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On average, children in foster 
care move through three 

different foster placements, 
frequently with little or no 

warning. 
 

The Pew Commission on Children 
in Foster Care 

“Medicating a kid for a heartache isn’t the same thing 
as medicating them for a mental health issue.” 

 
Former Foster Youth 

 
 

2006 FOSTER YOUTH MENTAL HEALTH SUMMIT 
 
 
 
 

 
Making Reform Real 

Addressing the Mental Health Needs of Children in the Dependency System 
 
 
 

 
 
 

 
 

 
 

 
INTRODUCTION1 

 
 

Children living in foster care, by definition, have 
undergone life shattering upheaval.   At a time when they 
desperately need consistency and stability, foster children are 
thrown into an uncertain world of multiple placements, 
unpredictable contact with their siblings and families of 
origin, and the reality that they lack control over their own 
lives.  Having been abruptly severed from their family, 
home, and all that is familiar to them, and living a life 
thereafter commonly marked by perpetual motion, many feel 
profoundly alone and emotionally distraught.   

 
Exacerbating their feelings of loneliness and instability is the lack of prompt and 

adequate attention to the emotional and mental well-being of our most at risk children.   A study 
revealed that only 28.3% of children received mental health services during the year immediately 
following contact with the child welfare system, despite the fact that,  “delivery of appropriate 
and timely mental health services may be an important element in reducing long-term negative 

                                                 
1 This report was prepared by the Children’s Law Center of Los Angeles and is based on summaries by the following recorders 
and facilitators from each of the Summit break out sessions: Susan Abrams, Alyssa Balm, Heather Carmichael, Michael Cazares, 
Khush Cooper, Ilda Rueda De Leon, Elinam Dellor, David Estep, Barbara Facher, Michael Ferrera, Leslie Starr Heimov, Sacha 
Klein, Claudia Kohner, Greg Lecklitner, Laura Shiozaki Lee, Bryan Mershon, Sasha Minton, Jennifer Perry, Princess V.  Ramey, 
Michael Rauso, Nancy Shea, Jessica Tachibana, Marcia P.  Taborga, Gerard Torres, and Jenna Valentine.    
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“The State of California 
must transition the Foster 
Care System from fail first 
to help first.” 
 

State Senator Darrell Steinberg, 
Summit keynote address 

consequences for children served by child welfare agencies and in decreasing placement 
instability among children removed from their homes.”2 

 
 The Los Angeles Foster Youth Mental Health Initiative (“FYMHI”) was created - - 

thanks to the generous support of The California Endowment - - to bring attention to the mental 
health needs of this vulnerable population and began to craft recommendations for system 
change. The first phase of the project was the convening of a groundbreaking Foster Youth 
Mental Health Summit, held on May 19, 2006, at The California Endowment’s Center for 
Healthy Communities.    

 
The Summit brought together mental health clinicians, social workers, foster parents, 

relative caregivers, advocates, community leaders, and youth to identify and develop concrete, 
workable solutions regarding the timely and appropriate provision of mental health services for 
children and youth in the child welfare system.  Discussion among community leaders and 
stakeholders centered on the need for better communication, collaboration, and oversight among 
the multiple sys tems charged with caring for abused and neglected children.   

 
This report summarizes the discussion and 

recommendations of the Summit participants in regard to the 
ten critical areas that were the topics of discussion at the 
Summit breakout sessions: information sharing, enhancing 
accountability & data tracking, capacity building – training, 
retention & recruitment, best practices & treatment models, 
role of the court & advocates in meeting the mental health 
needs of dependent & delinquent youth, mental health payment 
& rate structure, developmentally delayed youth, crossover 

youth, infants and children (prenatal to five), young children and teens (5 – 14 years old), and 
transition age youth (16 – 21 years old).   

 
Los Angeles is home to the largest child welfare system in the country, accounting for an 

astounding one in ten foster children nationwide.  Our community shares the responsibility 
collectively for “parenting” nearly 30,000 abused and neglected children throughout Los Angeles 
County.3  It is hoped that the recommendations crafted during the Foster Youth Mental Health 
Summit will serve as an impetus to “make reform real” for all of our most vulnerable young 
people. 

 
 

                                                 
2 Hurlburt MS et al., Contextual Predictors of Mental Health Service Use Among Children Open to Child Welfare, 
Archives of General Psychiatry, December, 2004. 
3 The Los Angeles County Department of Children and Family Services, 2006. 
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ACCOUNTABILITY AND DATA TRACKING 
 
 
INTRODUCTION 

  
In order to ensure and track the quality and efficacy of services 

and providers, agencies and the courts must develop meaningful 
outcome measures in order to monitor a child’s progress.  This session 
examined the challenges and barriers to creating and tracking these 
measures.  Communication among county departments is paramount to 
success in this area.  Legal restrictions and other barriers to meaningful 
communication, information sharing and data tracking were 
considered.  Finally, California’s Mental Health Services Act statewide 
evaluation outcomes were examined as they relate to children and 
youth services.  
 

