CHILD MENTAL HEALTH REFORM
Position Statement
NASW, Iowa Chapter, supports the need for increased accessibility, awareness, and comprehensive services
for children with mental health and disability needs.

Discussion

 Prevalence of Mental Illness and Disabilities in Children
Mental health needs are generally thought to be adult issues, but for children they are one of the greatest
threats to their health and wellbeing (Iowa Department of Public Health, 2010). Research indicates that half
of all lifetime cases of mental illness begin by the age of 14 (National Institute of Mental Health, 2005).
Onset of major mental illness may occur as early as seven to eleven years of age (Kessler, Berglund, Demler,
Jin, & Walters, 2005). According to the United States Surgeon General (1999), one in ten, approximately
five million youth, currently have a serious mental health concern that is severe enough to interfere with
daily functioning. A serious emotional disturbance (SED) refers to a diagnosable emotional, mental, or
behavioral disorder that disrupts a child’s ability to function in the home, school or community, and has been
apparent for more than six months (American Psychiatric Association, 2013). In Iowa, it is estimated that
10-12% of persons under the age of 18 have a SED (Data Resource Center for Child & Adolescent Health,
2007). An estimated 85,000 children in the state of Iowa are in need of mental health intervention (IDPH,
2010). About 13% of Iowans age 6-11 have one or more exhibit an emotional, behavioral, or developmental
condition; this compares to a national rate of 12% (Data Resource Center for Child & Adolescent Health,
2007).
 The Cost to Society
Childhood mental, emotional and behavioral disorders are the most costly and prevalent of all childhood
illnesses. The National Research Council, Institute of Medicine (2009) estimates the financial costs of
childhood behavioral disorders, including annual cost of treatment and the effect of lost productivity, to be
$247 billion. The direct cost of treatment amounts to $14.8 billion (National Academy of Sciences, 2009).
In the state of Iowa, many of these costs are related to the services that children need such as placement at a
Psychiatric Medical Institute for Children (PMIC), Behavioral Health Intervention Services (BHIS), as well
as Children’s Mental Health Waiver (CMHW). Magellan of Iowa took over BHIS services in 2011. In
2011, according to Magellan of Iowa, over 18,000 children were served, with a cost of $8 million dollars.
BHIS services take place both in the community and group care residential care facilities. Over 900 children
were placed in PMIC facilities in 2011.
Early intervention can decrease costs to society. The National Institute of Mental Health (2010) indicates
that only one-third of children with a serious emotional disorder receive treatment. Studies of the financial
impact of early childhood intervention programs have found that young children who receive effective
services may show improvement in the following areas: educational outcome, delinquency and criminal
activity, and future earnings. Consequently, utilization of services can benefit taxpayers as there is less
money spent over the lifetime of the child (Huffman, Mehlinger, & Kerivam, 2000).
 State Law
In 2012, Governor Terry Branstad called for a redesign of the state’s mental health system. The law, Senate
File 2315, calls for expanded core services for mental health and disability services that are to be evidence
based practices within the redesign. The redesigned mental health system will provide timely access to
services that are regionally administered and locally delivered that are individualized and consistent.
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In 2011, Iowa’s Mental Health & Disability Service Division (MHDS) has developed the framework for a
five-year plan to transform Iowa’s mental health and disability service system. The mission is to build a
consumer and family driven system that expands choices about the support and services needed, when these
services are provided, and by whom. The US Supreme Court’s Olmstead decision guides how the service
system is developed. The decision states that persons with disabilities of any age will receive support in the
most integrated setting that is consistent with their needs.
 Access to Services
Much of Iowa is considered to be rural, and most of the cities and towns in Iowa are small. Limited mental
health services are available in many of these small towns and significant travel may be required to access
services. In urban areas, mental health and disability services are more readily available, and easier to access
through the community, such as schools and mobile crisis mental health services. Practitioners in urban
areas are more readily available during a crisis and are able to provide more flexibility to meet the needs of
the clients. Practitioners in rural areas are unable to be as flexible due to travel distances and other barriers,
such as time and funding.
Transportation can be a significant barrier to the access of services. Public transportation, such as busing or
cabs, is often not an option to those who live in rural areas. “As a result, many rural mental health providers
operate some form of transportation services to consumers for services, an operational cost not often incurred
by their urban counterparts. Rural consumers and families must often travel great distances weekly to access
services available only in larger communities that serve as “regional centers of trade” (Mohatt, Adams,
Bradley, & Morris, 2006, p.5).
A possible solution to address the access to services is the implementation and support of school based
mental health services. School based mental health services are provided at the school, during the school day
there for eliminating the need to travel significant distances and transportation does not need to provided to
access these services.
An additional barrier to access of services in the rural areas is the stigmatization that exists regarding mental
health services. “Views of mental illness within the rural community are generally more negative and stigma
surrounding a psychiatric label is often magnified in a small community as opposed to a larger urban area”
(Bjorkland, & Pippard, 1999, p. 350).
Waiting lists for services impact the availability and access to services for children. According to Iowa
Medicaid Enterprises (2014), the current funding cap for CMHW is 1,144 consumer slots, with 791
consumers approved and 273 consumers currently in process, meaning there are currently 791 clients who
actively receiving services and 273 clients awaiting services to begin. There are 2.035 children on the
CMHW waiting list, with applicant date of the next consumer to receive services as 6/18/12. That is an over
2 year long waiting list. Children on these lists may or may not be eligible for other services.
 Insurance Coverage
Mental health services are provided under the Iowa Plan, administered by Magellan Health Services. Some
of the important mental health services provided to children include outpatient services, inpatient services,
crisis intervention, substance abuse services, and in home mental health services. BHIS services are
provided in the community or treatment setting to help a child or adult with mental illness learn skills to
manage their behaviors (Magellan of Iowa, 2013). These services are not paid for by private insurance
companies. Children who are on the Children’s Mental Health Waiver, who have private insurance, are
eligible for Medicaid and then are able to access BHIS services. Private insurance does not pay for BHIS
services, and often limits the number of mental health services, such as therapy, in a calendar year.
 Systems of Care
Currently there are two Systems of Care practice in Iowa, one in northeast Iowa and one in central Iowa.
Systems of Care practice is designed to provide wraparound care coordination to children and youth with

