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information package

INTERDEPARTMENTAL PROTOCOL AGREEMENT
FOR CHILDREN/ADOLESCENTS WITH
SEVERE TO PROFOUND EMOTIONAL/ BEHAVIORAL DISORDERS

1.0 Development of the Protocol

March, 1995 (Appendix A). This protocol mandates a shared interdepartmental/
multisystem case management approach to delivering services to such high risk
children/adolescents and their caregivers. This approach is also designed to ensure available
resources in context of fiscal realities are utilized in an effective and highly focussed

manner.

The protocol was developed collaboratively by the Child and Family Support, Child
and Adolescent Mental Health Services, Community and Youth Correctional Services and
Student Services branches of the respective government Departments. Between the period
of September 1990 to September 1993, an interdepartmental pilot project was established
to evaluate the effectiveness of providing coordinated multisystem services for children

ages 5-11 with profound emotional behavioral disorders. (Appendix B). Cases served
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during the Pilot Project trial period, as well as cases randomly selected by the four
Departments from ongoing caseloads were reviewed to identify those factors which
facilitate as well as impede pdsitive service outcomes. Cases which used a multisystem
approach to implement an integrated intervention plan based on a comprehensive needs
assessment were more likely to have positive service outcomes. In these cases there was
a common understanding and commitment by all agencies/departments involved on the

needs of the child and family. Those needs were seen in the context of the whole child.
There was a case management process that identified the lead agency/department; who
was responsible for each of the service components, an ongoing monitoring/evaluation
process, and knowledge and flexibility by personnel involved in working within a
multisystems approach. In these cases a member of the interagency team was designated
as case manager to facilitate team meetings and to ensure that intervention plans were
coordinated and maintained their effectiveness. A more comprehensive list of factors

which affect service outcomes is attached in Appendix C.

The Interdepartmental Coordination of Services Committee prepared a draft protocol
to incorporate the findings of the case reviews. The protocol was presented to an
interagency focus group with representation from direct service personnel from the child
welfa;'e, youth corrections, education and mental health systems. Their recommendations
were incorporated and a final draft of the protocol was forwarded to the Children and
Youth Secretariat, presented to the Human Services Committee of Cabinet and subsequently

released for implementation.
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2.0 Target Population
The Interdepartmental protocol applies to children/adolescents with
emotional/behavioral disorders who present the following p'rofile:

> the child/adolescent is a danger to self and/or to others and his/her actions are marked
by impulsive, aggressive and violent behavior

» the behavior is chronic - the disorder is persistent over a lengthy period of time

> the behavior is pervasive and consistent - the disorder negatively affects all the
child's/adolescent’s living environments including home, school and community

> the child/adolesc':ent requires or is already ;éceiving a combination of statutory and non-
statutory services from the Child and Family, Education, Mental Health and/or Justice
systems as defined within the Child and Family Service Act, Young Offenders Act and
the Mental Health Act.
Children/adolescents who have developed emotional/behavioral disorders at levels of
- severity consistent with the criteria outlined in the profile, are a relatively small but highly
visible group. The "Health of Manitoba's Children™ (Postl, 1995) reports rates of 18 - 30%
for‘ children with mental health problems reqdiring intervention, and 3% with severe
psychiatric disorders. Offord (1988) found similar prevalence rates of 18.1% for
emotionally disturbed children (aged 4 to 16 years) in Ontario. Children/Adolescents may
develop such severe disorders in response to a combination of interrelated and traumatizing
stressors such as high risk social, genetic, and environmental factors including
neuroiogical/neurochemical deficits, mental disorders and overwhelming life events generally

associated with extreme family dysfunction, alcoholism, substance abuse, family violence

and persistent emotional, physical and/or sexual abuse.
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Children/adolescents who for a variety of reasons have learned that their world is a
hostile; dangerous and uncaring place develop coping styles to meet their safety and
survival needs. It is through their life experience they learn to perceive the world as safe
or unsafe, to develop or avoid social relationships and to trust or mistrust significant others
in their lives. The fundamental problem for children/adolescents who have experienced
persistently non-nurturing and traumatizing relationships in their family and social systems,
is that they typically generalize from their experiences and treat others in a manner to which
they themselves have become accustomed. Carl Hammerschiag (1994) observes:

"By early childhood we've learned something about the people who are

important to us and whether or not we can depend on them. We learn to

behave in ways that our parents and teachers want us to because we are

afraid that if we don't, they will withdraw their love. Children conform their

behavior to parental expectations because of the threat of the withdrawal of

love. On the other hand, if children don't believe anybody really loves them,

then it becomes very difficult to get them to conform their behavior to

anybody's expectations, because you can't take away something from them

that they already believe they don't have and can't get”.

