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The March 2007 report to SAMHSA summarized
the following nine-month outcome measures for 51
youth:

• Youth had received, on average, 99 hours of
face-to-face support. About 60 of the service
hours were focused on community life skills and
other case management activities. Approximately
26 of the services hours were dedicated to
employment and the rest focused on education
and housing; 

• Overall, the youth were satisfied with the
Options program and the work of the transition
specialists, rating their overall satisfaction at 4.2
or higher on a 5 point scale, with 5 being “very
satisfied”; 

• Housing remained fairly stable over the nine
months time period with fewer youth living at
home at nine months and more youth living
with friends or independently. Numbers living in
foster care or the corrections system, or who
were homeless, remained unchanged; 

• Involvement in educational programs remained
high over the 9 month period, with
approximately 70 percent involved in either high
school, GED or some other program. By the 9
month time point, 10 youth had either
graduated from high school or received their
GED; 

• Employment status showed strong positive
improvement. Close to 40 of the youth had
worked in some form in the past 90 days; and, 

• The most striking positive outcomes were seen
in involvement with juvenile justice. At nine
months there was a significant decrease in the
number of youth with at least one substantiated
offense (from 51 pre-intake to 29 during the 9
months post intake). There was also a significant
reduction in the frequency of offenses, from an
average of 1.6 offenses during the nine pre-
intake months to an average of 0.7 offenses
during the nine post-intake months. 

IV. RELATIONSHIP TO STATE

During the site visit, the state was not mentioned.
When asked directly about this, the program
manager said that as a local stakeholder, she and staff
are completely focused on how to improve their
immediate community for the needs of their clients.
However, as a frontline service provider, funded by
state Medicaid dollars, a direct relationship exists
with the state and Federal agencies that dictates
eligibility and regulatory policies. As such, the
program manager asserted an obligation to
communicate what works and what does not and
how policy can support the former. 

V. LESSONS LEARNED

A. Most Important Achievements 

An important achievement of the Options program
is the acknowledgement that disconnected youth
need a place to be, a physical location that they
know is their space. YouthHouse provides a
gathering place and a sanctioned space. In fact, the
top floor is a recreation room that is for youth-only.
Staff may only be present in the rec room if invited
by a youth member. The YouthHouse is purposely
designed to support youth morale and well-being.
However, this does not mean that services are site-
based. They are located all over the county and
strong partnerships create opportunities for youth to
access the broad array of services needed.

Collaboration and partnerships across the
community are a critical achievement of Options,
and from its beginning the program has valued
opportunities for referral and alignment of services.
The program manager describes the collaboration as
evidence of the “tremendous spirit of partnership in
the community.” The scope and level of partnerships
illustrate not just “spirit” but commitment to a
process of joint goal setting and aligned strategies 
to achieve those goals, illustrated by the adherence
to both the program and community mission
statements. Options is administered by the county
mental health agency and yet, if asked, youth will say
that Options is about connections to the community
and career development, and will likely not mention
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mental illness, despite the eligibility requirement of a
mental disorder diagnosis and the fact that on a daily
basis youth are exposed and talk to the on-site
certified mental health counselor. This is tribute to
the program’s ability to de-stigmatize mental health
treatment. 

Options staff are also proactive in sorting out
misinformation. Based on examinations of state
policies and regulations in efforts to assess the origin
of service gaps between the child
and adult mental health systems, the
Options staff discovered that in
Washington State, mental health
centers are licensed by service areas,
not by the age of clients.
Consequently it was not necessary
for a child to transfer to an adult
mental health provider at the age of
18 unless it was clinically indicated.
Prior to this discovery, everyone had
assumed that at age 18 the transition
to adult services was required. As
long as a youth remained eligible for Medicaid it was
irrelevant whether the mental health provider was an
adult or child provider. This was a bureaucratic issue
which had been changed years ago when licensing
became based on services rather than on the age of
the population served. Another example is when
staff researched supported employment and
discovered that if they were working with a 14- or
16-year old who was getting a job, even a part-time
job, Medicaid could be billed under supported
employment services as long as there was an
employment goal in the treatment plan. Previously it
had been assumed that Medicaid would only pay for
supported employment services if the client was 18
years of age or older. 

B. Program’s Greatest Challenges 

Housing is a challenge from the moment youth
enter the program. The lack of appropriate
transitional housing in the community is a persistent
gap that staff and youth struggle to overcome.
Obtaining personal identification cards can also be
very difficult. Youth often do not have a Social
Security card, a birth certificate, school

identification, or even an address to receive mail.
This requires undertaking a long process of
establishing identity, beginning at the office of vital
statistics. Drug and alcohol abuse is another
challenge commonly reported by staff members.
Youth with drug and alcohol issues, according to
staff, do not readily acknowledge that they may be
particularly vulnerable due to a co-existing mental
health diagnosis, nor do they acknowledge that
drugs and alcohol interfere with their daily lives.

Staff members report that discerning
between age-appropriate behavior
and problem behavior is difficult.

Flexible funding is also a challenge,
as so much of the program relies
heavily on customized services that
are not necessarily covered by
Medicaid and other existing funding
streams. For example, a homeless
youth that has secured a job
interview needs clean clothes. A line
item for flexible funding in the

budget is critical if staff are to truly meet supported
employment needs such as this.

C. Influence on Larger Service 
Delivery System 

Options staff are committed to the process of
collaboration with community stakeholders and
related service providers, and actively use every
opportunity with the community to advocate for
appropriate and effective services for transition-age
youth. 

D. Overall Learning 

Options targets youth that have experienced high
levels of institutional service during their lives and
who have many challenges to overcome as they
move into adulthood. The combination of support
in managing their mental health symptoms and
developing skills of adult living, combined with
strong employment support, appears to be successful
in stabilizing their living situation, improving
employment outcomes and reducing involvement
with the criminal justice system. “These kids are
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gap that staff and youth

struggle to overcome.
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stigmatized and systematized. They have heard “we
are here to help” all their lives. They will test you to
the nth degree, and frankly they have a right to.”

E. Benefits to Young Adults and Families 

Youth interviewed during the site visit all
emphasized the highly customized nature of service,
the fact that staff really listened to youth needs, and
the importance of having a safe place to be while
setting life goals.

One youth client summarized her two-year
experience with the program as “a better life, and
the faith that it can be the best life that I want.” In
the beginning, the supports she received included
help with basic needs, including getting a state
identification card and opening a bank account,
developing independent living skills, the opportunity
to live on her own for the first time (at the Options-
owned triplex), time management skills, anger
management counseling, and help finishing high
school. Today, the program continues to support
her: she has enrolled in college, has held a job for
the past 12 months, lives on her own, and is raising
her young daughter. 

Family members were not interviewed because
program staff were unable to find individual family
members available to participate, leading some staff
to assert that although the program attempts to
involve family and values their involvement when
available, Options is fundamentally for youth. 
A 19-year old client corroborated this:

“Yes, my mother could have been involved, but I did
not want her to be. That’s part of the transition; this
place allows us to develop our own thoughts. No need
for my mom to be involved, but she could be because we
have a close relationship. But there is no organized or
formal way and I would not want one. It’s invasive.
Options must be youth-run, and parents will run it
otherwise. This is not a program for them. My mom
was sour for six months when she found out that I did
not want her involved, but I’ve learned to deal with
her in an ‘adult relationship’ which is part of the
program, and she’s come around. The program is very
laid back and cool, and if parents were involved, it
would change.”
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I. BACKGROUND

A. Site Visit 

On June 21-22, 2007, the Institute for Educational
Leadership’s National Collaborative on Workforce
and Disability for Youth (NCWD/Youth)
conducted a site visit at the Our Town Integrated
Service Agency. The visit was part of a study
sponsored by the U.S. Department of Labor’s
Office of Disability Employment (ODEP) to
identify promising practices and develop new
knowledge on effective practices for helping youth
with mental health needs transition to postsecondary
education and/or employment. The site visit
included interviews with the project director,
members of Our Town’s Advisory Committee, and
service providers (including providers of case
management, mental health, substance abuse, and
employment/education services). The visit also
included two group discussions, one with
“members,” i.e., the youth receiving services, and
one with parents/family members.

B. Program History 

In 2000, Mental Health America (previously the
National Mental Health Association), selected the
Marion County Mental Health Association as one of
three pilot sites nationally to develop and launch a
replication of The Village Integrated Services
Agency (ISA). In 2003, after three years of
collaborative planning with their partners and key

stakeholders, and in partnership with Community
Health Network’s Gallahue Mental Health Services,
Our Town ISA was launched in Indianapolis.

Our Town ISA is Indiana’s first adaptation of the
successful Village ISA model in California.
Developed by the National Mental Health
Association of Greater Los Angeles County, The
Village ISA model is a recovery-based, community
integration model that has been shown to be
successful in helping individuals with severe mental
illness reduce hospitalization and incarceration rates,
increase competitive employment, and improve
housing and financial status. It utilizes a psycho-
social, educational model of recovery based on the
evidence-based Assertive Community Treatment
(ACT) team developed in the early 1980s, with The
Village referring to its intervention as ACT Plus.
Our Town has adapted this model to respond to the
needs of transition-age youth with serious mental
health conditions who were falling through the gaps
between the child and adult mental health systems.

In Indiana, the ACT model has been codified in
state law in order to ensure specific standards are
met for per diem reimbursement from Medicaid and
the Our Town treatment team became certified as a
specialty Assertive Community Treatment team
serving transition-age youth in 2006. 

1. Target Population — Our Town’s target
population is young adults, ages 18 -25, who have a
serious mental illness and are at risk for being

Our Town Integrated Service Agency
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hospitalized, for becoming homeless, or for getting
into the criminal justice system. The program
currently serves 40 members and has served over
100 young adults during the past four years.

In order to sustain the program, Our Town became
a certified ACT specialty team in 2006 and this has
somewhat restricted eligibility for the program. In
Indiana, eligibility for ACT requires that individuals
have a severe mental illness and have had either two
or more hospitalizations within the last year, two or
more arrests within the last year, or have been
released by the state psychiatric hospital within the
last year. The state did make two accommodations
for the transition-age population, counting
residential treatment as hospitalization and adding a
“combination” eligibility criterion (one
hospitalization plus certain other risk factors).

Data collected during the first three years of Our
Town’s operation reveals that most of the clients
served were white (51.3 percent) or African-
American (43.6 percent), with a close to 50/50 split
by gender. At the time of admission, more than half
had not finished high school (53.8 percent) and the
vast majority of clients were unemployed (82.1
percent). In the year prior to admission, 33 percent
had been in jail; 46 percent had been arrested,
convicted of a criminal offense or cited by police;
35.9 percent had been hospitalized for mental illness
or substance abuse; and 15.8 percent had been
homeless. 

2. Program Mission — Our Town’s mission is to
support young adults with psychiatric disabilities in
building upon their interests and abilities to live,
work, and thrive in the community. One respondent
stated that the mission is to take young people when
they are at “the crossroads” and help them manage
their illnesses, their symptoms, and help them to see
that they can still pursue their goals as other
adolescents do. The mission is to help them
maintain their sense of hope and not see their illness
as a total dead end. At least one respondent stated
that the goal is to have every interaction be a
therapeutic interaction. Interventions are worked
into the things that members are doing on a daily
basis (“self actualization”), trying to help people get

there without formally structured therapy sessions.
While the staff is certainly capable of conducting
traditional therapy, they have not found it to be very
helpful. 

3. Defining Features — Our Town’s guiding
principles include the following:

• Focusing on abilities and interests, rather than
on illnesses or disabilities, and designing services
based on each individual’s personal goals;

• Promoting employment as a powerful means of
building self-esteem, independence, and healthy
inter-dependence;

• Encouraging risk-taking by members while
providing high support;

• Promoting self-determination by supporting and
encouraging members to make their own
choices;

• Allowing natural consequences to become
opportunities for growth and learning, rather
than perceived “failures”;

• Integrating members into community
environments in all aspects of life, including
work, social, and residence;

• Providing single point accountability that
encourages staff to follow, support, and advocate
for members in whatever setting is necessary to
meet their life goals;

• Offering these services to individuals for an
indefinite duration of time regardless of the
severity of illnesses or behaviors;

• Evaluating program success based on quality-of-
life outcomes;

• Emphasizing the similarities, rather than the
differences, between mental health consumers
and the general population; and,

• Hope.

