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Objective: This longitudinal, prospective study examines the role of specialty mental health care as provided by
community-based, usual-care practice settings in predicting out-of-home placements among children served by a
child welfare and juvenile justice system. Method: The mental health needs of 1,249 children from 22 counties in
Tennessee were assessed when the children were referred for child welfare and juvenile justice, in-home, case man-
agement services. The outpatient specialty mental health care received by the children in the 6-month period fol-
lowing the referral was recorded using the Service Assessment for Children and Adolescents and reimbursement
records of TennCare. Children were then followed for 1.5 years to identify those who were subsequently placed
in out-of-home care. Results: A majority of the children needed specialty mental health care, but most of these
children did not receive it. This is important because their need was the best predictor of subsequent out-of-home
placement. The odds of an out-of-home placement in the follow-up period were reduced by 36% to 40% for those
children who received specialty mental health care. Conclusions: Improved systematic screening for mental health
problems and access to specialty mental health care for children referred for in-home child welfare and juvenile

Jjustice case management services are promising strategies for reducing out-of-home placements.
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Child welfare and juvenile justice systems nationwide
serve some 3 million children each year, and the major-
ity of these children are at risk of serious emotional or
behavioral problems that can follow them into adult-
hood (Burns et al., 2004; Garland et al., 2001; Hazen,
Hough, Landsverk, & Wood, 2004; MacKinnon-Lewis,
Kaufman, & Frabutt, 2002; U.S. Department of Health
and Human Services, 2003). The high risk of chronic
behavioral and mental health problems faced by these
children underscores the need for timely and appropri-
ate care, but there is evidence that many child welfare
and juvenile justice systems provide ineffective care
(Garbarino, 1999; Lindsey, 1994; MacKinnon-Lewis
et al., 2002; U.S. Department of Health and Human
Services, 2004). A critical deficit highlighted by several
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studies of child welfare and juvenile justice systems is
that the mental health care needs of the children are not
systematically identified, and most children served by
these systems who need specialty mental health care do
not receive the needed care (Burns et al., 2004; Lyons,
Baerger, Quigley, Erlich, & Griffin, 2001; Webb &
Harden, 2003). Specialty mental health care is defined
as treatment for mental health problems provided by
mental health professionals, community mental health
centers, day treatment programs, outpatient clinics, or
in-home treatment programs (Hazen et al., 2004). A child
served by a child welfare and juvenile justice system
typically receives specialty mental health care when a
case manager identifies the need for such care and refers
the child to a specialty mental health care provider.
There have been several studies of specialty mental
health care for children served by child welfare and
juvenile justice systems, but most of the studies focused
on children who were already placed in out-of-home
residential care. These studies leave a gap in our under-
standing of the benefits of timely mental health assess-
ments and access to specialty mental health care for
children before they are removed from their homes.
This is important because the majority of the children



referred to child welfare and juvenile justice systems
receive case management services at home, and there
is evidence that the need for specialty mental health care is
as great for children who are served by these systems while
living at home as for children who are in out-of-home
placements (Burns et al., 2004; Webb & Harden, 2003).
Although child welfare and juvenile justice case
management services should include assessment and
referral for specialty mental health care, a recent nation-
wide study indicates that case managers fail to identify
most of the children with mental health service needs,
and only a small portion of the children who need the care
actually receive it (Burns et al., 2004). Given the high
level of mental health and emotional problems among
these children, it seems that improved assessment and
referral for specialty mental health care could reduce
subsequent out-of-home placements. However, few pre-
vious studies examined the benefits of outpatient spe-
cialty mental health care for children receiving in-home
child welfare and juvenile justice services. Moreover,
there is evidence that community-based, specialty men-
tal health treatment for children as provided in usual-
care settings may be ineffective (Weisz, 2004; Weisz &
Jensen, 1999; Weisz, Sandler, Durlak, & Anton, 2005).
This study responds to the need for more information
about the benefits of specialty mental health care as
delivered in actual community-based, usual-care prac-
tice settings for children receiving child welfare and
juvenile justice case management services in their homes.

The Boundaries Among Child Welfare,
Juvenile Justice, and Mental Health Systems

Although studies of children at risk of chronic mental
health and behavioral problems tend to focus on a specific
service sector, there is evidence that over time children are
served by more than one service sector and that the child
welfare and juvenile justice systems serve a particularly
large number of children who need services from the spe-
cialty mental health care sector (Garland et al., 2001;
Hazen et al., 2004; Scott, Snowden, & Libby, 2002).
Although child welfare services are traditionally associated
with parental maltreatment and juvenile justice services are
associated with children’s illegal behavior, there is a great
deal of overlap in the populations served by these systems
in both the risk factors and mental health needs shared by
the children and their families (Garland et al., 2001).

