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The National Center for Children in Poverty (NCCP) is the nation’s leading public 

policy center dedicated to promoting the economic security, health, and well-being 

of America’s low-income families and children. Using research to inform policy and 

practice, NCCP seeks to advance family-oriented solutions and the strategic use of 

public resources at the state and national levels to ensure positive outcomes for the 

next generation. Founded in 1989 as a division of the Mailman School of Public 

Health at Columbia University, NCCP is a nonpartisan, public interest research 
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The needs of children and youth who experience mental 
health difficulties, as well as the needs of their families, can-
not be addressed adequately without solid policy founda-
tions at both state and federal levels. Unclaimed Children 
Revisited: The Status of Children’s Mental Health Policy in the 
United States aims to document and assess how well child 
mental health policies across the 50 states and three territories 
respond to the needs of children and youth with mental health 
problems, those at risk, and their families. Comprising a na-
tional study and four sub-studies, this report presents a range 
of data collected from service users, providers, family mem-
bers, youth advocates, and state and county system leaders 
across the child serving spectrum. The report then uses these 
data to identify state- and federal-level policy implications and 
recommendations with the goal of promoting improved men-
tal health service delivery through policy reform.
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Executive Summary

Over 25 years ago Jane Knitzer, in the report 
Unclaimed Children: The Failure of Public 
Responsibility to Children in Need of Mental Health 
Services, documented policy and program discon-
nects that meant children and youth with mental 
health needs and their families did not get the 
services they needed.1 That report, along with 
family advocacy, served as a spur to improve service 
delivery for the most troubled children. In the 
intervening years, there has also been an explo-
sion of knowledge about the biological and social 
determinants of children’s mental health issues, new 
understandings of how children and their problems 
develop, and new ways of providing preventive and 
treatment services. And so, more than a quarter of 
a century later, NCCP posed the central question 
for today’s children’s mental health system: to what 
extent is this new knowledge incorporated into the 
policy and practice frameworks governing children’s 
mental health? 

This report is based on a study that documents how 
current child mental health policies across the United 
States respond to the needs of children and youth 
with mental health problems, those at risk, and their 
families. Our aim was to identify best policy practices 
that support family- and youth-focused, research-
informed, developmentally appropriate, culturally 
and linguistically competent services and supports. 

Our Questions

The study sought to answer the following questions:
1.	O verall, how well are states serving children and 

youth with mental health conditions?
2.	 How are states moving toward a child mental 

health system that is guided by a public health 
approach that integrates prevention, early inter-
vention, and treatment?

3.	 How are states addressing, in an age-appropriate 
manner, the mental health needs of children and 
youth, through a public health lens?

4.	 How are states improving the systems for service 
delivery and supports for children and youth with 
serious emotional disorders and their families?

5.	 How are mental health practices across the age-
span guided by evidence of effectiveness?  

6.	 How well do states respond to the need for 
culturally- and linguistically-competent services 
and systems to meet the needs of children, youth, 
and their families?

7.	 How well do states meet the need for family- and 
youth-responsive services and systems to meet 
the needs of children, youth, and their families? 

8.	 How do states improve service delivery through 
infrastructure-related supports, fiscal policy and 
accountability measures?

9.	 What policy barriers and opportunities exist for 
states that try to improve their service systems?

Our Approach

To answer these questions, NCCP investigators used 
multiple methods to collect data. First, we conducted 
a state policy study (with responses from 53 jurisdic-
tions). In addition to hearing directly from state child 
mental health directors through a survey, informa-
tion was gathered from service users, providers, 
family members, youth advocates, and county system 
leaders across the child serving spectrum. Four sub-
studies informed this report. These include:
♦	A survey of 19 mental health advocacy organi-

zations in the United States that are under the 
umbrella of Mental Health America to comple-
ment the national survey; 

♦	A case study of over 700 respondents in 11 coun-
ties in California;

♦	A case study of over 100 key informants from 
child behavioral health systems in six Michigan 
counties focused on outcomes management; and 

♦	A survey of over 80 child mental health directors 
and multicultural directors focused on cultural 
and linguistic competence. 
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Major Findings

States are struggling to respond to the needs of 
children with mental health conditions. Children 
with complex needs such as co-occurring disorders 
pose the most difficult challenges. But while states 
have implemented some strategies, they generally 
lack the scope to address the need.
♦	Forty-one states (77%) reported that there are 

groups of children and youth with serious mental 
health problems that they serve well, but 12 states 
(22%) reported that there are no children and 
youth with serious mental health problems that 
they serve well.

States are moving toward a developmentally 
appropriate public health framework but progress 
is slow, with different interpretations about what it 
means to create a balanced service delivery system.
♦	Thirty-nine states reported that they have taken 

steps to move to a more public health oriented 
system, however states varied in their interpreta-
tion of what that means.  

♦	In nine of these states, mental health advocates 
independently reported that such is a shift is not 
evident.

States vary in their efforts to meet the mental 
health needs of children and youth in an age-
appropriate manner. Only a handful of states 
reported statewide efforts across the age-span.
♦	Overall, 42 states reported one or more state-wide 

initiatives on behalf of young children, school-
aged children, and/or youth transitioning to 
adulthood; but

♦	Only seven states reported consistent support and 
funding for children and youth across the age-
span, among young children, school-age children, 
and youth transitioning to adulthood.

For young children (birth to age 5):
♦	Forty-four states reported that they implement 

one or more initiatives that are designed to 
improve services and supports; but

♦	Half of these states reported that these initiatives 
are statewide.

For school-age children and youth, (6-18):

♦	Forty-seven states reported that they are actively 
involved in supporting school-based mental 
health initiatives designed to improve services 
and supports; and

♦	Half of these states reported that these initiatives 
are statewide.

For young adults, (18-26):
♦	Forty-four states reported that they are involved 

in supporting one or more initiatives for young 
adults with mental health problems transitioning 
to adulthood; and

♦	Nearly 60% of these states reported that their 
initiatives are statewide.

States have incorporated system of care values 
and principles into the service delivery system to 
support children and youth with serious emotional 
disorders and their families but only a few states 
have embedded the principles in regulatory or legis-
lative structures.
♦	Fifty states (94%) reported that they have incorpo-

rated the system of care philosophy and values for 
children and youth with serious emotional disor-
ders in their delivery systems. 

♦	However, 18 states reported specific steps to make 
operational and sustain these efforts through 
legislation and regulation, practice standards, and 
strategic planning.

