Section 7:  Future Directions


This study has value for the types of future study that it suggests as well as what we learned about conducting research of this type.  Analysis of Medicaid and IDS data has given us insight into the services received by children who are subject to Baker Act examination.  However, there is only so much that can be inferred from archival data sources.  A logical next step would be to talk with key stakeholders about their thoughts on what these findings suggest and to conduct prospective, longitudinal client level studies to answer questions at a level that could be responsive to policy implementation.  

We felt we were realistic in our perception of the difficulty of obtaining consents from  parents/guardians and assent of children.  However, we underestimated the amount of effort and time this would entail.  The cooperation of our community partner, PEMHS, was essential to obtaining these consents and assents.  The difficulties we encountered obtaining consents for children in the foster care system, despite initial support and apparent enthusiasm by FCP staff towards our efforts, suggests that obtaining consents for children in the foster care system may be particularly time consuming.  However, some of our findings suggest that the population of children with a Baker Act examination who are in the foster care system may be a population that warrants future research attention, regardless of the many difficulties of pursuing research on this population.  

In sum, the substantive findings from this study can inform the research questions and methods and our enhanced knowledge of the practicalities of carrying out this work have laid the foundation for future, larger-scale projects relevant to children and Baker Act examinations.  
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Appendix A

Program Descriptions

Children’s Crisis Stabilization Unit (CCSU)

Program Description: The children’s crisis stabilization unit (CCSU) is a short-term inpatient unit that serves children between the ages of 5 and 17 who are in acute mental or behavioral distress and their behaviors may place themselves or another person at risk of harm. Typically, children are referred to the CCSU involuntarily as specified in the Baker Act. However, some children do receive treatment on a voluntary basis. The program is designed to assess the child’s need for treatment and/or symptom alleviation. The program is not designed to be a repository for hard to place children, with severe emotional and behavioral difficulties. Staff members consist of a psychiatrist, nurse, licensed master’s level therapist, bachelor’s level social worker, and direct care staff. Children are observed as they interact with staff and peers for a minimum of 72 hours if maintained on an involuntarily basis. Often, the guardian will act on behalf of the child and agree have the child treated under a voluntary status. Most children regardless of legal status will stay approximately 3 days. The CCSU is the only public treatment of its kind to serve acutely ill children in Pinellas County. The CCSU does not discriminate based on financial status and accepts all forms of payment, including insured contracts, Medicaid, and those with no monetary resources. 

Referral Process 

	Involuntary
	
	Voluntary

	· Child has displayed behaviors that are a harm to self, others or is self neglectful
	
	· Child has displayed behaviors that are a harm to self, harm to others or is self neglectful 

	· Child an involuntary examination initiated by a mental health professional, law enforcement official or judge 
	
	· Child is competent to ascertain need for treatment

	· Child is taken to the Access Center (main assessment center of PEMHS) for a comprehensive evaluation
	
	· Child and family seek treatment voluntarily, or that which is not imposed by law

	· Child is assessed, then transported to the CCSU
	
	· Child is assessed at the Access Center and then transported to the CCSU


Admission Criteria

· A child has an involuntary examination initiated under the Baker Act

· A child is in acute emotional and/or behavioral crisis and is in danger of harming themselves or another person. The child is able to ascertain the need for treatment and voluntarily seeks it from the CCSU

Goals: To provide assessment, diagnosis, and treatment for children with mental illness who are at risk for harming themselves or others by providing an environment that is safe, secure, and able to provide relief for symptoms.

How goals are achieved:

· Multidisciplinary team assessment of needs 

· Group therapy

· Individual therapy (as needed)

· Family therapy (as needed)

· Medication management

· Recreational therapy

· Skills training

Discharge Criteria

· Once child is no longer in danger of harming themselves or another person, symptoms have stabilized, and the environment in which they will return will help foster safety

Children and Adolescent Psychiatric Program (CAPP)

Mission Statement: The mission of the Child and Adolescent Psychiatric Program (CAPP) is to create a therapeutic environment in which care for a child is individualized, family centered, intensive, and time-limited.

Program Description: CAPP is an inpatient treatment facility for children and adolescents with a diagnosed Axis I disorder who are unable to function within a less restrictive community setting and whose mental illness has impaired their ability to function on a day-to-day basis. CAPP is part of the Statewide Inpatient Psychiatric Program (SIPP) initiative to provide inpatient services for eligible Medicaid recipients under the age of 18. CAPP is a co-ed program that has a 30-bed capacity for youth in the SunCoast region of Florida.
 Staff members included a psychiatrist, therapists, nurses, case managers, and direct care staff. The average length of stay is 120 days. Approximately 30% of the children referred are dependent youth.

