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Abstract

State agencies play a critical role in addressing the mental health needs of children and youth.
Significant changes underway throughout the nation at the federal and state levels have led to
questions about the role of state children’s mental health (CMH) agencies and the effects of these
changes on children’s services. The purpose of this study was to examine the current status of state
offices for CMH with regard to structure and responsibilities and to identify what state CMH
directors express as opportunities and challenges for CMH at the state level. CMH directors or
their representatives from 46 states, 1 US territory, and D.C. completed an online survey developed
to address the specific aims of this study. Findings highlight the importance of a strong state
structure to support CMH and opportunities for reform and system change, particularly related to
the Affordable Care Act and expansion of Systems of Care.

National epidemiological data suggest that approximately one half of youth in the USA
experience a diagnosable mental disorder at some time in their lives.1 Further, there is evidence that
approximately half of all lifetime cases of mental disorders begin by age 14.2 Despite these rates, it
has been estimated that between 50% and 70% of children with mental health needs do not receive
services.3, 4 Currently, there are significant changes underway at the federal level and in states
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regarding the provision of child and adolescent behavioral health services, most notably, the
ramifications faced by states as they implement the Patient Protection and Affordable Care Act
(ACA).5–7 In particular, the ACA builds on the Mental Health Parity and Addiction Equity Act,8

advancing coverage for mental health and substance abuse services and prompting attention to
mental health promotion, prevention, and access to evidence-based care.9, 10 Even within this
context of reform, however, current state laws mandating or regulating mental health benefits vary
widely.11 At the time of the current study, for example, 29 states (including the District of
Columbia) were participating in Medicaid expansion, 6 states were undecided, and 16 states were
not participating.12

New opportunities created by the ACA for prevention, care coordination, and integration of
behavioral health with primary care present opportunities for growing the capacity of child mental
health systems to meet the needs of children and adolescents. Capitalizing on these opportunities
depends upon a well-developed and coherent services delivery system13 and the input of state
leaders knowledgeable about child and adolescent behavioral health.14, 15 The structure of state
offices for children’s mental health and the role of the leaders in those offices is critical to
understand if these opportunities are to be realized. Knowing how state leaders for children’s
behavioral health services are involved in state level policy and planning discussions and whether these
leaders have roles that can influence policy and funding is important to the positive growth and
evolution of behavioral health services for children and adolescents.

Thirty years ago, in a groundbreaking report, Unclaimed Children, Knitzer and Olson
demonstrated that the public mental health system in the USA was neglecting the needs of
children with mental health disorders and their families.16 Among the findings were the following:
two out of three youth with serious mental health problems did not receive any services; few state
departments of mental health were actively working toward developing and implementing
community-based programs; little attention was paid to early intervention and prevention; very
few states were engaged in creating coordination between agencies serving children; and fewer
than half of states had a children’s unit within their mental health departments. Notably, states that
did have organizational units for children tended to be more knowledgeable about funds available
for child and adolescent services, and more likely to work toward the development of child-specific
standards for mental health programs. A number of recommendations came out of this report that
focused on improving state policy and planning for children and youth with mental health needs
and their families. In particular, to increase the mental health policy focus on children, it was
recommended that administrative units for child and adolescent mental health services be
established within states and be staffed by professionals with the capacity and authority for
leadership.16 This recommendation is echoed by implementation science, which emphasizes the
importance of developing organization and systems components to support new practice, as well as
the necessity of addressing complex implementation challenges through appropriate leadership
strategies.17

In a follow-up to Knitzer and Olson’s 1982 study, Unclaimed Children Revisited by Cooper and
colleagues was completed in 2008.18 This updated study found that some progress had been made in the
promotion of evidence-based practices, responsiveness to family and youth voice, and the delivery
of culturally and linguistically competent services. However, many challenges were still found to
exist. Findings from this report demonstrated that there are groups of children and youth that states
struggle to serve appropriately, particularly children with co-occurring disorders, developmental
disabilities, or substance abuse problems. Findings also suggested deficiencies in the development of
state infrastructures to adequately support child and adolescent behavioral health services. Findings
further demonstrated that states were challenged in having adequate funds for services, lacked
strategies for building the workforce, and were not fully addressing cross-system collaboration.

The challenges identified in 1982 and again in 2008 identify a state-level need to have structures
and leaders within those structures able to advocate and plan for meeting the unmet demand for
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child and adolescent behavioral health services. Clearly, the current context of behavioral health
requires strong leadership at the state level to address these pressing needs.

In following the trajectory of children’s mental health over time, the purpose of this study was to
examine the current status of state-level children’s mental health offices and the role of state leaders
in those offices. Of particular interest was how these state offices are structured and how the
structure relates to other state offices. The role of state leaders in terms of their authority and
influence, and the responsibilities these leaders are assigned in relationship to those structures was
also examined. Finally, the study also sought to identify the challenges and opportunities that are
perceived by state directors for children’s mental health.

Methods

A survey of state children’s mental health directors was developed for the current study to: (1)
assess the status of state-level children’s mental health, including organizational and system
structures, capacities, and sociopolitical contextual factors that impact services, and (2) examine the
current role of state children’s mental health directors in three areas: policy and planning, services
and supports, and workforce. The survey was developed through an iterative process in which
initial items were developed by study team members and then feedback was obtained from a small
sample of state-level children’s mental health personnel. The goal of engaging state-level children’s
mental health personnel in the development of the survey was to identify a set of questions that
have relevance, despite the fact that states vary widely in how policies and practices are
administered. The resulting 17-item online survey included a combination of closed- and open-
ended questions and was administered through Qualtrics, a Web-based survey program. See
Table 1 for a list of questions included in the survey.

