


Q 
Robert, do you have a meuage 

for those who minister to people 
with your sort of eJtperience? 

Always listen to your kid. 
Because some kids think nobody listens to them. 

Sometimes people do, but they don't read between the lines. 
Some things I used to say, you had to read between the lines to understand, 

and a lot of people really didn't understand me, 
and I always wondered why that was. 

I am Robert Martin and I am 18. I am graduating from North Clayton High School this year. A lot of 

people told me I wouldn 't- I would nc\'er go to a public school because I've always been in aJterna~ 

tin: schools or in institutions. •:• I have been in and out of institutions since I \\as 7. Bv the nme I was 

l 0 years old, I had been in Georgia mental health institutions 14 times. They told my mother that she 

should just leave me alone, \\'hate\'er happens happens. I'm proud of my mother. She stuck by me. he 

fought for me. \Vhatcver I've been through, she's been by my side. •:• At 14, I was in an institution 

called Devereux. I \\'Cnt through a 10-leYel program in six months and was discharged. I still had 

problems. Hillside '' .1s my last institution. •:• I've been out tor three years. I go to therapy. E' erybod~ 

sa~ s I am doing great. I do not take medication. I took myself off medication because it "'as not 

helping. Since I han: been off medication, I hare done better. •:• I still thank my mother to this day. 



The light bulb finally turned on when I realized what It was that was wrong with me. 
All those years, I thought, "Well, I'm crazy," 

until for once someone sat down and explained to me exactly what was wrong with me. 
That Is when I really started to change my life. 

When I could see why my brain reacted the way it did, 
then I could take steps to change that. 

Different places, different hospitals, helped me in different ways. 
And they all helped me in one way or another. 

It was a combination of that and the love and support of my family and friends. 
But basically, the turning point was knowing what was wrong with me. 

Because a lot of kids don't. They're just told, "You're sick." 
OK. I'm sick. What's wrong with me? 

If I had cancer, they would say, "You've got cancer, and this is what's happening 
and what you have to do; these are your options." 

But with mental illness, it didn't work that way. 

My name is Danielle Smith; everybody calls me Dannie. I have been diagnosed with a mental illness 

since I was about 6 or 7 years old. Through that time from then to now, there have been a lot of hard

ships and a lot of joy. •:• One of my first doctors told my parents that they should beat the crud out of 

me, which we all know is not the way you do things. One of my doctors told my parents they should 

have left me alone and let me die. I'm glad that they didn't. •:• I'm 22 years old. I own my own house. 

I have a good job. I drive a car. I graduated from high school and am close to graduating from college. 

Somewhere down the line, about two years before I graduated from high school, they told my parents, 

"She won't graduate, she won't go to college, she won't drive a car, she won't live on her own, she 

won't live outside of institutions, and she'll never hold a job." I defeated the odds and I did all 

those things- and that is probably the thing that most made me realize that I am finally normal. 

Throughout my whole life, all I ever really wanted was to be normal like everybody else. And I am. 
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Q 
Robert, what h been your mostirusthltin time? 

Could you ~e d0111e anytlllng to chaftP;that? 

A 
When I was put In Georgia Regional Hospital my first time, 

that was my longest stay. It was very frustrating. 
[Friends and workers) tried to make It easy for me. My mom tried. 

But six months was too long. 
I forgot what the house I lived In looked like. 

I didn't know anything from the outside. 
I would change all of that, I would. 

If I had known I would have been staying that long, 
I would have changed It completely. 

Dannie and Robert help us understand what young people face as they s 

with a challenge: Are we doing the best we can for the most vulnerable youn 

help in that process. Its contents are adapted from the annual Georgia Men 

scientific basis and background we need to help us shape our decisions and 

cerns of those who have experienced mental illness as patients and family 

Their needs are tremendous. We have had some success in working together. 

hard, we have told many, many people-elected officials, the business and 

Now our immediate focus is on keeping children and families at the center of 

gotten all we wanted. So we will keep on moving ... generating hope, 
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Q 
Dannie, what was mst ~tine for yoa? 
What would have Improved your treatment? 

A 
The most Important thing In services Is for the professional-

the doctor or staff person-to listen to us. Who knows better what I need than me? 
Nobody. Nobody knows better what I need than I do. 

A lot of times, because a child is under 18, they don't listen. 
But the turning point, one of my turning points, was having people listen. 

You've got to listen to what we think and what we want. 
That takes a caring staff, a staff that Isn't In it for the money, 

and there are places where some staff Is. 
A lot of staff Is there because they want to help kids. 

I would say 95 percent care. But some don't. 
Caring staff, people who listen to what we want, what we think. 

and programs that are centered around our Individual needs. 
That can make a very big difference. 

e with mental illness. It's important to hear from them. They confront us 

people among usr Most of us want to do more. This booklet is an attempt to 

Health Forum, held at The Carter Center. It ranges from a discussion of the 

llaborate with others who share our concerns, to the feelings and deep con

bers. Our common goal is to help our children, the children of Georgia. 

e are headed in the right direction, we have made progress, we have worked 

· us community, media and professional people-about mental health issues. 

efforts. In the past, we may have moved a few mountains. But we have not 

responsibilities.- Rosalynn Carter, Host) the Geo1lJia Mental Health Forum 
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0 
ne of the most touching 
moments in my life came 
shortly after I had begun 
work at tl1e National Insti

tute of Mental Health, when a young 
person-a courageous teenager-told 
me her story. Since then, I have felt a 
passion, not only to help others tell 
their stories, but also to spread the 
"gospel" of the new sciences that are 
helping us understand the disorders of 
brain and behavior. 

We all have a role to play, to 
reach out to others, tO teach others, to 
make a difference for the one. 

I have a bumper sticker I trea
sure; it says, " Honk if you're on 
lithium." You'd be amazed how many 
honks I get: police cars, pickups, 
young teenage girls. One funny experi
ence happened at a stoplight. The car 
behind me honked. I looked in my 
rearview mirror and the fellow behind 
was pointing at my car. I thought I 
must have a flat tire. I roiled down my 
window and saw nothing, rolled down 
the right window and saw nothing. I 
thought it must be a rear tire. So I got 
out of my car and walked back as the 
driver behind holds up his vial of 
lithium. 

I said, "Yes." 
It is important to do everything 

we can to reduce stigma and spread 
tl1e message of this new understanding 
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of the brain with me public and with 
policy makers. 

The brain is a precious organ, the 
most complex organ of the body. 

Like any other organ, it can become 
ill. And like so much of the body's 
mechanisms, the brain is mysterious. 
So it is no surprise that many new pa
pers and news magazines in the past 
few years have carried lead articles on 
our new discoveries of the brain. 

We now ee- literally-brain 
functions once thought impenetrable; 
we actually can identify parts of the 
brain that are responsible for specific 
functions. In the structural changes 
that take place with each new memory, 
we can see dear evidence of brain 
activity. 

Not only can we pinpoint some 
brain functions, but also we can exam
ine the brain's chemical receptors to 
learn what is happening when the 
brain remembers, for example, or 
when the brain sends the hand a mes
sage to pick up a pen. Basically, the 
brain communicates by chemical mes
sages. One neuron- separated from 
other neurons by a tiny space called a 
"synapse"-spurts out little chemi
cals-neurotransmitters-to a receiv
ing neuron. 

We have more than 30 different 
kinds of these neuron receptors. Re-

search further indicates specific recep
tors very likely are associated with 
specific mental illnesses, such as 
schizophrenia, attention deficit disor
der, or ob essive compulsive disorder. 

Once we locate receptors and 
pinpoint the disorders with which they 
arc associated, we believe we will be 
able to design more appropriate
more effective and more efficient
techniques to treat those receptors 
that seem to be out of balance, over
active, under-active, or perhaps even 
missing. 

Scientists are using neuro-imag
ing techniques to study the extent to 
which, when we treat a disorder or an 
illness, we can see changes in brain 
functioning. Such re earch is exciting, 
because it shows improvements in 
brain functioning with specifically 
targeted medications corresponding to 
those achieved through psychotherapy. 

I nvestigator Bill Greenough has 
been studying the impact of early 

environments on mammals-specifi
cally, on rats, \vith whom we humans 
share about 85 percent of our genes. 
(By the way, we share about 95 to 98 
percent of the genes of primates. ) 

In a complex and stimulating 
environment-a kind of Disney World 
for rats of colors and shapes and things 
to do-rats are enriched, experiencing 
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mental and phystcal growth much like 
''hat occurs in their natural habitat. 

However, when rats are isolated 
and their environment deprived, when 
they are locked in glass cages and 
given no stimuli, they become entirely 
different animal . 

Is this d iftcrence stored in the 
brain? And can we "read" that behav-

ioral conditioning in the neurons? Dr. 
Greenough asked. 

He disco,·ered that, in fact, the 
stimulating environment did increase 
the cell tzes of the neurons, the capil
lary growth, and the complexity and 
number of connections among the 
neurons. 

The implications on human 
maturation arc clear: early enrich
ment's demands on areas of the brain 
result in the body pumping more 
sugar and more oxygen to the grow
ing, de,•cloping neurons, which in turn 
become trongcr and bigger, very 
much like the mu des of a weight
lifter. 

It is not news that a child who is 
timulatcd, a child who i enriched by 

emotional and physical nurture, will 
grow into a being more healthy, men
tally and physically, than one who is 
deprived of nuturc and stimulation. 
That is not what makes Greenough's 
study amazing. 

What Greenough's research 

CHILDREN'S MENTAL HEALTH 

Q 
That's oee of our big worries. 

As a result, we are forming an umbrella 
organization that is working to incorporate 

scientific findings Into the training 
of medical students, mental health 

providers and psychiatrists. 
By teaching people about these new 

sciences, we hope to get our 
treatments out Into the "real world." 
We'll move from "efficacy studies" to 
"effectiveness studies" that can be 

replicated by real practitioners. 
That Is going to be the Issue: 

How do we get these treatments 
to work for clinicians and not 

be so difficult, so cumbersome, or so 
unaffordable they can't really be used? 

shows is that our neurons can sprout 
new connections and that this neuron 
grO\\ th continue -at least in rats
pretty much throughout life. In con
trast, the ability to sprout new capillar
ies decline over time. 

The importance of learning 
experiences at early ages cannot, these 
studies of the brain tel l us, be overesti
mated. They are critical to human 
development. They lay down tracks in 
the brain that may be tapped later in 
life. 

So what does this mean when we 
start to think about mental illness 

and mental health in children? 
One implication is that all of the 

mental disorders that afflict adults
schizophrenia, bi-polar disorder, even 
Alzheimer's-can affiict young chil
dren. ln each of the e disorder areas, 
we arc nO\\ discovering what "treat
ment" works and what doesn't work. 

A mong the most common child
I'lhood problems is anxiety disorder. 
One way it manifests itself is in "sepa
ration anxiety"- something more 
acute than a fe\',. tears on the first day 
of school. We now arc learning that 
eparation anxiety disorders are a har

binger, at lea t in orne children, for 
later development of panic disorder. 