4. Funding — Our Town was designed as a three-
year, grant-funded pilot program, during which time
the Advisory Committee worked to develop a long-
term sustainability plan. The program received
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considerable support from the Indianapolis
philanthropic community to launch and maintain
the program for the first three years of its existence,
with corporate and private foundation grant dollars
from Eli Lilly and Company, the Efroymson Fund,
Hoover Family Foundation, the Indianapolis
Foundation, Mary E. Ober Foundation, Nina
Mason Pullman Charitable Trust, and Eastern Star
Church. At present, the Marion County Drug-Free
Communities fund is a source of grant funding and
a new proposal to the Indianapolis Foundation is
pending. Since becoming a certified ACT team in
2006, Our Town has been able to draw down a
capitation rate of $70 per diem for each client from
Medicaid. This covers the daily team meeting that all
staff attend and the extensive outreach that is
necessary to keep this population engaged. In
addition, Our Town bills Medicaid for clinical
services, case management, and rehabilitation
services (which include services related to activities
of daily living).

II. PROGRAM DESCRIPTION: 
SYSTEM LEVEL

A. Guiding Structure 

Early on, as planning for Our Town began, Mental
Health America of Greater Indianapolis (MHAGI)
developed an Advisory Committee for the program.
This committee has engaged in strategic planning,
advocacy with the State Division of Mental Health
and Addiction, funding development, and general
problem solving. MHAGI’s Board provided support
and leadership and was willing to take the risk to
start a program for which there wasn’t full funding.
Our Town’s Advisory Board includes representation
from the substance abuse, housing, and mental
health systems; families; state vocational
rehabilitation; and SECT (Supported Employment,
Consultation, and Training).They came together to
launch the program and continue to meet monthly
to provide guidance. 

At the time of the site visit, Our Town was
undergoing significant structural changes. MHAGI
had announced that it would have to step out from
financially supporting the program and that

Community Health Network/Gallahue Mental
Health Services would become the financially
responsible entity. This abrupt transfer was
necessitated by the fact that Indiana State ACT
standards require that after one year of certification,
the ACT team has to add an additional two staff,
taking the team from six to eight direct service staff.
The standard is based on serving 80 clients and Our
Town was only serving 40 young adult members. At
the time of the site visit, MHAGI had not been able
to negotiate a modification of the standard. It was
agreed, however, that the Our Town Advisory
Committee would continue in its role even as the
program moved to the auspices of Gallahue Mental
Health. Our Town’s project director meets monthly
with the MHAGI Executive Director and the
Gallahue CEO, although this was about to change
under the new structure.

In addition to partnership agreements between
Mental Health America and Gallahue Mental Health
Services, Our Town has a written Agreement with
Partners in Housing and United Way, which sets
aside 10 of the 22 apartment units located at
Mozingo Place (right above the Our Town office)
for young adults with serious mental illness,
including Our Town members. Partners in Housing
and MHAGI secured a five-year Shelter-Plus-Care
grant from the U.S. Department of Housing and
Urban Development to provide rental assistance. In
addition, Our Town had also entered into an
agreement with the Bonner Community Center for
10 apartments currently under construction, also
funded with Shelter-Plus-Care funds.

B. Staffing 

For the past three years, Our Town’s staffing
includes one team leader/clinical supervisor who
oversees the day to day activities of the service
coordinators, two full-time service coordinators, one
full-time employment/education specialist, a
psychiatrist (0.4 FTE), one full-time psychiatric
nurse, and one full-time substance abuse specialist.
In addition, the program has included a full-time
project director, one full-time office manager, and a
half-time administrative assistant. 
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At the time of the site visit, in order to meet the
Indiana staffing standards for ACT teams, the Our
Town ACT team for transition-age young adults was
in the process of merging with another adult ACT
team that Gallahue already had operating under its
adult services unit. Respondents indicated that Our
Town would be able to maintain its separate
location, but the implications of the merger were
not yet fully apparent. The separate location was
considered to be critical in helping young people to
feel comfortable and thus stay
engaged.

Respondents believed that they
would have to begin working with
older adults with severe mental
illness and that staff from the adult
ACT team would have to work with
transition-age young adults. The
feeling was that this would be a real
loss for the program since staff had
been selected specifically for their
interest in working with transition-
age youth. Since the time of the site
visit, additional submitted
information reveals that two staff
members from the adult team
volunteered to move to the young
adult team in order to meet the staffing numbers
required by Indiana legislation. Both teams are now
supervised by Gallahue’s Director of Adult Services,
and the Our Town team leader/clinical supervisor
and project director positions have been eliminated.

As reported above, Our Town’s service population is
almost 50 percent African-American. The program
has three African-American staff, but only one
provides clinical services. It was reported that the
employment/education specialist speaks Spanish.
Respondents indicated that the program has
conducted a great deal of outreach to the African-
American community, both in terms of trying to
recruit staff and in educating the community about
Our Town’s services. Our Town has partnered with
the Indiana Minority Health Coalition and received
funding from the Eli Lilly Company for cultural
competence training. They have also worked with a
local pastor who helped the program reach out to

other churches and they have posted vacancy
announcements in church newsletters, resulting in a
local minority-owned paper doing a story on Our
Town. Despite these efforts, though, minority staff
recruitment has not been as successful as Our Town
had hoped. 

Respondents stated that when hiring, Our Town
looks for someone who is very flexible (e.g., can stay
late, come in early, and be on call one night per

week), able to work with young
adults, able to roll with the punches,
and willing to juggle things that
come up. Staff act as mentors/role
models and, since many of the staff
are young adults themselves, it is
important that they understand the
importance of boundaries. Our
Town seeks individuals who have a
lot of energy and are able to have
fun with young adults. The staff
need to be “expert generalists.” The
core requirement is knowledge of
mental health and they must be
willing to quickly learn housing
resources, employment resources,
financial management skills, and all
of those aspects of living

independently (e.g., planning healthy meals, riding
the bus, and talking to landlords). Our Town makes
it clear to potential staff that they must be willing to
work with the family. In the event that the young
adult doesn’t want to sign a release of information
to allow a staff member to talk with the family, staff
try to step back and say “I wonder if you thought
about it this way.” Staff can still listen to the parents
or see if the client is willing to try a release for just
one week.

Employment is one of Our Town’s cornerstones. All
staff, not just the employment specialist, have to be
prepared to work with young adult members around
employment goals. Staff also must have, or be
willing to develop, administrative skills. Paperwork is
the “necessary evil” – the ACT Model has standards
of productivity that specify how many contacts a
care coordinator is expected to have with clients per
week, even in terms of how many minutes per week.

Employment is one of 

Our Town’s cornerstones.
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C. Information Management 

All clinical records are in the Gallahue system.
Clinical staff develop the individualized treatment
plan in a one-on-one meeting with the young adult
(the “member”), and the young adult can choose to
have a family member present. The initial plan is
developed at intake and modified as necessary. The
plan establishes goals depending on the member’s
personal priorities and interests, and can include
employment/education, independent living,
social/recreation, and symptom management. The
chart must indicate medical necessities and charts are
open to all clinical staff. Joint staff meetings are held
at Gallahue once per month and the project director
attends staff meetings at MHAGI. Our Town does
not have subcontracts with service providers because
the ACT team is expected to provide all of the
services to the clients, to the extent possible. 

D. Training 

Our Town, through the ACT Model, provides
training on evidence-based practices in the areas of
managing mental illness symptoms and integrated
dual diagnosis treatment. Respondents also stated
that SECT (Supported Employment, Consultation,
and Training) provides training on various topics,
including the effect of work on disability benefits
and supported employment training. Our Town
staff also participate in trainings offered by the
Community Health Network, including evidence-
based practices, aggression management, crisis
prevention/intervention, suicide assessment,
increasing productivity, and time management. In
addition, Our Town has provided training to
Gallahue Mental Health Services and Community
Health Network on recovery principles, strength
based approaches, and individualized service
planning.

III. PROGRAM DESCRIPTION:
SERVICE DELIVERY LEVEL

A. Primary Components of the Program 

Our Town is an innovative case-management
program designed to provide early and intensive

psychiatric and psychosocial intervention to
transition-age young adults. Our Town takes a
holistic approach and support services are designed
to improve young adults’ overall quality of life and
help them live more independently in the
community. Supports are provided in the following
areas:

• Employment: Our town helps members find jobs
and provides pre-employment and on-the-job
supports to help members achieve their long-
term employment goals;

• Education: Our Town supports members as they
pursue and achieve their educational goals,
including completing high school, obtaining a
GED, and pursuing a college or technical
degree;

• Housing: Members receive support in obtaining
and maintaining housing based on their needs,
including group living environments, “special-
needs” care, and independent living;

• Mental Health and Substance Abuse Treatment:
Members of Our Town have access to clinical
services and support to meet their psychiatric
and substance abuse treatment needs;

• Community Involvement: Our Town assists and
encourages members to participate in social
activities in the community; and,

• Money Management: Our Town educates
members in managing their own finances.

Each member is assigned a “Personal Service
Coordinator” who coordinates all of the Our Town
services. According to Our Town publications,
“Working toward goals requires some level of risk-
taking. Our Town encourages members to take risks
while offering unconditional support along the way.
Successes are celebrated and perceived ‘failures’
become opportunities for growth and learning.
Common goals of members include finding
affordable housing, finding and keeping a job,
making new friends, and resuming their education.
Services include everything from helping the
member negotiate with a landlord to planning
healthy meals, completing job applications or
opening a bank account.” 
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A lot of young adults who enroll in Our Town don’t
believe they are ill. Therefore, Our Town staff work
therapeutic strategies into everyday activities, such as
trips to the grocery store and discussions about why
a member didn’t get a certain job. In general, Our
Town does not provide services for family members.
It was reported that early on they had a support
group just for Our Town family members, but it was
not well attended. They now refer family members
to the National Alliance on Mental Illness (NAMI)
Family-to-Family Program.

B. School-Based Preparatory Experiences
and Career Preparation 

One of the biggest challenges Our Town staff
reported was getting the youth to figure out what
they want to do and what they can do. This is a
challenge for any young adult and adding mental
illness on top of this makes it more complex. 

Approximately half of the young adults enrolling in
Our Town have not graduated from high school.
Most of them have dropped out of school and Our
Town assists them in pursuing a GED whenever
possible. In addition, Our Town works with IVY
Tech Community College, with staff having visited
IVY Tech and representatives from IVY Tech
coming to Our Town to talk to the members about
enrollment. 

Our Town also works with the state vocational
rehabilitation (VR) agency and the employment
specialist facilitates referrals. At the time of the site
visit, a pilot project had just been instituted whereby
a VR counselor comes to the Gallahue Club House
once per week to speed up the backlog of referrals.
It has shortened the timeframe that it takes to get
into VR considerably. Our Town views VR as a
funding source and an important data source. It was
reported that dollars come with the achievement of
four steps (Assessment — $1,200; Development of a
vocational plan and a five-day placement — $2,400;
Achievement of a 30-day placement — $2,400; and
Completion of a 60 day placement — $4,800). If a
client completes the entire 60-day placement, a total
of $10,800 is paid to Gallahue as the fiscal entity.

Our Town does not currently have a formal
relationship with local One-Stop Career Centers.
Respondents were aware that there is a One-Stop
located at the Bonner Community Center and have
occasionally referred to it, and they were familiar
with the Work One Employment Center. They
viewed it as a giant database where a member could
obtain an ID number, log in, and access job
opportunities statewide by category. Our Town
indicated that Work One will submit the members’
applications electronically and they reported having
a few clients obtain a job this way. Respondents were
not aware of Disability Program Navigators.

It was also reported that Eli Lilly has come to Our
Town and facilitated three different employment
groups, addressing such issues as preparing for a job
interview and choosing what to wear. In the past
Our Town has negotiated an apprenticeship
program with Community Health Network,
enabling young adults to work 10 hours per week in
different areas of the hospital: maintenance,
housekeeping, food service, and nursing. At the
time of the site visit, Our Town was trying to
reestablish this program. Occasionally Our Town has
had members graduate and be accepted into Job
Corps. 