The group agreed that key stakeholders should develop a shared 
definition of what constitutes an effective data management system, 

with mutually agreed upon performance measures to be tracked across different systems.  
Presently, DCFS, the Probation Department, DMH, and placement agencies have representatives 
on the Group Home Performance Measures Task Group to work toward the creation of uniform, 
cross-system measures.  The importance of surveying clients to better understand their 
perception of the services was noted. (Current outcome measures outlined in the group home 
contract do not include a measure for client satisfaction.) The group was also concerned about 
interpretations of confidentiality regulations that impede the sharing of critical information 
necessary to effectively treat youth and, therefore, improve outcomes. 
  
 
BREAKOUT DISCUSSION 
 
1. MUTUALLY AGREED UPON PERFORMANCE MEASURES 
  

The lack of an automated web-based system impedes the ability of county departments to 
adequately assess the performance of contract agencies.  The creation of a core set of mutually 
agreed upon performance measures for tracking the efficacy of service provision is vital to 
improving the overall well-being of children and youth ensuring that children are not spending 
any more time in the child welfare system than is absolutely necessary to ensure their safety.  
The creation of a countywide service “scorecard” was noted as a possible mechanism to promote 
inter-departmental communication and overall accountability.  
 
2.  EFFECTIVE DATA TRACKING 
  

All breakout session participants agreed that a successful management system should 
include an automated data tracking system that can be used to submit and analyze data and 
generate both case specific and summary reports.  A performance measurement system is not just 
an accountability system, but rather should include an alignment along common system goals 
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that can be used for quality improvement, the tracking of a child’s treatment plan, and 
identification of best practices. 
 
3.  CONFIDENTIALITY 

 
Placement agencies, including foster family agencies and residentially-based service 

providers, frequently report that they are unable to obtain critical documents, particularly those 
containing mental health information necessary to develop appropriate treatment plans for youth.  
The lack of consistency in the interpretation of the Health Insurance Portability and 
Accountability Act of 1996 (HIPAA), has led to confusion regarding information that can be 
shared and with whom it can be shared.  Stakeholders and children would benefit from training, 
greater clarity, and a standardized process for addressing these concerns. 
 
RECOMMENDATIONS 
 

1. Create a data partnership among critical stakeholders, including DCFS, DMH, Probation, 
CAO, providers, consumers, and the Juvenile Court, to develop shared performance 
outcomes for children and families on relevant domains that are consistent across the 
child welfare, juvenile justice, and mental health systems.  Measurements must be created 
with a clear definition of mental health outcomes and how outcomes for adults differ 
from those of children and youth.  Some examples of relevant domains might be: (1) 
health, (2) social/emotional well-being, (3) safety, (4) economic well-being, and  (5) 
educational/workforce readiness.  

 
2. Build client satisfaction surveys and placement site review mechanisms into the 

performance management system.  Capturing client input is vital to determine whether  
recommended services are appropriate and effective in meeting their needs.    

 
3. Procure funding for the creation of a web-based data collection system that records real-

time data, can conduct time-series analyses, protects confidentiality by allowing varied 
levels of access, and produces user- friendly, provider and child-specific as well as 
aggregated reports.  Current child welfare funding streams do not support funding of such 
a system.  

 
4. Clarify and overcome confidentiality barriers to enable the appropriate sharing of mental 

health information.   
 

5. Create and disseminate a standardized process for obtaining legally competent releases of 
information where needed.  
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CAPACITY BUILDING –  
TRAINING, RECRUITMENT AND RETENTION 

 
INTRODUCTION 

  
This session examined the training, recruitment and 

retention of child welfare workers, CASAs, parents, 
extended family members, and resource families in regard 
to mental health treatment and the needs of children and 
youth.  This session also considered strategies for ensuring 
effective training and support of Children’s Social Worker 
(CSW), service providers, and caregivers aimed at 
improved delivery of services, retention rates, and 
responsiveness to client needs.  The leveraging of existing 

resources such as Mental Health Services Act (Proposition 63) funds was discussed as an 
effective way to increase capacity. 
 
 
BREAKOUT DISCUSSION 
 
1.   CAPACITY OF MENTAL HEALTH PROVIDERS    
  
 There is a large discrepancy in the quality and availability of mental health providers and 
services in different parts of Los Angeles County.  For example, it can be very difficult for 
children placed in South Los Angeles and the Antelope Valley to access counseling and other 
mental health services in a timely fashion because of a severe shortage of trained providers who 
accept Medi-Cal.  These delays can lead to an escalation of problems, which in turn often results 
in placement instability.  Increasing the number of mental health providers and child social 
workers to meet the ever- increasing demand is vital to ensuring the well being of children and 
youth in the Los Angeles County child welfare system. 
  