Research reveals that children 
\Vith separation anxiety disorder have 
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family members with the arne propen
sity. They, in eflfect, "inherit" the 
disorder-yet not all children with 
separation-anxiety-di order parents 
follow in their parent ' mental/emo
tional footsteps. It i important to 
understand what a peers of the envi
ronment activate the genes and bring 
out this condition in some, but not in 
other , since we know genes alone do 
not automatically condemn one to this 
disorder. It is always some combina
tion of gene and orne aspect( s) of the 
environment (whether prenatal toxins, 
viral infection, stre , or trauma) that 
we mu t understand and appreciate. 

In studying obsessive-compul ive 
disorder (OCD), we also are finding 
links between brain and behavior, and 
mental health and mental illness. A 
number of years back, Dr. Judy Rap
port, one of my colleagues at the Na
tional Institute of Mental Health, 
published 71Je Boy Who Couldn't top 
WasiJi,lg. A best seller, it sensitively 
de cribed ca c reports of youngsters 
with obsessive-compulsive di order. 

Among the letters Dr. Rapaport 
received in re ponse were about 50 
from owner of Iri h Setter dogs. They 
asked if their etter ' propen ity to lick 
their paws ra\\ could be similar to 
thel>e children's ob essive-compulsive 
disorder. Other letter came from 
people, usually women, who were 
afraid to leave their homes and who 
couldn't keep their hands out of their 
hair. They twirled it and twirled it 
until they pulled it out, a disorder in 
psychiatry called tricotelamtmia. The 
women asked, "Could this be similar 
to OCD?" 

In her studie , Dr. Rapaport had 
found that the drug clotlipromine 
eemed to be an effective treatment 

for OCD. She then tested it on dogs 
with the paw-licking disorder and with 
people who uffered obse ive hair
pulling, and found this agent was an 
effective remedy for both those condi
tion . 

In a related OCD study, Dr. 
Susan Sweedo, another re earcher at 
NIMH, has found a subset of persons 
who, after a srrep infection, develop 
antibodies that-for reasons un-
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The changes In brain neurons are 
as apparent visually as their outcomes are 

statistically. When someone says, 
Mit's all In your head," the honest reply Is, 

MThat's right, It is all In my head, 
It's In my brain." Who we are and what we do 

Is all stored there. Everything-
from earty experiences to the action 

of genes and the actions of toxins, as well 
as good nutrition-affects the brain. 

known-enter the brain. There these 
antibodies perceive brain tissue to be 
treptococcal bacteria and attack pe

cific areas of the brain thought to be 
related to OCD. The tissues swell as 
an immune response occurs. Treat
ments that reduce the infection or 
reduce the body's immune response 
produce a dramatic cure rate in chil
dren with a particular form ofOCD. 

We now have three agents ap
proved by the Food and Drug Admin
istration (FDA) for the use against 
OCD in children and adolescents. 

Meanwhile, other smdie underway 
are comparing the cognitive 

behavioral therapies-which can be 
effective for some anxiety di orders
and the e pecial medication in OCD. 

The unre olved issue i : which 
child needs which combination? How 
do you put the treatments together? Is 
it always the be t strategy to put them 
together, or do some children respond 
best to one, orne to the other? What 
if there are side effects? What if the 
child or adole cent or the family isn't 
comfortable ,,;th medication? 

We need the whole array of 
therapie to prO\·ide the mo t effecti,·e 
treatments that are al o palatable and 
acceptable to the community. 

To examine the e and related 
questions, we have established seven 
new re earch units in pediatric psy
chopharmacology. While hundreds of 
psychopharmalogoic studie have been 
done \vith adults, only three to four 
have taken place \vith children. Despite 
the increased attention to research, 
parents and clinician remain in a real 
dilemma while waiting for research 
results. The question is: What do we 
do in the meantime, if we do not know 
if a medication is safe or effective? 

Formnatcly, Pre ident Clinton 
and the Federal Drug Administration 
have developed a new "pediatric label
ing initiative" to encourage industry to 

being testing these agents in children 
and adolescents, so that parents can 
make sensible decisions about which 
treatments work best under which 
conditions. To date, we have been 
doing too much treating based on 
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"clinical wisdom" without olid e\·i
dence. That should be a great concern 
to all of us, but one which should 
imprO\'e with time. 

Another area of mental illnc that 
affiicts children is depression. Twenty
five years ago, we did not think de
pres ion could occur in children and 
adolescents. Now we know depression 
is not "just a stage" through which a 
young person is passing; it is a severe 
condition that must be taken seriou ly. 
One-third to 40 percent of children 
with depres ion go on to dc,·elop bi
polar disorder. Becau e these children 
have fallen off a de,•elopmcntal train 
and arc therefore at risk for other 
conditions, depression can be life 
threatening. We need to mainstream 
that idea so people appreciate the 
seYerity and complexity of the problem 
and the importance of early identifica
tion and effective treatment. 

Five or ix recent studies show 
that cognitive behavior therapies, as 
well as a new treatment called interpcr-
onal therapy, are cffecth•c in treating 

dcpre ion. What arc not necessarily 
effective arc the traditional therapie!> 
available at a clinic or m a private prac
tice setting. It is important, therefore, 
to train clinicians in these recently 
tested and proven therapies. Bringing 
them into the "real world" of mental 
health care i criticaL 

Other data suggests that some of 
the newer agents, such a elective 
erotonin Reuptakc Inhibitors 

(SSRis), also can be cflcctive for treat
ment of depression. Many older anti 
depressants are no better than placebo. 

The next step is to learn when 
and how to put the c treatments, 
chemical and/ or psycholgical, to
gether, and \\ho need\ both treat
ments or a single treatment alone. 

In the area of bi-polar disorder, where 
we arc just beginning to understand 
the auto-immune, infccrous, roxie, and 
other potential causes affecting the 
brain, we have evidence suggesting 
that lithium is effccrh·c for treatment 
of adolescent . But given the fact that 
it has probably been prescribed more 
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than a hundred thou and times in this 
country, it is amazing that there is only 
one study whose data shows that 
lithium works. 

Part of the problem is that the 
pharmaceutical industry has been loath 
to conduct extensive patient-testing 
research, given its liability concerns. 
NIMH and the federal gO\emment 
have assumed the greater part of the 
rcspon ibiliry here, re\·ersing the per
centages in the field of btomedical 
research-the development of prod
ucts-where 60 to 70 percent is done 
by the pharmaeccutical industry, with 
only 30 percent done by the federal 
government. 

1) esearchcrs, armed with these re
I\..cent understanding of the chemi
cal reactions within the brain, are also 
exploring new treatments for some of 
the more common mental disorders. 
ADHD i!> probably the mo t common 
mental illness among children today. 
The disorder has been around a long 
time and we know an enormous 
amount about it. Three to five percent 
of all children have been clearly docu
mented \ ictims. Many e\perience 
difficulties and condition that have 
adverse, long-term consequences. 

Much of the public simply 
equates treatment of ADHD with 
prescriptions of timulant . Indeed, we 
ha,·e to be concerned \\hen medica
tions arc u ed without appropriate 
a essment and diagnosis. On the 
other hand, we must be aware that 
powerful people arc ''~lling to distort 
information for per onal purpo es, to 
unduly and unnecessarily frighten 
parents, children, and mental health 
professionals, away from dTcctive 
treatments. 

The real need is for data- solid 
information that the public can evalu
ate. 

Fortunately, while we have good 
data indicating that many pharmaceu
tical treatments work, not only the 
psycho-stimulants, bur also general 
types of anti -depressants. The cogent 
question, as in other case , relates to 
our knowledge of when to prescribe 
what: how do we discover what to 

offer in treatment- alone or in combi 
nation \~th psycho-therapy-and who 
needs which and what will work best 
over the long term . 

One study recently compared 
medication alone with a combination 
of medication and psycho-social treat
ment. After 12 months, the study 
found the medication was powerful in 
improving the children's functioning 
in almost C\'Cry area. The addition of 
intcn h•e psychotherapy didn't yield a 
great deal more improvement. 
Therapy contribute to parental sari -
faction and several other matters, in
cluding improved functioning. Yet the 
medication alone wa~ powerful and 
effective up to 12 months .. 

Even tl1ough the study was done 
with only a mall sample, ''hen I look 
at that data, I still have to ask myself: 
is it ethical to withhold this medicine 
from a child who has ADHD? I think 
the answer is if the decision to with 
hold is made by a profc sional without 
fully involving the parents and child, it 
is unethical behavior and should be 
treated as such. On the other hand, a 
parent's choice concerning when to 
use a medication is a eparatc i ue. 
But mental health professionals should 
be bound by data. And where the data 
arc solid, we have to practice what 
according to the data seems the best 
treatment, ignoring personal prefer
ence, whim, or strong biase that go 
one direction or the other. 

Bccau c ADHD has been con
troversial and orne groups arc con
cerned that medications, including the 
psychotropic agents, "poi on the 
brain," N IH is hosting a consensus 
development conference in late 1998. 
We arc bringing man) of the world's 
best scientists together to review the 
data objectively, impartially, and scien
tifically. Some of the questions for 
which they will be seeking answers 
include: what works, how well docs it 
work, how to diagnose the condition, 
what are its long-term consequences, 
\\hat are the costs of the di order, 
what arc the safety and efficacy of 
treatments, what arc advcr c conse
quences if the disorder remains un
treated? If the conference succeeds, 



I'll give you a simple answer: 
Research shows perhaps 18 to 20 percent 

of children in the United States are victims 
of mental illness. What this means 
Is that they did not get, or are not 

getting at this very moment, the right balance 
of enriching and nurturing experiences, 
good nutrition, and proper health care. 

The result: their brains evidence stunted 
neuron development and their actions reveal 

one or another form of mental illness. 
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the public will have a consensus state
ment by an impartial jury, so that 
practitioners can begin to change out
dated clinical practices. 

Several other disorder areas deserve 
attention as well. One is opposition 

defiant disorder or conduct disorder, 
where children have behavioral prob
lems that often begin with parental 
and school difficulties and end in con
flicts with law enforcement. In juvenile 
justice settings, about 50 percent or 
more of the children have a mental 
disorder that has gone untreated, 
usually for many years. Depression is 
frequent, as is early onset ADHD and 
anxiety disorders. Our system is sel
dom treating these children, and when 
they have had treatment, the results to 
date have not been good. 

Some creative people, however, 
have questioned the way we deliver 
treatment in mental health settings for 
problems that require community-level 
interventions. In the neighborhoods 
and homes, these experts suggest, we 
could (and should) offer the supports 
appropriate to these children. 

