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Positive Family Interaction through Supervised Visitation

Parent University Bridges Information Gap 

Latino Families and Cultural Understanding

Lana Wertz, LMFT, Clinical Director, Kindred Souls, Catholic Charities of Santa Clara County

Barbara Iehl, Community Relations Specialist, McHenry County Mental Health Board 

Adriana Ramos-Torelli, LICSW, senior clinician, Providence Center, and Luis Ferreira, BS, Senior Case Manager, Providence Center

Kindred Souls, a support and counseling group of 
Catholic Charities, provides intensive supervised 

visitation services to help families overcome problems 
such as conflicts, troublesome behavior by family 
members, poor communication, and the difficulties of 
single parenting. Therapists from Kindred Souls work in 
collaboration with the county’s social services and mental 
health agencies. The program operates three visitation 
rooms at the same location as the countywide visitation 
program. The staff is composed of two licensed marriage 
and family therapists and six MFT or masters in social 

work interns and receives weekly ongoing training and 
consultation from licensed staff as well as various social 
services staff. 

Kindred Souls provides active intervention, coaching and 
modeling of effective parenting, and training in clear com-
munication skills and helps families reduce often high 
anxiety levels. Staff maintains regular communications 
with the social workers working with clients. 

Santa Clara County provides the visitation rooms and a 
liaison staff coordinator for the therapeutic program. The 

waiting rooms for parents and for the children are shared 
between the agencies. Catholic Charities bills MediCal for 
the mental health services it provides for the children and 
their families.

Kindred Souls helps families rebuild trust and practice 
effective parenting. In some situations, the outcome may 
be that a family continues visitation in a less intensive 
site because the relationship has become healthier, or 
the family may move to unsupervised visitation if a court 
decision makes it possible. 

Family CARE (Family Child/Adolescent Recovery 
Experience) is a funded SAMHSA cooperative agent 

focused on children’s mental health and administered 
through the McHenry County Mental Health Board. 

At various school and team meetings, families identified 
specific gaps in knowledge to Family CARE’s family 
resource developers and school sector coordinators. 
Information on social and emotional learning topped 
the list of requests for information. After listening to the 
families, Family CARE staff identified speakers for a Parent 
University program to address the identified gaps in 
knowledge. 

“Children and youth with complex and emotional and 
behavioral health challenges often need to develop 
appropriate social skills,” said Beth Berndt, the family 
leadership director for Family CARE. “They have trouble 
understanding the significance of relationships. Their 
self-esteem suffers. Learning is affected by social and 
emotional skills.” Family CARE strives to pull together 
resources to help. 

Cynthia Schenk, the parent of a brother and sister 
adopted from the Ukraine, knows that communication 
between education professionals and home is key to 
serving the best interests of her children. Expressing dis-

satisfaction with the results 
of her efforts to collaborate 
with the school to help her 
children, she observed that 
“There seems to be a dis-
connect between schools and parents. Programs 
such as the Parent University offer great tools and 
avenues to bridge this disconnect. Learning the right 
terminology is empowering. It offers the right language for 
communication.” Schenk, inspired by the presentations 
at the Parent University, is working on starting a parents 
group interested in establishing better communications 
with school professionals.

Understanding Spanish culture and tradition is im-
perative in work with bicultural families. The need 

to do this effectively starts as soon as you enter a client’s 
life. As clinicians, we must honor the fact that although we 
start as “guests,” we quickly progress to being extended 
family members. 

Immediately understanding the importance of religious 
practice in the client’s and family’s life is important in 
the engagement process. Not acknowledging the role 
of religion can lead to misunderstanding, misdiagnosis, 
and misdirected treatment. For example, when a client 
reports perceptual problems, such as auditory or visual 
hallucinations, culturally informed assessment might 

reveal that these experiences are linked with the client’s 
desire to remain connected to someone whom he or she 
is grieving. 

Another major component of the Hispanic family’s experi-
ence that is often misunderstood is the importance of 
acknowledging family roles, particularly their relationship 
to power dynamics. In many families, the man is the 
dominant figure. In fact, even when the man is absent, the 
role of absent father and man of the house is still appar-
ent and may be subsumed by the mother. 

One more important element of family structure is 
that parents are often adamant about keeping certain 
discussions separate from the children. Whereas Western 

family therapists might be more inclined to keep sessions 
all inclusive (i.e., family meeting model), parents we’ve 
worked with might prefer sessions or interventions to be 
done separately as a way of keeping power and control 
within the parental role and separating children’s and 
adults’ issues. 

However, once a Latino family trusts us and begins 
working with us; we become part of the family. We begin 
to experience a sense of warmth and closeness, including 
behaviors that are not the norm in the dominant culture. 
Understanding and not being put off by these behavioral  
nuances is critical to maintaining the therapeutic 
relationship.
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Families Front and Center

Addressing No-Shows and Treatment Dropouts

Carolyn A. Stiman, LCSW, ACHT, Special Projects Coordinator and Mental Health Clinician and Laura A. Leone, LMSW, Research Coordinator and 
Mental Health Clinician — Institute for Family Health

Many community mental health agencies in New 
York State experience high no-show and dropout 

rates among children suffering from posttraumatic 
stress disorder or depression. Current research indicates 
that children generally do not remain in therapy for 
more than two or three sessions. The New York State 
Office of Mental Health and Columbia University realized 
that more was needed to keep children in therapy. They 
jointly developed the E3 project to address the no-show 
and dropout rates. 