serious emotional and behavioral challenges. Systems of Care practice is intended to bring together a
support team that assists in developing and supporting a care plan for the client. It is currently funded
through federal and state funds, including a federally funded grant through the Substance Abuse and Mental
Health Services Administration (SAMHSA, 2012). This grant is contingent upon the state matching dollars
to fund the practice. Iowa is required to increase its matching funds over the six year cycle. The Community
Circle of Care approach in Northeast Iowa assisted 92% of the 1,354 youth served to avoid out of home
placement. The Central Iowa System of Care, which began in 2009, serves children and youth that are not
only at risk for out of home placement, as well as those who are discharging from PMIC care. At the end of
the 2011 fiscal year, only 8% required more intensive out of home treatment within the Central Iowa System
of Care (CISOC data brief, 2012).
Systems of Care may utilize evidence-based approaches within their practice. Evidence-based approaches
have also been recommended in order to provide mental health services (Center for Mental Health Services,
2011). Evidence based approaches are based in theory and have undergone scientific evaluation whereas
non-evidence based approaches are based on “tradition, convention, belief, or anecdotal evidence”
(SAMHSA, 2012). In an effort to provide consistent, high-quality services to clients, the Iowa Legislature
has stated that evidence-based approaches should be utilized in the delivery of mental health services (Iowa
Senate File 2315, 2012).
In July 2013, Magellan of Iowa began the Integrated Health Homes (IHH) program to assist families with
children who have been identified as having a Serious Emotional Disturbance (SED) and Medicaid eligible
to receive services consistent with the practices and principles of the System of Care model. This model
includes each family having access to a care coordinator, a family peer support, and a nurse to ensure that the
physical, mental and social support needs are met for their children. The IHH program has been transitioned
across the state through 2013 and 2014. Children currently on the CMHW will also receive services through
the IHH. Outcomes are currently being measured by Magellan with a report expected in January

2015 (Magellan of Iowa Behavioral Health Services, 2012).
 Blended and Braided Funding
Braided and blended funding strategies enable children and families to access a broad array of services and
supports. Blending and braiding different funding sources is essential for financing systems of care (Health
Resources and Services Administration, 2012). Funds from one source cannot sufficiently support an
integrated and coordinated network of community-based services and supports designed to meet the needs of
children and youth with serious mental health needs and their families (US Department of HHS, HRSA).
Blended funding provides a method that allows service providers of different agencies to coordinate,
collaborate, and integrate programs to access federal funds that might not otherwise be available. The
practice of blended funding does not solely redirect existing dollars, but generates new revenue to extend
services. Potentially eligible funds are often unavailable due to funds being appropriated to different
agencies (California Institute of Mental Health, 1998).
Barriers of blending funding include the frequent need for formal waivers of federal requirements, defined
eligibility for specific programs, varying interpretations of the amount of flexibility available, and timeconsuming evaluation requirements when flexibility is granted (Washington Department of Social and
Health Services Children's Administration, 2004). For these reasons, few department dollars are available to
blend with other service funding.
Braided funding is another alternative to financing mental health services. Braided funding involves more
than one public funder authorizing their dollars to be included in an individual budget. Each agency retains
funding streams, tracking requirements, and specific eligibility for services; these are offered as part of a
coordinated package of services to shared clients.