Investigator Scott Hangler at the 
University of South Carolina, Charles
ton, took kids in the juvenile justice 
system and randomly assigned some to 
traditional mental health treatment, 
other to his "multi-systemic therapy." 
Those having multi-systemic therapy 
didn't go to the mental health clinic, 
instead they got a caseworker. Each 
caseworker had four families and no 
office. The caseworker had a car and a 
beeper. The caseworker's job was to be 
in the homes, working with the fami
lies, suggesting principles of behavioral 
modification in a way that was palat
able and acceptable and workable
and productive. 

Of those who got Hangler's 
special kind of wrap-around therapy
in their homes, in their neighbor
hoods-few of them went back into 
the juvenile justice system; 75 to 90 
percent succeeded. However, nearly 
60 percent of those who went through 
the traditional routine ended up back 
in the juvenile justice system. 

The multi-systemic therapy 

proved not only good for the kids, it 
also was quite cost effective. 

Other researchers have used 
similar principles to develop similar 
preventive intervention strategies 
based in the schools. They find that if 
one provides families intensive support 
and gives teachers special resources, 
high-risk children in kindergarten 
succeed much more often than chil
dren who have no additional or special 
resources. 

There are things we know; these 
are things we can do. The problem is 
we are not doing them. We arc not 
disseminating the findings of our re
search as we need to: We are neither 
talking to our legislators nor making 
the changes in policies that are increas
ingly warranted. 

The last disorder areas to be men 
tioned arc schizophrenia and au

tism, very severe disorders that have 
profound, life-long impairments. 

Schizophrenia or autism in an 
adolescent or adult has a much more 
benign outcome than when it occurs 
in a six-, seven-, or eight-year old. We 
do not have as much research on these 
disorders as we need- the FDA is 
trying to instigate more on its own, 
based on the failure of the pharmaceu
tical industry to perform research. 
Although studies show medications 
can reduce some problems in autism 
and schizophrenia, they certainly do 
not cure these disorders. Children 
remain severely impaired. As with 
other disorder areas, we need to learn 
when, how, and with whom to com
bine treatments so they arc most effec
tive. 

Science is great, but can we improve 
children's lives with it? That's one 

of our big worries. As a result, starting 
\vith all the major psychiatry training 
organizations, we arc forming an um
brella organization that incorporates 
scientific findings into the training of 
medical students, mental health pro
viders and psychiatrists. 

We hope that we can get practi
tioners on board and bring the best of 
science and this new way of thinking 
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about mental health and mental illness 
into the1r training. Not only do we 
have to teach people about these new 
sciences, but also we have to get our 
treatments out into the "real world." 

We will move from "efficacy 
studies" to "effectiveness studies." In 
doing so, we look to find a way to 
move efficacious treatments into the 
real world where they can be per
formed by real practitioners. That is 
going to be the issue: How do we get 
these treatments so they work for 
clinicians and that they are not so 
difficult, o cumbersome, or so 
unaffordable that they can really be 
done? 

Thi i the area the Institute of 
Mental Health is staking out for the 
ne~t decade. 

If we are successful, we may be 
able to make the first steps toward a 
truly national, comprehensive and 
integrated approach to health care for 
children. We arc seeing steps for chil
dren now, but we have a lot of work to 
do. 

To be effective requires more 
than just a compassionate system. For 
example, some of the tudies have 
te ted model sy terns versus patchwork 
care. But the e tudies have shown no 
differences in outcomes each year for 
two years. The weU designed study has 
been done and tested twice, so we 
cannot just make the mistake of argu
ing for an integrated system. We have 
to argue for effective, efficacious treat
ments and knowledgeable providers 
within those systems, who can make 
sure effective treatments are built into 
the system. We have to get into the 
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Q 
How do we get llutntents so they work 
for dinlc;ians a are n so ult~ 

cumbersom• or eqensiv ey ~n't done? 

A 
The Insltltute of Mental Health 

Is staking out for the next decade 
a transition from wefficacy studies" 

to weffectiveness studies." In doing so, 
we look to find a way to move efficacious 

treatments Into the real world where 
they can be performed by real practitioners. 

If we are successful, we may be able 
to make the first steps toward a truly national, 

comprehensive and integrated approach to 
health care for children. 

"black box." These new models impart 
understanding of the complex inter
play of brain development and envi
ronment , and the importance of 
working with the family and the child 
to provide effective treatments 
(whether pharmacological, behavioral, 
or a combination of both). 

While there has been major 
progress and we are seeing inroads 
being made, we have a long way to go 
to get e,·eryone's attention focused on 
our children. That has to be the first 
step before our country can bring 
about a truly comprehensive, inte
grated, and effective mental health 
care system. 

Not e,·eryone agrees with my 
as cssment that the "brain is the organ 
of the mind." Old, mi leading di
chotomies die hard. We used to ask 
about some aspects of human behav
ior, "Is it biological or is it psychologi
cal?" That is pas e now. If you catch 
yourself asking, "Is it psychiatric or 
neuralogic?" or "Is it nature or nur
ture," you're asking the wrong ques
tions. It is like asking, "What's more 
important for the area of a triangle, its 
height or width?" Both dimensions are 
important. imilarly, what is more 
important, air or water? We must have 
both. That is really the issue here: how 
normal brain development and mental 
health unfold , as 'veil as when disor
ders emerge. 

Increasingly, we have the tools 
necessary for under tanding. What is 
needed is the political will and the 
moral passion to make a difference. 
Let's do it. 



Problems & Potentials 

CHRIS DENDY has more than 30 yearf experience as a teacher, mental health counselor, mental health 
administrator, lobbyist) and execu-tive director of a state1vide mental health advocacy m;ganization. Per
haps more importantly) she is the mother of two som 1vith attention deficit disorder and author of the best

selling book) Teenagers with ADD. She has produced a videotape) Father to Father: The ADD Experi
ence. Dendy has conducted trainings in more than 30 states for parents and professio1~als and has consulted 
with state and local mental health departments on children)s issues. She presently serves on the board of a 
national research and trai1~ing center for children)s mental health) the advisory board of her local co1mntt

nity mental health service board) and the board of directors of the Georgia Family Support Network. 

We have not been put on this 
earth just to look out for 
ourselves; we have been 
put here to make the 

world a better place. 
That is the lesson of my child

hood that molds my adulthood. 
Forty year ago, my father, W.L. 

Ebney, a probate judge in Walker 
County, told me about the "lunacy 
hearings," when a lawyer and a doctor 
would talk to a person suspected of 
mental illness, and together decide if 
that person needed treatment. And I 
remember, even that long ago, feeling 
great sympathy for these people. 

But in my ignorance, I thought 
it was a good thing to send these 
people away; we all thought Milledge
ville State Hospital was best for them. 

Fast-forward 10 years: I was 
director of child and adolescent ser
vices at a mental health center. The 
first child I saw there was probably 
one of the most complex children I 
have ever seen. Mental retardation, 
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probably schizophrenia, and no intelli
gible speech. He was accompanied by 
his mother. 

I was impressed with that 
mother's devotion and love for her 
child. But when the child grew into his 
teen years and she could no longer 
control him, the mother had to send 
him to the state hospital. 

In those days, when we sent 
people away, we had the out-of-sight, 
out-of-mind philosophy. When chil
dren were committed to state hospi
tals, we professionals never followed 
up, never went to see them. Some
times they returned home and we 
didn't even know they were back. 

So I did something unusual. I 
went to the state hospital to visit this 
complex teenager. It was my first time 
there and it was an eye opener. 

The crowding. The rows of 
rocking chairs with the rockers almost 
flat, because people had spent their 
days rocking, rocki11g, rocking. 

Children were put on the adult 

ward in those dark ages. 
I was leaving feeling a little anx

iou . But I had developed a nice rap
port \vith the counselor, so I asked of 
my former patient, " How is he really 
doing?" The counselor confided that 
he suspected this young teenager may 
have been sexually assaulted at night. 

I was stunned and horrified, and 
I was so naive; it had never occurred 
to me that bad things could happen to 
children who were in our care and 
under our protection. 

I came away with a different 
thought: Maybe this thittg JVe do is 110t 
so good. We have to .fi11d a different Jvay 
to serve our children. 

Move on to another decade: Around 
1980, I was working in the Florida 
office of mental health and got a call 
from the governor's office. 

The governor and his \vife began 
telling me of a teenage girl who was 
institutionalized in South Florida. She 
had been abused by her family and had 
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been 111 multiple foster-homes failure 
- a not uncommon story. Now at 17, 
she "as pregnant and had demolished 
a home for unwed mothers. What 
could be done for her? 

As they told me the story, a wave 
of cold chills swept over me. I recog
nized this child; I had been her coun
selor when she was 12 years old. 

In those days we did not ha\e 
crisis services. We did not go into 
homes, we d id not have day treatment, 
we did not have therapeutic foster 
care. The basic message we gave our 
patients was: "I'll give you one hour of 
counseling a week, and if you don't 
get better, I'm sorry. When you get 
sick enough, I'll end you to the state 
hospital or whate\'er. 

I chedulcd a trip to ,;sit thi 
young women who was spiraling 
downward. But before I could go, I 
got word she had run away. 

And where did she end up, after 
six years of being dragged through our 
system: Back home with the family 
that abu ed her in the first place. 

It does not take a Ph.D. to fig
ure out there's something \HOng, 
terribly wrong, with that picture, or to 

realize we have to change the way we 
do busine . 

I n the early years of my career, when 
I didn't know what to do with a 

child, I believed that somewhere out 
there, far away, was a wonderful psy
chiatrist who would magically cure 
the e children I could not cure. And 
sometimes there was. But more often, 
there was not. 

And a that reality eeped into 
my con ciousness, I began to see, 
quite clearly, that our kids would be 
better off if we treated them and 
worked with them in their own com
munitic . 

No matter how bad a home 
situation is, home is where about 99 
percent of all children still want to go, 
desperate for their mothers' love, even 
when their mothers lack the skills to 
provide nurturing care. 

That being so, I concluded we pro
fes ionals must build on the le -
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Child -Adolescent 
Admissions 

to . 
Georgta Hospttals 

sons that were obvious from the expe
riences we had had. 

We must provide, for example, 
the support those mothers need to 
become the kind of mothers their 
children need. 

We must understand, for ex
ample, that sometimes, when we think 
we are doing good, we arc not. In 
spite of our best imentions, we actu
ally arc harming children. We must 
question old ways of doing business. 
And we must continually change the 
way we practice our profession. 

We must accept, too, that if 
intensive enices are provided in the 
community, these children can suc
ceed; they can do well. For too long 
we have belie\'ed the opposite: Inten
sive care i exclu i,·ely re idential care. 
It is not. Intensive services can be 
prm·ided in the child's home. We must 
learn that we can serve children \vtth 
severe problems in their communities 
as well as, if not better than, in distant 
institutions. 

w.1en I was director of children's 
en·iccs, we had a crisis. A child 

needed to be placed immediately in a 
24-hour-care secure facility. There 
weren't any beds. We were forced to 
cramblc, wrap people around him, 

put people in his home. People stayed 
\vtth him 24 hours a day. He made it 
through the crisi and he did not need 
residential care . 

