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Please stand by for real-time captions.  

 

Hello and welcome to the alternatives for residential treatment for students Coppens,. I is Joe Albee 

operator for today's call. At this time all participants are in a listen only mode and later will conduct a 

Q&A session. Oh not for the conference over to Mr. Ian Wellington of NDRN. Mr. Watlington you may 

begin.  

 

High thank you Joe and welcome to this installment of the quarterly call. At this time we're going to talk 

about alternatives to residential treatment for students and some of you may have students that are 

facing that were would like to know what the status is for kids who have quote unquote behavioral 

issues. And alternatives to those residential settings. I am pleased to have my colleague Ron with me 

who will discuss this in detail. I want to point out two things. One is that the captioning if you are 

watching us -- the captioning is on your right if you are looking at the screen and it says captioning 

during the live event. There will also be an evaluation. The PowerPoint is also available above that link 

that that will also be emailed to all those who registered for the call at a later time. Pretty soon after the 

presentation.  

 

I will stop talking and let the more important speaker. Ron Hager. Take it away Ron.  

 

They do so much in and I highly would say I am the more important. We see students with disabilities all 

too often whether there is a problem at the school or in the community. Being placed in residential 

treatment centers. The goal is obvious he to have those students remain in the community and not be 

placed out of the home. We're going to be looking this afternoon at several of the legal provisions that 

are currently in place that can be made better use of to provide alternatives to residential treatment. 

Specifically we're going to be looking at the individuals with disabilities education act or IDE a and part 

of the Medicaid program and the third piece of it is the -- will get a court case settlement that actually 

tried to integrate some of these things into a viable package that could actually work we're going to be 

dividing this session up into three pieces today. At the end of each segment we will pause for questions. 

There were probably some additional time for questions at the end before I turn it back over to Ian. I will 

be forwarding these slides along. As I said the first part of our session this afternoon will be looking at 

community-based mental health services that can be provided under the individuals with disabilities 

education act or IDEA. As you know under IDEA every student with a disability is entitled to a free, 

appropriate, public education that is designed to meet the unique individual needs of the student. The 

services are supposed to be in the least restrictive environment to the maximum extent possible. 

Obviously if we are comparing a placement any residential program versus a school-based or 



committee-based program copy community and school based would be much less restrictive. The bias 

really under IDEA is in favor of these alternatives to residential treatment. Under IDEA another piece of 

this is that there is a huge prevention focus built into IDEA. The goal is to address needs of students with 

disabilities to meet their individual unique needs without waiting until there is a significant problem that 

needs to be addressed whether it be through suspension or other removal from school or putting 

students in residential programs. The whole system under IDEA is to do good evaluations, to get good 

information about the student to go up with a good plan to meet that students needs and hopefully the 

goal would be to working on preventing the behaviors and ameliorating behaviors before they get out of 

control the other piece of IDEA is that IDEA itself we think of educational benefit and all too often the 

school district are focused on academics. If the student is doing well academically but is having 

significant behavioral problems that is just not a school problem. But right in IDEA itself the definition of 

an educational program is academic and functional needs of the student. That functional piece is 

everything else that is not academic. This is a first tip for advocates of the of a student that may be 

doing well academically but is having significant behavioral issues in the school you should be looking at 

the non-academic needs of the student as part of the IEP process. Having said that by way of 

introduction, under IDEA the services that a student is entitled to our special education and related 

services. I'm not going to go through all of the related services. Will be here for seven days. But I want to 

focus in on a few of the definitions of related services that can be used for a student with behavioral or 

mental health needs. They have been in the regulations since 1978. But they are little known and less 

used. You very rarely will or whatever will see a stone school psychologist or someone like that working 

directly with a student. It's the typical if you get counseling on IEP the typical thing you'll be seeing is a 

guidance counselor working with student. I want to focus first on what the eye -- IDEA provision says 

and then we will go from there. The first one is parent counseling and training. That is a related service. 

The purpose of parent counseling and training is to give parents the skills that they need so they will be 

able to help support implementation of the child's IEP for the school day student or the IFSP for the 

preschool student. When we talk about why someone might need a residential program one of the 

things is strictly brought up if they're going to need the consistency that carry over the top -- 24 hour a 

day so they get carryover and consistency from the school and the home. If they don't get that then they 

may need to get a residential placement. Right up front, we can provide services to the parents to help 

them. It's not going to get everything hundred percent but to help the parents know what types of 

approaches are being taken in school, what types of approaches are working to help them learn and be 

able to do those kinds of approaches. On the IEP side the other the parents role in developing the child 

program is to give the schools the information about what is working at home. We have both sites 

should be happening here but from the training for the parents is a specifically a related service that's 

included in IDEA. The next one another little-known one is psychological services. The definition of 

psychological services actually includes providing psychological counseling to either the child and or the 

parents. Isn't that incredible? You can get on a student's IEP assume that these significant behavioral 

needs that needs that counseling the you have to go somewhere else for that are you have to go here or 

there or whatever. You can actually get the school to provide the counseling that that child needs and 

obviously again to help the parents deal with the issues of that child. That has always been in IDEA since 

1978.  

 



The other one that the corollary to that is social work services. Many times the student is going to need 

coordination between difference programs and different activities and services that are happening in 

the community. One of the key roles of the school social worker is to help integrate those services to 

help that child in adjusting in school. But also the school social work can also provide counseling to the 

child and the family either group or individual counseling to the family. We all know how strapped 

schools are. But this is really what is there. This is what is there. How much would it cost to do a 

residential placement for a student versus providing social work services. A developed. It could be all 

three. It be a parent counseling and training, individual psychological counseling, and social work 

services to help coordinate in the community. I did this training for a group of attorneys in Virginia. 

When I went through these provisions about IDEA they were squirming a little bit because we know that 

this is just not something that is typically done by the school system. But it's there. It's there. There is 

some help for the schools. The schools are responsible for ensuring that this is being provided. However 

and this is the IDEA side of Medicaid and the little bit but it's very clear under IDEA that Medicaid can be 

used to pay for IDEA covered services. However it requires consent -- notice and consent from the family 

before they access the public insurance for the student.  