 Disproportionality Concerns/Cultural Competence
There continues to be concerns regarding the ability for clients to receive culturally competent services from
providers. Mental illness continues to be stigmatized in many cultures. Some cultures consider mental
health problems to be shameful and therefore a private concern. As a result of inadequate mental health
awareness, there is also the belief that mental illness will either disappear with the use of self-control or will
disappear on its own (National Institute of Mental Health, 2005). Unfortunately, this may result in those
with serious mental health problems or the families of those with mental health problems not seeking
appropriate treatment.
According to the U.S. Census Bureau (2010), 87.6% of the Iowa population is White, not of Hispanic or
Latin. The Iowa Data Center (2012) projects that the number of minorities in Iowa will continue to grow
over the next decade. In a recent social work labor force study by Marchik (2014), it was found that 94% of
the participants were white. Not only does the number of non-white licensed social workers not reflect the
current population, this may impact how services are provided and to whom. Over half of health care
providers report that they have not undergone cultural competency training (Smedley, Stith, & Nelson,
2003). Such findings indicate that wide spread cultural competency training might result in an increase of
understanding between practitioner and client, thus increase the number of culturally diverse clients that
adhere to treatment recommendations.

Recommendations








The Iowa State Legislature should fully fund the Systems of Care model, including the Integrated
Health Homes program, for children’s mental health services throughout the state.
State-funded mental health providers should ensure funding for children’s mental health should
support the use of evidence based and promising practices that are both replicable and transferable
throughout the state.
Mental Health Providers should acquire and sustain resources and tools that are culturally sensitive
and competent.
The Iowa State Legislature should provide additional funding to children’s mental health services as
an investment that will ensure that children with mental illnesses and severe emotional disturbances
receive the treatment that they need upon diagnosis, preventing more costly problems in the future.
This will include fully funding Medicaid waiver programming to eliminate the wait list so that all
children who qualify for the Children’s Mental Health Waiver have access to additional services not
covered by private insurance or Medicaid.
Iowa should explore options to implement blended/braided funding from a combination of several
different agencies.

References
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed., text rev.).
Washington, DC: Author.
Bjorklund, R. W., & Pippard, J. L. (1999). Mental health consumer movement: Implications for rural practice.
Community Mental Health Journal, 35(4), 347-359.
California Institute for Mental Health. (1998). Developing Blended Funding Programs for Children’s Mental Health
Care Systems: A Manual of Financial Strategies. Retrieved from
http://www.cimh.org/downloads/Blended_Funding_Manual.pdf
Center for Mental Health Services. (2011). Uniform Application 2011: State implementation report community mental
health services block grant. Des Moines, IA: Author.