Survey administration

Children’s mental health directors for all 50 states, 1 US territory, and the District of Columbia
were identified by the roster for the Children, Youth and Families Division of the National
Association of State Mental Health Program Directors (NASMHPD) and invited to complete the
survey. Emails describing the purpose of the survey and inviting participation were sent through
Qualtrics. Directors who were unable to be reached via email were contacted by phone and given
the option to complete the survey by phone. While the majority of directors completed the survey
online, two directors asked to complete the survey by phone and one completed the survey by hand
and emailed it directly to the research staff. If the individual listed on the NASMHPD roster was
unavailable to complete the survey or felt that they were not suited to complete a survey regarding
children’s mental health in their state, research staff identified the most appropriate individual to
complete the survey. The survey was administered between September 2013 and March 2014.

Sample characteristics of participating states

Children’s mental health directors or their representatives from 46 states, 1 US territory, and the
District of Columbia completed the survey (total n=48). For purposes of brevity and anonymity,
all participants are hereafter referred to as Bstates.^ In order to maintain anonymity of findings,
participating states were categorized into four regions (northeast, midwest, south, and west)
according to the classification system used by the NASMHPD (see Table 2 for the NASMHPD
classification system). Table 3 provides the child population, median income, percentage of
poverty, and race/ethnicity for each region based on data obtained from the Annie E. Casey
Foundation’s Kids Count Data Center.19 As can be seen from this table, there is some degree of
variability between regions based on these demographic characteristics.
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Analysis

Survey data were obtained from Qualtrics and descriptive analyses were conducted for closed-
ended survey items using IBM SPSS v.22 statistical analysis software. Data from closed-ended
survey items were analyzed overall (including all states) and also by region. To maintain a broad

Table 1
Survey questions

Closed-ended questions
• Are you the point of authority for children’s mental health (yes/no)?
• Is children’s mental health a separate unit/entity in your state (yes/no)?
• Does your state agency also include the following (check all that apply—adult mental health;
adolescent substance abuse; child welfare; juvenile justice; health; Medicaid; other)?

• If you had to measure how much of your current primary role uses Bauthority^ vs. Binfluence,^
what percentage would you rate for each over the course of the last year (0–100%)?

• Are there individuals and/or organizations outside of government in your state who advocate for
children with mental health needs and their families (yes/no)?

• Please indicate on the following scale how influential these individuals/groups are collectively to
your state (little to no influence/slight influence/moderate influence/highly influential).

Open-ended questions
• What state agency do you work in?
• How many staff members are in your unit?
• How many staff members do you supervise?
• What are the opportunities that you foresee for children’s mental health in the next 5 years?
• What are the challenges that you encounter regarding the status and role of children’s mental health?
• Please identify any other concerns about the status and role of children’s mental health currently
and into the next 5 years.

Closed-ended questions followed by open-ended questions
• Is children’s mental health partly merged with another unit/entity in your state (yes/no)? If yes,
please describe.

• For each of the areas listed, please indicate if you have authority, influence, both authority and
influence, shared (with another person(s) or entity(ies)), or neither. For each area where you
indicated shared, please explain.

• Do you have budget control over children’s mental health (yes/no)? If yes, describe your role in
relation to managing Medicaid dollars for children’s mental health services.

• Do you have authority over a portion of block grant funds (yes/no)? If yes, please advise what
percentage and explain your authority.

• If you have local regions, do they have authority (yes/no)? If yes, please describe.
• Is your state planning for implementation of the Affordable Care Act (yes/no)? If yes, please
describe your projected role in this implementation.

• Do the individuals and/or organizations you identified who advocate for children with mental health
needs and their families support you in your position (yes/no)? If yes, please describe the ways in
which they are helpful to you. If no, please describe the ways in which they are not helpful to you.

© The Author(s) 2016
M. Hernandez, et al. (eds.), National Survey of State Children's Mental Health Directors:
Current Status and Future Directions,
DOI (10.1007/s11414-016-9514-y)
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view of directors’ responses, data obtained from the open-ended survey questions were analyzed
overall (including all states) using Atlas.ti v.6.2. Open coding was used to identify key themes and
concepts that emerged from responses to the open-ended survey questions,20 resulting in an initial
list of 16 codes. These codes were then analyzed in terms of their relation to each other in order to
identify sets of codes that touched on similar or related topics. This process was reiterated until a
final set of four overarching code families emerged that organized all of the participants’ responses:
Service Structure, Organizational and System Capacity, SocioPolitical Environment, and Reform
and System Change. Both opportunities and challenges for children’s mental health systems were
identified within these codes.

Results

Findings from both the open- and closed-ended survey questions are presented in the following
sections by code family (i.e., Service Structure, Organizational and System Capacity, SocioPolitical
Environment, and Reform and System Change). In instances where closed-ended survey questions
were followed by specific open-ended survey questions, findings from related questions are
presented together. See Table 1 for a list of survey questions.

Structure of state children’s mental health systems

In this section, findings related to the organizational structure of children’s mental health units,
the role of state children’s mental health directors, and implications that the current system
structure has for the delivery of children’s services are presented. For purposes of the current study,
Bstructure^ is defined as the overarching framework by which the agency is organized and
encompasses the lines of authority, communications, and the ways in which roles and
responsibilities are assigned, controlled, and coordinated. Structure also provides the foundation
for the agency’s policies, operating procedures, and decision-making processes.

