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FORWARD

This is the second of a series of reports on evidence-based practices compiled for the Saginaw County
Community Mental Health Authority (SCCMHA) in an endeavor to build a foundation of services and
supports that are grounded in empirical evidence and offer optimal opportunities for consumer resilience and
recovery. It is the result of an exhaustive review of relevant journal articles, expert consensus guidelines,
algorithms, reports, manuals, monographs and text book, chapters. Because children and adolescents often
interface with various systems, literature from the fields of child welfare, public health, substance abuse
treatment, education and juvenile justice was reviewed in addition to mental health. While many of these
documents are available in the public domain, a number are not. However, no attempt was made to compose
the report in accordance with established publication standards in order to enhance readability. All sources are
listed in the reference section, but are not footnoted.

This report offers available information on how to best assist children and their families at home and in the
community. While it is intended as a stand-alone document, a number of areas found in the report on adults
with mental illness (e.g., family psychoeducation, integrated dual disorders treatment, assertive community
treatment, polypharmacy, solution-focused brief therapy, working with faith-based organizations) are
applicable, but not repeated here in order to keep the document as brief as possible. The reader is referred to the
adult document where applicable.

The reader may not find all areas of personal interest nor as an in-depth rendering of various topics as might be
desired. Limitations posed by resource availability and evolving science make it impossible to provide all
information available. There are ample resources listed for the reader who wishes to pursue various areas in
greater depth. In addition, each program description contains relevant web site as well cost information that is
available. The web sites listed are in hypertext, which allows for direct access via the electronic version of the
report.

This, as well as other summaries of scientific support for interventions, is really a work_ in progress. Research
findings continuously change as evidence accumulates pursuant to the development and testing of new
interventions, and refinements are made to current treatment options. Furthermore, the interventions included
herein are not meant to imply that they serve as solutions to all problems and disorders, or that they epitomize
ideal solutions. Finally, it should be noted that some of the programs and interventions reviewed are not
evidence-based practices per se (e.g., family dependency treatment courts), but are included because they are of
topical interest at federal, state, and/or local levels.

It is hoped this, and the companion reports on the various populations served by SCCMHA, will become part
of the culture of the organization as it strives to implement services and supports with proven beneficial
outcomes for consumers, families and other stakeholders of the public mental health system in Saginaw.

This report is intended for SCCMHA's use and, as such, may not be reproduced or distributed without the
express permission of SCCMHA. The writer acknowledges with gratitude the support and sponsorship of
SCCMHA in the production of this report. SCCMHA is to be commended for its efforts to provide state of the
art services and supports to the community.

Barbara Glassheim!
May 2006

! Barbara Glassheim, LMSW, ACSW, BCD, a consultant to SCCMHA, has extensive clinical and administrative
experience in public and private sector behavioral health care.
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EXECUTIVE SUMMARY

The information contained in this report is intended to serve as a reference guide and inform
service delivery policy. It is designed to emphasize the science that is currently available on
mental health services for children, adolescents and their families and draws primarily from
research in mental health, education, juvenile justice, public health, substance abuse treatment,
and child welfare systems. It aims to assist in the evaluation and selection of services and
supports by offering a review of scientifically researched treatment options that have proven
beneficial outcomes for consumers and their families. Although not all of the programs and
services reviewed are evidence-based per se, they reflect national, state, and local priorities,
trends and interests and show promise for promoting beneficial outcomes.

Most compendia on evidence-based interventions for children and adolescents are organized
according to diagnosis or disorder. This report, however, is organized very differently as it takes
into account issues related to family, culture, systems of care, types of interventions and
modalities used. There are numerous interventions identified by various sources (e.g., Office of
Juvenile Justice, Substance Abuse and Mental Health Services Administration) as model
programs. Since they are too numerous to report on, examples were selected for inclusion
based upon national recognition (e.g., Olweus Bullying Prevention Program) and relevance to
public sector mental health practitioners.

The first section, following the introduction, acquaints the reader with salient concepts and
issues specific to evidence-based practices in the child and adolescent mental health arena.
The second section gives an overview of key pieces of legislation and policies that impact
mental health service and support provision to children, adolescents and their families. The third
section is comprised of cultural issues and their impact on help-seeking behavior and clinical
presentation. Parameters for the delivery of culturally responsive services and supports are
delineated. Two programs that have been culturally adapted are presented. The next section
contains information on family-centered practice and provides descriptions of parent
management programs and family therapies.

Prevention and early intervention issues, including risk and protective factors, as well as the
concept of resiliency, are reviewed in the following section. Significant areas of risks are
detailed including parental mental illness, divorce, child abuse/neglect, suicide, and violence.
The zero-to-five age group is also covered in this section. Services and supports such as early
intervention, mentoring, respite, and family strengthening programs, are reviewed.

The following section offers a foundation for collaborative efforts among key child-serving
sectors. It covers education, child welfare, juvenile justice, and primary care and reviews of
programs and services in the various areas. Systems of Care, wraparound, and models of
therapeutic jurisprudence are highlighted.

The next section is comprised of a review of transition services and supports for adolescents
and young adults. This is followed by a discussion related to various psychotherapeutic
approaches not covered in previous sections, and a section on somatic interventions including
medication and ECT. Crisis services and out-of-home settings such as therapeutic foster care
are reviewed in the next section. Measurement tools and outcomes comprise the next two
sections. The final sections consist of a recap of key findings and recommendations. The
appendices include references, resources, a quick reference guide, and a matrix of programs
with levels of evidence ratings.

Saginaw County Community Mental Health Authority 2
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INTRODUCTION

The recognition of childhood as a phase distinct from that of adulthood was articulated in the
first book on pediatrics, The Boke of Chyldren by Thomas Phéatre, published in 1544. However,
the concept of mental illness occurring during childhood did not arise until the later part of the
nineteenth century. And, it was not until the early twentieth century that such illnesses were
viewed as distinct from those manifested during adulthood. The first text on child psychiatry was
published in 1935.

During the 1970s the World Health Organization encouraged a classification of clinical
syndromes specific to childhood and the first multi-axial diagnostic scheme was developed in
1975. The third edition of the American Psychiatric Association’s Diagnostic and Statistical
Manual of Mental Disorders (D.S.M.), published in 1980, was the first to include a distinct
section on child and adolescent disorders. Thus, the recognition that children and adolescents
suffer from distinct mental disorders is a rather recent phenomenon. The development and
promulgation of interventions, services and supports for such disorders is even newer.

Children’s mental health care received little attention before the 1980s and the landmark
publication of Knitzer and Olson’s Unclaimed Children in 1982 in which they reported that three
million children in the United States had significant mental health care needs and two-thirds
received inappropriate services or no services at all. At that time less than half of the states had
even one mental health professional devoted to providing services to children. The study raised
public awareness and concern, and spurred an increase in research and policy development.
The Congressional Joint Commission on the Mental Health of Children also brought the unmet
mental health needs of children to national attention. The Joint Commission’s report pointed out
that many children suffered from significant mental health problems, but were unable to
effectively access services, or were provided services within excessively restrictive settings. The
report further indicated that children who have complex needs require coordinated services
across multiple systems within the health care and social services sectors. In 1984 the Children
and Adolescent Service System Project (CASSP) generated the concept of a System of Care
(SOC) and spurred national efforts to create systems of care for children with mental health
needs. Public agencies and providers adopted systems of care standards as a best practice
(despite the absence of empirically validated outcomes research on systems of care).

Research in the field of child and adolescent mental health has been significantly expanded in
recent years pursuant to the National Institute of Mental Health’s release of a national plan to
shape and encourage studies in 1989. The Surgeon General's 1999 report on mental health
included a chapter on children and was followed by the Surgeon General’'s Conference on
Children’s Mental Health: A National Action Agenda published in 2000, and Youth Violence: A
Report of the Surgeon General in 2001. The Surgeon General's Conference on Children’s
Mental Health: A National Action Agenda indicated that the gap between scientific knowledge
and practice was widening in many public mental health systems across the country.
Additionally, the Child Mental Health Foundations and Agencies Network issued A Good
Beginning in 2000 which detailed the importance of the socio-emotional aspects of school
readiness. From Neurons to Neighborhoods: The Science of Early Childhood Development was
published in 2000 by the National Research Council and Institute of Medicine.

A number of the trends that have developed over the past two decades in the provision of
services and supports for children and their families are addressed in this report. These include:

" The service array has enlarged much beyond traditional acute psychiatric
hospital care, long-term residential placement, and traditional office-based,
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individual therapy. Services now more typically include in-home services such as
family preservation and support programs, school-based services, intensive case
management, respite, mentoring, therapeutic group and foster family care, and a
number of different types of crisis services.

" Treatment and interventions have moved away from long-term approaches
based on psychoanalytic and psychodynamic theories to briefer cognitive-
behavioral interventions based on ecological theories and models.

" The significance of culture in meeting the needs of children and families, and in
the design and implementation services, has achieved prominence.
" Understanding the different systems involved with children and families beyond

mental health (e.g., child welfare, education, health, juvenile justice, substance
abuse), and designing a more integrated service delivery system have been
emphasized.

" The flexibility to provide whatever a child or family needs to help the child remain
in their home, school, and community, as exemplified in the wraparound model,
has been broadly promulgated.

" The central role that families play in the treatment and support of their children
has evolved to the point that they are viewed as full partners in the design,
development, delivery and evaluation of services, supports, and systems of care.

" The need for individualized programs for special populations has been
acknowledged (e.g., children in foster care and in adoptive families, adolescents
who display sexual offender behaviors, children who have been sexually abused,
children and families who are homeless, children exposed to harmful substances
in utero or as infants, and children exposed to violence).

" Services are more frequently organized and financed using managed care
principles and practices with greater emphasis on efficiency and accountability
for outcomes.

" Professionals (e.g., psychiatrists, psychologists, social workers, nurses, and
educators) perform a variety of roles that may differ from those for which they
were originally trained. Practitioners may assume roles as advocates,
consultants in assessment and treatment planning, administrators, evaluators,
and trainers.

" Organizations have expanded their hiring of family members and neighborhood
residents in paraprofessional roles, based on their life experiences rather than
years of education, or completion of formal pre-service training. Case
management and other services and supports may be provided by individuals
who do not have formal professional training.

Today, the field of child and adolescent mental health is focused on empowerment-oriented,
family-centered, strengths-based interventions within an ecological perspective provided within
appropriate community, cultural, ethnic and racial contexts. Professionals are no longer viewed
as the singular experts and leaders. Family members are no longer seen as the cause of
problems and the mere recipients of services. The current paradigm values families for their
expertise and involves them in policy development, decision-making, treatment planning,
delivery, and evaluation of services and supports for their children.

The reader will note that many services and supports for children, adolescents and their families
are not only categorized as preventive, they are also interventions. Many are partly educational
in nature. Also, one needs to bear in mind that, age, cognitive level, environment, and, at times,
multiple disorders are important considerations in the selection of appropriate services and
supports.

Saginaw County Community Mental Health Authority 4



A GUIDE TO EVIDENCE-BASED MENTAL HEALTH PRACTICES FOR CHILDREN, ADOLESCENTS AND THEIR FAMILIES V. 1.0

Childhood is marked by developmental transition and change as well as reciprocal influences
between children and their environments. Age-related changes, and the complex and dynamic
interaction between the child, family and environment that accompany maturation, must be
taken into account in the design of services and supports. Because of developmental changes,
interventions that work for one developmental stage may not be effective for another. For
instance, a practice that may be deemed effective for anxiety during the teenage years may
prove ineffective or contraindicated for prepubescent children. Interventions thus need to take
into consideration the developmental conditions that affect the permanence of outcomes.

The ways in which children and their families are embedded in sociocultural communities, as
well as the transactions between systems that influence their experiences, is viewed within an
ecological framework. Mental health services for children and adolescents are provided in a
number of different venues. These include clinics, schools, mental health and health programs,
the juvenile justice and child welfare systems. Each of these systems has specific rules and
standards that regulate the provision of mental health services. Moreover, diagnoses in children
and adolescents are more contextually bound. Because context is so critical, a variety of
providers need to be involved in the provision of an evidence-based practice in order to assure
success in implementation. These include school personnel, child welfare staff, primary health
care professionals, and juvenile justice facility staff. Furthermore, parents may have different
perceptions from their children regarding particular problems. It is incumbent upon the
implementer of an evidence-based practice to recognize and focus on the family as a whole.

Finally, it should be noted that there is a lack of consensus in defining emotional and mental
disorders in children. Current literature points to the lack of diagnostic categories that have been
empirically validated for young children. Thresholds and boundaries for a number of disorders
are still being debated (e.g., bipolar disorder). The significant degree of overlap between
disorders makes their nosology (or classification) uncertain. The rapid pace of development
characteristic of childhood adds significant complexity to manifestations of symptoms; they are
not always consistent with categorical classifications of disorders. Children often experience co-
occurring disorders, which adds to the complexity. Due to the high level of co-occurring
disorders and lack of diagnostic specificity in standard diagnostics, many experts view
symptoms as more relevant than diagnostic labels.
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AN OVERVIEW OF EVIDENCE-BASED CONCEPTS

The research base on risks, effective prevention strategies, and interventions for children,
adolescents and their families is rapidly developing. However, it lags well behind the base of
empirical evidence related to interventions for adults with mental illnesses. Moreover, there is a
significant gap between the knowledge base of effective interventions and what is actually
practiced in everyday settings. The current challenge of transporting evidence-based practices
to everyday clinical practice (i.e., moving science to services) has become a national focus
along with adapting interventions for individual families and children, training clinicians, and
maintaining fidelity to intervention protocols.

The impetus for implementing evidence-based practices is predicated on the conviction that
children who have emotional and behavioral disorders should be able to access care that is
based on the best scientific knowledge available and receive services and supports that meet
their needs. Unfortunately, all too often children and their families are subjected to practices that
are ineffective, outmoded, sometimes deleterious, and based on outcomes that are narrowly
defined rather than those considered fundamental to quality of life. In other words, services and
supports are frequently based on practices that constitute “what we have always done” rather
than on a base of scientific evidence of proven effectiveness. Research indicates that children
and adolescents who receive empirically supported interventions improve significantly and at
faster rates than those who do not receive such interventions.

Evidence-based practices constitute interventions that have been scientifically researched,
studied, successfully replicated by various investigators, and demonstrated to have measurable
and sustained beneficial outcomes. They also have theoretical underpinnings that explain why
they work, procedures to evaluate outcomes, standards for conducting and evaluating staff
training, procedures for maintaining quality and fidelity to the model of treatment delivery, and
written manuals that detail protocols for practitioners and clinical research replications.

In general, evidence-based practices in children’s mental health refers to knowledge that is
scientifically derived regarding the prevalence, incidence or risks for mental disorders, and the
impact of treatments or services on these problems. However, while there has been increased
focus on empirically supported interventions for children and adolescents, there is a lack of
consensus on criteria to delineate evidence-based practices. Moreover, the same practices are
rated differently by various consensus panels, organizations, and individual experts in the field.
This lack of consensus and, in some cases, discrepant ratings for the same practice, makes
determinations regarding which practices to adopt rather challenging. In addition, much of the
research-based evidence centers on interventions for specific disorders, but many children and
adolescents experience multiple difficulties.

Different levels of evidence, based upon the rigor of the research design (e.g., the number of
controlled studies, randomization of participants in studies, number of single-case studies, etc.)
have been posited. These range from evidence-based practices based on systematic
randomized clinical trials?, to evidence-informed practices derived from meta-analyses® of

A large-scale, randomized, controlled field is considered the gold standard in ascertaining whether an intervention
works as well, for whom, and under what conditions.

3 The most commonly accepted approach to the evaluation of outcomes is a clinical trial in which the post-treatment
change in a group of children who receive an intervention is compared with one or more control groups who did not
receive the intervention. These clinical trials are often combined in a meta-analysis to determine the effect size (i.e.,
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existing research studies, to evidence-suggested practices put forth by expert opinion and
consensus groups. A number of national organizations and provider systems have created their
own criteria and lists of evidence-based practices. All of these efforts represent attempts to
identify services and supports that produce positive outcomes for children and their families and
obtain maximum leverage in an era of shrinking resources.

Common to all proposed criteria for determining evidence is a focus on data-based empirical
support (i.e., scientific validation) to ensure that scientific investigations include adequate
research methodologies, sufficient power to detect meaningful differences, and statistically
significant findings. Quality research entails a strong research design, based on sufficient
guantitative data to verify effectiveness, as well as the use of an experimental design that
entails random assignment, or a quasi-experimental design with matched control groups. Large
enough sample sizes to afford statistical power to distinguish at least moderate effects,
consistent administration and measures, as well as low attrition to ensure integrity of the
randomization or matching process in order generalize findings are important components of a
good design. It is also important to ascertain whether the effects of an intervention endure
beyond treatment.