Referral Process

	Non-Dependent Youth
	
	Dependent Youth

	· Referred by multi-agency staff team based in the community
	
	· Designated liaison with community based care (CBC) provider refers child for independent evaluation

	· Team determines availability of services and if prior treatment in a less restrictive environment was unsuccessful
	
	· Evaluation is conducted by a DCF approved independent evaluator

	· ADM staff from the Department of Children and Families (DCF) reviews referral and placement
	
	· Placement is recommended by the evaluator, a packet is sent to ADM by the CBC liaison and referral made


Admission Criteria

· Admission is on a voluntary, non-emergency basis

· Child is unable to gain psychiatric stability through less-restrictive treatment alternatives

· Global Assessment of Functioning score of 70 or lower

· DSM-IV diagnosis

· Impairment in one or more major life roles

· Has the appropriate cognitive and motivational capacity to benefit from treatment

· Medically stable

· Under the age of 18

· Must reside within the SunCoast Region (Pinellas, Pasco, Hillsborough, Manatee, Sarasota, and Desoto)

Goals: To provide services for children that are goal-oriented, strength-based, intensive, family centered, individualized, culturally sensitive, and provided by qualified, professional staff.

How goals are achieved:

· Individual Therapy

· Group Therapy

· Family Therapy

· Parent Groups

· Medication management

· Assessment

· Treatment Planning

· Nursing care

· Access to education

Discharge Criteria

· Child displays no suicidal or homicidal gestures, thoughts, plan

· Child displays no aggressive behaviors

· Child has actively met goals developed within treatment plan

Emergency Response Team (ERT)

Program Description: The Emergency Response Team (ERT) is funded by Family Continuity Programs (FCP), in partnership with PEMHS (Personal Enrichment through Mental Health Services), the Suncoast Center (a community mental health center) the Haven, and CASA (domestic violence shelters). Once a referral to the ERT is provided, a member of the team is assigned to work with the family. Assignments are based on geographical location and assessed needs of the family. Team members provide at least three contacts with the family per week, with at least one time per week face-to-face. Three teams of professionals are assigned to an area of Pinellas County (North, Mid, and South). Staff members are comprised of master’s level mental health and substance abuse specialist’s, bachelor’s level domestic violence specialists, and other care workers. ERT works with families for about 4-6 weeks in order to stabilize familial functioning. ERT team members do not assist those families who are currently receiving services from the Families First program, as both programs services may overlap and/or duplicate efforts.  Approximately 10% of children are in the dependency system, the rest are in danger of being placed in the dependency system. 

Referral Process

Typically, an FCP caseworker or a child protective investigator from the Pinellas County Sheriff’s Office will contact the ERT in situations where the family stability and safety is threatened. ERT will respond by telephone within one hour of the initial call placed and will see the referred family within 72 hours. An ERT team member will conduct a family assessment and a safety plan is developed. Once the crisis has diminished, families are referred to the partnered community agencies to provided continued services as needed.

Admission Criteria

· Active suicidal ideation or attempt by a child’s caregiver
· Pattern of escalating violence within the home
· Domestic violence
· Substance abuse or dependence 
· Mental illness that appears to be impacting caregivers ability to attend to the child’s needs
· Severe emotional or behavioral disturbance in a child that affects the caregiver’s ability to provide for the child or that threatens the safety of the family
Goals: To help children and families have safe, healthy relationships.

How goals are achieved:

· Crisis Intervention

· In home counseling and support

· Solution-focused interventions

· Linking families to needed community services

Discharge Criteria

· Crisis situation has been stabilized
· No pending threats to family stability
· Family has been linked with the appropriate services for continued assistance
Alternatives for Children In Crisis (A-Team)

Mission Statement: To enhance the quality of life for children enrolled in elementary school and their families by providing support and intervention, resulting in a decrease in school suspensions and a decrease in admissions to the Juvenile Assessment Center and the Department of Juvenile Justice.