The overlap between the populations served by child
welfare and juvenile justice systems has created confusion
and disagreement in the research literature for at least a
half-century about the similarities and differences between
children served by the two systems (Maas & Engler,
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1959). The discussions with judges and caseworkers
nationwide reported by Maas and Engler (1959) in the
middle of the last century revealed differences that are
still found today in the reasons given for placing children
in the care of child welfare or juvenile justice systems.
For example, many studies of children in the custody of
child welfare systems include children who are placed in
custody because of their own illegal behavior and those
who are placed in custody because of parental maltreat-
ment (see review in Glisson, Bailey, & Post, 2000).
These “mixed” samples occur because many child welfare
systems assume custody of children labeled “behavior
problems,” “unruly,” or “status offenders,” along with those
children labeled “neglected” or “abused.” As a result,
many child welfare systems care for children with behav-
ioral and emotional problems that are similar to those of
the children in the care of juvenile justice systems (Garland
et al.,, 2001). Moreover, many of the same outpatient
and inpatient specialty mental health treatment facilities
provide care to children through contracts with both child
welfare and juvenile justice systems.

In Tennessee, child welfare and juvenile justice ser-
vices are provided by one system, the Department of
Children’s Services (DCS). Most children enter the care
of DCS through juvenile and family court. A juvenile
and family court judge typically gives one of three
formal, legal reasons for referring children to the DCS.
The formal, legal reasons are “dependency and neglect”
(includes a range of reasons from inadequate supervi-
sion to neglect to physical and sexual abuse), “unruly
behavior” (includes status offenses such as curfew vio-
lations, running away, and truancy), and “delinquency”
(includes a variety of criminal behaviors). A recent
study found that among children with similar behavioral
and family problems, older children and boys were
more likely to be labeled delinquent, and younger
children and girls were more likely to be labeled depen-
dent and neglected (Glisson, 1996). This and other evi-
dence suggest that after controlling for the child’s age
and gender, the behavioral problems and family profiles
of children referred to DCS for all three reasons are sim-
ilar (Glisson, 1996). That is, children referred for each
of the three reasons tend to come from families that
are disproportionately poor and are headed by single
parents and tend to have high rates of mental health and
substance abuse problems.

Reasons for Referral to Juvenile
and Family Court in Tennessee

Of the approximately 80,000 individual children referred
to juvenile and family courts each year in Tennessee,
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some 70% of the children (56,000) are referred for one
of the three reasons described above, placing those
children (56,000) at risk of an out-of-home placement
(Tennessee Council of Juvenile and Family Court
Judges, 2003). The other children (30% or 24,000) are
referred to juvenile and family court for a variety of
other reasons (e.g., visitation rights for divorced parents)
that do not place the children at risk of out-of-home
placements. About 14% (8,000) of the children at risk of
out-of-home placement who are referred to Tennessee
juvenile and family courts for dependency and neglect,
unruly behavior, or delinquency enter out-of-home place-
ments each year.

Out-of-home placement is an important outcome crite-
rion for child welfare and juvenile justice systems. It indi-
cates a failure in preserving the family unit, out-of-home
placements in child welfare and juvenile justice systems
can place children at further risk of physical or emotional
harm, and out-of-home placements are extremely costly.
At the same time, out-of-home placements are at times
necessary and unavoidable. For example, children who
are physically or sexually abused in their homes must be
removed from those homes for their own protection. But
this represents a very small proportion of the children who
are referred to juvenile and family courts. In Tennessee,
less than 1% of the children referred to juvenile and
family court are referred for physical or sexual abuse
(Tennessee Council of Juvenile and Family Court Judges,
2003). As another example, children who commit serious
crimes such as rape, murder, or assault with a deadly
weapon and are a threat to others must also be placed in
residential care. But again, these children also represent a
small proportion of the children referred to juvenile and
family courts. In Tennessee, less than 2% of the cases
seen in juvenile and family courts fall into this category
(Tennessee Council of Juvenile and Family Court Judges,
2003).