In 1995 the American Psychological Association’s Task Force on the Promotion and
Dissemination of Psychological Procedures issued a set of standards for the development,
testing and dissemination of psychotherapy practices that are empirically grounded. Criteria for
practices deemed well-established and those deemed probably efficacious were set forth and
are as follows:

Well-Established Treatments

l. At least two good group design studies, conducted by different investigators,
demonstrating efficacy in one or more of the following ways:
A. Superior to pill or placebo or to another treatment.
B. Equivalent to an already established treatment in studies with adequate
statistical power.
OR
Il. A large series of single case design studies demonstrating efficacy. Theses
studies must have:
A. Used good experimental design and
B. Compared the intervention to another treatment as in I. A.
Further Criteria for Both | and Il
Il Studies must be conducted with treatment manuals.
V. Characteristics of the consumer samples must be clearly specified.

the indicator of the magnitude and trend of the effects of an intervention). The effect size is typically calculated as the
difference between the post-treatment mean on an outcome measure for the intervention group compared to the
corresponding control group mean. The difference is then divided by the standard deviation of the measure. A meta-
analysis can compute a single mean effect size for each study and/or treatment group by averaging across the
outcomes measures used. This leads to a calculation of an overall mean effect size for the entire group of studies
reviewed, as well as a comparison of mean effect sizes across studies that differ in significant ways such as type of
intervention used, target population (such as age and gender), target problem. Meta-analyses can also be used to

indicate estimates of the impact that various consumer, clinician and intervention factors have on outcomes.
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Probably Efficacious Treatments

l. Two studies showing the treatment is more effective than a waiting-list control group.
OR
1. Two studies otherwise meeting the well-established treatment criteria I, 1ll, and 1V, but both
are conducted by the same investigator.
OR
One good study demonstrating effectiveness by these same well-established treatment criteria.
OR
M1l. At least two good studies demonstrating effectiveness but flawed by heterogeneity of the
consumer samples.
OR
V. A small series of single case design studies otherwise meeting the well-established
treatment criteria ll, Ill, and IV.

The Interdisciplinary Committee on Evidence-Based Youth Mental Health Care (with input from
the American Academy of Pediatrics, the American Academy of Child and Adolescent
Psychiatry, and the American Psychological Association), consistent with the above-noted APA
standards, suggested that a treatment can be deemed evidence-based if it has generated a
body of research permitting meta-analyses to support its efficacy. In addition, the committee’s
criteria includes a minimum of two studies using a between-group design of at least thirty
participants of the same age, who receive the same treatment, or a minimum of two studies
using a within-group design or single-case design, or a combination of these designs. A majority
of the studies must demonstrate support for the treatment. Adherence to a treatment manual
must also be part of the protocol.

A further expansion to five levels of evidence has been proposed by Child and Adolescent
Mental Health Division of the Hawaii Department of Health Task Force for Empirical Basis to
Services (2004) to address efficacy:

Level 1: Best Support
l. At least two good between group design experiments demonstrating efficacy in one or
more of the following ways:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b. Equivalent to an already established treatment in experiments with adequate statistical power
(about 30 per group; cf. Kazdin and Bass, 1989).
OR
Il A large series of single case design experiments (n > 9) demonstrating efficacy. These experiments
must have:
a. Used good experimental designs
b. Compared the intervention to another treatment as in |.a.
AND
Further criteria for both I and II:
Il. Experiments must be conducted with treatment manuals.

V. Characteristics of the client samples must be clearly specified.
V. Effects must have been demonstrated by at least two different investigators or teams of
investigators.

Level 2: Good Support
l. Two experiments showing the treatment is (statistically significantly) superior to a waiting-list control
group. Manuals, specification of sample, and independent investigators are not required.
OR
Il One between group design experiment with clear specification of group, use of manuals, and
demonstrating efficacy by either:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b. Equivalent to an already established treatment in experiments with adequate statistical power
(about 30 per group; cf. Kazdin and Bass, 1989).
OR
M. A small series of single case design experiments (n > 3) with clear specification of group, use of
manuals, good experimental designs, and compared the intervention to pill or psychological placebo
or to another treatment.
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Level 3: Moderate Support
I One between group design experiment with clear specification of group and treatment approach and
demonstrating efficacy by either:
a.  Superior to pill placebo, psychological placebo, or another treatment.
b. Equivalent to an already established treatment in experiments with adequate statistical power
(about 30 per group; cf. Kazdin and Bass, 1989).
OR
Il A small series of single case design experiments (n > 3) with clear specification of group and
treatment approach, good experimental designs, at least 2 different investigators or teams, and
comparison of the intervention to pill, psychological placebo, or another treatment.
Level 4: Minimal Support
l. Treatment does not meet criteria for Level 1, 2, 3, or 5.
Level 5: Known Risks
I. At least one study or review demonstrating harmful effects of a treatment that would otherwise meet
criteria for Level 4.

The Institute of Medicine recommends that interventions be developed in accordance with the
following principles of experimental design:

. Investigate risk and resilience factors

. Use well-specified and theoretically driven hypotheses

. Reliable, clearly identified variables

. Randomization to manual-based specific replicable interventions
. Blind assessment of outcomes

. Follow-up for several years

The Substance Abuse Mental Health Services Administration’s (SAMHSA) Center for
Substance Abuse Prevention (CSAP) has developed a comprehensive system to connect
science-based mental health and substance abuse prevention and intervention programs with
practice. The primary venue for this effort is the National Dissemination System (NDS) and the
National Registry of Effective Programs (NREP) located on the web at
www.modelprograms.samhsa.gov

The NREP uses an expert review process to identify three types of science-based programs:*

o Promising programs are those that have generally been well-implemented and
evaluated, but results are not consistently positive across domains of
measurement and/or replications.

o Effective programs are those that are well-implemented, well-evaluated and
have demonstrated consistently positive outcomes across domains of
measurement and/or replications.

. Model programs share the characteristics of effective programs but also include
the stipulation that program developers work with CSAP to disseminate the
program (i.e., supply materials, training, and technical assistance) to ensure
replications/adaptations adhere to the model of change used in the program and
are implemented with strong fidelity.

Evidence-based practices are not available for all needs and problems. Moreover, even when
evidence-based practices are available, they do not always produce beneficial outcomes for all
children and families. This has fostered the promulgation of emerging and promising practices
as well as those that are culturally-driven or are adaptations of evidence-based practices that
incorporate culture. In situations where services and supports do not meet the gold standard for

4 A number of these programs that are of particular relevance to mental health service provision as well as some that
are noteworthy are discussed in this report. However, space limitations preclude a review of all of them.
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evidence-based practice (i.e., randomized, controlled studies in everyday practice settings),
promising and emerging practices should be considered as alternatives.

The following criteria can be used to ascertain whether an intervention is promising:

. The intervention has a basis in established theory

. The model of treatment is well articulated

. The practice has the capacity to address multidimensional problems

. The intervention is based on quality evaluative research

. The practice has the potential to be replicated and/or implemented in everyday

practice settings

It has been suggested that the above-noted criteria for determining levels of evidence do not
address contextual issues that are unique to children including rapid developmental changes,
familial relationships, and varied treatment settings, and are therefore not entirely relevant to
children’s mental health. Different treatment settings (e.g., school, home, office) can affect
service delivery and thus, what constitutes an evidence-based practice in one setting, may not
be such in another due to lack of transferability. In addition, controlled studies do not usually
include so-called “nuisance factors” such as co-occurring conditions, parental mental illness
and/or co-occurring substance use disorders, family stressors, and other variables. Thus, it
cannot be assumed that interventions that have been demonstrated to be efficacious will be
effective in routine community-based settings without modification to accommodate more
heterogeneity in populations, higher case loads, staff training, and other factors previously
noted. The largest portion of the base of evidence in children’s mental health care is comprised
of efficacy studies.

Two other concepts germane to evidence-based practices are manualization and fidelity.
Treatment manuals are used to provide guidelines and instructions for conducting specific
treatments. Manuals specify and standardize interventions. In other words, treatment manuals
provide descriptions of interventions allowing for a determination of whether treatments are
conducted as intended (i.e., have integrity; maintain fidelity to the model). The use of a manual
also allows practitioners and researchers to know what a treatment consists of and, hence, what
has been supported in efficacy trials. Because there are many interventions, and many
variations of interventions, categorized as one type of psychotherapy (e.g., cognitive-behavioral
therapy), manualization is especially important to clarify the types or variations of an
intervention.

Fidelity is the degree to which a specific implementation of a program or practice resembles,
adheres to, or is faithful to the evidence-based model on which it is based. Fidelity is formally
assessed using rating scales of the major elements of an evidence-based model. A toolkit on
how to develop and use fidelity instruments is available from the SAMHSA-funded Evaluation
Technical Assistance Center at http://tecathsri.org/.

In sum, the evaluation of practices in the children’s mental health arena must be done with the
understanding that there is a lack of consensus around the very meaning of evidence-based
practices, origins and factors associated with mental health disorders in children, and
appropriate modalities of intervention. Moreover, due to the emergent nature of the field, many
experts contend that it is virtually impossible to unequivocally state that a specific intervention
has been determined to be a best practice® for very young children due the limited evaluative
research relating to this population.

® Best practices are those that incorporate the best objective information currently available from recognized experts
regarding effectiveness and acceptability. Best practices include, but are not limited to, evidence-based and
promising approaches.
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ENABLING LEGISLATION AND PoLICcY MANDATES

The following pieces of legislation are examples of those that impact the delivery of mental
health services and supports for children, adolescents and their families.

EARLY PERIODIC SCREENING, DIAGNOSIS AND TREATMENT (ESPDT)

Public Law 90-248, enacted in 1967, established Early Periodic Screening, Diagnosis, and
Treatment (EPSDT) programs as part of Medicaid (Title XIX of the Social Security Act). It was
designed to provide early identification and treatment for children from low-income families in
order to prevent medical and developmental problems. Young children who are found to require
physical or mental health intervention by a medical provider must receive treatment under this
law. It also mandates that outreach and information are provided to eligible families regarding
their children’s entittement to medical screenings to determine health conditions that need
intervention. However, studies indicate that many children who are eligible for Medicaid do not
receive mental health screenings or interventions to which they are entitled.

In 1997, the Children’s Health Insurance Program (CHIP) was created in an effort to expand
health insurance coverage to uninsured children. It mandates Early and Periodic Screening,
Diagnosis, and Treatment (EPSDT) for all children covered under Medicaid and allocates funds
for mental health services through community mental health centers. States that offer CHIPs
through non-Medicaid coverage that include mental health services must comply with the
Mental Health Parity Act (MHPA) of 1996.

It should be noted that many children with needs are not eligible for Medicaid because their
parents’ income is too high. Two federal programs under Medicaid allow otherwise ineligible
children to access in-home and community-based services: the home and community-based
waiver (see below), and the Katie Beckett option. Under federal law, states have the option to
cover children with physical and mental disabilities in the community if they would be eligible for
Medicaid institutional services but can be cared for at home. This option was authorized by the
Tax Equity and Financial Responsibility Act of 1982 (TEFRA); it is sometimes called the Katie
Beckett® option (named after the child whose situation inspired it). Neither program is
mandatory, however; states may opt for them or seek a federal waiver.

HOME AND COMMUNITY BASED SERVICES WAIVER (HCBSW)

The Social Security Act authorizes multiple waivers and demonstrations to allow states flexibility
in operating Medicaid programs. Section 1915(c) permits Home and Community-Based
Services Waivers which set aside Medicaid provisions in order to allow long-term care services
to be delivered in community settings. This program is the Medicaid alternative to providing
comprehensive long-term services in institutional settings. HCBSW provides a mechanism for
providing services and supports to families with children who have been diagnosed with severe
mental illnesses and are at risk for out-of-home placements.

The HCBS Waiver is designed to:

6 This waiver is part of Medicaid and reduces the financial eligibility criteria in order to allow Medicaid to fund medical
services for children who have chronic disabilities and help families provide care for their children at home.
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. Enable children to remain at home, or in the community, and reduce the need for
institutional placement

. Utilize individualized service planning, delivery and evaluation

. Expand funding and service options available to children and adolescents
diagnosed with serious emotional disturbances and their families

. Provide services that promote better outcomes and are cost-effective

Core Services of the HCBS Waiver:

Individualized care coordination
Intensive in-home services
Respite care

Family support services

Crisis response services

Skill building services

CHILD ABUSE PREVENTION AND TREATMENT ACT (CAPTA)

The Child Abuse and Prevention and Treatment Act (CAPTA), P.L. 93-247, enacted in 1974,
provided federal funding to states to prevent, identify, and treat child abuse and neglect. It
created the National Center on Child Abuse and Neglect, developed standards for receiving and
responding to reports of child maltreatment, and established a clearinghouse for the prevention
and treatment of abuse and neglect. This act has been amended several times and was most
recently amended and reauthorized as the Keeping Children and Families Safe Act of 2003
(P.L. 108-36).

CAPTA mandates minimum definitions for child abuse, defined as “any recent act, or failure to
act, that results in imminent risk of serious harm, death, serious physical or emotional harm,
sexual abuse, or exploitation of a child by a parent or caretaker who is responsible for the child's
welfare”. Suspected child abuse reporting is mandatory and penalties are imposed for failure to
report. Relevant information regarding this legislation can be found on the web at
http://www.acf.hhs.gov/acf _services.html#caan.

Each state has enacted a mandatory child abuse and neglect reporting law in order to qualify for
funding under CAPTA. The Michigan Child Protection Law, P.A. 238, enacted in 1975, requires
the reporting of child abuse and neglect by physicians, dentists, physician's assistants,
registered dental hygienists, medical examiners, nurses, persons licensed to provide
emergency medical care, audiologists, psychologists, marriage and family therapists, licensed
professional counselors, social workers, school administrators, school counselors, teachers, law
enforcement officers, members of the clergy, regulated child care providers and specific
Department of Human Services staff. It also includes the legal requirements for reporting,
investigating and responding to child abuse and neglect cases and permits reporting of child
abuse and neglect by all persons. Information can be found at http://www.michigan.gov/dhs.

FAMILY PRESERVATION AND SUPPORT INITIATIVE

The Family Preservation and Support Initiative, P.L. 103-66, of 1993 earmarked federal funds
for family support services and increased funding for family preservation services. The intent of
this law is to assist communities in the construction of systems of family support services to help
vulnerable children and families prevent child maltreatment. Family preservation services are
designed to help families who are experiencing crises that might lead to the placement of their
children in foster care. States use the funds to integrate preventive services into treatment-
oriented child welfare programs, and improve service coordination within and across state
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agencies as well as at the local level. The initiative, which is now called Promoting Safe and
Stable Families, stipulates that planning processes include a broad range of stakeholders (e.g.,
parents, consumers of services, community-based service providers, professional and advocacy
organizations, as well as child welfare agency personnel) in order to enhance child welfare
systems’ responsiveness to families and communities. Funds are used to safely maintain
children in their own homes, prevent unnecessary separation of families, return children in care
to their families sooner, and find permanent alternatives for children who cannot return home
safely.

Michigan uses funding from the act for Strong Families/Safe Children (SF/SC) which focuses
primarily on reducing of out-of-home placements by promoting child safety, permanency, and
improved family functioning to strengthen families through four service categories:

Family preservation

Family support

Time-limited family reunification
Adoption promotion and support services

ADOPTION AND SAFE FAMILIES ACT (ASFA)

The Adoption and Safe Families Act (ASFA), P.L. 105-89, signed into law in 1997, was
designed to promote safety and permanency for children in out-of-home placements due to
abuse and/or neglect. It established expedited time fames for establishing permanent homes for
children who have been placed into foster care settings. ASFA mandates that permanency
hearings be held no later than twelve months after a child enters foster care (starting from the
date of adjudication, or sixty days from the child’s removal from their home, whichever is
earlier). State child welfare agencies must review existing caseloads to ensure that termination
of parental rights (TPR) proceedings are initiated for children who have been the responsibility
of the state for fifteen out of the most recent twenty-two months.

In addition to preventing child abuse and neglect, and assisting families in crisis, ASFA provides
supports for time-limited reunification services which may include:

" Individual, group, and family counseling

" Substance abuse treatment services

] Mental health services

] Assistance to address domestic violence
" Temporary child care and crisis nurseries

This law has some implications for mental health service delivery. To begin with, the challenges
posed by the recovery from a chronic mental illness and/or substance use disorder may make it
more difficult for parents to regain custody of their children prior to the end of the fifteen month
time frame. The short time lines mandated by ASFA may not be adequate for the successful
completion of a substance abuse treatment program. The potential for negative consequences
for parents whose children are removed due to substance use by the parents is exacerbated by
the lack of access to residential treatment that includes children.

The mandated termination of parental rights is also very significant for individuals of color.
Research shows that children of color, especially children who are African American, are placed
into foster care at significantly higher rates than children who are Caucasian. They also remain
in foster care longer are adopted at lower rates (despite the higher level of African American
family adoption rates).
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JOHN H. CHAFFEE FOSTER CARE INDEPENDENCE PROGRAM (CFCIP)

The John H. Chafee Foster Care Independence Program (CFCIP), Title | of the Foster Care
Independence Act of 1999 (P.L. 106-169), provides funds to states to assist adolescents, and
young adults up to age twenty-one, in foster care make a successful transition to adulthood.
This program replaces and expands Section 477 of the Social Security Act and allows states to
use funds for a more comprehensive array of supports for youth who are aging out of the foster
care system, including room and board, educational, vocational, and mental health services for
adolescents in foster care, as well as young adults who have recently exited foster care. This
act is of significance due to the lack of mental health funding dedicated to transition age youth
and the vulnerability of youth aging out of foster to adverse outcomes as will be discussed
subsequently.

PERSONAL RESPONSIBILITY AND WORK OPPORTUNITY RECONCILIATION ACT (PRWORA)

The Personal Responsibility and Work Opportunity Reconciliation Act of 1996 mandates parents
of young children enter the work force following the expiration of time limits for receiving public
assistance funds. The Temporary Assistance to Needy Families (TANF) program which
supplanted the Aid to Families with Dependent Children (AFDC) program has restrictive time
limits for receiving assistance. Concerns regarding the implications of this shift from child
development to parental employment relate to its impact on childrearing and access to quality
childcare services and supports. Current federal childcare subsidies have been found to be
inadequate to cover the cost of high quality childcare centers that offer comprehensive services.
Moreover, TANF work requirements do not consider the impact of mental illness on the ability to
obtain employment. It places mothers who have a mental illness and receive public welfare
support at a disadvantage since these mothers may require long term employment supports and
child care to become gainfully employed. (More recent legislation such as the Ticket to Work
and Work Incentives Improvement Act provide support to individuals who have a disability to
become self-sufficient and work.)