Toward a Developmentally Appropriate Public 
Health Mental Health Framework

A developmentally appropriate system of care should be 
marked by at least eight core components: 

A balance in the use of resources to encompass all age •	
groups 
A balance in the array of services encompassing prevention, •	
early intervention, and treatment, including for those with the 
most serious, complex problems 

Discrete, age-appropriate, research-informed services for ––
young children and their families from pre-natal through 
age five or even eight 
Discrete, age-appropriate, research-informed services for ––
school-age children differentiated for elementary school 
and high-school-aged youth 
Discrete, age-appropriate, research-informed services for ––
youth transitioning to adulthood 

Age-appropriate family supportive services embedded •	
across all services, including those for mentally ill adults 
Culturally responsive services embedded across all preven-•	
tion, early intervention and treatment services
Adheres to system of care principles. •	
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States have made progress in promoting evidence-
based practices across the age-span.
♦	While 50 states (94%) indicated that they 

promote, require, or support the use of evidence-
based practices, only 19 states reported that they 
promote, require, or support specific evidence-
based practices statewide. Currently:

Twelve states mandate the use of evidence-––
based practices, but only eight states with 
mandates promote, support, or require specific 
EBPs statewide;
Among community stakeholders, commu-––
nity leaders were most likely to have ever 
heard about evidence-based practices (69%), 
compared to family members (11%) and youth 
(7%);
Most state mental health advocates (58%) knew ––
about their state’s efforts to advance evidence-
based practices, but few knew about the specific 
strategies; and
33% of county and community stakeholders ––
report that a state-sponsored outcomes-based 
management system propelled implementation 
of evidence-based practices.

Children’s mental health systems have made 
significant strides in their efforts to be family- and 
youth-responsive in service delivery and policy, 
but these efforts may not be enough.
♦	Forty-nine state children’s mental health direc-

tors reported on a range of efforts to strengthen 
the family and youth voice in policy, but in at least 
15 states, mental health advocates reported being 
dissatisfied with the family and youth voice in policy.

States have implemented policies and strategies to 
support culturally- and linguistically-competent 
services and systems, but these appear unsystem-
atic and lack institutionalization.
♦	Twenty-seven states reported on policies that 

promote access to culturally- and linguistically-
competent services, but only three states reported 
that they have implemented a range of purposeful 
steps to promote cultural and linguistic com-
petence including competency-based training, 
workforce development, assessment and strategic 
planning, and stakeholder involvement in policy 
and programming.

States have mixed records in their efforts to improve 
service delivery through infrastructure-related 
supports, fiscal policies and accountability measures.
♦	States lag behind in developing the information 

technology (IT) infrastructure needed to support 
children’s mental health service delivery.

♦	Only two states reported advanced information 
technology infrastructure to support children’s 
mental health service delivery, however 24 states 
reported intermediate systems, and 19 states 
described their IT systems as rudimentary.

Accountability and transparency remain major 
obstacles to furthering strong fiscal structures.
♦	Many states remain unable or unwilling to docu-

ment their child mental health budgets:
Twenty-seven states reported on their child ––
mental health budgets; 
Thirteen states reported that they were unable ––
to report their total budget for children’s mental 
health; and 
Only 11 states reported funding for children ––
with mental health conditions across child-
serving sectors.

System of Care Values and Principles

System of Care Values
Child driven and family focused•	
Community-based•	
Culturally and linguistically competent•	
Family driven•	

System of Care Principles
Access to:

Comprehensive service array•	
Individualized services based on individualized needs and •	
service plans
Clinically-appropriate, least-restrictive service settings•	
Families as full partners in service planning, decision-•	
making, and delivery
Integrated service delivery•	
Case coordination and seamless service delivery•	
Early identification and intervention•	
Seamless transitions to adulthood•	
Culturally responsive services and supports•	
Youth and family rights and advocacy•	

Source: 

Lourie, I. 1994. Principles of Local System of Development: For Children, Adoles-
cents and Their Families. Chicago, IL: Kaleidoscope.

Stroul, B. A.; Friedman, R. M. 1996. The System of Care Concept and Philosophy. 
In B. A. Stroul (Ed.), Children’s Mental Health Creating Systems of Care in a Chang-
ing Society. Baltimore, MD: Paul H. Brookes Publishing Co. 
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Many states have tried to exploit federal and state 
fiscal opportunities, but barriers persist.
♦	The Medicaid rehabilitation option, which 

permits significant flexibility in funding services 
and supports, is the Medicaid strategy most often 
reported by states (N=29). 

♦	Increasingly states are using Medicaid and state 
funds to support family members and youth in 
professional roles in service delivery. Sixteen states 
reported that they use Medicaid, and 28 states 
reported that they use state funds to support family 
members. Twelve states reported that they use 
Medicaid and 24 states reported that they use state 
funds to support youth in professional roles.

♦	In 28 states, leaders recognized that opportunities 
exists for reform. They reported implementing 
innovative fiscal reform strategies such as efforts 
to expand service capacity, require or promote 
community reinvestment, braid or blend funding, 
maximize revenue, and establish practice or 
performance standards. 

Overall, states reported two overarching barriers, 
fiscal constraints in what could be funded, often 
linked to Medicaid, and lack of service capacity.
♦	States most frequently considered financing (partic-

ularly federal Medicaid policy) (N=27), workforce 
(N=18), and cross-system collaboration (N=16) as 
the major obstacles to using their systems. 

♦	Only 19 states reported using Early and Periodic 
Screening, and Diagnostic Treatment (EPSDT), 
which allow states to screen, assess, and treat 
children based on medical necessity, despite its 
universal availability and applicability.

♦	Only 16 states reported that they permit reim-
bursement to young children for certain services 
irrespective of whether they have a diagnosis. 

♦	States reported that not being able to serve chil-
dren who are at risk of SED but who do not have 
a diagnosis is a major problem. This gap impacts 
both young children and school-age children. 

♦	Even though families tend to trust non-office 
based settings for services, some states restrict 
funding for services in non-office based settings, 
such as child care settings and schools. 

Ten states reported that they restrict Medicaid ––
reimbursement for mental health services 
delivered in child care settings and schools, and 

14 states restrict reimbursement in parks or 
recreational settings. 

♦	For youth in juvenile justice, 23 states reported 
(based on interpretation of federal law) that they 
restrict Medicaid reimbursement for mental 
health services.

States have limited capacity for using outcomes-
based decision-making, planning and quality 
improvement and determining programming and 
policy effectiveness.
♦	Fifteen states rated their capacity for outcomes-

based decision-making as rudimentary despite a 
federal initiative, National Outcomes Measures, 
designed to focus on outcomes.