 Another long-standing capacity issue has been the size of children’s social worker (CSW) 
caseloads.  New CSWs often feel they served their clients more effectively as student interns, 
when their lower caseloads allowed for more in-depth, intensive involvement and application of 
clinical skills.  In addition to large caseloads, the paperwork requirements make it difficult for 
social workers to “practice social work.”   
 
 Further, the utilization of mental health interns who may lack the skills and experience 
necessary to deal with the complex issues applicable to many foster children may contribute to 
decreased quality of care and effective intervention. Additionally, the use of mental health 
interns who generally are assigned to a particular agency or client for a period of months leads to 
disrupted patient-client relationships when internships end and children are reassigned to a new 
therapist. 
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“We can match and engage 
mental health workers and 
social workers by recruiting 
former foster youth who have 
been through similar 
experiences as the children and 
youth we’re serving.”  
 

Richard Van Horn, President & CEO, 
National Mental Health Association of 

Greater Los Angeles 

2. ACADEMIC TRAINING FOR SOCIAL WORKERS 
 
 Universities are committed to graduating students who can demonstrate competency as 
social workers.  They have developed criteria and standards to ensure that students come into the 
workforce with a professional clinical skill set.   However, social workers often enter the field 
with only a theoretical understanding of the child welfare system.  Involving foster youth and 
caregivers in social work training would infuse theoretical education with the realities of foster 
care and develop a more effective workforce.  The structure of university training requires social 
work students to choose a concentration for their fieldwork and coursework.  As a result, 
students gain knowledge and experience in a particular area, but often do not learn how to 
communicate across organizational boundaries.  Internships and fieldwork should demonstrate 
and integrate inter-agency collaboration needed to deliver services to youth who frequently move 
across systems.    
 
3. SUPPORT AND TRAINING FOR FOSTER PARENTS AND RESOURCE FAMILIES  
 

The adults who have the day-to-day responsibility for providing care, support, and 
guidance to foster youth are often ill equipped and poorly trained.  There should be ongoing 
collaboration among caregivers, social workers, and mental health providers.  There should be a 
team approach for the improvement of outcomes for children and youth.  Caregivers often have 
no one to turn to during children’s times of crisis, when they need immediate support.  Every 
effort should be made to identify problems and develop a plan, utilizing social workers and/or 
mental health practitioners, if necessary, to increase caregivers’ skills in dealing with mental 
health and behavioral issues and minimize placement disruptions.  The practice of identifying 
and addressing problems and potential crises prior to removal should be applied to staff at group 
homes as well.   

 

4. CULTURALLY SENSITIVE TRAINING CURRICULA  
 
 Social workers and mental health practitioners need 
additional training to develop the capacity to recognize and 
understand how gender, age, ethnicity, race, sexual 
orientation, social class, and other forms of social 
stratification influence the effectiveness of social work 
interventions.  Internships that incorporate regular 
supervision can be ideal settings for students to practice 
ways of recognizing and working through cultural biases.  
Caregiver trainings, materials and supports must reflect the 
cultural diversity of the participants.    
 
RECOMMENDATIONS: 
 

1. Increase the number of trained social workers in the dependency and delinquency 
systems, lowering CSW caseloads and increasing the quality of care for children and 
youth in the dependency system.   

 
2. Include former foster youth in the child welfare, juvenile justice and mental health 

workforce. 
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3. DCFS and public and private agencies should work toward increasing the number of 

practitioners and caregivers with diverse backgrounds.   
 

4. Provide immediate support to caregivers during children’s times of crisis.  
 

5.  Cross train caregivers, CSWs, and mental health professionals to facilitate 
communication and mutual understanding.   Implement small weekly meetings for CSWs 
to discuss challenges/successes. 

 
6. Adapt university social work curriculum to incorporate: (1) inter-agency collaboration, 

(2) cultural sensitivity and diversity, and (3) youth focused service models. 
 

7. Involve former and current foster youth and caregivers in training by having them speak 
to social work students at the university level. One successful model is Youth Offering 
Unique Tangible Help (“Y.O.U.T.H.”) at San Francisco State University. 
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“I was never educated 
about the medication I was 
taking.  I had no idea what 
it was.”  
 