Sometimes a crisis is of our own 
making. We get frightened and we do 
not know what to do, so we send the 
child somewhere else for someone else 
to fix. Often, if we would just ride out 
this turbulence, the child would do 
well. 

W1en I was con ulting in West 
Virginia, I met Roy. He was 17. 

He had had 12 placements in 11 
months. He had been an ar onist. He 
had made a suicide attempt. The doc
tors and counselors and nurses in the 
psychiatric facility aid, "We've helped 
him all we can , we want to end him 
home. We do not know what else to 
do." 

o one of the facility's staff 



members and I went into this rural community-based services. 
community, this little one-traffic-light An example of this progress can 
village, and we gathered representa- be found in what we have done for 
rives of the re identiaJ program, the children in Region 7, the Gwinnett, 
psychiatric program, the therapeutic R ) {).,J 'lt RockdaJe, Newton Mental HeaJth 
foster home, aJI the local agencies. We oy S ~~~Z System. We have 7 or 8 percent of the 
sat down together and devel- o+ state's population, about 176,000 

ochpl~ldd.a treatment plan for this Lnd"v"dua'Jl"zed Serv"ce people. In 1995, we placed 77 
II 
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II. 
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chi ldren in mentaJ health institu-

H e had multiple diag- tions; in 1996, 50; in 1997, 37. 
noses: ubstance abuse, ADHD, We have reduced the numbers 
bi -polar conduct disorder. 

Three years later, Roy was still in 
the community. He wasn't weB, but he 
was making progress. He was not in 
jail; he was not in a psychiatric 
hospital . 

We had bettered that child's 
quaJity of life. 

U oy is real. But his story is aJso a 
.!\..parable for our progess and our 
promi c. ln 
his journey 
is the trans
formation 
of methods 
of care
giving and 
the rebirth 
of hope in 
the treat
ment of mentaJly iJI children. 

Roy represents the best that can 
happen in the worst of circumstances. 
And he reminds u , it is time to act; 
we can do more. 

1JtJhen I returned to Georgia in 
V V 1986, I was alarmed to learn that 
the state was third highest in the na
tion in admissions of children to state 
hospitaJ . What does the future, I 
wondered worriedly, hold for our 
children? 

Today I have good news. Good 
things are happening to children in 
Georgia. The children 's mental heaJth 
system is more progressive and more 
respon ive than ever. 

With the statewide Seriously 
EmotionaJly Disturbed (SED) initia
tive, we are on the right track. We are 
consistent \vith the national trends for 
"wrap around" and individualized 
services, and for the development of 

( :{ >111111lll1it\' 

not because we have fewer children 
who suffer from mcntaJ illness; but 
because over the past 11 years, we 
have put in place the e key elements of 
a system of care: 

• We treat parents and children 
as partner . We listen to both. 

• We provide individualized 
services. We used to develop programs 
and when a child came to us, we 
would say, "We have got a bed, let's 
put her there." We did not ask, "What 

docs she 
need1" 
With indi
vidualized 
services, we 
no longer 
slip into the 
trap forcing 
children 
into pro

grams that do not fit their needs. 
• We have flexible funds \vith 

which to provide wrap-aro1md ser
vices. This term, by the way, describes 
the extent of individuaJized services 
provided when we focus on the child 
and the family as the center of treat
ment, with aJI services "wrapped 
around" them. 

• We partner \vith other state 
agencies to offer more complete ser
vices. Interagency collaboration is 
working better than ever. The level of 
trust has increased and people are 
sharing what little money we have to 
spend. Our regionaJ match committee 
has access to a modest amount of 
flexible funds. So any child coming 
through, regardless which agency 
brings him or her in, can access some 
of those funds. 

• We provide an array of ser
vices, including going into the home. 
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We are there for the family when its 
member need us. 

• • • 

I f r were to pick a symbol for our 
movement toward better mental 
health for children, I would choose 

a quilt, that familiar icon of love and 
care and warmth that literally wraps 
around us each night in the winter of 
our lives. 

What better symbol of our 
work--especially its "wrap-around" 
nature-than a quilt, whose colored 
fabric pieces are stitched into a pat
tern; and that pattern pulls our eyes 
toward a central unity, like the arms of 
children reaching for the different 
state agencies that serve them: educa
tion, mental health, juvenile justice. 

Like the quilt pieces, the organi
zation and agencies that touch thi 
child's life need to be stitched to

gether, and in the sewing, these sepa
rate pieces are not only made much 
stronger, they also create a picture 
more complete, more beautiful, than 
any make alone. 

Emotionally, the qui lt has great 
symbolism for me. My grandmother 
made a quilt for me. It is one of my 
greate t treasures. I quilt-! have been 
working on one, off and on, for about 
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Skeptics a 
we don't kn 

Q 
e thtf in th entaihealth field, 

hat we're'CfoingJbo you agree? 

Every day we are learning more and more 
about how to effectively meet and treat the 

needs of our children. We don't have 
to be apologetic. Treatments are effective. 

It's med icine and psychotherapy and 
behavioral intervention and psychosocial 

rehab- these things work. 

three years; I hope one day to finish it, 
for my son. 

My son was 12 when he was diag
nosed with ADD, attention defi

cit di order. 
This experience in parenting has 

been the most humbling in my life. I 
had always been on the side of the 
table with the professionals, across 
from the poor parents, sitting there 
feeling so intimidated, frustrated and 
inadequate. Suddenly, I was trying to 
cope with my feelings. I was doing my 
best. I was not dy functional. And yet: 
here was my son, my child, who was 
truggling ... and we could not get his 

medication right. 
The good news today is both my 

sons are young adults. One is a college 
graduate, gainfully employed and 
living on his own. Our youngest son is 
in college. 

I have learned great patience. I 
used to be optimistic and to believe we 
would be on a four-to-six-year plan. 
Now I'm praying it's only six to eight 
years. But we ,viJJ get there. As a fam
ily. And as a profe sion. I have learned, 
firsthand, sitting on both ides of the 
table, that these principles work. 

They have worked for me. 



Perspectives 

Improving mental health care for children requires the collaborative effort of many participants in the health 
care field; advocacy of early intervention) funding) and other issues require unity. Without common 
u,nderstandings and com1nitments) little hope will be generated because feJ.v responsibilities will be shared. 

The Business Perspective 

Rick Woodham 
Vice President 
Human Resources 
W C. Bradley Company 

The mental and emotional health 
issue of children and adoles
cents today affect every em

ployer, regardless of where he or she is 
located, regardless of the size of the 
company, regardless of the type of 
industry it is in. 

Employers hire the mothers and 
the father of children with problems. 
These parents are not thinking about 
work when they are on the job; they 
are thinking-as any of us would
about the mental and emotional health 
of their children. 

Parents who have children suf
(ering from mental problems are also 
away from work a significantly greater 
amount of time than those without 
children in such circumstances. 

They have to attend parent
teacher conferences to address aca
demic performance and behavioral 
issue . They have to take their children 
to medical appointments. Frequently, 
at least for parents at the Bradley 
Company, the children arc seeing 
medical physicians ratl1er than 
therapeutic care providers who 
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might offer better care. 
And finally, and sadly, parents 

take time from work to visit children 
in the legal system. 

What also affects employers, 
ultimately in greater force, is that these 
children become our future employ
ees. If they don't get proper treatment 
for issues and problems that exist to
day, they end up having to deal with 
them as adults in the workplace . 

Employers are frequently hesi
tant to provide benefits for mental 
hcaltl1 care services equal to those of 
medical services. This is true for many 
reasons. First, and perhaps most pro
found, is a concern that the assessment 
and treatment of mental and emo
tional problems are not as well defined 
as for physical illnesses. It is difficult to 
determine when someone is cured, 
when treatment is over. Because of 
that, employers frequently are unwill
ing to lock into an ongoing, long
term, expensive treatment program. 

Second, although it may be less 
expensive in the long run to provide 
proper and effective therapeutic care, 
many employers choose less expensive 
immediate care, treating problems 
with medication. 

Third, many employers feel tl1cir 
community does not have an adequate 
supply of qualified health care provid
ers for children and adolescents. In 

Columbus, Ga., a community with a 
population of some 200,000, we 
probably have five or less profession
ally trained mental health care provid
ers with the skills and experience to 
deal with children and adolescents. So, 
lack of care availability is an issue. 

Nevertheless, there are things 
that employers can do to help address 
some ofthese issues. In the Columbus 
community, we encourage employers, 
large and small, to get involved in the 
health care delivery system. Some may 
do so solely for the purpose of trying 
to reduce costs. But when we arc try
ing to help address needs and provide 
education and assistance, the health 
care provider community appreciates 
employer involvement. 

Employers also need to accept 
some responsibility for educating em
ployees. We have to remove some of 
the stigma that is still attached to re
ceiving mental health treatment. A lot 
of parents will not seek proper treat
ment for their children simply because 
of the negative perception attached to 
receiving mental health care. Employ
ers can do a lot to help eliminate or 
minimize that. 

We've done that in our company 
through on-the-job education. As a 
result, we probably have one of the 
highest utilization rates of health care 
services of any emplo)rer in our com-
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munity. Our folks are not afraid. They 
do not en~e a negative stigma. 

We also support the parents, our 
employee , and ha,·e tried to eliminate 
policies and procedures that arc in fact 
barrier~ to parents being parents. 

For example, most absenteeism 
management programs penalize people 
when they arc off work to attend 
school fu nctions or meet other paren
tal responsibi lities. Companies could 
develop policies that allocate a specific 
amount of time each year for parents 
to be off the job to be parents, to 
participate '' ith their children in 
school programs, educational pro
gram , and the like. 

In terms of school , health care 
providers, parents, and employers can 
jointly address these problems. A lot of 
what needs to take place is simply one 
parry asking the other party for assis
tance. In Columbus, we ha\'C an effec
tive working relationship among par
ents, the school system, the health care 
providers, and the emplO)'Crs. This has 
led to some very effective programs. 

Finally, perhaps most impor
tantly, employers need to encourage 
our parents to be effecthe parents in 
all that they do, and that encompasses 
im•olnng our children in every part of 
life: pe~onal, spirirual, and vocational . 

The Faith Community 
Perspective 
Marshall Handon 
Mercy Seat Mitlistries 

The legacy of racism exacerbates 
the problems of mental illness 
'' ithin the African American 

community. Yet we as a ociety find it 
difficult to talk about pre ent-day 
racism , and its subsequent beha,•ior 
patterns on those who experience its 
evil. 

African Americans, denied other 
outlet~, have traditionally and histori
cally dealt'' ith these cau e-and-effect 
issues within the confines of religious 
faith . That faith- the belief in the God 
of ju rice and mercy- has sustained us. 

