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N THE CURRENT CLIMATE OF HEALTH-
care reform and cost containment,
it is particularly crucial for health
policy decision making that accurate in-
formation on child mental health service
use be available. As financial resources
become more highly contested, clini-
cians, researchers, and policy makers
need to know who gets mental health
care and for what reasons, the costs of
that care, and the effectiveness of treat-
ment as related to intensity of service
and restrictiveness of setting in order
to chart the future course of mental
health care services. The taxonomy on
which policymakers base their decisions
will affect individual patient prognosis,
legislation, system management, and
allocation of resources. To reach con-
sensus about measurement issues and
provide compatibility across studies,
there must be more systematic efforts
to classify services and operationalize
definirions in the field of child mental
health in order ro supply an empirical
research base on the use of services, to
assess clinical and cost outcomes, and to
add legitimacy to vital mental health
policy recommendations (Burns,
Angold, & Costello, 1992; George,
1989; Taube & Mechanic, 1989).
Mental health services research on
children and adolescents has been ham-
pered by the difficulty of obtaining accu-
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The Child and Adolescent Services Assessment (CASA) is a self- and parent-report instrument

designed to assess the use of mental health services by children ages 8 years to 18 years. The CASA

includes 31 settings covering inpatient, outpatient, and informal services provided by a variety of

child-serving providers and sectors. This instrument collects information on whether a service was

ever used and more detailed information (length of stay/number of visits, focus of treatment) on

services used in the recent past. A description of the instrument, information on interviewer training

and coding of data, psychometric data on clinical samples, and a case study are presented.

rate information about the services that
youths use to address emotional and
behavioral problems. Frequently, mea-
suring mental health service use has
been done through official records (e.g.,
insurance, agency, clinical). Although
these materials have been used both as
a first resource to obtain data and as a
way to validate data obtained by other
means, these sources have well-known
shortcomings. For example, available
data provided by agencies, clinical
records, or insurance files often are in-
complete, contain varied definitions or
operationalizations that make it diffi-
cult to compare or combine data across
multiple human service sectors, and may
not include information on all children
(e.g., uninsured children). In addition,
the types of data needed by researchers
and policy planners often are not the
same data that are needed by the agen-
cies collecting the information.
Self-report of service use overcomes
many of these problems. It has been
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shown, at least in adult populations, to
provide a reasonably valid indicator of
service use (Cannell, Marquis, &
Laurent, 1977; Golding, Gongla, &
Brownell, 1988; Taube, Schlenger,
Rupp, & Whitmore, 1986). The devel-
opment and testing of self-report instru-
ments for children has lagged behind
the work for adult service use. The fol-
lowing discussion highlights the evolu-
tion, implementation, reliability, and
validity of the Child and Adolescent
Services Assessment (CASA), which
was developed to fill this need {Burns,
Angold, & Costello, 1992; Burns,
Angold, Magruder-Habib, Costello, &
Patrick, 1992).

THE INSTRUMENT

The CASA is a self-report instrument
developed to assess use of mental health
services by children and adolescents ages
8 years to 18 years. Such services are
broadly defined to include services pro-
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vided by a variety of public sectors (e.g.,
health, mental health, substance abuse,
social service, education, juvenile jus-
tice); by private providers; and by in-
formal, personal, and community
resources. Services include efforts to
identify, diagnose, or trear emotional,
behavioral, or substance-related prob-
lems. The CASA also examines atti-
tudes toward treatment, our—of—pocket
costs for treatment, and perceived bar-
riers to service use. It is a face—to—face
interview that takes approximarely 20
minutes to complete for a child with
substantial service use. Both child and
parent versions have been developed,
tested, and used in a variety of studies.
The child and parent versions are al-
most identical excepr that the latter
includes a series of questions abourt fam-
ily financial and demographic informa-
tion not on the child version.