INDIVIDUALS WITH DISABILITIES EDUCATION ACT (IDEA)

Public Law 94-142, the Education for All Handicapped Children Act (EAHCA) enacted in 1975,
mandated the provision of special education and related services to meet the needs of children
with physical or mental disabilities. The Education of the Handicapped Act was amended
several times and in 1990 was renamed the Individuals with Disabilities Education Act (IDEA).
The act acknowledged the need for all children with a disability to have educational
opportunities and gave parents the right to be involved in their child’s Individualized Education
Plan (IEP).

This law also increased access and funds for early childhood services for young children who
have disabilities and their families. Part H of IDEA, the Infants and Toddlers with Disabilities
Program, mandates that family-centered Early Intervention (EI) services are provided to toddlers
(birth to age three) who have a disability, or who are at risk for developing a disability, and their
families. Part H of the Individual with Disabilities Education Act (now Part C under the 1997
reauthorization) also mandates the development of an Individualized Family Service Plan (IFSP)
by a multidisciplinary team and the child’'s parents. This represents a significant shift in
emphasis to family-centered services and early intervention. (The following section, Early On,
offers more details regarding this portion of the law.)

Children who display emotional and behavioral problems may be eligible for special education
and related services under the Individuals with Disabilities Education Act (IDEA) if they are
classified as having an emotional disturbance, or are under nine years of age and display a
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delay in social or emotional development. Eligibility is not automatic; a determination of
eligibility must be made by a multidisciplinary team. Studies indicate that only about one percent
of the estimated nineteen percent of students who display symptoms of serious emotional
disturbance are identified and referred for such support. According to national data, those
students typically referred tend to be male, over age thirteen, from families with very low
incomes, and African American.

IDEA does not limit services and supports to those provided by or through a school system.
Parents can seek reimbursement for services obtained privately if a school does not offer
adequate options as part of a student’s IEP. IDEA can also be used to fund residential services
if a child’s IEP is not realistically designed to enable the child to receive educational benefits,
and the proposed residential placement is demonstrated to be appropriate. Documentation of a
child’s serious school failure in a day program prior to residential placement and subsequent
progress while in a residential setting has been used to litigate successfully for residential
funding from schools. However, a finding of delinquency increases the possibility of denial of
reimbursement for residential treatment under IDEA.

IDEA regulations stipulate that school districts provide extended school year (ESY) services
when they are determined to be necessary for a student enrolled in special education. ESY has
a stricter standard for qualification than does special education during the academic year, which
means that services such as in-home behavior management, family therapy and recreation
outside of school during summer, are often denied even when such services are provided
during the school year. IDEA and its 1997 amendments (P.L. 105-17) also mandates youth who
are enrolled in special education programs have transition plans starting at age fourteen.

It should be noted that children with emotional disturbances face significant barriers to
accessing services under IDEA. Schools are under tremendous pressure to conserve resources
and control expenses. This may cause schools to limit the provision of services to children with
serious emotional disturbances for fear of being overwhelmed by demand. Public educators
also may not view public education systems as having a role in the mental health arena. In
addition, parents, teachers and students can be hesitant to accept a stigmatizing label such as
emotional disturbance. In fact, national data indicate that approximately sixteen percent of
children who receive special education services do so under a different label (e.g., learning
disability).

EARLY ON

Early On targets infants and toddlers from birth through age thirty six months of age who require
early intervention services due to developmental delays and/or diagnosed physical or mental
conditions that have a high probability of resulting in developmental delays. Children from birth
through thirty-six months of age who are at risk of developmental delay may also be eligible at a
state’s discretion. An evaluation is initiated if a child is suspected to have a developmental delay
or a condition that could lead to such a delay. If the child is found eligible for Early On services,
an Individualized Family Service Plan (IFSP) is developed to address the developmental needs
of the child as well as the needs of the family in helping the child. An Early On Service
Coordinator assists parents with the coordination of services outlined in the child's service and
support plan.

Early On services are provided within the home and community. Services include assistive
technology devices, audiology, family training, counseling, home visits, health care, nursing,
nutrition, occupational therapy, physical therapy, psychological services, service coordination,
social work services, special instruction, speech and language therapy, transportation and
related costs, and vision services.
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In Michigan, Early On is coordinated by the Michigan Department of Education in accordance
with Part C of IDEA. Local communities receive funding through their local Intermediate School
Districts (ISDs) to implement Early On. Each local ISD has an interagency coordinating council
(comprised of individuals from human service agencies, parents, educators, and others) which
develops memoranda of understanding between education, mental health, public health, and
human services to guide implementation. Early On Coordinators are located in each county to
help parents determine whether they want to utilize the Early On system. Information on Early
On Michigan can be found on the web at: http://www.cenmi.org/pair/.

HEAD START

Public Law 88-452, enacted in 1964, established Head Start as part of the so-called “war on
poverty.” It represented the first national effort to provide early childhood education, health
screening and referral, mental health services, nutrition and hot meals, social services, and
education for children from families with low incomes and who are disadvantaged.

Head Start is a center-based preschool program that serves children from the ages of three to
five. Children usually attend Head Start programs for half-day sessions for one school year,
although some may attend for two years. Parental involvement in planning, administration and
daily routines at local centers is a significant component of Head Start. The program has
established standards in six areas which are adapted to local communities in accordance with
need and resources:

Early childhood education

Health screening and referral

Mental health services’

Nutrition education and hot meals
Social services for the child and family
Parental involvement

In 1997 Head Start began FACES, a study of a random sample of national Head Start programs
to document the characteristics, experiences, and outcomes for children and families served by
Head Start. Findings indicate that the majority of children who enter Head Start have less
developed early literacy skills than those of most of their cohorts. Children who participate in
Head Start programs have been found to display significant gains in vocabulary and early
writing. Younger children who spend a second year in Head Start demonstrate further increases
in literacy levels, but show less or no gain with respect to national norms. Those who complete
Head Start with more developed vocabulary and writing skills score higher on assessments of
these skills at the end of kindergarten.® Other findings indicate that participation in Head Start
also leads to improved social skills.

Early Head Start is a product of Head Start that was established in 1994. It is specifically
targeted to families with infants, toddlers and pregnant women with low incomes. The program
is designed to promote healthy prenatal outcomes, foster the development of very young
children, and promote healthy family functioning. The program provides parent education,
comprehensive health and mental health services, and home visits.

" Head Start has an explicit mandate to meet the mental health needs of the children it serves.

8 The amount of benefit children derive from preschool has been shown to be directly proportional to the quantity and
quality of language-related activities in the program. Children who receive less language stimulation at home gain
more from literacy-related activities in preschool.
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EVEN START

The Even Start Family Literacy Program, authorized by Title I, Part B, Subpart 3 of the
Elementary and Secondary Education Act of 1965 (ESEA), was first authorized in 1988. The
program became state-administered in 1992 and was reauthorized by the Literacy Involves
Families Together (LIFT) Act of 2000 and the No Child Left Behind Act of 2001.

Even Start is an education program for families with low incomes that is designed to improve the
academic achievement of young children and their parents, especially in the area of reading. It
combines the four essential components of family literacy:

Early childhood education

Adult literacy (basic and secondary-level education and/or instruction for adults
learning English)

Parenting education

Interactive literacy activities for parents and their children

The program supports family literacy services for parents who have low literacy skills or limited
English proficiency, and their children from birth through age seven. It is designed to help
parents improve their literacy or basic educational skills and become full partners in educating
their children to maximize their children’s opportunities for learning.
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THE CULTURAL CONTEXT

There has been increasing awareness of the impact of cultural factors on mental illness in
recent years. Individuals from different cultures may manifest symptoms in different ways, and
may differ in coping styles, family and community supports, and willingness to seek and
continue with treatment. In addition, practitioners may also be influenced by their own cultural
values which may, in turn, impact diagnosis, treatment interventions, and service delivery
decision-making. Current research indicates that treatment outcomes depend on practitioners’
abilities to understand consumers’ identities, social supports, self-esteem, and perception of
stigma.

Although the prevalence of mental health problems appears to be of equal incidence across
racial and ethnic groups, there are significant racial and ethnic disparities in access to care and
health status between children from minority cultures and those from the majority population.
Because of these factors, children and families from minority cultures bear a disproportionate
burden from mental health problems. Lack of access to services, poorer treatment and
outcomes pose significant difficulties for those from minority groups.

Children of color have been shown to be underserved by the mental health system. African
American and Hispanic children are significantly less likely to receive specialty mental health
care despite the fact that they are referred as often as other children. African American
adolescents with mental health problems tend to be diagnosed with more severe disorders.
Psychiatric hospitalization rates for African American adolescents are two to three times the
rates for white youth. African American children and adolescents are also over represented
among students in school who are classified as having more serious emotional disturbances.
African American adolescents (particularly males) are more likely to be referred to the juvenile
justice system rather than to the treatment system. Children of color are also disproportionately
represented in the child welfare system. They constitute sixty-five percent of children in
substitute care, which is almost twice their representation in the population nationally.

Children from minority groups who experience poverty and co-occurring disorders (i.e.,
substance use disorders and mental iliness) are disproportionately represented in the juvenile
justice system. Evidence suggests that children who are members of minority groups and
families of lower socioeconomic status are placed into the juvenile justice system, while children
who are white and from middle-class families are diverted into mental health care. This
disproportionate representation increases at each stage in the system, from arrest through
secure confinement.

Native American children experience more serious mental health problems than all other ethnic
groups. They are considered to be the highest at-risk and most underserved population in this
country. Native American communities have been afflicted with high rates of poverty,
unemployment, domestic violence, alcoholism, child neglect, accidental death, and suicide.
Despite these stressors and risk factors, Native peoples have historically received little to no
mental health services. Limited access has been compounded by their fear and mistrust of non-
Native service providers and western models of service delivery. However, despite centuries of
genocide, oppression and impoverishment, Native Americans, the original inhabitants of North
America, display resilience and creativity, and their traditional cultural methods of maintaining
mental health have endured despite efforts to suppress them and acculturate them.

In addition to lack of access to child and adolescent mental health services, premature
termination of treatment is a significant problem for the service delivery system. About forty to
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sixty percent of families who begin treatment terminate it prematurely, and a majority of children
who enter outpatient treatment attend for only one or two sessions. Children who are particularly
vulnerable include those of single mothers, living in poverty, and from minority groups. Children
who have serious problems are the most likely to drop out of treatment early, and least likely to
remain in treatment beyond the first session. (Effective ways to reduce dropout from treatment
and increase participation and retention include offering services in schools and primary health
care settings, and using case management to engage families, which will be discussed
subsequently.)

There is a paucity of information regarding the effects of ethnicity on outcomes for specific
interventions. Interventions may not take into account child-rearing practices, expectations for
parent and child behavior, language, customs, values and stressors and resources associated
with various cultures. Additionally, the clinical setting is replete with cultural factors that can lead
to misunderstandings between clinicians and families and premature termination from
treatment. While the literature indicates a number of recommendations regarding interventions
for specific ethnic groups,’ there is a lack of empirical evidence to support many of them. Most
rely on anecdotal or experiential reports. Moreover, there is a lack of science-based evidence
for traditional interventions provided by faith-based healers and traditional therapies (e.qg.,
folk/medicinal remedies, talking circles, curanderismo) despite reports from recipients of their
effectiveness.

Research indicates that culture influences the manifestation of symptomatology in children. For
instance, children of European decent who have depression evince more cognitive and affective
complaints, whereas children from Native American cultures expressive somatic and
interpersonal complaints. The Diagnostic and Statistical Manual of Mental Disorders (DSM-1V)
contains an Outline for Cultural Formulation in Appendix | that represents an attempt to apply
standardized mental health diagnoses to other cultures. It includes diagnoses that are unique to
specific cultures and suggestions for culturally sensitive diagnoses. But, it does not adequately
address the cultural identity of caregivers, child-rearing practices, or changing manifestations of
cultural adaptation.

Parents from minority groups are more likely to seek input regarding their children from family
and community contacts. For example, in Hispanic/Latino families, important decisions related
to health and mental health are often made by the entire family network rather than by individual
members. Thus, family and group interventions that also include extended family members may
be more culturally congruent for youth from certain minority cultures.

Cultural variation in child-rearing practices is receiving increased attention in the literature. For
example, parents from various cultural backgrounds have been found to differ in the degree to
which they identify child and adolescent behavioral and emotional problems. Differences have
also been found across cultural groups in their beliefs about whether children’s and adolescent’s
problems are likely to improve in the absence of professional support. Developmental tasks are
experienced and perceived in specific ways in different ethnic groups. Patterns of parental
noninterference, protectiveness, and vigilance are provided in varying ways depending upon the
culture of the family.

Studies show that services and supports that are linked to community culture result in less
premature termination of treatment than those provided in traditional programs. In other words,

% The Office of Juvenile Justice and Delinquency Prevention (OJJDP) which endorses Functional Family Therapy
(FFT), and the Substance Abuse and Mental Health Service Administration’s Center for Substance Abuse
Prevention’s (CSAP) National Registry of Effective Programs (NREP) include information related to efficacy by race
and ethnicity.
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service utilization is promoted when specialized cultural programming is provided. In addition,
flexible adaptations including offering assistance at multiple locations, multiple hours of access
(including evenings and weekends), and the availability of providers who are representative of
diverse populations have been shown to reduce access barriers and reduce premature
termination. The display of culturally relevant pictures and literature can also help demonstrate
respect and can increase consumers’ comfort with services.

In sum, cultural competence is based on awareness of and respect for values, beliefs,
traditions, customs, language, and parenting styles. Programs that are culturally competent
include multilingual, multicultural staff and provide community outreach activities. The most
effective practices use parental cultural beliefs as a framework for service delivery. Effective
services take into consideration the cultural norms and expectations that are specific to
individual families and connected to a specific ethnocultural group. They recognize the ways in
which culture is operating for the child an in the family. Two examples of culturally adapted
programs are described below.

EFFECTIVE BLACK PARENTING PROGRAM (EBPP)

The Center for the Improvement of Child Caring’s (CICC) Effective Black Parenting Program
(EBPP) is a culturally adapted cognitive-behavioral program that was developed in the late
1970's to meet the specific needs of African American parents. It is designed to foster effective
family communication, healthy African American identity, child growth and development, and
healthy self-esteem. In addition, it promotes efforts to reduce child abuse, substance abuse,
juvenile delinquency, gang violence, and emotional and behavior problems.

The program teaches parenting techniques and provides information that is applicable to African
American families in all socioeconomic status levels. It is targeted to parents of children aged
two to twelve, but has also been used successfully with teenage parents and their babies, as
well as parents of adolescent children.

The program is taught in two formats. One is comprised of fifteen three-hour training classes
that emphasize role playing and home behavior change projects. The other is a one- day
seminar for large groups of (fifty to five hundred) parents that uses an abbreviated version of the
parenting strategies and skills taught in the classes. Both versions involve African American
educators and mental health professionals who educate parents about basic child management
skills using African proverbs, African American linguistic forms, and emphasize African
American achievement and competence. An interactive group process is employed that
addresses the following topics:

Culturally-Specific Parenting Strategies

L] Achievement Orientation to Parenting: The Pyramid of Success for Black
Children

L] Traditional Black Discipline vs. Modern Black Self-Discipline

= Pride in Blackness: Positive Communications about Heritage, Coping with
Racism, Avoiding Black Self-Disparagement

. Finding Special Times for All of Our Children: Chit Chat Time

General Parenting Strategies

Social Learning Ideas and Pinpointing and Counting Behavior

The Thinking Parent's Approach

Family Rules Are Like A Coin, and Family Rule Guidelines

Children's Developing Abilities

Children's Thinking Stages and the Development Swing between Belonging and
Independence

Basic Parenting Skills Taught in a Culturally-Sensitive Manner, Using African American Language
Expressions and African Proverbs
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Effective Praise
Mild Social Disapproval

Ignoring
Time Out
. Special Incentives
Special Program Topics
= Single Parenting
= Preventing Drug Abuse

Classes are conducted using a manual that contains fully-scripted guidelines for each session
and each of the program's parenting skills, techniques, and topics. The instructor demonstrates
each skill and then has the parents practice it in class before using it at home with their children.
Participants receive a Parent's Handbook that highlights each session and the activities to be
practiced at home to apply skills learned. Each week parents describe their use of skills at home
and receive feedback from the instructor and other participants.

Parents are encouraged to bring in members of their extended families to garner their support
for the skills being learned. Toward the end of the program, the trainer encourages parents to
continue to meet for mutual support and skill enhancement booster sessions as a Harrambee
(Friendship) Club.

Outcomes studies have documented significant decreases in parental rejection, negative family
communication, as well as increases in the quality of family relationships, reductions in child
behavior problems, increases in parental involvement with children, use of limit-setting, and
general psychological well-being of parents. Follow-up studies indicate that reductions in
parental rejection and children’s behavior problems are maintained well beyond completion of
the program.

The program kit costs $413.00. All parents who enroll in the program purchase a $19.00
handbook. The one-day seminar version of the program requires the kit materials, a $33.00
seminar leader's guide, and an $11.00 parent guide. The five-day intensive instructor training
workshop costs $925.00 per person including an Instructor’s Kit. Information can be obtained on
the web at http://www.ciccparenting.org/ciccebpp1112.asp.