Program Description: The A-Team is a mental health collaborative funded by the Juvenile Welfare Board. Participating members include Personal Enrichment for Mental Health Services (PEMHS), Suncoast Center, and Directions for Mental Health. The A-Team serves to intervene in situations where a child between the ages of 5 and 11 is in a behavioral crisis at one of the participating schools. Because of their behaviors in the classroom, these children may be eligible for interventions through the Pinellas Juvenile Assessment Center (PJAC), the Juvenile Detention Center (JDC) or the children’s crisis unit. The A-Team’s purpose is to intervene in a manner that prevents removal from the school and prevents placement in a juvenile or mental health setting.  Staff members are comprised of master’s level clinicians, bachelor’s level community liaison’s and other care staff. This program also serves as a source of training for professionals in the areas of oppositional defiant disorder, anger management, and attention-deficit hyperactivity disorder.  The average length of service utilization is 6-8 weeks and there is no fee for services provided. The number of dependent youth who have been referred is currently not being tracked.

Referral Process

Service areas are divided into three distinct parts of Pinellas County, Florida. They comprise of North County, Mid-County, and South County.  There are two routes for referral School officials and related school programs may access services by placing a telephone call to the A-Team. Or staff from PJAC may place a call to members of the A-Team. Then the A- Team will determine if a verbal intervention on the phone is warranted, or if on-site intervention is required. Then the A-Team will contact the family to conduct assessments and interventions as necessary. A plan of action is determined and implemented over the 6-8 week period.

Goals: The A-Team provides services in an effort to decrease out-of-school suspensions, reduce the amount and degree of law enforcement involvement with children in the school setting, develop a bridge among schools, families, and the communities in which they reside, and to behaviorally intervene in the classroom when children exhibit disruptive behaviors. In general, a behavioral model is applied to those symptoms in the child that are most amiable to behavioral interventions. The A-team does not provide services for acutely mentally ill children; however, they may assist in preventing a Baker Act commitment at the school.

How goals are achieved: 

· On-site crisis counseling

· Family advocacy

· Short-term family counseling

· Consultation with the school and the parents to assist in management of child’s behavior

· Referrals to the community services and partnered agencies (Suncoast, Directions, PEMHS)

· Customized training for school officials, students, and members of the child’s family

Discharge Criteria

· The goal for discharge is to intervene with the child, family, and school within the short-term (usually 6-8 weeks). For families that need more assistance, the A-Team will provide the appropriate referrals within the community to continue to meet the needs of the family.

Families First

Program Description: Families First is a program that contracts with Family Continuity Program (FCP) to provide reunification and preservation services to children and families who have been referred for state intervention in order to maintain child safety. Team members of the Families First program serve as an intermediary between FCP and the family. A family specialist is assigned to the family to assist in successfully completing their case plan. There are 4 levels of family specialists and each specialist maintains a caseload of 8 – 10 families. Level I consists of a non-degreed, supportive, hands-on staff member to assist with chores and daily household tasks. A Level II specialist holds a bachelor’s degree and provides case management services to the family, often acting as a liaison between finding access to community services and linking up families to the appropriate services. At Level III, staff members hold non-licensed, master’s degrees. At this level, family specialists will provide in-home therapy and support to those families in need of more intensive therapeutic services. At Level IV, a master’s level, licensed certified addictions professional is involved with those families who struggle with substance abuse and addiction. Many of the services provided by Families First occur in the home of the family, sometimes as often as 2-3 times per week. In cases which families require more specialized services, such as treatment for sexual abuse, physical abuse and domestic violence, Families First will refer to the appropriate community agency.

Referral Process

Meetings are held with FCP and the case worker assigned to the child and his/her family. FCP and the case worker present information on the family to Families First. During this meeting, the family’s case is presented and initial goals for reunification and/or preservation are discussed. A member of the Families First team will go to the home of the family and assess their service needs. A family does have the option to decline services, however, FCP would act in accordance with the law to maintain the child’s safety and welfare.

Admission Criteria

· Child and family are currently in the FCP system and have been identified as in need of services in order to reunify the family or preserve the existing family structure.

· Family is in need of assistance in order to successfully manage their care plan and reunify with their child

Goals: To avoid placing children in foster care and to maintain the family structure in a manner that maintains the child’s safety, well-being, and promotes healthy relationships. 

How goals are achieved: 

· Crisis Intervention
· Counseling
· Assistance meeting basic needs, shopping for food, clothing, managing finances
· Referrals to appropriate community agencies 
Discharge Criteria

· Family must be actively engaged in their FCP case plan and adhere to recommendations within the plan, therefore, involvement with the Families First program would end upon successful completion of the case plan
· Failure to adhere to the plan would result in continued action to protect the child from an unsafe familial environment
Life Enhancement for Adolescent Females (LEAF)

Mission Statement: To provide quality programming and individualized treatment services to assist the Department of Juvenile Justice (DJJ) in reducing juvenile crime. 