E3, an evidence-based approach, stands for engage-
ment, empowerment, and evidence-based practice. Its 
focus is helping families of children with posttraumatic 
stress disorder or depression start and remain in 
mental health treatment. The E3 project is being pilot 
tested at agencies across New York State, including the 
Institute for Family Health. The Institute and its Bronx 
community mental health centers partnered with OMH 
and Columbia University in 2007 to incorporate into 
its practices the two evidence-based modalities on 
which E3 is based. Trauma-focused cognitive−behavioral 
therapy for the treatment of PTSD in children ages 7 
to 17 is an evidence-based practice created by Cohen, 
Mannarino, and DeBlinger. The second evidence-based 
practice, cognitive−behavioral therapy for depression 
in children ages 7 to 17, was developed by Stark, Curry, 
and Goldman.

In both modalities, children are identified through 
screenings for PTSD and depression. If a child scores 
high on the PTSD screening, then the TF-CBT protocol is 
implemented. This protocol consists of the following com-
ponents: psychoeducation, stress management, affect 
expression and modulation, cognitive coping, creation 
of the trauma narrative, cognitive-processing behavior 
management, parent−child session, and evaluation. 

When the score is high on the screening for depression, 
the protocol for CBT for depression is used. This protocol 
includes psychoeducation, coping strategies, problem 
solving, cognitive restructuring, and positive self-schema 
building. Both modalities include constant communica-
tion and an active partnership with the child’s parents 
or guardians. The two modalities were shown to be 
effective in the treatment of PTSD and depression; 
however, children and their families were still dropping 
out of treatment, which led to the development of the 
E3 strategy. 

The components of E3 are more than just the evidence-

based practices of TF-CBT and CBT for depression. E3 
also includes a specific engagement process that is 
based on the research of Mary M. McKay, professor 
of social work in psychiatry and community medicine 
at Mount Sinai School of Medicine. The program also 
incorporates the assistance of parent advocates who 
work with the families. 

According to McKay and previous researchers many 
barriers prevent children and families from engaging 
or remaining in treatment. Such barriers include a lack 
of knowledge regarding the receipt of mental health 
services, single-parent status, financial difficulties, 
cost and/or accessibility of transportation, childcare 
concerns, varying cultural attitudes regarding mental 
health, scheduling concerns, availability of services, 
prior negative experiences with mental health services, 
and concerns about confidentiality. Once identified, par-
ent advocates support the families and assist them with 
problem-solving skills to help reduce or eliminate the.

McKay’s research resulted in the development of an 
evidence-based protocol for keeping families engaged 
in mental health treatment. She outlined important bar-
riers that need to be identified and addressed to help 
families come for the intake and then continue with 
therapy. If barriers can be broken down, McKay found, 
families and children stay engaged in therapy for the 
duration of treatment.

In the implementation of E3, parent advocates are 
trained by OMH and Columbia University and then 
partner with clinicians to work with the families. Clini-
cians provide therapeutic services using TF-CBT or CBT 
for depression, while advocates assist the families with 
issues that could become barriers to treatment and 
work closely with clinicians to give the families needed 
support. They discuss client cases every two weeks and 
help coordinate with other collateral agencies that may 
be a part of the family system, such as child welfare or a 
foster care agency. 

Parent advocates in the E3 program have helped 
families negotiate problems related to school, foster 
care, the judicial system, and healthcare. If a crisis 
arises, the family is supported by both the clinician and 
the parent advocate. The advocates often become aware 
of potential problems in the family before the clinicians 
do. This is because they meet with the family more often 
and in an informal setting. Advocates’ frequent exposure 
to the family enables them to become an extension of 

the family, allowing family members to be open and 
honest about what is going on in the family system. 

Advocates help to keep clinicians informed about 
changes in a child’s family system that could prevent 
the child from attending sessions and give added 
support to the family between regular therapy sessions. 
In one client case, the advocate, not the clinician, first 
became aware of a child’s hospitalization. In that same 
case, the advocate was also first to know when the client 
was being discharged from the hospital. The advocate’s 
knowledge helped the clinician make collateral contact 
with the hospital and assist in discharge planning.

 The Institute’s clinicians have found that the families 
and children enrolled in the E3 project have remained 
engaged for the duration of TF-CBT and CBT for depres-
sion because of the engagement strategies and the 
work of the parent advocates. It has been more than 
6 months since the children and families were first 
enrolled in the E3 project, and no attrition at all has 
occurred thus far. The Institute and other New York agen-
cies will continue to gather data on the E3 project so 
that, in time, E3 can be considered an evidence-based 
approach to both reducing the frequency of patient 
no-shows and dropouts and effectively treating children 
with PTSD or depression. 

Carolyn A. Stiman, LCSW, ACHT, is the special projects coordina-
tor and a mental health clinician for the Psychosocial Services 
Department at the Institute for Family Health in New York. 
She received her master of social work degree from Fordham 
University and has served as a social worker for more than 25 
years in Maine and New York. 

Laura A. Leone, LMSW, is the research coordinator and a mental 
health clinician for the Psychosocial Services Department at the 
Institute for Family Health in New York. She received her master 
of science in social work from Columbia University School of 
Social Work and has worked in the mental health field for more 
than 10 years in Massachusetts and New York.

E3
— engagement, empowerment, 
and evidence-based practice —  
identifies and addresses impor-
tant barriers to help families and 
children come for the intake and 
then stay engaged in therapy for 
the duration of treatment.
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CHIEF EXECUTIVE OFFICER 

Valley HealthCare System is a non-profit comprehensive behavioral health care system 
with a $14 million annual budget providing behavioral health care services to 6,000 
consumers in north central West Virginia.  

Valley HealthCare System is searching for a CEO who will work with the Board of 
Directors to develop and execute the agency's mission, vision and strategic plan in a 
changing service environment.  The successful candidate will have overall responsibility 
for the implementation of all programs and operations.  