♦	Forty-five states reported that they had initia-
tives to improve outcomes management, but it is 
unclear how deeply rooted these initiatives are or 
whether they improve service delivery.

♦	Forty-one states reported that they make state 
data and data analysis available for community 
planning, but 10 state mental health advocates 
reported that this does not happen in their states.

States identified fiscal barriers as the most critical 
policy challenge they foresaw to addressing the 
mental health needs of children, youth, and their 
families. 
♦	Twenty states listed state fiscal barriers as a major 

challenge, and 31 states identified federal fiscal 
barriers, including Medicaid, among the top policy 
challenges. States also pointed to challenges with the 
workforce and the ability to work across systems.

States offered a range of reforms they would like 
to see implemented to improve children’s mental 
health service delivery. 
♦	Twenty-five states reported that they would 

like to see changes at the federal level related to 
service delivery capacity. In particular, the federal 
approach to working with states needs re-tooling, 
and prevention and early intervention as well as 
workforce capacity issues need to be addressed. At 
the state level, children’s mental health directors 
identified family- and youth-responsive services 
and cross-systems work as areas where they 
would like to see changes. 
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Moving Forward 

The majority of states are taking tangible steps to 
improve their mental health delivery systems for 
children and youth. While a quick glance at system 
improvements over the last 25 years suggests a real 
shift in the culture of care and numerous commend-
able advancements, particularly stemming from 
strong state leadership, more in-depth analysis 
reveals that these changes, while promising, are 
often limited in scope and depth. The central ques-
tions to ask in moving forward are:
♦	What should be the vision for a next generation 

child mental health delivery system?
♦	What needs to happen to move us toward that 

vision? 

Based on our study, the next generation child 
and youth mental health system requires services 
and supports that range from universal strategies 
designed to promote mental health and prevent 
mental health problems, to intervention strategies 
and aftercare for children and youth with mental 
health conditions, including those with the most 
intensive needs. Such a system requires financing, 
service delivery, and infrastructure-related supports 
for effective, family-, youth-, culturally-, and 
linguistically-responsive and research-informed 
practices. 

Major Recommendations

Congress and the Executive branch should codify 
into law a public health approach to children’s 
mental health services. Specifically:
♦	Provide a legislative framework for incentives and 

support for states to implement a public health 
approach for mental health for all children and 
youth. These incentives and supports can take 
the form of special grants, a set-aside in current 
funding streams, and technical assistance;

♦	Establish a prevention funding set-aside as part of 
the mental health block grant mirroring a practice 
in substance abuse funding and provide training, 
guidance, and technical assistance to states to 
implement a public health framework; and

♦	Create through legislative authority a requirement 
for state child mental health authorities, child 
welfare authorities, and state juvenile courts to 
work collaboratively with the Substance Abuse 
and Mental Health Services Administration 
(SAMHSA), Agency for Children and Families, 
the Department of Justice, and the Department 
of Education to develop a comprehensive strategy 
to address the mental health needs of children, 
youth, and their families in these systems, with 
the view to providing increased access to mental 
health promotion, prevention and treatment 
interventions.

Make an age- and developmentally-appropriate 
approach to serving children and youth with or at 
risk for mental health problems, and their fami-
lies, a priority. Specifically:
♦	Provide incentives for statewide approaches to 

improving age-appropriate services; and
♦	Support states and professional organizations 

to improve the competencies of all providers 
(including teachers) who work with children and 
youth with mental health conditions and those 
at risk for mental health conditions so they are 
prepared to meet the needs of children in an age-
appropriate manner.

In addition, for young children:
♦	Direct the Centers for Medicare and Medicaid 

Services (CMS) to develop a comprehensive 
strategy to support the provision of prevention, 

Characteristics of a Next Generation Mental  
Health System 

Flexible funding that allows rapid response to emerging •	
knowledge about the development of mental health issues  
in children and research-informed practice 
Attention beyond children and youth with SED to children •	
and youth at risk of SED through the mental health system 
Dedicated funding for prevention and early intervention•	
Increased supports for parenting and for family support •	
services in the context of prevention, early intervention, and 
treatment 
Implementation of core system of care values•	
Incentivized systems to improve quality with specific attention •	
to eliminating disparities based on race/ethnicity, culture, 
language and age
Increased workforce capacity and competence, with greater •	
attention to cultural responsiveness 
Use of data to drive clinical and administrative decision-•	
making 
Increased attention to functional outcomes for children and •	
youth
Integrated delivery systems •	
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early intervention, and treatment services for 
young children. 

For school-age children and youth:
♦	Direct the Department of Education and 

SAMHSA, in conjunction with CMS where 
applicable, to develop a comprehensive strategy to 
support the provision of prevention, early inter-
vention, and treatment services for school-age 
children. 

For youth transitioning to adulthood:
♦	Remove federal prohibitions that govern federal 

funding of services to youth in juvenile justice.
♦	Make available, at the state option, enhanced 

federal Medicaid participation rates for all youth 
with mental health system involvement up to age 
25.

 
Implement a comprehensive plan that finances 
the delivery of empirically-supported practices 
through payment structures like Medicaid, private 
insurance, grants, and incentives. Specifically: 
♦	Contribute to the financing of more widespread 

adoption of evidence-based practices in states. 

In conjunction with states:
♦	Systematically track the use of and outcomes asso-

ciated with the implementation of evidence-based 
practice; and

♦	Create initiatives that educate youth service users 
and their family members on evidence-based 
practices.

Take action to reduce disparities in access 
to mental health services and mental health 
outcomes based on race/ethnicity and limited 
English proficiency. Specifically: 
♦	Require states to report on their efforts to address 

disparities in access and outcomes for chil-
dren and youth from diverse racial, ethnic, and 
linguistic backgrounds; and

♦	Annually report on a state-by-state basis efforts to 
address disparities through the use of nationally-
established benchmarks. 

Address the poor information systems capacity 
of children’s mental health delivery systems and 
stimulate strategic planning and development. 
Specifically:
♦	Assess the status of children’s mental health infor-

mation technology infrastructure. 
♦	Include children as a priority for the national 

health information technology implementation 
plan and tap into its capital resources to upgrade 
these systems.

