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1.3.1.1.1-GEOGRAPHIC AREA:   

The geographically defined area addressed in this report to develop a children’s crisis mental 

health plan are the seven contiguous North Central counties of Cerro Gordo, Chickasaw, Floyd, 

Hancock, Mitchell, Winnebago, and Worth counties. Francis Lauer/YSS has provided youth 

services to these counties and their communities for over 45 years.    

Except for Cerro Gordo with its urban area of Mason City, the remaining six counties are rural. 

Demographically, 22.8 percent of the children in the geographic area are less than 18 years of 

age (25,553 children) and each County has experienced growth in the populations of African 

Americans and Hispanic or Latinos.  Due in part to low-income jobs in the rural counties and the 

lack of a robust economy, community and social services including mental health services for 

youth, are nominal at best with Francis Lauer/YSS as the only existing agency within 70 miles of 

Mason City providing children’s mental health crisis services. 

1.3.1.1.2- PLANNING WORK GROUP AND STAKEHOLDER INPUT IN THE PROCESS:   

Planning Work Group Partners:   

The Planning Work Group consists of 11 area organizations and individuals with additional staff 

from YSS and the University of Northern Iowa, Center for Social Services (UNI-CSBR).  Jean 

McAleer, Project Manager, facilitates the Planning Work Group meetings. The Planning Work 

Group partners include the following with organizations who originally signed the 

Memorandums of Understanding marked with an asterisk (*): 

1. *Sally Duesenberg, Principal, Clear Creek Elementary School, Clear Lake School District 

2. *Jadie Meyer, Director of Special Education, Mason City School District 

3. *Rose Brantner, Director of Behavioral Health, Mercy Health Care, N. Iowa 

4. *Andrew Eastwood, Executive Director, WellSource Health  

5. Mary Schissel, Director, Mason City Youth Task Force 

6. Jan Streich, DECAT coordinator for seven (7) counties 

7. Brigid Christianson, Owner, Child & Adolescent Integrated Health  

8. Bob Lincoln, CEO, North Central Iowa County Social Services 

9. Jerolyn Wilson, Parent of child who received Crisis Stabilization services. She will begin 

attending meetings in January 2017. 

10. YSS Staff: 

o Jean McAleer, LISW, Project Manager and Director of Francis Lauer/YSS 

o Jason Haglund, Director of Treatment Services 
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o Tami Wirth, LISW, Registered Play Therapist 

11. University of Northern Iowa, Center for Social and Behavioral Research (UNI-CSBR): 

o Dr. Mary Losch 

o Eva Aizapurua 

Francis Lauer/YSS staff continues to reach out to other stakeholders, similar agencies, and 

parents and youth for the success of the Plan.  

Group Activity 

Four (4) Planning Work Group meetings were held from October-November 2016, copies of the 

sign-in sheets are attached to this report (page 48). At the initial Planning Work Group meeting, 

held October 18, 2016, participants expressed their goals for the Group, conducted an overview 

of the planning grant and reviewed requirements of the report for submittal to the Iowa 

Department of Human Services (DHS) December 15, 2016. UNI-CSBR, working with Francis 

Lauer/YSS to develop, conduct, and analyze the needs assessment, led a group discussion of the 

UNI-CSBR needs assessment process. A focus of the initial meeting was on information 

gathering.  Assignments were made to group members who are responsible for reporting at 

subsequent meetings.    

At the second group meeting, held October 31, 2016, members reported on their assignments.  

Additionally, the Group identified individual stakeholders and partners for UNI-CSBR staff to 

contact for key informant data collection through personal interviews. The group discussed the 

potential need to conduct a formal long-term evaluation of the implementation of this plan to 

demonstrate effectiveness and system changes. UNI-CSBR staff committed to providing draft 

focus interview scripts for the November meeting. 

The third Planning Work Group meeting, held on November 11, 2016, resulted in assignment 

reviews, interview scripts and a potential site visit.  Group members with assignments reviewed 

their information and discussed assignments requiring additional investigation.  Mary Losch 

(UNI-CSBR) reviewed the draft focus interview scripts noting the additions requested to the 

scripts by the Planning Work Group. Group members brainstormed activities and research 

items as part of the deliverables for the Plan for Crisis and Stabilization Services.  It was agreed 

that three (3) of the group members would travel to Spencer to view the Seasons Center for 

Behavioral Health and discuss their efforts in working with children and families.   

Jadie Meyer updated the group on a potential site visit with Crossroads Academy located in 

Decorah through one of her contacts at the fourth group meeting, held on November 21, 2016. 

Brigid Christianson updated the group on various treatment protocols she had researched.  

Jean McAleer shared the tools provided by Rose Brantner and Andy Eastwood shared the tool 

in development by the Mercy Health Care Coordination Team. Mary Losch and Eva Aizpurua 
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updated the group on the progress of the needs assessment. The group discussed the key 

informant interviews, focus groups, and public survey to be conducted. 

Future activities and meetings will be discussed at the fifth Planning Work Group meeting 

scheduled for December 7, 2016 with dates for Planning Work Group meetings through May 2, 

2017.  

Input and direct involvement of families of children with a mental health 

diagnosis and children/youth with a mental health diagnosis: 

Key informant interviews planned by UNI-CSBR staff are part of the needs assessment process. 

The interviews will include parents and youth and begin in January 2017. In addition, the 

Planning Work Group is will be directly involved, and conduct input activities, with families and 

children through youth and parent Listening Circles and Focus Groups for January and February 

2017. For reference, a Listening Circle enables a group of people to listen to one another in a 

manner that increases understanding and empathy. This results in the emergence of new and 

creative ideas and possibilities that can empower individuals and groups to take positive action 

on important or difficult issues. The following Listening Circles and Focus group discussion 

planned for January and February 2017 include: 

1. A Listening Circle with adolescent males and females in Francis Lauer Day Programs 

2. A Listening Circle with female and male youth in the Francis Lauer Shelter  

3. A Listening Circle with female and male Mason City Alternative High School students 

4. A Listening Circle with female and male students attending Clear Lake School District 

5. Focus group with Foster Parents caring for children with a mental health diagnosis 

6. Focus group with parents involved with Nurtured Heart Approach® sessions. 

Listening Circle and Focus group discussions scheduled for January 19-20, 2017 are: 

1. Listening Circles with males and females in Francis Lauer Day Programs 

2. Listening Circles with males and females in Francis Lauer Shelter 

3. Listening Circles with males and females students Mason City Alternative High School 

students 

4. Focus group with parents involved with Nurtured Heart Approach® classes 

The audience for these activities will consist of individuals dealing with a personal mental 

health diagnosis, or with a child they care for, and individuals who have experienced conduct 

and mental health related episodes, but have not been officially diagnosed.  We expect to 

collect voluntary confidential demographics from participants. Staff, in concert with UNI-CSBR 

staff, will vet Focus Group and Listening Circle discussion topics and questions.  
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Use of a collaborative process identified in the Children’s Mental Health and 

Well-Being Planning Work Group Final Report:   

Planning Work Group members bring together their experience, ideas and thoughts of 

improvement for the Plan from several aspects of the communities they serve. Planning Group 

members include the local child-serving Integrated Health Home Service; a private local 

provider of community-based children’s mental health services; school districts; and Mercy 

Medical Center - the area’s primary health care provider with a hospital based in our largest 

community and rural clinics operating throughout the region. Other partners provide input to 

the Planning Work Group to help prioritize needs and identify gaps based on their experiences 

with existing services and community efforts. The diversity of Planning Work Group 

representatives has helped ensure comprehensiveness of the plans to date.  