Table 2
States and territories invited to complete the survey

Northeast Midwest South West

Connecticut Illinois Alabama Alaska
Delaware Indiana Arkansas Arizona
District of Columbia Iowa Florida California
Maine Kansas Georgia Colorado
Maryland Michigan Kentucky Guam
Massachusetts Minnesota Louisiana Hawaii
New Hampshire Missouri Mississippi Idaho
New Jersey Nebraska North Carolina Montana
New York North Dakota Puerto Rico Nevada
Pennsylvania Ohio South Carolina New Mexico
Rhode Island Oklahoma Tennessee Oregon
Vermont South Dakota Texas Utah

Wisconsin Virginia Washington
West Virginia Wyoming

States and territories are listed by region according to the National Association of State Mental Health
Program Directors (NASMHPD; http://www.nasmhpd.org/)
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Organizational structure of children’s mental health

When asked if children’s mental health is a separate unit/entity in their agency, just over half of
all directors (56%, n=27) said yes. Responses to this question varied by region, whereby
children’s mental health was reported to be a separate unit/entity in the majority of states from the
northeast and west regions, but in less than half of states from the midwest and south regions.
When asked if children’s mental health is partly merged with another unit/entity in their state
agency, less than one third of all directors (31%, n=15) said yes. Responses to this question also
varied by region, whereby children’s mental health was reported to be partly merged with another
unit/entity in 46% (n=5) of states from the west region, 33% (n=4) of states from the northeast
region, 31% (n=4) of states from the south region, and 17% (n=2) of states from the midwest
region. It is important to note that because these questions were asked independently, it was
possible for directors to indicate that children’s mental health is a separate unit/entity in their state
agency and that it is partly merged with another unit/entity within the state (yes/yes responses); this
was the case for 10% (n=5) of states. Out of the 48 states, directors from 11 states (23%) reported
children’s mental health is neither a separate unit/entity in their state nor is it partly merged with
another unit/entity in their state agency (no/no responses).

In a related question, directors were asked to indicate if their agency also included any of the
following entities: adult mental health, adolescent substance abuse, adult substance abuse, child
welfare, juvenile justice, health, Medicaid, intellectual/developmental disabilities, or other. As
shown in Table 4, overall, the majority of directors indicated that their state agency included the
following three entities: adult mental health, adolescent substance abuse, and adult substance
abuse. All of the states in the midwest and south regions reported their state agency also included
adult mental health, and more than 90% of states in these two regions reported their state agencies
also include adolescent substance abuse and adult substance abuse. Overall, less than half of
directors indicated that their state agency included Medicaid, child welfare, or juvenile justice,
health, intellectual/developmental disabilities, or some other entity (see Table 4).

For 42% (n=20) of participating states, directors indicated there are local geographic entities
that have authority over child mental health. Based on geographic region, directors reported that

Table 3
Description of states within each region

Northeast (n=12) Midwest (n=12) South (n=13) West (n=11)

Child populationa 1,147,335.5 1,177,199.5 1,982,290.46 1,530,182.27
Median incomeb 71,891.67 61,116.67 51,566.67 61,009.09
Percent povertyc 18.08 19.25 28.77 19.36
Percent NH whited 62.09 70.34 55.22 58.39
Percent NH blacke 15.98 8.47 24.96 3.39
Percent NH otherf 8.16 10.07 6.01 16.23
Percent Hispanicg 13.76 11.12 13.81 21.99

aAverage child population in 2012
bMedian income among households with children in 2012
cPercentage of children in poverty in 2012
dPercentage of non-Hispanic White alone children in 2012
ePercentage of non-Hispanic Black alone children in 2012
fPercentage of non-Hispanic other children in 2012 (includes non-Hispanic American Indian, Alaskan Native,
Asian, Native Hawaiian, other Pacific Islander, and two or more race groups)
gPercentage of Hispanic or Latino children in 2012
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62% (n=8) of states from the south region, 42% (n=5) of states from the midwest region, 36%
(n=4) of states from the west region, and 25% (n=3) of states from the northeast region had local
geographic entities with authority over child mental health. As described by directors, a local
geographic entity was identified as either organized by counties or by a larger regional district.
Directors also reported that these regions have considerable variability in terms of the
responsibilities and requirements placed on them. It was typically stated that local entities have a
contract with the state child mental health authority to provide mental and behavioral health
services. In some states, contracts with local authorities specify a set of basic required services that
these entities must, at a minimum, provide. The local entities may then provide additional services
based on identified local needs. On the other hand, some states indicated that their local contracts
do not include any specification as to how services are to be delivered or what services must be
provided, leaving these decisions open to the local entities to determine.

Role of state children’s mental health directors

When asked if they are the point of authority for children’s mental health in their state, almost all
directors replied yes (92%, n=44), and there was little variation in this self-identification in the
percentage among states from the different regions. As the point of authority for children’s mental
health, directors were asked to indicate the degree to which they have authority/influence over the
different activities in their role. In two separate questions, directors were asked to report: (1) what
percentage of their current role uses authority (0% to 100%), and (2) what percentage of their
current role uses influence (0% to 100%). Because these were separate, independent questions, the
percentage of authority and percentage of influence reported by directors does not necessarily equal
100%. BAuthority^ was defined in the survey as a power or right delegated or given; a person or
body of persons in whom authority is vested, as a governmental agency. BInfluence^ was defined as
the capacity or power of persons to be a compelling force on or produce effects on the actions,
behavior, and opinions of others.

Overall, there was a wide range of responses to these questions, with directors reporting that
anywhere between 25% and 100% of their current role uses influence and anywhere between 3%
and 100% of their current role uses authority. The overall trend for all regions was for directors to
report that a greater percentage of their role uses influence than authority. Directors from the
northeast region reported that, on average, 76% of their current role uses influence, but only 45%
of their current role uses authority. Similarly, directors from the midwest region reported than on
average 60% of their current role uses influence, but only 40% of their current role uses authority.
Directors from the south region reported that, on average, 71% of their current role uses influence,
while only 42% of their current role uses authority. Finally, directors from the West region reported
that, on average, 68% of their current role uses influence and 36% of their current role uses
authority.