Program Description: The LEAF program is a 20-bed facility for girls that range in age from 10 to 19 years of age and have been adjudicated guilty for a criminal offense and placed in custody of the DJJ. The facility is located on the main campus of Personal Enrichment for Mental Health Services (PEMHS) and is a locked, moderate risk facility.  Staff members include a contracted psychiatrist and family physician, nurses, various education levels for primary counselors, case aides, and direct care staff.  As one of the first programs of it’s kind in the state of Florida, the LEAF program aims to model appropriate behaviors to young women, assist them in building skills for successful community living, and provide a sense of regard for self that will help them to attain their goals in life.

Referral Process

Girls have met the predetermined DJJ criteria for commitment. Initially, the child is taken by the police to the Juvenile Detention Center (JDC). A judge determines what level of risk the child poses to the community and is referred for services as represented within the risk category.  It is the responsibility of DJJ to provide services to the girls in the interim. There are currently no dependent children residing in the LEAF program.

Admission Criteria

· Must have a diagnosed substance use/abuse disorder

· Has met DJJ criteria for a moderate risk facility (typically a 3rd degree felony charge)

· Has been placed in the custody of DJJ

Goals: To provide girls with gender-specific services designed to meet their unique needs that results in the incorporation of  the values of responsible citizenship.

How goals are achieved:

· Education
· Vocational training
· Skill building
· Increasing self-esteem 
· Developing healthy interpersonal relationships
· Behavior Management
· Step Program 
· Restorative Justice
· Individual and Family Therapy
· Group Therapy
· Medication Management
Discharge Criteria

· Child has received no serious infractions when discharge planning begins
· Child is an active participant in her treatment
· Child has demonstrated new skills consistent with the program
· Child has incorporated the philosophy of the step program
PACES

Program Description: PACES is a private, non-profit program based on the therapeutic group home model. It is considered a step-down program for children who have completed inpatient treatment at the Children and Adolescent Psychiatric Program (CAPP), however, children in need of services who have not attended CAPP are also eligible for services. PACES is a voluntary, unlocked, 12-bed, co-ed facility that takes children who are on Medicaid. Staff members include a psychiatrist, nurses, master’s level licensed clinicians, case managers, and direct care staff. Children reside at PACES for approximately 6-12 months and range in age from 10 to 17 years old. PACES is the only therapeutic group home for children in the five county SunCoast region.  Generally, the type of children referred to this program are chronically mentally ill, have accessed multiple mental health services, may have been abandoned by caretakers and have extensive histories of abuse. Approximately 60% of the children at PACES are in the dependency system.

Referral Process
A child is determined to be in need of services by their current community provider. Then a referral is made for an independent qualified evaluator to assess placement needs. Once the assessment has been completed, the case is forwarded to the Alcohol, Drug, and Mental Health Office (ADM) office of the Florida Department of Children and Families for review to determine eligibility and availability. The PACES program currently has a wait list. In the interim,  ADM and the Children’s Services Staffing Team (CCST) are responsible for linking the child with the necessary services while admission is pending.  

Admission Criteria

· Has an emotional or behavioral disturbance that results in an inability to function in a less restrictive facility and/or impairs the child’s ability to perform everyday activities

· Must have an intelligence quotient (IQ) of at least 70 

· Is considered chronically mentally ill (diagnosed with major depression, bipolar disorder, schizophrenia, or other disorders that qualify the child for severely emotional disturbed or emotionally handicapped classes)

· Does not have a primary diagnosis of a substance abuse disorder

· No significant criminal background

· Has been assessed by a Qualified Evaluator as meeting criteria for a therapeutic group home

Goals: To provide a step-down program within a safe, structured environment in an effort to create opportunities for successful community living, while continuing to provide therapeutic services to chronically mentally ill children. 