 

There is a bunch of rules that came out in this regulation from February 2013. And the next several 

slides go through a lot of detail on all this. I will not go through all of the details but I do want to 

highlight a couple of the key points about what Medicaid rules are and how a school can access the 

parent Medicaid. The first one is that they must give notice to the parents about that they want to use 

Medicaid. If a family is already -- is not already enrolled in Medicaid, they cannot require the family to 

enroll. Additionally there is even with Medicaid there can be out-of-pocket expenses. There are also can 

be effects on available to coverage for other services. That also is a limitation on the schools use of 

Medicaid.  

 

In addition at the use -- public insurance is the phrase these they could just put in Medicaid every time 

you see public insurance. For school based students it will probably be the biggest one it could be a 

state-based programs as well that could be considered public insurance. But Medicaid will be the biggest 

game in town. If the parents wanted to have covered for other services outside of school, and are using 

Medicaid in school would reduce that an that would be a reason you would not want to use Medicaid 

for the in school services. Or if there was going to be some limitation on coverage as a said earlier or if it 

might effect the family's eligibility for a waiver that these are all things that would limit the parents use 

of Medicaid. This is only for the families that you have Medicaid. This could be a real bonus for 

everyone. It can be a truly win-win situation. If a family is able to use the Medicaid funding to pay for 

these school-based services, that would free up a lot more money for the school district to then be able 

to provide other students or other services for that student or services for other students in the school. 

This could be a really big resource. I told you before how the school attorneys were squirming like talked 

about what IDEA requires. And then when I told him about Medicaid being available they were like wow. 

Many many school districts are very adept at using Medicaid funding for occupational therapy, physical 

therapy or speech therapy and they have many of them have systems in place. But what they did not 

know or have not developed is systems for funding school-based mental health services and psycho 

logical counseling for example. I know in California they been doing it very well and they ran into some 



problems when the state was trying to reduce Medicaid funding. But this can be -- this is something the 

school may not even be aware of in your community. This could be something that could be very helpful 

for everyone to focus on getting better and more comprehensive individualized services for the student 

and trying to come with additional resources to help the school in that function. If the services are being 

provided even if they are being paid for by Medicaid, and if they are being provided based on the need 

of the student, it goes on the IEP. And any coordination that might need to be done if it's -- if Medicaid is 

being funded pay for committed to basement of health services are not a surly a school counselor all of 

the coronation that needs to go on to make it a viable alternative between the parent, school, and the 

counselor to get everyone on the same page all that should go into the IEP. The only think that would be 

changed is that the school would not be paying for the service. But all of those services would be 

provided pursuant to that students IEP. The last point is if the parent do use Medicaid, they do have the 

right to withdraw their consent for services at some point. If something comes up and they feel that 

they need to use the Medicaid for something else they can withdraw their consent. And the school 

would be required to continue to provide those services even though -- because it's agreed-upon 

service. Let me pause here to ask if there are any questions from anyone on the eighth -- IDEA and 

things we discussed so far. The and you want to coordinate the questions?  

 

I was on mute. Joe open up the lines and I will mention something.  

 

Thank you. we would now begin the question and answer session. If you have a question please 

press*one on your touchtone phone. If you wish to be removed from the queue please press the #or the 

hash key. There will be a brief delay for the first question is announced. If you're using a speakerphone 

you may need to pick up his handset before pressing the numbers. If you have a question please 

press*one on your telephone keypad now.  

 

Ms. Kassie read  

 

You think this makes a difference doing this for out-of-state because those here in West Virginia we 

have so many students that are out-of-state we have over 490 under 18-year-olds that are living in 

residential places out-of-state.  

 

When I said presidentially could be either in state or out-of-state. And so the goal really of this session 

today is trying to beef up the community-based services to reduce the reliance on those out-of-state 

basements and any other residential placements. Yes.  

 

Ms. Carol Cannon  

 



I am in North Carolina. You probably are aware that managed care organizations and public entities 

manage the Medicaid money in North Carolina. Especially for behavioral health services. How would this 

work? I'm just curious to know how that would work? I think they are used to doing things a different 

way. I am not sure in North Carolina to my knowledge that there actually working with the schools 

specifically with Medicaid. Do you know?  

 

I do not know what they are doing in the schools in North Carolina specifically. I would assume that 

some of the people they be programs in North Carolina PNA might know was going on. I would doubt 

that they are not using Medicaid. I would be very surprised if they were not using Medicaid at all. I guess 

if they are using Medicaid for something. Even -- we're going to get to the Medicaid rules in just a 

moment. But even when you're using managed care the managed care program still required to comply 

with Medicaid provisions. And I know in New York in the assistive technology concept -- contacts the 

managed care programs are trying to ignore the Medicaid rules and then legal services is continuing to 

do process against the managed care agency because they were not following the Medicaid provisions. 

And finally they got it. It might take some additional advocacy to get this going. We are just planning the 

seeds and laying the groundwork for what could be done. But the fact that it's managed care may make 

it more difficult procedurally but the rules would be the same.  

 

Thank you.  

 

Pat McGinnis  

 

This is Pat I'm also in North Carolina. I'm in the western part of the state. Carol is at the opposite end of 

the state. I do know here in the western part of the state the when they identify someone a child or 

adult that may be eligible for Medicaid that they go ahead and help them with the process to get that 

set up so they do have that as an option to use in the school or in the community or wherever.  

 

Great. There is at least some infrastructure at least in some parts of the state. Medicaid by the way is 

supposed to be a statewide system except for the waivers when they have regional differences 

potentially but the general Medicaid rules whether it's operated by managed care or regular is still going 

to be statewide. There has to be consistency across the state.  

 

Tom  

 

It's Jonathan Witt's from Arkansas. My question is some schools here they identify certain providers that 

provide Medicaid services. Can they do that? If the child needs services from outside provider but that 

school won't let them in it forces them to change that provider or not use those services in the school.  