The position requires a Master’s degree in Behavioral Health, Human Services, Business 
Administration, Public Administration, Education or a related area along with a minimum 
of ten years behavioral health experience.  The successful candidate will have 
demonstrated success in a senior managerial position in comprehensive community 
behavioral health and proven experience and knowledge in obtaining grants and/or other 
public and private funding.  Previous experience working with a Board of Directors is 
also required. Preferred qualifications include experience as CEO/Executive Director in a 
comprehensive community behavioral health center and licensure or certification in 
behavioral health. 

Valley HealthCare System is located in Morgantown, West Virginia which was recently 
named one of America’s best small cities and is home to West Virginia University.  

Valley is centrally located just 77 miles south of Pittsburgh, 218 miles west of 
Washington D.C. and 208 miles east of Columbus, OH.  For more information about 
Valley Health Care and the surrounding area, please visit www.valleyhealthcare.org and 
www.mgnchamber.org.

Please submit your letter of interest, resume (with salary history), and three professional 
references by January 9, 2009 to Joyce Hunter, Human Resources Director, Valley 
HealthCare System, 301 Scott Ave., Morgantown, WV 26508 or to 
jhunter@valleyhealthcare.org. Valley HealthCare System is an Equal Opportunity 
Employer. 
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December 2008

Outpatient Therapist Positions  
High Plains is in need of OP therapists to work in its Colby/Goodland Branch offices.  
This opportunity includes providing psychotherapy to a wide range of clients (children and 
adults) in an OP setting, crisis intervention, consultation with caregivers, and community 
education. These positions require licensing with the Kansas Behavioral Sciences 
Regulatory Board as a (1) LP or LMLP or LCP; or (2) LMSW(Clinical) or LSCSW; or (3) LPC 
with mental health training track or equivalent mental health experience or LCPC; or (4) 
LMFT or LCMFT with MH training track or equivalent mental health experience. High Plains 
provides an array of mental health services to a 20-county area of Northwest Kansas. 
The administrative office and core clinical programs are located in Hays. Branch offices 
in Colby, Goodland, Norton, Osborne, and Phillipsburg serve citizens in the out-lying areas 
of the service area. The Center employs 200 employees and operates with a $9 million 
budget. How to Apply: Send e-mail to de@hpmhc.com or mail/fax your resume to: HR Mgr. 
High Plains Mental Health Center (an EEO Employer) 208 East 7th Street, Hays, Kansas  
67601 / FAX:  785-628-1438 /  Phone:  785-628-2871 / For more information visit www.
highplainsmentalhealth.com 

CLINICAL SOCIAL WORKER 

Southern Hills Counseling Center, Inc., a nationally accredited, private, not-for-profit 
community mental health center, is recruiting full time Master’s Level Social Workers for 
our Jasper, Paoli, and Tell City, Indiana locations. These positions may provide counseling 
services to children and adults. State Licensure as an LCSW is preferred. Our facilities 
are located in the rolling hills of South Central Indiana near Evansville and Bloomington, 
Indiana and Louisville, Kentucky. We offer competitive compensation based on related 
experience and excellent fringe benefits. Please respond with letter of interest and resume 
to: recruiting@southernhills.org 

More job ads on page 64

Position: LIP – Child/Adult Psychiatrist

Job Description: Working with a clinical team serving children and 
adolescents with SED or DD along with adults with MI or DD.  Services that 
are to be provided include medication reviews, psychiatric evaluations and 
working with an electronic clinical record.

Job Qualifications: Michigan Board Certified (Preferred) or Board 
Eligible Child / Adult Psychiatrist.  Position is a contractual position with 
the Psychiatrist being credentialed through the Provider Relations Unit of the 
Washtenaw Community Health Organization. 

Salary: $120.00 per contractual hour, 24 hours per week beginning May 
1, 2009.

Application For Credentialing: Applications can be found at http://
cmhpsm.ewashtenaw.org/lip. Feel free to contact WCHO PRU with questions 
at wchopru@ewashtenaw.org.  

Practice Setting: MCMHA is located in Monroe County, Michigan at 1001 
South Raisinville Road, Monroe, MI 48161.  MCMHA borders the State of 
Ohio with Toledo, OH 30 mins to the south; with Detroit, MI being 45 mins to 
the north east; and with Ann Arbor, MI being 45 mins to the north west.

JOBank
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Stephen Huss, PhD, President and CEO, COMTREA Community Mental Health Center

School Liaisons Enable Early Intervention

A person’s teen years are often referred to 
as the best years of his or her life. But for 

some teens, the onset of a psychiatric problem, in 
combination with stressors such as pressure from 
bullies and even friends and trouble at school or 
with other authorities, can lead them to feel that 
suicide is the only solution to their internal struggle 
to belong. The statistics are startling. The youth 
suicide rate has increased more than 200% over 
the past 50 years. In fact, it is now estimated that 
every 2 hours and 15 minutes, a person under age 
25 dies by suicide. Suicide is also the third leading 

cause of death for Americans between ages 10 
and 24 and the second leading cause of death for 
American college-age students. 

Notorious bank robber Willie Sutton allegedly re-
plied to the question “Why did you rob banks?” by 
saying, “That’s where the money was.” I was once 
asked why we were trying to put mental health 
staff in schools. My response was, “That’s where 
the children are.” This is not rocket science. If we 
want to intervene early, provide adequate follow-up 
care to kids, integrate mental health principles 
in school curricula, reduce stigma, and reach the 
greatest number of people, schools are the place 
from which to base our efforts. It sounds simple 
and self-evident; but it is neither.