To better describe the reported proportions of overall authority versus influence in their roles,
directors were asked to indicate their level of authority and influence in three areas: policy and
planning; services and support; and workforce. For each of these areas, directors were asked to
indicate if they had: only authority, only influence, both authority and influence, shared authority/
influence, or neither authority nor influence in these three areas. Findings for each of these areas
are as follows.
Policy and planning The area of policy and planning includes the following categories: strategic
planning, policy development, enforcement and accountability, interagency collaboration, and
media and public education. For most topics in this area, directors most often reported having both
authority and influence. However, while they may be the point of authority for children’s mental
health, directors most often reported that they shared authority/influence for enforcement/
accountability and media/public education with another person or entity. These were also the
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only topics for which any directors reported having neither authority nor influence. There were no
notable trends by region; see Table 5 for detailed information overall and by region.
Services and support The area of services and support includes the following topics: treatment
services, prevention and early intervention, and support services. Overall, across all topics in this
area, directors least often reported having authority only. For treatment services, most directors
reported having either influence only or having both authority and influence. For prevention/early
intervention, however, directors were most likely to report having only influence or having shared
authority/influence with another person or entity. For support services, the majority of directors
reported having either only influence, both authority and influence, or shared authority/influence.
Across categories in this area, between 6% and 15% of directors reported they had neither authority
nor influence, and there was a slight trend whereby the greatest frequency of Bneither^ responses
was for support services. By geographic region, the highest percentage of shared authority/
influence was observed for the south and midwest regions. Additionally, it was only in the south
region that no directors reported having authority only for any of the topics on this area. See
Table 6 for detailed information overall and by region.
Workforce The area of workforce includes the following categories: quality assurance, licensure,
standard setting, best practice guidelines, and technical assistance. Overall, across all categories in
this area, directors least often reported having authority only. Among all topics in this area,
licensure was the topic for which directors most frequently reported having neither authority nor
influence. Additionally, for the topic of licensure, directors were more likely to endorse having
only influence than they were to endorse having only authority or both authority and influence.
There were no notable trends by region; see Table 7 for detailed information overall and by region.

Budget control and block grant funds

With regard to budget control, less than half of directors overall (46%, n=22) reported that they
have budget control over children’s mental health. Directors from 55% (n=6) of states in the west
region, 50% (n=6) of states in the northeast region, 42% (n=5) of states in the midwest region,
and 39% (n=5) of states in the south region reported having budget control over children’s mental
health. As a follow-up question, directors who reported having budget control over children’s
mental health were asked to describe their role in relation to managing Medicaid dollars for
children’s mental health services. Of the 19 directors who responded to this follow-up question,
most (74%, n=14) reported that they do not have authority over Medicaid dollars, although some
described having influence or some degree of oversight or advisory role over how Medicaid funds
are spent. Of those who did indicate involvement in the management of Medicaid funds, roles that
were reported included development and implementation of Medicaid-funded services, monitoring,
and quality assurance.

With regard to block grant funds, more than half of directors overall (58%, n=28) reported that they
have authority over a portion of block grant funds. Block Grant funds provide funds and technical
assistance to all 50 states, the District of Columbia, Puerto Rico, the US Virgin Islands, and six Pacific
jurisdictions. Grantees use the funds to provide comprehensive, community-based mental health
services to adults with serious mental illnesses and to children with serious emotional disturbances and
to monitor progress in implementing a comprehensive, community-based mental health system.21

Across all regions, 64% (n=7) of directors from the west region, 58% (n=7) of directors from the
northeast region, 58% (n=7) of directors from the midwest region, and 54% (n=7) of directors from
the south region reported having authority over a portion of block grant funds.

As a follow-up question, directors who reported having authority over a portion of block grant
funds were asked to describe what percentage they had authority over and explain their authority.
Responses to this question suggest that the amount of block grant funding allocated to children’s
services is highly variable across states. Directors reporting that they have authority over a portion
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of block grant funds indicated that the children’s portion of the block grant in their states ranges
from 20% to 50% of their state’s total block grant allocation, and most directors indicated that they
had authority over the full amount that is allocated to children. Their role in managing the block
grant funds includes allocation of funds to local authorities and providers, determining what
services and activities can be supported with the funds, and monitoring and ensuring compliance in
the use of funds. In addition, at least seven directors described their role as having influence or
advising about the use of funds, not authority over the funds within their states.

Challenges with the current structure

A concern expressed by directors is the lack of priority given to children’s mental health
services within the current system structure. One issue is the fact that children’s mental
health services are typically not stand-alone entities, but are one of many entities within their
state agency, often sharing funding with or even falling under the authority of other
programs. As one respondent described, for example, B[There] seems to be some evidence
that children’s mental health is disappearing into Medicaid offices or with adult services,
which essentially can gobble them up without good leadership.^ A number of directors
described children’s mental health services as an Bafterthought^ or as a subordinate to other
programs or departments where they are housed, especially with regard to adult mental health
services. Over 80% of directors reported that their agency included adult mental health.
Directors described the consequences of this, including a lack of attention, accountability, and
funding given to children’s mental health services compared to adult services: BMost
attention is given to the adult system, which has more money and consumers. This results in
the children’s system waving the flag not to forget the children’s system of care.^ Funding
for early intervention, furthermore, was expressed by some as a challenge. One director
elaborated that, BDespite work to identify and intervene early, we still struggle to demonstrate
that resources need to go to kids. We know that early childhood, social/emotional
development, and trauma are important, but it is difficult to get money for prevention—this
is a real barrier.^ Some suggestions were that there should be national standards for
children’s mental health to which states are held accountable, and that funding streams, such
as the Block Grant, should have a section specifically for children to prevent unfair
distribution.