FAMILY EFFECTIVENESS TRAINING (FET)

Family Effectiveness Training (FET) is a family-based program developed and used
(exclusively) by Hispanics/Latinos for children aged six to twelve who are in the process of
transitioning to adolescence, and whose families have difficulties with family functioning, parent-
child conflicts, or cultural conflicts between children and parents. It includes both didactic
lessons and participatory activities designed to assist parents in mastering effective family
management skills, and planned family discussions in which the therapist/facilitator intervenes
to correct ineffective/maladaptive interactions between or among family members.

The program consists of thirteen weekly one and a half to two-hour family sessions that are
typically offered afternoons, evenings, and Saturdays in order to accommodate participation by
the entire family. It can be conducted in a variety of settings including family agencies, schools,
houses of worship, mental health offices, etc. FET is designed to help parents understand their
children’s cultural assimilation and seeks to improve parenting competence (i.e., understanding,
knowledge, skills). Interventions include:

. Using bicultural skills to promote bicultural effectiveness

. Brief Strategic Family Therapy (BSFT), a short-term, problem-focused, direction-
oriented, approach (described in the Family Therapy section)

. Educating parents regarding normal adolescent development
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° Promoting effective parenting skills
° Promoting family communication, conflict resolution, and problem-solving skills
o Providing information on substance abuse to parents

FET is a SAMHSA model program that has shown to be effective in reducing conduct problems,
associations with peers who engage in antisocial behaviors, and in improving family cohesion,
cultural understanding, and self-concept.

Training is provided by the Center For Family Studies located on the web at
http://www.cfs.med.miami.edu/. Instructor training is provided for three levels of competence.
The beginner’s level is a three-day workshop that costs $6,000.00 plus travel. The intensive
intermediate three-day workshop costs $18,000.00 plus travel. The Certification level follows the
intermediate level of training and is comprised of a two-day workshop, thirteen weeks of
distance supervision with video recording reviews of FET sessions, and group telephone
supervision. The cost is $17,000.00 plus travel. In order for instructors to become certified in
FET, they must possess knowledge of BSFT.
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WORKING WITH FAMILIES

“Mental healthcare is dispersed across multiple systems: schools, primary care, the
juvenile justice system, child welfare and substance abuse treatment. But the first
system is the family...” (Satcher 2000)

A family is defined by its members -- i.e., each family defines itself. Families can include
biological or adoptive parents and their partners, siblings, extended family members, and friends
who provide support to children and/or their primary caregivers. In this document a family
member is defined as any primary caregiver or adult who has a significant and ongoing
involvement in the life of a child who has an emotional, behavioral or mental disorder. This can
include siblings, parents, grandparents, fictive kin, and clan members.

Families are central to children’s well-being. Yet, in the not too distant past families were
frequently blamed and stigmatized for their children’s difficulties, not credited with having
expertise regarding their children, or included in service planning and decision-making. Families
have historically been viewed by professionals as troubled, or perhaps even more so than their
children, and frequently identified as the source of their children’s problems. Often therapeutic
change was directed at parents, particularly mothers. The family’s role in the provision of
services and supports was relegated to one of informant, and providers often sought additional
informants in order to confirm information. While much of this stigmatization and blame has
dissipated, professional views of parental inadequacy still persist.

Knitzer's landmark 1982 publication previously mentioned was instrumental in calling attention
to the need to include families in all facets of service and support planning and delivery.
Families now serve in a number of roles and are viewed as crucial to the achievement of
beneficial treatment outcomes for children and adolescents. Family-centered service delivery
enhances awareness of cultural influences and promotes a community-based system of care.
Research demonstrates that the more families participate in planning services, the more likely
family members feel their children’'s needs are met. Studies show that family participation
improves the process of service delivery and outcomes.

Parents should be assumed to know what is best for themselves and their children. Moreover,
they have years of experience raising children who have serious emotional disturbances.
Parents: (1) are the most important resource for their children; (2) are not to blame for the
uniqueness of their children; (3) have the best knowledge of their children’s problems and
resources needed to help; and (4) will advocate for their children more than anyone else.
Professionals need to regard families as capable and competent decision-makers when given
relevant and comprehensible information. Their role is to provide services designed to support
parents in their role as primary agents in facilitating the achievement of their child’s goals.

Family-provider collaboration is characterized by the following elements:

" Recognition of the family as a primary resource

" A caring, non-blaming position in relation to the family and recognition of the
family’s limitations and other responsibilities

" Shared responsibility and power in provider-family relationships, including joint
problem-solving and decision-making

" Clear and open information sharing (Providers should communicate and share

complete, unbiased information with consumers and family members in a manner
that is affirming and helpful.)
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" Practical assistance to enhance the family’s access to services and supports
" A readiness to change services and supports pursuant to feedback from family
members

Current views see families as full participants and collaborators at all levels, including program
design, evaluation, implementation and service delivery, within a paradigm of mutual respect
and power-sharing that serve as a guide to the design of services and supports. The literature
clearly indicates that the degree of family participation in service and support delivery is related
to improvements in coordination and meeting the needs of children. They are the true decision-
makers about the services their children receive.

Family participation is achieved through independent family organizations,’® those who hold
staff positions in organizations as trainers, educators, and therapists. Effective service models
use parent-to-parent support from individuals who have received or are receiving services, work
full or part time, and are paid for their services. The incorporation of family-to-family support into
services reduces families’ sense of isolation and stigmatization and increases available services
and supports. Families can also function as co-trainers for staff and other families. Family
advocates or family liaisons can attend meetings with family members and help them locate
resources. They also can conduct courses to educate and empower families and work with
clinical staff to ensure families are meeting the emotional, behavioral and academic needs of
their children.

Research indicates that there are six roles families should have in the treatment process:

(1] Family members are the most critical component of a child’'s environment; improving
family relationships and providing the most stable and supportive environment possible
for the child should be a focus. Family members should seek external support from
extended family members and community resources to reduce stressors related to
rearing a child with emotional or behavioral problems.

2] Family members are a critical element in the therapeutic process; interventions should
focus on the health of the entire family with assessment of strengths and limitations of
the family structure designed to promote the well-being of the parents and other family
members. Parent training and education, coping skills development, stress management
techniques, respite care, parent support groups, transportation, and financial assistance
need to be available.

(3] Family members should function as equal partners in the identification of treatment
goals, strategic planning and implementation of plans to attain those goals.
(4] Family members are often responsible for the provision of emotional support and

information to their children, other family members, and for services not provided by the
service delivery system (e.g., coordination of service delivery, transportation to
appointments, scheduling meetings, ensuring follow-up appointments are kept, tracking
prescribed medications, and monitoring successful and unsuccessful treatments).

10 During the past two and a half decades family-run organizations have functioned as a strong voice for families
raising children who have mental health needs. These organizations have been instrumental in the development of
formal roles for family members including, but not limited to: support group facilitation, peer mentoring, respite care
provision, service coordination, conference organization, policy documentation, grant writing, workshop leadership,
keynote speaking, data collection, writing newsletters, brochures, and manuals, as well as advocacy, and research.
They offer peer support to other families, and provide community-based services and supports for other families. The
Federation of Families for Children’s Mental Health has served as a national advocacy voice for families who have
children with emotional and behavioral disorders.

Saginaw County Community Mental Health Authority 24



A GUIDE TO EVIDENCE-BASED MENTAL HEALTH PRACTICES FOR CHILDREN, ADOLESCENTS AND THEIR FAMILIES V. 1.0

(5] Family members function as their child’s voice in the mental health system; they can
become involved in various local and national organizations that provide education and
support to parents and other family members.

(6] Families can participate in research and program evaluation activities; their opinions and
feedback regarding the quality and effectiveness of services and interventions can be
incorporated into quality improvement efforts.

When parents’ strengths are respected and their needs are met, they are able to provide better
care giving to their children on a consistent basis. They are more attentive to their children’s
development. Parental involvement in the treatment process has been associated with
increases in parental feelings of self-efficacy which, in turn, correlates with increased investment
in their children’s treatment and outcomes. Parents report acquiring constructive problem-
solving skills and becoming better advocates for their children. Parental self-esteem has also
been shown to be enhanced which also has a positive impact on intervention. Finally, parental
involvement has been shown to reduce lengths of stay in out-of-home treatment settings.

PARENT MANAGEMENT TRAINING PROGRAMS

Parent Management Training (PMT) programs teach parents to manage their children’s
behavior problems at home and in school. PMT stems from research indicating that
ineffective/maladaptive parent-child interactions, especially in disciplinary practices, foster and
maintain children’s conduct problems. Parent training programs use operant principles of
behavior change and instruct parents to monitor and track both prosocial and problem behaviors
and reward those that are incompatible with deviant behaviors, while ignoring or punishing
deviant behaviors. They are also taught to use rational limits and nonviolent means of discipline
and provide encouragement on a daily basis. The most effective parent training programs
employ a combination of written materials, verbal instruction in social learning principles and
contingency management, modeling by the clinician, and behavioral rehearsals of specific skills.
Parent management training has been implemented for youngsters of various ages and differing
symptoms. However, formats vary and include recorded modeling of parenting skills, parent
groups, and individual therapy with parents. Several manuals are available.

PMT is one of the most extensively studied interventions for children and has been shown to be
effective in decreasing oppositional, aggressive, and antisocial behavior. It has been found to be
more effective and enduring in reducing antisocial behavior and increasing prosocial behavior
than other interventions (e.g., family therapy, play therapy, etc.). Beneficial effects are
maintained for years following cessation of treatment and generalize to areas not focused on
during treatment (e.g., sibling behavior, marital relationships). Moreover, parent management
training has been shown to be a relatively low cost intervention with a rapid response rate; most
studies show that improvements are made within three months. Several parent management
training programs are described below.

PARENT MANAGEMENT TRAINING-OREGON MODEL (PMTO)

PMTO views parents as the primary agents of intervention. It targets all family members and
subsystems within the family (e.g., siblings, parents/couples). The program teaches parents
basic behavioral principles, how to define, track, and record rates of antisocial and prosocial
behaviors, as well as how to design, role play, carry out, and refine behavior modification
programs and assess the effectiveness of the interventions used. It is designed for children and
adolescents who display serious behavior problems from preschool through adolescence. The
model has been used effectively for difficulties such as overt antisocial behavior (e.g.,
aggression, defiance, hyperactivity, fighting), covert antisocial behavior (e.g., lying, stealing,
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truancy, fire setting), internalizing problems (depressed mood, peer problems, deviant peer
associations), delinquency, substance abuse, and academic failure. It is also used for families
who have multiple difficulties, such as parents who have mental health problems,
marital/couples conflicts, those undergoing divorce and membership changes (e.g., new marital
partners and children), and those living in impoverished circumstances. PMTO synthesizes
social learning principles and techniques, strategic family therapy, and applied behavioral
analysis into an intervention designed to assist in the development of parenting skills.

During sessions the therapist is very active and starts with a brief overview of concepts, then
models the techniques for parents, and coaches them in their implementation of the techniques.
The techniques and interaction patterns practiced in the sessions are then used (in vivo) at
home. Parents are taught to define, observe, and record behavior in order to define behaviors
(e.g. fighting, engaging in tantrums) so they can use positive reinforcement (e.g., contingent
delivery of attention, praise, points) and punishment techniques (e.g., time out from
reinforcement, loss of privileges, and reprimands) contingent on the child's behavior. They learn
to provide consequences consistently, attend to appropriate behaviors, ignore inappropriate
behaviors, apply skills in prompting, shaping, and fading, and apply these techniques to manage
future problems. PMTO seeks to alter coercive family process (i.e., the contingent use of
aversive behaviors), and enhance behaviors that are desired. It teaches problem-solving skills
and promotes positive involvement with the child.

Parents acquire the following effective parenting skills:

" Skill encouragement which entails teaching new behaviors with the application of
positive contingencies

" Limit setting which entails discouraging deviant behavior through the use of
negative non-corporal sanctions

" Monitoring/supervision by attending to children’s behavior at home and away
from home

" Family  problem-solving skills consisting of interpersonal planning
troubleshooting, contingency agreements

" Positive involvement by displaying interest, attention, and caring behaviors

At the outset parents apply new skills to relatively simple problems (e.g., compliance with
requests, completion of chores, oppositional behaviors). As they become more proficient, more
severe problem behaviors at home and in school are focused on (e.g., fighting, poor school
performance, truancy, stealing, and fire setting). The therapist maintains telephone contact with
the parents between sessions to problem-solve, encourage adherence to the program, support
parents' use of skills, and offer parents the opportunity to ask questions.

Outcome studies have shown that PMTO results in decreases in non-status offenses,
institutional placements, ineffective/maladaptive parent-child interactions, and antisocial
behaviors. Improvements in parenting skills as well as the socioeconomic status of families
have been demonstrated. PMTO is currently being disseminated in Michigan’s public mental
health system.

Fidelity to PMTO is monitored with the Fidelity of Implementation Rating System (FIMP), an
observation-based measure that evaluates five dimensions of adherence to PMTO: knowledge,
structure, teaching skill, clinical skill, and overall effectiveness as specified in the model.
Information can be obtained from the Oregon Social Learning Center (OSLC) located on the
web at http://www.oslc.org/.
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PARENT-CHILD INTERACTION THERAPY (PCIT)

PCIT is a parent management training program for families of children between the ages of two
and six who are experiencing emotional, behavioral or developmental difficulties and family
problems. The program uses play therapy and in vivo teaching to give feedback regarding
mother-child interactions. It is a short-term, manualized intervention that is comprised of two
phases, Child-Directed Interaction (CDI), and Parent-Directed Interaction (PDI). The focus of the
CDI phase is on enhancing parent-child attachment. This is the foundation for PDI, which
focuses on using a structured and consistent approach to discipline. CDI is based on
attachment theory. Parents are taught skills to promote positive, nurturing interaction in order to
provide a secure attachment for the child. PDI is based on social learning theory and addresses
ineffective/maladaptive parent-child interactions that can create and maintain behavioral
problems.

The program consists of ten to sixteen one-hour sessions conducted on a weekly basis
consisting of:

" A pretreatment initial assessment of child and family functioning

" Joint development of therapy goals by the clinician and parents

" Feedback, teaching, and coaching of parents in the CDI skills

" Teaching and coaching parents in the PDI skills

" Direct consultation and coaching for the child’'s teacher

" Teaching generalization skills

. Post treatment assessment

" Booster sessions over a twelve month period to maintain positive skills

Each phase of treatment entails a didactic session for parents during which interactional skills
and their rationales are taught via modeling and role-plays. Then, parents and their children
attend weekly coaching sessions together. They are given homework to practice skills between
sessions on a daily basis for five to ten minutes per day. During CDI, parents are taught to use
PRIDE (praise, reflection, imitation, description, enthusiasm) skills while avoiding questions,
commands, and criticism when playing with their children. During PDI, parents are taught to
impart clear, developmentally appropriate, direct commands and confer consistent
consequences for both compliance and noncompliance. Praise is used for compliance and
time-outs are used for noncompliance.

Research indicates PCIT is effective in reducing children’s behavior problems at home and
school, and results in improved parental interactional styles. Parents report gains in confidence
in their parenting abilities and reductions in personal distress. The beneficial effects of PCIT
have been shown to generalize to other family members (i.e., siblings who have not undergone
treatment). Studies that have included culturally diverse families have also found these positive
outcomes. PCIT has been shown to be most effective if it is used continuously in the home and
other significant environments.

A comprehensive treatment manual, test outline of the program, and implementation
recommendations are available. However, there are several training models and these are of
varying levels of intensity. Information on PCIT can be found on the web at http://www.pcit.org/.

THE INCREDIBLE YEARS

The Incredible Years is a parent training program that uses a comprehensive curriculum for
children aged two to eight, their parents, and teachers. It is a prevention and intervention model
that is designed to enhance emotional and social competence as well as ameliorate behavioral
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and emotional problems. The program is comprised of three components, a parent training
program, child training program, and teacher training program:

Parent training:

° The Basic Parent-Training module consists of twelve to fourteen two-hour
sessions held once a week that focuses on parenting skills designed to foster
children’s social competence and reduce behavioral problems. It teaches parents
how to play with children, help children learn, give effective praise and incentives,
use limit-setting, and deal with misbehavior.

. The Advance module is an eight to ten-session program that focuses on parental
communication skill building (e.g., effective communication, anger management,
problem-solving between adults), and ways to give and receive support.

° The School module is comprised of three to four two-hour sessions that focus on
parenting techniques designed to foster children’s academic skills. These include
reading skills enhancement, establishing homework routines, and establishing
collaborative relationships with teachers.

Child training:

The child-training component uses the Dina Dinosaur Curriculum, an intervention
program for small groups of children who exhibit conduct problems (e.g., aggressive,
defiant, oppositional, and compulsive behaviors). It focuses on communicating feelings,
empathy for others, friendship development, anger management, interpersonal problem-
solving, and obedience to school rules and regulations. It is conducted in groups of five
to six children in weekly two-hour sessions for eighteen to twenty weeks. The Dina
Dinosaur character is used to teach emotional literacy, empathy and perspective taking,
friendship development, anger management, impersonal problem-solving (e.g., waiting,
taking turns), and following school rules (e.g., being quiet, raising one’s hand to speak,
listening to the teacher).

Teacher training:

The teacher-training component is comprised of a six-day, forty-two hour workshop that
focuses on classroom management skills development. These include effective use of
attention given to children, praise and encouragement, incentives for difficult behavior
problems, proactive teaching techniques, and ways to manage inappropriate classroom
behavior and enhance positive relationships with students. The program encourages
teachers to be sensitive to children’s individual developmental differences (e.g.,
variations in attention spans and activity levels, heightened interest in novel situations),
and teaches them how to respond to these differences in a positive, accepting, and
consistent manner. Teachers are also taught how to prevent peer rejection by teaching
children who display aggression appropriate problem-solving strategies and helping their
peers respond appropriately to aggression. Teachers, parents, and group facilitators
jointly develop transition plans that detail classroom strategies found to be effective for
each child, goals achieved and those remaining, and the child’s characteristics,
interests, as well as motivators for children who display conduct problems.