 

That's an interesting question. Under the Medicaid provisions itself, parents and family has the right to 

choose the Medicaid provider that they want to use. It sounds like what you are saying is the school is 

adding its own condition upon who they want in the school have somehow that if these people and we 

don't know exactly why they might be doing that it's really the school that is insisting and not the 

Medicaid agency. That would be a hard question to answer. The services have to be appropriate so if the 

school is insisting on only this or that agency to provide the services that there could be a showing that 

that agency really cannot meet the needs of the student then that would be a clear argument that they 

have to go beyond their own approved Medicaid providers under IDEA. The other thing is the parents 

could withdraw consent for using Medicaid and force them to use clever at their own expense. 

Potentially threaten and say we're going to withdraw consent for Medicaid services if you will refuse us 

to bring our person in that we want to bring in then you are not going to get paid. We're not going to 

use Medicaid pay for the service. Maybe you could use some of that as a bargaining chip to try to get 

them to open up their policy. Obviously we know for mental health services that the report that is 

developed between the counselor and the person I the student or adult is critical I can see why the 

families would want to use the people they are already using. That's the best answer I can give you for 

that. Maybe to have some or strategizing within your program in Arkansas about other ways you might 

want to look at addressing this issue.  

 

We have time for one more question.  

 

If you have a question please press*one on your keypad. At this time I'm showing over the questions 

from the audience.  

 

Let's move on. As I said for each segment we will have some questions and at the end if there are 

additional questions we can go into more questions at that time. Let's now look at the principles under 

Medicaid itself for what they can do for providing community-based mental health services.  

 

Medicaid covers people from birth to death if they meet the financial and disability or other criteria for 

being eligible for Medicaid. Are not going to be going into what the Medicaid eligibility rules are. We're 

going to assume for the moment that the person is eligible for Medicaid. Under the Medicaid program 

there is a specific subset of services first people between birth through 21 and is called the EPS DT early 

periodic screening diagnosis and treatment. The weight Medicaid works typically there are required 

mandatory service categories and optional service categories and so states can choose not to provide 

every single potential Medicaid service for an age group. But under EPS DT or birth through 21 they have 

to provide the full range of services to all children. The whole reason is that the prevention concept that 

if we can provide really competence of care to people when they are younger we hope that I won't need 

as much care as they get older. I think as part of the rationale behind this. You're going to get offended 

by this but I'm going to give you the technical legal definition and the Medicaid system was created in 



1964 so the nomenclature is not really that pleasant. Here it is. Early and periodic meaning you do it 

early as soon as you identify a potential person that might need something and periodic means once you 

done it once you don't stop there. You have to continually and regularly be doing a screening which is 

not a full-blown assessment but just some basic checklist mechanism to identify if there is something 

that needs to be additional evaluations done. So if something comes up based on the screening and 

we're going to do additional diagnosis and additional evaluations. And this is the phrase you are going to 

be upset about to ascertain physical or mental defects. And as I said that's really the way it is worded 

right in the statute. We could use the work condition or of the much better and maybe at some point 

they will think about rewriting that word as they have done with other provisions of the law. We now 

use intellectual disability and other places where nomenclature has been amended this is a place it 

would be nice to see some of them and to the terminology. So you do the screening and many do an 

evaluation and then based on what is uncovered you provide care or treatment or other measures to 

alleviate the problem. So everything is based on the screening and what comes up as part of the 

screening and then what services are needed. That's why they have all of those phrases. Early, periodic 

screening diagnosis and treatment. It's a package deal. We're really looking at trying to identify and 

prevent and correct problems that might come up before they get to severe.  

 

The PSD program requirements include this outreach and informing so how you do early screening if 

people don't know about it or don't know they might need it. So you want to get the word out to all of 

the medical service providers and community service groups and people that might be eligible for 

Medicaid. There's going to be a lot of outreach to maximize the word that the system is available. Then 

we do the screenings. Any child would be coming in would get the screening. And the screening as I said 

you're looking at a large number of potential conditions that we might need to look into in further 

detail. Once you have done the screening if you find areas that have been elevated or indicate a 

concern, then you do further evaluations to get a good diagnosis of what might be going on. The 

screening does not give us a full picture so the evaluations might take no it's not really an issue right 

now or it might find yes this is a concern and we have to do the next steps. The next steps are 

treatment. Making whatever services are needed to alleviate or ameliorate that condition. Another part 

of Medicaid generally that applies here is that there has to be adequate provider participation. The 

payment rates and other things have to be sufficient to ensure that there is adequate provider's to meet 

the needs of the people that are getting or need the services. This also could include adequate 

geographic coverage to make sure that there is regional coverage for people that might need services in 

different parts of the state. And also reporting. There is going to be reporting back requirements as part 

of this program. Really the screen and evaluation drive the system. The screening determines what 

treatments will be given. How do we know what they screen for and what connection if any is there to 

issues of behavioral or mental health concerns? This next slide shows you what the screening must 

include. This is a generic screen and then we're going to get to another site in the second that gets more 

specific. You can see this is not just looking at mental health issues but looking at the child or person as a 

whole. Gross and fine motor developed. Communication skills or line which developed. Obviously 

behavior we believe is a form of communication. If we have a person with behavioral issues we want to 

know is there problems with language usage or committee kitchen abilities because that can have an 

impact on behavior and self or self care skills. Social and emotional developed. That is always the most 

directed to behavioral issues. Ability to engage in social interactions. That also has a huge impact on 



behavior. And in cognitive skills and functioning on problem solving or reasoning. It could be other 

things as well. You see in the generic screen a whole scope of things that we are looking at and then 

anything that is marked as of concern we're going to do additional evaluations to see if that individual 

will need services or what they call treatment. Specifically social and you interaction munication are 

mandatory parts of this screen. For adolescents -- I do not get all of them but I wanted to narrow down 

to a few specific examples. Identifying the potential learning disabilities so if the school has potentially 

make positions could not identify it then to relations again as critical piece of behavior. Psychological 

and psychiatric problems. In the vocational skills as well are all part of the screening for adolescents. As I 

said once you have identified an issue then you have to provide the services to ameliorate the condition. 

The first piece of this session about the idea -- IDEA requirements and now we're looking at what the 

Medicaid requirements are . You can see how Medicaid can be a significant funder of behavior and 

mental health services.  