Our Town also has a scholarship fund established by
the past director of MHAGI which offers
scholarships for young adults seeking training in
areas not covered by VR or not offered in public
educational institutions, e.g., training to become a
nail technician (manicurist). In addition, Our Town
works with employers based on receiving permission
from both the client and the employer. 

C. Youth Development and Leadership 

Our Town offers independent living skills training,
individually and in groups, teaching about general
health, safe sex, planning healthy meals, and
budgeting. The program also works on conflict
resolution and self-advocacy. Our Town does a lot of
interpersonal work in its groups, including role
playing. In addition, members co-present on radio
stations, TV stations, and community groups. The
State Department of Mental Health and Addictions
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has a committee for reducing the stigma attached to
mental illness, and Our Town members have
participated on the committee, and have written
articles for a newsletter and assisted with the state
program to reduce stigma.

D. Connecting Activities 

While Our Town does not use the term “wrap-
around” services, it does incorporate many of the
wrap-around principles: strength-based,
individualized, and flexible services. Our Town
provides intensive case management
to all members. The model is
essentially a “one-stop” approach,
with most services being provided by
Our Town, but they also facilitate
connections to physical health
services and school-based day
treatment. Most mental health
services, including intensive home-
based services, are provided directly
by Our Town. The program also
teaches members to ride the bus and
has a driver who is dedicated to Our
Town several hours per week to assist
members coming to group. 

Our Town acts as a “representative payee” for those
young adults receiving Supplemental Security
Income (SSI) disability benefits from the Social
Security Administration and helps clients learn to
manage money on their own. Our Town also assists
members in obtaining personal documentation (e.g.,
library cards, voter registration, birth certificates,
and medical records). The program also provides
strong support in the area of housing services. 

Our Town participates in an employment network
hosted by Eli Lilly that includes community mental
health centers, vocational rehabilitation, consumer
groups, the National Alliance on Mental Illness
(NAMI), insurance companies, and the Chamber of
Commerce. This network meets bimonthly to look
at what they can do as a community to improve
employment outcomes for adults with serious
mental health illness and the recommendation to
have a VR counselor come to Gallahue Club House
on a weekly basis came out of this group.

E. Entry into Services 

Members are referred to services by the courts,
judges, probation officers, child welfare, child
mental health organizations, other community
mental health centers, hospitals, and Gallahue’s
outpatient children services. If the young person
being referred is under the age of 18, the Indiana
ACT regulations prevent Our Town from serving
them. In those cases, the individuals are referred to
another Gallahue community program for children
and they can be transferred to Our Town when they

meet the ACT criteria.

When a referral is made, the Our
Town project director usually first
conducts “a meet and greet” to
make sure the potential members
and their families know what Our
Town does and doesn’t do. If it
seems like a good fit, the clinical
supervisor/team leader does an
intake – sometimes on the same day
and, if not, within two or three
days. The clinical supervisor uses the
Universal Assessment Form (UAF)
for intake purposes. The initial
treatment plan is developed at

intake and the enrolled members identify at least
two goals that they want to work on. Any staff
member can add to the plan after the first month.
The clinical supervisor then introduces new
members to those staff who are present and begins
the process of connecting the young adults to
services. All treatment plans are reviewed every 60
days to assess where they are with their goals and
what new goals need to be added. This is done
informally with the individual members. 

The young adults drive the process. If they have
legal involvement, the courts are part of the process.
If they come through child welfare and have a case
manager there, this person is also involved.

The new member is assigned a primary contact
person but can call anyone on the team as needed.
Clinical services are shared and various care
coordinators on the team specialize in particular
areas. For example, one care coordinator focuses on

Compared to the year prior

admission, clients showed

improved adult daily living

skills, greater financial

quality of life, and greater

satisfaction with treatment

and with their jobs.
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primarily representative payee work and another
tends to focus on legal work. If members miss more
than one appointment, that is discussed at the team
meetings and any care coordinator on the team can
volunteer to make a home visit. The average length
of time between referral and first services varies
between two days and two weeks. All of the case
management is considered to be intensive and the
ratio of case managers to members is one to ten.

F. Quality Monitoring 

Our Town conducted a formal evaluation covering
its first three years of operation through funding
from Eli Lilly. Clients were interviewed at the time
of intake, six months, and one year. “Overall, the
results were quite promising, demonstrating
improved client functioning across the range of
indicators both compared to the year prior to entry,
and over time while in treatment.” Compared to the
year prior to admission, clients showed improved
adult daily living skills, greater financial quality of
life, and greater satisfaction with treatment and with
their jobs, with Our Town members less likely to be
homeless (8.7 percent versus 30.4 percent), more
likely to be working (21.7 percent versus 60.8
percent), less likely to be in jail (8.7 percent versus
34.8 percent), less likely to be convicted of the
misdemeanor (2.1 percent versus 16.0 percent), and
compared to the intake, spent more time
independently housed at 12 months. 

Members also showed significant improvement in
functioning during the course of treatment.
Members displayed cumulative improvements in
their overall functioning and in ratings of their
clinical progress over time. Of particular importance,
compared to the first six months of treatment,
members were more likely to be independently
housed and worked more hours by the end of the
18 months of treatment. Thus, the more treatment
they received the better they seemed to be. The
evaluating team from the Indiana Consortium for
Mental Health Services Research concluded that
“[t]here were clear and significant improvements in
clients’ symptoms, functioning, work, housing, and
legal problems: a threefold increase in employment,
a threefold decrease in homelessness, and a nearly
fourfold decrease in legal problems or jail. The

results appear to be sufficiently positive to merit
continued funding and expansion of the Our Town
model to other sites statewide. More speculatively,
given the high costs of incarceration and the
increased income associated with working, the
decrease in jail contacts combined with increased
employment, [one could] suggest that the
intervention may be able to pay for itself through
cost offsets in reduced overall societal costs.” (Our
Town Summary of Accomplishments, April 2007).

In addition to this formal independent evaluation,
the Indiana ACT Center gathers information on a
monthly basis on how many people are employed,
living independently, in some type of education
program, or pursuing a high school diploma or
GED. The ACT Center data is fed back to Our
Town quarterly for quality improvement purposes.
Customer service surveys are also given to clients on
a monthly basis to fill out. These are returned to
Community Health Network, which analyzes
satisfaction and reports findings back to Our Town
at monthly administrative meetings. There is no
formal survey of family members. Respondents
reported that changes have been made based on the
customer feedback.

IV. RELATIONSHIP TO STATE

In 2006, Indiana applied to the U.S. Department of
Health and Human Services Substance Abuse and
Mental Health Services Administration (SAMHSA)
a Mental Health Transformation State Incentive
Grant, but did not receive it. The state decided to
move ahead and implement their transformation
proposal anyway and transition-age youth are a part
of the transformation plan. Respondents were not
sure as to how this plan might impact the activities
and work of Our Town. 

V. LESSONS LEARNED

A. Most Important Achievements 

One of the program’s most important achievements
is hearing from members that they are feeling
hopeful, that they feel respected, and are feeling
better about themselves. They know that Our Town
will be there to advocate for them when they need
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it. Respondents also felt that Our Town has started
to influence the culture at Gallahue Mental Health
Services.

On a more individual basis, respondents felt that one
of the program’s most important achievements is
young adults getting their first apartments, cooking,
starting school, and beginning new jobs.
Respondents agreed that Our Town has established
important partnerships with different housing
agencies and shelters to make sure that members
have a place to go. The program has been
particularly successful in this area.

B. Program’s Greatest Challenges 

One of the greatest challenges has been to sustain
funding. A number of the state rules and regulations
defining the ACT model seem to be arbitrary and
result in barriers that don’t appear to be logical at
the local level. Respondents reported that
conforming to Medicaid requirements is a challenge
and that the eligibility process is pretty difficult to
get through. Respondents reported that adhering to
the conformities of the system (which they have to
do for funding) and at the same time trying to keep
a positive perspective is a challenge. Respondents felt
that it is hard to “corral” young people to even fill
out a Medicaid application. While Our Town will
assist them in this process, Medicaid will then write
to the young adults, telling them to come in for
evaluations. Frequently the young adult members
will forget or neglect to tell Our Town and the
whole process has to start again.

In addition, respondents stated that because this
population is so underserved, the public has some
misunderstandings – with adolescents and young
adults, the general perception is that they have
behavior problems and not illnesses. At the same
time, none of the young people want to be labeled
with mental illness.

C. Influence on Larger Service 
Delivery System 

Our Town’s efforts and work have resulted in a
greater understanding of the needs of the young

adult population in a larger service delivery system.
Transition-age youth are at least on the radar screen
at the state level and have been included in the state
transformation plan. In addition, the Bonner
Community Center has started a new group for
young adults who don’t meet the criteria for ACT.
The Center recently approached Our Town when a
possibility of a new housing project came up, and
they are considering designing 10 units of
permanent housing studio apartments with more
shared space to facilitate social interaction
opportunities for this population.

D. Overall Learning 

On the positive side, respondents agreed that Our
Town works on a philosophy different from the
general practice in mental health service delivery.
Our Town is here to give back to young adults the
opportunity to make choices and to have hope,
which is a very different goal from just trying to
“maintain clients.” This philosophy of
discovery/recovery is beginning to penetrate
Gallahue Mental Health Services, which is now also
adopting a philosophy of recovery.

On the negative side, Our Town provides an
example of how well-intended state regulations (if
not very carefully crafted) can have unintended
consequences. Their proactive planning for
sustainability, e.g., becoming certified as a specialty
ACT team, ultimately resulted in the loss of much of
the program’s flexibility. It remains to be seen
whether the program will be able to maintain the
autonomy felt to be so important in reaching out to
and engaging young adults with psychiatric
disabilities.

E. Benefits to Young Adults and Families 

Our Town provides young adults with psychiatric
disabilities the tools and resources to become more
independent and have hope. In addition, Our Town
has given families support so that the weight is not
all on their shoulders.
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I. BACKGROUND

A. Site Visit 

On June 19-20, 2007, the Institute for Educational
Leadership’s National Collaborative on Workforce
and Disability for Youth (NCWD/Youth)
conducted a site visit with the North Central Mental
Health Services Transitional Community Treatment
Team in Columbus, Ohio. The visit was part of a
study sponsored by the U.S. Department of Labor’s
Office of Disability Employment (ODEP) to
identify promising practices and develop new
knowledge on effective practices for helping youth
with mental health needs transition to postsecondary
education and/or employment. The site visit
included interviews with the project director, the
CEO of North Central Mental Health Services, and
service providers, including providers of case
management, mental health, and education/
employment services. The visit also included two
group discussions, one with the youth/young adults
receiving services and one with parents/family
members.

B. Program History 

North Central Mental Health Services is located in
Columbus, Ohio, and provides mental health and
substance abuse services to residents throughout
Franklin County. The population of Franklin
County is approximately 1.07 million residents.
Twenty percent of the county’s residents are
African-American, as compared to only 12 percent

in all of Ohio. According to the U.S. Census
Bureau, a quarter of the Franklin County population
(25.3 percent) is under the age of 18. It was also
noted that Columbus has a large Somali population,
roughly 40,000 people, and it is an official
resettlement area.

North Central’s Transitional Community Treatment
Team (TCTT) was established in 1990 and was the
first transitional community treatment team for
adolescents in the U.S. In the late 1980s, as state
psychiatric hospitals were being closed and with
funding from the Robert Wood Johnson
Foundation, the Franklin County service provision
system and North Central began implementing
community treatment teams for adults with severe
mental illness based on the Assertive Community
Treatment (ACT) model. When the children’s
psychiatric hospital was also closed, studies revealed
that these youth were ending up in jails and adult
inpatient wards. Thus, momentum grew to establish
a new adolescent treatment team in 1990 for young
adults ages 16-22. A second team was added a few
years later and the age range was expanded to
include ages 14 and 15. The teams now serve youth
from age 14 – 22. Since 1990, the program has
worked with over 600 adolescents with multiple
needs who have been involved with multiple
systems.