The CASA is administered using a
mixture of respondent- and interviewer-
based approaches (Angold, 1994). The
interviewer adopts a conversational
style, mixing close-ended questions
that are often answered by “yes” or “no”
with open-ended questions that allow
elaboration. The order in which settings
are discussed is flexible. Standardiza-
tion is achieved by designating required
probe questions that each interviewer
must ask verbatim (unless the respon-
dent already has given that informa-
tion in response to previous questions).
If further clarification is required, in-
terviewers may choose from suggested
follow-up questions on the page or
tailor an appropriate question to fit the
circumstance. This approach allows re-
spondents to describe their experi-
ences and explain their answers to en-
sure correct coding when a first, more
limited answer might result in prema-
ture closure that misses relevant infor-
mation. For example, the subject may
answer “yes” to a question about hav-
ing received services at a detoxifica-
tion or inpatient drug/alcohol unit. In
an interviewer-based approach, the in-
terviewer is free to inquire further and
may find out that the setting was actu-
ally the outpatient drug/alcohol unit of
a general hospital and that the treat-
ment primarily centered on depression.
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The CASA would allow the interviewer
to code the appropriate setting (out-
patient drug or alcchol clinic) and
describe the foci of treatment as de-
pression, with the beginnings of treat-
ment for a drug or alcohol problem as
secondary to the depression.

The CASA is comprised of four sec-
tions: The Child Health Services
Screen, The Detailed Child Services
Form, Attitudes Toward Services for
Children and Adolescents, and Family
Demographic and Financial Information
(in the parent version only). Each is
described below.

The Child Health Services

Screen

The Child Health Services Screen is
designed to assess whether a child has
ever used any of the types of services
covered in the CASA. The CASA was
designed to be administered in tandem
with a psychiatric interview, which is
given first. Thus, the connection is made
between the types of service use recorded
in the CASA services screen and the
type of emotional, behavioral, or sub-
stance problems that have been dis-
cussed in detail in the interview. Fig-
ure 1 provides an example of a page
from the services screen (see Nore 1).
As Figure 1 shows, the interviewer first
asks whether the child has ever been to
a mental health center. If the answer is
no, a zero is placed in the coding box,
and follow-up questions about the ser-
vice in a mental health center are not
asked. If the child says yes, this response
would be followed by the interviewer
asking, “When did you first go to a men-
tal health center?” Interviewers are
trained to ask open-ended questions
(“Can you tell me a little about that?”)
on settings (e.g., pediatrician, emergency
room) for which there is any question
as to whether or not the service was
sought for emotional, behavioral, or
substance-related reasons. Further sug-
gested probe questions (“Was it any
help?” “Have you been there in the last
three months?”) are available on the
page to make certain that the inter-
viewer collects all the necessary infor-
mation to code the section.

BEHAVIORAL

DISORDERS,

The current version of the CASA
services screen includes 31 items, orga-
nized under four headings. Quernight
mpatient trearment possibilities include
psychiatric hospital, psychiatric unit of
a general hospital, deroxification or in-
patient drug/alcohol unit, medical in-
patient unit, residential trearment
center, detention center/training school/
jail, group home or emergency shelter,
therapeutic foster care, or boarding
school. Ourpatient mental healch ser-
vices cover day or partial hospirtaliza-
tion, outpatient drug or alcohol clinic,
mental health center, community health
center, crisis center, or private profes-
sional treatment. Other professional help
encompasses such services as school
guidance counselor/psychologist/social
worker, special class, educational tutor-
ing, social services, probation officer,
family doctor, hospital emergency room,
religious counselor, or alternative healer.
Nonprofessional help records services
from others who are not professionally
trained, licensed, and/or certified to
provide mental health services for fees
but who provide responses to mental
health needs (e.g., crisis hotlines, self-
help groups, adult relatives, friends). The
specific types of services included in
the services screen are not immutable.
They can be modified to reflect ser-
vices available in particular communi-
ties and reflect changes in the servic/e
delivery system over time.