In addition to inadequate funds and unequal allocation of resources, the current structure also
creates concern that the unique needs of children will be ignored. One respondent, for example,
explained that, BThe state makes changes to children’s and adult mental health programs at the
same time, and it is difficult to make sure that policy makers understand the different needs in
children’s services.^ Another added, BFunding of children’s mental health is based on an adult
Medicaid service delivery model, which at times stifles creativity and where services can occur.^

Organizational and system capacity

In this section, findings related to organization and system capacity are presented. For purposes
of the current study, organizational and system capacity concerns the ability of state agencies to
provide adequate and appropriate services to meet community needs, and to monitor and ensure the
quality of providers and services. This includes maintaining adequate workforce capacity, ensuring
appropriate training and licensing procedures for providers, and collection and use of data for
quality management, monitoring outcomes, and continuous quality improvement. Directors
identified key issues with regard to current workforce capacity, the accessibility and availability
of children’s mental health services, and data system capacity.
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Workforce capacity

Children’s mental health directors identified several challenges with the capacity of their
current workforce, which include a lack of highly qualified providers, overall workforce
shortages, and insufficient state-supported training and technical assistance to the workforce.
The lack of qualified mental health providers, such as licensed clinicians and child
psychiatrists, was a concern reported by several directors: BWe have a growing need, but
workforce quantity and skill is not keeping up with the demand.^ In some cases, licensed
providers may be available but are unwilling to work with the state’s Medicaid and uninsured
populations. Additionally, directors felt that the available workforce is inadequately trained
and prepared to work within the demands of a public mental health system. For example,
there was a reported perception that not all professional schools prepare the workforce to
work in the public sector or adequately teach the use of evidence-based practices. Directors
expressed views that the overall lack of funding for children’s mental health services that
many states face presents a further challenge to ensuring sufficient workforce capacity.
Without sufficient financing or opportunities for career advancement, it is difficult to keep
qualified workers in the public sector. Directors identified that funding for training and
certification is limited and this makes it difficult for state agencies to provide ongoing
professional development to the workforce. Some directors expressed that they have little in
place as far as provider standards or oversight of standards if they exist. The limitations and
challenges in workforce capacity have negative implications for the quality of care that is
provided to children and their families.

Some state directors, however, did describe foreseeable opportunities for workforce develop-
ment. At least two directors anticipated expanding the availability of training opportunities in their
states, and one respondent identified implementation of standardized mental health assessment
statewide as a key step toward improving care.

Accessibility and availability of services

Many directors described the lack of or limited access and availability to services as another
significant challenge for their states. As already reported, the availability of a qualified workforce is
scarce; as a consequence, availability of an array of services and treatment options is also a
challenge. In addition to a limited service array in many states, discrepancies in insurance coverage
for mental health services create further restrictions in access. It was noted that interestingly,
Medicaid-eligible families tend to have access to a broader array of children’s mental health
services and supports than privately insured families, as the following responses note:

Children’s mental health is very unequally provided between the Medicaid population and those who are
commercially insured. Ironically, the Medicaid population seems to have a much more robust system of care and
scope of services. There needs to be better standards applied to all population groups.
There is both a perception and a reality of an access differential for commercially insured youth versus those covered
by Medicaid; too many people believe that services are not available to the general population.

Overall, directors expressed that while it is encouraging that Medicaid covers a variety of mental
health services and supports resulting in care that is more accessible to the most economically
disadvantaged children and families, it is unfortunate that many private health insurance providers
do not cover such a variety of services and supports. As a result, the out-of-pocket costs associated
with obtaining services are prohibitive to many families in need. Given the limited funding for
children’s mental health services that many states directors identified, ensuring access to care for all
children with mental health needs is a challenge. Overall, it was unclear from the responses
whether state directors play any role in determining private insurance benefits. One director
suggested that Bwe must find a way to blend the public sector and private sector.^
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Data and quality assurance systems

Having the infrastructure in place to monitor practice, consistently measure outcomes, and use
data for informed decision-making processes is a critical organizational capacity to support quality
assurance and continuous quality improvement. The lack of practice standards and outcome
indicators, at both the state and national levels, were expressed as a concern for children’s mental
health agencies. Several directors expressed concern about their data capacity and described
insufficient state data infrastructures as one of their greatest challenges. This included limited
capacity for states to collect outcome data and to track services provided. Further identified was the
lack of data available to state agencies to demonstrate the effectiveness of the services being
provided and to identify areas for practice improvement. As one respondent noted, the absence of
infrastructure and useful information Bmakes the ‘sell’ of children’s mental health to legislative
bodies and others a challenge.^ Without data to demonstrate that services are both effective and
cost-efficient, children’s mental health agencies will struggle to advocate for continued support and
funding. As one director described, there is a need for children’s mental health Bto be more
deliberate in ‘proof of concept.’ We need to enhance our ability to use data to justify the direction
of the field.^ A number of directors indicated an interest and need to improve the collection and use
of outcomes data.

Sociopolitical environment of children’s mental health

In this section, findings related to the sociopolitical environment are presented. For purposes of
the current study, the sociopolitical environment refers to social, cultural, and political processes, at
local, state, or national levels, that affect the availability and provision of services. These processes
may include political and community support or opposition, priorities, and dominant attitudes and
beliefs with regard to mental illness and mental health services. Directors identified three aspects of
the sociopolitical environment that they perceive as having a significant impact on children’s
mental health services: interagency collaboration and coordination, child and family advocacy
groups, and social stigma toward mental health problems and treatment.

Interagency collaboration and coordination

Children’s mental health systems often involve interactions across multiple child-serving
agencies. Many directors noted that these interagency relationships are often quite challenging
because they require agencies that tend to Boperate in silos^ to share authority and responsibility for
child and family outcomes. As one respondent described, Bthe mental health system is not one system;
we are multiple systems with different values and practices. Any time a system is so diffuse, there are
challenges in providing continuity of care and rallying behind the same values.^ Respondents stated
that the current climate of health reform has created further impetus for interagency collaboration, but
this has also brought to light the depth of change that is required: BThe challenge is bringing together
agencies who have traditionally worked in isolation. This is requiring more than building relationships;
it is requiring cultural change within agencies.^Many directors reported that balancing diverse interests
and sharing authority across multiple agencies with no single authority for children’s mental health is
one of the greatest challenges to providing effective services for children and families. The need to
Bknock down silos^ was a recurrent theme across these responses.