Efforts under this planning grant have revolved around the work products identified by the full 

group at their meetings. New information identified between meetings is distributed through 

electronic mail for group review and comments prior to the next meeting. The Planning Work 

Group at the start of each meeting assimilates individual tasks and results obtained by the 

Planning Work Group members outside the meetings into the overall product. Meeting agendas 

are distributed in advance and those unable to physically attend arrange to either participate 

via phone or provide input on agenda items to the group facilitator prior to the meeting. On-

going contact with group members by the Francis Lauer/YSS Project Manager has helped 

ensure all members are aware of the status of tasks and overall planning and reduces the 

amount of meeting time spent on historical review.  Restricting the size of the Planning Work 

Group has facilitated fast and accurate communication throughout this process. Additional 

partner and stakeholder input flows into the group through the existing members, but the 

actual size of the group remains constant. 

An Advisory Committee will review the completed Plan and give input on the design, common 

tools, identify key points within the process for linkage and engagement, and assist in fine-

tuning the awareness and referral process for the system. The review will occur after the 

project data has been collected and analyzed, the research on potential tools is complete, a 

draft list of common tools is constructed, and exploration of similar programs and therapeutic 

classrooms are complete. The Advisory Committee may include the following organizations 

and/or individuals: 

 Four Oaks (area psychiatric medical institution for children [PMIC] residential placement 

facility), 

 Prairie Ridge Integrated Behavioral Health (area substance abuse prevention and 

treatment agency),  
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 Lutheran Services of Iowa area staff, 

 Mason City Alternative High School Supervisor, 

 Family Connections home visiting Program Director from Mercy Health Care, 

 Staff from North Iowa Community Action Home Visiting Program, 

 Staff from at least one County Public Health Department and, 

 Staff from Crisis Intervention Services (i.e., local domestic violence, sexual assault 

center), which also facilitates the local child abuse prevention council and has worked to 

establish a local child protection center; and other identified stakeholders.   

 

LEARNINGS TO DATE FROM THE PLANNING WORK GROUP AND STAKEHOLDER 

INPUT PROCESS: 

Planning Work Group discussions have highlighted that although various sectors related to 

children’s mental health interact on a regular basis, much of the work with individuals 

continues to be isolated with little communication from provider to provider.  A systems of care 

process does not currently exist to ensure services do not overlap and are brought together to 

meet the comprehensive needs of children and families with mental health issues. Sometimes 

services and resources provided to a youth are unknown to others working with the child and 

their family. Sometimes services and resources that were assumed to be provided did not exist. 

Agreed upon definitions need to be established related to terms that can confuse the various 

sectors working with children and their families, i.e., “mental health/SED” vs “behaviors”.  A 

clear understanding of what constitutes a “crisis” will assist in early referral.  What are the 

factors common among all sectors that would indicate a child is “stabilized”?  Educators, 

parents and others need this information as well as mental health providers. 

The Mason City Youth Task Force trained over 500 people in Youth Mental Health First Aid over 

the past year. Participants in the training included peace officers, first responders, teachers, 

school counselors and administrators, human service providers, members of the faith 

community, parents, and others in the North Central Iowa area.  Of concern for those trained to 

identify youth with behavioral health needs is where they can refer youth and their families and 

how soon they can receive help. A children’s mental health crisis and stabilization project can 

bring those in need to services through a “no wrong door” referral approach and engage all 

necessary resources. It can serve as a triage unit for those not requiring hospitalization or for 

whom hospitalization is not available by providing services within a very short period-of-time in 

a community-based setting.   
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1.3.1.1.3-PROPOSED CHILDREN’S CRISIS MENTAL HEALTH CRISIS RESPONSE 

SYSTEM 

The Kids’ Mobile Crisis Team is the crisis response system proposed for this Plan. Developed by 

the Planning Work Group from October and November 2016, the design for this plan is based 

on the current mental health crisis and stabilization work with adolescents at Francis Lauer/YSS. 

This design has been successful with adolescents and the Planning Work Group projects this 

model to be effective for younger children. Anecdotal data suggests that the intensity of the 

crisis and stabilization services provided through Francis Lauer to both child and family have a 

significant impact. Using the Francis Lauer model, in 2015 only13 percent of youth (2 of 15 

youth) were placed in a PMIC facility. The approach uses intensive in-home and clinical services 

allowing the family to reconnect with one another. Below is what one parent expressed 

regarding in-home services: 

“I cannot say enough of how much the Program has helped my family, not only 

with Devon and his anger, but also with re-arranging the roles of who is the 

parent, brother, sister, etc. 

Having Kim (Francis Lauer/YSS caseworker) inside our home showed her 

exactly how our home life was. I feel without that part of the program, we 

wouldn’t have gotten down deep enough to get our family back to where it 

needed to be. 

Also, with having Kim in the house, she was able to see me as a mother in my 

safe environment; and notice that I, too, needed some help with trauma 

therapy for me to heal from my past to become a better mother today.” 

      ----- Jerolyn Wilson 

During the Crisis Stabilization pilot program at Francis Lauer Youth Services, we observed that 

the families were feeling helpless and, at times, hopeless as it related to being able to care for 

their child. The intensity of their children’s mental issues were frightening and overwhelming to 

the family not knowing from day to day what kind of behavior to expect from their child.  

Exhausted and frustrated, parents would say there was nothing else they could do as a family 

and wanted their child to go to a PMIC facility. The child often felt as if their families had given 

up on them and they too felt great loss and sadness. Transformational change occurred when 

parents and children had the opportunity, while in a safe environment, to reconnect and 

address their painful relationships. 

The Kids’ Mobile Crisis Team will be presented as a basic plan to additional regional partners, 

parents, youth, and other community sectors January through March 2017, to gather additional 
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input to strengthen the Plan.  New input will be integrated into the final findings from the key 

informant interviews conducted by UNI-CSBR, the Listening Circles and Focus Group discussions 

conducted by The Planning Work Group, and the survey results to add detail to the plan and 

revise processes as needed.  

The Kids’ Mobile Crisis Team is a flexible, community-based mental health crisis response 

system that uses a trauma informed approach throughout the design.  The five (5) primary 

components of the system are: 

1. Broad community-based identification, screening and referral to initial services for 

young people ages two (2) to seventeen (17), 

2. Accurate determination of the need for hospitalization or community-based/intensive 

services, 

3. Provision of flexible crisis and stabilization clinical and skills development services, 

4. Engagement of other pre-existing clinical providers, schools and family support team 

resources, and 

5. Post-service support for the child/adolescent and their family. 

 

1. Broad community-based identification, screening and referral to initial services for young 

people ages two (2) to seventeen (17). 