 

I was turned onto this by the way in a different training. A friend of mine was doing a training on 

assistive technology. We were presenting and I was doing the special ed piece and she was doing the 

Medicaid piece. When she came across this wording in the Medicaid regulations it was like nirvana for 

us. We weren't even talking about behavioral or mental health issues so we saw immediately the 

connection and how it could benefit any potential here for meeting the mental health needs of students 

with disabilities through Medicaid and then wrapping that in to the Medicaid funding of services. We 

have IDEA saying that Medicaid can fund the services and you have Medicaid saying that they are 

covered services. So I think this is a really rate potential. I want to stop again to see if there are any 

additional questions before we move on? Any questions about Medicaid or the Medicaid IDEA 

connection ?  

 

Before you open the line there are a couple of questions in the chatbox.  

 

One of them is from Merrin and the problem I see in for my aunt is finding Medicaid providers for 

school-based services. I guess the question would be what do you do if you can't find a provider?  

 

Under Medicaid rules the provider is going to be a Medicaid provider. In generic form. When we get to 

the Rosie the case you're good to see about the potential to get the provider into the school. But if you 

don't have adequate providers for school-aged youth that are Medicaid eligible, that would be a 

Medicaid challenge. That would be the that they don't have sufficient coverage. They probably have to 

raise their rates or do something to get adequate coverage.  

 

Do the parents have to give consent for EPS DP or will the school do it anyway if they see a child with 

significant struggles?  

 



This is where we are trying to connect dots between the two worlds. EPS DT exists separate from the 

school. So you go to your doctor you have a child that is four years older whatever age and you are 

eligible for Medicaid. You go to your doctor and your doctor is required to implements this EPS DT 

protocol and is creating and make referrals to appropriate service providers. That happened on the 

Medicaid side independent of the schools. On the school side if you have a student with a disability with 

mental health needs or whatever that would be something that Medicaid could fund we are also 

focusing on the mental health needs then you talk -- you can say to the school or the school may say to 

you if they know already that you are on Medicaid or they may ask are you on Medicaid. And then the 

school would then need consent to contact Medicaid and to then use the services. You've got these two 

systems separate and the school would be the one to make the connection. The school would make the 

referral with consent for billing and provision of the services. The piece that is not connected here it 

doesn't have to be done in the school. Under IDEA it does not have to be done in the school. There is a 

lot of benefit to having it done in the school. And obviously they have done a great job in California of 

integrating these services right into the school and that is the wave of the future. So the dots are not all 

connected that these are the tools try to get. Connected.  

 

Joe are there any questions on the phone line? Smack  

 

If you want to ask a question please press*one on your telephone keypad.  

 

Ms. Carol Cannon  

 

It may not actually be a question that more of a statement of frustration.  

 

Welcome to the world of  

 

This is the second comment that I have made or question but again North Carolina the eastern part of 

the state -- I'm on the opposite part of the state from Pat but my hometown which is kitsch County I 

discovered a few months ago that the school system here is not allow any providers to go into the 

schools to work with children. What do you have to say about that situation? How would that be 

resolved?  

 

I don't know if you can force the school to have a provider come in to the school. You can definitely 

force the school to have the providers talking to each other and communicating with each other. The 

beauty of -- the best way to do it by far is to have it done in school. Many schools are paranoid they 

don't want people coming in and seeing what they are doing. They don't want access to the teachers or 

to the students. They are close minded and closed places. That is not a good strategy. It's not a good 



way of delivering anything is not a good mindset to be operating under. Positive behavior intervention 

and support model is definitely not that model. You've really got to reeducate the school systems to 

understand that they can do their job much more efficiently and effectively and better if they can bring 

in community resources into the school. Potentially this might be something to work with the state 

education agency on to try to develop a better understanding and better protocols and better practices. 

But it's probably hard to force a provider into the school. But you Crystal force the school to pay for it. 

The out of school funding for the service. You can require the service and -- they don't they can use their 

own funding but you are giving them a resource that if they want -- you can force them to provide 

psychological counseling if the kid needs it. And talk to them to really how they want to do it. If they 

want to use their own person and pay him out of their own pocket is typically the school psychologist 

are running around with almost no time to do anything but evaluations. Or do you want to have them 

open the door and let some other resources in. If you have a resistant district the fight is going to be 

forcing them to put individual counseling from a psychologist onto the IEP. If that's the kid needs. Force 

them to do it. Say this is a school-based issue. You provide it and we're not been used this we're not 

going to use Medicaid. You do it. And you pay for it. And maybe then they will start to be more open 

about looking at other resources. It is their obligation to ensure that the services are provided. We're 

giving them an alternative way to funding. That will help them meet their needs. That's really how we're 

looking at this.  

 

Thank you.  

 

There is another question in the chat pod. There are school psychologists qualified to provide individual 

counseling and/or therapy. I tend to think of them as well you have hit on this as evaluators. Smack  

 

That's all they do. They are trained quote unquote you would much rather have a clinical psychologist or 

licensed clinical social worker working with a student rather than a school psychologist but a school 

psychologist -- I don't know. I would assume the school psychologist would be better trained than a 

guidance counselor in individual counseling. The real issue and this is why I was forcing the issue with 

this other color -- the real issue for the school is they don't have time. The guidance counselors have 

either people on their caseload. How's a guidance Council going to do individual one-on-one counseling 

for how much time you might need? 30 minutes or 60 minute sessions twice a week? The school 

psychologist their job is to be -- is taking up with doing evaluations. This is trying to buck that and push 

the envelope to say -- they say deferred deferred to her. Any kids in need anything more than a 20 

minutes a week of guidance counselor they're going to say that you have to go outside of the system. 

When you look at the definitions of counseling and ecological counseling and social work services and 

counseling and training. These are things that are the school's job. If the student's behavior is affecting 

them in school which 90% of the time it does, I've had a couple of cases it over the years were a student 

was able to keep it together barely but able to function in school and then come home and blowup and 

lose it. Because they just had enough whatever mental health stamina to make it through the day but 

then that was it. They were done and so the school -- we had a hard time whooshing the schools to 

provide the counseling. Now we -- in that case would look to outside writers. But 99% of the time the 



students having trouble at home is having trouble in school. And the school is saying it's not our 

problem. But if it's affecting the student in school it doesn't matter what the cause is. It's the effect on 

the student in school. It's not just academics. That's the other piece of assets why I started with what is 

education? That's kind of the things that we have to use as tools to get this cool to take ownership of 

these behavioral issues and realized that they do have an obligation to meet those students needs 

rather than just bring them out into the residential placement or throwing them out into community 

services. That was a pretty good sermon there I think. [ Laughter ] smack  

 

We can take one more question.  