The identified challenges to collaborate and coordinate across agencies were counter-balanced by
expressed opportunities to improve interagency relations. Several explicit opportunities were identified
for increased collaboration through initiatives that are currently underway in some states. For example,
one respondent indicated that their state was Bactively working to make structural changes in all our
child-serving agencies. Exciting collaborations as well as organizational changes to make us more
functional to meet the needs of the children we serve.^ Another respondent described the tremendous
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amount of support they have received from a cabinet Secretary Bwho has gone as far as to ask for a
realignment or redesign of children’s behavioral health services across all child-serving agencies in her
cabinet, including partnership with those child-serving agencies outside of our cabinet.^ Examples of
specific collaborative efforts provided by directors included partnerships with juvenile justice, child
welfare, and schools. Increasingly, federal grant opportunities are emphasizing interagency
partnerships, providing states with strategic opportunities to develop and enhance the infrastructure
needed to support effective collaboration and coordination efforts.

Child and family advocacy

Directors from all states reported that there are individuals or organizations in their state who
advocate for children with mental health needs and their families. When asked how influential
these individuals/groups are in their state, the majority of directors (85%, n=41) reported that they
were moderately to highly influential. The vast majority of directors (93.8%, n=45) further
indicated that these individuals/organizations support them in their positions. Directors identified
five key areas in which child and family advocates provide support. First, they indicated that an
important role for advocates is in lobbying for policy, legislation, funding, and programs, and that
many of these groups are very influential in this arena. Second, directors described advocates as
helping them with the identification of community needs, and giving voice to children and families
that are the recipients of services. Third, directors stated that advocate groups provide assistance to
families in accessing services, and help in identifying ways in which the state can increase access.
Fourth, it was reported that they often serve on children’s mental health committees and advisory
groups, and participate in strategic planning processes with the state agencies. Finally, directors
reported that advocates provide training (e.g., for peer mentoring and parent support partners) and
public education to increase promotion and awareness of children’s mental health issues. Overall,
directors indicated that they view child and family advocates as their partners, and described
relationships of mutual respect, collaboration, and team work.

Stigma and lack of public awareness

Several directors identified stigma as an ongoing challenge in children’s mental health: BThe
stigma of mental illness is still alive and well. Children with mental health needs are strongly
affected by it.^ Directors expressed concern that the Bshame and responsibility felt by parents^
often prevents early identification and treatment, as parents may be hesitant to seek out needed
services. The overall lack of public understanding with regard to mental health issues can impact
services in a variety of ways, including funding and availability of services, where and how
services are provided, and when and how families initiate services. Finding strategies to combat
and overcome stigma as well as increase public awareness and understanding of mental health,
therefore, was identified by directors as critical to increasing access to needed services for families
and their children.

Reform and system change

Opportunities and initiatives for reform in children’s mental health emerged as another key
theme in the data. Directors identified a number of opportunities available to state children’s mental
health agencies, either through the ACA or other state and national initiatives, such as Systems of
Care (SOC),22, 23 to improve the service system for children and their families. However, they also
noted some of the challenges inherent to implementing systems change, including the impact that
leadership changes can have on the sustainability of such efforts: BIt is imperative that at the same
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time we are working through change that we are mindful of sustainability—both of the changes
and the support.^

Implementation of the ACA as an opportunity for reform

Five key themes emerged from directors’ responses regarding the ACA, including: planning, access/
availability, services integration, early intervention/prevention, and associated challenges.
Planning Across all states, 67% (n=32) of directors reported their state is planning for
implementation of the ACA. Directors from all of the states in the northeast region (100%, n=12)
and directors from the majority of states in the west region (91%, n=10) reported their state is planning
for implementation of the ACA. In the midwest and south regions, more than one third of directors
(42% and 39%, respectively) reported their state is planning for implementation of the ACA.

Of the 32 directors who reported that their state is planning to implement the ACA, was a
reported uncertainty regarding their role in the implementation. Some directors (n=5) explicitly
reported having no role or a very minimal role in its implementation, with some individuals
expressing concern that children’s mental health has been overlooked in ACA planning and
implementation. Those who did report having a role in the implementation described participation
in strategic planning or advising and providing consultation (for example, to Medicaid) regarding
aspects of ACA. In addition, a number of directors reported having a role in the development of
specific services or programs that will be implemented under ACA, most notably the
implementation of Behavioral Health Homes.
Access/availability A large majority of directors (81%, n=39) perceived significant opportunities
to increase the accessibility and availability of services through current expansion and reform
initiatives, including ACA. There are two important impacts that ACA is expected to have for
children’s mental health according to directors: (1) expansion of Medicaid eligibility, and (2)
inclusion of mental health services as an Essential Health Benefit (EHB) on private insurance
plans. The EHB will significantly increase the number of families that have access to insurance-
covered mental health services. Furthermore, directors expressed an expectation that there will be
an increase in the array of services that are covered and available through commercial insurance
plans. Directors particularly emphasized expanding the array of home, school, and community-
based services. Several directors indicated that their state will be looking into adding new services
to their Medicaid plan. Examples of ways states hope to expand services include implementation of
behavioral health homes, funding family and youth Peer Support Partners, and increased placement
of behavioral health services and professionals within schools.
Services integration Another important opportunity that directors perceived related to ACA
is for greater integration of behavioral health with primary care. Several different strategies
for integration were identified, including training of primary care physicians on identification
of behavioral health issues and placement of behavioral health consultants within pediatric
offices. Directors expressed that increased integration has the potential to increase access to
mental health services for children and their families, including earlier identification of needs
and better coordination of care. Several directors noted that the pediatric community has been
open to this collaboration. The inclusion of mental health services as an essential health
benefit has provided great impetus for this integration. As one individual described, BThere is
a great opportunity for children’s mental health needs to be met with very little difficulty
because their needs will be added to the physical health needs and the system will provide
the needed services.^ In addition, directors envision mental health screening and assessment
becoming increasingly integrated into well child visits within primary care settings.
Early intervention and prevention A shift in the focus of children’s mental health toward early
intervention and primary prevention was another area where directors hoped to see changes occur.