Schools are usually the most visible institution in 
a community — even more so than governmental 
entities. The problems of our culture are relegated 
to the schools to solve. The schools can’t solve 
them, but they valiantly attempt to. 

In 2002, our suburban St. Louis, Missouri, Com-
munity Mental Health Center identified four mental 
health concerns related to children and schools in 
Jefferson County:

>>	 Children were not being identified as need-
ing mental healthcare. Staff often assumed 
that children had “behavior problems” or 
attention-deficit/hyperactivity disorder.

>>	 Even the few children who were identified 
as needing mental or behavioral healthcare 
seldom obtained the services they needed. 

>>	 The few children who did get treatment 
seldom received appropriate follow-up after 
initial contact or received limited inpatient 
or residential care. 

>>	 School faculties and parents did not 
understand the impact of mental illness 
and substance use on children, nor did they 
know where or how to access appropriate 
care for their children and themselves. 

COMTREA Community Mental Health Center ob-
tained a modest 2-year school services incubator 
grant from the Missouri Foundation for Health to 
focus on these issues. This initiative demonstrated 
the validity of integrating mental health services 
with schools, especially in triage, consultation, and 
community development. Its success encouraged 
an attempt to pass a sales tax for children’s servic-
es, which included an expansion of the COMTREA 
Mental Health-School Liaison Project. Those 
involved with the program asserted, “We must have 
this program at our school,” and asked what they 
could do to help its expansion. More than 150 
volunteers successfully enabled the proposition’s 
passage and adequate funding became available. 

In 2006, the lessons learned from the pilot project 
were applied to the new, stable system of mental 
health school liaisons. 

The first step identified the parameters for the 
new positions offered to the school districts. 
COMTREA feared the new staff could be subsumed 
into the respective educational systems and just 
considered as new school counselors. Their mental 
health role had to be protected. We allocated 50% 
of the liaisons’ time for triage and counseling; 10% 
to consultation with teachers, school counselors, 
principals, and parents; and 25% to educational 
efforts in school classrooms, teachers’ meetings, 
school board meetings, parent−teacher organiza-
tion meetings, and other community development 
opportunities. The final 15% was protected for 
psychiatric aftercare classroom observation and 
consultation. 

Implementation did not prove to be as difficult 
as expected. Liaisons found a fertile environment 
in the educational systems. Although at first the 
pent-up demands for triage resulted in limited ac-
tivities in the other mandated areas, the situation 
changed over 12 to 18 months. 

The year-end report for FY 2008 announced that 
our integrated system included all 11 public 

I was once asked why we were 

trying to put mental health staff 

in schools. My response was,

   That’s where the  
   children are.
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schools (54 buildings), 3 private schools, and the local community college. 
That year, 1,030 students identified by school counselors were triaged. 
On-site counseling services were provided to 256 families. More than 100 
(84 in classrooms) presentations were made on mental health, behavioral 
health, substance abuse, violence, and related issues. Liaisons had 4,122 
consultations with teachers and counselors and provided more than 1,000 
hours of case-management aftercare and follow-up care for children who 
were under the care of any psychiatrist or counselor. 

But numbers do not explain the real impact. Liaisons’ stories from three 
different schools help:  

“On one of the days that I went to get her from class, she told me 
she got an A on her spelling test, which was huge for her. She also 
told me it was the medicine that “made her smart.” I told her she 
was always smart, the medicine just helped her focus. She looked at 
me amazed, and then gave me a big hug and kiss because no one 
had ever said that to her before.”
“Sheri [not her real name] is a 13-year-old girl in junior high. Her 
mother found her cutting herself and asked for help. I worked with 
her on alternative coping skills and with both her and her mother 
on understanding self-harm and getting more support. Sheri is now 
seeing a psychiatrist and a COMTREA counselor. She is no longer 
cutting herself.” 

“Elise [not her real name] made a suicidal statement which result-
ed in hospitalization. After her release I met with school personnel 
and worked closely with the family and we all put our plan in motion. 
Things began to change instantly. Elise began making improvements 
with her grades, relationships, and in her overall mood. The girl who 
used to hang her head low was now smiling and skipping down the 
hallways. I think my role as school liaison was the main factor in 
turning things around for this little girl. Schools and families tend to 
get problem focused instead of looking at solutions and sometimes 
it just takes a new perspective to make changes.”
Liaisons helped guide truancy prevention programs, spearhead antibullying 
efforts, offer character education, and interact with the community (PTA, 
school board, “Red Ribbon Weeks,” Rotary Club, churches, etc.). They col-
laborated to write a successful grant application that brought five alcohol 
counselors to one district. Liaisons successfully addressed 11 crisis situ-
ations and were even able to have a billboard advertising alcohol located 
next to the school campus replaced with an antidrinking one. 

The program expanded to an adjacent county and has received state and 
national accolades. Schools have joined together to select one superinten-
dent to serve on the COMTREA board and represent the educational system. 

Our liaison program works — better than we ever expected.

Stephen Huss, PhD, has been the president and CEO of the St. Louis suburban COMTREA 
Community Mental Health Center, located in Jefferson County, Mo., since 1973. He previously 
taught high school and has been an adjunct instructor at the local community college for over 
20 years. 

Visit us at our website:  
www.chffloan.org  
or for more information contact:
Christopher Conley, Fund Manager 
Community Health Facilities Fund 
6 Landmark Square, 4th Floor 
Stamford, CT  06901 
(203) 359-5609 or info@chffloan.org

COMMUNITY HEALTH 
FACILITIES FUND

The Community Health 
Facilities Fund (CHFF) is a 
leading provider of financial 
solutions designed to meet 
the unique real estate and 
information technology 
needs of community-based 
behavioral healthcare 
organizations.
CHFF provides loans for:  information 
technology needs, including hardware 
and software in amounts of $150,000 
or more and facilities financing amounts 
of $250,000 or more.  Our loans 
can be structured to provide flexible 
terms including 100% project finance, 
extended amortization schedules, 
subordinate liens and gap funding.