 

Pat McGinnis.  

 

My biggest question is where I live in the western part of the state the foster care system is exploding. 

Many of this is due to substance abuse but there are so many kids that should be getting some of these 

services before they are ever removed from their home but the parents are extremely resistant to 

anyone talking to their kids. I guess that's why I asked the question before. When people know these 

kids need help but the parents aren't coming forward, and the parents are actually not that involved in 

their children's lives, how to be so and get the help they need or do they just have to wait until they get 

removed from the home to get any help  

 

That's a very good question. And it's obviously a big part of the problem in any many cases. IDEA 

assumes the parents are going to be actively engaged and good sound solid advocates for their children. 

Medicaid who is going to get kid to the doctor? The family has to get the kid to the doctor and have to 

make the apartments and get the kids to the appointment and get everything done. To ensure that 

those kids needs are being met. And so we have the foster care child welfare system is another system. 

I'm going to be getting into that that's the third segment. I will hold off on that if there are any other 

questions on the other issues we will go to those questions and that is not to move on to the next 

segment. At the end -- you probably will have more questions at the end so in what might be coming 

back to that question at the end.  

 

Thank you  

 

We do have one more question in the queue. Jamie Jetson  

 

-I'm also calling from North Carolina. Pats question had me think of something that I am wondering how 

other states are doing as far as making family care support specialist or use partners is something that is 

Medicaid available in order to bridge that gap of support and increase more family involvement in 



getting their kids to appointments and supporting them with navigating the mental health services. Do 

you have any thoughts on that as a way of filling the gap here not only in North Carolina but we see it 

nationally as a practice in terms of dedicated billable services as a way of filling the gap in supporting 

families and students or youth to access services.  

 

Definitely. In many times we were programs have that kind of component as well. You will see in this 

next section that a huge piece of his mental health system delivery model is based on getting support 

for the families as well. I'm not really that sure about how much is available under straight Medicaid 

because this case was involving a bunch of different legal theories. It's taking all the systems together 

and make them all accountable. Let's move onto the next session -- section. If your question is not being 

answered then let's come back to that.  

 

This is a very wonderful case. Very copperheads of looking at really trying to put these systems in place 

and work together to get a viable alternative using the existing laws that are already available and 

putting them altogether. This case is a settlement that we're going to be looking at in a few minutes. I 

don't know all of the legal theories they used but they had a win their case in court first. We're not going 

to talk a lot about the legal strategy but I will say a couple of points about this. When you look at some 

of the services that are being provided you can clearly see that the EPS DT Medicaid system was part of 

the process and maybe a huge part of the process of getting this done. Can also see child welfare 

provisions that came into play. I think that probably another legal strategy is the Americans with 

Disabilities Act. The Olmstead case that talks about don't unnecessarily segregate people with 

disabilities if committed to based services will be appropriate and available. And so this is a way of 

taking the IDEA and Medicaid and ADA in Olmstead and putting it all together into a very comprehensive 

very well structured and very well organized system of delivery. Not perfect. But this was a court case 

Rosie B I'm sure I think in Massachusetts was involved in the litigation. They won the case and this 

settlement those I will just summarize this some of the key points of this settlement as a result of 

winning the case. This was a session that was done at NDRN a few years ago with Steve shorts and Diana 

Smith Howard. I stole this slides from the presentation for this part of our session this morning. This is 

the pathway to home-based services. This is really looking at developing home-based services and not 

school-based services. But there is a school component to it. This is how do we get the families involved. 

There are -- this is the key pieces of the puzzle and we're going to go into more detail in the rest of the 

session. The pathway to home-based services these are some of the principles or the necessary 

components I should say. Screening or identification, mental health evaluations, referral for care 

coordination, competence of home-based assessments, wraparound treatment planning, and the actual 

delivery of services. All of these pieces go into the puzzle. The principle of home-based services are that 

they provided in and across multiple settings in environment not just home. Even though it's home-

based but clearly other committed to based settings such as schools. The services are viewable with 

reasonable promptness that they are offered at the frequency and duration of the student or youth 

needs. In the youth and family drive the service delivery process. And it's delivered consistently with the 

goals and objectives for that individual and the goals are objective enough that they can be monitored 

and the plan can be modified as needed. The first one is the steps involved next is the principles and 

then these are some of the core components. As we go through these components you will see there is 



some overlap and I think that may be intentional. There will be some systems that sound like they are 

doing the same thing but it has to be all part of a coordinated package. Each individual service may have 

duplicate coverage categories but in terms of how we deliver the service to the individual we're not 

going to be having -- let's get the whole package and you do this and I will do that so you will see in the 

definition some overlap but in the plan will not have overlap to be consistent and copperheads of. The 

first piece is in intensive care coordination. As you know York with youth that have significant needs 

there's going to be many agencies involved and many players involved. Adding coordination of all of 

those services is critical piece of this. Also they want to work in partnership with the family and youth to 

ensure meaningful involvement in the process. You want to be an shoring that everything that needs to 

be done is done and that there is planning and coordination with all the different agencies schools and 

other service providers. Again you can't force the school to have services provided but you can force the 

school to work with the service providers.  

 

It also prepares and oversees implementation of a single integrated treatment plan which I was talking 

about before you would see these definitions has overlaps and but to come up with one comprehensive 

integrated plan for this individual.  

