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State legislatures in 2000 and 2001 have recognized that children with mental health problems face significant barriers in obtaining treatment.  Debates on how to access treatment, how treatment services should be organized and paid for and how to provide them are occurring in state legislatures in every region of the country.  During the past year the debates over the use of restraint and seclusion, psychotropic medications, children and schools and how to plan for, organize and pay for children services have become more heated.  What follows is a review of 2001 state legislature trends and activities through August 1, 2001 related to suicide, medication, restraints and seclusion, commissions and task forces and major system reorganization efforts.  An addendum of enacted legislation through August 1, 2001 is included.
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Children and Medication

· There are two dangers that exist in considering mental illnesses in children and adolescents.  The first is that some children will be treated unnecessarily with psychiatric medicines.  The second is that children with serious mental illnesses who would benefit from medication will not get it.

· Neither situation is acceptable.

· The U.S. Surgeon General has called for increased screening, evaluation, and treatment of children with mental illnesses.  Much more research also must be conducted to better define diagnoses and appropriate treatments, and to determine the benefits and risks of different treatment options.

· NAMI supports both increased federal funding for research on childhood mental illnesses and legislation to require pharmaceutical companies to conduct studies of the safety and effectiveness of specific medications in children, when children are likely to have them prescribed.

· Children and adolescents do develop significant biologically based mental illnesses.  Lack of treatment can affect their overall physical and mental development, including the ability to learn. 

· Failure to intervene early can result not only in the loss of a childhood, but also lost potential—and loss of a child’s future.  For some children, medication is appropriate and very helpful.

· However, relatively little scientific research exists to guide the use of psychiatric medications in children and adolescents—and almost none for pre-school children.  It therefore is especially important that children receive a thorough evaluation by well-trained child specialists and other therapies be considered.  Particularly for very young children, intensive therapy should be provided before considering the use of medication.

· Unfortunately, children do not always receive the thorough evaluations they need, particularly in the Medicaid system, the juvenile justice system, child welfare system, and some managed care systems. 

Legislative Trends:

The use of psychotropic medications to treat children with mental disorders remains a controversial issue.  In a number of state legislatures, advocates and opponents, parents and experts are debating this issue.  In 2000 the Washington State legislature passed a bill requiring a study of children who were taking psychotropic medications and were receiving state services.  This Report was released in January 2001.  The 2000 Legislative sessions yielded the enactment of study commissions in a few states.  In 2000 California, Florida, Georgia, Rhode Island and Washington, as noted above, enacted legislation related to medication and children.  In 2001 the pace quickened.  Arizona, Idaho, Indiana, Connecticut, Mississippi, New Jersey, New Hampshire, Utah, Minnesota, Oregon, North Carolina and Virginia had bills introduced in the 2001 session. Through August 1, 2001 the following bills or resolutions had been enacted: Hawaii SR 92, CT H 5701, North Carolina S 542, Oregon H 2682, Utah H 170 and Virginia HJR 660.  These laws tended to fall into three categories: 

(1) Tracking the psychotropic medication use of children receiving state 

      services (NC) 

(2) Restricting the ability of school staff to recommend the use of psychotropic medications (CT, OR, UT)

(3) Studying the role medications play in the treatment of ADHD and ADD (HI, VA).  

As the rate of psychotropic medications prescribed for school aged children continues to rise and interest groups, state governments and the media weigh in on the issues related to the administration of these medications to children, state legislatures will be the vehicle to create policy on this issue.  It is not unreasonable to anticipate a significant increase in the number of these bills in the 2002 and 2003 legislative sessions.  It should be noted that in the 2001 session four bills died in committees or were vetoed.  These debates will remain contentious.
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Suicide

· Persons under age 25 accounted for 15% of all suicides in 1998. 1 From 1952-1995, the incidence of suicide among adolescents and young adults nearly tripled.  From 1980-1997, the rate of suicide among persons aged 15-19 years increased by 11% and among persons aged 10-14 years by 109%.  From 1980-1996, the rate increased 105% for African-American males aged 15-19. (National Center for Health Statistics)

· For young people 15-24 years old, suicide is the third leading cause of death, behind unintentional injury and homicide.  In 1998, more teenagers and young adults died from suicide than from cancer, heart disease, AIDS, birth defects, stroke, pneumonia and influenza, and chronic lung disease combined. (National Center for Health Statistics)