(Ill! [)Rf~'S ME!\'TAI HEAL Til 

It ha also given us a clearer 
perspecm e in dealing with racism and 
its attendcnt behavior . We see, for 
example, the in anity of inve ting huge 
resource~ in detention programs and 
prisons for young people, while pro
viding a rclati\ely minute amount of 
resources for preventh·e care of babies, 
children, and adolescents who need to 
be in the mainstream of public life 
before they engage in de,·iant 
behavior. 

We also sec parents, themselves 
the products of racism and a society 
unwilling to incorporate them as full
fledged members, who are intimidated 
and do not trust the y tern; their 
chtldren often \'.ind up elf medicating 
or getting into serious trouble. Many 
do poorly in school. 

Many African American young
sters exhibit ymptom of attention 
deficit disorder (ADD) or attention 
deficit hyperactivity disorder (ADHD). 
When I discuss the child's problem 
with the c parents, and urge them to 
sec a physican, basically they say, 
"These people don't care anything 
about my child. All they want to do is 
make money off me." 

Chtldren today-black, white, 
and polka-dot children-who have 
mental health problems suffer criticism 
and ridicule as a result of stereotypes. 

When you add the issue of race, 
you have a potentially volatile situation 
for kids who arc hurting, who have 
never been nurtured, never been 
loved, always been marginalized and 
ca tout. It is difficult for them to 
meet the standards and expectations of 
society when they have not had proper 
nutrition, they have not been intellec
tually stimulated, they have not been 
given resources to learn, they have not 
experienced the love and acceptance of 
the entire communit) . 

And the entire community ig
nore it respon ibility. As a ociety, we 
arc all in this together. We sink or 
S\\im together. And on the brink of a 
ne\\ millenium, we still delicately tip
toe around the eriou~ que tions of 
racism and neglect and the mental 
health of our children. It docs not 
have to be so. We can do better to 

H~ can we get IM!slnesses 
to understud the cost effectiveness of early 
and ongol• treatment for mental Illness? 

Unfortunately, we do not have data 
In our company that proves that point. 

It Is our belief, however, that it Is cost-efficient. 
Also, we know It Is the right thing to do. 

Therefore, we have not spent time 
and money analyzing lt. 

Maybe we need to challenge the academics 
to study It so we will have the data 

that will prove to a company that good mental 
health care works for the bottom line. ..... 

Our U.S. Declaration of Independence was not 
founded In research data, It was based on 
values. There are certain core values from 

which society should be constructed, and one 
of them Is caring for children, providing a 

nurturing context in which they can grow up 
with equal opportunity to experience a full life. 



make our children proud of us and of 
themselves. 

The Health Insurance 
Perspective 

Ron Bachman 
PritJcipat 
Coopers & Lybrat:d 

The hot topic today at federal and 
state levels is mental health par
ity laws. The first issue raised is 

that eqwty is not possible; mental 
health care is a black hole of expenses. 
Because it is risky and uncertain, no 
one wants to improve the benefits. 

That is not so, however. Studies 
from independent organizations-the 
Congressional Budget Office, the 
Congressional Research Service, the 
Department of Health and Human 
Services, for example-as well as orga
nizations like my own, Coopers and 
Lybrand, and other consultants like 
Mellman and Roberts, have all 
weighed in with the same basic num
bers, even though we arrive at them 
differently. 

Using conservative assump
tions-assumptions perhaps higher 
than an advocate might make to force 
movement in a given direction--every 
study has agreed that to add mental 
health and substance abuse at parity 
with medical/surgical costs, will add 
between 3 and 5 percent in the health 
insurance marketplace . ln some states, 
which have monitored costs closely, 
the actual figure is closer to 1 percent. 

While not 10, 20 or 40 percent, 
as some opponents have argued, this is 
still a lot of money. So the debate now 
centers on whether the cost-to gov
ernment and to business-is accept
able. 

I n that debate, in a rational discus
sion of the pros and cons and the 

sort of public policy that is appropri
ate, why can we not make a rational 
decision? What keeps us from bringing 
mental health care to equity with 
physical health care? 
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Two hurdles remain. One is 
historic, the other current. 

The historical one is the memory 
of the excesses and abuses that have 
occurred. We tried a kind of unlimited 
treatment policy, but employers re
belled. They didn't know when some
body would be cured, or if they would 
be at all-whether they faced paying 
for a life-long dependency on a thera
pist or a brief period of counseling. 
They finally said, "We're not going to 
do it anymore. Prices are out of con
trol and we must cut benefits." 

That created the environment 
for the 30-day benefit. Basically, some
one has 30 days in which to be cured. 
By the thirtieth day, all sorts of people 
have reviewed the case: a medical di
rector, a case manager, a reinsurance 
manager, a utilization manager. All 
agree the individual has a medical 
need. But on the thirty-first day, pay 
for treatment is terminated. 

It is an artificial limit that is a 
carry over from the days when we just 
arbitrarily cut back because we could 
do nothing else. 

The second current hurdle is the 
concern about a mandate. That is the 
number one issue that surfaces time 
and again. We arc in an environment 
where we do not want government to 
mandate anything. Yet, in this case, it 
is necessary, and here is why: 

To create a cost that is reason
able for everybody, you have to pool 
risks. 1n other words, your insurable 
universe has to include those who may 
never usc benefits and those who need 
them soon. To create that pool, you 
have to level the playing field for ev
erybody. That means mandating the 
benefit. 

There is, however, this knee-jerk 
reaction to the word " mandate." No
body wants the government telling 
them what benefits they have to have 
or do not have to have. 

This, I contend, is a mandate of 
a different nature. It is already covered 
by 98 percent of insurance policies. We 
are not adding new providers. We are 
not adding new benefits. We are 
merely covering mental health at a 
financial parity with physical health 

and we are removing artificial limits. 
That makes it a different type of ani
mal. It will be a tough sell and will 
take some time, but it is worth the 
effort, because the mandate creates a 
cost low enough to make coverage not 
only worthwhile, but affordable. 

Five years ago, costs would have 
been much higher. The reason the 

numbers are now reasonable-at least 
in many people's minds- is that the 
delivery of mental health care has 
changed. 

There are new medications, new 
treatments, new procedures, con
tinuum of care options-lots of alter
natives to in-patient care that make 
treatment much more affordable. 

In the insurance world, adjusters 
use a term that defines what is cov
ered: medically t:ecessary. Government 
programs include other needs, and 
appropriately so. But no matter how 
you set benefits, mental health care is 
affordable: that is the big message. 

The Balanced Budget Act of 1997 
(BBA) created a new program for 

children's health care. It covered some 
uninsured children with both physical 
and mental health benefits. 

In 1998, $4.3 billion was avail
able to the BBA's Children's Health 
Program, $24 billion authorized over 
five years. Among the states taking 
advantage of that is Georgia, which is 
in the lead to establish a program for 
uninsured children that includes men
tal health benefits. 

There are three ways to do this: 
• Expand Medicaid; 
• Create a separate children's 

program and establish it in the private 
market place; 

• Combine those two options. 
The key to figuring benefits is 

complicated, but the BBA allows men
tal health benefits to be funded at 75 
percent of the actuarial value of what is 
in three benefits funds. In Georgia, 
these would be the Federal Employees 
Health Benefit Plan, the state employ
ees insurance plan, and the largest 
federally qualified HMO plan, Blue 
Cross/Blue Shield's Blue Choice pro-
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gram. Tho e three benefits are not in 
parity now. o getting 75 percent is a 
funding benchmark-a Aoor-for 
something that ought to be higher to 
begin ,,;th. 

Nevertheless, the Federal Em
ployee Health Benefit Plan benchmark 
is about 3.7 percent of the premium 
for mental health. The state plan is 
about 4 percent, and for the largest 
HMO in the state, it is about 2.8 
percent. 

Nationwide, some 9.8 milHon 
children are uninsured. About 

one third of them are hard-core unin
sured; another 3.3 million currentJy 
qualify for Medicaid, but have not 
enrolled. 

One of the benefits of the Geor
gia children's program will be that 
when uninsured children are enrolled, 
they will al o qualify for Medicaid 
benefits. 

Of the estimated 2 to 5 million 
children newly insured under the Bal
anced Budget Act, approximately 
50,000 to 100,000 Georgia children 
would be picked up in an insurance 
program. 

Tho e numbers suggest how 
\ital it is to increase the mental health 
benefits in all employer plans, because 
doing so would make a direct impact 
on the benchmarking for uninsured 
children, as well as for the adults who 
need mental health benefits. 

The Family Member 
Perspective 
Tara Norman 
Parmt 

I
e sica Marie Norman has Attention 
Deficit Disorder (ADD). In first 
grade, we noticed it. Jessica was a 

ompliant child and not hard to deal 
with in class. At the same time, she 
could not keep up, could not pay 
attention in class, and could not finish 
her work. 

To get her treatment, we had to 
talk to the principal. We had to have 

• CH ILDREN'S MENTAL HEALTH 

famiY 
need he ow ~lew to get it. 

Going to your pediatrician 
Is a good first step. The school systems 

sometimes are able to help. 
The Georgia Parent Support Network 
Is also available: Its staff can tell you 

where to go for support and treatment 

psychiatric testing done through the 
school system to be recognized for 
insurance purpo es and to be able to 
get medical help. 

The principal did not want to do 
the testing. She said, "We do not test 
until the children arc in the third 
grade. That is when we see if it is a 
pattern." I said, "Excuse me, you arc 
not going to test my daughter in the 
third grade. She will be so far behind 
by then the problem will be far 
worse." 

So we did get the testing. 
Our pediatrician prescribed 

medication and within two weeks, 
Jessica could read enough and pay 
attention enough to be able to cope. 

Today, she is just so different. 
We continue to progress, de pite hit
ting orne bumps occasionally. 

We built a new home and the 
move to our new location necessitated 
a change in pediatricians and in the 
school my daughter attends. 

Along dtc way, we found that 
neither the schools nor the parents can 
work alone. We have to work together 
because o thenvi e, effective recovery 
,vilJ not take place. You have to be a 
team. 

Beth Perry 
Teac!Jer/Leanur St~pport Strategist 

l am an educator and a parent of a 
child \vith Attention Deficit H yper

activity Disorder (ADHD) who is now 
an adult. I tease him and say, "I did a 
great job raising him," and he says 
back to me, "1 did a better job raising 
you." I think that is true. We have to 
listen to our children. We need to 
work \vith parents, "ith teachers, \vith 
everyone in the community that is 
involved \vith the child. 

My role as learner support strat
egist is to help bring those players 
together to come up \vith the best 
program for an individual child. The 
focus is on the child, not the program. 
The best place for the child is in the 
regular classroom, and that's where we 
try to do our interventions. 

In tJ1e mid 1980s, the Georgia 
Department of Education mandated 



that we have a rudent Support Team 
process in every school. Cobb County 
now has a learner support strategist in 
every school. We know that interven
tions are important, and if we can 
reach children at a young age, we can 
prevent or deter problems later on. 