 

In addition to the intensive care coordination there are what are called family partners. The family 

partners work in conjunction with the in-home therapy, outpatients and care coordination. This family 

partner is a person -- this is the piece I think it really gets to your questions about engaging the family on 

this delivered by a person with experience caring for a child with special needs and the various child and 

family service systems and that they support the caregiver which is either the parent or another 

adjusting the child's behavior will health needs and identifies both formal and informal supports and 

offers support and navigating the child's system and fosters empowerment through coaching. Family 

partner is going to be the individual that would be probably involved in much of this engaging the family 

and supporting the family and encouraging the family helping the family. That's really a piece of this that 

is I think -- I don't know. When I heard this just rocked me and said Mrs. awesome. They really seem to 

think about all of the pieces that need to go into a good service puzzle. And try to address all of those in 

the court approved it so the court had to have a finding that these were all things that are allowable 

under the different laws that were involved. And then in-home therapy which can be 24/7. It could be 

ongoing but also the potential for urgent response if something needs to come in right away of easily 

other is to wipe your people in residential placement is because what happens if they have a breakdown 

in the middle of the night? You don't have to send a person to institution you can have the providers, to 

the home.  

 

Continue to work on fostering understanding of family dynamics and family stressors and problem-

solving. This is not just for the individual for the family. You know these families are overwhelmed. 

Helping them problem solve and helping them to get additional resources -- you can see many of these 

are over and over. According care to these categories when you need from that category. You don't 

have to have seven people coordinating care they only to be working together but you only have one 

person that is the lead on coordinating care. The therapist will both with the youth and the family 



developing and limiting a treatment plan. Without it. Professional and aid the nontrade therapist also 

provide support to the student and family that would not necessarily -- the therapy but would be more 

like assistance and support.  

 

The next service delivery model is the in-home behavioral services. As opposed to their being. This may 

be more behavioral intervention types of therapies to work on reducing negative behaviors or increasing 

positive behaviors. The sound a lot like school like the function will behavioral assessment in the 

behavioral management plan and the monitor helps to let the plan and modeling and reinforcing 

positive behaviors and reducing negative behaviors. Again you can see how there is a lot of overlap but 

there might be some special piece to this that might be more or less needed for an individual person.  

 

This again is designed to support those in the system the family and the student and provide one-to-one 

relationship between the paraprofessional and the youth to address daily living communication and 

other types of skills. Includes coaching and training and age-appropriate behaviors. Problem-solving 

conflict resolution interpersonal relationships using recreational and social activities. This mentor is 

basically someone that can model these types of activities. Do they need in-home behavioral support or 

do they need therapeutic mentoring? I probably depends on the level and degree of the severity -- the 

more severe person might need behavioral service and someone that may not have as much severity 

may be able to benefit just from mentoring. Or maybe you can transition from the services to the 

mentoring. All options can be coordinated and integrated. Next mobile crisis intervention. Which is the 

crisis response team. They can be there within 60 minutes or less and can be available for up to 72 

hours. They are designed to assess and yes click and stabilize. Set of having the kid go to the hospital or 

psychiatric ward of the hospital you bring the crisis team to the home to try to stabilize the situation and 

stabilize the individual. And up to 72 hours means that they can go and things look good and they will 

come back to their going to have to go again. They also the potential for that up to seven days. There is 

part of this mobile crisis intervention. There is a potential for crisis like a hospitalization up to seven 

days. Anything more than that would probably go out of this system into a different system. So they 

developed this settlement decree that is been incremented for a number of years now and they have 

been monitoring it and assessing it how they are doing. And they do feel that they have some significant 

accompaniments so far. This has been a good alternative for diversion from court involvement. It's a 

good alternative for out of home placement and support for reunification and for the student the foster 

care child welfare system. It is used primarily as an alternative because it is not a school to the primary 

benefits here have been in reducing juvenile justice placements and involvement in foster care and child 

welfare placements. But any port in a storm. The students do cross systems. They've also been able to 

find cases of abuse and neglect in the home as part of the in-home support system. Since they are in the 

home more than you typically find. Here are the challenges.  

 

Educating the school and leadership about the system. Promoting constructive engagement and 

communication. Developing strategies for effective collaboration and information sharing. Supporting 

educational without relieving school of the response built his I would qualify that a little bit. And my 

approach I would say supporting school authorities in meeting their IEP response bilities. We can include 



these services in the IEP. How are we going to get that community engagement? And the medication 

between the school based providers looks a division of a school based social worker to me. In the 

schools collected to cooperate you get the social service on the IEP in the may have to cooperate. But 

you do really need to get the IEP team involved right up front even though these are systems outside of 

the school. These are not -- they could be things coming into the school but it's possible for that. We all 

busy like to see that as much as possible. You differently have to get the IEP team involved. You have 

identified these are services that are being provided by others but that are definitely part of your 

obligations under IDEA to meet the school needs of the individual student. That's going to be a huge 

piece of this. To get them to see that they do have an obligation. But these are their kids and these are 

even though they're not services typically done by a school or in a school but they do affect the student 

in school and therefore they are connected to this educational program.  

 

The crisis stabilization they found was a huge issue in Massachusetts. The obviously in Massachusetts 

you are not talking about the same problems you might have in rural North Carolina or other parts of 

the country. They did have existing residential treatment programs and they were trying to get an 

alternative to them to be the crisis stabilization but they had a real hard time developing that. To 

develop an alternative to the existing residential treatment basement. -- Placement. They also 

difficulties both in juvenile justice and travel fair. Obviously you're an adversarial context in juvenile 

court. Many times they don't get into the system until they have gone well beyond the early stages of a 

problem that is part of the reason why you might want to have the EPS DT if you have a good family 

could get the kid in for earlier less intensive services earlier. Conventionality issues although you can do 

-- confidentiality of a you can do consent all around. Clinically linguistically and appropriate services. 

That was part of the model was the culturally appropriate but in many parts of the country you don't 

have a full range of resources like that. For those who were not already in Medicaid they have problems 

getting through the Medicaid process. And referrals for services but for those that are already in 

Medicaid it might be easier for that. Clarifying roles and coordinating efforts in the team process. As we 

said there are these definitions that overlap. If you have this is my job know this is my job. You are 

getting all of these people to give up some turf to truly develop an integrated plan that would meet the 

needs of the student it's always going to be a practical implication. That's it for the slides. We have 

another seven minutes or so before you take over for the rest of the call.  

 

Before we go to the phone we have some people typing away into the chat pod. The first question is 

from Patricia. Where do they go when they need crisis stabilization bed but no beds are available?  