· Among persons aged 15-19 years, firearm-related suicides accounted for 62% of the increase in the overall rate of suicide from 1980-1997.  (National Center for Health Statistics)

· The risk for suicide among young people is greatest among young white males; however, from 1980 through 1995, suicide rates increased most rapidly among young black males.9.  Although suicide among young children is a rare event, the dramatic increase in the rate among persons aged 10-14 years underscores the urgent need for intensifying efforts to prevent suicide among persons in this age group.  (National Center for Health Statistics)

· Research shows that changes in brain chemistry are associated with the risk for suicide.  (NIMH Suicide Facts)

· The results from a 1996 study by the Columbia TeenScreen Program revealed that while a significant number of children and adolescents suffer from depression and suicidality, many go unidentified and untreated.  Only one-third of study participants who suffered from major depression, one-fourth who were suicidal, and one-half who had made a suicide attempt were in treatment at the time they were screened.  According to the National Institute of Mental Health, scientific evidence has shown that almost all people who take their own lives have a diagnosable mental or substance abuse disorder, and the majority have more than one disorder.  In other words, the feelings that often lead to suicide are highly treatable.  That’s why it is imperative that we better understand the symptoms of the disorders and the behaviors that often accompany thoughts of suicide.  With more knowledge, we can often prevent the devastation of losing a loved one.
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Legislative Trends:

In the past three years ten states have enacted a law or resolution to study and, in some cases, upgrade their suicide prevention methods.  New Mexico, Oklahoma, Oregon and Utah have passed laws that specifically relate to suicide awareness and prevention for children.  In 2001 Virginia passed S 1190, which requires the development of a suicide prevention plan and makes recommendations to the legislature for system change.  Oklahoma enacted H 1241 which created the Youth Suicide Prevention Act along with an 18 member Youth Suicide Prevention Council.  Minnesota’s legislature failed to enact S 754 that detailed significant system change along with a broad-based suicide prevention and intervention effort.  As public tragedies involving violence and/or suicide seem to drive the need for legislatures and state agencies to react to suicide in children and adolescents, it is difficult to project the future level of activity on this issue.

Restraint and Seclusion and Residential Treatment

· In October 1998, The Hartford Courant published an investigative five-part series that revealed an alarming number of deaths resulting from the inappropriate use of physical restraints in psychiatric treatment facilities across the United States.  A 50-state survey conducted by the newspaper documented at least 142 deaths in the past decade connected to the use of physical restraints or to the practice of seclusion.  The news report also suggested that the actual number of deaths is many times higher because many incidents go unreported.  
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· According to a separate statistical estimate commissioned by The Courant and conducted by the Harvard Center for Risk Analysis, between 50 and 150 such deaths occur every year across the country.

· In October 2000, President Clinton signed the Children’s Health Act of 2000, P.L. 106-310.  This significant new law established national standards that restrict the use of restraint and seclusion in all psychiatric facilities, which receive federal funds, and in “non-medical community-based facilities for children and youth.”

Legislative Trends:

In the 1999-2000 legislative sessions many state legislatures introduced bills on the use of seclusion and restraint in an array of facilities serving adults, adolescents and children.  Some bills were enacted.  A few of these initiatives targeted facilities serving children.  In 2000 North Carolina, New York, Florida and Rhode Island passed legislation related to children and restraints and seclusion.  Federal rules have now set the standards for the use of restraint and seclusion.  In 2001 thirteen state legislatures heard bills related to residential treatment (MS, OK, CT, AR), reportable incidents (ME, VA, MD), out of home placements (AR, MT, ND) and bringing states into compliance with federal regulations (NY, ID, IL, TX).  Laws were enacted in Virginia (HJR 660 and S 1159), Oklahoma (H 1824), Nevada (S 116), North Dakota (H 1385), Idaho (S 1210), MS (S 881), Montana (S454), Connecticut (25 of DSS implemented) and Maryland (H 78).  Four trends seem apparent when reviewing the 2001 session:

(1) States are moving to be in compliance with federal regulations on restraint and seclusion.

(2) Laws are being passed to upgrade the reporting requirements of licensed facilities.

(3) States are looking are more closely at the nature and duration of out of home and out of state placements and seeking to create alternatives.