Victoria R, Foster Youth Alumni, 
Foster Youth Mental Health 
Summit, 2006 

BEST PRACTICES AND TREATMENT MODELS 
 
 
INTRODUCTION 

 
Traditionally, the delivery of mental health services for children 

and youth has focused on the issue of access, and much of the work of the 
public mental health sector has been directed toward expansion of mental 
health services in order to promote access to service.  In more recent years, 
attention has turned increasingly to the question of effectiveness and has 
produced some vital questions such as: (1) What outcomes for children and 
youth are associated with mental health services? (2) Do all forms of 
treatment produce the same outcomes?  (3) Do children of different ages 
and with different presenting problems require unique treatments 
associated with these variables?  (4) Are some types of treatment 
ineffective or, even worse, do they contribute to the very problems they are 
intended to ameliorate? 

 
Mental health services must be evaluated with an emphasis on service characteristics, 

client characteristics, and service outcomes and a promotion of those practices that produce the 
most desirable outcomes for children and their families.  This session examined efforts to 
evaluate the effectiveness of mental health services for children and youth and what is being 
done to promote practices that have demonstrated effectiveness. 

 
BREAKOUT DISCUSSION 
 
1.   PSYCHOTROPIC MEDICATIONS 
 

The group expressed concern about how psychotropic 
medications are prescribed for children and youth in the foster 
care system.  Family practice physicians or general 
practitioners, as opposed to psychiatrists, often prescribe the 
psychotropic medications.   And sometimes, multiple 
medications are prescribed (a practice known as 
“polypharmacy”).  The group also raised concerns that foster 
youth might be either inappropriately medicated or 
overmedicated for perceived behavioral problems, not 
informed of their right to refuse nor educated about the risks and benefits of the medications, and 
not receiving concurrent or consistent therapy while on medication.   
 
2.   ENHANCED OVERSIGHT OF MENTAL HEALTH SERVICE PROVIDERS 
 
 Mental health services have largely been tracked on broad elements, including the 
number of youth receiving services. Little attention has been given to the quality of services or 
the outcomes associated with various forms of treatment.  The group suggested that agencies 
providing mental health services to children and youth should be more closely monitored, with 
greater attention paid to service quality and outcomes. 
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“We [DCFS] want every 
child who enters into foster 
care to receive a mental 
health screening using a 
standardized tool that will 
provide us direction on their 
mental health needs.” 
 

David Sanders, Ph.D., former 
Director, LA County Department 
of Children and Family Services 

3.   EDUCATE PROVIDERS REGARDING BEST PRACTICES 
 

 Best practices are identified through the examination of 
professional literature or based upon the evaluation of local 
practice and outcomes.  Mental health providers should be 
trained and encouraged to adopt those practices with proven 
effectiveness. 
  
4.   EXPAND AVAILABILITY OF BEST PRACTICES 
  

Providers should be encouraged to either adopt practices 
with proven effectiveness or to carefully evaluate the practices 
they are currently employing, especially with respect to client 
outcomes. 

 
RECOMMENDATIONS 
 

1. Establish a committee, composed of child psychiatrists, advocates, policymakers and 
youth, to review current oversight of the use of psychotropic medications for foster youth 
and recommend areas of reform.  

2. Establish a database to track prescription practices and provide regular reports to judicial, 
agency, and advocacy leaders. 

3. Provide for greater participation of youth in the development of their case plans, selection 
of their therapists and the identification of desired outcomes. 

4. Implement performance-based contracts that include measuring and tracking outcome 
indicators in order to effectively ensure the quality of service providers.  Indicators 
should relate to both child welfare and mental health outcomes, including placement 
stability, permanency, school attendance and performance, social adjustment, and, child 
well-being.  

5. Seek out partnerships with university researchers to develop sound evaluation tools. 

6. Provide more oversight and review of mental health referrals and consider alternatives, 
such as peer support groups, mentoring, and extra-curricular activities in lieu of or in 
addition to traditional psychotherapy.  

7. Create partnerships with public agencies and community-based agencies that will 
maintain the fidelity of adopted practices.  

8. Encourage the adoption of evidence-based practices for all age groups and psychiatric 
disorders where they have been established.  Promote promising and best practice 
approaches in those instances where the evidence base is inadequate and carefully 
evaluate these models for critical client outcomes. 

9. Train child welfare clinicians, providers, and caregivers in evidence-based and strength 
based therapeutic models. 
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10. Change policy and funding mechanisms of county, state, and federal agencies to better 
support the development of best practice models. 

 
11. Advocate for early intervention and prevention efforts designed to reduce the onset of 

mental health and behavioral problems, thus minimizing the possibility of removal from 
placement. 

12. Secure funding and/or community participation to reduce the stigma associated with 
receipt of mental health treatment. 
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ROLE OF THE COURT AND ADVOCATES IN MEETING THE 
MENTAL HEALTH NEEDS OF DEPENDENT & 

DELINQUENT YOUTH 
 
INTRODUCTION 

  
This session focused on the role of the courts and the legal 

process as the gatekeepers over the fate of children in foster care.  
The participants discussed how to enhance and support the ability 
of judges and lawyers to engage effectively on these issues.  
Training and needed tools were identified to aid judges and 
lawyers in addressing the mental health needs of dependent and 
delinquent children and youth and their families.   