 

That is really part of the system enhancement where they have to be in sure adequate beds. The goal 

here is prevention. The more interventions and appropriate the interventions are, hopefully the less 

need there will be for the stabilization or crisis bed but there are going to be needs for crisis beds. They 

have to have enough beds.  

 



Whether it's a hospital-based thing or a psychiatric or longer-term hospital it will be an advocacy issue. 

To the extent that Medicaid funds it if Medicaid funds it they have to ensure school. If they don't have 

enough Medicaid funded beds that is a Medicaid case and you can that you can make  

 

The next question is what do you know about the success of schools that implement the PBI S? Do 

schools that implement this report better outcomes or practices that align with with wraparound 

services or 

 

There's a lot of parts of the question. If PBI S is implemented with fidelity, it's awesome. You see 

increased attitude in the school as a whole. You see decreases in out of school suspensions. Decreases in 

uses of three straight and seclusion. Decreases in court referrals. And increases in academics. PBI S is 

primarily a behaviorally-based system but the findings are is that when the whole environment of the 

school is enhanced. The behavioral needs are being met in academics is increased as well. So the general 

model of PBI S does not include school-based mental health services the pure three services. They can 

and that's where I think California has really gone -- the lead in the country on providing the school-

based piece of the services and engaging in the wraparound process. The more that a school is brought 

into the PBI S model, the more likely they are to buy into it and engage in the wraparound as being part 

of that wraparound team. But I can't give you a definite answer on numbers on that.  

 

This is a complex one as well. In tackling the so-called troubled teen industry of private piece of 

behavioral modification facilities many referrals and upcoming if not most come from the private 

educational consultants that not necessarily make referrals to give kids options before recommending 

these programs. What can be done to ensure that the child has due process rights so to speak, that a 

parent has good intended or otherwise cannot simply be institutionalized child without resorting to less 

restrictive versions? And fall victim to predatory tactics in the institutions? Basically these consultants 

come in and recommend these kinds of -- and imagining some behavior modification types of facilities 

or programs. What are they due process rights?  

 

The primary model under IDEA is the parent is the one that would do the request for due process. Up to 

the age of majority at 18 when the rates go to the student really go to the student without any joint 

jurisdiction. If the student is under 18 and the student is disagreeing with out with the parent about 

what the parent is doing on their behalf that I think that the student could attempt -- could ask for due 

process. Certainly as a PNA I think we could ask for due process on their behalf. That is not the ideal of 

you see the ideal is not to have the student and parent and opposite sides of the table and due process. 

The better way would be to get the parent understand what is available as an alternative for the student 

that would be what should and could be tried as an alternative. But yes many times these kids are 

signed off. If it goes to the child welfare system there is checks on that but it's the school or residential 

placement through the school system the parent says yes and the school says yes then the kid goes. 

Unless the child can ask for due process on their own. But it's not an easy process if the parent and child 

are at odds under IDEA.  



 

[ Inaudible - multiple speakers ]  

 

I see the thing on the bottom with Boot Camp's. Really we have the authority to go into those situations 

and take action against those entities if we find abuse. I know that we have been successful in cases 

getting people out of their and gain them into a more appropriate setting the one come becomes most 

my Mike is the juvenile justice home in Iowa. Some of the kids were there for the foster system and the 

juvenile justice and they basically got all those kids out of their into less restrictive less severe 

alternatives. We can use our authority in the camp as opposed to getting -- other way of getting the kids 

out I guess.  

 

You can correct me wrong but I used to be a special ed Advocate. What would you do in these 

situations?  

 

I would guess it's the other way around where you just both the behavior and educational needs of the 

student. Many of these boot camp like programs have cookie-cutter academic or access to any kind of 

curriculum. My first goal would be to see if that is a free and appropriate public education for the 

student because it's not very individualized and that in itself might be a complete issue that could get 

them out of that situation. Maybe.  

 

I guess my question is what if the parent is the one that wants this placement even though US the 

advocate believe it's really an appropriate? How would you get or were you successful in getting the 

parent to see the light? Or what do you do if the parent was just trying to wash their hands of the kid?  

 

Unfortunately when I had to deal with the situation like this, the student had to decline or regress more 

in such a setting and then the parents saw the light and then advocated to get the child out. It was not a 

very pleasant situation because it took things getting worse before they got better.  

 

I think the more you can get support for the family earlier on -- these parents get overwhelmed and they 

get tired and fed up and they are done with it. The more that we can have these structures in place -- it's 

going to be a long-term process. But the more we have a structures in place as alternatives to support 

family, the more they won't feel so frustrated or lost or overwhelmed and not feel that they have to 

resort to this. The whole point of this is there has to be this alternative in that community for a parent to 

be looking to so they don't think they have to send their child to these places. Really we are trying to 

develop an infrastructure as an alternative to those options. So the parent doesn't end up going that 

way. It's not the direct answer to the question but really that's the goal of this whole session is to try to 

get to take this model and there are others doing across the country as well. There is a whole 



wraparound website that provides resources to committees that are trying to do these wraparound 

services. We really want to try to develop. We can't just say don't send them to the residential programs 

if there is nothing else available that can meet the family's needs.  

 

Let's go to Joe and see if there are any questions on the line.  

 

Joe are there any questions in the queue?  

 

We do have a question from Celia Wallkill spec  

 

Mrs. cilia from Charlotte North Carolina. Mecklenburg County. I want to go back a little distance you 

talked earlier about the family partners. I may coordinator in my area and that perked my ears. I may 

have missed some of it but could you give me more information about how family partners are being 

used in service delivery or is it still wishful thinking? Or do you discuss at length and I missed it? I don't 

want to have to go back through everything again  

 

Amigo back to the slide. -- Let me go back to the slide. This is what they have in the agreement about 

what the role is. I am not there so I don't know exactly how it's working. But this is really what they are 

looking for from the family partners. It's an additional resource to help coordinate services and someone 

that specifically experienced in working with children with special needs and with families in this context 

to provide support for the family as they are going through this system. And so this is really just one of 

the pieces of this puzzle that should be available to help the family. I think what he said was we talk 

about these families that are overwhelmed. This could be one of the key pieces of the package.  