If the child ever has used a service,
information is obtained on (a) the date
the child first used the service, (b) his
or her perceived benefit of the service,
and (c) use of the service in the recent
past, which is defined as “the last 3
months.” This time frame could be
modified to meet the needs of a partic-
ular study, although extending the time
period covered beyond 6 months is likely
to decrease reliability.

Further details on the service (such
as number of sessions, length of each
session, focus of the trearment, and
perceived adequacy of parental partici-
pation) are collected only for services
received in the recent past. This ap-
proach was instituted because of con-
cern about the validity and reliability

of recall after a longer time has passed
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Definitions and questions

*A mental health center?

*A community health center?

When did you first (go there)?

Was it any help?

In what way?

Did it make things even worse?
How?

Have you (been there) in the last 3 months?

Coding rules Codes
CNB1EO1
MENTAL HEALTH CENTER Ever
Ever
0=No
2=Yes
CNB1001
Ever: Onset
/ /
Benefit ?egl)f(?l
0 = Definitely positive effect
1 = Neutral or no effect
2 = Definitely negative effect
CNB1101
Last 3 Months Last 3 months
0=No
2=Yes

Ever
0=No
2=Yes

Benefit

Last 3 Months
0=No
2=Yes

COMMUNITY HEALTH CENTER

0 = Definitely positive effect
1 = Neutral or no effect
2 = Definitely negative effect

CNBZED1
Ever

CNB2001
Ever: Onset

F /

CNB2X01
Benefit

CNB2101
Last 3 months

FIGURE 1. Sample page from the services screen. (Copyright 1989, 1990, 1991, 1992, 1993, 1994 by B. J. Burns, A. Angold, K. Magruder-
Habib, E. J. Costello, M. K. S. Patrick; Dept. of Psychiatry, Duke University.)

(Cannell et al., 1977; Harlow & Liner,
1989; Revicki, Irwin, Reblando, &
Simon, 1994).

The Detailed Child

Services Form

As its name implies, the Detailed Child
Services Form (DCSF) gathers more
specific data on services the child has
used recently. These details include the
setting (e.g., psychiatric hospital) and
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the name of that setring {e.g., Central
Psychiatric Hospital). On the DCSF,
the interviewer records the number of
visits and average length of sessions for
an outpatient setting or the number of
days spent in an inpatient setting. Up
to three problem areas (e.g., school
nonattendance, depression, peer rela-
tionships) may be recorded as the foci
of treatment. One DCSF is completed
for each service a child has used during
the last 3 months. If the child has seen
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two different psychiatrists in private
practice over the last 3 months, one
DCSF would be completed for each
psychiatrist.

Additional information on the DCSF
is completed on inpatient, outpatient,
or professional treatments only (i.e., it
is not collected on informal types of
help). The degree of participation in
treatment sessions by parental figures
and other family members is noted, as
well as whether the amount of family



participation was perceived as adequate,
insufficient, or excessive. This section
in the CASA also asks about out—of—
pocket expenses for this service in the
last 3 months.

Attitudes Toward Services for
Children and Adolescents

The CASA next considers the respon-
dent’s receptivity to mental health ser-
vice use in general and the barriers that
might prevent the subject from using
services (Leaf, Bruce, & Tischler, 1986).
Specifically, the barriers section of the
child version begins by determining
(a) the degree to which the respondent
thinks that professional services for
emotional or behavioral problems are
generally beneficial and are an appro-
priate response to major problems, (b)
receptivity to treatment for the child’s
own personal problems, current or fu-
ture, and (c) the child’s assessment of
his or her parents’ receptivity to treat-
ment for him or her. Similarly, parents
are asked about their general receptiv-
ity to treatment, receptivity to treat-
ment for their own child, and how they
think their child feels about getting help
for his or her current or future prob-
lems.

The CASA next assesses specific
barriers to services. Sixteen barriers are
listed, ranging from stigma issues (e.g.,
anticipation of negative reaction by
family, friends, or others); to concerns
about cost, transportation, or language;
to agency hurdles. Agency hurdles in-
clude obstacles such as bureaucratic
delay (waiting lists, paperwork), refusal
to treat, or nonavailability of the de-
sired treatment.