How goals are achieved:

· Individual therapy one time per week with a licensed, Master’s level clinician
· Group therapy twice per day
· Family therapy once per week, as needed
· Targeted case management 
· Medication management
· Vocational training
· Recreational therapy
· As child progresses in the program, overnight passes may be provided
Discharge Criteria

· Positive, consistent, behavior for a 60 day period over the span of 6 – 12 months

· Treatment plan reviews are conducted every 30 days to continually evaluate readiness for discharge, also FCP case workers and family members are encouraged to participate in the review meetings

· If child runs away and is not located within 3 days, the administrator may opt to discharge from the program (Medicaid will no longer pay for services)

· If the child has been picked up by the juvenile justice system and is housed in the Juvenile Detention Center (JDC) for 7 days or more (Medicaid will no longer pay for services)

· If the child has been placed in the hospital for 2 weeks or more (Medicaid will no longer pay for services)

Therapeutic Fostercare

Program Description: The therapeutic fostercare program at Personal Enrichment through Mental Health Services (PEMHS) serves emotionally and behaviorally disturbed children who are in need of a safe, secure home environment. The program is designed to be an enhanced, step-down model from residential care. This program helps to maintain children in the community without the need for residential placement. Each home is assigned a case manager and/or a therapist to assist the child in the home, with family, or in the school.  The staff will assist the family in finding or providing treatment resources in order to serve the needs of the child. Staff will monitor the placement home and may randomly visit the child and family. All visits are scheduled. Families who care for children receive 5 hours of specialized training in children with emotional and behavioral difficulties and the administrator of the program will meet with each family monthly to continue educational outreach and support. 

Admission Criteria

· Children are in need of placement following residential care at either the CAPP or PACES programs

· Children have a mental health diagnosis

· Children are on Medicaid and meet the criteria for therapeutic foster care

· Children’s financial resources are based on a daily rate of 35.00, 45.00 or 65.00 dollars per day and the rate is determined by therapeutic and medical need

Goals: To appropriately match the emotionally and/or behavioral needs to the child with a family capable of meeting those needs in an environment that fosters safety, security, and stability.

How goals are achieved:

· Assessment of strengths and weaknesses of both the child and the family and matching according to goodness of fit

· Case management

· Individual therapy

· Community referrals

· Safe center (specialized treatment for sexually abused and exploited children)

· After school programs 

Discharge Criteria

· Ideally, the foster family will be able to meet the needs of the child and maintain a stable, secure residence until the age of 18

· If the child and the family are not an appropriate match, possibly due to the environment  too unstructured or the child poses a danger living in the community, then the child will be placed in a more suitable environment

· When the child reaches adulthood, then referrals are made to the adult system for care

Appendix B

PSRDC CatCaid Documentation

Also available at:  http://psrdc.fmhi.usf.edu/Documents/PSRDC_Catcaids.pdf
PSRDC CATCAID DOCUMENTATION

Background

The PSRDC catcaids were originally developed in an attempt to identify and categorize mental health services provided by the Florida Agency for Health Care Administration (AHCA) through Medicaid.  Prior to 2002, catcaids were named catcodes.  The decision to change the name came in response to the acquisition of Medicare claims data, and the subsequent need to identify and categorize Medicare mental health services.  It was decided to rename the Medicaid catcodes, “catcaids” and to name the new Medicare catcodes, “catcares”.

In evaluating the Medicaid claims service utilization data, the PSRDC recognized the need to create logical groupings of services in order to describe broad service delivery patterns to AHCA.  The development of mental health catcaids has been an ongoing process that began in 1996.  Other catcaids were also created to categorize services in the Managed Care Encounter data, which were not applicable to services in the Medicaid claims data.

The existence of thousands of procedure codes used in claims billing necessitated the aggregation of procedure codes into large groups of services.  Because procedure codes did not exist on every claim, other variables had to be employed in developing the categorization scheme.  The variables that were used in the Medicaid catcaid scheme included the following: procedure code, diagnosis code, record type, claim form, appropriations code, treatment provider type, treatment provider specialty, pay to provider type and age.

The mental health catcaids began as several large, inclusive groups that were defined as integer codes and later were split into more detailed categories that were defined as integer + decimal codes.  A list of the mental health catcaids, the label, a description of the category and the source variables used to construct the category (current as of 01/09/2002) is included in Table 1.  Many services were separated into distinct categories based on where they were received, i.e. as an inpatient in a hospital, as an outpatient at a hospital, in an office/clinic or in a Community Mental Health Center.  Then they were further divided into procedures performed at the different locations.