CHFF is sponsored by the National 
Council for Community Behavioral 
Healthcare and the U.S. Psychiatric 
Rehabilitation Association.  Funded 
by the Robert Wood Johnson 
Foundation and organized as a 
501(c)(3) tax-exempt entity, CHFF’s 
mission is to improve access to capital 
for community-based behavioral 
healthcare providers.

Since 1991, CHFF has completed over 
$130 million of financing for more than 
30 behavioral healthcare providers 
across the nation.
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System of Care Collaborates, 
Maximizes Opportunities 

Durham, North Carolina, a community determined to take care of its 
own citizens and establish and monitor high-quality standards for 

care, continues to “walk the walk” to give local families the tools to help their 
children succeed by sustaining and strengthening its system of care in the face 
of serious challenges. Durham implements its system of care within existing 
resources without the benefit of outside grants. (DSOC, 2002 and Kaufman, 
2007, January)

Over the past 4 years, significant policy shifts have occurred in North Carolina’s 
human service delivery landscape, the most notable of which are the privatiza-
tion of the mental health service delivery system and the decision to have 
one statewide vendor responsible for final treatment decisions for consumers 
whose services are funded by Medicaid. The utilization review and management 
functions are key elements that support the primary values of Durham System 
of Care that is, that the locus of services, supports, and decision-making 
responsibility rests at the local level. Within this context, DSOC has persevered, 
building on strengths to address challenges in order to maximize opportunities 
for children with mental health, substance abuse, and related life challenges at 
home, in school, and in the community, as described below.

Development of Innovative Tools to Promote DSOC Best 
Practices
>>	 The Child and Family Team Handbook articulates quality-of-care standards 

for child and family teams, facilitates common understanding and ap-
plication of best practices, informs program and policy leaders about CFT 
best practices to promote adoption of congruent policies, and provides 
core content for training and implementation assistance.

>>	 The Strengths-Based (Life Domain) Assessment Guide helps ensure that 

children and families receive comprehensive strengths-based assess-
ments; establishes a universal best practice approach to assess the full 
range of each child’s and family’s goals, strengths, and needs across areas 
of daily living; and ensures that these objectives drive selection of CFT 
members and implementation of the individualized plan.

>>	 The Unified CFT Plan (Kaufman, 2007) provides an overarching summary 
of all services and supports driven by the priority goals of the child and 
family and unified into one family-centered plan.

>>	 The Common Consent promotes coordination of services among agencies 
working with children and their families in their child and family teams 
and allows the team to evaluate outcomes to determine whether family 
goals are achieved.

Collaborative Training and Support to Improve Fidelity to 
DSOC Best Practices

>>	 Quarterly cross-agency system of care orientations  Child-serving 
agency representatives introduce families, professionals, and the  
community to services in Durham and give an overview of DSOC.

>>	 Child and Family Teams training series  The program provides 
competency-based training (curricula content from the CFT Handbook) 
for practitioners, families, and community partners on DSOC, wraparound, 
family engagement, social supports, and application of DSOC tools.

>>	 Train the Trainers and Coaches Series  Staff of child-serving agen-
cies receive intensive training and support to become certified trainers or 
coaches; this maximizes cross-agency participation and builds sustain-
able local capacity.

The Durham System of Care cross-agency quality assurance plan 

helps determine whether and how Child and Family Teams are 

meeting the needs of children and families; it includes ongoing 

practice assessment, resource utilization, and achievement of 

outcomes. Criteria include adherence to DSOC quality standards 

and satisfaction with services as rated by all CFT members. 

Ellen Holliman, Area Director, The Durham Center
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>> Implementation assistance  A cadre of staff across agencies provides 
graduated implementation assistance: 

> Phone and email assistance is offered to locate resources for anyone in 
community; callers are encouraged to participate in cross-agency system 
of care orientation. 

> Phone, email, and face-to-face problem-solving are provided related to CFT 
formation, family support, and specialized community resources. The service 
is available to anyone in the community, with priority given to existing CFTs 
and those who have completed cross-agency orientation and begun the 
CFT training series. Callers are encouraged to enroll in the CFT training series.

> Phone, email, and face-to-face coaching is provided on CFT activities, 
Unifi ed CFT Plan development, family engagement and support, strengths-
based assessment, and crisis planning. The duration of coaching is 1−3 
months for existing CFTs; priority is given to those who have completed the 
CFT training series. 

> Supervisor support: A community of practice for private mental health 
provider supervisory staff focuses on helping supervisors apply strengths-
based supervision to implement CFT best quality standards and advocate 
for changes within their agency to support implementation.

> DSOC website: The website provides basic DSOC information; materials; 
an outcomes data bank (under construction); and the Durham Network 
of Care, which includes an online service and support resource bank 
organized according to life domains, an online library, and information on 
relevant legislation. The site receives an average of 1,800 hits per day.

Boosting Fidelity through Incentives, Accountability, and Data
>> The Recognized Partners initiative acknowledges public and private agencies 

and organizations that commit to DSOC values and principles and adhere 
to CFT best practice standards. It quantifi es their fi delity to these values, 
principles, and standards to provide reliable guidance for families seek-
ing family-centered, strengths-based, individualized, culturally competent 
services. Recognized Partners have enhanced community visibility and 
credibility through the DSOC website, recognition in community-wide events, 
and inclusion on a list of referral sources utilized by public agencies. Recog-
nized Partners must execute a CFT Handbook implementation plan; adhere 
to verifi cation of implementation; participate in the DSOC quality review 
processes; and comply with the Community System of Care Memorandum of 
Agreement, which articulates DSOC quality standards at the policy, program, 
and practice levels.