For each barrier that is identified,
three issues are considered: First,
whether the barrier is absent or pres-
ent. Second, if the barrier and symp-
toms were present over the last 3
months, the respondent is asked whether
there were any times he or she did not
get help in that time period because of
the barrier. Third, if the child has used
services over the last 3 months, the re-
spondent is asked whether the barrier
under discussion actually reduced his
or her use of those services. Once bar-
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riers have been identified and their ef-
fects on service utilization noted, the
relative impact of the barriers is ranked
by the respondent, followed by z listing
of which services were affecred most
(see Figure 2).

Family Demographic and
Financial Information

Data on parental education, employ-
ment status, occupation, and family
income (including sources of income)
are collected in the parent interview.
The person responsible for making
health-care payments is identified. The
parent is asked whether the child is
covered by insurance and, if so, by what
type (e.g., private, Medicare, Medicaid).
Further questions ascertain to what ex-
tent the services are covered by the
participant’s insurance (none, all, or
part) and, if there is a limit on benefits,
whether that limit has been reached.

Follow-Up Interview

Collection of data across time is neces-
sary to examine patterns of care over
time. To facilitate the collection of such
data, a short form of the CASA has
been developed for administration via
telephone. To date, the telephone ver-
sion has been used with the parent re-
spondent or with older adolescents who
are not living with a parent or similar
caretaker. This version of the CASA
can also be used in a face-to—face in-
terview with respondents who do not
have a telephone.

The short follow-up CASA begins
with an update of information about
current address, phone number, school,
and whether the child has lived with
the parent or caretaker in the interven-
ing period. Such practical updates aid
in locating the participants for the next
follow up and also provide some indi-
cation of how well informed the re-
spondent may be about service use. This
short follow-up form is not preceded
by a psychiatric interview; however, in
some cases, a checklist of symptoms or
of recent life events has been used
(Burns, Farmer, Angold, Costello, &
Behar, in press). The respondent is asked

OF EMOTIONAL AND BEHAVIORAL DISORDERS,

whether the child used any of the ser-
vices on the CASA services screen over
the last 3 months or since the last inter-
view. For each service that was used, a

DCSF is completed.

TRAINING

Lay interviewers can be trained to ad-
minister the CASA in a 1-day train-
ing session. To date, interviewers have
been college graduates in various fields,
largely without clinical experience. Pre-
requisites include such interpersonal
skills as the ability to build rapport, to
keep control of the interview while fos-
tering an atmosphere in which the sub-
ject feels comfortable discussing very
personal issues, and to listen and docu-
ment while still moving the interview
along.

Training includes a conceptual ori-
entation to understanding the inter-
viewer-based approach and familiari-
zation with the mental health delivery
system. Hands-on techniques, such as
role playing and practice interviews,
promote assimilation of the material and
interviewing style. Trainees are taught
to take pertinent notes and to code the
information appropriately. Review of
tape recordings (with participants’ con-
sent) and examination of notes and
codings are used to assess the inter-
viewer’s skill and to control quality.
The training manual is a glossary that
addresses overall concepts and defini-
tions and clarifies codings to underscore
consistency and serve as a resource.
Audiotapes and videotapes of model in-
terviews supplement the didactic mate-
rial and practice sessions. -

Coding and Data Entry

Coding rules for the CASA are straight-
forward and are present in a specified
place on each page (see Figures 1 and 2
for examples). In addition, the glossary
for the instrument is a separate docu-
ment that includes elaboration of cod-
ing rules. Notes are raken during the
interview and the coding is completed
after the interview is finished. Each
completed interview is checked for accu-
racy by a supervisor.
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Definitions and questions

SELF-CONSCIOUSNESS

Reluctance to use services caused by self-consciousness
about admitting having a problem or about seeking help for
it. Also inability to talk with anyone about such sensitive
Issues.