In 1999, the need to develop physical health catcaids in addition to the existing mental health catcaids became apparent.  The physical health catcaids were developed as broad categories of services based on the groupings of procedure codes in the American Medical Association’s (AMA) Common Procedural Terminology (CPT) manual.  The medical record type claims (which record data collected on the HCFA 1500 form) used the three levels of codes in the Health Care Financing Administration Common Procedure Coding System (HCPCS).  Level I included CPT codes, level II included other national HCPCS codes, and Level III included codes reserved for assignment by the local authority.  The institutional record type claims (which record data collected on the HCFA 1450 form, a.k.a. UB92 form) used ICD-9-CM procedure code, but this variable was not recorded on approximately 80% of the claims.  Because of the incompleteness of the procedure code variable, the institutional claims were broadly categorized based on the claim form variable.  A list of the physical health catcaids, the label, a description of the category and the source variables used to construct the category (current as of 01/09/2002) is included in Table 2.




Steps in Mental Health Catcaid Assignment

Step 1 (All Mental Health Catcaids 01.00 – 20.50)

Understanding the hierarchical algorithm used to assign the catcaids is very important for interpreting the results of categorical analyses using the catcaids.  The first step in catcaid assignment is to select claims that are either medical or institutional record type, non-capitation claims.  For the analyses performed on Medicaid claims data by the PSRDC, only these record types are examined.  The pharmacy and capitation claims are not currently included in PSRDC analyses using catcaids.

Step 2 (All Mental Health Catcaids 01.00 – 20.50)

The next step is to select and “bookmark” all of the mental health claims.  A claim is selected as a mental health claim if any one of the following variables suggests it is a mental health service: procedure code, primary or secondary diagnosis code, appropriations code, treatment provider type, treatment provider specialty, pay to provider type and claim form.  If a claim is selected as a mental health service based on any of the above variables, then it continues through the hierarchical algorithm (using if-then-else statements) to assign its mental health catcaid.

Step 3 (Catcaids 01.00 – 03.50)

Next, the mental health claims (institutional and medical) are broadly categorized into substance abuse claims (X=03.), child (age < 21 years) claims (X=02.) and adult claims (X=01.), in that order.  For instance, the substance abuse claims are selected, including both children and adults, and then the remaining claims are separated by age.  Then, if certain coding conditions are met, the broadly categorized claims are assigned into inpatient hospital bed days (X.00), ancillary inpatient hospital services (X.05) and hospice/respite services (X.20). By this step, all inpatient and some medical record type claims have been assigned to catcaids 01.00 through 03.50, if the claim was not yet assigned a catcaid, it continues through the remaining catcaid assignment algorithm.

Step 4 (Catcaids 04.00 – 18.00)

The remaining mental health catcaid assignment only applies to the medical record type claims.  Catcaids 04.00 through 18.00 are well-defined categories assigned to the mental health claims if specific criteria regarding their source variables are met.  For a list of source variables used to assign these catcaids, refer to Table 1.

Step 5 (Catcaids 20.00 – 20.50)

The final step involves collecting the remaining mental health claims into the “catch-all” categories 20.00 through 20.50.  Catcaid 20.00 is assigned to claims with general mental procedures that are not categorized above.  Catcaids 20.10 through 20.50 are categories that describe the claims that were selected as mental health claims by meeting some criterion other than a known, mental health procedure code. These claims most likely have a mental health diagnosis; however, they may have been selected based on any of the following variables: primary or secondary diagnosis code, appropriations code, treatment provider type, treatment provider specialty or pay to provider type.

Appendix A:  CATCAIDS 


	CATCAID
	LABEL
	DESCRIPTION OF CATEGORY
	SOURCE VARIABLE(S)

	01.00
	Adult Inpatient Care
	Bed days and ICD-9-CM procedures in a hospital for an adult, non-substance abuse, institutional claims only
	Record type, age, claim form 

	01.10*
	Adult Residential
	Managed care services received in a residential facility for an adult, non-substance abuse, PMHP/HMO
	

	01.20
	Adult Hospice/Respite
	Hospice/Respite services received for an adult, non-substance abuse, institutional and medical claims
	Record type, age, claim form, procedure code 

	01.50
	Adult ancillary inpatient services
	Ancillary services received while admitted in a hospital for an adult, non-substance abuse, medical claims only
	Record type, age, procedure code 

	02.00
	Child Inpatient Care
	Bed days and ICD-9-CM procedures in a hospital for a child, non-substance abuse, institutional claims only
	Record type, age, claim form 

	02.10*
	Child Residential
	Managed care services received in a residential facility for a child, non-substance abuse, PMHP/HMO
	