Although child welfare and juvenile justice case
managers nationwide seek to minimize the need for
out-of-home placements, almost no studies have assessed
the role of specialty mental health care as provided by
community-based, usual-care practice settings in pre-
dicting out-of-home placements. There are a few studies
of specific treatment models using randomized con-
trolled trials with high fidelity to treatment protocols
ensured by close clinical supervision (e.g., Henggeler,
Schoenwald, Borduin, Rowland, & Cunningham, 1998;
Sexton & Alexander, 2002). But these were not studies
of community-based, specialty mental health treatment
as provided in usual-care settings, and there is evidence
that treatments in such settings deviate significantly
from the treatments tested in controlled clinical trials in

terms of treatment model, fidelity to treatment protocols,
patient screening, and other factors. Moreover, important
questions have been raised about the value of specialty
mental health care as provided in most community-based,
usual-care settings (Weisz, 2004; Weisz et al., 2005;
Weisz & Jensen, 1999). This study identifies the propor-
tion of children referred to one state’s child welfare and
juvenile justice system for in-home case management ser-
vices who need specialty mental health care and assesses
the role of specialty mental health care as provided by
community-based, usual-care practice settings in predict-
ing subsequent out-of-home placements. We hypothe-
sized that children with more serious mental health
problems would be more likely to enter out-of-home
placements and that children who received specialty men-
tal health care would be less likely to enter out-of-home
placements in the 18-month follow-up period.

METHOD

The study sampled children who were referred by
22 juvenile and family courts for in-home child welfare
and juvenile justice case management services. Research
assistants trained by the Children’s Mental Health
Services Research Center were placed in each of the
22 juvenile and family courts to recruit participants for
1 year. The courts (one per county) were located in three
of the state’s four major urban centers (Hamilton, Knox,
and Shelby counties) and in 19 rural counties. The 19 rural
counties are Anderson, Blount, Bradley, Claiborne, Cocke,
Franklin, Grainger, Grundy, Jefferson, Loudon, Marion,
McMinn, Meigs, Monroe, Morgan, Rhea, Scott, Sequatchie,
and Sevier.

The research assistants obtained written informed
consent from the children’s caregivers (and from the
children older than 10) for participation in the study and
access to records following protocols approved by the
University of Tennessee and the National Institute of
Mental Health. A small incentive ($20 gift card) was
offered for each baseline and follow-up interview,
resulting in a high consent rate (more than 80%) to par-
ticipate in the study. After obtaining informed consent,
the research assistants conducted a baseline interview
with each child’s caregiver within 72 hours of the child’s
and caregiver’s appearance in juvenile and family court.
A follow-up interview was conducted with the caregiver
6 months following the baseline interview to identify
the mental health services received by the child during
that 6-month period. Specialty mental health service
use was documented with the Services Assessment for
Children and Adolescents (SACA; Hoagwood et al.,



2000; Stiffman et al., 2000) and with behavioral health
reimbursement records provided by Tennessee’s Medicaid-
waiver health insurance program, TennCare (Chang et al.,
1998; Thomas, Gourley, & Mele, 2004). The research
assistants then followed the children and families for
1.5 years to identify children who subsequently entered
out-of-home placements (17% of the baseline sample).
Out-of-home placements were identified by the research
assistants in the follow-up period using both court
records and regular follow-up contacts with caregivers.

Participants

The participants were 1,249 school-aged children
(4 to 18 years old) who were referred for in-home child
welfare and juvenile justice case management services
by a juvenile and family court because of maltreatment
(dependency and neglect) or illegal behavior (unruly
behavior or delinquency). Children younger than 4 years
were excluded because of the difficulty in assessing the
mental health needs of preschool children in field stud-
ies of this type.

Longitudinal, prospective studies of children referred
to child welfare and juvenile justice systems are chal-
lenging because it is frequently difficult to locate families
for follow-up interviews and because some families may
withdraw from the study. Of the 1,249 children assessed
at baseline, follow-up interviews were conducted with
1,038 caregivers (83% of the baseline sample). Of the
1,249 children assessed at baseline, caregivers reported
that 927 were enrolled in TennCare. Valid TennCare iden-
tification numbers were required to access TennCare
reimbursement records for analyses of the TennCare sub-
sample. Among the 744 caregivers who provided valid
TennCare identification numbers at baseline required for
the TennCare subsample analyses, follow-up interviews
were conducted with 601 caregivers (81%).