The Crisis Response System was developed with a “no wrong door” approach to identification, 

screening and referral. Our goal is to ensure that children/adolescents and their families and 

those who interact with youth, ages two (2) through seventeen (17), are easily able to access 

the system and services.  In the past, organizations and individuals in our North Central Iowa 

area have only had the hospital emergency department available as a crisis resource for 

children, ages two (2) through eleven (11).  A large majority of parents and community partners 

are unaware of the crisis and stabilization services that currently exist for adolescents. It will 

require time and a concerted effort to ensure the Kids’ Mobile Crisis Team reaches top of mind 

awareness among all potential referral resources.   

The following building block activities have been identified by the Planning Work Group as 

necessary in order for this approach to be successful:  

A) The crisis response availability will need a financial investment for intensive marketing 

to the area in order to reach the public.  

B) Community partners will need a clear understanding of how this system and its services 

do not replace, but are a benefit, to their current program service delivery. 

C)  Financial and time investments by Francis Lauer and community partners alike will be 

required to train a variety of community sectors on the system and common tools. 
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D) Initial investment in technology for web-based interaction will play an important role in 

expanding successful access to the system across our rural geographic area. 

Kids’ Mobile Crisis Team staff will be on-call 24/7 to assist with screenings. Members of the 

Community-Based Services Team will be scheduled on a rotating basis and will be activated via 

mobile phone by facility staff. Training for service awareness/process and common screening 

tools will be conducted by umbrella organizations for various community sectors, for example, 

Area Education Agencies will train schools, and hospitals will train department staff.  A 

universal screening tool will be developed as a result of this planning grant. The review of the 

literature by UNI-CSBR reveals limited, if any, age appropriate screenings.  Due to the wide 

range of children to be served by this Crisis Program, it is imperative that the screening tools 

appropriately address developmental stages.   

Crisis Screening is completed before the assessment through either Francis Lauer staff or 

LifeLong Links crisis line staff. Staff at these two initial contact points will make immediate 

screenings and referrals. The screening tool is planned for standardization across the region to 

determine the immediate level of the crisis with the definition of the crisis defined by the 

parents, child or guardians. Staff will determine if what is currently used in shelter situations is 

appropriate for crisis intervention or if a new tool is required. Crisis Assessment is immediate 

and face-to-face following the initial screening and referral. This will provide an immediate 

relief for the child and family in crisis.   

In addition to the Department of Human Services, initial community sectors identified for this 

awareness and referral approach are illustrated in the following diagrams:  

Diagram 1: Community Referral Sectors  
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Continuation of Diagram 1: Community Referral Sectors  

 

2. Determination of the need for hospitalization or community-based/intensive services 

The initial screening will help determine whether the child/adolescent is at risk for suicide or is 

an immediate risk to self or the safety of others. The Planning Work Group is gathering 

information on tools currently used by community partners and other potential screening tools.  

The goal is to develop a common screening tool to be used by all area resources and ensures 

that those referring the child/adolescent and the Crisis Response System staff are speaking a 

common language during the referral process and will assist the supervising clinician in guiding 

the child/adolescent and their family into the appropriate service delivery. Following are 

suggested guidelines: 

 If the adolescent, ages 12-17 is determined to be a risk, they will be admitted into the 

hospital psychiatric unit.  

 If the child, ages two (2) through eleven (11) is determined to be a risk, the child and family 

will be enrolled in the Child Intensive Services Program for a brief shelter stay with a parent.   
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 If the child/adolescent is not determined to be an immediate risk, they may be enrolled in 

either the community-based skill development services, the community-based clinical and 

skill development services, the child intensive shelter services, or the adolescent shelter 

intensive services. 

 

3. Provision of flexible crisis and stabilization clinical and skills development services  

When we consider mental health in children, we must consider the parents perspective as 

these children do not live in isolation.  When a child’s mental health is considered, we must 

consider both their emotional and their behavior (and not reduce one to the other).  Good 

policy will increase both: 

 Emotional wellness and resilience 

 Safe behavior that contributes to the function of society ( particularly in the 

family, school, local community, and youth culture online and offline) Tammy 

Nyden 

The goal of the Kids’ Mobile Crisis Team is to provide crisis and stabilization services in a 

community-based setting, when possible.  Transportation is a primary issue in the rural North 

Central Iowa area.  This format brings the services of the Kids’ Mobile Crisis Team to the 

child/adolescent and family rather than bringing the family to the services.  The community-

based approach assists in easing stress on the child/adolescent and their family that will most 

likely result in a more positive perception of the services.  This increase in positive perception 

will help increase the number of service hours, recommended by the clinician, that the 

child/adolescent and family successfully complete.  Services of the Kids’ Mobile Crisis Team are 

structured in a step down model that will gradually allow the child/adolescent and their family 

members to function without on-going crisis and stabilization services. If a family is moving 

through the process faster than projected, the number of clinical and skill development visits 

may be shortened. If a family experiences a bump in the process, additional visits may be 

added.  If a child/adolescent is determined to need long-term mental health services, these 

services shall become part of the planning process with the family during the stabilization 

services. 

4. Engagement of other pre-existing clinical providers, schools and family support team 

resources. 

Providing Mental Health services for children and adolescents in their home with their families 

and their home communities is best practice.  It is imperative that as much normalcy is 

provided as possible in order to produce long-term change.  The child’s school will be engaged 

when possible to provide the educational experience that is necessary for long-term success. 
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Children / Adolescents already feel an impact of the stigma of being “sick” and the separation 

of them from a daily routine may contribute to this sense of being different. 

The Planning Group is exploring Therapeutic Classrooms as an option for children and 

adolescents.  The Planning Group, under the guidance/direction of Mason City Community 

School District (MCCSD) Director of Special Education, Jadie Meyer and Sally Duesenberg, 

Principal of Clear Lake Elementary, will lead a delegation to visit Crossroads Academy in 

Decorah, Iowa. 

The following diagram provides an overview of the standard structure of program options for 

the Kids’ Mobile Crisis Team. 
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Diagram 2: Kids’ Mobile Crisis Team 
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5. Post-service support for the child/adolescent and their family. 

Community-Based Services for children and adolescents will provide clinical and skill building 

services where the child/adolescent and family feel most comfortable. This could be in the 

home, school, another community location, or at the agency facility. The program is developed 

to provide six (6) months of services and follow-up support. The actual length of services will be 

determined by the needs assessment results, the child/adolescent and family and the Kids’ 

Mobile Crisis Team staff. The services could be shorter or longer, depending on needs and 

desires of the child/adolescent and family.  

Staff with no less than a bachelor’s level degree and experience with youth will deliver 

community-based Services for the Kids’ Mobile Crisis Team. A licensed clinician with a family 

therapy systems perspective will provide clinical Services. All team members will have training 

in trauma informed care, Nurtured Heart, and pediatric mental health first aid in addition to 

previous experience with services to children, adolescents and their families. 

An assessment of clinical and skill development needs will be the first step in the community–

based services process. Assessment, a clinical session, if needed, and a skill development 

session will be provided within the first week of contact. A final determination has not yet been 

made on which assessment tool will be used for these services.  Families may receive clinical 

and skill development services or skill development services only under the community-based 

process, depending on the outcome of the assessment.   