 

It absolutely is. In our state some partners play a big role. I'm just wondering if I guess I'm hoping it's 

something that's going to be promoted and encouraged so that all states can encourage their legislators 

and voting persons who make decisions about what will be funded and not funded in a particular state. 

We struggle with that a little bit in North Carolina in that we have a great need for family partners but 

we only have Medicaid funding for peer support which is a consumer peer support and not as much for 

the family part of it. Obviously it's a great need and I was hoping that this service delivery would be 

something that could be implemented throughout the states whether they have is a Medicaid billable 

service or not I heard you say that it's written into the plan or something and I thought let me get more 

about that.  

 

Is anything you could make of able through Ian that we could access online  

 



All of these pieces are part of the Rosie D Maximus. -- D settlement. These are all the things that they 

got the court first of all the state agreed to provide them. And the court agreed to sign off on this. This 

was part of this Rosie D case that actually -- this is the model. From this PowerPoint. There are 

additional resources I think that you might be able to get to you about the Rosie D case and how it can 

be done in your state. If you're the try to do something similar. It would not even because this is not part 

of my area of expertise but we do have people that could help facilitate any kind of others tried to 

develop this.  

 

I can Google Rosie D settlement and get much more information as it relates to this component is that 

right?  

 

We can get you more information with if you get in your contact information we can send you more 

information.  

 

Thank you.  

 

I will give you my contact information at the end of the call. As those of you  

 

Someone typed in there is a Rosie D website. Is that available to everyone backs  

 

Yes if you are online let me read it for those on the phone. Not everyone can see it. Apparently it has all 

of -- it's www.rosied.org. 

 

Anyway as a follow-up to this call if anyone needs more information go through Ian and we can do 

whatever. This was done by the Center for Public representation which is ATA provider to NDRN. We can 

definitely -- this is something that we can try to replicate elsewhere.  

 

At this point I would like to -- I know many of you are still typing into the chatbox and some of you may 

still have questions. I will have you go through me and I will put my contact information into the 

chatbox. And if there are certain things that I can facilitate through Ron or someone else on our staff I 

will do that. But I will be the first conduit and at the very end of this presentation I will put in my contact 

information. So don't click out right away.  

 



I'm sorry that we can't answer all of the questions due to the interest of time but thanks again to Ron. 

This is the part of the call and we don't have as much time as usual because there were some 

excitement about his process and I wanted to leave more time about that. But if any of you have news 

to share about what your advisory counter is doing that you want to share with other advisory councils 

that are on the webinar and or call, this is the time to go into the queue. Also any suggestions -- I will 

always up for suggestions about what other topics you find are needed and you can also -- those on the 

computer can also type those topics into the chat pod as well. And I will try to get them written down. I 

get any success stories that you have or ideas for the next call. Joe we will go to you and see who 

response.  

 

If you have a question please press*one on your telephone keypad.  

 

Pat McGinnis  

 

This is more just a statement. I want to let you all know that our Council met a week or so ago and we 

voted to take a stand in support of the Barber bill rather than come out against the Murphy bill. Without 

the Barber bill was more inclusive. There may be changes that still need to be made but that is the bill 

that North Carolina has voted to take a stand on. In support of it.  

 

Thank you so much. That was interesting. And important news about those two bills. They will affect us 

all I think. Thank you for that at.  

 

You're welcome  

 

Kassie read  

 

It's just a comment. On September 18 most of our Council members were able to take the advanced 

psychiatric directives training. One of the PMA staff who does at the state hospital came and did it. It 

also for anyone who does not have that West Virginia advocates does have it on CD format. So they can 

just get the information from Ian on how to contact West Virginia's PMA and also not only am I the PMA 

chair but effective Wednesday for one year I will be the president of our West Virginia advocates Board 

of Directors.  

 

Excellent. Were getting some good representation. This is great.  

 



I am now typing my email in the box so but for those of you who cannot see it it's 

ian.watlington@ndrn.org 

 

You can call us at NDRN as well and they will find a way to find me. Are there any other questions news 

or ideas?  

 

As a reminder to ask a question please press*one on your telephone keypad.  

 

Pat McGinnis  

 

I wanted to thank all of the North Carolina reresentatives that called in. I think it's fantastic that we have 

so much interest from North Carolina on this call. I want to thank you folks at NDRN for presenting on 

this topic.  

 

Thank you. And you are right North Carolina is presented quite well today. Thank you all for joining us 

and we will continue to provide what we hope is good content for you.  

 

At this time there are no questions from the audience.  

 

It is 4:28 Eastern time by my computer. -- 4:26 according to my cell phone. If there are a few more 

statements or questions again the quarterly call is -- we have not decided on the next topic but it will be 

in three months approximately. We will get a date out to you as soon as possible. I would look for that 

within the next couple of weeks because we like to get a date out even if we don't have the topic to so 

you can put it on your calendar. Other any final ideas or comments or questions?  

 

-- Are there any final ideas comments or questions?  

 

I will take that as our final moment here. Again thank you Ron for the great presentation. I think it 

generated some good energy and good questions and I really appreciate that.  

 

AQ Ian and thank you all for your comments and questions it was great have so much interaction.  

 



Again just the email is the best way to get a hold of me and I know where Ron works. And I know where 

his office is. So if you have questions specifically that need to go to Ron I will get it to him and we have 

other folks that you may have questions for the movie better to answer than I will take it through to 

them as well. I am your first contact  

 

That is the issue because I really don't know some of these systems as well as others in the office. So 

depending on what your question is Ian can work with the rest of the staff to figure out who the best 

person to get back to you is. Smack again this should be on our website in the next couple of days. Again 

thank you so much for joining us. I hope you enjoyed this call it seemed to generate a lot of energy and 

that makes me feel good. Again if you have ideas in the meantime then email me about the next call. 

With that on behalf of Ron and the rest of the staff that helped put this together I wish you all a good 

evening. Thank you for joining us.  

 

Thank you everyone. Goodbye.  

 

Thank you ladies and gentlemen. This concludes today's conference. Thank you for your participation. 

You may now disconnect. [ Event Concluded ] 

Actions  

 