Develop and implement a comprehensive 
financing strategy that supports a public health 
focus to mental health. Specifically: 
♦	Require child mental health care content expertise 

in the development of state Medicaid plans and 
Medicaid policy decision-making;

♦	Provide incentives for states to use Medicaid 
innovatively, such as to support mental health 
consultation or services in a range of non-office-
based settings; 

♦	Reward states that are using Medicaid and state 
funding creatively to improve service delivery and 
tie these rewards to improved outcomes;

♦	Identify a set of individual and system-related 
outcomes for children and youth with mental 
health conditions and link these to publicly 
financed public health strategies;

♦	Reject federal changes to the rehabilitation option 
that undermine services in child care, schools, 
and other settings that children, youth, and their 
families frequent;

♦	Require CMS to ensure that all states maximize 
the impact of EPSDT on children’s mental health 
services; and

♦	Report on benchmarks for behavioral health 
screenings and services funded by EPSDT, and 
establish specific targets for meeting the 80% 
participation threshold.

Require an outcomes-focused approach to service 
delivery in children’s mental health. Specifically: 
♦	Provide incentives and support for states to move 

toward more outcomes-focused management; and
♦	Help states link mental health policy and clinical 

decision-making initiatives.
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State governments, territories, and the District of 
Columbia should:
♦	Support strategic planning to address unmet need 

in public mental health systems. Specifically, 
Document periodically and make publicly avail-––
able estimates of unmet needs across age groups 
and states’ plans to address these needs.

♦	Address racial and ethnic disparities in access 
to mental health services and in mental health 
outcomes by:

Annually reporting on a county-by-county basis ––
efforts to address disparities through the use of 
nationally-established benchmarks; and 
Assessing their state children’s mental health ––
system’s level of cultural and linguistic compe-
tence, develop a strategic plan, and publish 
regular updates of their progress.

♦	Create mechanisms to sustain family and youth 
involvement in practice and policy by:

Implementing strategies to support family and ––
youth in professional roles using Medicaid; and
Providing long-term funding for family and ––
youth advocacy and support.

♦	Attend to the urgent need for updated informa-
tion systems by:

Ensuring that as states develop information ––
systems for other sectors of their child delivery 
systems they upgrade the child mental health 
infrastructure for maximum interoperability 
across child serving systems.

♦	Address poor fiscal accountability by:
Annually and publicly reporting states’  ––
children’s mental health budgets; and
Documenting how states use EPSDT for chil-––
dren and youth with mental health needs and 
those at risk. 

Conclusion

The vast majority of states are taking tangible steps 
to improve their mental health delivery systems 
for children. A quick glance at system improve-
ments over the last 25 years suggests a real shift in 
the culture of care and numerous commendable 
advancements, particularly stemming from strong 
state leadership. More in-depth analysis, however, 
reveals that these changes, while promising, are 
often severely limited in scope and shallow in depth 
due to lack of concerted strategic plans.

While the current structure focuses on children with 
severe mental health conditions, too few resources 
have been expended to develop a comprehensive 
framework for addressing the needs of children and 
youth with or at risk for mental health conditions, 
and their families. At the same time, efforts to “get 
ahead of the curve” and implement an approach 
to service delivery grounded in the public health 
framework of mental health promotion and preven-
tion of mental health disorders, early intervention, 
and treatment remain stymied, subject to few if any 
resources and the good will of a few leaders.

As with Unclaimed Children in 1982, we have an 
opportunity to radically alter the trajectory of chil-
dren’s mental health policy. Our national and state 
leaders have the opportunity to take bold policy 
choices that change how services are delivered. 
The clear message from this report is that children, 
youth, and families need their leaders to implement 
an agenda that places at the forefront the best knowl-
edge about what children and youth need at different 
stages of their development, effective practices, and 
the settings and systems most equipped to support 
them in family- and youth-responsive and culturally 
and linguistically competent ways.

This framework would put those at risk of mental 
health conditions on a par with those with mental 
health conditions. It should drive how services are 
financed, how training is developed and implemented, 
how technology is applied, and how the workforce is 
prepared and compensated, so we can effectively track 
the outcomes that matter for children, youth, and 
their families. Now is the time to move forward.



12

“Americans assign high priority to 
preventing disease and promoting personal 
well-being and public health; so too must 
we assign priority to the task of promoting 
mental health and preventing mental 
disorders….”

Surgeon General Report, 1999. 

More than 25 years since Knitzer’s call for public 
systems to address the needs of America’s most 
troubled children and youth, the findings appear 
uncanningly similar. There have been many 
commissions, hundreds of scholarly papers, and an 
explosion in the knowledge base on the root causes 
of child mental health conditions and on effective 
interventions for them and for those at risk and 
their families. But our national ability to get ahead 
of the curve and avert suffering and to reduce the 
impact of some of these conditions remains wanting 
despite this new knowledge.

Farther, despite these developments, since 1982 
there have been few major studies that have focused 
comprehensively on access to mental health services 
and supports thorough a policy lens. Some studies 
have documented the problem of unmet need, 
others have assessed the merits of system of care 
initiatives, and still others have focused on one or 
two components of the service delivery system or of 
the age span. This report seeks to update Unclaimed 
Children by examining ways that, through 
supportive polices, states:
♦	Provide access to a comprehensive array of pre-

vention strategies, treatment, and supports that 
are age-appropriate for children and youth with 
mental health conditions, those at risk, and their 
families;

♦	Infuse empirically-supported, effective practice in 
the service delivery system; 

♦	Promote and support family- and youth-

responsive, and culturally- and linguistically-
competent services and supports; and

♦	Maximize effectiveness and efficiencies through 
fiscal, infrastructure-related, and management 
supports.

The report draws on data collected through a 
national survey of state children’s mental health 
directors and from four sub-studies designed to 
provide on-the-ground context and understanding 
from a broad range of stakeholders in the United 
States, California, and Michigan. The focus of the 
data collection was on nine core questions: 
1.	O verall, how well are states serving children and 

youth with mental health conditions?
2.	 How are states moving toward a child mental 

health system that is guided by a public health 
approach that integrates prevention, early inter-
vention and treatment?

3.	 How are states addressing, in an age-appropriate 
manner, the mental health needs of children and 
youth, through a public health lens?

4.	 How are states improving the systems for service 
delivery and supports for children and youth with 
serious emotional disorders and their families?

5.	 How are mental health practices across the age-
span guided by evidence of effectiveness? 

6.	 How well do states respond to the need for 
culturally- and linguistically-competent services 
and systems to meet the needs of children, youth, 
and their families?

7.	 How well do states meet the need for family- and 
youth-responsive services and systems to meet 
the needs of children, youth, and their families? 

8.	 How do states improve service delivery through 
infrastructure-related supports, fiscal policy and 
accountability measures?