Community Circle of Care: Wrap Around Services for Iowa Families. (2012). Community Circle of Care Data Brief
January 2012. Retrieved from http://communitycircleofcare.org/docs/data-brief-2012.pdf
Data Resource Center for Child & Adolescent Health. (2007). The mental and emotional well-being of children: A
portrait of states and the nation [Data file]. Retrieved from http://childhealthdata.org/browse/snapshots/nschprofiles/mental-health?geo=17
Health Resources and Services Administration. (2012). Mental health and EPSDT: Systems of care. Retrieved from
http://mchb.hrsa.gov/epsdt/mentalhealth/systems.html
Huffman, L. C., Mehlinger, S. L., & Kerivan, A. S. (2000). Risk factors for academic and behavioral problems at the
beginning of school. In A good beginning: Sending America’s children to school with the social and emotional
competence they need to succeed. Bethesda, MD: The Child Mental Health Foundations and Agencies Network.
Iowa Data Center. (2012). Iowa quick facts. Retrieved December, 3, 2012 from:
http://www.iowadatacenter.org/quickfacts#section-6
Iowa Department of Human Services. (2011). Olmstead Plan for Mental Health and Disability Services: State Plan
Framework (2011 - 2015). Retrieved from http://iowamhdsplan.org/wpcontent/uploads/2011/02/StatePlanFramework_1-31-11.pdf
Iowa Department of Public Health (2010). Healthy Iowans Report. Retrieved from
http://publications.iowa.gov/2812/1/Healthy_Iowans_2010_Complete.pdf
Iowa Senate File 2315. (2012). Retrieved from http://coolice.legis.iowa.gov/linc/84/external/govbills/SF2315.pdf
Iowa Medicaid Enterprise. (2014). Monthly Slot and Waiting List Summary [Data file]. Retrieved from
http://www.ime.state.ia.us
Kessler, R., Beglund, P, Demler, O., Jin, R., Walters, E. ( 2005). Lifetime prevalence and the age-of-onset:
Distributions of DSM-IV disorders in the national comorbidity survey replication. General Psychiatry, 62(6),
593-602.
Magellan of Iowa Behavioral Health Services. (2013, Spring). BHIS Updates. Retrieved from
http://www.magellanofiowa.com/media/363184/bhis_update-april_2013.pdf
Magellan of Iowa Behavioral Health Services. (n.d.b). Integrated Health Homes: For Individuals with Serious Mental
Illness. Retrieved from
http://www.magellanofiowa.com/media/369369/ihh_faq_final_04302013.pdf
Magellan of Iowa Behavioral Health Services. (2013, Spring). PMIC Newsletter. Retrieved from
http://www.magellanofiowa.com/media/363190/pmic_newsletter-april_2013.pdf
Magellan of Iowa Behavioral Health Services. (nd). The changing landscape of behavioral health care delivery.
Retrieved from http://www.magellanofiowa.com/media/363193/changing_health_care_landscape_-_ihh.pdf
Marchik, B.M.A (2014). Assessing the Social Work Labor Force in Iowa
Mohatt, D., Adams, S. J., Bradley, M. M., & Morris, C. A. (2006). Mental Health and Rural America: 1994-2005.
Retrieved from ftp://ftp.hrsa.gov/ruralhealth/RuralMentalHealth.pdf
National Academy of Sciences. (2009). Report brief: A focus on costs and benefits-preventing mental, emotional, and
behavioral disorders among young people. Retrieved from
http://www.iom.edu/~/media/Files/Report%20Files/2009/Preventing-Mental-Emotional-and-BehavioralDisorders-Among-Young-People/Prevention%20Costs-Benefits.pdf

National Institute of Mental Health. (2005). Mental illness exacts heavy toll, beginning in Youth. Retrieved from
http://www.nimh.nih.gov/science-news/2005/mental-illness-exacts-heavy-toll-beginning-in-youth.shtml
National Institute of Mental Health. (2010). One in 10 children has mental illness; State-by-state figures; are
candidates addressing the facts. Retrieved from
http://www.nami.org/Template.cfm?Section=Press_Release_Archive&template=/contentmanagement/contentdis
play.cfm&ContentID=109125
National Research Council Institute of Medicine. (2009). Benefits and costs of prevention. In Prevention of mental
disorders and substance abuse among children, youth (9). Retrieved from
http://www.ncbi.nlm.nih.gov/books/NBK32767/
Smedley, B., Stith, A., & Nelson, A. (Eds.). (2003). Unequal treatment: Confronting racial and ethnic disparities in
health care. The National Academies Press Snowden, L. R. (2001). Barriers to effective mental health services
for African Americans. Mental Health Services Research, 3, 181–187.
Substance Abuse and Mental Health Services Administration. (2013). SAMHSA’s National Registry of Evidence-based
Practices and Programs online glossary. Retrieved from
http://www.nrepp.samhsa.gov/AboutGlossary.aspx?selChar=E
U.S. Department of Health and Human Services (1999). Mental health: A report of the surgeon general-executive
summary. Rockville, MD: National Institutes of Health, National Institute of Mental Health.
U. S. Department of Health and Human Services Health Resources and Services Administration. (2012, December).
Challenges to head start and early childhood development programs in rural communities. National Advisory
Committee on Rural Health and Human Services. Retrieved from
http://www.hrsa.gov/advisorycommittees/rural/publications/headstartearlychildhood2012.pdf
Washington Department of Social and Health Services. (2004). Blended Funding Report. Retrieved from
http://www.dshs.wa.gov/pdf/main/legrep/Leg0604/BlendFund.pdf

“Child Mental Health Reform” was updated by Jessica Brase and is based on the 2013-2014 NASW- Iowa
Chapter Policy Priority by the same name. Jessica Brase, Elizabeth Lemp, Adrienne Parker, Alyssa Shepard,
and Adriana Tschampl authored the 2013-2014 version.