1. Target Population — The target population is
youth ages 14-22 with severe emotional
disturbances or severe mental illness, who have had
previous psychiatric hospitalizations (including

Transitional Community Treatment Team
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residential treatment), and who have multi-agency
involvement (e.g., special education, child welfare,
juvenile justice). These are “deep end” youngsters
who, in the past, would have been in state
psychiatric hospitals.

2. Program Mission — TCTT’s mission is to assist
adolescents and young adults with mental illness
move into adulthood, to assist with recovery and
enhance resilience, and to achieve employment,
independent living, and stable social relationships.
Respondents view the program as a specialized
bridge for those most in need of
assistance. It is also seen as a small
funnel between two larger systems
(the child and adult systems). One
respondent stated that the mission of
TCTT is “to help youth increase
their independence as much as they
are individually capable of doing so,
to help parents and youth
understand the disability so that they
can understand what they are
capable of and not capable of.” This
is important so that the family can
be a support and not a barrier.

3. Defining Features — TCTT is
based on an adaptation of the
Assertive Community Treatment
(ACT) model, an evidence-based
intervention developed for adults
with severe mental illness
transitioning from state psychiatric
hospitals to the community. The original ACT
model team was comprised of nursing staff and case
managers. TCTT originally added a therapist and an
education/vocational specialist to the team, and
incorporated many more group components (both
clinical and in activities of daily living) to the ACT
approach. TCTT also hired a younger staff who
could communicate well with the target population.

TCTT has been operating with two transitional
teams, one focusing on ages 14-22 and the second
on ages 16-22. Referrals come from psychiatric
facilities, youth mental health providers, child
welfare, and the juvenile justice system. At any one
time, these two teams serve approximately 100

adolescents/young adults, with approximately 10 at
the emancipation stage. In 2007, North Central
entered into a new contract with the child welfare
system to work with an additional 100 youth who
have a mental illness and are emancipating from
Franklin County Children’s Services (FCCS). This
component of TCTT is called the T.R.A.C. Team
(transition, resilience, ability, and courage) and it is
funded by the local mental health authority (the
Franklin County Alcohol, Drug and Mental Health
Board, ADAMH) and by FCCS, with Federal
funding from the John H. Chafee Foster Care

Independence Program, established
under the Foster Care
Independence Act of 1999. 

The defining features of TCTT are
as follows: 

• A well-coordinated,
multidisciplinary approach founded
on ACT principles, with teams that
include a psychiatrist, nurse, team
leader, team counselor (dually
trained), case managers, an
education/vocational specialist, and
wrap-around staff or case aides. Case
managers assume specialist
responsibilities such as housing,
child welfare, benefits, and juvenile
justice liaison.

• Younger staff, most in their 20s,
who relate well to the adolescent
population.

• Trained staff well versed in adolescent
development and adolescent treatment
strategies.

• A program that is fluid in all aspects of both the
youth and adult social service systems, with well-
established program linkages and relationships in
both systems. 

• A philosophy that strikes an effective balance
between a youth system orientation
(encompassing the person- and family-centered
approach) with a young adult approach of
adolescent empowerment, responsibility, and
developmental autonomy. 

(T)he mission of TCTT is 

“to help youth increase

their independence as much

as they are individually

capable of doing so, 

to help parents and youth

understand the disabilty so

that they can understand

what are capable of 

and not capable of.”
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• A location in a primarily adult-oriented
treatment facility to insure that graduates move
seamlessly into appropriate adult services. 

• Provision of the majority of services in the
community, in natural settings, to promote
“normalization.”

• Utilization of highly individualized wrap-around
supports and budget process selectively to meet
the needs of the most at-risk individuals.
(Franklin County provides access to wrap-
around funds to all TCTT youth through the
Franklin County Youth Forum or through
Franklin County Children’s Services).

• Team meetings three mornings per week to insure
tight communication and coordination of care. 

• Flexible staff scheduling to meet individual
youth needs, with 24-hour-a-day crisis supports. 

• Group treatment and life skills instruction to
advance the development necessary for illness
management and successful emancipation. 

• Emancipation of adolescents into safe, affordable
housing arrangements.

4. Funding — The original funding for TCTT was
through a grant from the Robert Wood Johnson
Foundation. As the grant ended, TCTT was
sustained through Franklin County’s “levee funds”
and Medicaid reimbursements. In Ohio, all the
mental health funding comes together at the local
level. North Central bills the county by unit, billing
for each individual service (by minute) using
identified Medicaid procedural codes, i.e., fee for
service. Billing is largely for medical/psychiatric
services and case management services. Ohio’s
Medicaid plan does have rehabilitation services,
which covers services that focus on restoring basic
life skills for independent functioning,
communication and socialization skills, and family
education and services related to the treatment and
rehabilitation of other covered individuals. Ohio
does not have any Medicaid waivers that cover this
specific population. 

Under the new contract with the child welfare
system, funds under the John H. Chafee Foster Care

Independence Program (CFCIP) are utilized to pay
for wrap-around services. This program was created
as part of the Foster Care Independence Act of
1999, offering important help to young people in
and transitioning out of foster care and expanding
the Independent Living Program to provide services
to youth who have left foster care after age 18, but
have not yet reached age 21. Funds must follow a
specific youth and are accessed through Franklin
County Children’s Services. Each youth has an
individualized budget, which is flexible and can be
used to buy such things as a phone or computer.
North Central is also able to access flexible funds for
its other TCTT youth through the Youth Forum, a
consortium of Alcohol, Drug and Mental Health
(ADAMH) Board youth-serving. The Franklin
County ADAMH Board contributed dollars to fund
this program.

II. PROGRAM DESCRIPTION: 
SYSTEM LEVEL

A. Guiding Structure 

TCTT is governed by the policies and regulations of
North Central Mental Health Services. It does not
have a separate governing or advisory body.
However, North Central does enter into interagency
agreements, contracts, and memoranda of
understanding (MOU) on behalf of TCTT. Child
Welfare, ADAMH, and North Central have an
MOU to support the TRAC team. North Central
also has another agreement with the juvenile justice
system, Behavioral Health Juvenile Justice (BHJJ),
to serve identified youth who have been assessed in
the juvenile justice system and referred to North
Central for case management. North Central also
has an agreement with the Youth Forum to permit
access to specialized funds (flex funds) for identified
youth. (The BHJJ contract also flows through the
Youth Forum.) North Central has an MOU with
NETCARE which provides crisis services and
referrals to North Central. NETCARE is the
psychiatric emergency provider for the County and
provides overnight and weekend emergency services
for North Central. In addition, North Central
partners with the Central Ohio Vocational
Alternatives (COVA). 
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There is a monthly interagency directors’ meeting.
The transition team is represented by TCTT’s
clinical director at both the adult meeting and the
child/adolescent meeting. COVA also participates in
the monthly adult meeting and there is consumer
representation at the directors’ meetings. The youth
meeting is conducted through the Youth Forum and
is chaired by the ADAMH clinical director. Youth
do not participate in the monthly meetings of the
Youth Forum; however, at the time of the site visit,
TCTT was in the process of starting
a Youth Advisory Committee for its
TRAC program. With the
implementation of TRAC, they have
decided that it is important to have
on-going input from youth served in
the program. For the past year,
North Central, in collaboration with
the Franklin County Mental Health
America, has had a Young Adult
Families In-Touch Group for family
members whose youth are in TCTT.
That meets every two weeks. North
Central plans to conduct consumer
satisfaction surveys with both groups
to assess what participants liked and
didn’t like. 

B. Management and Operations

1. Staffing — Approximately 40 percent of the
youth participating in the program are African-
American, compared to 20 percent representation in
the general county population. Of the 14-15 TCTT
program staff, three are minorities. Respondents
reported that turnover of case managers is a problem
at times. The turnover is a systematic problem that
relates to a number of factors, including productivity
and documentation requirements resulting from the
claims environment that the program operates in. As
mentioned earlier, North Central makes a concerted
effort to hire younger staff for TCTT and finding
staff that have the right skills sets to work with
adolescents can be challenging. 

Case managers at North Central are required to
have college degrees. The majority has psychology
training, but it is not required. TCTT starts case

managers out at $11 per hour and adjusts up for
added credentials. The transition teams include staff
with bachelor degrees in fields related to mental
health such as psychology and sociology. Transition
teams also include staff with bachelor degrees in
non-related fields, such as History, English,
Economics, and independently licensed individuals
such as counselors, social workers, and
psychologists, psychiatric nurses, and psychiatrists.
Most of the case managers are hired as “trained

others.” In addition to providing
internal opportunities for on-going
staff development, the program also
facilitates attendance at external
trainings. 

TCTT has trained mental health
professionals on-site because it
operates under the auspices of a
mental health center and because
the ACT model is a “one-stop”
model that attempts to provide all of
the services the client may need
under one roof. Staff is very strong
in adolescent development, mental
health conditions, professional
ethics, and boundary considerations.
When hiring, an effort is made by

the program to recruit individuals who have the
ability to write, provide interventions, and
document medical necessity criteria. Supervisors are
very “hands on” and they are expected to read every
chart daily and provide training to new employees
on how to document effectively in the charts. 

While staff members have a working knowledge of
employment and disability laws, they also rely on
their partner workforce organizations when
appropriate. Each day begins with a team meeting
chaired by the team leader, where the progress of
clients is reviewed and obstacles are addressed.
Under the new contract with Child Welfare, a
TCTT service coordinator works out of the Child
Welfare office, spending part of her day there and
part at TCTT. She monitors performance through
on-going individualized team meetings.

The CEO for North Central reads all of the case

North Central, in

collaboration with the

Franklin County Mental

Health America, has had 

a Young Adult Families 
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youth are in TCTT.
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notes for new staff for the first month and it was
reported that the goals established early on are full
of employment objectives. For example, the plans
tend to focus on work, taking people to get job
applications, and assisting with transportation.
Respondents stated that employment goals are
particularly important for the transition population
because in general this group has not experienced
long term institutionalization. They have not given
up hope, which is often the case with older adults
who have spent years in institutions and out of the
workforce.

TCTT has only used youth to provide services to
other youth in the program in limited
circumstances. There have been occasions when a
youth going into an apartment may be paired up
socially with someone who has been through the
experience, but this is largely on an informal basis.
Respondents also indicated that TCTT has
occasionally used family members in support roles
and has used wrap-around funds to pay for this.
North Central also houses a family support group,
known as Families in Touch, which is led by a
professional.

2. Information Management — Partner agencies
do not share unified case records or an integrated
management information system. However, many of
the youth and young adults are involved with the
child welfare and/or education systems and TCTT
obtains a release from the youth/young adult to
share information. Many of the youth have an
Individualized Education Plan (IEP) and in these
cases the mental health plan is attached to the IEP as
required by state regulation. Respondents felt that
the system works well with the education systems if
TCTT is able to get involved early enough. One of
the reasons the program lowered eligibility to age 14
was so they could reach youth before they’ve
dropped out of school. Older youth may attend
Columbus State College, a local community college,
which has a strong disability office supporting youth
with these challenges. For training, TCTT works
with the Center for Vocational Alternatives (COVA),
which is largely funded by ADAMH, and with the
local vocational rehabilitation office. 

3. Training — North Central has an extensive
training program for staff, providing mandatory
training on Adverse Incidents, Billing & Coding,
Client Rights/HIPAA Compliance, Cultural
Diversity, Ethics, Client Rights, Person & Family-
Centered Service Planning, Sexual Harassment,
Verbal De-Escalation, and Safety Procedures. In
addition, in 2006-2007 North Central offered
trainings in Islam 101 (Working with Persons of
Islamic Faith), Serving Transgender Persons,
Serving Persons with Appalachian Cultural
Backgrounds, Overview of HIV/AIDS, and
Community Resources for Gay/Lesbian/Bisexual/
Transgender Consumers. The Center also produces
a monograph series on such topics as Activities of
Daily Living, Anti-Depression Medications, Anxiety
and Anti-Anxiety Medications, Meaningful Goals
and Objectives, Medical Necessity, Mental Health
Court: Purposes and Processes, Somalia & the
Somali Diaspora, and Working with Clients Who
Have Been Hospitalized.