Studies have shown that The Incredible Years produces beneficial outcomes including
decreases in the frequency of problem behaviors (including noncompliance/failure to respond
and aggression toward peers), negative behaviors, and increases in behaviors that are more
prosocial such as social problem-solving (e.g., positive response to hypothetical conflict
situations). In addition, parents use less corporal punishment (spanking).
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Trained facilitators devote five hours per week to a two-hour parent group and provide
workshops and weekly meetings for teacher training. The costs for program are as follows:
$1300.00 for the Basic component, $775.00 for the Advance component, $995.00 for the School
component, $1250.00 for the teacher training, and $975.00 for the child training program.
Training and technical assistance costs are charged on daily rate. The certification fee for
facilitators is $350.00. Information about the program is available on the web at
http://www.incrdiblyears.com/.

PARENTING WISELY (PW)

Parenting Wisely is a SAMHSA model program that is based on Functional Family Therapy (see
description below). It is designed for at-risk families with low incomes who have children with
mild to serious behavior problems. Parenting Wisely is a self-administered, interactive
computer-based program that teaches parents and their nine to eighteen-year-old children skills
designed to ameliorate risk factors for substance use and abuse and other high risk behaviors
(e.g., stealing, vandalism, defiance of authority, bullying, and poor hygiene), and reduce family
conflict. The program teaches parents and children effective communication skills (active
listening and using “I” messages), assertive discipline (contracting, praise, and setting
consequences), and supervision (working with teachers, monitoring homework and friends).

Parenting Wisely can be used alone, in groups, or with a practitioner in a variety of settings
(e.g., public agencies, schools, libraries, home, juvenile courts and detention centers, human
services, health, mental health, and child protective services agencies, schools, libraries, and
adult literacy/education locations, community centers, homeless shelters, and public housing). It
can be made accessible to parents with low levels of literacy by using the option to have the
computer read all the text aloud. The printed portions of the program are written at the fifth-
grade level. The program is also available in Spanish and there is a version for parents of
children aged three to nine.

The program consists of nine case studies, each of which opens with a video of a common
family problem, followed by three positive responses. Parents choose a response, and then
view a video depicting how their choice would work and receive feedback on their choice. After
choosing the best response, parents answer questions about the ideas and skills presented in
the case. Each family is given a workbook with practice exercises and implementation tips to
promote practice of skills.

Parenting Wisely can be used variety of ways, including:

. Agencies can refer parents to a private room where they use the program on a
computer and take the workbook home for reference and skill practice

° Case managers, practitioners, or volunteers can take the program to the families’
homes for use by several family members

. Parents can use the program in groups led by a facilitator
Parents can be loaned the CD-ROM or video series to use at on their own at
home

° Families can use the program before, during, or after family therapy to

complement the treatment

Two to three three-hour sessions are usually needed for parents to work through the computer
program’s nine case studies. In a group format, six to ten one-hour sessions for six to ten
weeks are needed to complete it. The program can also be conducted as a one-day workshop
using a non-interactive video version for a large number of participants. If the program is used
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conjunction with clinical work with families, one to two family scenarios are used during each
session for four to six sessions.

Beneficial outcomes are seen within a week of implementation and tend to increase over time.
The program has been shown to lead to reductions in children's aggressive and disruptive
behaviors, improvements in parenting skills, enhancement of family communication and
cohesion, increases in parental supervision and appropriate discipline of their children,
reductions in maternal depression, increased knowledge and use of effective parenting skills
and less use of corporal punishment, as well as reductions in spousal and child physical abuse,
improved problem-solving skills, setting clear expectations for child behavior, increased peer
and school activities supervision of children, and improved academic performance by children.

The cost of the program is $1,001- 5,000 including the CD-ROM program kit, provider guide,
parent workbooks and other materials. It typically takes about three to six weeks to install the
program and familiarize staff with it. The program is upgraded periodically, based on ongoing
research. Information can be found on the web at: www.parentingwisely.com/.

HELPING THE NON-COMPLIANT CHILD

Helping the Noncompliant Child is a SAMHSA model, manualized, parental skills training
program designed to reduce conduct problems, prevent subsequent delinquency, and teach
parents to help their children comply with parental directives. The program targets parents and
their three to eight year-old children.

Sessions are typically conducted in a therapeutic playroom. Five to fifteen, sixty to ninety-
minute sessions are held with individual families once or twice a week. The average number of
session is ten. The program consists of a series of parenting skills designed to help parents
interrupt their coercive cycles of interaction with their children by increasing positive attention for
appropriate behavior, ignoring minor inappropriate behaviors, providing clear instructions, and
appropriate consequences for compliance (positive attention) and noncompliance (time out).
Skills are taught to parents using extensive demonstration, role plays, and direct practice with
their children in clinical settings and at home. Progression from one skill to the next is based
upon demonstrated proficiency.

Parents report high levels of satisfaction with the program. Outcomes studies indicate it is
effective in altering the behaviors of parents and children and that changes generalize across
time (in fifteen years of follow up data), settings (office/clinic to home), siblings, and behaviors
(i.e., beyond behaviors that are noncompliant). Parent attitudes regarding their children also
become more affirming. More information on this program can be found on the web at
http://www.strengtheningfamilies.org/html/programs_1999/02 HNCC.html.
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FAMILY THERAPIES

Family therapy has a long research history with a range of studies, of varying quality,
documenting its efficacy. A series of meta-analyses found family therapy to be effective alone or
as part of a multimodal approach for children with conduct problems, enuresis, eating disorders,
mood and psychotic disorders. A number of treatment manuals are available for the various
family therapies. This section offers an overview of some models of family therapy.

FAMILY THERAPIES

Structural: A family therapy designed to restore family boundaries and equilibrium

Strategic: A family therapy that reframes perceived problems to provide new perspectives

Milan Systemic: A family therapy that positively connotes family relationships to alter interactions

Narrative: A family therapy in which families are taught to construct new stories and ways of

interpreting events

| Psychoeducationalll: A family intervention that employs a combination of behavioral and structural
techniques to teach relatives about the causes and courses of a family member’'s mental illness and
helpful ways to respond. The aim is to decrease expressed emotion (EE). Relatives’ groups and family
sessions are used.

B Behavioral: A family therapy that uses operant conditioning, contingency contracting, communication
training, and problem-solving skill development techniques

B Brief Solution-Focused: A family intervention that promotes increases in a family’s focus on solution

patterns and decreases their focus on problems

BRIEF STRATEGIC FAMILY THERAPY (BFST)

Brief Strategic Family Therapy is a short-term, problem-focused intervention with an emphasis
on modifying maladaptive patterns of interaction that was developed in 1975 at the Spanish
Family Guidance Center of the Center for Family Studies, University of Miami. It uses a
structural family systems framework to improve family interactions that are presumed to be
directly related to children's behavior problems. It is designed for families with children and
adolescents aged six to seventeen who are displaying, or at risk for developing, behavior
problems including conduct problems, relationships with peers who engage in antisocial
behavior, early substance use, and problematic family relations. BSFT has been adapted for
African American and Hispanic/Latino families living in inner cities. (Therapists are trained to
assess and facilitate healthy family interactions based on cultural norms of the family being
helped.)

BSFT fosters the development of parental leadership, appropriate parental involvement, mutual
support among adult care givers, family communication, problem-solving skills, clear rules and
consequences, and shared responsibility for family problems. In addition, outreach strategies
are used to bring families into therapy. The therapy is based on each family’s unique
characteristics that surface when family members interact, and the manner in which the family
system influences all members of a family. (Such repetitive interactions [i.e., the manner in
which family members interact and behave with regard to one another] can be either effective or
unproductive.) BSFT targets interactional patterns that are directly related to children's behavior
problems and helps families develop more effective patterns of interaction.

M |ndividuals who have schizophrenia have been shown to benefit significantly (e.g., reductions in risk of relapse)
from psychoeducational family interventions. There is a robust research base to support this intervention, which is
discussed at length in A Guide to Evidence-Based Practices for Adults with Mental lliness located on the SCCMHA
website at http://sccmha.org/quality.html. The SAMHSA toolkit on Family Psychoeducation (FPE) is available on the
web at http://www.mentalhealth.samhsa.gov/cmhs/communitysupport/toolkits/family/.
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BSFT is usually provided over the course of three months for twelve to fifteen sixty to ninety-
minute sessions. The three primary components of the intervention are:

" Joining: engaging and entering the family system, understanding resistance and
engaging the family in therapy

" Diagnosis: identifying ineffective/maladaptive interactions, family strengths, and
the interactional patterns that promote problematic behavior

" Restructuring: transforming ineffective/maladaptive interactions, developing a

specific plan to help change maladaptive family interaction patterns by working in
the present, reframing, and dealing with alliances and boundaries

Outcome studies indicate significant reductions in symptoms of conduct disorder, aggressive
behaviors, offender recidivism, and improved family relationships. Training is provided by The
Center for Family Studies in Miami and costs $18,000.00 plus travel. Information on BSFT can
be found on the web at http://www.strengtheningfamilies.org/html/programs_1999/09 BSFT.html.

BEHAVIORAL FAMILY SYSTEMS THERAPY (BFST) FOR ANOREXIA NERVOSA

Anorexia Nervosa is the third most common chronic condition experienced by adolescent
females. Chronic anorexia nervosa is associated with a number of acute and chronic medical
problems, including growth retardation, osteoporosis, bradycardia, orthostatic hypotension, and
infertility. Depression and anxiety disorders are often co-occurring conditions. Mortality rates for
anorexia nervosa range from six to ten percent. There is a range of interventions including
nutritional counseling, family, individual, supportive, analytic and cognitive-behavior therapies, of
which family therapy is the most supported. For example, Minuchin’s structural family therapy
has a strong research base for the treatment of anorexia nervosa, especially for females whose
illness is of a shorter duration. Those whose illness is three years or longer have poorer
outcomes. The most robust evidence supports a specific type of family-based treatment for
adolescents with anorexia nervosa developed at the Maudsley Hospital in England and used
since 1987. This approach has consistently demonstrated efficacy in approximately two-thirds of
those who received the intervention, with five-year follow-up rates indicating continued benefits
relative to other interventions.

The Maudsley Method is a family-centered treatment that enlists the family as the primary
player on the recovery team. It consists of three phases in which power shifts from the
consumer to family and back to the consumer after she/he reaches an acceptable weight.

(1] The first phase (sessions one through ten) focuses on empowerment and eating,
placing the parents in charge of their adolescent’s eating behavior, and making
food the medicine to be administered. The parents thus function as doctors who
administer the remedy. They must form an alliance around re-feeding and agree
to consistently enforce unvarying rules related to food. The first two sessions
entail engaging the family in order to determine their eating habits and compile a
depiction of the impact of the illness on all family members. A family meal is
conducted that allows the therapist to observe familial interaction patterns around
eating. The clinician externalizes the illness by presenting the eating disorder as
controlling the consumer in order to liberate the parents and consumer from
blame. The therapist then encourages the parents to find their own method to
control the adolescent’s eating behaviors through a system of techniques that
include functional rewards (e.g., not allowing the adolescent to obtain a driver’s
license until they regain their strength) rather than force or punishment. The
consumer is encouraged to form an alliance with siblings for support.
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(2] The second phase (sessions eleven through sixteen) entails shifting the locus of
control of the feeding process back to the adolescent, and addresses related
family problems. It begins when the consumer complies with the parents’ food
guidelines and makes steady weight gains. During this phase parents help their
child assume increased responsibility for eating.

3] The third and final phase of the treatment focuses on encouraging the processes
of adolescent development that unfold as the anorexia nervosa abates, and
establishing new family relationships extricated from the eating disorder.
According to the Maudsley model, once the consumer maintains a stable weight
of approximately ninety-five percent of his or her ideal weight without substantial
parental supervision, individual therapy should be started to focus on issues and
anxieties surrounding adolescence, a life phase that has been avoided by having
an eating disorder. At this point in recovery, issues of identity, independence, and
development of appropriate family boundaries can be explored.

This intervention is appropriate only for minors living at home where some degree of parental
control is assumed. It is contraindicated for parents who are abusive. Data from studies indicate
the program is less effective for older adolescents, those who have chronic illness, and those
who binge and purge. In addition, some families may not be able to devote the significant time
and effort required to supervise meals and resolve conflicts regarding food. Another factor that
may impinge on the impact of the intervention is that the highly involved parental roles in the
Maudsley Method may exacerbate enmeshed interactional patterns so often found in parents
and their adolescents who have eating disorders. Adolescents may also experience more
difficulty in gaining a sense of autonomy following treatment. Despite these possible drawbacks,
the Maudsley Method is now being used and evaluated at the University of Chicago, University
of Michigan, Columbia University, and Stanford University.

FUNCTIONAL FAMILY THERAPY (FFT)

Functional Family Therapy is a manualized, family-based, multisystemic prevention and
intervention model for children and adolescents aged eleven to eighteen, and their younger
siblings who are at risk for, or are, displaying delinquent behaviors, violent behaviors, substance
use/abuse, conduct disorder, oppositional defiant disorder, or disruptive behavior disorder. It is
a short-term intervention that is provided for eight to twelve one-hour sessions for mild
situations, and twenty-six to thirty hours for more difficult situations, for three months. It can be
conducted in clinical settings, juvenile courts, and during transitions from institutional settings, or
as a home-based intervention by one clinician or a two-person team.

Functional Family Therapy is comprised of problem-solving skills training, parent management
training, cognitive-behavior therapy, and contingency management. It is designed to teach
parents and children skills for conflict resolution and foster supportive communication and
prosocial activities. While similar to Problem-solving Skills Training (see page 105 for a
discussion), it is provided to the family as a unit rather than to parents and children separately.

FFT is designed to enhance communication and mutual problem-solving by specifying clear
rules and consequences for breaking them; developing clear and contingent parent-child
contracts that link desirable behavior to specified rewards; using social reinforcement such as
praise; and instituting a token economy (the exchange of privileges for desired behaviors). It
employs cognitively based interventions in a three-stage intervention plan (known as the Phase
Task Analysis). The phases consist of:

. Engagement which is designed to emphasize factors that prevent premature
termination of treatment
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. Motivation which is designed to change ineffective/maladaptive emotional
reactions and beliefs, and increase alliance, trust, hope, and motivation for
enduring change

. Assessment which is designed to clarify individual, family system, and larger
system relationships, especially the interpersonal functions of behavior and how
they relate to change techniques

o Behavior Change which consists of communication training, specific tasks and
technical aids, basic parenting skills, contracting, and response-cost techniques
. Generalization during which family case management is driven by the family’s

individualized functional needs, environmental constraints and resources, and
their alliance with the FFT therapist/Family Case Manager

FFT is supported by thirty years of clinical research conducted since its inception in 1971. It has
a robust evidence base and has been shown to be effective for youth from ethnically diverse
backgrounds who display antisocial behavior and abuse substances. It has been found to
prevent the need to use of more restrictive, higher cost services, reduce the use of other social
services, and prevent adolescents from becoming involved in the adult criminal justice system.
FFT has been found to effective in decreasing juvenile offender recidivism by twenty-five to sixty
percent. Furthermore, it has been found to be effective in preventing younger children in
participant families from entering systems of care. Outcome studies indicate that it also results
in enhanced psychosocial functioning and decreased out-of-home placements (including
incarceration) by as much as fifty percent. It also leads to lower total treatment needs at far less
cost than out-of-home alternatives. Functional Family therapy has been shown to reduce
felonies by twenty-seven percent and save taxpayers and crime victims $14,149 to $59,067 per
participant.*?

FFT has intensive training requirements. The first year consists of a three-day on-site clinical
training for a team of three to eight staff and an externship for the clinical team leader. In
addition, it entails three two-day follow-up visits per year and four hours of phone consultation
per month. The first year start-up costs average about $20,000.00, excluding travel, for one
group to attain certification as a provider of FFT. An annual fee is required to maintain
certification thereafter.

Fidelity to the FFT model is monitored via the use of a specific training model and consumer
assessment, tracking, and monitoring system (the FFT-CSS) that provides for specific clinical
assessment and outcome accountability. The FFT Practice Research Network (FFT-PRN)
permits clinical sites to participate in the development and dissemination of FFT model
information.

FFT has been adapted for the treatment of child/adolescent depression in a model called
Systematic-Behavioral Family Therapy (SBFT). Information on FFT can be found on the web at
http://www.fftinc.com/.

HOME-BASED BEHAVIORAL SYSTEMS FAMILY THERAPY

Home-Based Behavioral Systems Family Therapy is designed for families whose children have
committed, or are at risk for committing, juvenile offenses and engaging in substance abuse,
and are between the ages of six and eighteen. It is based on Functional Family Therapy and

12 According to the Washington State Institute for Public Policy, the cost of FFT averages approximately $2161.00
per program participant compared to $14,149 in potential criminal justice expenditures resulting in a savings of
$11,988. In addition, the Institute estimated that up to $59,067.00 in crime victim costs could be offset for each
participant. Thus, the cost-benefit ratio is $28.81 for each dollar spent for FFT.
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aims to reduce family conflict, increase family cohesion, improve communication, parental
monitoring, discipline, support of appropriate child behavior, as well as problem-solving abilities,
parent-school communication, school attendance and grades, child adjustment, and reduce
child involvement in the juvenile justice system, delinquent behaviors, teen pregnancy, and
placement in special classes. It also seeks to increase rates of graduation and employment.

Modifications to the program have been made for families in Appalachia and African American
families residing in inner cities. It has been effectively used with children and adolescents who
have histories of committing multiple offenses, those residing in institutions, and families with
lower educational levels and significant levels of difficulty.