 
BREAKOUT DISCUSSION 
 
1.     SYSTEM-WIDE COLLABORATION AND ACCOUNTABILITY  

 
All too often, providers, county departments, advocates, and the courts operate in silos 

and do not share vital case specific information about the child or youth’s situation, thus 
inhibiting the court’s ability to make fully informed decisions for the child.  Similarly, when the 
entities charged with parenting children do not collaborate, there is an increase in duplication of 
services, inconsistency in the quality of those services, and a disjointed service delivery sys tem.  

 
A function of the juvenile court is to develop expectations and hold accountable those 

who are charged with providing for the care of children under the court’s jurisdiction.  The court 
in turn relies on the child’s attorney and the county social worker to provide accurate and current 
information regarding both compliance with current court orders and any need for a change in 
the child’s care plan and treatment needs. The court and legal process can and should take a 
leadership role in bringing together the many entities and the information they have access to. 

 
2.     TRAINING AND EDUCATION 
  

In order for the courts, advocates, and other providers to make sound decisions about a 
child’s well-being, they must have access to system-wide training and education regarding the 
full breadth of mental health disorders, healthy child and adolescent brain development, and the 
resources that exist, or need to be created, to effect positive change in the child’s life.  
 
3.     CONSISTENCY OF SERVICES AND PROVIDERS 
 
 Without a permanent adult relationship, many children and youth struggle to be 
successful.  Not surprisingly, they are more likely to build trusting relationships with caregivers 
who are supportive, nurturing and consistent.   According to the Handbook of Developmental 
Psychopathology (2001), “children reared by caregivers who are inconsistent or demonstrate 
inadequate parenting practices are much more likely to be insecurely attached, or to have an 
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“We have to re-evaluate our 
roles and have greater 
sensitivity for youth with mental 
health issues.” 
 

The Honorable Michael Nash, 
Presiding Judge, LA Juvenile Court 

attachment disorder.”  It is well documented that children and youth in the foster care system  
often experience frequent placement changes and excessive turnover in social workers, 
therapists, advocates, and other child welfare professionals.  All of these disruptions contribute to 
detrimental outcomes such as poor social relationships, inadequate school performance, 
behavioral problems, and lack of other vital survival skills.  
 
4.     YOUTH AND FAMILY PARTICIPATION 
 
 Providers, advocates, the court, and county 
departments charged with supporting and protecting 
children and youth in foster care commonly fail to involve 
youth or their families in the design of their treatment plans 
or other life-changing decisions. A national survey by 
Home At Last noted the lack of youth participation in the 
dependency court and legal process and the overpowering 
desire of youth for increased involvement.4 The Research 
and Training Center on Family Support and Children’s 
Mental Health (2000) similarly reported that inclusive models such as family group decision-
making can speed up timelines to permanency, improve emotional well being, and promote 
family reunification.   Family participation in the child’s mental health treatment and care can 
contribute to successful family reunification for children who are placed in foster care. 
 
  
RECOMMENDATIONS 
 

1. Ensure that youth and families are full participants in the court, legal, and case planning 
process.  The voices of children must be heard. 

 
2. Promote the development and maintenance of stable and consistent relationships with 

adults including caregivers, social workers, and clinicians.   
 

3. Develop a mental health checklist similar to the education checklist created by the 
National Council of Juvenile and Family Court Judges to alert attorneys and judges when 
a child needs help.  

 
4. Reduce children’s overexposure to repetitive and redundant screening and assessment by 

promoting system-wide collaboration.  Convene a high- level meeting of court, DMH, 
Probation, DCFS, and education to develop agreement on consistent screening and 
assessment tools that all systems can implement.  

 
5.  Increase the court’s understanding of needed services and how to best access resources 

by requiring interagency training that includes court, child welfare, youth, providers and 
stakeholders.  Training should, at a minimum, address child development, mental health, 
education and health. 

 

                                                 
4 My Voice, My Life, My Future - Foster Youth Participation in Court: A National Survey, Home At Last, 2006. 
www.fostercarehomeatlast.org. 
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6. Increase the court’s familiarity with community service providers by disseminating 
relevant resource information to the courts and advocates.  These tools are helpful to the 
court in crafting enforceable orders and establishing high expectations for mental health 
services and outcomes. 

 
7. Apply Team Decision Making (“TDM”) process in all areas of decision- making, thus 

ensuring that the needs of the youth are appropriately met and that the various providers 
involved are communicating across organizational boundaries. 

