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The following is excerpted from Pires, S.A. (2010).  Building Systems of Care: A Primer (2nd Ed.). Washington, DC: National Technical Assistance Center for Children's Mental Health, Georgetown University Center for Child and Human Development, p.47-49. Pires (2010) is the second edition of a primer on systems of care that was developed for the Child, Adolescent and Family Branch of the Substance Abuse and Mental Health Services Administration (SAMHSA) of the U.S. Department of Health and Human Services.  It is considered one of the pivotal resources in developing systems of care.  This excerpt focuses on the importance of systems structures, not only for the daily operations of a system but also for the message that structures send about the system's values.  This section orients the reader to key premises regarding structures and reviews two different structures for children's mental health services within a state organization.  Particularly relevant passages have been highlighted.
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e Role of Structure 
~ Primer is based on a number of premises with regard to the important role that 
srrucrure plays in systems of care. Specifically: 

'='REMISE 1: Certain functions must be organized to implement systems of care 
s:ucc:essfully; that is, they cannot be left to happenstance. For example, if there is no 
hl'Ucrure-that is, no defined arrangement-for how care is to be managed, then it is 
rmlihly that care will be managed. 

?REMISE 2: The structures that are created send a message about values, either 
r:xlennining or reinforcing the values and principles that have been adopted. For 

example, individualized, flexible service provision is a key principle of systems of care. 
Ho ...... eve~ if the financing structure attaches dollars only to programs, the principle of 
indi~-idualizing care will be undermined-not that it is impossible to incorporate 
mdP-idualized service provision within this structure, but it is more difficult. The 
srrucrure in this instance sends a message about how much the system truly values an 
m&,;dualized, Wraparound approach. 

OREMISE 3: The structures that are created have vety much to do with how power and 
responsibility are distributed. For example, a goal of systems of care is to invest 
:a.milies and youth with shared decision-making power and responsibility at the 
ser-ices and system (i.e., policy, management, and monitoring) levels. A system-level 
srmcrure that involves one parent or one youth on an advisory committee obviously 
Cb-uibutes less power and responsibility than a structure that requires and strengthens 
:ne capacity of families and youth to participate in all aspects of system-level decision 
Ir!alcing. This latter structure, in turn, distributes less power and responsibility than 
~ne that mandates majority representation of families and youth on decision-making 
""i" governance bodies and provides funding and support to implement the mandate . 

~MISE 4: The structures that are created affect the subjective experiences of 
stakeholders, that is, how families, youth, providers, staff, administrators, and others 
feel about the system. In the example given above of the lone parent or youth on a 
system-level advisory committee, families and youth are likely to feel that the system, 
:10 matter how innovative certain aspects of it are, is being tokenistic. 

?REMISE 5: Structure affects practice and outcomes. If for no other reason than that 
srrucrure affects how people feel, it will affect practice and outcomes. For many 
reasons, the structures that are created can get in the way of or support intended 
p:actice and attainment of desired outcomes to lesser or greater degrees. The financing 
structure noted above, for example, that attaches dollars only to programs, is likely ro 
G.lnder (though not necessarily defeat entirely) the practice of individualizing services. 
This structure, in turn, could frustrate (though, again, not necessarily defeat) 
attainment of the goal of improving clinical and functional outcomes. Another desired 
outcome may be reduction in inappropriate use of residential treatment. If the 
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Medicaid benefit structure (i.e., the services and supports that are allowable) and the 
provider network structure do not encompass home and community-based 
alternatives, then it is highly unlikely that residential treatment utilization will be 
reduced-at least not without affecting other desired outcomes, such as improvement 
in clinical and functional status of children or reduced recidivism. 

• PREMISE 6: Structures need to be evaluated and modified, if necessary, over time. 
Because system building is occurring in an ever-changing environment and is by its 
nature not a finite activity, the structures that are created today may not be what are 
needed tomorrow. 

• PREMISE 7: New structures replace existing ones; some existing ones may be worth 

keeping, and some are more difficult to replace than others. This is an admonition not 
to throw the baby out with the bathwater because there are existing structural 
strengths in every system that are worth preserving in whole or in part. And, it is an 
admonition to be strategic about how much precious time and energy are spent and at 
what juncture (since timing is [almost] everything), in trying to replace intractable 
structures. 

• PREMISE 8: There are no perfect or "correct" structures. Sometimes, the most desirable 
structures for the attainment of system goals are ones that for political, financial, 
technical, or other reasons cannot be created at the time. Sometimes, there is no 
agreement among stakeholders or even clarity about what the most desirable structures 
are. The most desirable structures in one community may be very different from the 
most desirable structures in another. What is important is that all stakeholders in a 
given community who are involved in system building take the time to analyze, 
acknowledge the strengths and weaknesses of, and plan contingencies in response to, 
the structures that are created (or left standing). This reflection needs to consider how 
the structures that are created reflect values, distribute power and responsibility across 
different stakeholder groups, affect the subjective experiences of different stakeholder 
groups, and affect goal attainment. 

ILLUSTRATIONS 2A&B 

To illustrate the role that structure plays, consider t he examples provided by Illustrations 2.A and 
2.8, which describe the organizational structures of two state departments of mental health. Both 
state departments have system of care-like mission statements and expressed values to create a 
comprehensive continuum of care for children with emotional disorders and their families. 

In the department whose organizational structure is described in Illustration 2.A, responsibility 
for children's services is fragmented across three divisions- the Division of Institutions, which has 
budgetary and operational responsibility for both adult and child and adolescent inpatient and 
residential treatment facilities; the Division of Community Programs, which has jurisdiction over 
community mental health centers that provide both adult and child and adolescent outpatient 
services; and the Division of Special Populations, w hich includes the children 's director, who has 
responsibility for special projects related to children, such as grant-funded programs and 
demonstration projects, which tend to include home and community-based and Wraparound 
services. The children's director is relatively buried within this organizational structure and lacks line 
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IllUSTRATIONS 2A&B 

authority over most services and most dollars related to children. This director must negotiate with 
three division directors, two of whom control the lion's share of the resources needed to create a 
continuum of care and who are probably more focused on issues related to adults in the system. In 
this example, there is a State Mental Health Advisory Council focusing on all populations (children, 
adults, and elders), which has a children's subcommittee with a family member as chair. However, 
there are no resources committed to building family and youth voice except those provided by a 
demonstration grant at a local level. 

Although it is not impossible to create a family-driven, youth-guided continuum of care within 
the structure described in Illustration 2.A, it is certainly more difficult than it is within the structure 
described in Illustrat ion 2.8, where there is a children's division with line budget and operational 
responsib il ity over the entire continuum of care. The division provides funds to the statewide family 
organization to build family voice and organizational capacity across local ities. The structure in 
Illustration 2.A sends a message about the extent to which the state truly va lues an integrated 
continuum of care, is likely to create frustrations for the chi ldren's director and key stakeholders 
concerned about the system, and creates confusion for families and providers. In spite of both stat es 
having similar values and goals, the structure in Illustration 2.A is less likely to support achievement 
of those goals than that in Illustration 2.8. 

ILLUSTRATION 2.A: State Mental Health Department 

State Mental 
DEPARTMENT DIRECTOR Health Advisory 

Council 

Division of Division of I Division of I I 
Institutions Community Programs Special Populations Child & 

I I 
Adolescent 
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• Residential Treatment Support Programs Adolescents Organization Chair 
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ILLUSTRATION 2.8: State Mental Health Department 

DEPARTMENT DIRECTOR 

Programs Grant to Statewide 

Pires. 5. (2009). "Primer hands on · for family organizations. Washington, DC: Human Service Collaborative. 
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