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Children's Services:  Methods, Results, and Implications for Next OSA Study 
 
Methods Used for Compiling Data 
 
The OSA protocol identified five child and adolescent service agencies from which to request 
data on the number of children that received mental health services and the dollars expended on 
these mental health services. The OSAs included Child Welfare, Education, Early Intervention, 
Juvenile Justice, and SCHIP. In addition, child level data was requested from Medicaid databases 
and from Vocational Rehabilitation databases for those less than 21 years of age. The OSA Study 
protocol provided the following guidelines:  
 

Education - Expenditures to be included were those by Special Education for mental health 
related services delivered as part of individual education plans, and expenditures for other school-
based mental health services provided in schools (e.g., counselors/psychologists in schools, 
school-based mental health centers). Possible sources of data recommended were the state agency 
budget and special education expenditure reports 
 
Early Intervention - Expenditures to be included were those covered under IDEA, Part C and 
other state operated and/or funded early intervention programs that purchase or provide mental 
health services for infants and toddlers. Recommended data sources were: mental health 
expenditures under Part C or SAMHSA-funded system of care grants 
 
Juvenile Justice – Expenditures to be included were for mental health services delivered in 
juvenile justice facilities, and through courts, diversion programs, probation, and parole. 
Recommended sources of data included the State agency budget and contracts for mental health 
services. 
 
Child Welfare - Expenditures to be included were for services such as residential treatment, 
therapeutic foster care, in-home family intervention, crisis intervention, and other outpatient 
services. Recommended sources of data included the State agency budget, contracts for mental 
health services, data collected for special interagency initiatives such as State Infrastructure 
Grants or Mental Health Program Improvement Plans. 
 
Medicaid/SCHIP - The recommended categories of expenditures were for inpatient, outpatient, 
and pharmacy. It was recommended that Medicaid data be obtained from paid claims files that 
had been linked with eligibility files. It was further suggested that mental health 
services/pharmaceuticals be identified through "Diagnosis", "Provider type", "Procedure code, 
and a list of pharmaceuticals. 
 
Vocational Rehabilitation - The recommended categories of expenditures were for supported 
employment, vocational training, and outpatient services. The Rehabilitation Services 
Administration maintains a case level database of all state VR services (RSA-911). The data is 
submitted by state VR agencies to the US Rehabilitation Services Administration, US Dept. of 
Education. Therefore, the recommended data source was the state or national VR data base. 

 
Table 1 illustrates the varying methods that were actually used to gather information from each 
of the child/adolescent OSAs.   
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Table 1:  Summary of Methods Used to Compile Data from OSAs 
 
Other State 
Agency 

Data Compilation Methods States 

Child Welfare • Budget data and contracts re: expenditures and number of children 
in residential treatment and other mental health services 

• Included costs for therapeutic foster care, residential treatment, and 
inpatient psychiatric care from State Dept. of Health and Human 
Services  

• Data provided from the Governor's Office on Children for dollars 
allocated for gaps services such as interagency family preservation 

• Data compiled from federal annual children's report for 
hospitalization, residential treatment, group home, therapeutic 
foster care, supervised independent living, emergency placements, 
day treatment, case management, and outpatient.  

• Data were pulled using activity codes matched to the OSA protocol 
service categories 

CO, NM 
 
ME 
 
 
MD 
 
 
SC 
 
 
 
UT 

Education • Data from Dept. of Education for social work and psychological 
services 

• Data provided from the Governor's Office on Children on dollar 
allocated for gaps in school -based mental health centers 

• Data from Dept. of Education on the number of children with 
Individual Education Plans (EH), and Individual Family Service 
Plans 

ME 
 
MD 
 
SC 
 

Early Intervention • Data from Dept. of Education for social work and psychological 
services 

• Data provided from the Governor's Office on Children on dollars 
provided to local boards to fill service gaps for home visits and 
early intervention programs. 