III. PROGRAM DESCRIPTION:
SERVICE DELIVERY LEVEL

A. Primary Components of the Program 

Respondents stated that the primary component of
TCTT is case management, also referred to as
Community Psychiatric Support Treatment (CPST).
Each team has its own mental health therapist. The
clinical and administrative supervisor runs team
meetings, oversees clinical documentation, and
conducts training. Transition Team #1 consists of
the team leader, a male therapist, and six case
managers. At present, Transition Team #2 includes a
team leader, a female therapist, and three case
managers. North Central was in the process of
hiring additional case managers at the time of the
site visit. TCTT is one of the community treatment
teams within North Central and it is unique in the
population it addresses. It is considered a specialty
team within the agency; there are two other specialty
teams – one for individuals that have dual diagnoses
and one for senior citizens.

Other key components of the program include
parent education, education of the young
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adults/youth about their symptoms and what
treatments would be best for them, linkages to
private insurance or Medicaid, helping them
understand the health care system, advocacy, linking
youth with schools to further their education,
supporting them where they are (e.g., with
vocational training and/or volunteering), and
helping them structure their days.

B. School-Based Preparatory and 
Career Preparation Experiences 

Youth typically entering the program are high school
dropouts or in special education. For youth who are
still eligible to receive a diploma, the goal might be
to reconnect them to school, connect them to
vocational training, to help them find a job, or to
look for a new job. Basically the case manager helps
them find the track that is best for them. Youth are
encouraged to obtain a GED or equivalent
certificate and are connected with appropriate
educational resources. Depending on their
individual goals, some youth are assisted in applying
to Community College at Columbus State
University, which provides excellent support for
youth with disabilities. 

TCTT also helps youth link to career and technical
programs sponsored by the educational system or
vocational rehabilitation. Frequently young adults
are linked to the Franklin County Central Ohio
Vocational Alternatives (COVA) for career
preparation services and exposure to career options
or career pathways. COVA provides vocational
assessments, vocational trainings, referrals, onsite
computer classes, job coaching, and independent
employment options. COVA has well-established
relationships with employers who are willing to work
with adults with mental illness. They don’t have a
separate track for young adults but all of the work
they do is individualized. 

For youth that don’t want to go COVA, case
managers will walk them through the job search
process and provide more informal job coaching,
guiding them through the competitive employment
process. Case managers frequently facilitate work-
based experiences such as job shadowing,

internships, and community service. With
permission, they communicate with employers, but
this is on an individual basis and is limited. Generally
TCTT refers individuals to Ohio’s Bureau of
Vocational Rehabilitation (BVR) for job matching
services, occupational skills training, and supported
employment, and BVR generally delivers services to
eligible youth through COVA. To date, TCTT’s
experience has been referrals to BVR and COVA
who then assess and support individuals into entry
level positions. Not many youth working with
TCTT have been set on career paths with advanced
education or training, at least at this point. While
BVR works with people with all types of disabilities,
they have found that young adults with severe
mental health conditions are often suspicious and
become easily frustrated with the process. The
TCTT case manager assists youth in understanding
the process. Youth go through a two-week
assessment to look at their skills. The case managers
try to help the youth see that if they start at one
level, they move up. 

C. Youth Development and Leadership 

TCTT provides intensive independent living skills
training, individually and in groups, including travel
training, medication management, financial
planning, and benefits management. North Central
is frequently the representative payee for many of
the youth who receive Supplemental Security
Income (SSI) disability benefits and/or Social
Security disability benefits, but they also train youth
on how to become their own payees. At the present
time mentoring activities are limited. Case managers
do considerable training in conflict resolution, self-
advocacy, and empowerment, and provide numerous
youth development opportunities for building
leadership skills and self-esteem. The program also
conducts young adult groups on daily living skills,
hygiene, practice for job interviews, and job seeking.

D. Connecting Activities 

TCTT is able to access flexible funds for wrap-
around services. Part of the transition team is
funded by a grant, rather than Medicaid, which gives
them more flexibility, e.g., they can boost supports
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during transition, pulling in natural supports,
individualized supports, and wrap-around staff.
TCTT contracts with two organizations for this
service, Dungarvin (a national organization of
privately owned companies that provide support
services to people with developmental disabilities)
and Consumer Support Services of Franklin County. 

As mentioned above, TCTT has trained staff onsite
to assess mental health needs and
provide mental health treatment. For
transition youth, all of the case
management provided is intensive.
North Central also has certified staff
that can provide substance abuse
treatment and young adults with
significant substance abuse treatment
needs can receive services through
the Integrated Dual Disorders
Treatment team. TCTT also
coordinates with, and refers youth
to, school-based day treatment when
needed. While mental health services are provided
directly, they refer youth/young adults out for
general health. TCTT provides transportation when
needed, and transportation training in collaboration
with the public transportation system. The program
assists young adults with obtaining housing services,
personal documentation (e.g., library cards, voter
registration, and birth certificates), medical records,
and child care if needed. 

Housing is a major need for this population. TCTT
provides significant support to help young adults
find housing. They work with the Community
Housing Network funded by ADAMH for people
with mental illness to find subsidized housing. Many
TCTT youth do qualify for public housing. At the
time of the site visit, North Central was in
negotiation to purchase an apartment complex for
transition-age youth, one with 12 units and one
with eight units. This would provide supervised
apartment living opportunities for young adults with
mental illness. Since the visit a contract to purchase
(with a signed commitment for funding from Ohio’s
Department of Mental Health, ADAMH, FCCS
and North Central) has been negotiated for the
eight unit facility.

Education and training is a specific component of
the young adults’ treatment plans. Historically, each
TCTT transition team had its own vocational/
educational specialist. However, in recent years these
two positions were converted to enable the teams to
each hire another case manager and reduce case
loads. The average case load is 16-17 young adults
at any time. As a result of this conversion, the one
vocational specialist at North Central has had to

become a resource to all the
treatment teams.

E. Entry into Services 

North Central has four full-time
independently licensed intake
workers for the entire agency and
intake generally occurs with the
family coming to North Central. If a
young person is in a hospital, an
intake worker will go there for the
process. After the intake, within 24

hours the intake worker meets with North Central
associate director who assigns all new clients to the
appropriate service. If the young adult is assigned to
TCTT, the clinical director meets with the youth
and the family to explain the TCTT services. The
average length of time between referral,
assessment/intake, and delivery of the first service is
within a week.

Once the youth and family have been assigned to a
team, a case manager is paired with them and
individualized service planning begins. TCTT
utilizes a structured individualized service plan that
addresses multi-life domains. All enrolled young
adults must work on clinical recovery and, if they
have a drug or alcohol problem, this must also be
addressed in the plan. Other life domain
components are addressed in accordance with young
adults’ priorities, including personal empowerment,
social empowerment, community integration,
vocational/educational, and general health. Partner
agencies generally do not participate in creating the
plan but they do participate in implementing the
plan, as appropriate.

TCTT define(s) success as

the clients' ability to enjoy

a better quality of life

without discrimination

based on mental illness.
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The young adults are central in designing their plan.
If they are 18 years of age or older, family
participation is not required but is encouraged. For
youth ages 14-17, family participation is required.
Parents (or Child Welfare for those who are in their
custody) are required to sign the plans and the
youth co-sign. The plans are very structured and
designed to guide participants through the process.
The young adults and case managers have to think
about growth and issues in each of the seven areas –
they don’t necessarily have to have a goal in each
area but they must consider it. Each young adult has
a case manager and a team leader. Team leaders
don’t carry case loads but are responsible for the
teams as a whole.

F. Quality Monitoring 

Respondents stated that successes differ based on
the clients. In general, TCTT defines success by the
following indicators: (1) less hospitalizations; (2)
more people employed; (3) more young adults
living independently; (4) more high school or GED
attainment; and (5) less intensive service need.

TCTT has had many young adults move from
needing intensive case management services to
needing less intensive services, such as mental health
counseling. Both North Central and TCTT define
success as the clients’ ability to enjoy a better quality
of life without discrimination based on mental
illness. The goal of the program is to assist clients to
better understand their illness, continually move
through a lifelong recovery process, and to assist
them in appreciating their uniqueness and work with
that in their recovery.

The program looks at the history of each young
adult at admission and again at discharge. TCTT
also conducts satisfaction surveys on a regular basis,
administering them at the time of a person’s
admission, at three months, at six months, and every
year to assess and reassess outcomes. The ADAMH
board also calls clients randomly. Outcomes are also
monitored through treatment planning and
termination summaries which address the number of
goals attained and not attained. The termination
summaries also look at where the young adults go
after they leave TCTT.

IV. RELATIONSHIP TO STATE

Ohio has a new state initiative on transition services
for young adults with mental health needs. The
Ohio Department of Mental Health is spearheading
this effort and it will be putting out a white paper
identifying gaps in the system, especially in the adult
system, and describing promising practices. TCTT
will be integral to identifying best practices and is
expected to be drafted to do some of the training.
TCTT is the oldest and the largest transition
program in Ohio, and also one of the largest
programs nationally.

V. LESSONS LEARNED

A. Most Important Achievements 

Respondents stated that TCTT’s most important
achievements are all of the young adults who have
successfully moved to adulthood and been diverted
from a chronic course of illness. In a recent meeting,
Franklin County Children’s Services (FCCS) stated
that the program has been extremely successful so
far, both financially and clinically: “The youth are
being well served, gaining skills towards
independence and at great savings.” The first 20
youth in the TRAC program were costing an
average of $450 per day to house in their various
residential placements before referral (i.e., $270,000
per month or $3,240,000 per year). TCTT is
budgeted for $450,000 to serve 40 youth in the
same period. There are some other costs that FCCS
would incur for these youth, and TCTT bills
Medicaid for some of their services through North
Central Mental Health Center. Nonetheless, the
savings in base placement costs are extremely
impressive. TCTT has touched hundreds of young
people’s lives and the case managers have had a very
positive impact on people. “TCTT works with very
ill youth and the fact that they are still here is a great
achievement.” The program has helped these young
people to become independent.

Respondents also felt that being part of a
community mental health center was a definite
strength of the program. While acknowledging that
being physically located in the Center is initially a
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challenge to engaging adolescents and young adults,
they believed that in the end the physical proximity
is an advantage because these youth, who will likely
need adult services later on (even if less intensive),
will not have to go through another transition. 

B. Program’s Greatest Challenges 

Respondents indicated that one of TCTT’s greatest
challenges when it first began was negotiating all the
hurdles between the youth and adult
systems. Another challenge is simply
that this is a very difficult population
to engage and keep involved in
treatment. Respondents also said
that providing community-based
treatment in a Medicaid driven
environment is extremely difficult.
The ACT model was developed in a
grant environment and transitioning
to a Medicaid “fee for service”
model has been very difficult. Since
Ohio doesn’t have any Medicaid
waivers that cover this population, it
operates in a Medicaid claims
environment. All of the external and
extensive documentation
requirements placed on case managers are a
challenge, including the requirement that everything
be deemed medically necessary in order to be
reimbursed. Respondents also reported that finding
safe and affordable housing for these young adults
continues to be a major challenge. It has also been
difficult to access drug and alcohol treatment for
youth under age 18 who are not eligible for
Medicaid.  

C. Influence on Larger Service 
Delivery System 

Because TCTT was the first program of its kind, it
has provided consultations locally, nationally, and in
Canada. It has raised sensitivity to the special needs
of the young adult population in all the adult mental
health programs. In addition, the child welfare
system has become much more responsive to the
needs of this part of the population as well -
particularly since the TRAC team was established.

Child Welfare has even contributed funds to the
proposed apartments for young adults with mental
illness.

D. Overall Learning 

TCTT has shown that treating adolescents and
young adults with mental illness can be done
successfully and that there is a great need for this
type of program to expand. TCTT is moving in this

direction through its plans to open a
drug/alcohol program for minors
and supported housing resources for
the transition population. North
Central has come to appreciate the
collaboration that exists between
TCTT and Children’s Services. This
collaboration has resulted in strong
relationships, which can only help
when local levees have to be voted
on.

E. Benefits to Young Adults
and Families 

Young adults and their families now
have a team they can rely on for

comprehensive services. In many ways, TCTT has
taken the burden off of parents who don’t know
what the next steps should be to facilitate their
children’s integration into the community. They
know they have someone to call. TCTT is also a
great support for the young adults, knowing that
they have someone to help guide them through the
various systems. TCTT’s advocacy has been critical
in helping participating youth/young adults access
Medicaid, Supplemental Security Income disability
benefits, and transitioning to adulthood in general.