9.	 What policy barriers and opportunities exist for 
states that try to improve their service systems?

Introduction
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Poverty rate1 among children and youth under 25 (CY07):	 19%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 □	 	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	 Medicaid  
	 expansion

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 1,199,936	 1,194,830	 1,183,405
Number of children under  
21 years old, with SED served6	 32,905 	 33,116	 31,963

Total State Children’s Mental Health budget (FY05):7	 *

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
□ 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
□ 	Early childhood mental health specialists in community mental  

health centers	
□ 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	
□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
□ 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
□ 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
□ 	Health insurance and/or other social supports for young adults 	  

□ 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
□ 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
 	State dissemination infrastructure	
□ 	Academic partnerships (workforce development)	
 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 4 

South Carolina

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 16%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health: No limit, however treatment must be medically 
necessary.
Inpatient substance abuse: Detox only.
Outpatient mental health and substance abuse: No limit. 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 229,692	 225,968	 223,381
Number of children under  
21 years old, with SED served6	 4,136 	 4,283	 4,500

Total State Children’s Mental Health budget (FY05):7	 $5,656,115

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
□ 	Early childhood mental health specialists in community mental  

health centers	
 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	

 	Other	

School-Based Children
The state children’s mental health authority is not actively involved in the 
support of school-based mental health services and supports.

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
□ 	Health insurance and/or other social supports for young adults 	  

 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
□ 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
□ 	Funds for implementation
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
□ 	State dissemination infrastructure	
□ 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 *
	 (survey not completed)  

South Dakota

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 20%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	 Medicaid  
	 expansion

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 1,637,091	 1,645,867	 1,654,876
Number of children under  
21 years old, with SED served6	 28,952 	 32,924	 31,850

Total State Children’s Mental Health budget (FY05):7	 *

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□*	Primarily the State Medicaid Authority/Director
□*Primarily the State Mental Health Authority/Director	
□*The State Medicaid Authority/Director in close consultation  

with the state Mental Health Authority/Director	
□*Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
□ 	Early childhood mental health specialists in community mental  

health centers	
 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	
□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
□ 	School-based mental health clinics/school-based health clinics 	
□ 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
□ 	Targeted support for school-based services to children/youth with SED	
 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
□ 	Health insurance and/or other social supports for young adults 	  

□ 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
□ 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
□ 	Training for providers	
□ 	Technical assistance	
□ 	State dissemination infrastructure	
□ 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 *
	 (survey not completed)  

Tennessee

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.



National Center for Children in Poverty Unclaimed Children Revisited   145

Poverty rate1 among children and youth under 25 (CY07):	 23%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health: 30 days / year. 
Inpatient substance abuse: 5 days / year (or 30 days residential).
Outpatient mental health and substance abuse: 30 visits / year (mental 
health and substance abuse treatment combined). 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 7,114,864	 7,247,673	 7,364,346
Number of children under  
21 years old, with SED served6	 42,724 	 45,089	 47,037

Total State Children’s Mental Health budget (FY05):7	 *

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
 	Early childhood mental health specialists in community mental  

health centers	
□ 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	

□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
 	Targeted support for school-based services to children/youth with SED	
Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has not developed special 
initiatives for youth transitioning to the adult system or to independent living.

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
 	Funds for associated start-ups costs	
□ 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
□ 	State dissemination infrastructure	
□ 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 6 

Texas

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 13%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 □	 	 □	 □ 
age 20 and older	
Non-working parents 	 □	 	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health and substance abuse: 30 days / year. 
Outpatient mental health and substance abuse: 30 visits / year. 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 871,206	 869,873	 883,600
Number of children under  
21 years old, with SED served6	 8,361 	 9,103	 9,961

Total State Children’s Mental Health budget (FY05):7	 $8,026,381

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□*	Primarily the State Medicaid Authority/Director
□*Primarily the State Mental Health Authority/Director	
□*The State Medicaid Authority/Director in close consultation  

with the state Mental Health Authority/Director	
□*Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
 	Early childhood mental health specialists in community mental  

health centers	
 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	
□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
 	Health insurance and/or other social supports for young adults 	  

 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
□ 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
□ 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing
 	Training for providers	
 	Technical assistance	
 	State dissemination infrastructure	
□ 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 6 

Utah

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 10%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 □	 

Children age 1-5	 □	 □	 □	 

Children age 6-19	 □	 □	 □	 

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 □	 	 □	 □ 
age 20 and older	
Non-working parents 	 □	 	 □	 □ 
age 20 and older	
Pregnant women 	 □	 □	 	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health and substance abuse: No limit. 
Outpatient mental health and substance Abuse: 5 visits / month (or other-
wise authorized). 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 161,406	 162,606	 161,724
Number of children under 	 Not 	 Not	 2,371 
21 years old, with SED served6	 available 	 available

Total State Children’s Mental Health budget (FY05):7	 $47,435,275

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
□ 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
 	Early childhood mental health specialists in community mental  

health centers	
 	Early childhood mental health consultation programs	
 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness
□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
□ 	Policy development	
 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
 	Health insurance and/or other social supports for young adults 	  

□ 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
□ 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
□ 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 5 

Vermont

1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.
4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 

State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 13%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health: 30 days / year. 
Inpatient substance abuse: 90 days.
Outpatient mental health and substance abuse: 50 visits / year (mental 
health and substance abuse treatment combined). 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 2,103,305 	 2,118,690	 2,122,721
Number of children under  
21 years old, with SED served6	 13,492 	 14,807	 15,425

Total State Children’s Mental Health budget (FY05):7	 *

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
□ 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority does not currently fund early 
childhood services directly.

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
□ 	School-based mental health clinics/school-based health clinics 	

□ 	Partnerships with state Department of Education (DOE) and/or 	  
Department of Special Education within DOE	

□ 	School-wide efforts that promote social and emotional learning	
□ 	Targeted support for school-based services to children/youth with SED	
 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has not developed special  
initiatives for youth transitioning to the adult system or to independent  
living.

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
 	Funds for associated start-ups costs	
 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
□ 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 *
	 (survey not completed)  

Virginia

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 13%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 □	 □	 	 □ 
age 20 and older	
Non-working parents 	 □	 □	 	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health and substance abuse: Beneficiaries may not remain 
in the hospital beyond a length of time specified by the State without the 
permission of the Medicaid agency or it’s designated agent. The length 
of time varies by diagnosis and is based on the average length of stay for 
Western states.
Outpatient mental health and substance abuse: Not Available. 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 1,753,995	 1,739,015	 1,744,139
Number of children under  
21 years old, with SED served6	 10,012 	 26,272	 33,120

Total State Children’s Mental Health budget (FY05):7	 *

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director	
 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
□ 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority does not currently fund early 
childhood services directly.