Home-Based Behavioral Systems Family Therapy is a brief structured model conducted in five
phases by paraprofessionals and professionals in participants’ homes. During the early phases,
therapists are less directive and more supportive and empathic than in the later phases, when
the family's level of cooperation is increased and resistance is reduced and hence more
conducive to increased therapist directiveness. The five stages are:

Introduction/Credibility (therapist-family contact time = five percent)
Assessment (therapist-family contact time = fifteen percent)

Therapy (therapist-family contact time = forty-five percent)

Education (therapist-family contact time = twenty-five percent)
Generalization/Termination (therapist-family contact time = ten percent)

The intervention is psychoeducational in nature and is supplemented with the Parenting Wisely
(PW) program (see previous discussion) before or during treatment. Families who at moderate
to lower risk can use the PW program to prevent escalation of family problems that would lead
to referral for family therapy. Both individual and group administration of the PW program allows
more families the opportunity to receive services and can reduce their need for family therapy.
This combination program approach also creates a continuum of care from least to most
intensive intervention.

Outcomes studies indicate that the program leads to reductions in involvement in the juvenile
justice system, self-reported delinquent behaviors, teen pregnancy, special class placement, as
well as increased graduation rates and employment. Decreases in family conflict, increases in
family cohesion, and improvements in communication, parental monitoring, discipline, and
support of appropriate child behavior, problem-solving abilities, parent-school communication,
school attendance, grades, and child adjustment have been noted. Outcome studies also
indicate significant reductions in recidivism and out-of-home placements.

The program uses two therapist manuals that cost $11.50 per trainee and can be copied. Parent
workbooks for the Parenting Wisely program are given to each family. These workbooks, which
are used in the education phase, cost $9.00 each. A set of three parenting skill training videos
and the Parenting Wisely video series, which can be used repeatedly, cost $250.00. Parenting
Wisely CD-ROM Kkits are $659.00 each (i.e., American Teen and Young Children's Version, both
of which are also available in Spanish). Information can be obtained from
familyworks@familyworksinc.com.

MULTISYSTEMIC THERAPY (MST)

Multisystemic Therapy (MST) is an intensive community-based family intervention for children
and adolescents who have a history of committing chronic offenses, display violent behavior,
and abuse substances. It focuses on the components of serous antisocial behavior that underlie
juvenile delinquency and addresses individual child, family, peer group, school, neighborhood
and community supports. MST is based on the premise that behavioral problems of children and
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adolescents are maintained through problematic interactions within, or between, one or more of
these systems.

MST is designed to empower parents and endow them with the skills and resources required to
independently address difficulties that occur in raising teenagers, as well as empower youth to
cope with family, peer, school, and neighborhood problems. Intervention strategies are
integrated into a social ecological context and include strategic family therapy, structural family
therapy, behavioral parent training, and cognitive behavior therapies.

MST is provided using a home-based model of service delivery in order to surmount barriers to
service access, increase family retention in treatment, offer the opportunity for the provision of
intensive services, and enhance the maintenance of treatment gains. Family members are
considered to be full collaborators in the treatment planning and delivery process, with treatment
goals driven primarily by parents. MST emphasizes the development of extended family and
informal support networks for the family. The clinician is held accountable for engaging the
family in treatment and placing developmentally appropriate demands on the adolescent and
family for responsible behavior.

MST is provided by teams of master’s prepared therapists who receive supervision from an on-
site doctoral level clinician. Teams should reflect the ethnic makeup of the population being
served. The average caseload is four to six families per clinician. Each clinician works with
about fifteen families per year. Treatment is usually four months in duration per family.

MST TREATMENT PRINCIPLES

B The primary purpose of the assessment is to understand the “fit’ between the identified
problems and their broader systemic context.

B Therapeutic contacts should emphasize the positive and should use systemic strengths as
levers for change.

B Interventions should be designed to promote responsible behavior and decrease
irresponsible behavior among family members.

H Interventions should be present-focused and action-oriented, targeting specific and well-
defined problems.

B Interventions should target sequences of behavior within and between multiple systems that
maintain the identified problem.

B Interventions should be developmentally appropriate and fit the developmental needs of the
youth.

B Interventions should be designed to require daily or weekly effort by family members

B Intervention efficacy is evaluated continuously from multiple perspectives with providers
assuming accountability for overcoming barriers to successful outcomes.

B Interventions should be designed to promote treatment generalization and long-term
maintenance of therapeutic change by empowering caregivers to address family members’
needs across multiple system contexts

MST is a SAMHSA model program with demonstrably beneficial outcomes including reductions
in re-arrests, out-of home placements, mental health problems, long-term criminal offender
behavior, and significant improvements in family functioning. Moreover, it has been shown to be
very cost effective. The costs have been estimated to be approximately $8000.00 per family,
which represents a significant cost savings when compared to $20,000 for institutional care, and
an estimated $31,661 to $131,918 in savings to taxpayers for each participant.

The intervention is manualized and has a fidelity measurement tool. All materials and
instruments are only available through MST Services, Medical University of South Carolina
(MST Institute: http://www.mstinstitute.org/). MST Services, Inc. owns the model and has a
licensing agreement for dissemination of the model. Training, consultation and supervision are
available.

Saginaw County Community Mental Health Authority 36



A GUIDE TO EVIDENCE-BASED MENTAL HEALTH PRACTICES FOR CHILDREN, ADOLESCENTS AND THEIR FAMILIES V. 1.0

PREVENTION AND EARLY INTERVENTION

Mental health problems during childhood are common and impose a significant burden on
children and their families. It is estimated that one in ten children and adolescents in the United
States suffers from a mental illness that is serious enough to cause significant functional
impairment. Childhood mental disorders can lead to more serious mental disorders if
appropriate intervention and treatment are not provided. They are also precursors of other
future problems such as increased potential for involvement in the juvenile justice system,
dropping out of school, parental loss of custody, and placement outside the home.

Prevention programs focus on addressing the needs of children who are at risk for adverse
social and academic outcomes. They are designed to alleviate problem behaviors, enhance
social competence, and facilitate social skill development. Prevention for young children focuses
on quality child care environments, facilitating optimal social and emotional development, and
preventing or intervening early in challenging behavior.

The public health field places prevention efforts into three categories. Primary prevention is
aimed at intervening prior to the onset of an illness or disorder. Secondary prevention
incorporates screening in order to detect an illness or disorder prior to it becoming symptomatic.
Detection is followed up by measures designed to halt progression or eradicate the illness or
disorder. Tertiary prevention focuses on the prevention of complications of an illness or
disorder, and is aimed at individuals who are known to have an illness or disorder. Disease
management protocols constitute tertiary prevention efforts.

The Institute of Medicine’s model of prevention is comprised of a three-tiered approach.
Universal prevention is applied to everyone in the population. Universal prevention programs
provide general awareness education and information to an entire community. Selective
prevention is targeted to individuals who are at risk for a given condition. Selective prevention
targets high risk groups in a community via screening, assessment, and training of gatekeepers
in the health and mental health treatment systems. Indicated prevention is used for individuals
who are at high risk for developing a given condition. Indicated prevention targets individual
children and adolescents who are known to be at high risk in order to provide services and
supports.

Research indicates the following are effective methods for providing prevention and early
intervention:

" The provision of mental health consultation in child care and early learning
programs (e.g., giving child care providers increased access to mental health
consultants and clinical supervision)

" The inclusion of mental health components in home visiting programs
" The provision of mental health consultation in pediatric and obstetric health care
settings

The literature points to the following conclusions regarding prevention and early intervention
efforts:

" Multi-component programs offer the most effective prevention and early
intervention opportunities.
" Multiyear programs are more likely than those of a short-term duration to have

sustained benefits.
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" Ongoing intervention during early childhood, specifically the preschool years,
may help to prevent serious conduct problems.

" Prevention efforts should be targeted to reducing risk factors and promoting
protective factors, rather than concentrating on the elimination of negative
behaviors.

" Effective programs focus on fostering positive changes in home and school
domains rather than on the child alone.

" Prevention programs should be integrated with treatment programs and other

community care systems. Educational settings may be the most opportune for
developing integrated models of community-based systems of care.

" Center-based early education programs that are effective use low teacher to
child ratios and enriched programming.
" Effective prevention programs are comprehensive and implemented prenatally.

They include prenatal counseling for mothers and focus on parenting, care
giving, and health care and incorporate periodic health screenings to monitor the
growth and development of children and parent-child interactions.

" Effective programs use culturally relevant individualized plans of service and
support that are developed and implemented in partnership with families, and
include components for both children and their families.

Prevention and early intervention services and supports are designed to enhance resilience and
mitigate risk by augmenting protective factors. Interventions aimed at prevention are a natural
outgrowth of research on resilience as they expand upon the notion that it is much better to
increase capacities to do well despite adversity than it is to provide treatment subsequent to the
development of problems. While prevention has historically been designed to decrease risk,
more recent research has demonstrated that the most effective strategies are those that focus
on risk and promote protection.

RISK, PROTECTIVE FACTORS AND RESILIENCY

Risk refers to a characteristic of children (biological risk) or a characteristic in the environment
(environmental risk, including family and community) that research has demonstrated to be
associated with unfavorable developmental outcomes for children, such as behavioral problems
or developmental delays. A risk factor is not causative; its presence indicates a probability for a
negative outcome. In other words, risk factors do not invariably lead to problems in the lives of
children, but rather increase the probability that such problems will arise. For example, low birth
weight or irritable temperament during infancy when combined with caregiver stress, and
deficits in attention and low frustration tolerance in the school setting, can lead to negative
outcomes such as learning difficulties and peer relationship problems.

The combination of ineffective parenting practices, attachment difficulties, vulnerable child
characteristics and social/environmental risks have the highest predictive value in the
development of behavioral and emotional problems in young children. The quality of the care
giving environment during the second year of life seems to play an especially significant role in
the development of subsequent conduct problems. Poverty, in particular, is a major risk factor
for developing psychological problems. Research indicates that the experience of poverty during
the early years of life has more adverse consequences than its experience in later years.
Children raised in poverty are at increased risk for experiencing developmental, behavioral,
social and academic difficulties. However, child and family-focused interventions have been
shown to improve well-being and mitigate the effects of this risk factor.
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Risk Factors

Child

Family Characteristics

Family/Experiential

Fetal drug/alcohol effects

Poverty

Poor infant attachment to mother

Premature birth or
complications

Large family; 4 or more
children living in overcrowded
space

Long term absence of caregiver in
infancy

"Difficult" temperament

Siblings born within 2 years of
the child

Witness to extreme conflict, violence

Shy temperament

Parental mental illness,

Substantiated neglect

especially maternal
depression

Parental substance abuse
Parental criminal behavior

Neurological impairment
Low 1Q (IQ <80)

Chronic medical disorder
Psychiatric disorder
Repeated aggression
Substance abuse
Delinquency

Significant levels of truancy
and school retention
challenges

Poor academic performance

Separation/divorce/single parent
Negative parent-child relationship
Sexual abuse

Physical abuse

Removal from home

Frequent family moves

Teen pregnancy

The impact of risk factors on young children endures. For example, research on children whose
mothers have a depressive disorder indicates they perform poorly on school readiness and
behavioral indicators at age three and may be ejected from early childhood programs.
Cumulative risk factors contribute to adjustment difficulties and mental disorders such as
conduct problems, high-risk sexual behavior, depression and substance abuse. Malleable risk
factors include: family communication, parenting style, exposure to domestic discord, violence,
child abuse, and family arrests and treatment of parental mental illnesses and substance use
disorders, and medical conditions.

Protective, or opportunity, factors consist of those characteristics of a child or their environment
that may offer protection from negative outcomes, or act as a buffer from the adversities of risk
factors, and enhance the ability to thrive. For instance, early risk factors and neurobehavioral
vulnerabilities may be ameliorated by sensitive and responsive care giving, and building an
infant’s tolerance for frustration in order to foster the ability to stay on task, act in a cooperative
manner with others, and gain competence in adapting to change and managing stressors.

Resilience is the process of healthy adaptation in the face of adversity. It denotes the ability to
adapt and thrive, even in the face of adversity. Resilience allows an individual to withstand
challenges (e.g., tragedy, high levels of stress, etc.) and bounce back or recover from such
circumstances. Individuals who display a pattern of good adaptation despite risk demonstrate
resilience. The ability to overcome developmental risks and adversities without apparently
harmful outcomes is characteristic of resilience. Resilience is dynamic rather than static;
individuals may show resilience at one point in their lives but poor adaptation at another.
Recovery from an emotional and/or behavioral disorder transpires when a child is able to master
challenges appropriate to his or her developmental stage.
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Protective Factors

Child

Family Characteristics

Social Support From Outside The
Family

Positive, "easy" temperament type

Living at home

Adult mentor for the child outside
immediate family

Autonomy and independence as a
toddler

Secure mother-infant attachment

Extra adult help for caretaker(s) of
family

High hopes and expectations for the
future

Warm relationship with a parent

Support for the child from friends

Internal locus of control as a
teenager

Inductive, consistent discipline by
parents

Support for the child from a mentor at
school

Interpersonally engaging, "likable"

Perception that parents care

Support for the family from faith-
based organizations

Sense of humor

Established routines in the home

Support for the family from work
place

Empathy

Family cohesion

Perceived competencies

Clear, open communication among
family members

Above average intelligence

Spirituality/faith

(1Q>100)

Good reading skills

Gets along with others

Problem-solving skills during
school-age years

The concept of resilience emerged from investigations of risk and misgivings regarding deficit
models of psychosocial functioning. The latter led a shift from a focus on problems to one on
strengths and, hence, resilience. This focus on resilience has engendered hope and optimism,
consumer empowerment, and the application of strength-based assessments, goals, and
prevention and intervention strategies that capitalize on all children’s and adolescent’s natural
assets and capacities.

Research has suggested that many children have sufficient resilience to cope with
environmental and interpersonal stress and adapt despite the experience of adversity. Studies
point to positive social orientation and a warm, supportive home environment as protective
factors. The four major types of interventions designed to foster resilience are: improving
academic achievement, enhancing social skills, improving self-esteem, and strengthening
families and social supports. Interventions strengthen positive parent-child relationships and
support effective parenting in an effort to provide children with successful role models. They
offer opportunities for children to experience competence, mastery, and an increased sense of
self-efficacy.

Research on resilience in and of itself does not indicate a specific type of intervention that will
be of benefit. Rather it indicates practices that include instilling hope and enhancing strengths
(e.g., optimism, interpersonal skills, future-mindedness, finding a purpose) that function as
buffers from adversity are elements in beneficial interventions.
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MITIGATION OF RISK & ENHANCEMENT OF PROTECTIVE FACTORS: DEALING
WITH PARENTAL MENTAL ILLNESS, DIVORCE, CHILD MALTREATMENT,
SuUICIDE AND VIOLENCE

THE IMPACT OF PARENTAL MENTAL ILLNESS

Research indicates that children who have a parent with a mental illness are at considerable
risk for developing psychosocial difficulties (e.g., developmental delays, lower academic
performance, and problems with social relationships), with some studies showing that about
thirty to fifty percent of these children (compared to twenty percent of the general population of
children) have a diagnosable psychiatric condition.”* However, in spite of these risks, many
children display resilience and seem to circumvent significant difficulties. In other words, having
a parent with a mental illness does not assure adverse outcomes.

Children whose parents suffer from affective disorders (e.g., depression) are at greater risk for
developing psychiatric disorders than their counterparts who reside in homes with parents who
do not suffer from such disorders. Meta-analytic studies show that sixty-one percent of children
whose parents have a major depressive disorder develop a psychiatric disorder during
childhood or adolescence. Such children are at greater risk for developing internalizing and
externalizing problems, and are four times more likely to develop affective disorders. However,
these youngsters are rarely seen or treated by mental health professionals.

Depression in mothers is associated with the occurrence of developmental problems in their
young children, including impaired cognitive functioning, depression, and behavioral problems.
Depression may also affect mothers' confidence and parenting skills. Addressing maternal
depressive symptoms has been shown to improve behavioral outcomes for both mothers and
children, and recent guidelines emphasize pediatricians’ roles in screening for depression.

Although there is a paucity of data on the parental status of public mental health consumers,
there is evidence that this seemingly invisible population of men and women who are parents
constitutes a growing proportion of persons receiving public mental health services. Current
research™ indicates that adults with mental illnesses have children at about the same rate as
other adults, and that a significant proportion of these parents lose custody of their children. The
literature indicates that these parents share the following characteristics:

. Women with a mental illness experience a high percentage of unplanned
pregnancies.

. Mothers who have schizophrenia experience higher rates of reproductive losses
from miscarriages, stillbirths, and induced abortions.

. Parents who have a mental illness are vulnerable to custody loss, with some

studies indicating rates as high as seventy to eighty percent. Fear of loss of
custody may stop parents from seeking services. Separation from children and
loss of custody may undermine motivation for recovery and be a factor in
decompensation.

13 |t should be noted that most of the studies in this area have focused on middle class, Caucasian families in which
the mother has an affective disorder. Thus, there is a paucity of information about ethnocultural differences and
parental mental iliness and child outcomes.

14 .. . . . . .

The majority of information accumulated on the experiences of parents who have a mental iliness is based on
research that includes only small samples of mothers who receive services in the public sector, have a severe mental
illness, and experience multiple stressors (e.g., poverty, ethnic minority status).
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. Successful parenting may be compromised by symptoms of trauma that are a
consequence of the victimization many individuals with mental illness experience.

. Parents who have a mental illness are more likely to live without their partners.

. Parents who have a mental illness often feel responsible or blamed for their
children’s difficulties.