Skill development sessions and clinical sessions will be scheduled twice each week for the first 

month of Community-Based Services on as as-needed basis. Skill development sessions and 

clinical sessions, if needed, will occur weekly beginning in the second month of services and 

continue through the fifth month, provided the child/adolescent, family and team members 

agree they are ready for this reduction.  

Skill development services and clinical services, if needed, will be provided every other week 

during the sixth month of services.  Team members will make follow-up check in calls at two 

weeks and six weeks post-service.  The 24/7 crisis line services will remain available to the 

child/adolescent and their families post-service. 

Child/Family Intensive Services for children ages six (6) through eleven (11) will be 

implemented with an initial four (4) to five (5) day stay at the Child Intensive Services Program 

at Francis Lauer. This facility is located in a separate building from the main facility and will be 

staffed 24/7. A minimum of one parent will be strongly encouraged to commit to participating 

in the intensive overnight portion of the component of this service. The parent may continue to 

attend work during this time.  The child will participate in home schooling at the facility under 

the supervision of the Mason City Community School District during this time.    
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Out-of-school times and after work times will be used to conduct assessments, provide a 

minimum of two (2) clinical sessions and deliver a minimum of one (1) skill development 

session.  Clinical sessions will be conducted by Master level therapists with training in family 

therapy with a system’s perspective. Skill development sessions will be conducted by Bachelor’s 

degree staff with experience and training in a minimum of Mental Health First Aid and Nurtured 

Heart®.   

If the child, parents or other family members are currently receiving services from other 

providers, team members will engage these resources in service planning for the child and their 

family. These provider resources will be asked to participate in a planning session with the 

family and team members either in person or via technology during the shelter stay.  Parents 

will be encouraged to participate in training of the Nurtured Heart approach as part of on-going 

skill development. 

The child and their family will transition to Community-Based Services following the family-

portion stay.  Shelter, clinical and skill development staff will be the same staff that transitions 

with the family into Community-Based Services. Service delivery will follow the format 

described previously for Community-Based Services.  Community-Based sessions can be 

increased or decreased at any point, depending on the needs of the family. 

Adolescent/Family Intensive Services for youth ages 12-17 will initiate with a shelter stay for 

the youth.  Shelter services average 14 days.  A comprehensive intake assessment will be 

administered by the clinical provider along with an average of six (6) clinical sessions provided 

to the young person during the shelter stay.  Clinical sessions will be provided by a licensed 

clinician and will include family sessions.  An average of three (3) skill development sessions will 

be provided to the young person and their parents/guardian during the shelter stay.  

Adolescents will attend school on-site at the Francis Lauer classroom during their shelter stay.  

While in shelter, the classroom will be provided by an Area Educational Agency (AEA).   

Parents will be encouraged to participate in Nurtured Heart® training as part of on-going skill 

development. If the adolescent, parents or other family members are currently receiving 

services from other providers, team members will engage these resources in service planning 

for the child and their family.  These provider resources will be asked to participate in a 

planning session with the family and team members either in person or via technology during 

the shelter stay. 

The adolescent and their family will transition to Community-Based Services following the 

shelter stay.  Service delivery will follow the format described previously for Community-Based 

Services.  Community-Based sessions can be increased or decreased at any point, depending on 

the needs of the family. 
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It should be noted that all programming will be delivered individually. There will be no specific 

amount of time that is required for the child and family.  The 14 days recommended for the 

adolescent intensive services is an average of the number of days an adolescent was treated in 

Shelter during the original Crisis Stabilization Program. 

Staffing:   

Francis Lauer will utilize specially trained and certified professionals within the Kids’ Mobile 

Crisis Team. The YSS Clinical Director will administer the overall project. The Project Director, 

Jean McAleer, LISW, will administer the Crisis Response System. The Clinical Program Director 

will provide clinical oversight and services, including assessments, with strong focus in the 

treatment of children and families. Individuals with a Bachelor’s degree in social work, 

psychology, will provide initial crisis screening and skill development services or related field 

with a minimum of three (3) years professionally supervised in the delivery of Mental Health, 

Chemical Dependency and/or Social Services. This number of team members is sufficient 

capacity to provide 24/7 coverage for the projected total number of children/adolescents to be 

serviced. The following staffing chart diagrams the responsibilities and relationships between 

team members. 

Diagram 3: Staffing 
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LEARNINGS TO DATE FROM THE DEVELOPMENT OF A CHILDREN’S MENTAL 

HEALTH SERVICES SYSTEM: 

A coordinated process is a primary role that must be incorporated into the various components 

of the Children’s Mental Health Crisis and Stabilization Plan. Checks need to be put in place 

throughout the entire system that requires those working with the child and their family to 

continuously circle back and review whether all necessary resources are engaged in the 

process. There needs to be a designated contact that monitors this engagement between 

resources. It will most likely not happen if left to the individual providers.  Use of technology 

needs to be expanded for resource engagement. The limited capacity of mental health 

resources in our rural areas may be able to be increased through thoughtful implementation of 

expanded technology.       

Research and resources related to mental health for children ages six (6) to eleven (11) are not 

as robust as is information related to adolescents.  The detective work required to identify 

research, processes and tools related to this age group consumed a significant amount of time 

in the planning and development phase.  Research on Therapeutic Classrooms is one example 

that illustrates this. Contacts were identified who were thought to be operating this type of 

classroom; when these leads were explored they ended up not actually being what the group 

was looking for. A significant investment in training will be required to bring services for 

younger children in community-based settings to a level similar to what is already occurring for 

older youth. 

Implementation of common screening tools among the various points of entry for services will 

be key to ensuring a coordinated system of care for children’s mental health.  If “warm 

handoffs” are to occur as the child moves through crisis and stabilization, it is imperative that 

providers are speaking the same language.  A financial investment and time commitment is 

needed for training in order to ensure all resources have the capacity to utilize the selected 

tools.   

1.3.1.1.4-DATA COLLECTION 

Needs Assessment:  

The UNI-CSBR research will offer much insight into the population of children that we are 

proposing to serve and will identify gaps in service.  Mary Losch is directing the needs 

assessment.  The developed plan will be finalized based on additional input from key 

stakeholders involved in the planning efforts. The design is a mixed-method sequential 

exploratory needs assessment with multiple data collection targets and approaches to assess 

the multiple dimensions of the key informational targets.  Aligned with and informed by Iowa 
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DHS Children’s Mental Health and Well-Being Work Group Final Report (December 2015) and 

the Substance Abuse and Mental Health Services Administration (SAMHSA) Behavioral Health 

Treatment Needs Assessment Toolkit for States (2013). 

To gain a comprehensive understanding of the multi-county needs for crisis intervention and 

stabilization in children 0-12 who are experiencing acute mental health issues, the first phase of 

the needs assessment includes in-depth interviews with key stakeholder groups, i.e., mental 

health providers, primary care providers, law enforcement, educators, youth, and parents.  

The key informant lists have been developed and interview guides have been developed with 

input from the stakeholders. The in-depth interviews are scheduled for completion by early 

December 2016. Focus groups with parents and youth will be conducted early January. UNI-

CSBR will analyze the qualitative data January and February 2017.  The quantitative community 

survey of parents of children 12 or under will take place in February and March 2017 and will 

include parents from across the seven-county area. 