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□*	Positive Behavioral Interventions and Supports (PBIS/PBS)	
□*	School-based mental health clinics/school-based health clinics 	

□*	Partnerships with state Department of Education (DOE) and/or 	  
Department of Special Education within DOE	

□*	School-wide efforts that promote social and emotional learning	
□*	Targeted support for school-based services to children/youth with SED	
□*	Other	

The nature of the state children’s mental health authority involvement:
□*Funding	
□*Shared staffing	
□*Planning and program development	
□*Policy development	
□*Contracting through local schools	
□*Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
 	Health insurance and/or other social supports for young adults 	  

 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 
SSI-related rules that discourage work participation 	

□ 	Partnerships with businesses/private organizations to create 	  
workforce opportunities for 18-21 year olds	

 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
 	Funds for associated start-ups costs	
 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
□ 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 6 

Washington

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 21%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health and substance abuse: 30 days / calendar year  
(or 60 days for partial hospitalization). 
Outpatient mental health and substance abuse: 26 visits / calendar year. 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 458,734	 453,793	 453,811
Number of children under 	 Not 
21 years old, with SED served6	 available 	 18,174	 17,633

Total State Children’s Mental Health budget (FY05):7	 $2,000,000

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

 	Primarily the State Medicaid Authority/Director	
□ 	Primarily the State Mental Health Authority/Director	
□ 	The State Medicaid Authority/Director in close consultation	  

with the state Mental Health Authority/Director	
□ 	Other	

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
□*	Early childhood mental health specialists in community mental  

health centers	
□*	Early childhood mental health consultation programs	
□*	Reimbursement for use of social and emotional screening tools	
□*	Partnerships with early childhood programs and agencies	
□*	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness
□*	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
 	School-wide efforts that promote social and emotional learning	
□ 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
 	Shared staffing	
 	Planning and program development	
□ 	Policy development	
 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
 	Health insurance and/or other social supports for young adults 	  

□ 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
□ 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
□ 	Funds for associated start-ups costs	
□ 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
□ 	Technical assistance	
 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 4 

West Virginia

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 16%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 □	 	 □	 □ 
age 20 and older	
Non-working parents 	 □	 	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	 Medicaid  
	 expansion

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 1,559,937	 1,540,680	 1,527,606
Number of children under 	 Not 
21 years old, with SED served6	 available	 7,756	 6,677

Total State Children’s Mental Health budget (FY05):7	 $2,908,300

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director
□ 	Primarily the State Mental Health Authority/Director
 	The State Medicaid Authority/Director in close consultation 

with the state Mental Health Authority/Director	
□ 	Other

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
□ 	Early childhood mental health specialists in community mental  

health centers	
□ 	Early childhood mental health consultation programs	
□ 	Reimbursement for use of social and emotional screening tools	
□ 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	
 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
□ 	Positive Behavioral Interventions and Supports (PBIS/PBS)	
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
 	School-wide efforts that promote social and emotional learning	
 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has not developed special initia-
tives for youth transitioning to the adult system or to independent living.

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
 	Legislative or administrative mandate	
 	Fiscal incentives (i.e., higher reimbursement rates)	
 	Funds for associated start-ups costs	
 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 *
	 (survey not answered)  

Wisconsin

* Missing answer.
1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.

4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 
State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Poverty rate1 among children and youth under 25 (CY07):	 16%

Children’s Medicaid/SCHIP eligibility2 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Children under age 1	 □	 □	 	 □

Children age 1-5	 □	 □	 	 □

Children age 6-19	 □	 □	 	 □

	
Adult Medicaid/SCHIP eligibility3 as a percent of the  
Federal Poverty Level (CY08)
	 Less than 	 100-199%	 200-299%	 300% 
	 100% 			   or more
Working parents 	 	 □	 □	 □ 
age 20 and older	
Non-working parents 	 	 □	 □	 □ 
age 20 and older	
Pregnant women 	 □	 	 □	 □ 
age 20 and older	
	
Mental health coverage by non-Medicaid, SCHIP (CY03):4 	

Inpatient mental health and substance abuse: No limit, however treatment 
must be approved prior.
Outpatient mental health and substance abuse: No limit, however treatment 
must be medically necessary. 

	 FY04	 FY05	 FY06
Number of children under  
21 years old5	 140,844	 139,857	 140,516
Number of children under 	 Not 
21 years old, with SED served6	 available	 7,510	 1,706

Total State Children’s Mental Health budget (FY05):7	 $24,227,113

Responsible party for state decisions regarding reimbursable  
child and youth mental health services under Medicaid (CY06):8

□ 	Primarily the State Medicaid Authority/Director
□ 	Primarily the State Mental Health Authority/Director
 	The State Medicaid Authority/Director in close consultation 

with the state Mental Health Authority/Director	
□ 	Other

Developmentally Appropriate Services (CY06):9	

Young Children
The state children’s mental health authority currently funds early  
childhood services directly, including:
 	Early childhood mental health specialists in community mental  

health centers	
 	Early childhood mental health consultation programs	
 	Reimbursement for use of social and emotional screening tools	
 	Partnerships with early childhood programs and agencies	
□ 	Partnerships with state adult systems to address the needs of  

children and youth in families with mental illness	

□ 	Other	

School-Based Children
The state children’s mental health authority is actively involved in the  
support of school-based mental health services and supports including:
 	Positive Behavioral Interventions and Supports (PBIS/PBS)
 	School-based mental health clinics/school-based health clinics 	
 	Partnerships with state Department of Education (DOE) and/or 	  

Department of Special Education within DOE	
□ 	School-wide efforts that promote social and emotional learning	
□ 	Targeted support for school-based services to children/youth with SED	
□ 	Other	

The nature of the state children’s mental health authority involvement:
 	Funding	
□ 	Shared staffing	
 	Planning and program development	
 	Policy development	
□ 	Contracting through local schools	
□ 	Other	

Transition-Age Youth
The state children’s mental health authority has developed special  
initiatives for youth transitioning to the adult system or to independent  
living including:
 	Health insurance and/or other social supports for young adults 	  

□ 	Transition age young adults can remain and/or return to state	  
guardianship after age 18	