 
8. Develop enforceable outcome based accountability measures.  Measures should ensure 

that clients get the services they need on a case-specific and system-wide level, and will 
require court-based data to include well-being outcome measures. 

 
9. Ensure all children and youth are given the name and contact information for their lawyer 

upon entering the foster care system and that the caregiver facilitates the child’s ability to 
communicate with his or her attorney. 
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MENTAL HEALTH PAYMENT & RATE STRUCTURE 
 
 
INTRODUCTION 
 
        The delivery of mental health services to children and 
families can be disjointed and uneven.   This section 
addresses current funding and rate structures and makes 
recommendations regarding development of a child centered 
funding structure.  Key issues discussed in this breakout 
group included how to ensure that the rate structures do not 
negatively influence placement and services, as well as 
identifying obstacles and disincentives to a child’s access to 
qualified, geographically convenient mental health providers. 
 
BREAKOUT DISCUSSION 
 
1. USE OF EARLY AND PERIODIC SCREENING,  DIAGNOSIS, AND TREATMENT (“EPSDT”) 
 

The EPSDT program provides comprehensive health services for infants, children, and 
adolescents enrolled in Medi-Cal. Under EPSDT, states must provide a full spectrum of 
diagnostic and treatment services related to physical health, mental health, vision, dental, 
hearing, and any special needs to eligible children and youth up to age 21.  This federal funding 
stream can be used to fund traditional outpatient mental health services as well as innovative 
services such as wraparound, therapeutic behavioral services (“TBS”), and school based 
treatment services.  
     
2. CHILDREN PLACED OUT OF COUNTY 
 

There are a number of barriers to accessing mental health services for children placed 
outside Los Angeles County.  Foster and adoptive children remain the case management and 
financial responsibility of Los Angeles County’s mental health department, not that of the county 
of residence. For adoptive parents or foster caregivers to access assessment, diagnostic or 
treatment services for their children when the family lives outside Los Angeles County, they 
must obtain authorization from the Los Angeles County mental health department, which may be 
tens or hundreds of miles away. Once caregivers have obtained authorization, the county of 
residence must be willing to permit access to services provided in the county for eligible resident 
children. “Organizational  providers” in the county of residence must obtain a contract with the 
Los Angeles County mental health department and conform to its billing and documentation 
requirements in order to receive reimbursement for services provided. Because each county has 
its own “mental health plan,” contract, billing and documentation requirements vary widely 
between counties. To address these issues, a statewide workgroup has been funded by the 
Zellerbach Foundation to craft recommendations to assure appropriate access to mental health 
services for children and youth in foster or adoptive placements outside their counties of origin.  
However, barriers remain as to how these out of county services are to be reimbursed and 
tracked.  
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3.  STATE AUDITS 
  

The California Department of Mental Health conducts annual audits of all mental health 
departments and contracted providers in an effort to ensure that funding follows specific 
guidelines.  As all statewide mental health funding is directly tied to rigid documentation 
requirements, county mental health departments and provider organizations often find 
themselves struggling to adhere to those requirements. Minor mistakes can lead to disallowance 
of a service, extrapolation of the disallowance across the service function, and paybacks of 
thousand and sometimes tens of thousands of dollars. Furthermore, the State of California 
provides little technical assistance or training regarding these requirements.  As a result, 
providers following state guidelines are often forced to allocate large amounts of funding and 
hire quality assurance staff to monitor documentation and record keeping practices.  
  
4. TITLE  IV-E FUNDING AND WAIVER 
 

Titles IV-B and IV-E of the Social Security Act are the primary federal funding sources 
for child welfare and foster care activities, and may not be claimed for mental health services.  
At the most recent review, only 57% of all California children in out of home care were eligible 
for federal financial participation under Title IV-E due to out-of-date eligibility criteria linked to 
poverty standards.5 The Title IV-E waiver project will allow counties to participate in a five-year 
demonstration project focused on intervention and prevention strategies to divert children out of 
foster care and keep families intact.  Waiver dollars can pay for a broad spectrum of services 
regardless of placement status.   
 
RECOMMENDATIONS 
 

1. Foster children placed outside of their county of jurisdiction must have access to the full 
continuum of services available through EPSDT, provided in the host county and 
authorized by the county of jurisdiction. 

 
2. State audits should allow for a reasonable margin of error.  Further recuperation of state 

funding should be based on statistically valid data and not on single findings that are 
extrapolated across a provider’s client caseload.  

 
3. Ensure that the state’s mental health payment billing regulations mirror the federal 

regulations and provide the necessary technical assistance and training to help counties 
and providers bill properly and avoid costly audit findings. 

 
4. Before a placement rate structure is created, appropriate staffing, license(s), and services 

need to be determined.  
 

5. Foster homes should receive additional funding for a full range of activities outside the 
home including outings, sports team participation, music and art classes and field trips.    