All of the components are designed to seek more specific data on the primary issues and the 

unique needs posed by the younger age cohort, the incidence of mental health issues in the 

youth population, concerns about and perceptions of services available or knowledge of local 

resources, and views about the quality/efficacy of those resources where available. The 

Planning Group will also include information from specific types of service gaps such as 

interventions, respite, and shelters. 

Three meetings have taken place (and others are scheduled) with UNI-CSBR staff where 

informal observations and interviews assess perceptions of current crisis treatment capacity, 

perceptions of quality of care as well as views about implementation of referrals and warm 

“hand offs” for treatment during crisis. 

Throughout the project, UNI-CSBR is providing status reports to the project leadership team to 

review the challenges, responses to challenges and successes related to ongoing project.  All 

data collection instruments are developed in collaboration with Francis Lauer agency personnel 

and the broader planning group.  The qualitative and quantitative data collection instruments 

form the sequential mixed methods design in which the qualitative interviews inform the 

quantitative survey interviews that will be conducted in early 2017. Project  activities and 

implementation decisions are being refined and revised as warranted following the integration 

of the various evaluation findings into planning and implementation processes. 
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Outcome Measures 

The Planning Work Group is in the process of gathering baseline data to measure the 

performance of the Kids’ Mobile Crisis Team. Actual percentages of reduction or increase 

cannot be calculated until baseline data and the capacity of the crisis response system are 

compared. Potential identified outcome measures for the crisis response system are: 

1. Reduction in the number of children and adolescents presenting at the emergency 

department with a mental health crisis. (Source: Mercy Health Care, North Iowa, 

Baseline: 2015 and 2016 emergency room data) 

2. Reduction in repeat visits to the emergency department related to mental health by 

individual children and adolescents. (Source: Mercy Health Care, North Iowa,     

Baseline: 2015 and 2016 emergency room data) 

3. Reduction in the percentage of adolescents presenting to the emergency department 

with a mental health crisis admitted to the hospital psychiatric unit. (Source: Mercy 

Health Care, North Iowa, Baseline: 2015 and 2016 psychiatric unit data) 

4. Increase in the percentage of adolescents able to be discharged from the psychiatric 

unit ahead of schedule into Community-Based Services or Intensive Adolescent/Family 

Services. (Source: Mercy Health Care, North Iowa, Baseline: 2015 and 2016 psychiatric 

unit data) 

5. Increase in the number of children and adolescents diverted from PMIC placement, i.e., 

15 of 17 referred to FLYS in 2015 did not move into PMIC. 

6. Decrease in the average number of weekly in-home crisis incidents reported by parents 

of children and adolescents participating in mental health crisis and stabilization 

services. (Source:  Individual Parents, Baseline: Average number of incidents per week 

prior to service initiation) 

7. Increase in the percentage of children and adolescents who perceive they are able to 

manage their mental health issues “most of the time”. (Source: Child/Adolescent, 

Baseline: Perception at service implementation) 

8. Increase in the percentage of parents participating in services who perceive they are 

better able to help their child manage their mental health issues. (Source: Parent, 

Baseline: Perception at service implementation). 

Process Measures 

Potential internal annual process measures identified include:  

1. The number of children/adolescents and their families served by the crisis response 

system. 
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2. The geographic, ethnic and socio-economic diversity of children/adolescents and 

families served. 

3. The number and diversity of referrals to the crisis response system coming from 

community sectors. 

4. The percentage of crisis calls receiving face-to-face contact within 24 hours. 

5. The average service hours provided to individual children/adolescents and families. 

6. The percentage of children/adolescents and their families receiving services completing 

75 percent of recommended services. 

7. The average number of community resources engaged by staff to assist individual 

children/adolescents and families. 

8. The percentage of children/adolescents and parents reporting services have helped 

them. 

9. The number of cases where two (2) post-service calls are completed. 

10. The percentage of each year the Kids’ Mobile Crisis Team is fully staffed. 

LEARNINGS TO DATE FROM DATA COLLECTION EFFORTS: 

Review of literature from UNI shows little to no information for the younger population there 

were no screening tools.  They will need to be developed.   

Outcome data is not readily available in the format needed for this project. In some cases, 

Francis Lauer will need to work with community partners to help them re-design their internal 

data collection efforts.  This will need to be done in a manner that does not add financial cost to 

the community partner. 

Consent for information sharing will be a key component of data collection efforts.  A 

standardized consent form will need to be developed that may be shared among partners. 

1.3.1.1.1.5-FUNDING PROCESS AND PROPOSED BUDGET 

The Kids’ Mobile Crisis Team screens, assesses and triages to appropriate services. These 

services are invaluable to deliver and needs commitment from DHS, the Iowa Legislature and 

local funding groups to ensure the sustainability.  The costs should not outweigh the decision 

making process or prevent the delivery of services to children.  Mental Health Crisis Services is 

an investment in children and families. As with any investment, there will be a return with 

fewer children needing a lifetime of mental health services.  Consequently, the budget should 

not be considered in any way a “more economic” option for serving children.   

The budget projections show a negative balance with MCO’s being the only source for payment 

of the skill development in home and clinical services. The negative balance is close to $489,000 

(Table 1: CCS Forecast). The funding for this system needs a braided approach with a 
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combination of several funding sources. The budget represented is one with CSS and MCO 

funding only.  In order for this program to successfully address Children’s Mental Health Crisis 

Services, there needs to be adequate funding for community-based programming.  Table 2 and 

Table 3 provide additional Budget Projection figures including the cost savings from 

implementing the Kids Mobile Crisis Team Program in comparison to placing the child into a 

psychiatric facility (Table 3). 
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Table 1: CSS Forecast 
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Table 2: Kids’ Mobile Crisis Team Annual Program Budget Projection 
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Table 3: Kids’ Mobile Crisis Team Annual Program Budget Projection – Intensive/Shelter 
Services showing cost savings 
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1.3.1.2.3-441 IOWA ADMINISTRATIVE CODE, CH.24, DIV. II 

Serving children and their families in their communities and engaging families in the children’s 

treatment from the beginning is best practice and will be measured with the outcomes. 

Crisis Screening: 

Crisis Screening will occur through LifeLong Links (24/7 crisis line funded by County Social 

Services) and Francis Lauer/YSS. Three tools will be designated:  one for adolescents, one for 

younger children and one for the parents of younger children. To best serve children, it is 

important to screen the parents for their level of emotional distress (page 48, Modified Mini 

Screen).  

The screenings will include questions about the individual’s basic and safety needs including 

criminal behavior, victimization, runaway status, and current living environment. Additionally, 

staff will inquire about the events leading to the individual placing the call or walking-in for 

services.  The adolescent screening tool will include an inventory of the youth’s abuse/domestic 

violence history, an assessment of the youth’s other safety needs and a summary of the youth’s 

substance abuse history. The DHS designated CWES Screening Tool will be used along with the 

screening tools of Lifelong Links.  The screening tool will identify the level of crisis and the need 

for further services (page 43, DHS designated CWES Screening Tool).  Referrals will be made to 

Integrated Health Homes, when appropriate, where medical screenings are part of their 

requirements.  