It is in this context that children/adolescents with profound emotional/behavioral disorders

are "victims" in that they are affected by a combination of traumatic social, environ-mental,
as well as genetic factors. Often, as a result of their experiences, they also become
"offenders” because their self-destructive and aggressive coping styles indiscriminately
affect their social relationships in all their living/learning environments, home, school, and
community. That in essence is also a fundamental reason why one dimensional approaches

to the treatment of children/youth with severe to profound emotional/behavioral disorders

tend to be limited in effectiveness.
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3.0 Rationale for establishing a System of Care

There is widespread professional agreement that many children and youth with
severe to profound emotional/behavioral disorders as well as their families and/or substitute
caregivers require multiple services involving several agencies as well as the
education system. Typically such children/adolescents do receive a combination of child
- welfare, special education, mental health or juvenile corrections services. A critical
weakness in the delivery of such services is that they are often fragmented as each service

system focusses on a particular aspect of the child's/youth's problems. In fact, such

services sometimes work in contradiction to each other.

Nelson and Pearson (1991) report that historically the preponderance of approaches
to the treatment of children/youth with emotional/behavioral disorders are based on a
micro-level perspective...."in that the child is seen as fthe source of the problem, and
interventions are directed toward correcting problems inherent in the child". However,
one dimensional approaches tend to have limited success in ameliorating significant
adjustment problems; particularly for younger children who can have only limited influence
on changing their life circumstances. On the other hand, an ecological model assesses
service needs in context of a child's/youth’s family and other social systems in order to
develob a more comprehensive intervention plan. Such plans involve caregivers (parents,
foster parents, group home and residential treétment staff), educators (teachers, teaching
assistants, special education personnel) and clinical personnel‘in providing consistent

intervention plans for managing self-destructive and aggressive behavior as well as
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meeting nurturance needs. The following case example illustrates an ecological approach:

A 14 year old feméle, expelled from her school program because of her
oppositional behavior and aggressive acting out, received anger management
training. Because she was not responding to this intervention in any
demonstrable way, a multiagency conference was convened to discuss her
situation. When a multisystem team shared information and reviewed the
case, the team learned that this girl's mother not only became sexually
involved with her daughter's boy friends, but herself was an exceedingly
volatile and punitive care giver. All the efforts at teaching anger management
consequently were of extremely limited value because she naturally felt fully
justified in her anger about her relationship with her mother, who also
presented like her daughter's adolescent friend. The intervention plan
consequently was changed to address not only her current living situation but
also to provide counselliing support ana special programming in her school
environment. Anger management training subsequently became one of several

components in a more comprehensive and coordinated context.

The concept of developing a "system of care” on a case by case basis involving a
multi-system team including caregivers in developing child centered interventibn plans has
been under consideration by professionais for many years. Stroul and Friedman (1994)
review many initiatives which provide such focused and coordinated service. In Brandon,
Manitoba, the Multi Agency Preventative Programming for high risk youth project is also
an example of collaborative interagency planning. The protocol is intended to assist
professionals in child welfare, education, mental health and youth correction services in

developing such coordinated systems of care.
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4.0 Principles of a System of Care

Stroul and Friedman (1994) define a system of care as..."a comprehensive spectrum
of mental health and other necessary services which are organized into a coordinated
network to meet the multiple and chaﬁging needs of severely emotionally disturbed children
and adolescents”. This definition is consistent with the objectives of the Interdepartmental
Protocol Agreement which promotes collaborative planning for such children/adolescents
by developing comprehensive intervention plans which address both the behavioral concerns
and developmental needs of such children/ adolescents. This requires the involvement of
the education'and social service systems to ‘ensure that appropriate structure is provided
to deal with behavioral concerns in a consistent manner in all the child's/adolescent's
living/learning environments and that developmental needs are addressed.

At an interagency systems level, a system of care approach could lead to developing
formal interagency mechanisms through which muitisystem planning is supported. On a
case by case basis it means delivering services which are complementary in supporting a
comprehensive intervention plan based on common treatment goals. This approach
necessitates that both assessment information and resultant intervention plans are
integrated. Nelson and Pearson (1991) conclude that unlike a "continuum 'of services"
perspective which delivers services which are progressively more specialized and restrictive,
a system of care..."focuses on broadening and strengthening the community base as the
essenfial arena for treatment and rehabilitation. Stroul and Friedman (1994) identify three
core values and ten principles on which effective systems of care are based. These are

reported in Table |, page 8.



Page 9

5.0 Implementing the Multisystem Case Management Approach

"The Protocol formalizés a shared interdepartmental/muitisystem case management
approach to enhance good practice and to maximize the effective use of available resources
to address the service needs..." of children/adolescents with very severe to profound
emotional/behavioral disorders. (Protocol, p. 1). It outlines a sequential process for the
implementation of an integrated "system of care"” which provides timely and goal oriented

intervention/treatment programming on a case by case basis for this high risk population.

The multisystem process is initiated at the local level between Child and Family,
Mental Health, Community and Youth Corrections and school division personnel for those
children/adolescents described in the profile, Section 2.0, Target Population. Since these
children/adolescent already have involvement with multiple service providers, the first step
for the service system which identifies the need for a multisystem approach is to convene
a meeting of all caregivers directly involved with the child/adolescent. This may include
agency personnel, education personnel, consultants and clinicians, parents/guardians,
alternative care givers (foster parents, grdup home and day care personnel) and the

child/adolescent where appropriate.

The purpose of the initial meeting is to share pertinent case information including

identifying data on the child/adolescent and family, a description of the presenting