. Family members may be regarded as either a resource or as a source of stress.
. Parents who have a mental illness have been found to have a tendency to
attribute everyday childrearing stressors and challenges to their ilinesses.

. Parents who have a mental iliness describe their relationships with their children
as fulfilling and important. Parenthood is identified as a significant contributor to
recovery.

. Parents may prioritize their children’s needs and neglect their own. Women may

stop taking psychotropic medication during pregnancy due to fears of fetal harm.
They may worry about the impact of their illness on their children.

The significance of the stigma associated with mental illness is profound and acts as a barrier to
successful functioning of families living with a mental illness. Children live with the secondary
stigma of having a parent with a mental illness. Parents who have mental illnesses often avoid
seeking mental health services for fear of losing custody of their children. Yet, raising children
while managing a mental illness means that, at times, parents may require additional supports.
The needs of families in which a parent suffers from a mental iliness are not typically addressed
by providers, which increases risk for adverse outcomes. The responsibility for care-giving is
often left to healthy spouses or parents, extended family members (e.g., grandparents), siblings
(usually sisters) and other relatives adding additional family stress.

Increased awareness and knowledge regarding parents with mental illnesses requires including
parenting in treatment planning and asking consumers whether they are parents. Family unity is
a critical element of treatment planning for both children and parents; it can accelerate recovery
and improve outcomes for both children and parents. An individual with a mental illness should
be allowed to parent his or her children, unless demonstrable evidence indicates the potential
for harm.

Core elements and principles of effective services for families in which a parent has a mental
illness include:

. Services need to be available on an ongoing basis (not provided with time or age
limits)

. The entire family must be the focus of services and supports, not just the adults
or children; extended family members should also be involved

. Interventions should focus on the development of natural supports

. Services and supports need to consider the impact of stigma associated with

mental illness, particularly the prejudices faced by parents with mental illnesses
and their children who also face rejection and discrimination from peers and
other parents

. The prevention of loss of custody (or, in the event it cannot be prevented, dealing
with loss of custody, visitation and placement)

. Family case management that is designed to coordinate services and supports
for families as a unit, as well as for individual members of the family

. Access to a comprehensive array of services and supports including twenty-four

crisis intervention, housing, employment, parenting skills training, marital and
family counseling, reproductive decision-making, perinatal health care,
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assistance with school related issues, benefits and entitlement counseling, peer
support, medication management, and advance directives planning and support.

Family-centered, strengths-based approaches to working with parents with mental illness and
fostering positive relationships between providers and consumers are crucial to effective service
and support provision as exemplified in the following programs.

THE INVISIBLE CHILDREN’S PROJECT (ICP)

The Invisible Children's Project (ICP) is a promising program for parents aged eighteen and
older who have a serious mental iliness and their children. The program focuses on empowering
parents and assisting them in the creation of a safe and nurturing environment for their children
within an intact family unit. ICP is premised on parenthood as a significant and oftentimes
therapeutic role for adults with mental illness and their desire to be effective parents.

The program offers a variety of services and supports including twenty-four hour family case
management services with referrals and linkages to community resources for family crisis
planning and services, advocacy, respite, child care, parenting skill development, pregnancy
and post-partum education, access to financial assistance, supported education and
employment, as well as supported housing services. A twenty-four hour helpline, compeer
services, and consumer run support groups, are also provided along with in-home interventions,
and transportation to appointments (e.g., doctor visits, meetings with child welfare staff and
school personnel). Flexible funds are available for special needs (e.g., toys, camps, birthday
parties, and education).

The average duration of services is two to three years. The intensity of services (i.e., number of
family contacts) depends on a family’s needs. Most families are seen once a week with
telephone contacts from case managers between visits. The intensity of contact usually
decreases over time, but families can continue to receive services as long as needed and minor
children reside in the home.

Outcomes studies indicate parents display increased ability to maintain jobs and secure stable
housing. Reductions in the need for public assistance, hospitalizations, and numbers of children
placed in out-of-home settings (e.g., foster care) have also been found. Other benefits include
improvements in the capacity to develop natural supports, parenting skills, and an enhanced
sense of autonomy. Their children display increased school attendance, improved academic
performance, behavioral control, and communication skills.

THRESHOLD’S MOTHER’S PROJECT

The Thresholds Mother’s Project in Chicago, established in 1976, is a comprehensive program
for mothers who have a serious mental illness and their children from the age of zero to five.
Parents and children attend a therapeutic nursery that is staffed by child developmental
specialists who work with the children and provide coaching to the mothers regarding
appropriate play and child development issues. While parents attend the program, their children
participate in therapeutic classrooms. Some families may reside in agency operated residences
that provide supervision and childcare. Crisis beds are also available. A Parenting Assessment
Team provides ongoing evaluation of parenting capacity to promote recovery.

The program focuses on teaching independent living and parenting skills as well as supporting
recovery to assist mothers meet the challenges of parenthood and includes:

" Parenting skills training " Independent living skills training
" Individual and group therapy " Housing
" Educational services " Employment services
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" At-home monitoring " Drop-in center services
" Case management " Therapeutic nursery
" Substance abuse treatment

Evaluations of the Thresholds Mother’'s Project indicate it leads to reductions in hospitalizations
for the mothers and improvements in their children’s cognitive skills. A five-year study of the
program demonstrated that both mothers and children showed improvement over time. Children
evidenced increases in developmental intelligence, intelligence quotient, social competence and
adaptive skills. Mothers showed enhanced attention skills, social adjustment, and adjustment to
work and parenting roles. (However, no significant differences were found in child or maternal
outcomes for a comparison of Thresholds' participants and those in a much less comprehensive
home-based aftercare program where participants received weekly visits from a psychiatric
nurse or social worker.)

THE IMPACT OF DIVORCE

While the effects of a troubled marriage have been demonstrated to have a greater impact on
children than a divorce itself or post divorce conflict, children who are raised in families of
divorce have been found to be at increased risk for emotional problems, including depression
and suicide. Parents who are in the process of a divorce may use their children to manipulate
and/or control each other around a variety of personal, social, and financial issues. These
tactics add to the stress and anxiety children of divorce typically experience and can increase
their risk for behavior problems, depression, delinquency, substance use, and teen pregnancy.
These issues point to the value of preventive and early intervention programs to help families
cope with divorce. Two such programs are described below.

CHILDREN IN THE MIDDLE

Children in the Middle is a skills-based video program designed to help parents and children
deal with children's reactions to divorce, school failure, and suicide. It aims to alleviate children's
problems such as loss of concentration and attention, declining grades and behavior problems
at school, withdrawal from friends, emotional outbursts, health problems, serious anger with one
or both parents, delinquency, and substance use.

A parent video is used to teach parents skills to avoid placing children in the middle of their
conflicts. A child video helps children understand why parents divorce and dispels common
myths that children have about divorce (e.g., it is their fault; they can reunite their parents) and
teaches stress management, anger management, and problem-solving skills. The parent video
is available in open-captioned and Spanish language formats.

Children in the Middle is a SAMHSA model program that has been shown to reduce parental
anger toward ex-spouses, the use of children as go-between messengers, and children's
exposure to parental conflict and stress. Improvements in parents’ communication skills and
support for children’s relationships with their other parent have also been documented.
Information can be found on the web at http://www.childreninthemiddle.com/.

CHILDREN OF DIVORCE INTERVENTION PROGRAM (CODIP)

Children of Divorce Intervention Program (CODIP) is a school-based small group preventive
intervention that aims to decrease stressful family transitions and foster children's resilience and
adjustment to changes in family structure. This SAMHSA model program consists of twelve to
fifteen sessions co-led by mental health professionals. Four different CODIP curricula, the
Daring Dinosaurs Board Game, and the Feeling Faces poster are available for children from
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kindergarten through eighth grade and are tailored to the developmental needs of children
based on grade level. School staff members use these to conduct peer support groups during
which children share their experiences of divorce or separation with each other. They learn how
to identify and express feelings, share experiences, form prosocial bonds with peers to enhance
positive perceptions of self and family, and develop the capacity to cope with challenging
changes associated with divorce.

The program has been demonstrated to be effective for children residing in urban, suburban,
and rural settings. Participants display improvements in overall school adjustment, reductions in
anxiety, and improvements in their ability to be appropriately assertive, follow rules, get along
well with peers, and tolerate frustration. Longitudinal studies indicate that improvements are
maintained years after participation. Information about the program is available on the web at
http://www.childrensinstitute.net/programs/CODIP/.

CHILD MALTREATMENT

Child abuse was viewed as a rare occurrence until the 1960s and received little attention.
However, research indicates that child abuse occurs in all socioeconomic levels, although it is
highly associated with poverty, lower levels of parental education, underemployment,
inadequate housing, reliance on public assistance, and single parenting. Child maltreatment has
been found to occur more frequently in multi-problem families, including those who experience
social isolation, domestic violence, parental mental illness, and parental substance abuse
(especially alcoholism). Additional risk factors for children include prematurity, and physical and
cognitive disabilities.

The literature indicates a combination of primary, secondary and tertiary prevention services
including public awareness activities, parent education programs, skills-based curricula for
children, and home visitation programs are needed to prevent maltreatment.

Primary prevention efforts include:

o Public awareness campaigns that educate citizens regarding where and how to
report suspected child abuse and neglect

° Public service announcements that encourage parents to use nonviolent forms of
discipline

These types of programs are particularly popular during April, which is designated by
presidential proclamation as Child Abuse Prevention Month. It should be noted that there is a
paucity of information available on the efficacy of such prevention efforts. Other primary
prevention efforts focus on support services available to the general population, such as
pediatric care for all children, childcare, and parent education classes.

Secondary prevention activities focus efforts and resources on children and families known to
be at higher risk for maltreatment. Services may be provided in communities or neighborhoods
that have a high incidence of one or several risk factors mentioned above that are associated
with child maltreatment. Examples of secondary prevention programs include:

Parent education programs for teen mothers provided in high schools

Substance abuse treatment programs for parents with young children

Respite care for families who have children with special needs

Family resource centers offering information and referral services to families
living in low-income neighborhoods

Family support activities that are available to individuals identified as at-risk or community
members in a high-risk neighborhood also are considered secondary prevention. For example,
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local hospitals or community organizations may offer prenatal care and parenting classes to
new or expectant parents. Local agencies may provide home visitation services for at-risk
families with infants and young children. Family support services are intended to assist parents
in creating safe home environments and fostering the development of healthy children. Home
visiting programs have been shown to lead to improvements in family functioning which can
mitigate risk. Research indicates that parent education programs can successfully impart
information and alter behavior, but there is little evidence to conclude that such programs
actually prevent abuse.

Tertiary prevention efforts target families in which maltreatment has already occurred to prevent
it from recurring and reduce its negative consequences (e.g., social and emotional problems in
children, lower academic achievement, family problems). Such prevention programs include:

. Intensive family preservation services with trained mental health counselors
available to families on a twenty-four hour a day basis for several weeks

. Parent mentoring programs that use stable, non-abusive families who function as
role models and provide support to families experiencing crises

. Mental health services for children and families affected by maltreatment to

improve family communication and functioning

Parent education intervention programs focus on enhancing parental competencies and
promoting healthy parenting practices and typically target teenaged parents and those under
significant stress. Some of these programs are led by professionals or paraprofessionals, while
others are facilitated by parents who provide mutual support and discuss personal experiences.
These programs address issues such as:

Developing and practicing positive discipline techniques

Learning age-appropriate child development skills and milestones
Promoting positive play between parents and children

Locating and accessing community services and supports

Parent education programs are designed and structured differently, depending on the
curriculum being used and the target audience. Programs may be short-term (i.e., those offering
once weekly classes for six to twelve sessions) or they may be more intensive (i.e., those
offering services more than once a week for up to one year).

Two interventions for sexual abuse can be found in the section on psychotherapy.
FAMILY SUPPORT SERVICES

PARENTS ANONYMOUS

Parents Anonymous provides mutual support and resources to families who are overwhelmed
by everyday stressors. It is rated as a promising approach for prevention, education and as an
intervention for child maltreatment. It consists of weekly parent meetings lead by a
professionally trained facilitator and co-led by a parent group leader. Participants determine the
agenda for each meeting which includes topics related to basic parenting skills, such as
communication and discipline. Group members offer twenty-four hour support for parents
experiencing a crisis or stress. A complementary children’s program includes activities to assist
with the acquisition of skills such as conflict resolution, appropriate peer interactions,
identification and communication of thoughts and feelings.

Outcome studies have found Parents Anonymous to be a cost effective means of reducing the
frequency of child abuse, enhancing parents’ feelings of competency and their ability to manage
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stress effectively. Research indicates that benefits accrue proportionality in relation to the length
of participation with longer term involvement leading to increased self-esteem, decreased social
isolation, and increased knowledge regarding child development and behavior.

Parents Anonymous, Inc. offers training, publications and technical assistance free of charge.
Information on the program can be found at http://www.parentsanonymous.org/.

RESPITE SERVICES

Raising a child who has a serious emotional disturbance can be very stressful. Adult family
members need occasional relief from stressors, or a change of pace, in order to maintain their
own physical and mental health. Such relief should be available to all members of the family,
including caregivers as well as siblings, and be provided in a manner that is in accordance with
their specific needs.

Respite is defined as temporary relief provided to primary caregivers in order to reduce stress,
support family stability, prevent abuse and neglect, and minimize the need for out-of-home
placements. Families receiving respite can include intact families, foster and adoptive families,
kinship families, and other caregivers. Respite is an important component in the prevention of
child abuse and neglect. The Community-Based Family Resource and Support (CBFRS)
program, established by Title 1l of the Child Abuse Prevention and Treatment Act (CAPTA)
Amendments of 1996, includes respite as a mandated service. Therapeutic respite offers
parents time for themselves so they can be the best parents possible, and provides relief from
stress during crises as a means of preventing child abuse.

Respite services can be utilized within the home or outside of the home. In-home respite can
include a sitter or companion for a child, siblings, or homemaker, or be comprised of an informal
network of assistance. Out-of-home respite models include services offered in respite providers’
homes, foster homes, group daycare centers, residential treatment centers, crisis and
emergency facilities, and parent cooperatives where parents volunteer to care for each other’s
children on a planned or emergency basis.

Respite settings include:

" Agencies " Providers’ homes

" Families’ homes " Residential facilities

. Day care centers . Camps

" Recreational facilities " Schools

" Hospitals " Faith-based organizations

. Family resource/support centers " Therapeutic child development
programs

Planned respite services are scheduled, whereas crisis respite services are provided on an
emergency basis. Crisis respite provides a safe haven for children and families experiencing
challenges such as financial, housing, and social stressors, substance abuse, mental illness,
inadequate parenting skills, and domestic violence. Crisis nurseries are an example of out-of-
home crisis respite care. Crisis nurseries are designed to prevent abuse and neglect by
providing temporary child care for young children who are at-risk, while offering an array of
support services to the families and caregivers of these children.

Planned and crisis respite care can help prevent child abuse by reducing the stress of working
parents, increasing the ability of parents to cope with the pressures of child care, enhancing
parent-child communication, decreasing family isolation, improving access to health care and
other services, and offering families relief from the demands of daily child care. It can also help
reduce disrupted foster care placements. Studies of families of children who are at risk for
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abuse and/or neglect have found significant decreases in reports of child maltreatment as well
as levels of stress in families using crisis respite services. The provision of respite care for
families of children with emotional disturbances has been shown to result in reductions of out-of-
home placements.

MENTORING

The literature clearly points to the positive impact that adult role models can have on the
development and socialization of children and adolescents who are at risk for delinquent and
aggressive behaviors. Mentors, with proper clinical supervision, can play an important role in
working with children who have multiple risks for difficulties. Research consistently points to a
warm relationship with a caring adult outside of the family for support and guidance in the
development of resiliency. A warm trusting relationship with such an adult who can offer help
with child rearing, respite, and social support provides significant protective factors. A sustained
relationship with a mentor can help a child gain conflict resolution skills, problem-solving skills,
and the ability to interact positively with others. Studies indicate that supportive relationships
with adults outside of the family are associated with beneficial outcomes, particularly for youth
whose families are not supportive.

Mentors often assist children and their families by providing them with linkages to mental health
services and supports. They can help ensure medication regimens are adhered to and provide
transportation to appointments and support groups. Family support mentors assist with child
care, and household functioning through the enhancement of positive attachments, parental
training in appropriate discipline, and developing and maintaining household routines.

Outcomes of studies on mentoring have shown reductions in aggressive behaviors, substance
use and improved school, peer, and family functioning. Mentoring programs such Big Brothers
Big Sisters and the Quantum Opportunities Program (QOP) have found that positive
relationships with non-parental adults influence prosocial behavior in children and adolescents
and compensate for inadequate family relationships. Both programs use relationships with adult
volunteer mentors as their primary intervention. QOP includes other community interventions
(primarily remedial education and career preparation).

BIG BROTHERS/BIG SISTERS OF AMERICA (BBBSA)

Big Brothers/Big Sisters of America, founded in 1904, is a community-based mentoring program
that is targeted to children and adolescents who are between the ages of six and eighteen living
in single parent homes. Services are provided by adult volunteers (Big Brothers and Big Sisters)
to children/adolescents (Little Brothers and Little sisters) in one-on-one relationships. Volunteers
are screened by case managers who then match them with children and monitor the
relationship from the onset until termination (which is due to a voluntary decision or lack of
meeting eligibility criteria). The program is designed to enhance prosocial behaviors, academic
achievement, and family and peer relationships.

BBBSA's published standards and requirements include the following components:

. Screening of all volunteers that includes a written application, background
investigation, extensive interview, and a home assessment to screen out
individuals who lack the capacity to form a caring bond with a child, may cause
harm to a child, or are unlikely to honor their time commitments.