National Survey of State Children’s Mental Health Directors HERNANDEZ et al. 19



Directors expressed concern over the current lack of prevention and promotion in children’s mental
health, and felt that future efforts need to focus on public education about the importance of early
intervention with children to prevent the need for high end services later on in the child’s life.
Some felt, furthermore, that the promotion of early intervention needs to come from the Federal
government, as expressed in the following narrative from one director:

I’m concerned that the Federal government is not doing enough to support early intervention in children’s mental
health, such as childhood mental health consultation which focuses on positive social and emotional development.
It’s a prevention model versus a treatment based model. More can be done in supporting the public health approach
in children’s mental health by the Federal government.

As this response illustrates, directors feel that the emphasis needs to shift from a treatment-focused
approach to a more primary prevention focused approach used in public health models. This is a critical
transition for children’s mental health and directors perceived an opportunity through the
implementation of ACA to facilitate this change. One director noted, for example, BWith the increased
focus on reducing healthcare costs, the increased awareness of intervening early through prevention
and early intervention becomes more prevalent. These efforts are more invigorating.^
Challenges While many directors expressed hope about anticipated reform, directors also
identified impending challenges with the passing of the ACA. In some states, there is considerable
cultural and political resistance to ACA, and some directors expressed concern about the impact
such resistance could have on implementation. In addition, the timing of implementation is an area
of concern. As one respondent noted, BThere will be many lessons learned, and time will be needed
to sort through the challenges that arise.^ Directors expressed that the roll out of ACA is occurring
very quickly, but the legislation will require significant time to achieve full implementation.
Furthermore, it is noteworthy that not all states are planning to implement ACA, and this concern
was also expressed by some directors.

Expanding systems of care and evidence-based practices

Directors reported that there has been and continues to be great focus on expanding the
implementation of evidence-based practices and approaches in the provision of children’s mental
health services. The availability of System of Care Expansion and Sustainability Cooperative
Agreements through the Substance Abuse and Mental Health Administration (SAMHSA) has been
an important impetus for creating sustainable systems change in the way children’s mental health
services are designed and provided. A number of directors reported that their states have a current
System of Care grant and are focusing on expanding implementation of the wraparound model.
Several also noted that there is extensive support for the System of Care philosophy coming from
their state’s legislators and administration, including support from governors and state Medicaid
agencies. The core values of the System of Care philosophy specify that systems are family driven
and youth-guided, community-based, and culturally and linguistically competent.22 Not all
directors, however, have encountered such positive reception; some reported that the mental
health providers in their states have been resistant toward change and are adamant in their interest
to keep the current service structure intact. In the words of one respondent, BIndividuals that are
stuck in their old ways of thinking and serving is the biggest challenge.^

In addition to System of Care implementation, there was interest expressed by directors in
increasing the availability and utilization of other evidence-based practices for children and
families, especially if there is the potential to realize cost savings. One of the most significant
challenges in achieving this, it was noted, is ensuring that practices are implemented with fidelity.
Achieving fidelity reportedly continues to be an issue that providers struggle with, and this is
another reason why state agencies need to further develop their capacity for quality assurance and
practice monitoring.
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Discussion

The purpose of this study was to examine the current status of state offices for children’s mental
health in the USA in order to identify how these offices are structured and what responsibilities are
associated with those structures, as well as understand the authority and influence related to those
responsibilities. The study also sought to identify what state children’s mental health directors
express as opportunities and challenges for children’s mental health at the state level.

Structure of state children’s mental health

Since Knitzer and Olson’s Unclaimed Children and the more recent Unclaimed Children
Revisited,16, 18 the importance of leadership in state children’s mental health (CMH) has been
identified. Leadership in CMH should be anchored in knowledge regarding children’s behavioral
health, current trends, opportunities, and issues experienced by children and their families. Because
services and supports in children’s mental health necessitate integration across agencies, there is a
need for a clear voice from someone who understands CMH issues and can facilitate this
integration. Such leadership is not possible in the absence of state structures that support the role of
children’s mental health directors. For this reason, understanding the manner in which child offices
are structured and organized within a state is important.

This study found that a little over half of state children’s mental health agencies are structured as
separate entities within their states, with some variation across regions. State child offices were
most commonly paired with adult mental health, adolescent substance abuse, or adult substance
abuse. As expected, less than half of state directors reported that their structure included offices of
Medicaid, child welfare, juvenile justice, health, or intellectual/developmental disabilities.

State CMH directors’ roles and responsibilities

Just as the presence of a state entity structure for CMH is important, within that structure, the roles
and responsibilities of CMH directors are also important. While more than 90% of CMH directors
reported that they themselves are the point of authority for CMH in their state, findings from this study
demonstrate that directors reported using influence more than authority as a method for representing the
interests of CMH in their state. Moreover, in carrying out their roles related to three key areas (i.e.,
policy and planning, services and support, and workforce), directors across all regions most often
reported having a combination of authority and influence or sharing authority and influence with
another entity within their state. Collectively, these findings point to the limited authority and complex
nature of the roles and responsibilities of state CMH directors. These factors can serve to dilute the
structure of state CMH. Without information from other state offices, it is difficult to interpret whether
this finding is similar to how other state agencies or offices function. Additional research is needed to
better understand the authority held by state level directors of children’s mental health and explore
potential solutions to the apparent lack of authority inherent in these positions.