>> The DSOC cross-agency quality assurance plan helps determine whether and 
how CFTs are meeting the needs of children and families; it includes ongoing 
practice assessment, resource utilization, and achievement of outcomes. 
Criteria include adherence to DSOC quality standards and satisfaction with 
services as rated by all CFT members. 

>> Data-informed decisions are helping children and families. For example, 
recent information indicated that many CFTs were not attending to health-
care issues. As a result, Durham Public Health dedicated staff to attend CFT 

meetings, particularly when chronic health problems are a factor.

Increasing Family Voice and Choice
>> The Life Planning Kit (Kaufman, 2007) is a strengths-based “do it yourself” tool 

for children and families who wish to complete their own assessment and set 
their own goals to make sure their strengths are known, their voices are heard, 
and their personal priorities are addressed. Developed by and for families, the 
kit helps them set up a CFT before challenges require intensive intervention.

>> The Collaborative’s Family Consortium partners with the statewide family sup-
port and advocacy organization, North Carolina Families United, to provide 
family focus groups that inform DSOC implementation. Local families and 
NCFU are also developing training curricula for professionals.

>> DSOC brochures developed by and for families are now available and posted 
on the DSOC website.

Sustained Collaborative Infrastructure 
>> DSOC makes the greatest use of its collaborative infrastructure, as people 

across agencies and the community participate in community collaborative 
work groups and take the lead in all activities. The DSOC county infrastruc-
ture offi ce staff (manager, family liaison, community liaison, and a newly 
funded evaluator) help oversee, manage, and facilitate DSOC activities. 
Continued county funding of this offi ce fulfi lls a most important role: the 
presence of dedicated staff, separate from any one agency or government 
entity, who serve as honest brokers, resident change agents, and advocates 
for continual quality improvement and sustainability of DSOC.

>> Collaborative care review teams, composed of family, agency, and community 
partners, provide hands-on support for CFTs, bringing cross-system expertise to 
promote best practices, maximize use of resources, and break down barriers. 

>> Funds pooled across child-serving agencies support the DSOC website and 
new service options, such as rapid response homes. These local, family-based 
homes help children in crisis; divert more restrictive out-of-home place-
ments; and keep children connected to their family, school, and community. 

Populations Served 
>> Children and their families: Although any family can have a CFT with new 

support from the Life Planning Kit, implementation assistance, and the DSOC 
website and Network of Care, DSOC offers intensive support and assistance 
for those with complex needs, including

> Children of parents found by the Department of Social Services to be in 
need of intensive family support in their efforts to keep their children safe

> Children who have serious emotional disturbances; need the services of 
multiple agencies to address diffi culty functioning at home, in school, and 
in the community; and are at risk for being (or already are) placed out of 
the home

> Children at high risk of academic failure.

>> Adults: Building on its SOC for children and families, Durham has developed 
an SOC framework for adults, many of whom are parents or caregivers of the 
children described above. The Adult SOC focuses on improving the quality 
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Wraparound Weaves Together Services
Matthew A. Vergith, LMSW, Children’s Services Program Director and Kim Batsche-McKenzie, LMSW, Wraparound Program Coordinator — 
Livingston County Community Mental Health Authority

In the early 1990s, human services leaders in Livingston County, Michigan, took a look at their system of care for children and families, and they didn’t like what 
they saw. The major child-serving systems child welfare, juvenile justice, public mental health, schools all operated in isolation from one another, sometimes at 

cross-purposes, with the same families. Out-of-home placement costs were high, and 
effective community-based services and supports were lacking. 

Taking advantage of a newly formed community collaborative structure and with 
technical assistance from the state of Michigan, this group challenged itself to envi-
sion a system that shared the responsibilities and the resources for the well-being 
of its most at-risk children and families. Nearly 20 years later, the wraparound ap-
proach that grew out of that vision continues to deliver good outcomes for families 
and the systems that serve them. 

Livingston County’s new Human Services Collaborative Body developed the “com-
munity child” concept to guide its planning. The concept describes each child who 
meets the eligibility criteria of multiple public agencies, a child to whom we all 
have a duty. The target population for wraparound includes children with serious 
emotional disturbance, who evidence functional impairments in the home, school, 
or community and who require services from multiple agencies, with highest priority 
given to children at risk of out-of-home placement. 

We decided not only to share the responsibility for those children but also to pool 

and accessibility of services for individuals who are homeless or at risk of 
becoming homeless, those living with mental illness and substance abuse, 
and those struggling to find affordable housing and meaningful employ-
ment. Adult Care Review connects people with multiple needs to social, 
mental health, and substance abuse services; job training; stable housing; 
essential healthcare; and assistance in the transition from the hospital, 
jail, or prison. 

Building on Strengths to Address Challenges 
Although significant policy changes have occurred, the community has not given 
up but has built on its strengths to meet the challenges. One approach was edu-
cation and advocacy. When DSOC’s Care Review lost the ability to directly divert 
inappropriate out-of-home placements for children whose services were funded by 
Medicaid, those placements began increasing. However, the scores of volunteers 
who make up Care Review continued to meet with CFTs and took this opportunity 
to establish expanded assistance and outcome accountability measures. 

As a result, the State Division of Mental Health’s October Progress Report 
(North Carolina Department of Health and Human Services, 2008) recognized 
Durham for effectiveness in serving children and adolescents in the most natu-
ral and least restrictive community settings. Durham now has the lowest rate of 
children served in residential settings among 25 area mental health catchment 
areas covering 100 counties.