TCTT has shown that

treating adolescents and

young adults with mental

illness can be done

successfully and that there

is a great need for this kind

of program to expand.
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I. BACKGROUND

A. Site Visit 

On August 21, 2007, the Institute for Educational
Leadership’s National Collaborative on Workforce
and Disability for Youth (NCWD/Youth)
conducted a site visit at YouthSource in Renton,
Washington. The visit was part of a study sponsored
by the U.S. Department of Labor’s Office of
Disability Employment Policy (ODEP) to identify
promising practices and develop new knowledge
regarding effective practices for helping youth with
mental health needs transition to postsecondary
education and/or employment. The YouthSource
site visit was abbreviated to a half day because the
program is smaller in scope compared with other
sites in this study (partly due to almost 20 percent
cuts in Workforce Investment Act funding over the
past year) and family members and youth were
unavailable for interviews. YouthSource runs their
programs based on the school year calendar and the
site visit was conducted over the summer break.

YouthSource represents one piece of a partnership
between the Seattle King County Workforce
Development Council (WDC) and the King County
Department of Community and Human Services
(DCHS). It is a unique model in that it acts as a
One-Stop Career Center solely dedicated to youth
ages 16 to 21. The WDC contracts with DCHS to
manage nine youth learning centers throughout
King County. Two of the learning centers are

particularly unique in that they each house a mental
health therapist, as part of a partnership with the
Ruth Dykeman Children’s Center: (1) YouthSource,
which targets out-of-school youth; and (2)
NewStart, which targets in-school but at-risk youth,
and is housed in a local high school. This case study
focuses solely on YouthSource. 

The site visit included interviews with the
YouthSource program manager, the DCHS
Workforce Investment Act youth manager, the on-
site mental health/substance abuse therapist, and a
planner from the Seattle-King County Workforce
Development Council. Telephone interviews with
the same individuals supplemented the information
gathered at the on-site interview. This case study will
provide some background on the program prior to
the funding cuts but will emphasize the program’s
current structure. 

B. Program History 

In King County, the concept of a learning and
career development center that serves youth has
existed since 1996 (under the Job Training
Partnership Act, the precursor to the 1998
Workforce Investment Act/WIA). By 2000, with
the statewide adoption of WIA, YouthSource
became part of Washington State’s “one-stop career
centers,” called WorkSource Centers in Washington.
YouthSource is co-located within WorkSource
Renton, a One-Stop Career Center for adults, but it
is separately directed and staffed for the benefit of

YouthSource
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youth through a contract managing a network of
nine out-of-school learning centers from the
Seattle/King County Workforce Development
Council. YouthSource is one of the nine learning
centers and is unique in that it houses a mental
health professional. 

The impetus for the program’s becoming a vehicle
for serving at-risk or disconnected youth was staff
suspecting undiagnosed learning
disabilities in many of their clients.
With support from the State, the
program created and implemented a
screening tool for learning
disabilities, and provided needed
accommodations based on individual
results and needs. The success and
experience of this endeavor led staff
to suspect that some of their young
clients with mental health needs had
co-occurring learning disabilities. In
2003, using a two-year grant from
the U.S. Department of Labor’s
Office of Disability Employment
Policy, the program explored this
trend and implemented solutions to
identify and transition youth with
mental health needs into work and
independence. The grant also
provided opportunities for administrators and staff
to articulate the different needs of in-school and
out-of-school youth, leading to two separate
programs that still remain today: YouthSource,
which targets out-of-school youth; and NewStart, a
partnership program with the Highline School
District to provide immediate intervention services
to in-school youth at-risk of dropping out or who
have recently dropped out. 

It is important to note that YouthSource is available
to all youth, not just youth with mental health
needs. YouthSource adheres to a non-disclosure
policy and staff report that most youth have never
received an official diagnosis of emotional
disturbance or chemical dependency. Staff members
suspect high rates of drug and alcohol abuse, and
some mental health conditions, but are unsure of
actual incident rates. Demographic data indicates

that over 90 percent of the participants are high
school drop-outs, over 90 percent are low-income,
and at least one-third are ex-offenders. 

Over the course of the two-year grant, the Seattle
Youth with Disabilities Demonstration Project,
YouthSource supported two transition coordinators
and six case managers, all certified social workers,
and provided regular trainings for staff on disability,

mental health awareness, and service
practices. Additionally, the program
supported three on-site mental
health and substance abuse
therapists, provided by the Ruth
Dykeman Children’s Center. The
program selected and implemented
the Child and Adolescent Needs
and Strengths-Mental Health
screening tool (CANS-MH), the
Casey Life Skills Assessment, and
intensive psychological and
diagnostic testing on an as-needed
basis. This testing was expensive
but, according to staff, a highly
valuable resource for youth who
were living with serious and
undiagnosed emotional
disturbances. 

The ODEP grant ended in 2005. However, based
on the program’s success and the growing
recognition of the value of co-located mental health
and substance abuse counseling with youth career
preparation services, the program continued with
support from the Seattle-King County WDC and
county general revenue funds. Access to diagnostic
testing services, however, was eliminated due to the
high costs involved.

Because of cuts in Washington’s WIA Title I-B
youth funding (10 percent cut in July 2006,
unexpected additional cuts of 2 percent in February
2007, and 6 percent cut in July 2007) the program
has undergone significant and, according to staff,
painful consolidation. The program today supports
just three case managers (for almost 600 clients
annually) and one on-site mental health/substance
abuse therapist. To a limited degree, the program

YouthSource is available to

all youth, not just youth

with mental health

needs...staff report that

most youth have never

received an official

diagnosis of emotional

disturbance or chemical

dependency.
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accommodated the 2006 cuts by shifting some
services into the county general revenue funding
stream, a more flexible funding source than WIA.
WIA is highly restrictive as to how much
administrative cost can be covered, including some
staffing costs, so the program pays for the on-site
therapist using county funds. The three remaining
case managers are mostly funded through WIA
because they are considered “direct service” staff
and therefore are allowable costs. 

The 2007 WIA cuts, along with increased statewide
restrictions on cost reimbursement
for drug and alcohol counseling,
have pushed the program to further
cut costs by adopting a “hybrid
model” of funding for serving youth
in need of mental health and
chemical dependency services.
Previously, the county reimbursed
100 percent of these services, which
allowed a certain degree of flexibility
by the mental health therapist to
serve more youth with a range of needs. Today, 50
percent of these services are cost reimbursable by
county funds and 50 percent must be invoiced
under a fee-for-service structure. The fee-for-service
structure requires that youth meet certain eligibility
criteria for drug and alcohol counseling, which not
all youth neatly fit. This affects the program in three
ways: 
(1) Less money overall is available to the program
because not all youth meet the eligibility criteria for
fee-for-service invoicing; (2) Youth do not necessarily
get what they need, again because they do not
necessarily fit eligibility requirements; and (3) The
on-site counselor spends valuable time trying to
understand relevant rules and regulations and filing
necessary paperwork in order to be reimbursed for
eligible clients, and time finding alternative ways to
meet the needs of youth who are not eligible. 

Despite these drawbacks, the program today still
stands as a model for serving at-risk or disconnected
youth due to the on-site therapist, the close
partnership with the Ruth Dykeman Children’s
Center, staff awareness of the specific needs of
disconnected youth, and the program’s reputation
among youth as a place to go for guidance. The

program is also a model for local collaboration in
serving this population due to an extensive network
of partnerships and shared staffing agreements with
numerous community services and county agencies.
In addition to the Children’s Center, partners
include Seattle public schools, AmeriCorps,
ArtCorps, Job Corps, the YWCA, the King County
Superior Court, and the Washington State
University Extension office. 

1. Target Population — YouthSource targets
disadvantaged, disconnected, and at-risk youth ages

16-21. The recent cuts in WIA
youth funding forced the program
to bar youth ages 16 or younger
from eligibility. An exception to the
age range is the YouthBuild
program, operated within
YouthSource but independently
funded by HUD, which serves
youth age 16 up to age 24. The
typical YouthSource client lives in
poverty, is disconnected from family,

without health insurance, lacking a high school
diploma or equivalent, out of school for about two
years, and a has a history of involvement with the
juvenile justice or corrections systems in some way.
At least 10 percent report a disability of some kind.
YouthSource serves about 600 youth annually, and
actively serves around 40 youth in any given month.
Demographic data indicates that about 40 percent
are Caucasian, 30 percent are African-American, and
the remaining clientele are Asian, Pacific Islander,
Latino, Native American, and “other” ethnicities.
The clientele is fairly evenly split between males and
females and the average age is 17 years. 

2. Program Mission — To create a safe and
positive community in which youth can enhance
their intellectual, emotional, and social well-being
and practice leadership, teamwork, and effective
community membership. 

3. Defining Features — YouthSource, with
extensive support from a consortium of youth
providers and partners, offers an array of
opportunities and programs focusing on education,
employment, and leadership. These services include
connections to a range of youth programs, links to

YouthSource serves about

600 youth annually, and

actively serves around 40

youth in any given month.
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community resources for life stabilization, job
readiness and placement, and comprehensive case
management.

• Education: YouthSource offers students who
have experienced an incomplete education the
opportunity to learn in a nontraditional setting
at their own pace. YouthSource has an on-site
classroom and computer lab, and utilizes
certified teachers and tutors from community
partners as needed. Students can work toward
attaining their high school diplomas, GEDs,
postsecondary degrees or certificates, and basic
computer skills. Tutors also provide one-on-one
remedial education. Education opportunities are
all self-paced and student-centered, “open”
entry and exit, and integrated with projects or
individual client goals. YouthSource works with
school districts on credit recovery as much as
possible, and align assessments with the
Washington State Essential Academic Learning
Requirements, the state’s secondary education
learning standards. 

• Employment: YouthSource employment activities
occur in tandem with academic work. Job-
seeking youth can access the following: 

~ Career exploration with hands-on experiential
opportunities and internships, including: (a)
YouthSource subsidizes up to 160 hours of an
internship with participating employers; and
(b) YouthBuild, Digital Bridge, and
Opportunity SkyWay (described in Part III,
below), which offer paid job training for up to
four months at the state minimum wage rate
of $7.93 an hour, (the nation’s highest
minimum wage) and industry certificates
upon completion. Prior to enrollment in one
of these programs, clients must complete a
three-week trial or “challenge” preparing
them for the demands of the longer program.
If they do not complete the challenge, they
are re-directed to alternative YouthSource
services until ready to complete the challenge.

~ Job readiness training, including: (a) intro-
ductions to career pathway concepts, goal
setting, and individual career pathway
planning; and (b) soft skills training (e.g.,

dressing appropriately for work, talking to
your boss and customers, managing emotions
at work, the importance of showing up on
time and staying through a shift, relating to
co-workers, and handling stress and conflict).

~ Job search assistance, including resume writing,
interview skills, scans of job vacancies, and job
placement services. Because YouthSource
operates as a WIA One-Stop Career Center
for youth, co-located with an adult One-Stop
and funded in part by the Seattle-King
County Workforce Development Council, its
programs are heavily geared toward being
work and career ready. This focus is well-
grounded in the philosophy that to be ready,
individuals must be exposed to career
opportunities, gain both academic and
occupational skills, learn soft skills, have access
to mentors and role models, learn
independent living skills, and be connected to
needed support services. This necessitates a set
of comprehensive services that can address
these multiple needs based on individual
readiness to take advantage of services and
progress accordingly. 

YouthSource staff are also responsible for
intensive employer-engagement strategies.
During the time of the site visit, YouthSource
was actively partnering with over 130
employers, including REI, King County
Public Health, and major Seattle law firms.
These partnerships are successful because staff
actively pursue customized relationships with
each company in order to create mutually
beneficial opportunities. YouthSource will pay
up to 160 hours of a client’s wages and pre-
trains clients in work readiness in exchange for
employers offering the opportunity, providing
on-the-job training, and mentoring to
improve soft and occupational skills. Ideally,
the internship results in a job placement. At a
minimum it provides valuable work experience
and the opportunity for clients to explore
particular industry and/or career possibilities.