Crisis Assessment: 

The Crisis Assessment will determine the level of services required to address the crisis as 

reported by the family, children and youth.  A licensed mental health provider will complete an 

appropriate assessment for each family and youth referred for services and identify treatment.  

Those assessments may include: 

 Ages and Stages Questionnaire (ASQ-SE Assessments). 

 The Conners 3 Assessment Tool, along with a Parent Health Questionnaire (PHQ-9) to 

assess children ages 6-18. 

 A Mental Health Assessment tool that includes a drug and alcohol assessment and 

medical contacts.  

 A CASI (Comprehensive Addiction Severity Index) assessment to determine the extent of 

drug and alcohol use, when appropriate. 

 

All assessments will ensure appropriate opportunities for the placement of children in 

psychiatric hospitals and PMICs as needed. 
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Crisis Intervention Services: 

Crisis Intervention Services will be expanded to the identified seven (7) counties and will 

include children ages 2-11.  The intensity of Crisis Intervention Services is dependent upon the 

needs of each child and family, as determined by the clinical assessment. Treatment emphasis 

shall be least restrictive to most restrictive.  The progression of intervention begins with:  

 Community-Based Skill Development, ages 2-17 (least restrictive): In-home services are 

provided for up to 6 months by a bachelor’s degree prepared Social Worker. 

 Community-Based Skill Development and Clinical Services, ages 2-17 (moderately 

restrictive): In-home services with therapy sessions for up to 6 months. 

 Child/Family Intensive Services, ages 2-11 (most restrictive): Children and parents 

attend together and participate in intensive family therapy and skill development 

utilizing Child Parent Psychotherapy along with services provided in a trauma informed 

manner. In-home services and therapy will continue for 6 months.  

 Adolescent/Family Intensive Services, ages 12-17 (most restrictive): Adolescents who 

are not able to be in their home, but are not in need of more intensive services such as 

PMIC, may utilize a licensed shelter bed for up to 14 days. A licensed clinical provider 

using the Systems Approach will deliver intensive family therapy. In-home services and 

therapy will continue for 6 months. 

 

Francis Lauer/YSS is committed to creating best practice for children, adolescents and their 

families by providing in-home services that allow families to stay connected to each other and 

in their communities. From Francis Lauer’s previous Crisis Stabilization Program, it became 

evident that there are times that families and children need a “time out”, and with proper 

guidance and support, families may learn to re-connect.  

Crisis Stabilization: 

Francis Lauer has been providing Crisis Stabilization Services since 2013. During that time, 

services were provided only to adolescents and their families. This started as a step-down 

program from Mercy Behavioral Health for children who no longer met the criteria for hospital 

level care who were being discharged but not ready to return home. Prior to involvement with 

Crisis Stabilization Services, the adolescents had been placed on a PMIC waiting list. In our first 

year, 15 of the 17 adolescents receiving services returned home with the support of the in-

home provider along with follow up with mental health providers. Two adolescents returned to 

Francis Lauer for a “tune-up” in Crisis Stabilization with the goal of completing their original 

programs. One adolescent, who went on to a PMIC, accepted the continued treatment because 

both the adolescent and parents knew that the help was needed.  
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Crisis Stabilization Services for ages 12-17 has been very successful. Based on that success, 

services will be expanded to include additional ages, referral sources and counties. Children, 

ages 2-11 and their families, will be included in the expanded services which will be housed in a 

building separate from the Francis Lauer/YSS main facility in Mason City, Iowa. The intensive 

intervention services (Child Intensive Services Program) previously described will become the 

Crisis Stabilization Services for younger children and their families.  

Children under the age of 11 have difficulty accessing services at the time of crisis. This is 

evident by the data collected by Mercy of North Iowa Emergency Department for FY16 (7/1/15 

– 7/1/16): 

 43 children, 11 years old and under, were seen in the Emergency Department due to 

behavioral health issues.  

 Of the 43 children, 14 were transported to another facility and 27 went home (two [2] 

were other). Of the 41 children who were discharged to another facility or returned 

home, this is an unknown number as to how many received follow up services or had re-

entry into the Emergency Department in FY17 (research data in process).  
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Abbreviations 

CBT: Cognitive Behavioral Therapy 

CCPT: Child-centered Play Therapy 

MHP: Mental Health Problem 

SBI: School-Based Interventions 

Introduction 

In this document we provide a brief summary of school-based interventions (SBI) based on a literature 

review of findings in the past decade or so. Specifically, we identify some programs evaluated as 

effective, and specify important aspects of their implementation. The literature search was conducted in 

Google Scholar, using the following keywords: school, mental health, children, therapeutic classroom, 

and emotional support classroom. Only English-language articles were considered. 

Prevalence of child psychiatric disorders 

Recent epidemiological studies have concluded that child mental health problems (MHP) are more 

common than previously thought. Data on a representative population of children and adolescents in the 

U.S. showed that at any time between the ages of 9 and 16, one child out of six will have a psychiatric 

disorder, with many of them developing comorbid disorders. Importantly, nine- and ten-year-old 

children had the highest rates of any disorder overall (Costello, Mustillo, Erkanli, Keeler & Angold, 

2003). In addition, suicide is the third leading cause of death among children ages 9 to 14 (Centers for 

Disease Control and Prevention, 2015). Despite high rates of MHP, most children do not receive any 

help (Kataoka, Zhang & Wells, 2002).  

School-based interventions in child mental health 

Children spend a great amount of time at school. For this reason, among others, school provides the 

optimal environment for prevention and intervention (Cossu et al., 2015). In fact, they constitute the 

most common setting for receiving mental health services (Arora et al., 2016). Among these services, 

the most frequently used include special classrooms in regular schools, special schools for children with 

emotional and behavioral disorders, and school-based counseling and therapy services (Langer et al., 

2015). 

 

Prevention programs are intended to reduce the risk of developing a mental disorder. Hence, they target 

children without MHP. Depending on an individual´s risk of developing a MHP, different levels of 

preventive interventions have been identified O'Connell, Boat, & Warner, 2009). These levels are shown 

in Figure 1. 
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Figure 1. Levels of preventive prevention 

- Universal prevention includes a broad range of strategies that are offered to the full population, 

without considering risk status. To the extent to this approach include all children, its potential to 

stigmatize them is reduced (Vostanis, Humphrey, Fitzgerald, Deighton & Wolpert, 2013). 

Nevertheless, recent studies suggest that the effectiveness of these interventions could depend on 

who carries them out. In this regard a randomized trial comparing the effectiveness of an anxiety 

prevention program targeting children ages 9 and 10 showed that it was more effective in 

reducing symptomatology when it was implemented by health professionals, rather than school 

staff, even though the latter had received specific training (Stallard et al., 2014). 

- Selective prevention focuses on children at risk of MHP, based on the presence of risk factors. 

- Finally, indicated prevention targets individuals with prodromal symptoms of mental disorder 

who do not yet meet the full diagnostic criteria. 

Although universal and selective programs have proven effective in preventing some disorders, these 

approaches are generally insufficient for children who require highly specialized care (Weare, 2015).  