In my strategist role, I help de
velop training for teachers and parents. 
We meet and decide ways to handle 
each child's problem: e.g., cut back 
the work assignment, give alternative 
assignment , or provide computers so 
the child won' t have to write out as
signments. 

Behavior contracts are a big part 
of my day. Children come to me in the 
afternoon to get their rewards, or 
sometimes their consequences. 

We are trying to identify and 
work with ADHD children, and help 
parent understand what they can do. 
Parents need to be the ones most 
informed about the child and the 
problems. As we become more in
formed, we will ee improved results in 
the classroom. 

The Juvenile Justice Perspective 

Michelle taples Horne 
Medical Director 
Georgia DepartmeJJt of Juvenile Justice 

Most of u think of the Depart
ment of Juvenile Justice as 
razor-wire-surrounded facili 

ties scattered across the state. But our 
department is responsible for all of the 
juvenile services that are provided to 
any child who is an offender within the 
state. 

Most other states have divided 
that responsibility among local munici
palities, local counties, and the state. 
ln Georgia, we are respon ible for 
detention, long-term ecure confine
ment, probation and parole, and com
munity placements. 

Of the 35,000 children we serve 
on a daily basis, about 4 ,000 are in 
secure facilitie . The rest are in group 
homes, therapeutic foster care, wilder
ness programs, and even pecialized 
residential placement. The e last are 
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particularly important for kids that 
have high mental health needs. 

If you look at mental health 
needs among our population, you see 
a large number of conduct di orders. 
We also have many children with anxi
ety and mood disorders, ADH D, even 
mental retardation. The proportions of 
these problems that you see in the 
larger ociety are magnified by ten 
within our system. 

Substance abuse treatment is a 
very critical part of our work. 

peciaJ education ervices for 
our young people have been an impor
tant part of the treatment we provide. 
We are a school sy tern in ourselves, 
and the children tend to do much 
better in our schools than they have 
done in the community, perhaps be
cause they attend every day, classes are 
usually smaller, and supervision is 
more intense. 

Despite our succe es, we face 
barriers to care: 

First, children who are incarcer
ated are excluded from Medicaid eligi
bility. All funding for our department's 
services comes solely from the state. 
Consequently, orne youth who could 
be best erved through individualized 
treatment or alternati,·c programs end 
up in juvenile ju rice, because of inad
equate re ources. 

econd, many of our facilitie are 
in rural areas, making it hard to find 
providers- there are not many child 
psychiatrists in Blakely, for example, 
where one of our faci lities is located . 
And with very limited resources for 
that level of staffing, it is hard to hire 
people for all our facilities. 

Third, we have a perception 
problem: people ee jtwmile offmders, 
not children of Georgia. If I had a 
magic wand, I would make people see 
that any child who enters our system 
at some point \vill renm1 to our com
munities; to your community and to 
mine. What we do to make that child a 
better citizen \vill only enhance the 
community. 

Fourth, I would wave my magic 
wand again to make everybody work 
together: local agencie , state agencies, 
the Department of Family and Chit-

My usband and I ay S 200 

every twjt months for son' insurance; 
w can you say tflat 

In sur ~costs are reasonable? 

A 
They're not, as you prove. 

Only by making mental health Insurance 
mandatory for the entire population, 

so that risks are spread equally, 
will Insurance companies reduce 

their charges. 
Now you bear that risk alone, 

and that is not fair. You are paying 
because you are suffering the risk. 

When that risk is spread over a pool 
of people, everybody's shared portion 

becomes very small 
for the Insurance carrier, who is then 

able to reduce premium costs. 
We all pay a little bit 

so that those who need the services 
are able to get the care they need 

for a price they can afford. 
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dren en·ice , the Department of 
Human Resources, the educational 
\'Stem, the f.'lith communities, busi-
ne~ partners-all tho e people who 
work independently would learn to 
work jomtly to benefi t that child . 

Yes, we have children who have 
done orne terrible things. But also, 
some terrible things have been done to 
them in their very hort lives. And the 
most terrible thing of al l is to identify 
those children and fail to address their 
needs, denying them the chance they 
need to be healthy human beings and 
productive citi.len living among us. 

The Foundation Perspective 

Patrick McCarthy 
Director 
Policy Reform Mtd luitiative 

Mamr.gemwt 
Auuie E. Casey Fotmdatiou 

To do better for children with 
mental health problems, I sug
ge t we make adjustment in 

three areas: frontline practice, neigh
borhoods, and managed care. 

In frontline practice, I find that 
in communities of color-communi
tic~ in which there 1 concentrated 
poverty and isolation-the quality of 
frontline practice, what happens bc
t\veen the persons who are suppo ed 
to help and the families and children 
who arc looking for help, is nothing 
short of dismal. 

The psychopharmacology is 
poor; it i the misuse of drugs. There 
is misdiagnosis-missing basic charac
teristic that uggcst '' hethcr a child 
has an organic disorder or a post
traumatic stre di order. There is 
inability to identify and use even the 
basics of "best practice" to help fami
lies. There is the inability to knit to
gether a collaborative approach to 
complex problems. All these mean it is 
more likely a child \\ill not get his or 
her first comprehensive re\~ew until we 
have locked the child up, rather than 
when the fami ly fir tasks for help. 

Part of the reason for this failure 

('JIJLDREN'S MENTAL HEALTH 

Q 
Now it seems the sjstem is so 

programmt4 to find out who's paying, and to 
make sure Ill the bills are going to be paid, 

there lsll't much attllltlon given 
to health care Itself. Can managed care 

Improve that situation? 

A 
Managed care, used well, offers 

an opportunity to shift Incentives. 
The systems now are set up so that each 

has an Incentive to shift part or all 
of the bill to someone else. 

It is part of the political dynamic 
of financing. And that means, for example, 
that these kids- poor kids, kids of color

after they have been bounced around 
from special education to child welfare, 

from child mental health to foster homes, 
end up In juvenile justice, the final stop 

In bill-payment shifting. 
Managed care gives us an opportunity 

to shift those incentives by pooling funds 
In a different way. 

is that mo t of us do not care enough 
about these communities to inve t the 
resources or energy ro improve prac
tice; it i~ s1mpl) a matter of weak pub
lic and political will . 

What would frontline practice 
look like if it were improved? It would 
mean redefining \\hat frontline prac
tice b. It would mean putting family 
resources at the center of practice, 
and, where necessary, supplementing 
what is a\ailable to the family. 

It means better training, both at 
the univer ity (e,·cl and in the field
professional development and support. 
Academia, with ItS book knowledge, 
could partner with families, who ha\·e 
experiential knowledge. Families know 
what happens, academia knows why 
those things happen. Together they 
could be powerful advocates with 
service providers, legislature , the 
purchasers of services, and the public 
systems that finance frontline practice. 

It would also mean that parents 
would be much more involved in the 
training and resource development 
that needs to occur. 

The other piece of frontline 
practice that needs to be improved is 
the fit of needs, value , and cultural 
per pecrivc of the family and those 
who arc providing help. Solving a 
tough problem is even tougher if my 
views of how the world works arc 
totally disconnected from those of the 
per on trying to help me. 

Frontline practice also needs to 
improve its ability to draw from non
traditional supports. Partnering pure 
support of family connectedness with 
some clinical interventions is perhaps 
the more powerful approach . 

Finally, frontline practice won't 
be improved until we have an abso
lutely rabid commitment to impro,ing 
outcomes. That means getting clear 
about \\hat we mean when we say that 
we want to make things better for our 
kid . How do \Ve define that? How do 
we measure it? But most importantly, 
ho\\ do we measure outcomes to in
form and improve frontli ne practice? 

Even if frontline practice is im
prm•cd, there remains a need to 



Do 
when 

A 
Doctors swear In the Hippocratic oath 

not just to do no harm but also to render 
service where service is needed. 

Most physicians do that. 
But many do not see that service Is needed 

in advocacy. Pediatricians are one 
exception; they have advocated Interventions 
best-at least better than the mental health 

field. They push for seat belts, bicycle 
helmets- they speak strongty for the needs of 

children, for the need to protect children. 
That's where our hearts have to be 

and that's the leading edge for us. 
Parity Issues, those are best born 

not by the self-serving medical or mental 
health professionals who want to bill. 

Clearly, parity's a pragmatic, 
dollars-and-cents issue 

that has to be addressed. 
But more Important should be 

speaking on behalf of families and mental 
health needs. That's the Issue. 

So a change in attitude and emphasis 
is clearly needed. Our voices have to be heard 

most loudly on behalf of children. 

imbed mental health services into the 
fabric of neighborhoods. Why? 

First, having parents from a 
community involved as designers and 
monitors of the group that purchases 
services means more effective out
comes. When purchasing and design 
decisions are made by a centralized 
bureaucracy, it is easy to incorporate a 
few parents into the process and claim 
parental involvement. In fact, it is not 
parent involvement. Parent involve
ment means neighborhood level in
volvement. 

Second, partnerships of agencies, 
providers, and residents have to occur 
to build a responsive mental health 
system. It is melding large systems and 
the agencies \vith neighborhood 
schools and churches and institutions. 

Third, at the neighborhood level 
we have a better opportunity to rede
fine what is meant by mental health 
services: each particular neighborhood 
has its own definition of mental 
health, family support, youth develop
ment, family resource centers, and so 
on. 

Finally, improved frontline practice 
and redefined, neighborhood

oriented managed care al o need a 
redesign of health care financial sys
tems. We are in the midst of huge 
changes in health care financing. The 
way that managed care has been 
implemented has been inadequate and 
piecemeal in terms of its effect on 
child welfare and behavioral health. 

But there are also opportunities. 
To take advantage of them, we again 
must clearly define outcomes and 
values, so that those who purchase 
managed care-business or govern
ment-are not focused solely on cost 
containment. That approach neither 
saves costs nor improves care. 

Managed care offers, among 
other things, good data to inform our 
decisions, as well as incentives to focus 
more intently on health than worrying 
about who pays the bills. 

Foundations such as mine believe 
that our job is to publicize the 

conditions of children and youth so we 

can build public will to do a better job 
in providing the resources necessary to 
better their lives. It is our job to find 
and provide expertise to those who are 
trying to change systems. It is our job 
to encourage new kinds of partner
ships. It is our job to find ways to 
support the voice of consumers in tl1e 
system. And, finally, it is our job to 
serve as research and development 
units that take on the tough issues
issues like race, culture, power that are 
part of the broader dynamic of poverty 
and isolation in this country-and in 
redefining them, help forge solutions 
for- among other things-better 
frontline practice, better neighbor
hood involvement, and better financ
ing of health care. 

The Clinical Perspective 

Eva Nemeth 
Middleto1J & Fey 
Private Practice Psychiatry, Psychology, 

a1Jd Psychotherapy 

Among the most important issues 
facing us as we consider ways to 
mprove mental healtl1 care for 

children, is early detection and early 
intervention of childhood mental 
illnesses. 