• Leadership: YouthSource encourages students to
assert themselves positively by taking on
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leadership roles in the community. This includes
experience and training in justice committee/
advocacy work, public speaking presentations,
community/service learning, and life skills.

4. Funding — YouthSource is housed and
administered by the Work Training Program (WTP)
within the Community Services Division of the King
County Department of Community and Human
Services, which is contracted and partly funded by
the Seattle-King County Workforce Development
Center to operate a local workforce development
consortium network, workforce development
services for adults, and workforce development
services for youth. For adults, WTP operates
WorkSource Renton and services for dislocated
workers; for youth, WTP operates nine learning
centers, including YouthSource. YouthSource
operates on a total annual budget of about
$700,000, of which 50 percent is King County
general revenue expense funding and 50 percent is
Workforce Investment Act youth funding.
YouthBuild, operated by YouthSource, is
independently funded by HUD, and the Digital
Bridge Academy is supported by the YMCA, the
Puget Sound Center, and the Gates Foundation.
Additionally, in-kind support in the form of shared
staff as needed and referrals to external services is
provided through the extensive partnerships in the
community and county.

II. PROGRAM DESCRIPTION: 
SYSTEM LEVEL

A. Guiding Structure 

As a King County Department of Community and
Human Services program, YouthSource is guided by
the Department’s director; in addition, as the
recipient of a contract from the Seattle-King County
Workforce Development Council, the YouthSource
program works closely with the WDC to meet
contract requirements and design program features
to meet client needs. The program does not have a
distinct advisory board, but does operate a Youth
Advisory Board, which meets monthly to facilitate
feedback and ownership of the program. 

B. Management and Operations

1. Staffing — YouthSource staff include a WIA
programs manager, YouthSource program manager,
three case managers/social workers, YouthBuild
program coordinator, YouthBuild teacher, Digital
Bridge coordinator, Digital Bridge teacher, basic
skills instructor through a contract with Renton
Technical College, on-site mental health/substance
abuse therapist through a contract with the Ruth
Dykeman Children’s Center, and in-kind staff
support from teachers and tutors from community
partners. The core direct service staff (case
managers, program coordinators, and teachers) all
have bachelor degrees in a related field (generally
psychology, sociology, or social work), and case
managers have their masters in social work. All staff
are familiar with de-escalation strategies and crisis
intervention. Most importantly, staff understand the
time it takes to build trust with clients, know when
and where to refer clients to best meet their needs,
and approach counseling and guidance knowing that
either youth have never experienced therapy before,
or that they have been in and out of therapy their
whole lives. Staff report a higher salary rate than
equivalent positions at community organizations,
which results in low turnover. Staff state that clients
respond positively to this, as a consistent mentor is
typically a missing factor in their lives. The one
exception is the on-site mental health therapist, who
is employed by the Ruth Dykeman Children’s
Center and who reports earning less than King
County staff. This means turnover at the Children’s
Center is higher, which can affect the staffing
partnership with YouthSource.

2. Information Management — All youth in the
program complete, with their case manager, an
Individual Service Strategy (ISS) to articulate their
short- and long-term goals in education, training,
employment, and personal development. Case
managers conduct initial assessments that screen for
employability barriers, housing and living situations,
levels of job specific skills, educational history,
screening for learning disabilities, legal history and
current situation, experience with social services,
health status and history, and transportation issues.
The assessment includes screening for mental health
or substance abuse issues, but these often do not
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emerge until clients have participated in the program
for some period of time. Case files, including the
ISS, are centralized for staff to access. Staff meet
every two weeks to discuss program changes,
policies, issues, and individual cases as needed. Staff
also communicate informally on an as-needed-basis
about the needs of clients. In cases where
information must be shared with either the on-site
therapist, or with external entities
(such as juvenile justice or additional
mental health services), clients sign a
release of information form. 

3. Training — YouthSource does
not offer regular training to staff,
but takes advantage of trainings
offered in the community. Recently
this included a suicide prevention
training offered by the Workforce
Development Council, and a cultural
competency training offered by the
County. The on-site therapist also
offers training to staff of
YouthSource in classroom and one-
on-one sessions on crisis
intervention, mental health
awareness, motivational interviewing
skills, and the concepts of
developmentally appropriate service
delivery. 

The on-site therapist provided by the Ruth
Dykeman Children’s Center is dually certified in
substance abuse and mental health counseling. The
therapist at YouthSource is a state-certified chemical
dependency professional, a licensed mental health
counselor, a clinical art therapist, a child mental
health specialist, a certified GAIN administrator,
certified in seven Challenges for Chemical
Dependency and Motivational Interviewing, and has
a master’s degree in marriage and family therapy.

III. PROGRAM DESCRIPTION:
SERVICE DELIVERY LEVEL

A. Primary Components of the Program 

Programming at YouthSource is designed to meet
the needs of youth who have dropped out of school,

are “at risk” or post risk, looking for education,
employment, and leadership opportunities: 

• YouthBuild — A national program in
construction training, leadership, and service 
learning, YouthBuild trains low-income youth in
occupational skills and gives them a role in
rebuilding their communities. Students build

low-income housing in partnership
with Seattle King County Habitat
for Humanity and the Central Area
Motivation Program (CAMP);

• Opportunity Skyway and Aviation
— This is a manufacturing track that
focuses on manufacturing careers
and aerospace training. Located at
the King County International
Airport, through a partnership with
Seattle Public Schools and King
County, youth build a small aircraft
and explore the field of
manufacturing through field trips,
speakers, and hands-on project
based training;

• Digital Bridge Academy — This
program focuses youth on training
for the technology industry through
two tracks: (1) hardware,
networking and CISCO A+; and (2)

software programming. Youth work towards
implementing these skills within community-
based agencies as service learning goals. This
program is supported through partnerships with
the YMCA, Puget Sound Center, the Gates
Foundation, and King County;

• WorkSource Renton — Co-located with the adult
One-Stop Career Center, WorkSource Renton,
YouthSource taps the center to provide
comprehensive employment services and to link
youth with appropriate services in employment
and training; and,

• Job Corps — Serves 16-24 year olds by providing
education, job training, and support services in a
residential campus program. A full time Job
Corps job developer is located at YouthSource
and is the bridge to the WorkSource Renton’s
Employer Services Team (WEST). 
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B. School-Based Preparatory Experiences 

In addition to conducting courses and tutoring in
their on-site classroom, YouthSource partners with
the following entities in order to provide clients with
a variety of pathways to advance academically: 

• Seattle Public Schools provide a full-time Special
Education teacher and vocational and
educational support services; 

• Renton Technical College provides one full-time
basic skills instructor to help students increase
their reading, writing, and math skills to attain
their GED certificate and enter community
college. They also provide on-site GED testing;

• Literacy*AmeriCorps provides three full-time
tutors to the YouthSource classroom and offers
community building and service learning
activities; and, 

• ArtCorps, a non-profit arts education program
in Seattle and King County, recruits and places
experienced “teaching artists” in a variety of
after-school programs, working with young
people in grades K-12 and with out-of-school
youth such as those at YouthSource.

C. Youth Development and Leadership 

YouthSource staff engage in youth development and
leadership mentoring activities on a daily basis
through regular interaction with clients. The on-site
therapist leads weekly classes and groups, including a
“Girls Group” and smoking cessation, well-being,
and motivational sessions. She teaches one-on-one
sessions that are specifically related to mental health,
including living skills and stress management. As
with all components of YouthSource, a key piece of
successfully meeting clients “where they’re at”
involves relationships with community partners,
including Washington State University Extension.
WSU Extension engages people, organizations, and
communities to advance knowledge, economic well-
being, and quality of life by fostering inquiry,
learning, and the application of research. At
YouthSource, this includes classes in nutrition, youth
development, community service, and on-site
cooking classes.

D. Connecting Activities 

When youth enter the program, case managers
assess their immediate needs, including housing,
transportation (gas or bus tickets), food, personal
identification, childcare, and health/mental health
care. These are considered important basic
connections to supports that will help clients focus
and choose next steps in education, training, and
employment.

Staff cite housing as the most significant and chronic
challenge for clients. Most are living with
dysfunctional family members, temporarily staying
with friends, living in their cars, or homeless. King
County offers an array of transitional housing, with
most of it located in the city of Seattle. Poverty is
concentrated in South King County, south of
Seattle, where YouthSource is located. Most clients,
therefore, are from or located in that area (the cities
of Renton, Auburn, Kent, and surrounding areas).
Other transitional housing is restricted to individuals
meeting HUD’s definition of homeless (excluding
individuals temporarily staying with friends or
family), to young women with dependents, or to
individuals enrolled in a Sober Living program. 

As is the case with much of the YouthSource
services, two formalized partnerships strengthen the
program’s ability to effectively connect youth with
experience in the juvenile justice system to needed
transitional supports: (1) a partnership and
communication with Superior Court probation
officers, where YouthSource case managers work
with young people to successfully complete court
obligations through education, training, and
community service and become ready to enter the
workplace unfettered by legal issues; and (2)
alternatives to Secure Detention, where
YouthSource offers a Day and Evening Report
Center (3:00 p.m. to 6:00 p.m.) in partnership with
Alternatives to Secure Detention, and Seattle Public
Schools to provide a positive and effective alternative
to lock-up intervention. 
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E. Entry into Services 

Most clients arrive at YouthSource through referrals
from courts, schools, community-based
organizations, or word of mouth. YouthSource
actively markets their services to youth and families
in King County, and staff report that a high number
of clients are there because a friend told them about
the available services.

Enrollment begins with the case manager
completing a detailed assessment form with each
client and the Individual Service Strategy (ISS),
described in Part II above. The intake process also
includes an assessment of immediate needs, such as
housing, childcare, food, personal identification,
transportation vouchers, and recognition of any
current or potential mental health crises. These are
addressed by staff as soon as possible in order for
clients to successfully begin participation in other
services offered by YouthSource. Participation in
programs and services depends on the goals
established in the ISS, as do follow-up referrals. For
example, a young person may be immediately
referred to the on-site therapist for additional mental
health assessment or referred to job-ready training,
basic remediation courses, job search and placement
services, or any other combination of services
provided on-site or by community partners. Case
managers are responsible for referrals, connections,
and follow-through with clients for services,
progress, and updated ISS plans.

When a relationship is established between a client
and the on-site therapist, additional assessments may
be conducted to more fully identify mental health
conditions or challenges. The Ruth Dykeman
Children’s Center staff utilize the Global Appraisal
of Individual Needs (GAIN) assessment tool that is
83 pages and includes very detailed, structured
interview questions designed to “tease out”
behavioral, mental, emotional, and chemical
dependency symptoms. It requires verbatim
interviewing and can take as long as three hours.
King County has chosen it as the assessment tool for
county-funded youth mental health/chemical
dependency agencies to use exclusively with youth.
In addition, every youth who passes through King

County Juvenile Detention has to be assessed with
the GAIN. Having a GAIN-certified contracted staff
on-site is an asset because it eliminates geographical
and financial barriers that youth struggle with when
they try to access services outside of YouthSource.
The therapist will also use a variety of other tools as
needed, including motivational interviewing, one-
on-one counseling, referrals to community
substance abuse and mental health services, group
therapy, and crisis intervention. 

F. Quality Monitoring 

YouthSource reports positive outcomes for at least
80 percent of clients: about 50 percent exit with
work experience, about 70 percent leave employed,
and about 70 percent leave with a credential or
certificate of some sort. 

YouthSource is responsible for tracking and
reporting WIA youth outcomes and achievement of
program goals, including enrollments, low-income
versus non low-income, basic skills goals, work
readiness goals, GED attainment, work experience
goals, unsubsidized employment upon exit, number
of exits with a credential, and postsecondary or
advanced training. In 2006, the program exceeded
all of their goals in these areas. 