• Data provided by the early Intervention staff of the Health 
Department 

ME 
 
MD 
 
 
OK 
 

Juvenile Justice • Expenditures on contracts for residential treatment and/or 
community mental health services 

• Data provided from the Governor's Office on Children on dollars 
provided to local boards to fill service gaps  

• Expenditures from youth in subclass of seriously mentally ill 
juveniles; plus psychiatric inpatient admissions 

AZ, CO, ME, NM 
 
MD 
 
SC 

Medicaid/SCHIP • Direct retrieval from paid claims systems using codes in OSA 
protocol 

• State Medicaid office contracted with the University of Maryland 
to produce the report, based on paid claims. Data came from 
pharmacy records covered under HealthChoice, Maryland 
Pharmacy Assistance Program, and Medicaid fee for services 

• Data were compiled from the Health Information data Warehouse. 
Includes medical record, inpatient billing, ER visits, and Medicaid 
files 

AZ, ME, UT, OK 
 
MD 
 
 
 
SC 
 

Vocational 
Rehabilitation 

• State VR pulled data from RSA-911 forms 
• Data extracted from DOL-VR data system 

CO, SC 
ME 

 
 
 



 
 
 
 

NASMHPD Research Institute, Inc 
 

 3

 

Results 
 
Eight of the nine states participating in the OSA pilot were able to provide information in the 
requested protocol categories. Maine, Maryland, and South Carolina were able to compile data 
from nearly all of the possible sources. Table 2 presents a summary of the data compiled for 
child and adolescent Other State Agencies.  
 
Table 2:  Summary of Data Compiled for OSAs Serving Children and Adolescents 

 

Number of 
Persons Served 
by OSAs 

Dollars 
Expended by 
OSAs 

   
Arizona:   
Medicaid - Children 46,606 $214,000,000 
Juvenile Justice -- $6,052,122 
   
Colorado:   
VR - Children 1,541 $1,176,657 
Child Welfare 10,279 $72,175,926 
Juvenile Justice 8,891 $10,978,443 
   
Maine:   
Medicaid - Children 10,963 $137,412,846 
SCHIP 1,196 $4,635,984 
VR - Children 121 $18,984 
TANF 274 $1,359,080 
Education 3,217 $3,297,274 
Early Intervention 119 $557,764 
Juvenile Justice 2,084 $1,477,684 
Child Welfare 1,935 -- 
   
Maryland:   
Medicaid - Children 40,395 $204,950,134 
Medicaid Pharmacy-children 38,089 $25,988,576 
VR-Children 434 $670,257 
Governor's Office: Education 2,592 $246,000 
Governor's Office: Early Intervention 1,319 $254,400 
Governor's Office: Juvenile Justice 3,292 $3,100,000 
Governor's Office: Child Welfare 2,866 $4,977,216 
Juvenile Justice -- $25,889,013 
   
New Mexico:   
TANF 78 $723,210 
Early Intervention/Behavioral Health 
Intervention 17,786 $9,702,589 
Juvenile Justice 322 $2,798,393 
Child Welfare 3,746 $464,116 
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Oklahoma:   
Medicaid 22,711 $10,049,921 
Early Intervention 9,354 $19,075,997 
 
   
South Carolina:   
Medicaid - children 79,985 $230,041,751 
SCHIP 6,812 $10,199,203 
VR - children 150 -- 
Juvenile Justice 191 $4,333,246 
Education 1,703 -- 
Child Welfare 35,667 $193,679,000 
 
Utah:   
Medicaid - Children 25,719 $46,741,653 
Child Welfare 3,213 $41,525,732 
   

 
Six states compiled Medicaid data, which is by far the largest source of OSA dollars. Across 
these five states approximately $870 million was spent on approximately 262,000 children and 
adolescents. Roughly this equals $3,500 per child. The second largest expenditure reported by 
six states was in Child Welfare where approximately $313 million was reported spent for 
approximately 60,000 children. The average here is approximately $5,300 per child. The third 
largest reported expenditure was by Juvenile Justice where six states reported that approximately 
$29 million was spent on approximately 15,000 youths. 
 