As shown in Table 1, a majority of the children selected
for the sample at baseline were male (65%) and almost half
were African American (43%), and they had a median age
of 15 years. Children referred to juvenile and family courts
statewide for all reasons in 2003 were 60% male and 31%
African American and had a median age of 15 years
(Tennessee Council of Juvenile and Family Court Judges,
2003). Although the sample was not randomly selected, it
shares these characteristics with the children referred to
juvenile and family courts statewide, with the exception
that African American children were oversampled in the
study because of the disproportionate number of children
in the sample from urban (61%) versus rural counties.
Because there is a large rural population in the state and the
highest rates of referrals to juvenile and family courts are
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TABLE 1: Demographic Characteristics
Variable n % Mdn M SD
Age of child 1,241 15 1443 2.39
(range 4-18 years)
Family monthly income 1,249 $1,300 $1,611 $1,244
(range $0-$9,500)
Families below poverty 749 60.0
level
Gender of child
Male 811 64.9
Female 436 35.1
Race of child
Caucasian 667 53.6
African American 536 43.0
Other 42 3.4
County of residence
Urban 758 60.8
Rural 488 39.2
Child enrolled in TennCare
Yes 930 75.1
No 308 24.9

NOTE: N =1,249.

in the most rural, isolated counties in east Tennessee’s
Appalachian Mountains, more children are referred to juve-
nile and family courts in nonurban counties. As planned,
oversampling of urban areas produced a sample more evenly
balanced between minority and nonminority children.

Of the children referred to juvenile and family court
statewide for the three reasons that place them at risk of
state custody, approximately 59% are referred for delin-
quency, 33% for unruly behavior, and 8% for dependency
and neglect (Tennessee Council of Juvenile and Family
Court Judges, 2003). Similar to statewide characteristics,
about 60% of the children in the sample were referred
to juvenile court for delinquency, 30% were referred for
unruly behavior, and about 10% were referred for depen-
dency and neglect. As with gender and age, the reasons
for referral to juvenile court in the sample matched
closely the reasons for referral statewide.

The families in the sample reflect a range of incomes,
but the distribution of incomes is positively skewed with
lower income families being much more heavily repre-
sented. At the time of the study, the families’ median
income was $1,300 per month, and their mean income
was $1,600 per month. Approximately 60% of the
families’ incomes were below the poverty line as defined
by the U.S. Department of Health and Human Services
during the year the data were collected (e.g., $1,508 per
month for a family of 4). The caregivers of 75% of the
children in the sample reported that the children were
enrolled in TennCare at the time of the baseline inter-
view. TennCare is the state Medicaid-waiver program
that extends Medicaid behavioral health coverage to



484 RESEARCH ON SOCIAL WORK PRACTICE

include a portion of the uninsured working poor and the
uninsurable who are not covered by Medicaid (Chang
et al., 1998).

Measurement Instruments

The interviews conducted by the research assistants
included questions about the demographic characteristics
of the child and family, a questionnaire documenting the
mental health services received by the child and family,
and a number of standardized instruments designed to
assess the mental health of the child and caregiver.

Shortform Assessment for Children (SAC). The SAC
is a validated, standardized measure developed with the
support of the National Institute of Mental Health to
assess the overall mental health and psychosocial func-
tioning of children referred to juvenile justice and child
welfare systems (Glisson, Hemmelgarn, & Post, 2002;
Hemmelgarn, Glisson, & Sharp, 2003; Tyson & Glisson,
2005). The SAC uses separate norms for girls and boys,
for preadolescents and adolescents, and for information
collected from parents and teachers. These norms are
used to identify children with levels of both internaliz-
ing and externalizing behavioral problems that require
clinical intervention and to monitor changes in children’s
psychosocial functioning over time (McMahon, 1994;
Ollendick & King, 1994).

The validity of the SAC was confirmed in three previ-
ous studies, each using a distinct and separate sample
of children to establish the construct validity, criterion
validity, and cross-ethnic validity of the SAC when used
to assess the mental health of children referred to child
welfare and juvenile justice systems (Glisson et al., 2002;
Hemmelgarn et al., 2003; Tyson & Glisson, 2005). In the
current study, the child’s primary caregiver, usually the
child’s mother, completed the SAC at the baseline inter-
view (i.e., at the time of referral for in-home case man-
agement services by a juvenile and family court). The
alpha reliability coefficients for the SAC total scale, exter-
nalizing behavior scale, and internalizing behavior scale
for the present sample are .94, .93, and .90, respectively.