“Is it hard for you to talk to others about a problem?
*Or to ask others for heip?
Do you feel embarrassed or self-conscious?

|IF SYMPTOMS PRESENT IN LAST 3 MONTHS, ASK:
*Were there any times in the past 3 months when you
didn't go to see someone because it would be
"embarrassing”?

IF SERVICES PRESENT IN LAST 3 MONTHS, ASK:
*Did this "feeling" make a difference when you got help
in the past 3 months?

What difference did it make?

ANTICIPATION OF NEGATIVE REACTION

Reluctance to use services caused by anticipation of a
negative reaction from family, friends, or others to seeking
treatment for an emotional or mental problem.

*Are you concerned about what your family will think
about you getting help?

*Or about what your friends would think?
*Or about what others would think?
What do you think they would say?

IF SYMPTOMS PRESENT IN LAST 3 MONTHS, ASK:
*Were there any times in the past 3 months when you
didn't get help because you were "concerned what
others would think"?

IF SERVICES PRESENT IN LAST 3 MONTHS, ASK:
*Did "this concern" make a difference when you got
help in the past 3 months?

What difference did it make?

Coding rules

SELF-CONSCIOUSNESS

0 = Absent
2 = Present

S = Absent

0 = Present but did not keep from getting
help

2 = Present and delayed subject from
getting services in past 3 months

3 = Present and stopped subject frem
getting some/other particular services

S = Absent or no services used

0 = Present, but no effect on services

2 = Present and had some effect on
response to services actually used in past
3 months (missed appointments, not talk
freely, not follow recommendations etc.)
3 = Quit getting services

ANTICIPATION OF NEGATIVE
REACTION

0 = Absent
2 = Present

S = Absent

0 = Present but did not keep from getting
help

2 = Present and delayed subject from
getting some/other particular services in
past 3 months

3 = Present and stopped subject from
getting some/other particular services

S = Absent or no services used

0 = Present, but no effect on services

2 = Present and had some effect on
response to services actually used in past
3 months (missed appointments, not talk
freely, not follow recommendations etc.)
3 = Quit getting services

Codes

CPA3I01
Intensity

CPA3102
Intensity

CPA3I03
Intensity

CPA4I01
Intensity

CPA4102
Intensity

CPA4I03
Intensity

FIGURE 2. Sample page from CASA concerning barriers to services. (Copyright 1989, 1990, 1991, 1992, 1993, 1994 by B.]. Bums,

A. Angold, K. Magruder-Habib, E. J. Costello, M. K. S. Patrick; Dept. of Psychiatry, Duke University.)
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RELIABILITY
AND VALIDITY

The CASA’s reliability and validity
have been examined using clinical
samples. Test—retest reliability was as-
sessed using a sample of 77 children
(and 74 parents) who were new admis-
sions to either an outpatient clinic or
an inpatient facility (Farmer, Angold,
Burns, & Costello, 1994; see Table 1).
Reliability of reporting appeared to vary
with the intensity or intrusiveness of
the service. The most intensive services
(inpatient, out—of-home, juvenile jus-
tice) were reported with very high reli-
ability. Services with moderate intensity
and/or intrusiveness (i.e., outpatient,
crisis, non—mental health professionals)
were reported with moderate reliabil-
ity. Services provided in the child’s nat-
ural settings (i.e., school services, non-
professional help) were reported with
fairly low reliability. It appears as if the
reliability of the child report depends
more on the characteristics of the set-
ting (restrictiveness) than the charac-
teristics of the child (age, gender,
psychiatric diagnosis).

Concurrent validity was assessed by
comparing CASA data with data from
a mental health center’s management
information system (MIS). Analysis in
this sphere, therefore, was limited to
those services that were provided pri-
marily by the mental health center. The
validity sample included 56 children
(and 50 parents) who were partici-
pating in a research project associated
with the Robert Wood Johnson
Foundation’s Mental Health Services
Program for Youth in western North
Carolina (Burns et al., in press; Mor-
rissey, Johnsen, & Calloway, 1995).