Cognitive-behavioral interventions and child-centered therapies 

Paulus and colleagues (2016) recently published a systematic review in which they concluded that the 

school-based preventive and therapeutic interventions were effective. Specifically, they found that 

behavioral and cognitive behavioral programs yielded moderate to strong effects for a range of 

emotional and behavioral problems. Similarly, a review of 27 randomized control trials (Cossu et al., 

2015) suggested the effectiveness of school-based interventions (SBIs) in reducing symptoms of most 

mental disorders in children between 3 and 18 years old. In most cases, these programs applied cognitive 

behavioral therapy (CBT) or Interpersonal Therapy. In summary, CBT has been shown to have positive 

effects supporting children with MHP. 

The evidence also suggests that Child-centered play therapy
1
 (CCPT) is beneficial for children with 

MHP. Based on the person-centered philosophy, CCPT is a form of therapy which focuses on the 

relationship between parents/caregivers and children, promoting a therapeutic relationship between 

them. A recent meta-analysis of 23 studies published between 1970 and 2011 (Salter, Beamish & 

                                                           
1
 Referred as Nondirective play therapy (NDPT) in the United Kingdom (Salter, Beamish & Davies, 2016). 

Prevention  

programs 

Universal prevention 

Selected prevention 

Indicated prevention 
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Davies, 2016) found that problematic behaviors in children who received CCPT were significantly 

reduced compared to those who received no intervention. They reported effect sizes from 0.21 

(internalizing outcomes) to 0.38 (other problems). 

Therapeutic interventions 

There are a number of therapeutic interventions provided within the school setting aimed at children 

whose needs call for a combination of special education and mental health services. Depending on their 

intensity, three types of resources can be distinguished (see Figure 2).  

A survey exploring the types of mental health services provided in primary and secondary schools in 

England found that several interventions were related to direct therapeutic work (Vostanis et al., 2013). 

This work was heterogeneous, in both the frameworks used (cognitive-behavioral therapy, solution-

focused…) and the type of therapy (individual and group). 

              

Figure 2. Therapeutic services, from less to more intensive 
Note: Adapted from Brent (2012) 

- Emotional support services 

These services offer very low-intensity support, and are usually provided by school staff. An 

example is giving individualized instructions to a child in a regular classroom.  

- Emotional support classrooms 

These classrooms are smaller than traditional classrooms, favoring more individualized attention 

to students. Unlike emotional support services, these classes are taught by certified special 

education teachers (Brent, 2012). 

- Therapeutic emotional support classrooms 

In this type of class group therapy is combined with individual therapy, thereby providing more 

intensive and comprehensive treatment. Because the students attending these classrooms present 

significant psychiatric pathologies, professionals are also available to help the children 

deescalate critical situations (Brent, 2012). 

Although therapeutic and emotional support classrooms are being implemented in a range of 

communities, both inside and outside the US, the evidence for their effectiveness is scarce, which makes 

even more pressing the need to evaluate the programs, consolidating the elements that work and helping 

to offer better attention to children with mental health problems.  

Emotional support 
services 

Emotional support 
classrooms 
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support classrooms 
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Factors affecting the implementation process 

The success of a SBI not only depends on the program selected, but also on the implementation process. 

Locke and others (2015) identified a number of barriers at the individual and school levels that interfere 

with an intervention that focused on children with autism. These barriers included prioritization of 

competing demands, the lack of administrative and teacher support, and the availability of trained staff 

and resources. In addition, research has shown that holistic approaches are more effective than those 

which focus on very specific aspects of school life (Weare, 2015). Despite calls for increased 

collaboration between schools, parents and mental health professionals, recent studies indicate that 

fewer than four in ten interventions (37%) involve the active participation of parents and teachers in SBI 

(Cossu et al., 2015). This focus on comprehensiveness and collaboration aligns with core principles of 

wraparound interventions (Messina, Kolbert, Hyatt-Burkhart & Croters, 2015). According to Eber and 

her colleagues (2002: 172) wraparound is “a community-based approach to providing comprehensive 

and integrated services through multiple professionals and agencies and in collaboration with families.” 

Beyond the aforementioned factors, efforts to implement evidence based interventions in school settings 

face a number of barriers, many of them are of a practical nature, such as difficulty reaching parents, 

respondents not understanding measurement/assessment items, and clinicians not having access to 

measures they need (Connors, Arora, Curtis & Stephan, 2015). 

Limitations  

The existing literature on the effectiveness of SBI has demonstrated that these treatments are generally 

effective in reducing symptoms. However, some limitations should be noted: 

1 Most of the studies have focused on adolescents, and those including children do not tend to 

gather information on children under the age of three (Paulus et al., 2015). This aspect is 

especially important because some studies have found that certain interventions do not affect 

both populations equally. As a sign of this, Baskin et al. (2010) concluded, after analysing 107 

studies that included 132 treatment interventions, that counseling SBIs were more effective with 

adolescents (13 and older) than they were with children (12 and younger). 

 

2 The reviews encompass highly varied programs targeting different populations (disorders, ages, 

etc.). 

 

3 Another of the limitations discovered is the difficulty of comparing the results of different 

studies. This is because the indicators used to evaluate the success of the programs are variable, 

as are the follow-up periods, which range from a few months to years.  
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Abbreviations 

ASQ: Ask-Suicide Screening Questions 

ED: Emergency Departments  

MRSS: Mobile Crisis Response and Stabilization Services 

MST: Multisystemic therapy 

 

Introduction 

This summary provides an overview of recent scholarly literature and of crisis and support services for children 

with mental problems. To this end, we searched Google Scholar for English-language articles published in 

recent years using the following keywords: mental health, children, screening and crisis stabilization. 

In a review of the mental health surveillance data on children in the US, Perou et al (2013) note the significant 

public health implications and the estimated annual costs of $247 billion.  Their review of multiple surveillance 

data sources from 1994-2011 found that between 13% and 20% of children living in the US experience a mental 

disorder in a given year and the prevalence of these conditions is increasing. They found that suicide was the 

second leading cause of death among children aged 12–17 years in 2010. 

Perou et al (2013) found that attention-deficit/hyperactivity disorder (ADHD) had the highest prevalence (6.8%) 

among parent-reported current diagnosis in children aged 3–17 years. This was followed by behavioral or 

conduct problems (3.5%), anxiety (3.0%), depression (2.1%), autism spectrum disorders (1.1%), and Tourette 

syndrome (0.2% among children aged 6–17 years). In 2010, the overall suicide rate for persons aged 10–19 

years was 4.5 suicides per 100,000 persons. 