(4) Reporting and discharge standards are being upgraded.
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School and Community Based Mental Health Services

· Over 50 percent of pediatricians and teachers note that they do not have adequate information, training and resources to identify and assist children with mental health problems.

· Most primary care providers do not recognize mental health problems when children are seen in health care settings.

[image: image7.wmf]
Legislative Trends:

The identification of children with mental health needs and access to care continues to be a significant barrier that children in need of treatment and their families face.  Many states have passed laws on the issue of school based mental health services; however, few are enacting legislation that focus on mental health services in schools.  The following states prior to the 2001 session passed laws that directly relate to comprehensive school based mental health services: CA, CT, FL, HI, ID, IL, LA, MD, MA, MI, MN, NJ, RD, SD, TN and TX.   It is possible that some of the states not listed provide such services through department budgets, or service is simply not stipulated or not funded through state law.  In the 2001 session Montana (HRJ 1) and Connecticut (Sections 42-49 of the ACC the Expenditures of the Department of Social Services) enacted legislation that focuses on the connection between schools, state agencies and the funded treatment agencies.

System Reorganization

In January 2001 the Surgeon General released a National Agenda on Children’s Mental Health.  NAMI supports the reports goals and objectives and will work with policy makers to ensure that a better system of care is created for children and families.

· Family education and recognition of early indicators of potential mental health problems.

· Increased education of front-line providers, including health care professionals, teachers, school counselors and coaches.

· Increased training of health care professionals in scientifically proven, state-of-the-art approaches for assessment, treatment and prevention.

· Continued scientific research.

· Connecting research and practice to public policy on access to care.

· Increased coordination of mental health services for families.  The report will note that no primary mental health care system evens exists for children and adolescents.  Treatment and services are fragmented across many institutions, including too often the juvenile justice system.

· Reducing stigma associated with mental illness.

· Increasing public awareness. 

· Family and consumer involvement in education and treatment plans, as well as encouraging further family advocacy at the local, state and federal levels.


Legislative Trends:

With revenues in most states on the decline and the cost of health care on the rise, state legislatures will continue to seek efficient and effective methods of providing needed mental health services to children and adolescents.  In 2001 most states were cautious.  They tended to create task forces and commissions to look closely at reorganization, collaboration and cost effectiveness.  States are seeking to bring schools, juvenile justice, addiction services, child welfare, mental health and families closer together to create a more accessible and effective system of care.

In 2001 four states have enacted legislation to upgrade services within their juvenile justice system for children and adolescents with mental disorders and/or addictions.  These states are Arizona (S 2246), Illinois (SR 140), Texas (H 1901) and Virginia (SJR 440).

Ten states have enacted laws that will, to varying degrees, work to reorganize their mental health system of care for children and adolescents.  These laws or resolutions range from studies of new ways to organize, integrate and collaborate Arkansas (HR1036), Florida (S 1258), Montana (HJR 1), Oklahoma (HCR 1004, H 1115, H 1417, H 1824), South Dakota (1025) Texas (H 1478) and Oregon (S 144) to appropriations of funds to move system change or expansion Indiana (S 538), Connecticut (S 2005a), Florida (S 1346) to legislative language that directs system organization (Minnesota S4a).  New Hampshire enacted legislation that creates in law the role of family support.  H 635 outlines the educational, support, system planning and oversight roles of family members.

In the 2001 session the most comprehensive change or system reorganization of a children’s mental health system to date occurred in Connecticut.  Much of the language that created the Connecticut Community KidCare came from a lengthy planning process that the Commissioners of Children and Families and Social Services were statutorily required to implement and develop.  This system reorganization was created by the legislature through a series of bills and the appropriations process.  Bill # 2005 created the Community Mental Health Strategic Investment Fund, which will aid children in transition.  The KidCare community system of care will be created by the use of blended funding to provide intensive, wrap around services in a family centered local system of care.  Funding for KidCare will increase by $5.5 million in FY 02 and by over $11 million in FY 03.  Funding for residential treatment will also increase significantly.

As of September 1, 2001 the following state legislatures remain in session: California, Massachusetts, Michigan, North Carolina, New Jersey, New York, Ohio, Pennsylvania and Wisconsin.  This Report reflects all enacted legislation through August 1, 2001.
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Children and adolescents can and do have severe and persistent mental illnesses.  In the United States, 1 in 10 children and adolescents suffer from mental illness severe enough to cause impairment.  However, in any given year, fewer than 1 in 5 of these children receives needed treatment.  We are now facing a public crisis in mental healthcare for children and adolescents in which the systems of care created to take care of the needs of these children are failing them instead.