Results of these analyses are provided
in Table 2. Numbers on this table indi-
cate the percentage of children receiv-
ing a service (according to mental health
center records) who reported this ser-
vice on the CASA. Overall, the valid-
ity was quite good. As with test—retest
reliability, the least restrictive/intrusive
service (i.e., case management) showed
the lowest validity. Combined reports
from parent and child were more valid
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TABLE 1
Parent and Child Reliability (Test-Retest Sample)

Last 3 months Ever

Service category Child? Parent® Child? Parent?
Inparient K =0.91 K=0282 K=1.0 K =0.91
Qut of home K=092 K=0.75 K=0.79 K =0.61
Qutparient K=0.52 K =031 K=0.51 K=0.65
Crisis services K=0.58 K=0.62 K=10.60 K=0.5C
Non-mental health

professional K=0.58 K=047 K=0.62 K =0.5¢
School K=0.39 K=0.62 K=0.36 K =057
Nonprofessional K =043 K=0.59 K =048 K =0.5¢
Juvenile justice K =0.84 K=1.0 K=0.94 K=1.0
Number of service settings ICC=074 ICC=0.76 ICC=0.76 ICC=0.6(

Note. K = Cohen’s Kappa; ICC = Intraclass correlation coefficient. Based on data from Farmeretal., 1594

"n = 77.bn = 74,

TABLE 2
Validity of CASA Reports of Mental Health Service Use?

Parent? Child® Combined®
Service (%) (%) (%)
MHC (compared to any report of OP by center) 74 74 86
Day hospital 60 67 80
Treatment foster care 100 100 100
Case manager 48 23 58
Any services 84 75 90

Note. MHC = mental health center; OP = ourparient.
20f children receiving a given service (according to mental health center records), what percentage

indicate this on the CASA?®n = 50. ¢n = 56. 9n = 45.

than those from either respondent alone.
Three phenomena appeared to explain
mismatches between the MIS data and
self-report data:

1. Temporal misplacing of episodes—

parents appeared to telescope (to
bring forward events that happened
in the months preceding the previ-
ous 3 months), whereas children
underreported episodes that occurred
early in the period.

2. Nonintensive services tended to be
underreported. This was particularly
true for low levels of case manage-
ment.

3. When a child received many services,
parents and children tended to report
some, but nort all, of them.

OF EMOTIONAL AND BEHAVIORAL DISORDERS,

BRIEF CASE STUDY

Jean (name and dates are fictitious) was
a 13-year-old White girl at the time of
the CASA interview. Her biological
parents had been divorced for several
vears, and her current family included
her biological mother, stepfather, full
brother (age 12), and two half brothers
(ages 6 and 3). When inrerviewed in
February 1993, Jean had lived at home
for 2 months of the 3-month primary
period of the CASA interview. For the
last month she had been a patient in a
psychiatric hospital, where she was
interviewed as a subject in a study of
children enrolled in the previcusly men-
tioned Robert Wood Johnson Foun-
dation program (Burns et al., 1995;
England & Cole, 1992).
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On the CASA services screen, Jean
answered positively to having used ser-
vices for mental health or emotional
types of problems in four settings over
the course of her life and, of these, three
had been used during the time period
of interest. According to Jean's self-
report, her first experience with services
for emorional, behavioral, or substance-
related problems was with her school
guidance counselor. She remembered
this first occurring in the fourth grade
(see Note 2). She reported that she went
to the counselor to discuss her fights
with her brother. She had also seen
the school guidance counselor for help
during the 3 months preceding the
interview. Informarion from the DCSF
revealed that she visited her middle
school guidance counselor for a 45-
minute session once during the primary
period. The focus of the discussion was
her conduct (fighting) and sibling rela-
tionships. There was no cost to Jean for
this assistance and no other family
member participated.

The second experience with service
use that Jean reported was a stay in a
group home in the fall of 1992. She did
not find this beneficial and had not
been in that setting during the last 3
months.