Several states commented that their numbers for expenditures and individuals served did not 
include dollars and services provided by county or other local agencies. The numbers reported 
are therefore likely to be under counted. Another source of under counting came from the need to 
restrict the target population to be counted (i.e., counting only a subclass of seriously ill juvenile 
offenders, or including only the cost of services that fill discrete gaps). However, at the same 
time, there was also duplication in the numbers of children receiving multiple services, which 
would result in an over count of dollars. 
 
Implications and Recommendations 
 
Six of the states participating in the OSA study were able to compile Medicaid, Child Welfare, 
and Juvenile Justice data. Accessing Medicaid data appeared to be fairly straightforward because 
of the automation of the eligibility and paid claims systems and the uniformity in coding for this 
federal insurance program. Knowledge of one's state Medicaid MIS systems was found to be 
very important as well as being able to articulate a clear request for the desired reports. For the 
next cycle of the OSA study it will be important to refine the code list so that only the specified 
mental health categories are included, and to develop sample request statements for states to use 
when approaching their Medicaid agencies. 
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Data on Child Welfare and Juvenile Justice expenditures and numbers of clients served came 
from multiple sources, including budgets, contracts, annual reports, and from MIS systems. 
Expenditures were generally for residential treatment services, therapeutic foster care, and other 
outpatient community-based treatment services. However, the overall picture for both of these 
service sectors is somewhat uneven and incomplete. In some states we only received data 
pertaining to services for special target populations, or for services to address gaps in service 
delivery. However, other states did report statewide expenditures by child welfare and juvenile 
justice. To get more comprehensive data for the next round, the OSA team needs to more clearly 
specify parameters for data compilation in the protocol. 
 
Education and Early Intervention posed the largest challenges in this initial OSA pilot. We need 
to redevelop the protocol for these sectors and more clearly specify categories of expenditures 
and sources of data.  
 
One of the OSA Study's expert panel members, Dr. Richard Dougherty, the author of the 
Children's Mental Health Benchmarking Project, and his colleague, Dr. Sylvia Perlman, 
reviewed all of the child-level OSA data and suggested the following ways to increase 
participation of OSAs and to ultimately improve quality of the data received. 
 
Engaging and Working with OSAs 
 
The NRI should add a section to the protocol that proposes a process to the SMHAs for 
encouraging participation by the OSAs. This process might include the following steps, for 
example: 
 
• Begin by “marketing” the project to the Governor’s office, as necessary, explaining the 

potential for cost savings, quality improvement and better service to constituents; then 
request that the Governor’s office provide a letter indicating its support for the project. 

• If possible, have the SMHA director speak directly to his or her counterparts at the OSAs, 
outlining the project briefly and requesting help; this might be done at a cabinet meeting or in 
another setting that does not require an individual phone call or conversation with each 
person. 

• Prepare a cover letter from the SMHA’s commissioner to its sister agencies explaining how 
the data submitted might be helpful within the context of their own state (with both this letter 
and the Governor’s included in the distribution of the Protocol), and thanking them in 
advance for the effort involved in gathering the data;  

• Convene a meeting with the key OSA contacts at which the responsible SMHA personnel 
can convey their enthusiasm for the project, acknowledge the challenge entailed in it; review 
the benefits the state and/or the OSAs will realize from it; respond to questions and concerns; 
and once again thank the OSA representatives for their involvement. Describe the project in 
terms of a cooperative venture with the OSAs in their state, and as the beginning of a longer 
term process, rather than as a simple one time request for data from them. 

• In some cases, it may be worth while for the SMHA to consider what the OSA might want or 
need to get out of this project for itself; such considerations might lead to a slightly different 
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approach to the request for data. An offer of a small amount of funding (if this could be made 
available) and/or direct assistance from SMHA staff might in certain cases affect the 
likelihood of receiving data. 

• The SMHA might also use this data request as an opportunity to consider how it could better 
help meet the needs of each OSA’s clients; beginning with the assumption that many state 
agencies struggle to meet the mental health needs of their clients, the SMHA might ask itself, 
as well as the other agency, how the two might work together more effectively to meet those 
needs. 