According to recent evidence compiled by the World Health Organization, by the year 2020, childhood neuropsychiatric disorders will rise proportionately by over 50 percent, internationally, to become one of the five most common causes of childhood morbidity, mortality, and disability.  Concerns about inappropriate diagnosis -- either the over or under-diagnosis of children's mental health problems -- and the availability of evidence-based, scientifically-proven treatments and services for children and their families have sparked a national dialogue around these issues.  There is sweeping evidence that the nation lacks a unified infrastructure to help these children and many are falling through the cracks.  Too often, children who are not identified as having mental health problems and who do not receive services end up in the juvenile justice system.





In January 2001 the Surgeon General released a National Agenda on Children’s Mental Health.  NAMI supports the reports goals and objectives and will work with policy makers to ensure that a better system of care is created for children and families.





Family education and recognition of early indicators of potential mental health problems.


Increased education of front-line providers, including health care professionals, teachers, school counselors and coaches.


Increased training of health care professionals in scientifically proven, state-of-the-art approaches for assessment, treatment and prevention.


Continued scientific research.


Connecting research and practice to public policy on access to care.


Increased coordination of mental health services for families.  The report will note that no primary mental health care system evens exists for children and adolescents.  Treatment and services are fragmented across many institutions, including too often the juvenile justice system.


Reducing stigma associated with mental illness.


Increasing public awareness. 


Family and consumer involvement in education and treatment plans, as well as encouraging further family advocacy at the local, state and federal levels.





In December 1999 the Surgeon General released a Report on Mental Health which affirmed several core principles underlying NAMI’s public policy approach on children’s mental health.  The report highlighted the needs in education, research and service delivery, which were important in the treatment of children and adolescents.  Highlighted issues were; 


the need for families to be an essential partner in the delivery of mental health services for children; 


 the understanding that serious childhood mental illnesses are biologically based illnesses; 


 the lack of treatment options—while one community may have an innovative mental health system for children and adolescents another state or community may have no available services; 


the system for delivering mental health services to children and their families is complex, the patchwork of providers, interventions and payers 


contributes to the lack of treatment; 


there is a desperate need for appropriately trained child psychiatrists, psychologists and social workers.








Restraints are human or mechanical actions that restrict freedom of movement or normal access to one’s body.  Since the development of more effective psychotropic medications, emergency situations have become increasingly rare.  In fact, some hospitals have moved to restraint-free policies.  In current practice, physical restraints are sometimes imposed involuntarily for control of the environment (actions taken by facilities to curtail individual behavior to avoid having to use adequate staffing or clinical interventions); coercion (designed solely to force the patient to comply with the staff’s wishes); or punishment (actions taken by staff to punish or penalize patients).  NAMI rejects these as legitimate reasons to impose restraints.








The burden of coping with serious mental illness among our youngest and most vulnerable citizens has long been assigned to institutions of home and school.  Due to the neglect in establishing appropriate resources and services for children with mental illness, parents and teachers have, by default, become primary providers.  Schools now exist as de facto mental health systems for these troubled children…


-- Parents and Teachers as Allies, NAMI.





Every year, more than 30,000 Americans take their own lives.  Suicide is the eighth-leading cause of death in the United States, and the third among our youth, ages 15 to 24.  Most suffer from treatable mental illnesses, biological-based brain disorders that can lead to tragic consequences.  The majority suffers from some form of depression. 





In 1999, the Surgeon General, David Satcher, M.D., issued a Call to Action to Prevent Suicide.  Today, this Call to Action has been followed up with the release of the National Strategy for Suicide Prevention (NSSP), the result of a two-year collaboration between advocates, clinicians, researchers, and survivors of suicide.  The National Strategy addresses the very serious public health problem of suicide with a community-based public health approach that calls on a variety of organizations and individuals to become involved in suicide prevention.  The NSSP is the first national attempt to prevent suicide by designing a framework for coordinating resources and services at all levels of government including federal, state, local, and with the private sector.  It offers a plan to develop effective services and programs through recommended changes in the judicial, educational, social services, and health care systems.
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