Jean reported service in the mental
health center setting for the first time
in September of 1992 and more recently
over the last 3 months. She found the
service to be useful. The DCSF associ-
ated with this setting revealed one visit
of 1 hour during the last 3 months. She
was sent to the center for an evalua-
tion, and the issues focused upon were
her conduct, her relationship with her
morther, and her depression. Her mother
and other family members were in-
volved; in Jean’s opinion, her mother’s
participation was inadequate whereas
that of other family members was
excessive.

Jean was admitted to a psychiatric
hospital on January 19, 1993, and was
there for 1 month during the time period
of interest. She reported the treatment
as beneficial. The DCSF noted that
payment was made by Medicaid and
that treatment focused on her conduct,
her relationship with her mother, and
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her depression. Her mother attended
five treatment sessions, but Jean believed
that her mother should have been more
involved. Her three brothers attended
three treatment sessions; Jean also re-
garded their involvement as insufficient.

When asked about possible barriers
to mental health treatment, Jean re-
vealed thar it was hard for her to talk
to others or ask for help about a prob-
lem. She also said that she was con-
cerned about what her family or friends
would think about her seeking mental
health services. These reservations,
however, did not prevent her from seek-
ing help and did not make a difference
in actually getting services.

A follow-up CASA interview with
Jean took place on March 15, 1994,
when she was 14 years old. Jean re-
sponded positively to the use of ser-
vices in numerous settings over the
previous 3 months, seemingly precip-
itated by an event that had occurred
4 months ago. She and her mother had
been arguing, her mother called the
police, and Jean was charged with as-
saulting her mother. The following ser-
vices were delivered or continued to be
delivered during the primary period of
the interview:

1. Placement in the custody of the
Department of Social Services;

2. A stay of 2 weeks in the juvenile
detention center (1 to 2 days of which
fell in the primary period);

3. Assignment of a juvenile court coun-
selor;

4. A brief emergency therapeutic fos-
ter placement;

5. A stay at a residential treatment cen-
ter for 8 weeks;

6. Admittance to a medical inpatient
unit for 3 days after an assault by
two girls;

7. Residence for the last 12 days in a
group home.

The associated DCSFs recorded the
number and duration of sessions or
length of stay in each setting, whether
the respondent paid any of the cost,
focus of treatment (which largely re-
volved around the charge that Jean as-
saulted her mother) and whether Jean
felt the family’s participation in her

1996,

treatment was sufficient. Jean also re-
ported seeking advice from friends. In
terms of barriers to service, Jean again
reported certain reservations {previous
negative experience with professionals,
anticipated out of home placement),
but these reservations did not interfere
with receiving services, in part because
of court involvement that put service
use out of Jean's control.

This brief example illustrates how
information on service use is coded on
the CASA. It also demonstrates how
the codings and interviewer notes can
provide a detailed picture of the child’s
service use and can be used to assess
patterns of service use longitudinally.
Clearly, Jean’s case is interesting in the
number and variation of the services
used. By speaking to Jean, the person
most involved, the interviewer was able
to obtain comprehensive information
across sectors (e.g., education, juvenile
justice, mental health), observe a pat-
tern of care ranging from fairly low
profile (school counselor) to quite re-
strictive (placement in a detention cen-
ter), and determine that the cost of these
treatments was largely publicly financed
through Medicaid and other public
expenditures (school system, social ser-
vices, criminal justice).

Information from the CASA could
be used by a variety of individuals in-
terested in children's mental health
(e.g., clinicians, researchers, policy
makers). The CASA could aid in con-
structing a swift case history of a child’s
past and current involvement in the
service system; provide informartion to
understand patterns, sequences, and
types of care; and link these data to
information about the child’s symp-
romatology, functioning, costs of care,
and other relevant domains. Such in-
formation could be useful to understand-
ing which services are being used by
whom to make policy suggestions and
decisions about further treatment, allo-
cations, and priorities.