. An orientation to the program is required for all volunteers.

. An assessment of each child/adolescent that entails a written application,
interviews with the child and the parent, a home assessment designed to help
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the case manager become acquainted with the child in order to make the best
possible match, and secure parental permission.

. Matches are made based on the needs of the children/adolescents, abilities of
volunteers, preferences of parents, and capacity of program staff.
. Supervision is provided starting with an initial contact with parents,

children/adolescents, and volunteers within two weeks of the match. Monthly
telephone contact is maintained with volunteers, parents and/or
children/adolescents during the first year. Quarterly contact is maintained with all
parties thereafter for the duration of the match.

Outcome studies indicate that participants are less likely to initiate substance use, strike another
person, and demonstrate positive academic behavior, attitudes, and performance. They are
more likely to have more positive relationships with their parents/guardians and peers. The
average cost of creating and supporting a match relationship is $1,000 per year. Information can
be obtained from the BBSA web site http://www.bbbsa.org.

QUANTUM OPPORTUNITIES PROGRAM (QOP)

The Quantum Opportunities Program (QOP) is an intensive, multi-component intervention for
high school aged teens from fourteen to eighteen who are from disadvantaged circumstances
and whose families receive public assistance. The four-year program, which originated in 1989,
aims to increase graduation rates, and decrease teen pregnancy rates and violent behavior.

Participants are involved during all four years of high school for two hundred fifty hours per year
in three areas: (1) educational support, (2) community service activities, and (3) developmental
activities.

Component Provider Duration Description
Education-related activities (tutoring, | Adult 250 hours/year | Different settings: community
computer-assisted instruction, counselors after school agencies, public schools,
homework assistance) homes, group activities
Development activities (acquiring life | Adult 250 hours/year | Different settings: community
and family skills; planning for college | counselors after school agencies, public schools,
and jobs) homes, group activities
Service activities (community service | Adult 250 hours/year | Different settings: community
projects, helping with public events, counselors after school agencies, public schools,
holding regular jobs) homes, group activities
Hourly stipends and bonuses for
completing each segment of the
program

The program operates year-round and combines features of case management, mentoring,
computer-assisted academic assistance and instruction, work experience, community service,
and financial incentives. A counselor is assigned to a small group of students and commits to
stay with the group for all four years of high school and beyond.

The original demonstration program enrolled twenty five students in five different sites around
the country: San Antonio, Philadelphia, Milwaukee, Oklahoma City, and Saginaw, Michigan.
QOP has also been replicated on a larger scale in seven more cities, with a total of six hundred
multiethnic participants (Hispanic/Latino, Asian, and Caucasian). Outcomes studies clearly
demonstrate that participants are less likely to drop out of high school and more likely to
graduate, attend post-secondary school, receive an honor or award, and are less likely to
become teen parents or be arrested. The cost for four years is $10,600.00 per participant, or
$2,650.00 per year.
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SuUICIDE PREVENTION

Suicide prevention has become a public health agency priority. The Surgeon General’'s Call to
Action to Prevent Suicide published in 1999 identified suicide as a major public health problem
and indicated the need for a public health approach to address it. The Department of Health and
Human Services’ Healthy People 2010 Objectives set a goal for a reduction in suicides overall
and a reduction in injurious suicide attempts among youth in grades nine to twelve. The Health
Resources and Services Administration’s Maternal and Child Health Bureau has made
reduction in the rate of youth suicide a priority for state Maternal and Child Health (MCH)
agencies. It is now one of the core performance measures that states must address in their
annual block grant applications.

Suicide™ is the third leading cause of death among children and adolescents aged fifteen to
nineteen and in many states ranks as the second leading cause of death in this population. The
incidence of suicide attempts is greatest during the mid teen years. The 2003 Michigan Youth
Risk Behavior Survey data indicated that eighteen percent of ninth through twelfth grade
students give serious consideration to suicide, and one of ten makes an actual attempt.

Males under the age of twenty-five are much more likely than their female counterparts to
complete suicide. The incidence of suicide varies by race and gender with youth from Native
American groups having the highest rate, followed by Caucasians, African Americans and
Asians. It has been widely reported that youth who are gay and lesbian are two to three times
more likely to commit suicide than other youth, and thirty percent of all attempted or completed
youth suicides are related to issues of sexual identity. While empirical data on completed
suicides to support these assertions is lacking, there is increasing concern about an association
between suicide risk and bisexuality or homosexuality for youth, particularly among males.

Approximately half of all suicides are associated with depression. Evidence also points to a lack
of social connectedness and increased risk due to interpersonal loss and conflict (e.g., parental
divorce, loss of a romantic interest). Many teenage suicides are reported to occur in clusters of
a temporal and geographic nature, thus indicating some may be the result of imitative behavior.
Risk factors for suicide include:

" A previous suicide attempt (which is more predictive and common for males than
females with a ratio of three to one in prepubescent children, and approximately
five and a half to one in the fifteen to twenty-four year old age group)

. Mental illnesses, especially mood disorders®®

" Substance abuse (which significantly increases risk for suicide for the sixteen
and older age group)

" Co-occurring mental illness and substance use disorders

5 The term gesture is often used denote a non-lethal, self-destructive behavior that is judged to be a cry for help or
indicative of a manipulative behavior lacking serious intent. This is a misleading label; it minimizes the potential risk
for future suicidal behavior. Future suicidal behavior cannot be determined.

16 Research indicates that ninety percent of children who commit suicide have a mental disorder. The presence of a
mood disorder significantly increases the risk for suicide. Adolescents who have a depressive disorder are five times
more likely to attempt suicide compared to their cohorts who do not have a depressive disorder. Panic attacks are a
risk for suicidal ideation and attempts in females, while aggressiveness is a risk factor for males. Depression is the
greatest risk factor, but ADHD, and bipolar disorder are also risk factors. Disruptive disorders increase the risk of
suicidal ideation in children aged twelve and younger.
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" A family history of suicide

" An age of sixteen and older

" A sense of hopelessness

" A propensity for impulsive and/or aggressive behavior

" Barriers to accessing mental health services

" A physical illness

" Ease of access to lethal methods, especially firearms

" Cultural and religious beliefs that view suicide as a noble act

" The contagious influence of local epidemics of suicide

" Feelings of isolation

" Influential role models who have died by suicide (e.g., family, peers, celebrities)*’
" Inadequate parental communication and severe family problems

It should be noted that official suicide rates often do not represent the full extent of the problem.
Misclassifications and underreporting of suicide completions and attempts may occur due to
lack of adequate training for individuals completing death certificates, the absence of national
standards for identifying or coding suicide attempts in medical records, and the social stigma
associated with suicide.

Suicide Methods, United States, 2002

Method No. Rate % of total
Firearms 17,108 5.9 54.0
Suffocation/Hanging 6,462 2.2 20.4
Poisoning 5,486 1.9 17.3
Falls 740 0.3 23
Cutting/Piercing 566 0.2 1.8
Drowning 368 0.1 1.2
Fire/burning 150 0.1 0.5
All others 775 0.3 25
Total 30,622 100.0

The following protective factors have been identified to mitigate suicide risk:

" Ongoing supportive relationships with mental health and medical health care
providers

" Problem-solving, conflict resolution skills and nonviolent ways of dealing with
disputes

" Cultural and religious beliefs that discourage suicide and support self-
preservation

" Effective care for mental, physical and substance use disorders

" Effortless access to support and interventions

" Restricted access to lethal methods of suicide

" Family and community support

There are two central components of successful suicide prevention programs: (1) case-finding,
which involves efforts to find children and adolescents who are at risk, referring them for
services, and ensuring they receive appropriate care; and (2) risk reduction or primary

" Research indicates that the deaths of celebrities by suicide are more likely to lead to imitation. In addition, research
has shown that the use of the word suicide in headlines or references to the cause of death as self-inflicted increases
the likelihood of contagion.
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prevention aimed at reducing the risks for suicide and suicidal behavior by, for example,
restricting access to lethal means. Youth suicide prevention activities should include suicide
survivors, educators, social service agencies, faith-based community organizations, state
cooperative extension (4-H) programs, school psychologists, child psychiatrists, parent-teacher
associations, substance abuse treatment professionals, the juvenile justice system, primary
care, and the mental health service system. Strategies to prevent suicide include:

" Training primary care providers to recognize suicide risk and treat depression,
substance abuse and other mental illnesses associated with an increased risk for
suicide

] Training mental health, health, substance abuse and human service

professionals including clergy, teachers and corrections officers to conduct
suicide risk assessments and make referrals for intervention as appropriate

" Encouraging family members of those deemed at risk to obtain assistance

" Providing prevention programs in educational settings that incorporate peer
support

" Providing intervention for mental illnesses and substance use disorders to
mitigate risk

" Restricting access to lethal methods of suicide

. Intervening with the family as whole

Research indicates that broad-based suicide awareness efforts and excessively inclusive
screening may actually promote suicide as a potential solution to everyday distress or imply that
suicidal ideation and/or behavior is a normal response to stress. Evaluations of suicide
awareness curricula provided in schools indicate that they are not effective and are
contraindicated. Inappropriate approaches to prevention can unintentionally increase the risk for
suicide in youth who are vulnerable. Other kinds of school-based prevention programs involving
skill development (e.g., assertiveness training, conflict resolution) appear to be more promising.

Research supports the effectiveness of providing training to hospital emergency department
staff to intervene in all suicide attempts and emphasize to family members the dangers of
ignoring suicide attempts, as well as the benefits of follow-up treatment to decrease recurrence
of suicide attempts. Inpatient admission is warranted when an adolescent expresses a
persistent wish to die and/or is displaying symptoms of a severe mental illness/disorder.
Discharge from an inpatient setting is warranted only when there is sufficient assurance
suicidality has been stabilized, adequate supervision in the community is available, the
environment is free of all potentially lethal items such as guns or medications, and follow-up
therapy has been arranged.

Only two medications have been associated with reduced suicide: clozapine and lithium. SSRIs
(selective serotonin reuptake inhibitors) are used to treat depression to mitigate risk. (Tricyclic
antidepressants are contraindicated as a first-line treatment due to their potential for toxicity.) It
is critical for medication to be monitored for proper ingestion, side effects, and behavioral
changes. Interpersonal Psychotherapy for Adolescents (IPT-A), cognitive-behavioral
interventions, and Dialectical Behavior Therapy for Adolescents (DBT-A) have been shown to
be effective. The sections on psychotherapy and somatic therapy discuss the use of
medications and therapies in more detail.
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VIOLENCE PREVENTION

Youth violence has been identified as a significant national problem as evidenced by reports of
school shootings, inner city violence related to drugs and gangs, and the increasing use of
violence to solve disputes. Children and adolescents aged ten to seventeen commit the majority
of violent acts.

Youth who are at risk for violent behavior are distinguished by their poor school performance,
limited family support, delinquent behavior, and influential relationships with peers who engage
in antisocial behaviors. They are also over represented in juvenile and family courts, foster and
residential care, and mental health programs.

A number of risk factors for juvenile violence have been identified:

. Low socioeconomic status

. Inadequate parental supervision

. Harsh and erratic discipline

. Delinquent peer group associations
. Child abuse and neglect

. Substance abuse

. Early sexual involvement

. Conflict

. Aggression

The identification of effective programs to prevent violence has been a national priority for more
than a decade. The Blueprints for Violence Prevention is an initiative that has identified model
and promising programs for both prevention and intervention based on rigorous standards for
determining their level of evidence. The website is www.colorado/blueprints/. The program
matrix can be found in Appendix C.

Research has demonstrated the effectiveness of a number of interventions in the prevention or
reduction of violence in at-risk adolescents. A review of these programs indicates there are
common elements that lead to beneficial outcomes. These elements are:

o Anger management and problem-solving skills training provided either through
educational or modeling approaches.

Anger management programs are comprised of teaching the difference between
anger and aggression, how to express anger appropriately, resisting taunts,
responding to other's anger without using aggression, and appropriately giving
and accepting negative feedback. Awareness of triggers, body sensations
associated with anger, and resources for self control, assertiveness, and
relaxation techniques are used in some of the programs.

Problem-solving programs are comprised of enhancing decision-making skills by
identifying options, resisting peer pressure, and developing alternatives to violent
responses. Cognitive interventions that focus on improving moral reasoning,
such as guided discussions of examples of moral dilemmas, (e.g., withessing
shoplifting), modeling openness, acceptance, and respect for other's views,
listening, and communication skills training are used. Cognitive mediation is used
to increase awareness of the consequence of violence, refute beliefs that support
the use of violence, and improve social problem-solving by helping participants
guestion their perception of others’ hostility, search for further information about
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the situation, generate alternative solutions, identify consequences of violent
solutions, and prioritize solutions according to their effectiveness in achieving the
desired outcome or goal. Dissemination methods are primarily cognitive-
behavioral and educational, using role-plays and multimedia examples. Some
programs use peers to teach and model improved anger management.

o Gender-specific programming is recommended since female aggression has been
found to be different from that of males. Females use more indirect methods of
aggression, such as exclusion and telling false stories about others. Educational
approaches that incorporate discussion of different examples, problem-solving skills
development, and refuting beliefs supporting the aggressive behavior have been found
to be of benefit.

o Social skills training and choosing prosocial peer relationships. However, social skills
training alone has not proven effective in changing behavior. It is therefore used as part
of a multimodal approach.

o Family interventions (e.g., Multisystemic Therapy and Functional Family Therapy) that
are designed to improve relationships and parenting skills have been found to be
effective. These interventions stress the importance of parenting skills that include clear
descriptions of expectations, specific consequences, open discussions, contracting
between parents and children/adolescents, and flexibility based on ultimate goals (rather
than rigid rules and consequences). Improved parental monitoring of peer relationships
that indirectly affect aggressive behavior through the influence of peers who engage in
antisocial behavior is also an important component.

o Therapeutic foster care has been shown to be effective in modifying aggressive
behaviors in adolescents. Specific limit setting and enforcement of consequences,
particularly when the level of structure is balanced with emotional support, are
associated with improved behavior. (A discussion of therapeutic foster care can be found
in the section on crisis intervention and out-of-home settings.)

o Bullying prevention programs that use limit setting in schools to alter bullying behavior
and responses by victims through the use of increased monitoring and enforcement of
consequences for bullying behavior have proven effective. (A discussion of bullying
prevention in schools can be found on pages 83-84.)

o A strengths-based focus on resiliency to help at-risk teens and their families discover
and use existing skills and capacities which are found in models such as Functional
Family Therapy, Multisystemic Therapy, and Multidimensional Treatment Foster Care.

o Interventions that target multiple domains (e.g., individual, family, peers, community
relationships) are more effective, especially when these interventions are coordinated in
a collaborative manner with all relevant service sectors.

The interventions with the most robust evidence of effectiveness for reducing violent behavior
are intensive case management, cognitive-behavioral therapy and skills training, Integrated
Dual Disorders Treatment (IDDT) and family therapies, such as Functional Family Therapy
(FFT) and Multisystemic Therapy (MST).

PREVENTION OF SEX OFFENDER BEHAVIOR

Sexual assault is one of the fastest growing violent crimes in the United States. Approximately
one out of three women and one out of every seven men will be sexually victimized before age
eighteen. Studies of adult sex offenders indicate that most report the onset of sexual offending
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behavior began prior to age eighteen. The majority of adolescents commit their first sexual
offenses before age fifteen and many do so prior to age twelve. Youth under the age of eighteen
commit about twenty percent of all rapes and thirty to fifty percent of child molestations. Most
are males between the ages of thirteen and seventeen, although there are a number of studies
indicating females and prepubescent children also engage in sexual offender behavior. It should
be noted that juvenile sex offender behavior is not more prevalent in any specific ethnocultural

group.

It has been estimated that up to eighty percent of juveniles who have committed sex offenses
have a diagnosable psychiatric disorder. Fifty to eighty percent have learning problems,
repeated a grade in school, and/or have been enrolled in special education classes. Sixty to
ninety percent have co-occurring conduct, attention deficit/hyperactivity, and mood, anxiety, and
substance use disorders. A higher number of co-occurring disorders is correlated with a
younger age of the first sexual offense. Twenty to fifty percent have histories of physical abuse
and forty to eighty percent have histories of sexual abuse.

Controlled outcome studies are lacking due to ethical issues and funding problems. Therefore,
the literature can only point to promising practices. These usually combine intensive, multimodal
approaches and support early intervention. Cognitive-behavioral interventions typically focus on
taking responsibility for one’s sexual behavior, victim empathy development, and skill building to
prevent future offending. The literature identifies the following essential components of
intervention for juveniles who commit sex offenses:

° Impulse control and coping skills to successfully manage sexual and aggressive
impulses

o Assertiveness and conflict resolution skills to manage anger and resolve
interpersonal disputes

° Enhancement of social skills to promote increased self-confidence and social
competency

. Empathy enhancement and improved appreciation of the negative impact of
sexual abuse on victims and their families

. Relapse prevention including: (1) teaching understanding of the cycle of

thoughts, feelings, and events that are antecedent to the behavior; (2) identifying
environmental circumstances and thinking patterns that should be avoided due to
increased risk of reoffending; and (3) identifying and practicing coping and self-
control skills for the management of behaviors

. Clarifying and teaching values related to respect for self and others as well as a
commitment to cease interpersonal violence, including the promotion of a healthy
identity, mutual respect in male-female relationships, and respect for cultural
diversity

o Sex education to achieve an understanding of healthy sexual behavior and
correct distorted or erroneous beliefs about sexual behavior

Multisystemic Therapy and cognitive-behavior therapy (CBT) are most effective interventions.
For a complete discussion of C