Recently, I took my 14-month
old to the doctor for a checkup. Wait
ing to get on the elevator, I saw a large 
sign that announced free skin cancer 
screenings at the dermatology clinic. 
At the pharmacist section I saw an
other sign announcing free blood 
pressure screening. 

On the way out, we passed the 
mental hygiene clinic. What was nota
bly absent from its wall was a sign 
advertising, "Free chi ldhood mental 
illness screening day." Instead, all we 
saw was a mental hygime clinic, which 
gave me this sense of going in there 
dirty and coming out clean, or getting 
your brain flossed, or having fluoride 
treatment of your psyche. 

U nfortunately, the stigma of 
mental illness frequently keeps people 
from recognizing that there is a prob-
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Q 
WW can't we do a 'bett job 

of earW ip('ervention and d'tection? 

In the field of physical illness 
early intervention and early detection 

are common because everyone 
realizes the benefit, not only In treatment 
but also in prevention, of discovering skin 

cancer or hypertension early, 
before it is too late to save one's life. 

Unfortunately, that is not 
yet true in the field of mental illne.ss. 

Too few recognize the benefits. 

• CHILDREN'S MENTAL HEALTH 

lem, and it certainly keeps people from 
going early to get help. Yet it really is 
cost effective-as well as health effec
tive-to have early mental health treat
ment for children. 

To illustrate this point, I present 
two hypothetical youngsters, both 
com posits of kids I have seen through 
the years. 

The fi rst child did not have early 
detection and early intervention; the 
second one did. 

Paul can not sit still, blurts out in 
kindergarten class, and never fol 

lows sequential orders. If his mother 
says, "Paul, take your shoes off before 
you come in, go upstairs, put your play 
clothes on, and put your school 
clothes in the laundry," he will not 
make it up the steps. 

Paul sometimes hits other kids. 
When he is four, he breaks his arm 
doing a dare-devil stunt on his bicycle. 

Paul has no early detection-or, 
more acturately, the early detection he 
has is his teachers thinking he is an
other misbehaving child, and they 
discipline him accordingly. His early 
intervention consists mostly of sitting 
with his school desk facing the wall. 

His parents work long hours and 
by the time they get home, they are 
too tired to deal with his behaviors, 
much less get help for him. 

Paul's pediatrician and the staff 
in the peruatrician's office ruslike him 
so much that when he comes, they just 
hurry him out and never recognize his 
Attention Deficit Hyperactivity Disor
der (ADHD) symptons. 

His grandparents suggest that 
his parents duct tape him to a chrur so 
he will sit still . 

Paul at first hides how bad he 
feels about himself by being the class 
clown. Slowly he starts to identify with 
bad kids because they are the only kids 
who will hang out with him. He be
comes known as a fighter; he bcgjns 
being suspended from school. By the 
age of 10, he is stealing smaJJ items 
from home and stores. By 12, he has 
joined a gang because nobody else 
likes him . 

At 15, he is sent by the courts to 

Georgia Regional Hospital for an in
patient evaluation. This is the first time 
he has ever lrud eyes on a psychiatrist. 

In the hospital, Paul is a ruce 
kid. Attractive, pleasant, polite, but 
constantly moving. He has made it 
through the ninth grade and cannot 
read third-grade level. His spelling, 
math, and achievement tests are sec
ond grade level. He is very honest and 
forthright; he tells me proudly that he 
has already stolen 15 cars. 

Paul has had ADHD symptoms 
since he was four or five; no one has 
taken the time to notice until now. 

Henry is tl1e second child. When I 
see him, he is also 15 years old. 

He, too, has exhibited ADHD symp
toms since age five. 

His behavior patterns go like 
this: He refuses to do work. He spits. 
He kicks. He screams at teachers. He 
uses profaruty, pushes other kids. 
Henry cannot complete assignments. 
He is accident-prone, a dare-devil who 
will try anything. He has a short atten
tion span and cannot sit still. 

What distinguishes Henry from 
Paul is by the middle of kindergarten 
year, his teacher recognizes that Henry 
has a problem. She discusses it with his 
parents, who agree to get help. 

Henry is diagnosed with ADHD 
and placed on merucation . 

His parents get training. Now 
they understand what their son is go
ing through and how they can best 
help him . 

Henry has appropriate school 
resources. At 15, he is a ninth-grade 
student with a B average. He still pro
crastinates on assignments, but is plan
ning to go to college. He has never 
been in trouble witl1 the law. He gets 
along with his family reasonably well
for a 15-year-old . He has friends his 
parents like. His gjrlfriend is an honor 
student. 

What makes these two kids turn 
out so differently when they were so 
similar to begjn with? 

Paul had a lifetime of frulures. A 
hundred times a day somebody was 
saying, "Paul, sit still," "Paul, stop 
fidgeting," "Paul, do your work," 



Q 
Schools ch ph at fi es . 

Businesses encourage phys· at fitness 
because they know it's co -efficient. 
Why can't a get businesses and the 
education syste1n and others to give 
parenting classes or support classes 

where people can learn to recognize symptoms 
of mental illness so they can respond to their 

children's needs In time? 

A 
Educational opportunities are available. 

A lot of hospitals offer those classes. 
Libraries are a good source of Information. 

Many employers sponsor educational 
programs. Employee assistance programs 

(EAPs) often deal with parental management 
and parental development topics. 

Yet more could be done earlier, 
perhaps in the high schools, 

to prepare young people to recognize 
and cope with the problems of mental illness. 

Why can't the health community establish 
a partnership with the schools? 

Why can't psychiatrists or counselors 
come into the school to talk about 
mental Illness like pediatricians 

talk about bike helmets? 
Why can't they explain chemical disorders in 

the brain, just as disabled people explain 
physical handicaps? 

There clearly are things we could do 
in the schools of Georgia. 

Only through early intervention will 
young people, who will soon be parents, learn 

the signs of mental illness. 
By the time they turn to the hospital 

programs, the library, or the EAPs for help and 
understanding, it may be too late. 

"Paul, you're being bad." Over time, 
Paul learned he could not be success
ful at the things other kids were doing; 
he started to try succeeding at other 
things. He succeeded at being the class 
clown, he succeeded at being a gang 
member, he succeeded at being the 
best car thief among all his friends. 

How might Paul's situation have 
turned out better? If he had had early 
intervention, if people had recognized 
there was a problem ... he might have 
turned out differently. 

Instead, Paul is sitting in the 
Georgia Regional Hospital, and it is 
difficult, perhaps impossible, to mea
sure the loss of productivity and the 
loss of quality of life. But as a small 
indication, right now he is costing 
maybe $120 a day in the youth deten
tion center and about $400 a day for a 
court-ordered evaluation. And all this 
could lead to $100,000 a year for 
several years in residential treatment. 
Even then, the prognosis is uncertain 
and the additional cost unknown. 

Henry cost about $200 for the 
initial evaluation and about $15 a 
month for medication. To make sure 
everything went well, he cost an addi
tional $85 a month for a counseling 
ession, where he got supportive 

therapy and medication management, 
and his parents got a "booster shot" to 
help them continue to undertand and 
cope. 

The point of my illustrations is this: 
if we don't invest in our kids, if we 

don't share the responsibility to pro
vide them the mental health care they 
need when they first need it, we will 
have to pay a lot more later on, in loss 
of productivity and loss of quality of 
life, but also in increased costs to soci 
ety. 

And there is a role for all of us: 
For clinicians, the responsibility 

is to move beyond treatment of indi
vidual clients to be part of the system, 
taking time to help people recognize 
that we need early detection and early 
intervention if we are to be successful. 

For parents, the responsibility is 
to seek help early on; do not be afraid. 
Just because your child acts like the 
Tasmanian devil , it docs not mean he 
is evil or you are doing something 
wrong. Do not be embarrassed to seek 
help for your child. 

For educators and childcare 
workers, watch for early signs of men
tal illness and, when behavior is ques
tionable, bring the symptoms of 
trouble to people's attention. 

For clergy, the responsibility is to 
be courageous and act in the family's 
best interest, tl1e child's best interest. 
Frequently, the first person parents 
turn to is their clergyperson. Clergy 
can be instrumental in guiding parents 
to get help before things start to go 
downhill for their child. 

For employers, the responsibility 
is to support employees in their efforts 
to raise and get help for their children. 

For health care financiers and 
policy makers, the responsibility is to 
move money and policy toward pre
vention and, in effect, stop giving all 
the grease to the squeaking wheel. It 
may be more popular to focus on 
detention, but what i needed is inter
vention and prevention. Do not allo
cate all the money to all the services 
that aren't part of the solution. 

For those in tl1c juvenile justice 
system, your responsibility is to de
mand more resources for youngsters 
who come into the system early with 
status offenses. By doing so, maybe 
you can make it more likely they will 
not return as more serious offenders. 

And for the advocates of im 
proved mental health care for chil
dren- for, in fact, all of us- the re
sponsibility is to do all of the above for 
our kids. 
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Actions 
SUE SMITH) executive director of the Ge01;gia Parent Support Netrvork and president of the Federation 
of Families for Childret~)s Mmtal Health) is also the parent of a child who has experienced mental illness. 
In her challenge) she sums up the tleeds and concerns of those involved in the struggle to gain parity in 
mental health care for children. 

H
ealth care and mental 
health care in Georgia and 
the nation present a very 
complex set of problems 

and challenges. 
In Georgia, we are less than 50 

percent funded for children living in 
poverty in 1990. We serve 13 percent 
of the children in need with some 
service, in some areas. It varies. We 
have barely begun to address the needs 
of African American children in this 
state. By 2003, the dominant minority 
population in the state will be His
panic. We have not even begun to 
think about what this population shift 
will mean . 

It is time we thought long and 
hard about what we want in terms of 
mental health care for our children 
and families. Then we need to advo
cate our position . We cannot stop until 
we ach1eve our goals. 

And to do that, we may have to 
study more about health care issues. 
Talk to experts. Visit the library. Many 
hospitals offer services to people in the 
communities. We get a lot of assistance 
from the United Way Help Book. Surf 
the Internet. It is worldwide and offers 
more information than you can imag
ine. We must be able to defend our 
positions with facts and logic. 

The things that are happening in 
juvenile justice give us hope. On the 
other hand, to downsize hospitals and 
fail to provide services is discouraging. 

• CHILDREN'S MENTAL HEALTH 

Dannie, 
lmpo 

Dannie: It Is Important to tell me the truth. 
Do not lie about what Is wrong with me. 

Do not lie to me about what a meditation will 
do to me. Tell me the truth. It is easier for me 

to understand the truth. It Is. 

Robert: Family therapy has always been 
big with me. But every time I was In 

an Institution, they put me on medication. 
Always. I've wondered, "What is this 

medication supposed to do?" When I got 
of age, I asked, "What are the side effects? 

How does It work with the brain?" 
They could not tell me. 

So I have wondered, if they gave therapy 
without the medication, how would it turn out? 
That Is just something I have always wondered. 