CONCLUSIONS

The CASA was developed to offer a
systematic method of describing and
quantifying mental health service use
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by children and adolescents. Both child
and parent versions have been devel-
oped to gauge use, frequency, onset,
benefit, and focus of mental health ser-
vices use by children ages 8 years to 18
years. Mental health services are broadly
defined to refer to services supplied to
identify, diagnose, or treat emotional,
behavioral, or substance related prob-
lems. The measurement of mental
health services is not limited to the tra-
ditional rubric of outpatient or inpatient/
residential care delivered by mental
health providers; rather, it includes
mental health services delivered by a
broad range of providers with respon-
sibility for children such as health, edu-
cation, social welfare, and criminal
justice. It also indicates informal sources
of support.

Current findings based on the CASA
(Burns et al., 1995), have already helped
to provide a more complete picture of
vouths’ service use in the general popu-
lation (Costello et al., 1995). Whereas
4% of the children reported services
from the specialty mental health sector
in the recent past, 16% received ser-
vices from some source (education, juve-
nile justice, social service, general med-
ical, informal) in the same period. One
of the key findings from this use of the
CASA was the large role played by the
education sector in providing services
for children’s mental health problems.

A comprehensive effort to measure
child and adolescent service use must
classify a vast array of settings and pro-
vide dara that can be studied separately
or in aggregate (George, 1989). As the
review of the case study indicates, a
relatively short, easy-to-administer in-
terview can vield substantial informa-
tion. In use since 1990, the CASA has
been applied in clinical and epidemio-
logical studies and with diverse popula-
tions. It is easy to code, it works well in
diverse ethnic and cultural groups, and
it is the only self-report instrument of
children’s mental health service use with
documented psychometric properties.
The CASA provides both data on ser-
vices that are not available from other
sources and a feasible way to collect
service use information on large samples
of individuals.
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The CASA does have some limita-
tions. As discussed previously, reliabil-
ity for school and informal services is
substantially lower than for inpatient,
outpatient, and other services. This may
be due to several reasons: (a) these ser-
vices often require less change in the
routine of parent and child (for example,
speaking with adult relatives or a school
counselor in contrast to arranging for
sessions with a psychiatrist or psychol-
ogist), and hence are less easily re-
membered or dated; (b) these services
typically do not entail financial bur-
dens or paperwork to qualify for finan-
cial support, also reducing the likelihood
that they will be remembered or prop-
erly dated; and (c) these services may
not be caregorized by the parent or child
as mental health services.

[t is important to point out that alter-
native approaches to inventorying the
mental health services received by a
particular individual also are subject to
limitations. For example, reliance on
official data sources is even less likely
to document the use of informal ser-
vices, and instruments that do not allow
the interviewer to probe the respon-
dent’s answers are less likely to address
the problem that interactions in non-
traditional mental health settings may
be unreported even if mental health
services are provided in these settings.

The CASA is an evolving instru-
ment. These changes reflect experiences
with using the instrument as well as
updates that are necessary to adequately
cover the changing service system for
children and adolescents. The validity
of self-report of mental health center
services has been examined; thus, future
research will include similar checks on
the correspondence between self-report
and agency report of service use in other
sectors. The CASA also is being revised
to collect service use information on
younger children (i.e., younger than 8).

The development of the CASA has
provided a step forward in standardiz-
ing and classifying mental health ser-
vices that encompass all service sectors.
The effectiveness of such services can
be determined only by examining the
impact of the entire ensemble of ser-
vices received. Once data can be com-
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prehensively described and quantified,
we have the basis for policy makers and
planners to evaluate these services in
terms of patterns, quality, costs, and ef-
fectiveness of services.
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Notes

1. Additional coding rules have been added
to Figure 1 for this article.

2. When the respondent cannot pinpoint a
date exactly, dating conventions that are
taught for CASA administration come into
play. In this case, the midpoint of the aca-
demic year that Jean was in fourth grade—
or January 14, 1989—would be used.
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