IV. RELATIONSHIP TO STATE

The program does not have a direct relationship to
the state, but follows funding and related
requirements of Federal and state Workforce
Investment Act programs, passed through King
County. The State of Washington has made some
efforts over the past three years to improve
outcomes for youth and young adults with
disabilities, including mental illness. As part of a
National Governors Association Policy Academy to
Improve Outcomes for Young Adults with
Disabilities, the state’s Workforce Investment Board
(the Washington Education and Workforce Training
Coordinating Board) coordinated efforts at the
policy level to align goals and strategies across the
workforce system, the vocational rehabilitation
services, employment services, K-12 education, and
the Washington State tribes. The Policy Academy
acknowledged that many innovative and effective
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programs to serve this population existed at the local
level, but that all had yet to be replicated or taken to
scale across the state. State leaders also
acknowledged that state agencies had yet to figure
out exactly how to best support local regions in their
implementation of these services beyond current
infrastructures and policies.

V. LESSONS LEARNED

A. Most Important Achievements 

The emphasis on employment as a
fundamentally important outcome for
clients is a critical achievement of the
program, including the belief that in
order to achieve long-term, sustained
employment an individual must be
supported along the way, and in
multiple ways. 

YouthSource staff readily champion
the importance of incentives for
young people, beyond long-term
goals and the self-fulfillment garnered
from achieving them. YouthSource
provides monetary rewards for
achievement of certain goals,
including the attainment of a high
school diploma or GED certificate,
completion of a program or class, and a clean drug
test. The rewards are minimal (usually $50.00 per
achievement) but recognize the need to motivate in
tangible ways and acknowledge a basic fact that this
population needs cash. Pizza parties and food
incentives are also a regularly used tool for
engagement.

According to staff, being youth-friendly and youth-
owned is another important achievement of
YouthSource. The youth are responsible for
decorating the interior of the program site, for
staffing the front desk, and designing the program’s
drug and alcohol policies. Staff report that clients
never feel they are talking to a therapist when they
meet with the on-site therapist. Staff also discussed
the importance of building trust and relationships
either before or during the “real” work with

individuals to gain skills, work experience, career
goals, and employment, in addition to managing
their condition or chemical dependency. 

Another key, and unique, achievement is the
extensive collaboration with community and county
entities in order to effectively provide the full range
of services needed by the client population. This
includes the engagement of over 130 employers in
placing, mentoring, and hiring clients in their
companies. The achievement is particularly notable
considering the small staff at YouthSource who, in

addition to their jobs as program
coordinators or case managers, are
responsible for partnership-
building and employer
engagement.

B. Program’s Greatest
Challenges 

The lack of transitional housing is
the primary challenge for clients
and staff attempting to assist clients
to achieve independent living.
Their lack of income, criminal or
other negative records, and stigmas
about this age group by the general
public are persistent challenges for
youth clients. 

During the ODEP grant, the program enjoyed the
on-site presence of a diagnostician and access to full
psychological testing services. This is sorely missed
by staff who believe some clients will miss
opportunities for identifying potentially serious
conditions and, therefore, miss opportunities to
learn skills to effectively manage their situations. 

Insufficient, unstable, and non-flexible funding is a
chronic challenge for the program and the delivery
of services. Staff repeatedly identified the pressure to
find new ways to maintain their capacity with more
restrictive and/or smaller total amounts of funding.
This concern was very tangibly realized shortly after
the site visit, when the on-site therapist provided by
the Ruth Dykeman Children’s Center was told that
her position had been restricted and that less of her
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time would be available to YouthSource: “This was a
surprise to me. I am considering writing some grants
because these youth need help. They are so young
and have grown adult chronic disorders related to
stress, criminality, substance abuse, physical abuse,
sexual abuse, parental neglect, early pregnancy,
trauma, relational skills, self-care, and I could go
on. I earn less than my equivalent at the County,
despite in general having more education and
training, but I have stayed for 5.5 years because of
my commitment to being a culturally competent
therapist for youth. And youth are dying around us,
so I will work a long as I can.”

C. Influence on Larger Service Delivery
System 

The YouthSource program illustrates the
observation by state leaders that good things are
happening at the local level. However, it also
demonstrates a need for state and local areas to
better connect on best practices to serve youth with
disabilities. Staff at YouthSource and the Seattle-
King County Workforce Development Council
assert that despite excellent outcomes and promising
practices, and despite a stated interest by state-level

leaders in improving services and outcomes for this
population, local programs such as YouthSource
must continually rethink their funding structures to
make ends meet as their funding streams are cut
further each year. According to them, this indicates a
missing link with the state and a missed opportunity
to influence the larger service delivery system and
state policies.

D. Overall Learning 

The important lessons to be drawn from
YouthSource are the emphasis on employment and
social supports, the treatment of disconnected youth
in ways that normalize their lives as much as
possible, and the power of strong local partnerships.

E. Benefits to Young Adults and Families 

The site visit did not incorporate interviews with
family members or youth. Therefore, the benefits to
clients and their families are based solely on
interviews with the on-site therapist and the
director. As this case study illustrates, the program
clients generally enjoy positive outcomes.



92 |    ENDNOTES

1 Vander Stoep A., Beresford S., Weiss N.,
McKnight B., Cauce M., and Cohen P., (2000).
Community-based Study of the Transition to
Adulthood for Adolescents with Psychiatric
Disorders. American Journal of Epidemiology,
152, no4, 352-362. 

2 Podmostko, M. (2006). Tunnels and cliffs: A
guide for workforce development practitioners and
policymakers serving youth with mental health needs.
Washington, DC: Institute for Educational
Leadership, National Collaborative on Workforce
and Disability for Youth.

3 American Psychiatric Association (2000).
Diagnostic and statistical manual of mental
disorders (DSM-IV-TR). Washington, D.C.:
Author. 

4 Mears, D. & Laudan, A. (2003). Addressing the
Needs of Youth with Disabilities in the Juvenile
Justice System: The Current State of Knowledge.
The Urban Institute, Washington, D.C.

5 Kaufman, P., Alt, M., & Chapman, C. (2006).
Dropout rates in the United States: 2004.
Washington D.C.: National Center for Education
Statistics. http://nces.ed.gov/pubs2007/
2007024.pdf

6 Gonzales, R., Richards, K., & Seely, K. (2002).
Youth out of school: Linking absence to delinquency
(2nd ed.). Denver CO: Colorado Foundation for
Families and Children.

Part I – Background

7 Hagner, D., Cheney, D., and Malloy J., (1999).
Career Related Outcomes of a Model Transition
Demonstration for Young Adults with Emotional
Disturbance, Rehabilitation Counseling Bulletin,
March, Vol. 42, 3. 

8 Fitzgibbon, G., Cook, J., & Falcon, L. (2000).
Chapter 4: Vocational rehabilitation approaches
for youth. In Clark, H.B. and Davis, M. (Eds.),
Transition to adulthood: A resource for assisting

young people with emotional or behavioral
difficulties. Baltimore MD: Brookes Publishing.

9 Podmostko, op. cit.
10 Davis, M. & Koyanagi, C. (2005). Summary of

Center for Mental Health Services youth transition
policy meeting: National experts panel. Rockville
MD: U.S. Department of Health and Human
Services, Substance Abuse and Mental Health
Services Administration.

11 Podmostko, M. (2006). Chapter 3: Guideposts
for youth with mental health needs. Tunnels and
cliffs: A guide for workforce development
practitioners and policymakers serving youth with
mental health needs. Washington, DC: Institute for
Educational Leadership, National Collaborative on
Workforce and Disability for Youth.

12 Marrone, J. & Boeltzig, H. (2005). Recovery with
results, not rhetoric. Boston MA: Institute for
Community Inclusion, University of
Massachusetts. 

13 Podmostko, M. (2006). Tunnels and cliffs: A
guide for workforce development practitioners and
policymakers serving youth with mental health needs.
Washington, DC: Institute for Educational
Leadership, National Collaborative on Workforce
and Disability for Youth.

14 Clark, H. & Davis, M. (2000). Introduction. In
Clark, H.B. and Davis, M. (Eds.), Transition to
adulthood: A resource for assisting young people with
emotional and behavioral difficulties. Baltimore
MD: Brookes Publishing.

15 Phillips, S.D., Burns, B.J., Edgar, E.R., Mueser,
K.T., Linkins, K.W., Rosenheck, R.A., Drake,
R.E., & McDonel Herr, E. (2001). Moving
assertive community treatment into standard
practice. Psychiatric Services, 52 (6), 771-779.

16 Institute for Educational Leadership, National
Collaborative on Workforce and Disability for
Youth. Jump start: Work-based learning. Available
at http://www.ncwd-youth.info/resources_&
_Publications/jump_Starts/work_Based_
Learning/index.html

Endnotes



ENDNOTES    | 93

17 U.S. Department of Labor, Office of 
Disability and Employment Policy. What is
customized employment? Available at
http://www.dol.gov/odep. 

18 Fetzer, P, Graham, C., Keller, J. & West, T.
(2000). Chapter 10: Driving the System Through
Youth Involvement and Leadership. In Clark,
H.B. and Davis, M. (Eds.), Transition to
adulthood: A resource for assisting young people with
emotional and behavioral difficulties. Baltimore
MD: Brookes Publishing.

19 Platte, M., Kroner, M., & Ortiz, R. (2000).
Chapter 5: Community Housing and Related
Supports. In Clark, H.B. and Davis, M. (Eds.),
Transition to adulthood: A resource for assisting
young people with emotional and behavioral
difficulties. Baltimore MD: Brookes Publishing.

20 Clark, H., Deschenes, N. & Jones, J. (2000).
Chapter 2: A Framework for the Development
and Operation of a Transition System. In Clark,
H.B. and Davis, M. (Eds.), Transition to
adulthood: A resource for assisting young people with
emotional and behavioral difficulties. Baltimore
MD: Brookes Publishing.

21 The “Core Gifts” Identification Process,
developed by Dr. Bruce Anderson, merges
strength/asset-based community development
and social service practices and provides a
framework for youth and practitioners to identify
individual strengths and interests. For more
information see http//:www.community
activators.org. 

22 Ekwall, E., & Shanker, J.L. (1988). Diagnosis and
remediation of the disabled reader (3rd edition).
Boston, MA: Allyn and Bacon, Inc., pp. 102-103.

23 American Psychiatric Association (2000).
Diagnostic and statistical manual of mental
disorders (DSM-IV-TR). Washington, D.C.:
Author.

24 Anderson, B. Core Gifts Identification, Available
at http//:www.communityactivators.org

25 Clark, H., Deschenes, N. & Jones, J. (2000).
Chapter 2: A Framework for the Development
and Operation of a Transition System. In Clark,
H.B. and Davis, M. (Eds.), Transition to
adulthood: A resource for assisting young people with
emotional and behavioral difficulties. Baltimore
MD: Brookes Publishing.

Part II – Addressing Individual Barriers:
What Works at Service Delivery

26 Clark, H., Deschenes, N. & Jones, J. (2000).
Chapter 2: A Framework for the Development
and Operation of a Transition System. In Clark,
H.B. and Davis, M. (Eds.), Transition to
adulthood: A resource for assisting young people with
emotional and behavioral difficulties. Baltimore
MD: Brookes Publishing.

27 Anderson, B. Core Gifts Identification, Available
at http//:www.communityactivators.org

Part III – Systems Factors that Affect
Program Design and Sustainability 

28 Biebel, K., Katz-Leavy, J., Nicholson, J., &
Williams, V. (2005). Using Medicaid effectively for
children with serious emotional disturbances.
Rockville MD: U.S. Department of Health and
Human Services, Substance Abuse and Mental
Health Services Administration, Center for Mental
Health Services.  

29 New Freedom Commission on Mental Health
(2004). Achieving the promise: Transforming
mental health care in America. Rockville, MD:
U.S. Department of Health and Human Services
(DHHS Pub. No. SMA-03-3832).

30 U.S. Department of Health and Human Services,
Substance Abuse and Mental Health Services
Administration. Cooperative agreements for mental
health transformation state incentive grants. (RFA
No. SM-05-009. Catalogue of Federal Domestic
Assistance No: 93.243).  Rockville MD: Author.



94 |    ENDNOTES



For More Information, Please Contact:

NATIONAL 
COLLABORATIVE 
ON WORKFORCE 
AND DISABILITY 

FOR YOUTH
c/o Institute for Educational Leadership

4455 Connecticut Ave., N.W.
Suite 310

Washington, D.C. 20008
1-877-871-0744 (toll free)

1-877-871-0665 (TTY toll free)
contact@ncwd-youth.info

www.ncwd-youth.info