Ellen S. Holliman has served since 2002 as area director of The Durham Center (Durham County 
Area Authority for Mental Health, Developmental Disabilities and Substance Abuse Services).  In 
that role she oversees a $33 million dollar budget that manages a range of treatment programs 
for children, adults and families with disabilities. Holliman graduated from Appalachian State 
Teachers College and began her career as a special education teacher in the North Carolina public 
school system. Holliman has served on many local and state boards throughout her professional 
career and more recently, she has served as an appointed member of the North Carolina Mental 
Health Planning Council and the NC Commission for Mental Health, Developmental Disabilities 
and Substance Abuse Services, and on the Boards of the NC Council of Community Programs and 
North Carolina Families First. She was the recipient of the 2006 Emerging Leadership Award for 
Area Directors from the North Carolina Council of Community Programs.
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Livingston Wraparound
Improved Functioning on the Child and Adolescent Finctional Assessment Scale
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The wraparound community collabora-
tive structure shares the responsibilities 
and the resources for the well-being of 
its most at-risk children and families 
and ensures that the family voice in 
every treatment decision.

some of the resources with which we were attempting to fulfill our 
responsibilities, in hopes of doing a better job. Six public agencies 
⎯ those responsible for mental health, juvenile justice, child welfare, 
special education, substance abuse treatment and prevention, 
and public health became the “funding partners” for wraparound. 
Those six agencies continue to pool funds from 10 separate funding 
sources through an annual memorandum of understanding to 
support wraparound. Livingston County Community Mental Health 
Authority acts as the community fiduciary, operating the service and 
reporting regularly on clinical and financial outcomes to the Col-
laborative Body. Each partner agency also appoints a representative 
to the local oversight team, which accepts referrals, approves plans, 
and authorizes expenditures from the pooled funding.

We chose the wraparound approach as our service planning model 
to pull fragmented service delivery into single plans of care based on 
individualized child and family strengths and needs. Our approach 
focuses on fidelity to state and national wraparound best practice 
values, from providing collaborative community oversight to ensuring 
the family voice in every treatment decision. Livingston CMHA employs 
wraparound facilitators who convene a child and family team for ev-
ery child served. Made up of the child, the family, and their selected 
natural and professional supports, each team conducts strengths 
assessments and life domain planning to develop a coordinated 
interagency plan and monitors implementation of that plan toward 
identified outcomes. 

Child and family teams are also empowered to select their service 
providers and create individualized budgets that are based on their 
plans. In addition to covering the cost of the wraparound planning, 
the pooled funds pay for a wide range of mental health, substance 
abuse, and child welfare services and supports. Teams can select 
services from Livingston CMHA, choose from its enrolled provider panel, 
or select specialty out-of-network providers to individualize services 
as much as possible. The local oversight team preauthorizes all team 
budgets on a 3-month review cycle.

Matthew A. Vergith has worked with children in Michigan’s public mental health sys-
tem for 25 years. He has been program director for children’s services at Livingston 
County since 1997 and chairs the community work group, which provides oversight 
of children’s funding initiatives.

Kim Batsche-McKenzie worked in children’s foster care and crisis intervention 
services before joining Livingston County Community Mental Health Authority in 
1996. She has been supervising Livingston County’s Wraparound service for over 
nine years and is a presenter in statewide Wraparound trainings.

                How it All Comes Together — Lori’s Story
Lori, age 14, was referred to wraparound by her probation officer. The court was considering 
placing her in a residential treatment facility after repeated incidents of physical aggres-
sion toward her mother. Although Lori had received mental health treatment and special 
education services, these, along with a variety of court interventions, including detention 
stays, were having little impact on her escalating behaviors. 

Lori’s wraparound team focused on two complementary strategies. The team recruited a 
behavioral psychologist to develop a plan targeting the antecedents of physical aggression 
and implemented that plan with in-home behavioral coaching for Lori and her mom. 
Concurrently, the team encouraged and supported Lori’s interests in arts and community 
activities through flexible funding. Psychiatric evaluation with medication treatment, in-
home family therapy, and respite opportunities for Lori’s mother supported both strategies. 
During this period, Lori also reestablished her relationship with her father, who joined her 
wraparound team. 

Regular team meetings allowed for real-time modifications to the plan, kept the key play-
ers on the same page, and provided the court with needed oversight. As Lori’s behavior 
stabilized, the team supported her in developing friendships, participating in school 
activities, and holding a part-time job. Lori completed her probation terms, “graduated” 
from wraparound, and continues to use some limited mental health and special education 
services to support her ongoing family and community successes.  

There have been challenges along the way. The ability to commit the time to attend regular 
team meetings has been an ongoing issue for busy professionals (and families). Sharing 
decision-making responsibility with a team is easier for some professionals than for others. 
The team process can take time to yield results ⎯ therefore many teams now start with 
“quick wraps” to address safety concerns first. The overwhelming feedback, however, is that 
families and staff benefit from the support and unity of purpose that come from working 
together as a team. 

Human services leaders in Livingston County look at their children’s system now and like 
what their vision for wraparound created. The financial commitments of the partners re-
main strong, based on the goal that services should deliver good value. Clinical outcomes 
have focused on helping children improve their functioning and remain in their home, 
school, and community as a result. 

The wraparound partners selected the Child and Adolescent Functional Assessment Scale 
as their primary tool to measure outcomes. The CAFAS is sensitive to overall improved 
functioning, and its subscales (school, community, etc.) address the specific concerns 
of the partner agencies (e.g., schools, court). Child functioning on the CAFAS has shown 
consistent and significant improvement. 