• Because different OSAs, even within one state, gather and maintain their data in different 
ways, in response to varied mandates and requirements, their capacities for participating in a 
project such as this may vary dramatically. Therefore, an awareness of the specific 
capabilities of each OSA within its own state is likely to be important to successful  

• Implementation of this project by a SMHA. The NRI might consider recommending that 
SMHAs meet individually with the data managers within the various OSAs in order to learn 
not only as much as possible about what data each OSA gathers and maintains, but also about 
the way in which each OSA organizes its data, the extent to which they are able to do special 
analyses and their previous experience with data sharing. 

• Hold a wrap-up meeting after the OSAs have provided their data. This meeting could serve 
the dual purpose of enabling the SMHA to share the data they have received with the other 
agencies, and of exerting some pressure on the OSAs to participate, because their sister 
agencies will know what they have (or have not) contributed. 

 
Modify the Format, Appearance and Content of the Package Requesting Information 
 
The Benchmarking Project found that the style and content of the data request packages were 
critical to their response rate. The following strategies should be considered for improving the 
protocol: 
• Give the Protocol a new title that makes it clear what the project is about, e.g., Protocol for 

Gathering and Reporting Data on Mental Health Services. Remove the NRI logo from its 
prominent place on the cover, because that makes it appear as though the OSAs are being 
asked to participate in a “research” project. We would recommend that this project be viewed 
not as research, but as a step toward the coordination and improvement of services; 

• Begin not with the Project Abstract but with one or both of the cover letters (from the 
Governor and Commissioner) recommended above; 

• Next, include a brief, compelling statement about the value of the project to the SMHA and 
the entire state, signed by the person at the SMHA who is responsible for it, and including 
that person’s telephone number in case of questions; 

• Include a footer on every page of the Protocol that provides a phone number for OSA staff to 
call if they have questions; 

• If at all possible, we would suggest that a unique package be prepared for each type of OSA 
(i.e., Corrections agency, Child Welfare agency, and so forth), so that each participant need 
only read relevant material; this will also make each package briefer and less intimidating 
(the SMHA might even prepare a separate cover letter for each agency, in which it outlines 
some of the work the SMHA is doing with the OSA). We learned the value of this step in our 
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Children’s Mental Health Benchmarking Project. In our first year, we sent all agencies the 
same data collection instrument. In subsequent years, when we used different instruments for 
SMHAs and Medicaid agencies, we had far more respondents and they submitted far better 
data. 

• For example, education departments appear to be among the most challenging OSAs from 
which to gather data. Because state dollars that flow to local school districts may not be 
dedicated to purposes such as mental health services, DOEs may have been unable to 
respond to the questions as asked in the Protocol. It may therefore be necessary for the 
SMHA or the NRI to learn, for example, more detail about how state Departments of 
Education are required to report data to the Federal government, and how they might be able 
to locate the data of interest to this project in those reports. 

• The Protocol seems to be clearest and most fully adapted for the Medicaid agency; with very 
explicit identification of possible sources of data and clear delineations of eligibility 
categories. Most SMHAs are likely to understand the language of Medicaid; it may take 
more effort to learn the language of the “other” OSAs. Even within the Medicaid section, it 
might be helpful to detail more carefully the information sought for SCHIP enrollees, 
especially since states have more leeway in how they operate their SCHIP programs than in 
how their Medicaid programs run. 

• Child welfare agencies tend to be especially concerned about confidentiality, and therefore 
wary about sharing data with other agencies; to overcome this potential obstacle, the SMHA 
might be well advised to include documentation assuring the child welfare agency that, since 
all data being requested are administrative, and not identifiable at the person level, data 
sharing should not be a problem. 

 
Use Learning Collaboratives and/or Other Quality Improvement Techniques to Share Best 
Practices 
 
Because some states were very successful in compiling data from most of the OSAs, it is likely 
that the ways in which they engaged in the project differed from the ways in which other states 
did. Assuming that this is the case, they will have valuable suggestions to offer others. We would 
suggest that the NRI begin by setting up a conference call or meeting at which representatives of 
those two states can discuss among themselves, and with the NRI, what they did that worked. 
The next stage would be for them to offer guidance to other states, and perhaps to recommend 
revisions to the procedures and/or the Protocol as presented by the NRI.  