	02.20
	Child Hospice/Respite
	Hospice/Respite services received for a child, non-substance abuse, institutional and medical claims
	Record type, age, claim form, procedure code 

	02.50
	Child ancillary inpatient services
	Ancillary services received while admitted in a hospital for a child, non-substance abuse, medical claims only
	Record type, age, procedure code 

	03.00
	Substance Abuse Inpatient Care
	Bed days and ICD-9-CM procedures in a hospital for substance abuse, institutional claims only
	Record type, diagnosis code, claim form 

	03.10*
	Substance Abuse Residential
	Managed care services received in a residential facility for substance abuse, PMHP/HMO
	

	03.20
	Substance Abuse Hospice/Respite
	Hospice/Respite services received for substance abuse, institutional and medical claims
	Record type, diagnosis code, claim form, procedure code

	03.50
	Substance Abuse ancillary inpatient services
	Ancillary services received while admitted in a hospital for substance abuse, medical claims only
	Record type, diagnosis code, procedure code

	04.00
	Emergency MH Treatment
	Acute MH care received in the emergency room
	Record type, procedure code and treatment provider specialty

	04.50
	Hospital Outpatient MH Services
	Outpatient mental health services provided in a hospital setting
	Record type, claim form, appropriations code

	05.00
	Physician Services – clinic or outpatient
	Periodic office visits, treatment/management of mental health problem received in a clinic or as an outpatient in a physician’s office
	Record type, procedure code

	05.25
	Home-based or prolonged physician’s services
	Home-based or prolonged physician’s services, not defined by location of service, formerly 14.00
	Record type, procedure code

	05.50
	CMH: Physician Services
	Periodic office visits, treatment/management of mental health problem as defined by the Florida CMH manual
	Record type, procedure code


	CATCAID
	LABEL
	DESCRIPTION OF CATEGORY
	SOURCE VARIABLE(S)

	06.00
	CMH: Treatment Planning & Review
	Treatment Planning & Review of care as defined by the Florida CMH manual (treatment plan developed jointly between patient and treatment team)
	Record type, procedure code

	07.00
	Evaluation and Testing Services
	Evaluation and Testing services
	Record type, procedure code, appropriations code

	07.50
	CMH: Evaluation and Testing Services
	Evaluation and Testing services as defined by the Florida CMH manual
	Record type, procedure code

	08.00
	Counseling, Therapy, & Treatment Services
	Ongoing Counseling, Therapy, & Treatment services
	Record type, procedure code

	09.00**
	Counseling, Therapy, & Treatment Services by Behavioral Health Specialist
	Ongoing Counseling, Therapy, & Treatment services provided by a Behavioral Health Specialist (has been incorporated into 08.00)
	

	10.00
	Rehabilitative Services
	Living skills training, as defined by the Florida CMH manual
	Record type, procedure code

	11.00
	CMH: Children’s Behavioral Health
	Children’s behavioral health services as defined by the Florida CMH manual
	Record type, procedure code

	11.50
	CMH: Behavioral Health Overlay for Department of Juvenile Justice Residential Facilities
	Specific program provided in for behavioral health in residential facilities as defined by the Florida CMH manual
	Record type, procedure code

	12.00
	CMH: Day Treatment Services
	Intense services (Partial Hospitalization) as defined by the Florida CMH manual
	Record type, procedure code

	13.00
	Targeted Case Management
	General (traditional) and Intensive (surrogate family member) management as defined by the Florida Targeted Case Management manual, section 1-2
	Record type, procedure code

	14.00**
	Physician’s services not listed above
	Home-based or prolonged physician’s services, not defined by location of service, incorporated into 05.25
	Record type, procedure code

	14.10*
	HMO/FHP Employment Services
	F-codes, services provided under managed care that are not provided by Medicaid
	

	14.20*
	HMO/FHP Drop-In Centers
	F-codes, services provided under managed care that are not provided by Medicaid
	

	14.30*
	HMO/FHP Housing Services
	F-codes, services provided under managed care that are not provided by Medicaid
	

	14.50*
	Clinical On-site services
	F-codes, services provided under managed care that are not provided by Medicaid
	

	14.90*
	HMO/FHP Other Special Services
	F-codes, services provided under managed care that are not provided by Medicaid
	

	15.00**
	Other Assessment
	Incorporated into 07.00
	

	16.00
	Therapeutic Foster Care I & II
	Foster care services
	Record type, procedure code

	17.00**
	EPSDT Screening
	Incorporated into 20.00
	


	CATCAID
	LABEL
	DESCRIPTION OF CATEGORY
	SOURCE VARIABLE(S)