□ 	Federal or state demonstration or program that relaxes some of the 	  

SSI-related rules that discourage work participation 	
□ 	Partnerships with businesses/private organizations to create 	  

workforce opportunities for 18-21 year olds	
□ 	Other	

Evidence-Based Practices (CY06):10	

The state children’s mental health authority evidence-based strategies 
include:
□ 	Legislative or administrative mandate	
□ 	Fiscal incentives (i.e., higher reimbursement rates)	
 	Funds for associated start-ups costs	
 	Funds for implementation	
□ 	Umbrella mechanism for bulk purchasing	
 	Training for providers	
 	Technical assistance	
□ 	State dissemination infrastructure	
 	Academic partnerships (workforce development)	
□ 	Other	

Cultural and Linguistic Competence Self-Assessment Level (CY08):11	 4 

Wyoming

1. NCCP analysis of the Current Population Survey, March 
Supplements 2006, 2007, and 2008. A three-year average 
was used due to small sample sizes.
2. Cohen Ross, Donna; Horn, Aleya; Marks, Caryn. 2008. 
Health Coverage for Children and Families in Medicaid and 
SCHIP: State Efforts Face New Hurdles: A 50-State Update 
on Eligibility Rules, Enrollment and Renewal Procedures, and 
Cost-Sharing Practices in Medicaid and SCHIP in 2008. 
Kaiser Commission on Medicaid and the Uninsured. www.kff.
org/medicaid/upload/7740.pdf  (accessed July 24, 2008).
3. Ibid.
4. Substance Abuse and Mental Health Services 
Administration, National Mental Health Information Center. 

State Profiles of Mental Health and Substance Abuse Services 
in Medicaid. mentalhealth.samhsa.gov/publications/allpubs/
state_med/default.asp.
5. NCCP analysis of the Current Population Survey, March 
Supplements 2003-2007. Three-year averages were used due 
to small sample sizes.
6. SED – Serious Emotional Disturbance; Substance Abuse 
and Mental Health Services Administration, National Mental 
Health Information Center. Center for Mental Health Services 
Uniform Reporting System Output Tables. http://mentalhealth.
samhsa.gov/cmhs/MentalHealthStatistics/UniformReport.asp

7. National Center for Children in Poverty. 2006. Unclaimed 
Children Revisited Survey of State Children’s Mental Health 
Directors.
8. Ibid.
9. Ibid.
10. Ibid.
11. On a scale of 1 (not doing well at all) to 10 (doing 
exceptionally well). National Center for Children in Poverty. 
2008. Unclaimed Children Revisited: Special Study on 
States’ Knowledge and Practices for Cultural and Linguistic 
Competence in Children’s Mental Health.
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Georgetown University

Shannon Crossbear
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Sheri Falvay
Director
Mental Health Services to Children and Families
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Robert Friedman, PhD
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Louis de la Parte Florida Mental Health Institute

Barbara Friesen, PhD
Director
Research and Training Center on Family Support and 
Children’s Mental Health
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Sherry A. Glied, PhD
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Mailman School of Public Health, Columbia University

Michael F. Hogan, PhD
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New York State Office of Mental Health

Larke Huang, PhD
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SAMHSA
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Director of Policy
The Bazelon Center for Mental Health Law

Suniya Luthar, PhD
Professor of Psychology and Education
Department of Human Development
Teachers College, Columbia University

Kenneth Martinez, PsyD
Mental Health Resource Specialist
Technical Assistance Partnership 
for Children and Families Mental Health
American Institutes for Research

Joanne Nicholson, PhD
Associate Professor of Psychiatry and Family Medicine
Center for Mental Health Services Research, Department 
of Psychiatry, University of Massachusetts Medical School

Sandra Spencer
Executive Director
National Federation of Families for Children’s Mental 
Health

Cynthia Wainscott
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World Federation of Mental Health

John Weisz, PhD
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Judge Baker Children’s Center

Appendix 1: Advisors
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California Advisors

William Arroyo, MD
Medical Director
Child Youth and Family Program Administration
Los Angeles County Department of Mental Health

Bill Carter, LCSW
Deputy Director
California Institute for Mental Health

Sai-Ling Chan-Sew, LCSW
Section Director 
Community Behavioral Health Services 
Child, Youth and Family System of Care 
San Francisco Department of Public Health

Jennifer Clancy, MSW

Rachel Guerrero, LCSW
Chief, Office of Multicultural Services
State Department Mental Health

Perry Jones
Youth Advocate

John Landsverk, PhD
Senior Research Scientist 
Child and Adolescent Services Research Center 
Children’s Hospital of San Diego 

Rosa Ana Lozada-Garcia, LCSW
Chief Executive Officer 
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Abram Rosenblatt, PhD
Professor, Department of Psychiatry
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Gale Walker
Bronze Triangle
Community Development Corporation

Rosa E. Warder, MFA
Family Relations Manager 
Alameda County Behavioral Health Care Services
 
Constance M. Weisner, DrPH, MSW
Professor, Department of Psychiatry 
University of California, San Francisco

Captain Young
Youth Advocate

Michigan Advisors

Sheri Falvay
Director
Mental Health Services to Children and Families
Michigan Department of Community Health

Dean Fixsen, PhD
Co-Director
National Implementation Research Network
Louis de la Parte Florida Mental Health Institute
University of South Florida

Shari Goldman
Evidence-Base Practice Coordinator
Easter Seals

Kay Hodges, PhD
Professor
Eastern Michigan University

Malisa Pearson
Impact Lead Family Contact
Impact, Ingham County System of Care Initiative
Ingham Counseling Center

Carrie Banks-Patterson
Coordinator, Children’s Initiatives
Detroit-Wayne County Children and Family Services

Cynthia Smith
Executive Director/President
Juvenile Assessment Center

Matthew A. Vergith
Director, Children’s Services
Livingston County Community Mental Health Authority

James Wotring, MSW
Director
National Technical Assistance Center for Children’s 
Mental Health
Georgetown University Center for Child and Human 
Development
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Deputy Secretary for Behavioral Health and Disabilities
Maryland Department of Health and Mental Hygiene

Cathy Cave 
Former Cultural Competence Coordinator
New York State Office of Mental Health

Kathy Jefferson, MA, LISCW
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Minnesota Department of Human Services

David Nielsen, MSW
Deputy Director, Program Services Division
California Department of Alcohol and Drug Programs

Unclaimed Children Revisited: Survey of State 
Affiliates Mental Health America

Raymond Crowel, PsyD
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Abuse Services
Mental Health America

Luanne Southern, MSW
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Mental Health America