Columbia Impairment Scale (CIS). The CIS is a vali-
dated, standardized measure of children’s overall mental
health used to identify children with clinical levels of
mental health and behavioral problems that require
mental health services (Bird, 1999). The CIS provides
an overall measure of a child’s mental health and an
indication of whether a child’s behavioral and mental
health problems require clinical mental health services.
The child’s primary caregiver completed the CIS at the

baseline interview (time of referral), and the alpha
reliability coefficient of the CIS for this sample is .86.

Brief Symptom Inventory (BSI). The BSI is a vali-
dated, standardized measure of mental health used to
identify adults with mental health problems that require
clinical intervention (Derogatis, 1993). The BSI pro-
vides an overall measure of mental health and measures
of nine specific dimensions of mental health such as
depression and psychoticism. The child’s primary care-
giver completed the BSI at the baseline interview (time
of referral to court). For this sample, the alpha reliabil-
ity coefficient for the total BSI scale is .97, and the reli-
abilities for the nine individual dimensions range
between .74 and .89.

SACA. The SACA is a validated measure developed
with the support of the National Institute of Mental
Health to describe a variety of social, behavioral, and
mental health services received by a child or adolescent
(Hoagwood et al., 2000; Stiffman et al., 2000). The mea-
sure has been used successfully to obtain information from
primary caregivers about the type of services received by
the children or adolescents in their care. The measure has
provided accurate and valid descriptions of mental health
services using information from caregivers with back-
grounds and service needs that are similar to the sample
selected for this study (Hoagwood et al., 2000; Stiffman
etal., 2000). The child’s primary caregiver completed the
SACA during the baseline interview (time of referral to
court) to describe mental health services received prior to
court referral and during the second interview (6 months
after the baseline) to describe services received in the
6-month period following court referral.

RESULTS

The results of the study are presented in three
parts. First, child and caregiver functioning are described
at baseline. The baseline data were collected when the
children were referred for in-home child welfare and
juvenile justice case management services by a juvenile
and family court. Second, the mental health services
received by the children any time prior to their referral for
case management services and the mental health services
provided in the 6 months following their referral for
case management services are described. Finally, logistic
regression analyses, which estimate the role of mental
health care provided to the children in the 6 months fol-
lowing their referral for in-home case management ser-
vices in predicting out-of-home placements that occurred



TABLE 2: Child and Caregiver Functioning
n %

Child’s SAC total problem behavior (% clinical) 798 64.8
Child’s CIS total functioning (% clinical) 787 63.4
Child’s substance abuse 500 40.0
Caregiver BSl—overall clinical 710 56.9
Parental substance abuse 717 57.5
Reason for court referral

Delinquent 725 59.7

Status offenses and other 370 30.5

Dependent or neglected 119 9.8

NOTE: N = 1,249. SAC = Shortform Assessment for Children; CIS =
Columbia Impairment Scale; BSI = Brief Symptom Inventory.

in the 1.5-year follow-up period, are reported for the full
sample and for the TennCare subsample.

Child and Family Functioning

As shown in Table 2, the majority (57%) of the
children’s caregivers (usually the child’s mother) scored
in the clinical range of the overall BSI. Moreover, the
caregivers reported that at least one of the parents of
58% of the children had a substance abuse problem with
either alcohol (50%) or drugs (42%). Caregiver mental
health problems and parental substance abuse are risk
factors for children, and these data suggest that a large
proportion of the children’s caregivers and parents have
psychosocial problems that place the children at risk of
out-of-home placements.

The children also have high rates of behavioral and
mental health problems. As shown in Table 2, the total
scores on the SAC and CIS indicate that 64.8% and
63.4%, respectively, of the children referred for in-home
case management services have behavioral and mental
health problems that are serious enough to require
clinical intervention. It is important to note that the two
measures of children’s mental health, the SAC and CIS,
provided very similar results. There was 83% agreement
between the two scales in discriminating between the
children who have behavioral and mental health prob-
lems that require clinical intervention and those who do
not. The high level of agreement in classification (83%)
and the high correlation (r = .77) between these two
independently developed scales provide evidence that
the two scales provide valid measures of the children’s
mental health.

Mental Health Services Received by the Children

The outpatient mental health care received by children
referred to juvenile and family court was measured in
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two ways. First, caregivers were asked to describe
the services that the children received by responding
to questions in the SACA (Hoagwood et al., 2000;
Stiffman et al., 2000). In the baseline interview, the
caregivers described the mental health care that the
children received any time prior to their referral for in-
home case management services. In the second interview
6 months later, they described the care their children
received in the 6 months following the baseline. In this
way, data that described the children’s previous “life-
time” use of mental health services were collected from
caregivers at baseline, and data that described their use of
mental health services in the 6 months following their
referral to the child welfare and juvenile justice system
were collected at the 6-month follow-up interview.