 
6. Assure that a full range of appropriate mental health services is available to foster youth 

in Los Angeles County. Explore the most effective utilization of Medi-Cal (EPSDT), 
Mental Health Services Act (Proposition 63), and Title IV-E Waiver funding to assure 

                                                 
5 The Cost of Protecting Vulnerable Children IV, Urban Institute, 2004. 
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foster youth access to mental health services.  Urge the State of California to support 
funding strategies that remove obstacles to foster youth access to mental health services, 
including additional federal waivers, simplified funding mechanisms, flexible funding, 
and blended or braided funding streams.  

 
7. Remove the federal and state DSM-IV diagnosis requirement as a condition of receiving 

funding for mental health services. 
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DEVELOPMENTALLY DELAYED CHILDREN & YOUTH 
 
 
INTRODUCTION 

 
The intersection between mental health, developmental, educational, and placement 

needs provides significant challenges for advocates and child welfare professionals attempting to 
serve developmentally delayed6 clients.  A study by National CASA reveals that 50% of children 
entering foster care experience developmental delays – a rate four to five times that of the 
general population. 7   

 
This session examined the unique mental health needs of developmentally delayed 

children and youth in the child welfare system.  Additionally, participants discussed issues 
related to the lack of early identification, misdiagnoses, and inappropriate placement of 
developmentally delayed foster youth.  

 The group agreed that specialized protocols for developmentally delayed youth should be 
developed to insure comprehensive and appropriate treatment plans best suited to meet the needs 
of foster children.  Moreover, every provider should participate in on-going interdisciplinary 
training programs designed to increase their knowledge about challenges facing these youth. 
   
BREAKOUT DISCUSSION 
 
1. EARLY IDENTIFICATION AND ASSESSMENT 
      
  One of the most pressing needs of developmentally delayed children in foster care is the 
early identification of developmental disabilities.  The Disabilities Education Improvement Act 
of 2004 (IDEA) states that “ to identify whether a developmental delay or disability exists, 
appropriate testing, observation, and informed clinical opinion should be used by qualified 
personnel.”  High quality screening and assessments that address mental, medical, genetic, 
developmental and educational components too often are not performed in a timely manner.  
Consequently, children and youth may fail to receive needed services. 
 
2. COLLABORATION AND THE SHARING OF INFORMATION 
 
 Service providers and county departments often operate in silos with regard to 
developmentally delayed foster youth.  Regional Centers, DCFS, DMH, Education, Probation, 
foster care providers, and the courts do not communicate effectively with each other regarding 
case management, referrals, and provision of services.  It is not uncommon for the various 
county or state entities to refuse to serve developmentally disabled foster children who are 
otherwise eligible due to disputes over fiscal responsibility.  Thus, the needs of this fragile 
population are often overlooked.  
 
                                                 
6 “A diagnosis by a multidisciplinary clinical team as having a significant delay of 25% in one or more of the 
following areas of development:  physical (including hearing, vision and health status), cognitive, communication, 
social/emotional and adaptive development.”  U.S. Department of Education, Disabilities Education Improvement 
Act of 2004 (IDEA). 
7 “Child Development Issues and the Dependency Court,” National CASA Association, October 2005. 



 

18 

3. TRAINING OF STAKEHOLDERS 
 

Providing appropriate services for the developmentally delayed requires training all 
parties involved in the client’s care.  At present, there are no cross training mechanisms within 
the child welfare system that adequately address the intersection of mental health, 
developmental, and medical information.  As a result, children and youth are often placed 
inappropriately and lack the necessary resources and support systems to thrive. 
  
RECOMMENDATIONS 
 

 
1. Create a multidisciplinary team with members from DCFS, Probation, DMH, school 

system, and the Regional Centers to share responsibility for providing services to 
developmentally delayed and special needs children and youth.  These teams would not 
only identify services and placements but also develop new services, identify eligibility 
requirements, and find placements with the focus on permanency, family-settings and 
emancipation.   

 
2. Employ early and immediate identification of mental, developmental, and medical issues 

for children and youth by using high quality8 screening tools in pediatrics offices and/or 
DCFS medical HUBS.  To ensure success of these interventions, a staff position should 
be created to coordinate information/findings to identify appropriate services and 
integrative holistic services.  

 
3. Establish a cross training system for providers, advocates and caregivers on 

developmental disabilities and other special needs with a focus on permanency, 
educational stability, appropriate placement, and emancipation options.  

 
4. Identify additional funding sources beyond IDEA to bridge service gaps experienced by 

developmentally delayed and special needs children and youth in need of evaluation, 
screening and early intervention services.  