We are improving community-based 
services-a good sign. But in the pro
cess, our funds are limited to those 
most in need. There needs to be fund
ing for a broader spectrum of our 
people. 

The number of parents who 
need help has been escalating. More 
people are getting poor services. If 
they don't happen to be in the right 
place at the right time, they might get 
better services in the juvenile justice 
system, at a greater cost to themselves 
and society. 

Children with mental illnesses 
ought to have better resources. It will 
not happen until we vote change in. 

I t is a complex puzzle. A lot of play
ers have a lot of different views on it 

and they are influenced by a lot of 
different things. 

But some pieces of the puzzle 
are on the table. We need a Medicaid 
rehabilitation option. We need full 
parenting. We need legislation that 
makes it possible for every eligible child 
in Georgia to be covered by Medicaid. 

More than those details, we need 
a new mindset. We need education. 
We need involved parents. We need 
partnerships. We need to stop turf 
guarding and work together, coopera
tively and energetically, for the mental 
health of our children. We need, in 
short, to generate hope through 
shared re ponsibility. 



Positive Messages 
JOHN GATES, Ph.D., is director of The Carter Center Mental Health Program. He 1vas formerly Direc

tor of the Division of Mental Health Mental Retardation, and Substance Abuse of the Georgia Depart
ment of Hu,man Resources attd he currently serves on the boards of directors for the National Mental Health 
Association and the World Federation for Mental Health. 

There were some clear messages 
conveyed by the keynote 
speakers and panelists at the 
I11ird Ammal Rosalynn 

Carter Geor.EJia Mmtal Health Fomm. 
These messages \viii be disseminated 
throughout Georgia to consumers and 
family members, and to practitioners, 
business leaders, faith leaders, and key 
policy-makers at local and state levels. 

The messages are primarily posi
tive ones conveying confidence that 
Georgia can achieve a system of acces
sible and effective ervices. We are 
hopeful the result will be enhanced 
efforts to build upon the progress 
already achieved in serving the mental 
health needs of Georgia's children and 
families. 

Perhaps the most important 
message is that effective treatments for 
many disorders already exist, and that 
ongoing research on brain/ behavior 
relationships is teaching us more every 
day. In carefully controlled studies, 
both psychopharmacological and be
havioral treatments (broadly con
ceived ) have been shown to produce 
positive outcomes for a variety of dis
o rders, including depression, anxiety, 
and obsessive-compulsive disorder. In 
some cases, psychopharmacological 
treatment is sufficient, while in others 
behavioral treatment produces the 
positive result. In yet other cases, a 
combination of the two is best. 

This confirmation that we can 
help children through careful attention 
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to their internal environment ( i.e., 
improving their physiological func
tioning with medications) and to their 
external environment (i.e., improving 
their behavioral functioning through 
various behavioral interventions such 
as multi-systemic case management, 
wrap-around services, cognitive 
therapy, etc.) conveys the message that 
continued support for both types of 
interventions is needed. 

In short, there is tteed for more 
mpport for both behavioralattd psychop
lmrmacological research, trainittg, atJd 
practice. 

The pursuit of both should not be 
interpreted as a continuation of 

the old dualism of mind and body, but 
rather as a recognition that the func
tioning of our brain-with attendant 
thoughts and feelings-and our behav
ioral functioning are integrated . It is a 
reciprocal relationship of mutual influ
ence of behavior and physiology. The 
electrical and chemical processes in our 
brain affect our perceptions, thoughts 
and feelings, and thus how we learn 
and react to daily events. 

Similarly, our daily experiences at 
home, in school, on the job, in our 
places of worship and in the relation
ships we have \vith others influence the 
chemical and electrical activity of our 
brain. The evidence suggests that it is 
not only physiological processes that 
are affected, but also physiological 
structures. Peter Jensen's citation of 

research comparing the effect of de
prived and enriched environments on 
the brains of rats is an example: the 
brains of rats exposed to an enriched 
environment had larger nerve cells, 
with an increased number and com
plexity of connections to other nerve 
cells, and increased capillary growth to 
provide energy in response to the 
increased metabolic demand . 

These exciting developments 
deliver another positive message: JVe 

can m riciJ child developmmt by carefitl 
attmtion to early experiences. 

The sooner we can attend to 
children's experiences, the better the 
outcome is likely to be. In an effort to 
give every child the fullest opportunity 
for success, 1ve need support for a system 
of early interventio11s both physiological 
attd behavioral in natt1re. For ex
ample, proper nutrition and medical 
care for pregnant women and new
borns, and the provision of nurturing 
contact and appropriate stimulation 
can combine to give each child the 
opportunity for his o r her optimal 
development. 

While there is still much to be 
learned, we now know that poor nutri 
tion or the use of alcohol or tobacco 
during pregnancy negatively affects 
development, as does the absence of a 
warm, nurturing adult or an environ
ment lacking in diverse stimulation of 
a child's senses and the opportunity 
for positive interactions with others. 
The availability of a comprehensive 
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system of early interventions would 
gi,·c us the opportunity to promote 
the development of each child's assets, 
strength , and abilities, and thus pre
vent many future problems. Accepting, 
however, that uch a sy tern would not 
prevent all problems, we would still 
have the ability to detect early on 
when physiology or behavior goes 
awry. We could then develop plans to 
address such problem earlier rather 
than later, when chances of success arc 
likely to be greater. 

The evidence of the differential 
effect of \'arious treatments upon dif
ferent problems conveys another posi
ti,•c message: 011r arsmal of interven
ti011S is rob11st, contai11i11g a1J array of 
teclmiqtw that cn.TJ produce positive 
outcomes. We need not-should not
restrict our efforts to only medicinal or 
only behavioral or only social efforts. 
It is to the advantage of our children 
and their families that there be an 
array of techniques from which to 
choo c, guided by the e\•idence of 
which ones work for which problems. 

The me age is further confirma
tion of the need to plan around the 
strengths and needs of each child and 
that child's circumstances. 

And there is yet another message 
embedded in this one, a message 

probably most relevant to practitioners 
and service administrators. It is this: 
As we learn more about which treat
ments work best with which problems, 
we mttst become deliberate i1: ttsing only 
those treatments that produce tiJe posi
tive outcomes desired. 

This is already well-established 
practice with the phy iological aspect 
of functioning. We know a good deal , 
for example, about which medications 
arc effective for which problems, and 
physicians prescribe tho e medication 
and not others. We ha\'e begun to 
attend to differential practices with 
respect to the behavioral aspect of 
functioning. Fortunately, we arc now 
much beyond the days when some 
behavioral practitioners (broadly con
cei\'cd as analysts, or behavior modifi
ers, or rational -emotive therapists, 
etc.) learned and practiced one par-

• CHit Dll.EN'S MENTAL HEALTH 

Q 
What are yoer hop for 111e 

health pro ess In the few months remaining 
before the mnrennll!m? 

A 
We have had a decade 

of the brain. Some have proposed 
a decade of behavior. 

We need a decade that 
Integrates the two. 

ticular technique and applied it to aU, 
or nearly all, problems. Like the pro
verbial craftsman ,,;th only a hammer 
who aw the world as consisting of 
nails, these therapists viewed the 
plethora of human problems as due to 
either Oedipal mishaps or faulty con
tingencies or inappropriate ideas we 
kept repeating to ourselves. 

The evidence suggests a need for 
more differentiation and precision in 
our practices. One implication for 
individual practitioners is the need to 
master a variety of behavioral and 
psychotherapeutic techniques and to 
use them selectively. For human ser
\'ice admini trators, an implication is 
to develop staffing patterns-for a 
clinic, hospital, or en;ce region-that 
ensure the a\ ailability of staff that 
collectively have at their disposal the 
fuU array of effective techniques. The 
recognition that one size \vill not fit all 
has implications for research and train
ing programs. We need more research 
focused on the effects of medications 
on children specifically and better ways 
to translate the knowledge of the labo
ratory into the practices of those on 
the front-line of care. 

A final, positive message has to 
do with the strength and resiliency of 
children and their parents, especially in 
view of the problems the}' encounter, 
and the courage and determination 
they display to overcome those prob
lems. Robert and Danielle hared their 
journeys of challenge and triumph. 
Their stories reinforce all the other 
messages. Sttccess ca1J be achieved by 
working i1J parmership JPitiJ children 
a1Jd their families, as much as possible 
in their homes and communities, of
fering the appropriate treatments and 
supports, being sensitive to cultural 
variations, with an eye to what works 
and what docs not, and changing our 
efforts as needed. 

Most of what is achieved will be 
due to the efforts of the children and 
their families themselves. We need 
only pro,;de an array of services and 
upports to build upon, supplement, 

and support those efforts. 
Georgia has begun, but there is 

more to do. 



Q 
Wh Is the ory behind the 

menta heal bell"i 

A 
During World War II and the Korean Conflict, 
a number of conscientious objectors served 

with the National Mental Health Association. 
As they traveled the country, they encountered 
horrible conditions In state mental hospitals. 

Spontaneously, they began sending back 
to association headquarters 

the cuffs and chains that were used 
to bind people with mental illness. 
These shackles were displayed In a room 

called the chamber of horrors untllt953, 
when they were taken to the McShane Bell Foundary 

In Baltimore and, In a ceremony, melted down Into a special bell. 

Our challenge now is to put what we've learned into practice. To do that,"' 

of children and adolescents and their families are too great for any one gr 

of life for children. •:• I was in Goshen, Ind., speaking on mental illnesse: 

didn't look more than 20 years old-said to me, "In the last couple of · 

overwhelmed me. I could not believe that in Goshen, in a place that perso~ 

brought home dramatically the need for collaboration among the education ~ 

their children. •:• With all of us working together, there is so much we can a< 

mountable when we work in isolation. But together, we can succeed. Why 

our children. And the best way to get that is for all of us to join together fo 
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Q 
What hap~ed to the betlf 

fS the bellstiU In use' 

A 
The Inscription on the bell reads: 

"Cost from the shackles and chains that bound them, 
this bell shall ring out hope for the mentally Ill 

and for victory over menta/Illness." 
The bell has been rung only on special occasions. 

At the closing of the Rosalynn Carter Georgia 
Mental Health Forum, Rosalynn Carter and Sue Smith

acting for all those who have struggted with mental illness, 
those who struggle with mental illness now, 

and for all those who will struggle with mental illness
again rang the bell. 

re have to work together; we have to collaborate. We realize that. The needs 

oup to tackle alone. •:• We have a long way to go to have the best quality 

sand mental health to about 1,000 people. A young school teacher-she 

years, I have had six of my students commit suicide. Six of them." That 

.ified the ethic of middle America, a "cluster suicide" could happen. •:• But it 

.1envork, the business community, the juvenile justice system, the families and 

:complish. There are so many needs and so many problems, they seem insur-

notr We all want the same thing. We all want the best care we can get for 

r the good of all. - Rosalynn Carter, former first lady of the United States 
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