Second, specialty mental health care reimbursement
records were provided by the state’s Medicaid-waiver
program, the Bureau of TennCare, through the Department
of Mental Health and Developmental Disabilities for the
children in the study whose caretakers provided a valid
TennCare identification number. Records of reimbursed
specialty mental health services for the children enrolled
in TennCare were provided for 3 years prior to their
referral and for the 6-month period immediately follow-
ing their referral to the child welfare and juvenile justice
system.

Agreement between the two methods of measuring
specialty mental health services (self-report and reim-
bursement records) was calculated by comparing care-
giver responses to the SACA and the reimbursement
records for the children with valid TennCare identifica-
tion numbers. The agreement between the outpatient
specialty mental health services reported by caregivers
using the SACA and the outpatient specialty mental
health services reimbursed by the TennCare was 71%.
The data describing specialty mental health services
from each source (self-report and managed care records)
were then analyzed separately.

As shown in Table 3, caregiver information collected
with the SACA indicated that 64% of the children received
outpatient specialty mental health services any time prior
to their court referral. Most of these outpatient services
were provided by community mental health centers (38%),
in-home therapists (31%), or individual mental health
professionals (26%). The rates of service use any time
prior to the children’s referral to court correspond to life-
time service rates reported in a recent California study
(Hazen et al., 2004).

Information that described nonspecialty mental health
services provided by general health care providers and
by schools was also obtained with the SACA. Prior to their
court referral, 16% of the children received nonspecialty
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TABLE 3: Children Receiving Outpatient Mental Health Services
Any Time Prior Following
to Court? Court®
n % n %
Specialty or nonspecialty 991 79.3 309 30.3
outpatient mental health
service
Specialty outpatient mental 802 64.2 232 22.8
health service
Community mental health 471 37.7 115 11.3
center
In-home treatment 385 30.8 81 7.9
Individual mental health 322 25.8 63 6.2
professional
Mental health day 83 6.6 3 0.3
treatment program
Drug or alcohol clinic 54 4.3 24 2.4
Medical outpatient 196 15.7 31 3.0
nonspecialty mental
health service
Pediatrician or family 151 12.1 21 2.1
doctor
Emergency room for 61 4.9 12 1.2
mental health
School nonspecialty 597 47.8 106 10.4
outpatient mental
health service
Special school for mental 352 28.2 63 6.2
health problems
Special classroom in 254 20.3 38 3.7
regular school
Counseling in school 142 11.4 12 1.2
Special help in 57 4.6 6 0.6
regular classroom
a. N=1,249.
b. N=1,019.

mental health services from emergency rooms, family
physicians, or pediatricians, and 48% received nonspe-
cialty mental health services from schools through alter-
native schools, special classrooms, special help, or school
counseling.

As shown in Table 3, self-reported specialty outpatient
mental health service use was lower in the 6 months
following the children’s referral to the child welfare and
juvenile justice system. This reduction was a function
of the reduced time frame (i.e., lifetime services prior
to referral versus services received in the 6 months fol-
lowing referral). However, this difference is important
because referrals to child welfare and juvenile justice
systems represent a period of crisis for these children
and families when mental health services could play an
important role in the children’s well-being and in pre-
venting out-of-home placements. It is therefore signi-
ficant that specialty mental health services were not
provided during that period to most of the children who
needed the services. Although more than 60% of the

children needed specialty mental health care as indicated
by clinical scores on both the SAC and CIS, the care-
givers reported that only 23% of the children received
the needed care following their referral for in-home case
management services.

Role of Specialty Outpatient Mental Health
Care in Predicting Out-of-Home Placements

Of the children in the sample, 17% were placed in state
custody during the 18-month follow-up period. Logistic
regression analyses were conducted separately with the
full sample and the TennCare subsample to estimate the
role of mental health care in predicting out-of-home
placements during that period. The services included in
the model that was tested with both the full sample and
TennCare sample included specialty mental health care,
nonspecialty mental health services provided by health
care providers (i.e., emergency room, pediatrician, or
family physician), and nonspecialty mental health services
provided by schools. Specialty mental health care was
documented with the SACA in the full sample and with
the TennCare reimbursement records in the TennCare sub-
sample. Nonspecialty mental health services were docu-
mented with the SACA in both anal