	18.00
	MH Drug Injection
	Drug injection to treat mental health problem
	Record type, procedure code

	18.10*
	Pharmacy-related revenue codes
	Managed Care revenue codes
	

	20.00
	Other MH – does not fit into above categories
	General mental health procedure codes, Electric Shock Therapy or other claims with mental health criterion other than procedure code met
	Record type, procedure code

	20.10
	Lab/Pathology with MH diagnosis
	Lab/Pathology service with mental health criterion other than procedure code met
	Record type, procedure code

	20.20
	Speech/Language Therapy with MH diagnosis
	Speech/Language Therapy service with mental health criterion other than procedure code met
	Record type, procedure code, treatment provider specialty

	20.30
	Occupational Therapy with MH diagnosis
	Occupational Therapy service with mental health criterion other than procedure code met
	Record type, procedure code, treatment provider specialty

	20.40
	Physical Therapy with MH diagnosis
	Physical Therapy service with mental health criterion other than procedure code met
	Record type, procedure code, treatment provider specialty

	20.50
	MH Ambulance Services
	Ambulance services with mental health criterion other than procedure code met
	Record type, treatment provider type

	*Code is specific to the Managed Care Encounter (PMHP/HMO) data and not used in the Statewide Medicaid Claims data                  

**Code is obsolete
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Figure 3:  Volume of Baker Act Examination Forms Received for Children Statewide by Month
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Figure 2:  Percentage of Adult vs. Child Data Statewide





Figure 1:  Statewide Volume of Data
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� This information is not presented for 1997, 1998 and 1999 because the first full year in which date of birth was obtained with the data – necessary to determine age – was calendar year 2000.


� Although it is possible that some of these physical health claims were for events such as self-injurious behavior or overdoses, it is not possible to distinguish these claims to the degree necessary to make inferences on this issue from the data.  Hundreds of physical health service claims existed for these children. To provide a general sense of what some of the physical health claims involve, following is a list of some of the more frequently occurring physical health diagnoses:  Several related to contraception and pregnancy, laboratory examinations, vision related (such as myopia), routine child health exams, ankle sprain, convulsions, acute pharyngitis, and urninary tract infection.


� The TASC program addresses individuals with substance abuse and criminal justice involvement.  The program is implemented by TASC specialists who “assess clients, recommend treatment, and monitor a client’s progress while in treatment and report periodically to the court and/or probation officer.”  Counselors also assist clients to access appropriate services, those violating the agreement referred back to the court � HYPERLINK "http://www.hillsboroughcounty.org/comm/comlink/progList.cfm?progId=HCAI0091AA&keyword=Offender" ��http://www.hillsboroughcounty.org/comm/comlink/progList.cfm?progId=HCAI0091AA&keyword=Offender�)


� Although children had an average of 109 service claims, this statistic is not especially instructive due to the variability in reporting of claims within IDS.


� Children had an average of 158 service claims during this time period.


� The four year old represents an outlier, with the next youngest age being 9.72 years.


� The large percentage of missing race/ethnicity data for Pinellas County is in part due to an administrative oversight at PEMHS where for several years the agency was not completing the race information on the cover sheet.  This error was discovered when we conducted some ad hoc analyses with Pinellas County data and was quickly addressed by PEMHS staff.  To further inform this issue, we generated Pinellas County specific race/ethnicity information for data for Baker Act examinations of children in the first six months of 2003. These data indicated the following:  75% White; 12% African-American/Black; 2% Hispanic; 1% Other, <1% Asian, and 10% missing.


� Figures for the first six months of 2003 – for comparison purposes


� A standard deviation of zero is seen for sample sizes of only 1 (i.e., there can be no variation with only one participant) or because severity ratings were identical for individuals in that category.


� Subscales are comprised of the sum of the following items divided by the number of items in the scale:  Relationships 3, 5, 9, 10, 15; Safety 8, 12, 14, 16; Emotionality 1, 2, 7; Disability 4, 6, 11.





� Social security numbers were missing for two boys (age 4.73 and 9.91 years) and one girl (13.92 years), so their Baker Act data could not be analyzed because it could not be identified.


� Pinellas, Pasco, Hillsborough, Manatee, Sarasota, and Desoto comprise the SunCoast Region of the Department of Children and Families
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