Cynthia Wainscott
Former Board President
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Appendix 2 

Racial/Ethnic Minority Groups  
Served Well

Racial/Ethnic Minority Groups  
Struggled to Serve Appropriately
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ALABAMA 

ARKANSAS        

ARIZONA    

CALIFORNIA        

COLORADO 

CONNECTICUT   

DISTRICT OF COLUMBIA       

DELAWARE   

FLORIDA     

GEORGIA   

HAWAII  

ILLINOIS   

INDIANA  

KENTUCKY1  

LOUISIANA    

MAINE2    

MARYLAND   

MASSACHUSETTS3      

MINNESOTA        

MISSISSIPPI   

MONTANA  

NEBRASKA 

NORTH CAROLINA   

NORTH DAKOTA 

OHIO     

OKLAHOMA    

OREGON  

PENNSYLVANIA    

SOUTH CAROLINA   

TEXAS  

UTAH4    

VERMONT5    

WEST VIRGINIA        

1. Indicated groups from Appalachia served well.

2. Indicated deaf or hard of hearing groups served well.

3. Indicated struggled to serve refugees with low incidence languages.

4. Indicated struggled to serve deaf or hard of hearing groups.

5. Indicated struggled to serve groups from Croatia or Bosnia.

Table A: Racial Ethnic Minority Groups States Report They Serve Well and Struggle to Serve
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Table B: Language Groups States Report They Serve Well and Struggle to Serve

Language Groups with Limited English Proficiency 
Served Well

Language Groups with Limited English Proficiency 
Struggled to Serve Appropriately
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ARKANSAS 

ARIZONA   

CALIFORNIA  

COLORADO        

CONNECTICUT   

DISTRICT OF COLUMBIA1     

DELAWARE 

FLORIDA           

GEORGIA            

HAWAII     

ILLINOIS      

INDIANA 

KENTUCKY 

LOUISIANA   

MAINE2     

MARYLAND
MASSACHUSETTS3     

MINNESOTA4  

MISSISSIPPI   

MISSOURI5

MONTANA
NEBRASKA   

NEW MEXICO 

NORTH CAROLINA  

NORTH DAKOTA 

OHIO6 

OKLAHOMA 

PENNSYLVANIA  

SOUTH CAROLINA            

TEXAS    

UTAH7  

VERMONT8  

WASHINGTON  

WEST VIRGINIA9 

WYOMING  

1. Indicated Amharic speaking groups served well.

2. Indicated American sign language groups served well, but struggled to serve Somali speaking groups.

3. Indicated struggled to serve low incidence languages with newcomer groups.

4. Indicated Hmong speaking groups served well.

5. Indicated struggled to serve deaf groups.

6. Indicated struggled to serve Somali speaking groups.

7. Indicated struggled to serve refugee groups.

8. Indicated struggled to serve Croatian speaking groups.

9. Indicated struggled to serve hearing impaired groups.



158

Appendix 3

Advocacy Organizations States Report They Fund and Type of Services They Provide

State Organization Advocacy Training Education Family 
Support*

Treatment 
and Direct 

Service

AK Federation of families: Alaska Youth and Family Network    

AR Federation of Families for Children’s Mental Health   

AR NAMI   

AZ Family Involvement Center  

AZ Mentally Ill Kids in Distress (MIKID)     

CA United Advocates for Children of California    

CA Pacific News Services  

CO Jefferson Family Support Network (JFSN)/ Federation of Families for 
Children’s Mental Health-Colorado Chapter

  

CO Family Agency Collaboration (FAC)   

CO Federation of Families for Children’s Mental Health   

CT FAVOR   

DC Family Advocacy and Support Association (FASA)    

DC Total Family Coalition    

DE MHA   

FL Federation of Families   

FL NAMI    

GA Georgia Parent Support Network    

GUAM Guam Identifies Families Terrific Strengths (G.I.F.T.S.) 

HI Hawaii Families as Allies    

HI Wai Aka,- Young Adult Support org. (Part of Youth Community Center) 

IA Mid-Iowa Family Therapy 

ID Federation of Families    

IN Family Action network of Lake Co.   

KS Keys for networking   

KS MHA    

KS NAMI   

KY Kentucky Partnership for Families and Children   

LA Families Helping Families    

LA Federation of Families  

LA MHA  

LA NAMI    

MA Parent Professional Advocacy League   

MA M-Power 

ME Autism Society of Maine  

ME GEAR Parent Network   

ME Maine Parent Federation    

ME NAMI    

MI Association for Children’s Mental Health    

MN Minnesota Parent Leadership Network   

MN PACER    

MS Families as Allies     

MS NAMI   

NC Families United, Inc   
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State Organization Advocacy Training Education Family 
Support*

Treatment 
and Direct 

Service

NC MHA   

NC NAMI    

NC Powerful Youth  

NC Young Family Network  

ND Parent to Parent Support Contract- MHSA Division 

NH Contract specific to youth leadership development   

NH Casey Family Services 

NH NH funds family and youth support and education activities and does 
not fund advocacy

 

NH The Federation of Families for Children’s Mental Health 

NH The Foster and Adoptive Parents Association  

NJ Funded 5 areas that cover the state, the locally contracted groups are 
known Family Support Organizations and Youth Partnerships. 

  

NM Parents for Behaviorally Different Children    

NV Parents Encouraging Parents (Nevada PEP)   

NY Families Together in New York State (FTNYS)-    

NY Puerto Rican Family Institute  

OH Federation of Families for children’s MH   

OH NAMI   

OR Family Support Network    

PA MHA  

PA NAMI   

PA Provide non-financial support to the SAMHSA funded statewide network 
project, Pennsylvania families, Inc.

 

RI International Institute    

RI Narragansett Tribe -Indian Health Center 

RI Parent Support Network    

RI Youth Pride    

RI Project Hope 

RI Positive Education Partnership  

SC Federation of Families   

SC NAMI 

TN Federation of Families: Voices for Children    

TX MHA  

UT Allies with Families    

UT LINCS (Liaison for Individuals Needing Coordinating Services)     

UT NAMI   

UT New Frontiers for families     

VA Federation of Families (Medical Home Plus)    

VT Federation of Families for Children’s Mental Health   

WA SAFE- Statewide Advocacy for Family Empowerment    

WI Family Ties for Youth Family Advocacy  

WI NAMI    

WV Legal Aid of West Virginia, Inc. 

WY UPLIFT    

WY WAY  

* Family Support is defined as providing family member and youth support, including, but not limited to peer to peer support 
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