 

                                                 
8  The best instruments have good psychometric properties, including adequate sensitivity, specificity, validity, and 
reliability, and have been standardized on diverse populations.  American Academy of Pediatrics Policy Statement, 
2001.  
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Crossover Youth 
 
 
INTRODUCTION 

  
This break out session examined systemic responses 

to children’s mental health needs that can increase the 
likelihood of inappropriate placement and/or delinquency 
involvement.  The session also addressed the trend toward 
criminalizing typical adolescent behavior that stem from a 
child’s history of abuse and neglect.  Recommendations dealt 
with the unique mental health needs of this at-risk 
population, effective prevention and intervention services, 
and collaboration needed to prevent young people from 
crossing over from the dependency to the delinquency system.   

 
Issues surrounding youth at risk for crossing over were considered with a focus on the 

current Welfare and Institutions Code (“WIC”) Section 241.1 process and efforts to bring about 
the implementation of Assembly Bill 129, which provides an opportunity for California to look 
at new ways to work with youth at risk or who have been adjudicated delinquent. 

   
BREAKOUT DISCUSSION  
 
1.  COLLABORATION 
 

A cooperative effort should begin at the WIC 241.1 hearing.  Probation and DCFS are 
required to make a joint recommendation as to which system would best serve the minor’s needs.  
Yet, there is often little or no communication between the two agencies. Input from important 
individuals in the child’s life (e.g., relatives, caretakers, therapists, attorneys, etc.) is often not 
taken into consideration when forming these recommendations.  The lack of collaboration 
continues after the WIC 241.1 process has concluded - - when support and services can be most 
critical.   
 
2. DELIVERY OF TREATMENT/SERVICES 
 

High-risk youth are often not receiving appropriate prevention and intervention services.  
These services should be in place before a youth has gone through multiple placements and is 
starting to exhibit increasingly anti-social behaviors.  The providers responsible for caring for 
high-risk youth are not trained to identify and treat behavioral issues at their onset.  For example, 
instead of calling the police when youth get into an altercation, engage in vandalism or verbally 
threaten another, caregivers should be able to call upon a crisis intervention team to provide 
appropriate supports for the youth.  Equally important, these intervention teams could train the 
caregivers on basic crisis de-escalation techniques and common adolescent mental health issues, 
thus reducing the reliance on police officers and reducing the likelihood of delinquency 
involvement.   
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“As we learn more and more about 
the youths who "cross over" into  
delinquency from dependency, it 
grows increasingly important to 
identify and address missed 
opportunities to reduce risk factors 
early in their lives.” 

Denise Herz, PhD.  

3. ASSESSMENTS 
 

All too often, there is no early identification of 
mental health issues.  This results in the failure to provide 
essential services.  Furthermore, there is a pattern of 
criminalizing behaviors that are manifestations of mental 
or emotional health issues.  Caretakers and other 
individuals involved in a child’s life fail to recognize 
when a child requires mental health treatment or other 
supportive services and instead rely on law enforcement 
or the criminal justice system to contain the child.  Finally, the breakdown in communication 
previously described prevents effective and comprehensive assessment of a youth’s mental 
health needs.     

 
4.  PLACEMENT OPTIONS  
 

There are insufficient placement options for youth with significant mental health needs 
and even fewer options when the child has also had involvement with the criminal justice 
system.  Often, these youth remain in juvenile hall for far longer periods of time than youth 
without mental health issues because they are awaiting appropriate placements.    

  
 
RECOMMENDATIONS 
 

1. Once a WIC 241.1 referral is made, a multidisciplinary team decision-making (“TDM”) 
meeting should take place before the submission of the WIC241.1 report with all relevant 
parties including the child, family members, social workers, probation officers, advocates 
and/or mental health providers participating.   

 
2. Prior to any placement decisions for crossover youth, mental health treatment needs, 

including the need for appropriate screening and assessment, should be considered. 
Without suitable services in place, it is unlikely that crossover youth will thrive in their 
placements.   

 
3. Providers and caregivers need to have sufficient training, support, and referrals to meet 

the needs of youth at risk of crossing from the dependency system to the delinquency 
system. 

 
4. Intervention efforts should include in-home crisis intervention service(s) designed to 

provide support at the time of the incident.   
 

5. Once the youth is discharged from a delinquency placement, there should be a court 
hearing to discuss the particulars of the youth’s case with the goal of avoiding Juvenile 
Hall and facilitating an appropriate placement based on an individua l assessment and 
treatment plan.  

 
6. Consideration should be given to incorporating Multi-dimensional Treatment Foster Care 

(MTFC) as a placement option for crossover youth.  MTFC has proven to be successful 
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in working with probation youth.  This model helps to identify behaviors, create 
strategies for reducing the incidence of escalating behaviors and provides support to 
caregivers regarding the mental health issues manifesting in the youth’s behavior.  