Apart from the roles and responsibilities of state directors in those three areas of functioning, the
current study also sought to understand the authority and influence of state directors related to
budgets. Findings indicate that less than half of directors reported budget control over state CMH
funds. Also noted was that state budget authority was reported highest for directors from states in
the west region. Directors were also asked about their authority over state block grant funds. While
there was a lot of variability across states regarding the total proportion of funding from block
grants allocated to children (20–50%), most directors reported having authority over whatever that
proportion was for their state. Given the authority over block grant funds reported by state CMH
directors, it becomes important to advocate for an increase in the proportion block grant funds
allocated to children within states. Not surprising, most directors reported having no authority over
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Medicaid funds; many described having Bsome influence^ or serving in an Badvisory role^ related
to Medicaid funds. This minimal role of CMH in this area is important in light of the expansion of
Medicaid in many states and the fact that 27 million children under the age of 18 in the USA are
covered for behavioral health services through the Medicaid program.24, 25

Advocacy Advocacy efforts, particularly those of youth and families, have played a critical role in
shaping the services delivery system for children’s mental health. Not only have advocacy efforts
spurred changes in practice and policy, but changes resulting from the efforts of family advocacy
groups have contributed to an environment that is more responsive to family preferences and
supportive of family and youth-driven change.26 Directors acknowledged the important role that
child and family advocacy groups play and reported that they value these groups as collaborative
partners who provide valuable support and input as they carry out their roles and responsibilities.
However, as expressed by the CMH directors in this study, having higher levels of state authority
also value input from these groups continues to be a challenge. This observation offers some
insight into results from other studies that have demonstrated a disconnect between the
reported family engagement efforts of state agencies and the general dissatisfaction of advocates
with the role of the family and youth voice in policy.27 An opportunity exists to increase states’
understanding of how to best engage families and youth in not only receiving services, but in
advocacy efforts as well.

Opportunities and challenges in state children’s mental health

Directors identified a variety of opportunities in CMH, many of which fell within different
aspects of the ACA, such as coverage for behavioral health services and a focus on prevention, and
within opportunities around the expansion of Systems of Care. Interestingly, many of the
opportunities identified by directors were also identified as challenges.
Implementation of the ACA Directors identified multiple opportunities for children’s mental
health within the context of implementation of the ACA. Overall, 32 directors reported that their
state is planning for implementation of the ACA; this included all of the directors from the
northeast region. While some directors reported having no clear role in the implementation of the
ACA in their state, most were involved with strategic planning, advising, or consultation. Some
directors also reported being involved in the development and implementation of behavioral health
homes as part of the ACA.6

Directors reported that the Affordable Care Act has created opportunities, such as the inclusion
of mental health services within the essential health benefit and parity between physical health and
behavioral health services. Another opportunity that directors perceived related to ACA is for
greater integration of behavioral health with primary health care. Directors expressed that
integration has the potential to increase access to mental health services for children and their
families, including early identification of needs and better coordination of care.

Another opportunity associated with the ACA identified by directors was a shift from a singular
focus on treatment to primary prevention of behavioral health disorders. Responses suggested a
growing recognition in states regarding the benefits of prevention and early intervention, especially
in the context of concerns over rising healthcare costs and the additional costs that parity between
behavioral and physical healthcare will bring. Directors expressed optimism that the current
sociopolitical climate makes this an ideal time to push for more prevention and mental health
promotion initiatives, which have the potential to impact long-term costs of care. This optimism,
however, was tempered by directors’ acknowledgement of the potential difficulties associated with
finding the resources to support prevention and early intervention efforts. Despite these challenges,
findings from this study highlight the continued call to embrace a public health approach to
children’s mental health, much like the one described in Unclaimed Children and Unclaimed
Children Revisited.16, 18 Failure to fund prevention and early intervention services for children
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could ultimately cost states more money through the use of emergency medical services and the
need for intervention by other public systems such as juvenile justice, education, and child
welfare.28 Additionally, as children with untreated mental health needs become adults who may
require more intensive interventions than if their problems had been addressed earlier, unequal
funding between child and adult services is perpetuated.

Along with the opportunities for children’s mental health, directors also identified some
challenges inherent in the implementation of the ACA. For example, some directors expressed
concerns that children will be forgotten amidst all the activity associated with implementation of
the ACA. This concern was expressed in light of directors’ experiences with children’s mental
health frequently lacking priority in state planning and funding, which was reported to be
predominantly adult focused. As identified by Knitzer and Olson and Cooper et al., children’s
behavioral health issues cross several state agencies and service sectors, including education,
child welfare, and juvenile justice.16, 18 Directors expressed concerns that treating the children’s
mental health system as parallel to or as a subset of the adult mental health system fails to
recognize the cross-agency, cross-sector coordination needed to adequately address the behavioral
health needs of children and their families. Additional research examining how issues facing
children’s services differ from those facing adult services would be useful to provide a context
for understanding these differences.
Expansion of systems of care Related to directors’ identification of differences in the nature of
child and adult services, in response to open-ended survey questions, directors highlighted the
expansion of SOC as an opportunity for children’s mental health. Findings suggest that state child
mental health directors have embraced or are moving toward the SOC approach in the planning and
delivery of children’s mental health services. Directors expressed a need to emphasize an expanded
array of services in homes, schools, and communities. Furthermore, directors identified the
importance of collaborative relationships across child-serving agencies to integrate systems and
coordinate care for families. Such collaborative systems delivery is one of the key characteristics of
SOC. However, because the current study did not directly address SOC, additional research is
needed to more fully examine such collaborative endeavors across state children’s mental health
agencies and other child-serving systems.

These results suggest that the SOC approach to service planning, integration, and delivery
is an important approach used by children’s mental health directors to shape and organize
behavioral health and related services from other state agencies and sectors. However, while
directors saw SOC as a driving ideology, less than half reported having local entities with
authority in their states. Because a key characteristic of SOC is its community-based, family
driven nature, this lack of local entities creates a particular challenge to implementing local
systems of care.

Implications for Behavioral Health

It is evident that much has changed in the children’s mental health care system. Notably, much
needed services have become increasingly accessible to the most economically disadvantaged
segment of the population through the inclusion of an array of children’s mental health services
covered by Medicaid. Further expansion of service availability and accessibility is expected to
come through the Patient Protection and Affordable Care Act. While there are many opportunities
on the horizon, findings also highlight the fact that significant challenges still remain. A strong
state structure to support child mental health with clear lines of authority and influence is of utmost
importance. As time passes and transformations within the health system continue, it is important
to track what occurs in state CMH offices as a result of health reform and how these changes
impact children with mental health needs and their families.
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