Children in emergency departments for psychiatric problems 

In recent years, hospitalization and emergency room visits by children with psychiatric illness have increased 

significantly in the United States (Blader, 2011; Kelleher & Hoagwood, 2015). Between 2006 and 2011, 

hospitalizations for mental disorders among youth increased by 50%, while hospitalizations for other chronic 

conditions decreased or stayed the same. In an analysis of multiple data sources for hospital utilization, costs 

and expenditures for children with mental health conditions, Torio et al (2015) found an increase of 104% 

between 2006 and 2011 for inpatient visits for suicide, suicidal ideation, and self-injury for children ages 1 to 17 

years. The most dramatic increase for these specific disorders – 151% -- was for children ages 10 to 14 (Torio et 

al., 2015). Torio and colleagues reported the associated costs for mental health visits during this period was 

$11.6 billion. This increase is not limited to the last decade, as mental health hospitalization rates for children 

(ages 5 through 12) grew from 155 per 100,000 children in 1996 to 283 per 100,000 children in 2007 

(Shannahan & Fields, 2016). Similarly, from 2006 to 2010 there was a 21% increase in the number of children 

and youth treated at Emergency Departments (ED) for psychiatric problems (Shannahan & Fields, 2016). As 

noted earlier, this increase is not uniform across age groups and the largest increase in ED visits (88%) has been 

for children ages 5 to 9 (Torio et al., 2015). According to the National Hospital Ambulatory Medical Care 

Survey, the most common diagnoses in these visits include anxiety and panic disorders, depression, drug abuse, 

and conduct disorders (Pittsenbarger & Mannix, 2013).  
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Although young patients are generally treated at EDs, these settings are considered inadequate for this 

population, as they lack the specific expertise in child and adolescent assessment and treatment that is needed 

(Havens & Marr, 2015). A literature review analyzing recent developments in child and adolescent mental 

psychiatry concluded that emergency services with pediatric experts are the optimal setting for assessing and 

managing emergencies in both populations (Rotzel, 2015).  

Kelleher and Hoagwood (2015) argue that the increases in hospitalizations and use of EDs are disproportionate 

to the actual (lower) prevalence for these disorders.  They argue that families are turning to EDs and hospital 

services because they are not aware of or are not being served sufficiently by community-based services. 

Further, they argue that despite increases in training, screening, diagnosis, and advocacy, there is little 

documented of improvement in mental health interventions via primary care offices. Wissow and colleagues 

have also concluded that few studies have addressed the process of engaging patients in mental health screening 

in a primary care setting or how clinicians should use screening results (Wissow et al., 2013). For pediatric 

practices, Jellinek (2013) suggests that recent efforts for screening of psychosocial problems have been broadly 

aimed at increasing the provider’s recognition of the patient's and family's emotional difficulties. He notes that 

“many pediatricians rely completely on the family to raise any psychosocial issue, which often occurs late in the 

progression of the difficulties” (p.1131) and referral rates are low. Kelleher and Hoagwood (2015) also note that 

little is known about improvements in mental health services for children and adolescents in juvenile justice, 

foster care, and special education settings. 

Crisis services 

The term “crisis services” refers to a wide variety of programs targeting individuals who experience a 

psychiatric emergency. For this reason, the primary goal of these services is to stabilize patients by providing 

short-term treatment and addressing the factors that led to the crisis. As Haddad (2015: 4) has indicated “not 

every crisis qualifies as a psychiatric emergency.” To be considered so, there must be an imminent danger to 

the child or other people (e.g. suicidal or homicidal thoughts, seriously dangerous conduct that is out of control, 

etc.). Though the main goal of crisis services is to stabilize the patient, the literature underscores the importance 

of integrating these services into a larger intervention framework, facilitating the transition to other less 

intensive services (Pisano, Mucci & Masi, 2016). 

Crisis services and child suicide 

Even though children have not traditionally been considered a high-risk group, the evidence demonstrates that 

suicide poses a serious threat for them. The most recent data indicates that suicide is the third-leading cause of 

death among children ages 9-14 (Centers for Disease Control and Prevention, 2015). In fact, suicide is one of 

the main reasons for children's visits to emergency rooms (Carubia, Becker & Levine, 2016). Additionally, as 

noted earlier, inpatient visits for self-injury, suicide and suicidal ideation increased by 151% for children ages 9 

to 14 between 2006 and 2011 (Torio et al., 2015).  

Children’s mental health crisis services. Hospital vs. Community-based services 

Inpatient psychiatric treatment is not only expensive, but also disruptive for children and families. Additionally, 

the evidence of its effectiveness at preventing future crises is not conclusive. Results from a recent systematic 

review of randomized controlled trials (RCTs) (Kwok, Yuan & Ougrin, 2015) revealed that using intense 

community services was associated with clinical improvements similar to inpatient care. In fact, those studies 

that found differences in clinical outcomes, tended to favor intensive community treatment, showing that their 

use was associated with shorter hospitalizations, lower costs and greater patient satisfaction. Previous studies 
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also support the idea that community-based treatments can serve as a cost-effective alternative to psychiatric 

hospitalization. For example, in their study of adolescents with serious emotional disturbances, Henggeler and 

his colleagues (1999) concluded that home-based Multisystemic therapy (MST) was more effective than 

hospitalization at decreasing youth’s externalizing symptoms. Their results were also favorable for youths’ 

social contexts, and the authors found that MST was also more effective at improving family cohesion, 

increasing school attendance, and promoting client satisfaction. Using the same sample, Schowenwald and 

others (2000) found that MST was successful in preventing re-hospitalization and reduced the number of days 

in other out-of-home placements. Similarly, a meta-analysis of eleven studies conducted in the United States 

(with children ages 8 to 17) indicated that across different problems and populations, youth and families treated 

with MST functioned better than 70% of their counterparts receiving alternative services (Curtis, Ronan & 

Borduin, 2004). Nevertheless, the authors noted that this therapy seemed to have greater effects on measures of 

family reactions than it did on those of individual adjustment and peer relations.  

A second community-based treatment (see Figure 1), with a growing evidence base, refers to mobile crisis 

response and stabilization services (MRSC). There is evidence that MRSC can divert children and adolescents 

from hospital ED and inpatient admissions (Shannahan & Fields, 2016). In addition, family satisfaction with 

MRSS tends to be greater when compared to the satisfaction with treatment in EDs. 

 

 

Figure 1. Main crisis services for children with mental health problems 

Summary 

Mental health diagnoses in children are increasing with associated hospitalizations and the use of ED for 

treatment expanding at an even higher rate with the largest increases in children 5-9.  Diagnoses of anxiety, 

depression, drug use and conduct disorder are common.  The cost of this hospital-based care is extremely high 
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and there is widespread support for better community-based crisis stabilization both to contain costs and to 

ensure better outcomes.   

There is little by way of evidence-based direction for best practices in mental health crisis stabilization for 

children.  Multisystemic therapy and mobile crisis response and stabilization services have both shown promise 

in recent studies of outcomes in adolescents and children with mental health crises.   

Kelleher & Hoagwood (2015) and others (e.g., Haddad, 2015) view the community as an important resource in 

addressing the needs of children experiencing a mental health crisis.  Kelleher and Hoagwood (2015) argue that 

there is mental health information “…that everyone can and should learn (eg, parents, teachers, bus drivers, 

nurses, receptionists). This kind of knowledge can and should be given away; it should be built into the training 

of every teacher, made available to all parents upon the birth of their child, and taught in medical school. This 

includes learning basic social and behavioral learning principles, understanding child development, and learning 

the effects of trauma.”  They go on to suggest that preventive services should also be seen as cost –savings 

opportunities that should drive better mental health outcomes for children.  Further, they advocate approaches 

such as including parenting classes in WIC programs, Head Start, and all pediatric practices.  They also suggest 

exploring the use of specific nonlocal expertise, for example, cognitive behavioral therapy for specific disorders 

like anxiety, depression or trauma, so that families could receive tailored psychological care at the time of 

greatest need. 
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