Over the past 5 years, the CAFAS scores of children served by wraparound have decreased 
by an average of 40 points, which is twice the level of improvement seen in our traditional 
services. Also, in each of the past 5 years, between 70 – 90% of the children served have 
been maintained in the community and have avoided costly out-of-home placements. 
Local success with wraparound has sparked additional collaborative initiatives, which cur-
rently include a trauma-informed system of care initiative and a model court plan for child 
abuse and neglect. 

In Livingston County, Michigan, we know community collaboration is here to stay.
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Your Source for a Quality Workforce
National Council JOBank
We’re the only online national career board dedicated to behavioral health. Now you can find 
top-notch candidates online for executive, administrative, policy, clinical, and direct care openings 
simply, quickly, and all in one place — at your own convenience.

 Advertise job openings to a national talent pool. 

 Browse resumes to find suitable candidates.

 Set up annual subscriptions for unlimited postings.

National Council E-Learning
Easily institute a blended training approach using classroom-based, community-based, and online 
educational programs with Web-based Learning Management Systems from Essential Learning.

 Provide access to thousands of e-learning courses with CEs.

 Track and report staff training and competency.

 Meet compliance, licensing, and insurance requirements.

www.TheNationalCouncil.org/RecruitandTrain
Steeply discounted 
for National 
Council members.

JOBank
EAP Coordinator/Staff Therapist 

The staff member in this position is responsible for coordinating the planning and implementation of services to community 
businesses and industry. These services include employee assistance programs, training programs, and organizational 
development programs. This staff member also provides clinical services (including substance abuse treatment), clinical 
supervision to assigned staff, as well as a range of community consultation and education services Position Requires a 
Master’s degree in Social Work with ability to obtain certification by Employee Assistance Certification Commission, and 
be eligible for Indiana Licensure as a Clinical Social Worker. Southern Hills is a not-for-profit community mental health 
center located in South Central Indiana. Services are provided in Jasper (Dubois County), English (Crawford County), 
Paoli (Orange County), Tell City (Perry County), and Rockport and Dale (Spencer County). To apply, send letter of interest 
and resume to: recruiting@southernhills.org or Human Resources Office Southern Hills Counseling Center, Inc. P.O. BOX 
769, Jasper, IN 47547-0769 / visit our website at www.southernhills.org 

Psychiatrist 

Join the Range Mental Health Center, which is located in the premier four season recreation area of the upper mid west. 
RMHC provides mental health and chemical dependency services to over 6,00 persons yearly. We have a dedicated 
staff of 250 providing a full array of out-patient, residential, rehabilitation, school based and housing services to 
children and adults. Our psychiatry department gives extensive nursing support to three psychiatrists, and four advance 
practice nurses who provide outpatient and inpatient services. We offer a competitive salary and benefits, signing 
bonus, and relocation expenses. HPSA and J-1 waiver qualified. The cost of living is low, we have excellent schools, 
wonderful housing options and a lifestyle rich in outdoor opportunities. Contact Gordon Hoelscher CEO ghoelscher@
rangementalhealth.org, 218-749-2881, RMHC 624 S. 13th Street, Virginia Mn. 55792, or visit our web site at www.
rangementalhealth.org

DO YOU WANT MORE THAN 
JUST A JOB? 

Pacific Clinics invites you to share in 
the rewards of helping children and 

families while developing a 
foundation for your career! 

Pacific Clinics is a private non-
profit behavioral health agency 
providing multi-cultural, family-

focused and client-centered 
behavioral health services to our 
clients, families and communities 

since 1926. 

Exciting career opportunities 
available for: 

Directors, Managers, Supervisors, 
Therapists, Mental Health Workers, 

LPT/ LVN’s and positions in 
administration. 

Clinical Supervision Hours 
Available for:  

MSW, MFT, PsyD. 

PACIFIC CLINICS OFFERS: 
♦   Competitive salaries 
♦   Bilingual Differential 
♦   Up to13 ½ paid holidays 

Up to four weeks of paid    
vacation per year, plus sick and 
bonus days 

♦ CE Courses 
♦ 100% dental insurance 

premiums paid for employees 
♦ 90% HMO medical premiums 

paid and up to 70% premiums 
for dependent coverage paid 

♦ Vision 
♦ Defined Contribution Retirement 

Plan
♦ Paid professional/educational 

days 
♦ Career Development 

Engagement♦Learning♦Personal 
Growth♦Professional 

Progress♦Culturally Specific 
Programs♦New 

Horizons♦Evidence-based 
Practices♦Challenges♦Success

To apply on-line, visit our website 
www.pacificclinics.org.

Pacific Clinics is an Equal 
Opportunity Employer.

More job ads on page 57



NATIONAL COUNCIL MAGAZINE • FALL 2008 / 65



66 / NATIONAL COUNCIL MAGAZINE • FALL 2008

Bayview Center is partnering with MDLiveCare to introduce a new kind of 
physical and behavioral healthcare appointment that is long on convenience 
and quality and short on wait times and traffi c jams. Easy-to-use webcam 
technology and our patent pending software now make hours spent in a 
crowded waiting room a thing of the past. 

Meet with your doctor and/or therapist in real time and participate in live 
consultations from the comfort of your home. It’s secure, it’s confi dential, 
and it’s here now.

www.MDLiveCare.com
www.bayviewcenter.com

House Calls
Quality mental health and substance 

abuse treatment in your home

1701 K Street NW, Suite 400

Washington, DC 20006-1526

www.TheNationalCouncil.org

Nonprofit 
Organization
U.S. Postage

PAID
Permit No. 356

York, PA




