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 Problem:   A cohort of children and adolescents moving through the mental health system continue to 

present complex behavioral and emotional issues which remain intensive, frequent, ongoing and limit 

capacity for positive transition to adulthood. 

 

Background: 

The mental health system for years has literally been a siloed patchwork of hospitals, public agencies, 

outpatient clinic providers, private agencies and others providing a range of services from inpatient 

acute to outpatient services.  In addition, schools provide a range of mental health services through 

school counselors, special education and similar services.  Each provider and hospital setting have their 

own criteria for developing evaluation and treatment reports.  

When a child moves through this system and often, from provider to provider, information is routinely 

exchanged following federal HIPPA guidelines and each provider completes their own evaluation and 

provides treatment in order to meet their evaluation findings.  The protocols for evaluation are 

prescribed by good practice standards according to the profession of the provider or set out by 

accreditation standards the agency may subscribe to, if it belongs to such a group.  DHS / IDPH also 

require specific standards for successful treatment.   All of this is to guide the provider on the child and 

familys’ collective needs to effectively drive treatment.  Providers work diligently to meet these 

standards and assure treatment is carried out as planned.   Over the course of years professionals have 

noted there are specific children who have received an array of very good services and may do well for 

awhile; but then regress in their social functioning. 

For many children and hopefully the majority, the system holds together “good enough” and children 

and families receive evaluation and treatment successfully.  Yet for the outlier segment of the children 

moving through the system it is not meeting their needs.  Such children may have very complex medical 

diagnoses such as attachment disorders, psychoses, borderline disorders and may be receiving special 

education and other services.   This group is often seen moving repetitively from one provider to the 

next.  Examples include the child moving through child welfare services such as foster care, (one child in 

foster care had been moved 20 times), the child moving from acute care to PMIC and re- cycling through 

other PMICs or other inpatient settings, broken adoptions (the child  returned to the state for care) and 

children involved in detention and shelter settings.  This group is similar to a nomadic population 

constantly on the move through the system of care.  As the state re-sets the structure of providing 

services through regions and with a new Children’s Behavioral Board created to review state services it 

is time to focus on this group to develop new and improved ways to reach them. 

In some ways we could borrow a concept from another part of the life continuum and discuss the 

elderly and the care they receive.  Some elderly require more than the typical care a provider may offer 

to the extent they may need skilled care.  Similarly, the children we are describing may need more care 

and the care to be given must be generated by a thorough and complete diagnostic review. 

 

 



Options: 

The state should consider using the best evaluation services attainable at the present time and 

consistent with this value leads us to an academic setting-- at least initially.   An academic setting will 

have state of the art science available in Psychiatry, Neurology and Pharmacy.   Psychology and Social 

Work services also fit that criteria.  

 One model to consider is the development of a Center of Excellence for the seriously disturbed child.  It 

is difficult to estimate the scope of the project because there is no centralized tracking for this cohort of 

children.  This remains a concern as often these are the children who emerge in young adulthood with 

untreated issues and explode in the community with asocial behavior and resultant attention of law 

enforcement.   

Another factor in looking at the scope of the need may be related to the downsizing of the state system.  

The reduction in capacity of the MHI’s, closing of Toledo, the concern regarding the Eldora population, 

the reduction of residential beds are all variables in increasing the hard to reach population.  Indeed 

some argue that this reduction trends are positive but to be a positive development there must be 

adequate resources in the community to manage this population.  

One of the other major concerns is the management of very aggressive behavior with this cohort.  Often 

these children and adolescents are moving due to aggressive behavior.  Treatment settings are 

concerned about the clinical management of aggressive behavior because of abuse reporting and 

litigation.  Often the only setting available is an acute hospital bed yet even in such settings there are 

reports staff contact local police to manage the child in the hospital. 

 A university setting affords the opportunity to provide a child or adolescent a comprehensive review 

through the availability of the helping sciences all located in one setting.  All disciplines are available in 

the University setting and each has a unique contribution to offer the child.  These observations and 

criteria point to the University of Iowa hospital and clinics as a prospective site for development of a 

clinic.  While diagnoses attained throughout the child’s development history are valid, the review 

proposed, integrates all available data and sorts through information to confirm or offer other options 

for the child and family’s benefit.  All of this is intended to support the work of local community 

providers. 

Right now the university regularly receives referrals from across the state.  In fact, there may be a wait 

list for service.  What is proposed for discussion here, is a dedicated unit organized around the needs of 

this specific cohort of children properly resourced with adequate funding and staff.  This is required for 

the specific coordination needs this unit requires including bed space, staff resources, scheduling, and 

related logistics for clinical management.  Transportation needs may be addressed through the use of 

telehealth and organized around this method for follow up coordination. 

It is conceivable another setting may be developed in central Iowa to serve the western portion of the 

state with the professional disciplines contracted to assure the array of services are available. 

This central diagnostic work does not rule out the ongoing evaluation input or changes in treatment 

planning from community providers only that is offers a measured and comprehensive view on the 

child’s treatment direction.   Local providers will make adjustments as needed. 



Given the current fiscal state of the university system it is clear there would have to be new resources 

for this project to develop.  One option is for the University to receive a major federal/private grant to 

collect data on these children and develop protocols for successful clinical management that is evidence 

and community based.  In addition, they would receive thorough medical work up to address potential 

underlying medical issues.  An example of this is a colleague who reported a child with behavioral 

problems routinely seen by a child psychiatrist was scheduled for an interview and the physician was not 

available.  Another psychiatrist who happened to be board certified in neurology as well saw the child 

and diagnosed him with a brain tumor.  The child rapidly improved following surgery.   

Tracking and monitoring of this cohort will be another essential function of this unit.  We need to 

systematically collect data on outcomes with this cohort and understand more clearly how can we 

improve the system of care offered.  What is working well and what is not working with this cohort? 

What needs to change or remain the same for the benefit of this cohort?  We do not have enough 

information and data to answer these questions right now.  

Because we have limited data we rely on anecdotal information to guide the system along.  For example,  

a number of providers have pointed to the shortened length of stays as a factor in regression trends.  

Managed care systems resist increasing stay lengths to protect their interests.  While of all this depends 

on a case by case analysis there may be trends identified that will help us as a field managing this 

cohort.  How do we best manage aggressive behavior with this cohort?  What works and what does not 

work ? This setting will provide an opportunity to collect data and organize information on many areas 

of concern.   All of these concerns require more data gathering which will be very useful in training and 

working with staff. 

State Reorganization Considerations: 

Mental health services have often been viewed as ready to diagnosis but not ready to provide needed 

treatment.  While this criticism is unfair the opportunity is emerging for a real breakthrough for mental 

health services through the regional approach to treatment developed by the state.  Regions are in the 

process of constructing services available in the community and have an opportunity to provide 

definitive treatment services in local areas across the state.  Regionalization coupled with the evaluation 

unit will assist the state in creating a very effective system of care. 

Within the regional approach one service that will be of high value focuses on the Integrated Health 

home model.  This system is operating now in a number of communities and offers a blended approach 

of medical, social support and case management for each child.  It is a unique unit and well positioned to 

match up with and carry out the evaluation unit’s treatment recommendations.   All of this is capped off 

by oversight and board structure of the regional systems which offers a real safety net for each child and 

for the cohort identified. 

If this structure is constructed it would place Iowa in the leading edge of re-organizing our system of 

mental health care.   
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